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TRODUCTIO 

The obstetric and gynaecology short cases presented were managed at Kenyatta 

ationa1 Hospital (KNH) and in Aga Khan Hospital airobi. The Obstetric long 

commentary was researched at Pumwani maternity Hospital and the Gynaecology 

long commentary was researched at Kenyatta ational Hospital. 

The Kenyatta ational Hospital is situated about 3 Km from the airobi city centre 

along gong road. This is the national referral hospital and also serves as a teaching 

hospital for the college of health sciences of the uni ersity of Nairobi offering 

acilities for undergraduate and postgraduate medical courses. ursing and 

paramedical courses are also offered by this hospital. 

Obstetric And Gynaecological Services 

The obstetric and gynaecology outpatient services are provided at the antenatal and 

gynaecology clinic, casualty department and family welfare clinic. The inpatient 

services are provided in labour ward, Antenatal and Postnatal wards, the acute 

gynaecology ward and the elective gynaecology ward. 

The Department of Obstetrics and Gynaecology offers laboratory services including 

semen analysis hormonal radioimmunoassay cytology spectrophotometry, surfactant 

test and glucose tolerance test. lTitrasound foetal monitoring and radiological _ 

examinatiops are provided in radiology department of KNH and also at the 

Department ofR.adiology University of airobi . 

Casualty department 

This offers services 24 hours a day and all obstetric and gynaecological emergencies 

are screened here. Most patients are treated and· discharged while serious cases are 

admitted either to labour ward or acute gynaecological ward; senior bouse officers 

offer obstetric and gynaecology coverage 24 hours a day. 

Antenatal care 

This offers routine antenatal care and also acts as the referral centre for high-risk 
. . 

patients from other clinics. The booking is done every M.onday morning. 



For those that are booked, a detailed history of the patient's past obstetrical and 

~ gynaecological medical and social history is taken. The patients are then sent to the 

laboratory for antenatal profiles which include: blood group (including the Rhesus 

factor serologic test for syphilis (VDRL), full haemogram (especially haemoglobin 

level) Urinalysis (protein/sugar and Voluntary Counselling and testing for IDV. For 

ftrst pregnancies or previous pregnancies more than 3 - year intervals two tetanus 

toxoid doses are given 4 weeks apart· otherwise only booster is given during the 

second trimester. Protenuria. glycosuria. blood pressure, and weight gain are checked 

on every clinic visit. 

During the antenatal period, any antenatal morbidity is managed accordingly either as 

outpatient or inpatient. At 36 weeks clinical pelvic assessment is done on the 

primigravida. Those with breech presentation destined to deliver vaginally may also 

be done erect lateral pelvimetry. Amniocentesis for surfactant test is done at 38 weeks 

in those mothers who are planned for elective delivery. Also during this period of 

antenatal care the appropriate health education on pregnancy and its related problems 

is provided. Emphasis is laid on better nutrition, clinic attendance preparation for 

labour and delivery, postpartum care, breast-feeding and family planning. 

Voluntary counselling and testing for HIV · 

This is offered to all pregnant mothers· those who are negative are encouraged to 

continue being careful to avoid infection. Those who are positive are told about the 

various available methods of preventing mother to child transmission of IDV. They 

are put on zidovudine from 28 weeks gestation and get and iverapine 200mg at the 

onset of labour. The infants are given tverapine syrup stat dose after delivery and 

zidovudine syrup for one week. They are also encouraged not to breast feed. Those 

whose CD4 count is below 200 are started on the highly active anti retroviral therapy 

(HAART). 

Hospital Admissions 

Admissions fall into three categories namely· booked patients from our antenatal 

clinic, referrals from other hospitals or health centres and those without prior 

antenatal care. The last two categories constitute the majority of admissions. Booked 



3 

patients report ctirectly to labour ward admission area when they are in labour or if 

they develop a problem when the clinics are clo ed e.g . weekends. Un booked patients 

are seen first in casualty before being sent to labour ward admission area. An intern 

doctor in conjunction with a senior house officer (registrar sees the patients. Other 

members of staff are called if need arises. Those in labour are admitted to the labour 

ward while those not in labour are admitted to the ante natal ward if so required or 

discharged home. Patients who are very ill are admitted to the acute room in labour 

ward and managed accordingly. 

Management Of Labour 

Acti e management of labour is advocated. The components of active management of 

labour include; strict diagnostic criteria for labour, amniotomy at 4cm dilatation, early 

use of oxytoxin and continuous professional support. These measures are known to 

reduce the rates of caesare.an sections and operative vaginal deliveries as well as 

prolonged labour and its attendant complications. In our set up due to the high 

prevalence of HIV infection routine amniotomy is discouraged especially when the 

lflV status is not established as a measure to reduce vertical transmission ofHIV. 

Tbe first stage of labour 

Those patients wbo come from the lying in wards for induction of labour are given a 

soap enema and a warm bath. Patients who come from home in labour are assessed if 

they are in early labour with intact membranes soap - enema is given. Progress of 

labour is recorded graphically on a partogram where uterine contractions foetal heart 

rate and maternal pulse rate are recorded every half hour; blood pressure and 

temperature every hour and abdominal and vaginal examination every four hours. In 

vaginal examination the cervical dilation in centimetres is noted and recorded. In 

addition, descent of the presenting part and degree of moulding and the colour of the 

draining liquor is also noted and recorded. Urine analysis by dipstick is performed 

each time the patient passes urine to assess for protenuria and glycosuria mainly. An 

intramuscular injection of pethidine is given routinely for analgesia in the early phase 

of labour. Other alternatives include use of tramadol and buscopan. 

The partogram has proved to be an indispensable tool in monitoring the progress of 

labour and predicting complications of labour to enable timely intervention. Descent 
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of the head is determined by the fifths of the palpable head above the pelvic brim. 

Cervical dilation of at least 1 em per hour is expected and short of this rate in absence 

of any contraindication labour is augmented with oxytocin. 

Speculum examination 

Speculum examination is performed in patients complaining of haemorrhage or 

premature rupture of membranes. The patient is placed in lithotomy position, the 

vulva is cleaned with chlorohex:idine solution and draped with sterile towels. A 

cusco s speculum is gently introduced in the vagina and the vagina slowly opened. 

Using a light source lesions of the vaginal wall and cervix are sought. Bleeding or 

drainage of liquor through the cervical opening is noted. 

The second stage of labour 

When the patient is confirmed to be in second stage by both vaginal and abdominal 

examination and also has the urge to bear down she is transferred to the delivery 

room and placed on a delivery bed. A midwife a student midwife or a medical 

student under instruction usually conducts normal deliveries. The registrar conducts 

the high-risk cases (like multiple pregnancies breech presentations, premature 

deliveries) and all operative vaginal deliveries. Clean delivery areas and strict aseptic 

technique is adhered to during each delivery. The person conducting the delivery is 

gowned and masked. The perineum is cleaned with chlorhexidine solution and sterile 

towels applied. The patient is encouraged to bear down with each contraction and to 

take deep breaths between contractions. Foetal heart is monitored every five minutes. 

If the perineum is tight it is infiltrated with I Ornls of 1% ligocaine hydrochloride and 

mediolat~ral episiotomy is performed when the ~ead is about to crown. The person 

conducting the delivery inserts the index finger of the left hand into the vagina to 

protect the foetal bead. Using a blunt - tipped Mayo s scissors and incision is made in 

the perineum starting in the midline and directed laterally and downwards. 

When the foetal bead distends the perineum the latter is supported by the right hand 

with a sterile pad while the left hand keeps the bead flexed and prevents sudden 

expulsion. This prevents trauma to the perineum and foetal bead in preterm babies. 

Once delivery of the bead has occurred the mouth and nose are wiped with gauze to 

prevent aspiration of blood or amniotic fluid. A finger is passed around the neck to 
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rule out presence of the cord. If a cord is found and is loose it is slipped over the head. 

If it is tight double clamped and divided. The anterior shoulder is delivered followed 

by the posterior shoulder, trunk, and legs. If the umbilical cord was not clamped it is 

done so now and the baby shown to the mother before handing over to another 

midwife who carries out oropharyngeal suction as required. In high - risk cases a 

paediatrician is usually in attendance. 

The Third stage of labour 

At delivery of the anterior shoulder O.Smg ergometrine is given intramuscularly to 

effect contraction of the uterus. For patients with history of post - partum 

haemorrhage and grand multiparity it is given intravenously for a more rapid action. 

For cardiac and hypertensive patients, oxytocin 5 units' intravenous infusion is given 

if uterine contractions do not occur spontaneously. 

The placenta and membranes are delivered by controlled cord traction after signs of 

separation (rise in uterine fundus, lengthening of umbilical cord and gush of blood) 

have occurred. The birth canal is inspected for any tears and the episiotomy is 

repaired. The patient is encouraged to empty the bladder. Post delivery blood 

pressure pulse rate, uterine contraction, and lochia loss are observed and clearly 

recorded. The patient is further observed for one hour (4th stage) and then transferred 

to the lying in ward for subsequent observations 'Rooming in • is encouraged and 

early initiation of breastfeeding within 30 min is advocated as long as there is no 

contraindication. The mothers are nursed together with their babies to establish good 

. lactation and bonding. Patients with normal delivery are discharged once they are 

stable and their babies well usually within twenty hours due to pressure of bed space. 

The patient is advised on perineal hygiene and fr~quent sit baths until the episiotomy 

heals. The patients are also advised on neonatal and infant care and breastfeeding as 

well as the danger signs in the infant and themselves. 

Repair Of Episiotomy 

This is carried out in three layers using no 2/0 catgut stitch. The apex of the incision is 

identified and the repair of the vaginal mucosa carried out in a continuous suture 

while the muscle layer is approximated with interrupted sutures. The skin is apposed 
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using interrupted or continuous catgut no2/0 burying the knots and starting from the 

lateral edge. 

Operative Vaginal Delivery (Vacuum Extraction) 

The vacuum extractor is exclusively used to accomplish delivery in prolonged second 

stage due to poor maternal effort or where bearing down iscontraindicated as in 

cardiac and hypertensive disease or where expedite delivery is desired as in foetal 

distress occurring in the second stage of labour. 

The patient is placed in lithotomy position. The vulva and perineum are cleaned with 

antiseptic solution and draped. Aseptic catheterisation of the bladder is done and 

repeat vaginal examination performed to rule out any contraindication to vacuum 

delivery such as cephlo-pelvic disproportion and malpresentation. The foetal head 

should be in the pelvis with only one fifth being palpable above the pelvic brim. An 

episiotomy is given during a contraction. The largest suitable vacuum cap is passed 

against the foetal scalp taking care not to include maternal soft tissues by running a 

finger round the cap. A negative pressure of 0.8 Kg!cm2 is induced stepwise at 

intervals of 0.2 Kg/cm2 every two minutes. At each increase in pressure a check is 

repeated for any maternal tissue around perimeter of the cap. During this process an 

artificial caput is created. When a caput is already present, the negative pressure may 

be achieved faster. 

Traction is then applied with each contraction, in a downward direction until the head 

descends and then upwards to allow delivery by extension. On delivery of the foetal 

head the pressure is released. The mouth and nose are wiped and delivery continued 

as for spontaneous delivery. The baby is han~ed over to the paediatrician for 

resuscitative measures as necessary. 

Caesarean section 

The commonest abdominal delivery done is the lower uterine segment caesarean 

section. Classical caesarean section is rarely done except for case of transverse lie 

with ruptured membranes. 
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Pre operative care 

For elective caesarean section the patient is starved for at least six hours before 

operation. Blood is taken for grouping and cross matching and two units of blood are 

reserved. Informed consent for general anaesthesia and operation is taken. The 

abdominal wall, vulval and perineum are shaved clean. Premedication with atropine 

0.6 mg is given intramuscularly half hour before going to theatre. 

Surgical procedure 

In theatre the patient is placed in supine position with the legs separated, the vulva 

and perineum are cleaned with chlorhexidine solution. Catheterisation is done and the 

catheter is left in situ after draining all the urine. 

The anterior abdominal wall is cleaned with antiseptic lotion and iodine or spirit, then 

draped, general anaesthesia induced with intravenous thiopental sodium at a dosage 

which is effective in sedating the patient, but it varies between 250-500 mg. succinyl 

choline 50 - 80 mg is also given intravenously for temporary muscle relaxation to 

enable endotracheal incubation. Anaesthesia is then maintained with nitrous oxide, 

oxygen and halothane. The abdomen is then opened in layers through a sub-umbilical 

midline incision, which extends an inch below the umbilicus and above the pubic 

hairline or a transverse incision (commonly pfannenstiel). After opening the skin, the 

rectus sheath is opened with curved Mayo' s scissors. 

One side of the divided rectus sheath is elevated with two artery forceps and the 

muscle separated from their attachment to it, using a surgical blade and then drawn to 

one side to expose the peritoneum. The latter i~ held up with two long artery forceps 

and opened. The incision is extended up and down to the incision limits taking care 

not to injure the bladder. 

Wet abdominal packs are placed on either side of the uterus to prevent blood and 

liquor from running into the general peritoneal cavity. ADoen's retractor is applied to 

reflect the bladder away as well as expose the uterovesical fold of peritoneum. 
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The peritoneal fold is picked with a non-toothed dissecting forceps and opened at the 

middle using a curved Mayo's scissors. The incision is then extended on either side 

and the peritoneum stripped off the lower uterine segment with mounted swab. The 

Do en s retractor is shifted to include the lower part of the peritoneal fold in retraction 

of the bladder away from the lower uterine segment. 

A small incision of about 2 em is made in the lower segment about 2 em below the 

uterine attachment of the uterovesical peritoneal fold . Once the membranes are 

reached the incision is extended laterally on either side using curved scissors directed 

by two fingers of the left hand. The opening is in an upward directed semi lunar 

incision to avoid uterine arteries at the angles. The incision is enlarged enough to 

aiJow delivery of the head and trunk. The membranes are then ruptured. 

If the placenta is encountered in the line of incision it is either deflected or incised but 

in the latter case severe foetal maternal haemorrhage may occur and therefore the cord 

has to be clamped quickly. The retractor is then removed. If the presentation is vertex, 

a hand is slipped into the uterus between the foetal head and symphysis pubis and 

lifted gently with fingers and palm through the incision while a modest 

transabdominal pressure is applied. After delivery of the head, the nostrils and mouth 

are sucked. The shoulders are then delivered using gentle traction and still with some 

fundal pressures. The trunk delivery follows readily. 

Intravenous ergometrine 0.5mg is given as the shoulders are delivered. After the 

infant is born the cord is clamped and divided then the baby is handed over to an 

assistant for resuscitation. In case of need, a paediatrician is on standby. 

The placenta is delivered manually unless it separates spontaneously. The cut edges of 

the uterus are held with Green Armitage uterine clamps to control any bleeding that 

might be occurring as the inside of uterus is wiped of blood and other placental tissue 

such as membranes. The placenta is also inspected for completeness. The uterus is 

lifted out of the abdominal cavity through the incision and covered with a wet 

abdominal pack. 
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The uterus is then closed in 2 layers with o 2 chromic catgut as a continuous stitch 

for both layers. The second layer is stitched such that it buries the first one and 

extended beyond the lateral edges of the stitch. The visceral peritoneum is then closed 

with no. 1 chromic catgut. 

The abdomen is mopped and the abdominal packs are removed. The pelvic viscera are 

then inspected for any abnormalities. Instruments and swabs are counted and if they 

tally with the initial count then the abdomen is closed in 3 layers. Peritoneum is 

closed with continuous No 1 chromic catgut stitch, rectus sheath is similarly closed 

with No. 2 chromic catgut and skin with interrupted silk or nylon. The wound is 

cleaned and then dressed. The catheter is removed and uterus is massaged and clots 

evacuated from the vagina. General anaesthesia is reversed with 1.2mg of atropine 

and 2.5 mg of neostigmine intravenously. Extubation is done and oropharyngeal 

suctioning done. 

Blood loss is estimated from what is in the suction pump container and amount in wet 

swab and mops. The patient is then transferred from the theatre to labour ward. 

Post caesarean section care 

The patient is observed quarter-howiy for one hour, then half-hourly for 2 hours then 

4 hourly thereafter, noting the blood pressure temperature, pulse rate and respiratory 

rate on a chart, until she is fuJly awake then four hourly, intramuscular pethidine 50-

lOOmg 6 hourly is given for 48 hours to relieve pain. Intravenous 5% dextrose and 

normal saline are given alternately as 500mls four hourly untill bowel sounds are re­

established. Prophylactic antibiotics are given to those at high risk of getting sepsis. 

On the third post-operative day often haemoglobin level is checked. The stitches are 

removed after seven days of operation, after which the patient is discharged home 

with a case summary and having been explained to about the nature and findings of 

operation. The mother is seen in the post-natal clinic after one week and ihe baby is 

also seen in the child welfare clinic. 
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Post atal Follow p 

The clinic is held every Friday morning. Patients with normal deliveries are followed 

up in their nearest health facility. The blood pressure and weights are taken. 

Urinalysis is performed. History is taken of the puerperium, lactation, and 

immunisation of the baby. The patient is then examined and any problem managed. 

Mothers who are mv positive bave a special clinic where the necessary follow up is 

done. Family planning advice is given and the patient referred to the family planning 

clinic for the various methods available. 

Care Of The New Born 

All the newborn babies who are normal join their mothers after delivery unless the 

mother is moribund. A paediatric registrar reviews all the babies with problems or 

where complications are anticipated together with babies delivered by operative 

vaginal delivery or by caesarean section. Those having problems or who may develop 

some problems are transferred to nursery in a warm incubator. The premature babies 

are managed in nursery until their weight is about 2,000 gm when they are discharged. 

All mothers with babies in nursery are lodged in a mother s hostel. 

The GyoaecoJogy Unit 

This consists of the out patient wing at clinic No 18 and two gynaecological wards; 

IB and lD on the first floor of the tower block. Ward lD is the acute gynaecology 

ward whereas ward lB is the elective gynaecology ward. The three firms in the 

department run the unit. 

The Gyoaecology Outpatient Services 

These are mostly conducted in the clinics which are three per week: firm 1 on 

Tuesday, Firm Ill on Wednesday and Firm II on Thursday. The clinics are run by 

consultants, senior registrars and registrars. Medical students are usually in 

attendance. There is also oncology clinic which is on Friday mornings for folJowing 

up of patients discharged from the ward. A colposcopy clinic is held every Friday 

morning. The majority of patients attending the gynaecology clinic are referred from 

casualty and emergency gynaecology ward after emergency consultation and 

treatment. 
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Postoperative patients also attend this clinic. Some patients are referred from other 

specialist clinics in Kenyatta ational HospitaL other hospitals in and around airobi 

and from district and provincial hospitals. 

Infertility cases constitute about two thirds of the gynaecology consultation followed 

by uterine fibroids abnormal uterine bleeding, and adnexal masses. In the clinic, 

history is taken, a thorough physical examination is conducted and most of the 

investigations are done as outpatient in the clinic to eventually reduce the hospital 

stay. These include haemogram, urea, and electrolytes semen analysis Pap smear, 

pregnancy test among others. 

Family Planning Oinic 

It is situated at the family welfare centre. The methods of Family Planning offered 

include pills, the implants, injectables and voluntary surgical contraception 

procedures. 

Gynaecology In-Patient Services 

Elective gynaecology admissions- ward IB 

This is the elective ward to which patients are usually admitted from the clinic or are 

transferred from the acute gynaecology ward for further management. The ward has 

36 beds. Commonly the patients admitted here have uterine fibroids, gynaecological 

malignancies, and infertility among others. 

cute Gynaecological Admission- Ward ID 

This is the emergency gynaecological ward having 32 beds but at the time of writing 

this introduction it averages 60 patients. Averages of about 1 0 patients are admitted 

daily, and about two thirds of these are cases having abortion complications. They are 

admitted through the gynaecology casualty, which is located in ward ID. 

All the patients are clerked by the houseman and reviewed by the registrar who 

undertakes the management in consultation with senior members of the department. 

part from incomplete abortion pelvic inflammatory disease and ectopic 

pregnancies are the next most common cases admitted into this ward. 
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Uncomplicated cases of incomplete abortion have uterine evacuation done in the 

procedure room in ward ID using Karman·s Cmnula and syringe. The_ ar 

discharged home immediately. Patients who have undergone emergency lapororomies 

for pelvic abscess. ectopic pregnancy or pelvic masses ha ·e a minimum stay of tour 

days poSt operatively. All patients with incomplete :iliortion and have uterine 

evacuation are counselled about contraception before discharge. 

Patients with suspected carcinoma of the cervix are admitted at the first instance to 

ward ID. where they receive emergency care i.e. blood rransfusion, antibiotics etc. 

routine clerking and investigations are started. Examination under anaesthesia, staging 

and biopsy is done. When histology report becomes available they are either 

rransterred to ward IB or radiotherapy unit for definitive management. The patients 

also receive continuous care from the patient support centre and the hospice. 

GynaKological Operations 

A theatre is reserved in main theatre for emergency gynaecological operations daily. 

Laparotomies for ectopic pregnancies (ruptured and non ruptured), pelvic abscesses, 

ovarian cyst and other tuba-ovarian masses are done here. Smaller procedures like 

diagnostic dilation and curettage of the uterus, removal of misplaced contraceptive 

devices and suction curettage are also performed. 

Elective operations are done on firm basis firm II on Mondays and Firms ill and I on 

Thursdays. The operations are done from 8.00 am o 5.00 pm. The operations are 

performed under general anaesthesia as outlined below. 

Intravenous sodium thiopentone and succinylcholine are used for induction of 

anaesthesia. Nitrous oxide, oxygen, and halothane provide maintenance anaesthesia. 

Curare is given intermittently for muscle rela.xation. Atropine and neostigmine are 

used for reversal some operations such as Vesicovaginal fistulae repairs are carried 

out under spinal anaesthesia. 

Postoperative Care 

After the operation general anaesthesia is reversed and the patient wheeled to the 

recovery room where quarter hourly observation of blood pressure, pulse rate, 
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respiratorv rat and temperature are taken for half an hour, then half houri until she 

is fuiJ , awake The patient is then transferred to the ward here observations are done 

our houri_ y 0 
l' 

• est laparotom patients are kept in the ward for four da_ s. For the first _4 hours the 

patients are maintained on intravenous fluids oral fluids are given when bowel 

sounds are established. Blood transfusion is given when indicated. Prophylatic 

antibiotics are given routinely. A check haemoglobin le el is determined on the third 

postoperative day. 

Before discharge the patient is informed about the findings at operation and a 

discharge summary is issued. Patients are reviewed in the gynaecological clinic after 

six weeks or earlier when there is an indication. Total abdominal hysterectomy is the 

commonest cold gynaecological operation. It is described below. 

TotaJ abdominal hysterectomy 

General anaesthesia induction and maintenance is done as described above. A vulva­

vaginal toilet is performed with cetavlon lotion. Under aseptic conditions the patient 

is catheterised and the catheter left insitu to maintain continuous bladder drainage 

during the operation. Pelvic examination under anaesthesia is performed and 

pathological and normal findings noted. The vagina is painted with methylene blue 

dye. The abdomen is thoroughly cleaned with chlorohex.idine and painted with iodine 

and then draped with sterile towels. 

As described under caesarean section, the abdomen is opened in layers. The round 

ligaments are identified and beginning on either side using straight long artery forceps 

the round ligament is clamped and divided between the two forceps. The lateral stump 

is transfixed with no. 0 or no. 1 chromic catgut. This procedure opens the anterior leaf 

of the broad ligament, which is pushed forwards through this opening with the 

surgeon s finger and incised with scissors. The same is done for the opposite side. The 

next step depends on whether the tube and the ovary are to be preserved or removed. 

If tney are to be preserved the tube and the ovarian ligament are double clamped en 

masse and cut using a scalpel. The distal clamp holds the ovarian vessels as they 

approach the anastomosis with the uterine vessels. This stump is ligated using 
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transfixed chromic catgut no l. The same is done for the opposite side. If the tube and 

the ovary are to be removed with the uterus the in fundibulo pelvic portion of the 

broad ligament is double clamped with long curved artery forceps with the tips 

reaching the open window in the broad ligament. The broad ligament together with 

the ovarian vessels is divided between the clamps and ligated using chromic catgut 

no 1. The same is done for the opposite side. 

The reflection of the bladder peritoneum onto the uterus is then freed by extending the 

incision in the anterior leaf of the broad ligament towards the midline. The bladder is 

thus separated from the lower uterine segment. the cervix and the vagina by careful 

sharp and blunt dissecting of the fascial fibres beneath the bladder wall. Usually the 

bladder can be displaced into the lower pelvis easily but if it is adherent, it is 

surgically released. 

In the next step the posterior leaf of the broad ligament on either side is cut parallel 

with the side of the uterus to better demonstrate and skeletonise the uterine vessels 

between the leaves of the broad ligament for clamping. These are double clamped and 

cut using a scalpel and freed form the uterus by extending the incision around the tip 

of the distal clamp. This enables adequate ligation. Care should be taken to avoid 

freeing the tissues beyond the tip of the clamp, as this could permit bleeding from the 

collateral vessels that are not always included in the clamp before clamping and 

cutting the uterine vessels it is always advisable to palpate the internal os and pass 

medially through the base of the broad ligament to the trigone of the bladder. The 

uterine vessels are ligated with chromic catgut no 2. 

The uterus is retracted forward and upward to demonstrate and stretch the uterosacral 

ligaments posteriorly. A transverse incision is made through the uterine reflection of 

the cul-de-sac peritoneum between the attachments of the two - uterosacral ligaments. 

The peritoneum is then incised with the scalpel and reflected mobilising it past the 
. 

cervix to the posterior vaginal fornix. Usually this procedure is associated with 

haemorrhage as a proper loose areolar plane is entered. Care is taken not to dissect 

extensively laterally where the haemorrhoidal vessels are inserted into the rectum. 

Each uterosacral Ligament is double clamped cut, and ligated with no 1 chromic 

catgut sutures. Here particular care is exercised to avoid the pelvic portion of the 
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ureter as it courses along the base of the broad ligament. ext the cardinal ligaments 

on either side of the uterus are clamped cut and ligated. 

More commonly the uterus is removed by the open technique, in which the anterior 

vaginal fornix is opened initially with the scalpel and a sharp knife or scissors 

circumcises the vagina. As the anterior posterior and lateral angles of the vagina are 

opened. straight artery forceps are used to secure the vaginal margins. These margins 

are then closed using a series of figure eight futures. Particular care is taken when 

tying the lateral angles to ensure that the descending vagina branches of the uterine 

vessel are securely ligated. 

Suspension of the vaginal vault is done by tying the peritonealisation suture to the 

lateral and mid sutures for the vault. Peritonealisation is accomplished by means of a 

continuous no 1 chromic catgut suture that first pierces the vaginal walls near the 

midline and passes through the posterior leaf of the broad ligament the free margin of 

round ligament and the anterior bladder peritoneum. The suture is tied at the centre. 

The same is done for the opposite side with the suture being tied at the midline and 

lateral angles. If the ovaries have been preserved an alternative suspension may be 

used in which the tip of the broad ligament is loosened separately with a purse string 

of no 2/0 chromic catgut and the free margin of the pedicle is high against the pelvic 

wall and are not anchored to the vaginal vault. This is advised in order to avoid 

subsequent dyspareunia and to avoid stretching of the ovarian vessels with possible 

thrombosis and chemical and cystic changes of the ovary. After this abdominal 

viscera are well inspected. If haemostasis has been achieved and instruments and 

swabs counts are correct, the abdomen is closed in anatomical layer. The post­

operative management is the same as described earlier. 

Counselling clinics 

There are several such clinics in the hospital which offer counseiljng to obstetrics and 

gynaecology patients. These are the patient support centre, GOPC, teenage clinic and 

the airobi Hospice. 
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The Patient Support Centre 

This is siruated in the old hospital buildings here patients regularly attend from all 

the departments of the hospital. Sometimes the counsellors are called to the wards to 

counsel those patients who cannot go there. The counsellors consist of psychiatrists, 

sociologists psychologists and trained nurses. Mostly, they deal with HIV 

counselling, puerperal psychosis patients and those who are poor and neglected by 

relatives. They counsel treat and even assist patients find their way home. 

The High Risk Oinic (HRC) 

This clinic is situated on the ground floor next to the maternity wards. It deals with 

young single mothers who have had an abortion, those who have delivered and even 

those who do not want to bring up their children. The counsellors include trained 

nurses, sociologists and consultant obstetrician I gynaecologists. They counsel their 

patients, treat them for any illness they may have with assistance from the obstetric 

and gynaecology wards and also provide them with famil y planning and SID 

management services. The patients come from other institutions or from the obstetrics 

and gynaecology wards. 

The air"Obi Hospice 

Workers here also offer counselling care in addition to management of terminal 

disease. They also offer narcotic analgesia and encourage home-based care for such 

patients instead of hospital care. Most of their patients have cancer of the cervix. 

The Hospital Chapel 

This provides spiritual nourishment to those who are in need. It is situated on level 2 

of the tower block. 

The Mothen Hostel 

This accommodates mothers with babies in nursery. When they get sick, they get 

treated from the wards where they were initially admitted. 



OBSTETRIC CASE l 

DEEP VENUOS THROMBOSIS -LIVE BABY 

Ip o. 

arne 

Age 

0987240 

LK 

40 

Presenting complaints 

D.O.A 

D.O.D 

Parity 

14. 04. 02 

19. 04. 02 

2 0 
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The patient was admitted with complaints of swelling and pain in the left lower limb 

for one week. 

History Presenting lllness 

She had been well until one week prior to admission when she noted some swelling in 

the left lower limb associated with pain. The swelling and the pain increased 

progressively until walking became difficult. There was no associated hotness of 

body. There was no history of trauma. 

History of current Pregnancy 

Her last monthly period was on 15 .9.02and the expected date of delivery was 22.3.03 . 

She was at the gestation of30 weeks. She attended clinic in Kenyatta ational 

Hospital from 16 weeks gestation. The antenatal profile was as follows. 

HB - 2.1 g/dl VDRL- negative 

Blood group - A +ve Elisa for lllV - negative 

Obstetric and Gynaecological history 

She was a para 2 + 0. Her last delivery was in 1999 while her first delivery was in 

1996. The previous deliveries were spontaneous vertex deliveries and the babies were 

alive and well . She attained menarche at 14 years. Her cycle was regular every 28-

30 days with a normal flow of 3 - 4 days. She had used oral pills for contraception for 

two years prior to the pregnancy. 

Past medical history 

This was not significant 
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Family and social history 

She worked in the hospital as a patient attendant. Her husband was a teacher. She did 

not take alcohol or smoke cigarettes. She had no history of chronic illness in her 

family . 

Examination 

She was in good general condition, not pale or jaundiced. She had no 

lymphadenopathy or oedema. Her vital s1gns were: BP - 100 I 65 mmHg, PR -

84/min PR 22/min and temp 36.8oC 

The cardiovascular, respiratory and central nervous systems were within normal. 

Abdominal examination 

The ab~omen was uniformly distended with fundal height at term gestation. The 

foetus was in longitudinal lie cephalic presentation and the head was 4/5 above the 

pelvic brim. There were no contractions palpable. The foetal heart rate was 144/min 

regular. 

Musculo-skeletal system 

The right lower limb appeared normal. It was not swollen and was non-tender. The 

left lower limb was massively swollen, shiny and tender. Circumferential calf and 

thigh measurements were taken for both lower limbs. The results revealed that the left 

limb had much bigger circumference. 

Diagnosis 

A clinical diagnosis of deep venous thrombosis was made. 

Management 

The patient was admitted for investigations and treatment. She was started on 

intravenous heparin infusion of 40 000 IU in 24 hours and mefenamic acid 500 mg 8 

hourly. The affected limb was elevated and she was put on bed rest. Daily thigh and 

calf measurements were taken. 
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Serial measurements were as follows · • 

Date right thigh right calf left thigh left calf 

14. 04.02 50 35 56 38 

15. 04.02 50 35 55 37 

16. 04.02 50.5 35 55 37 

17.04.02 50.5 35 54 36 

18.04.02 50 35 52 36 

19. 04.02 50 35 51 35 

The pain and swelling progressively resolved. She was then maintained on heparin 

5000 iu twice daily, which she continued on discharge. 

Investigations 

KCCT test control 

14. 04.02 30.8 sec 34.5 

16.04. 02 35.3 sec 34.0 

20.05 . 02 45.4 sec 33 .8 

15.06. 02 40.2 sec 34.5 

OS. 07.02 38.7 sec 30 

Haemogram 

Hb 13.4 gm/1 WBC 6.1 X 109/l platelets 400 x 1012/l 

Doppler flow studies revealed normal venous flow in the right lower limb. There was 

a large thrombus in the left common iliac and left femoral veins. Flow in the 

superficial femoral veins was sluggish. This confirmed the diagnosis of deep venous 

thrombosis. 

Obstetric ultrasound showed a single intrauterine foetus at 30 weeks gestation. 

Further management 

The patient was taught bow to inject herself She was allowed home on subcutaneous 

heparin 5000 IU twice daily. She was seen in the antenatal clinic after one week. She 

was well with no complains. She continued with the heparin and routine antenatal 

clinic. Repeat Doppler flow studies after 2 weeks revealed that the thrombi had 
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resolved. The left femoral vein was dilated with sluggish flow but no thrombus. 

During the visits contraception options were discussed with her and she opted for 

post-partum bilateral tubal ligation (BTL). 

The patient then carne to the labour ward at 39 weeks gestation in early labour. The 

morning dose of heparin was omitted and a sample of blood for grouping and cross 

matching was taken. She progressed well to have a spontaneous vaginal delivery to a 

live male infant. The birth weight was 3400 gm., score 8/1 and 10/5. The placenta was 

delivered by controlled cord traction. The estimated blood loss was 300 ml. The 

following day a BTL was done under local anaesthesia. Twelve hours later heparin 

5000 iu subcutaneously was restarted together with 5 mg of warfarin. After 3 days the 

heparin was stopped. She was discharged on warfarin to be seen in the postnatal clinic 

after one week. 

Follow up 

She came for review in the postnatal clinic after one week. She had no complains. A 

coagulation screen was done and was acceptable. She was seen again after 5 more 

weeks and was well. She was then discharged to continue with warfarin through the 

haematology clinic for further follow up. 



Discussion 

The patient discussed was a para 2+0 who developed deep venous thrombosis in 

pregnancy was managed and had a good outcome. 

Thrombosis is the process by which blood flowing through the vascular system 

coagulates into a solid mass. Such coagulation without apparent antecedent 

inflammation is known as phlebothrombosis. When the coagulation results from 

vessel inflammation, it is referred to as thrombo-phlebitis 1
• 

2 

The incidence of deep vein thrombosis (DVT) varies and ranges 1 - 5 per 1000 

pregnancies. 3 In KNH it was reported to be 1.6 in 1000. Pulmonary embolism can 

arise following thrombosis with a mortality rate of 12 - 15% 4 
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Pregnancy is a physiologic state in which many changes that occur favour thrombosis. 

The three elements of the virchous triad (circulatory stasis vascular damage and 

hypercoagulability) are all enhanced during pregnancy. Vascular stasis is encouraged 

by increase in calibre of vessels and pressure on the lower extremities from the gravid 

uterus. High levels of progesterone lead to decreased vasomotor tone. Several factors 

contribute to hypercoagualable state. Coagulation factors V1L VIII and fibrinogen are 

increased markedly. atural anticoagulants antithrombosis III and proteins are 

decreased. Vascular damage is likely to occur at delivery. 1
'
7 The patient discussed 

was pregnant and hence had a hypercoagulable state. 

Anaemia, haemorrhage cardiovascular diseases and hypertensive diseases increase 

the risk of developing thrombosis. Other risk factors include past history of 

thrombosis, maternal age more than 35 years smoking, cancers, surgery, 

immobilisation and use of oral contraceptive pills. 1·.5·
6

·
7 The patient discussed was 

pregnant and over 35 years but did not have these other risks. Inherited 

thrombophilias lead to an increased tendency to thrombosis. They include deficiencies 

of antithrombin 111 protein C protein S and factor V lei den mutation. · 8 The 

patient presented was not known to have any thrombophilias and there was no history 

of thrombophilias in the family. 
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Almost 900/o ofDVf in pregnancy affects the left side compared to 55% in non­

pregnant women. This may be due to compression of the iliac vein by the right iliac 

and the ovarian arteries which cross the vein on the left side. Most of the DVT occurs 

on the iliofemoral venous sinuses (72%) rather than the calf veins (9%). iliofemoral 

thrombosis poses a greater risk of pulmonary thrombo-embolism. With calf vein 

thrombosis the risk is negljgible. Howe er there is a tendency of the thrombi to 

extend proximally if not treated. 6 7 The patient discussed had left limb thrombosis 

with the thrombi in the left common iliac and left femoral veins but did not develop 

pulmonary thrombo-embolism. 

Classically DVT presents with swelling of the affected limb, pain, tenderness, local 

cyanosis and fever. However clinical diagnosis is neither sensitive nor specific. Most 

deep vein thrombi are completely asymptomatic. The symptoms severity does not co­

relate with the risk ofthrombosis. Clinical evidence ofDVT precedes embolism in 

only about half of the cases. Thus nearly half of patients remain asymptomatic until 

the pulmonary embolism has occurred. Symptoms of pulmonary embolism include 

dyspnoea, chest pain, tachypnoea, cough and haemoptysis. Chest X-ray, ventilation 

perfusion scintigraphy and pulmonary angiogram are useful investigations. 1
• 

8
• 

9 This 

patient presented with lower limb swelling and pain. She did not have any symptoms 

of pulmonary embolism. 

Various techniques are available to facilitate objective diagnosis ofDVT. They 

include contrast venography impendence plethysmorgraphy I125
- fibrinogen 

scanning, biochemical assays and doppler ultrasonography. Contrast venography is 

the gold standard but it is expensive, cumbersome and time consurrung. The non­

invasive doppler ultrasound is now widely used for diagnosis. It has sensitivity of76-

94% and specificity of90-95% for proximal DVT, but a lower sensitivity for calf 

DVT. M.agnetic resonance imaging and the computed tomographic scanning can also 

be used. In the patient presented doppler flow studies were done to confirm the 

diagnosis. L K had the diagnosis confirmed using doppler flow studies. 

Treatment ofDVT consists of anticoagulation analgesia and bed rest. Heparin is the 

drug of choice. It markedly increases the activity of antithrombin III. Initial treatment 

is usually by continuous infusion with a loading dose of 5000 units followed by 
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25,000-40,000 units over 24 hours. Heparin may also be given subcutaneously. The 

therapeutic effect of heparin should be monitored to ensure sufficient anticoagulation 

without causing spontaneous bleeding. The activated partial thromboplastin time is 

used for the monitoring and should be 1.5- 2.5 times the control value. 

Low molecular weight heparin can also be used safely. It has the advantage of once or 

twice daily administration with fewer bleeding complications. 8
·
10 Most authors 

recommend that the drug does not have to be monitored . 11
' 

12 Heparin does not cross 

the placenta and is not secreted into breast milk and there is no evidence suggesting 

any adverse foetal effects with its use. 13 The patient presented was treated with 

heparin with good results. 

With this management, pain soon is relieved. Once the symptoms have subsidised 

graded ambulation should be started. Warfarin is an oral anticoagulant that is suitable 

for treatment ofDVT in puerperium. It is usually started when heparin treatment is 

continuing since it takes at least 72 hours to take effect. Heparin therapy is then 

discontinued and warfarin is continued for 3 - 6 months into the pueperium. 14 

Warfarin crosses the placenta and has been associated with teratogenic effects. lt is 

therefore best avoided during pregnancy. The teratogenic effects include nasal 

hypoplasia, skeletal abnormalities multiple central nervous system abnormalities and 

retarded development. Foetal and placental bleeding leading to intrauterine foetal 

demise have been described. Another disadvantage of warfarin is that its antidote the 

vitamin K, works in at least 24 hours. For faster reversal of its effects fresh plasma is 

needed 1.2. 
15 If warfarin must be used in pregnancy then it should be avoided in the 

first trimester to reduce chances of embryopathies, and after 36 weeks when chances 

of going into labour without due preparation for delivery are higher. Warfarin therapy 

is monitored by the use of the prothrobin time, which should be 1.5- 2.5 times the 

control. 1
• 

15 The patient discussed was maintained on heparin during the pregnancy 

and warfarin was used in the puerperium. 

In the mother heparin causes osteoporosis, thrombocytopenia and bleeding disorders. 

It should not be given if the platelet count is below SO x 1 09/L. Osteoporosis is reduced 

by administration of calcium and vitamin D. the antidote of heparin is protamine 

sulphate. It should be given at the dose of 1 mg per 100 units of heparin. Excess 

protamine sulphate should be avoided since it has anticoagulant effects. 1• 
7

• 
15 
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During the time oflabour and delivery, the heparin should be withheld. If the uterus is 

well contracted and there is negligible trauma to the genital tract heparin may be 

restarted within 6 hours postpartum. Warfarin can be initiated together and heparin 

withdrawn within 5 days. Warfarin should be continued for 3 - 6 months 

postpartum.8'
14 In our patient heparin and warfarin were started 24 hours later since 

she bad a post partum BTL the morning after delivery to reduce the risk of bleeding. 

Contraception containing estrogens should be avoided because they increase the risk 

ofthromboebolism. 16
'
17 The patient discussed had a bilateral tubal-ligation done since 

she bad attained her desired family size. 
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OBSTETRIC CASE 2 

CORD PROLAPSE- EMERGENCY CAESERIAN SEcriON DONE 

Ip DO. 

Name 

Age 

0920432 

FW 

25 

Sex Female 

Presenting complaints 

D.O.A 

D.O.D 

Parity 

18.9.03 

23 .9.03 

1 +0 
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The patient was admitted through casualty with complains of labour pains for 5 hours 

at 38 weeks gestation. She had not drained any Liquor. While in the labour ward she 

had spontaneous rupture of membranes. 

History of present pregnancy 

Her last menstrual period was on 23 .12.02 and the EDD was on 30.9.03. At admission 

she was at 38 weeks gestation. She had attended antenatal clinic in KNH from 24 

weeks gestation. Her antenatal profile was 

HB- 12.5 gldl VDRL - negative 

Blood Group- A +Ve Elisa for HIV- negative 

Past obstetric and gynaecological history 

She was para 1 + 0. Her last delivery was in 2000 by spontaneous vertex delivery. 

The baby was alive and well . She attained menarche at 15 years. Her cycle is regular 

every 27 - 29 days with a normal flow of 2 - 3 days. She had used Depo-Provera after 

the previous delivery. 

Past medical history 

This was non-contributory. 

Family and social history 

She was a housewife married to a carpenter. They lived in IGbera. She did not smoke 

cigarettes or drink alcohol. There was no history of chronic illness in the family. 
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General enmination 

She was in good general condition not pale. She had no oedema or lymphadenopathy. 

Her vital signs were BP 110/70mhg, Pr- 86/min RR 22/min temp 36.8°C 

Her respiratory, cardiovascular and central nervous systems were within nonnal . 

Abdominal examination 

The abdomen was uniformly distended, and moving with respiration. The fundal 

height was term, the foetus was in longitudinal lie and cephalic presentation. The 

foetal heart rate was 144 beats per minute, regular. She had moderate contractions 3 in 

10 minutes. 

Vaginal examination 

While on the examination couch, she experienced spontaneous rapture of membranes 

and clear liquor gushed out wetting the bed. The external genitalia was nonnal. The 

vaginal cavity was filled with a warm pulsating prolapsed cord. The cervix was about 

5 em dilated. 

Diagnosis 

A diagnosis of cord proplapse was made. 

Management 

The patient was placed in the Trendelelenburg position and oxygen was administered. 

The condition and the need for an emergency caesarean section were explained to her. 

Theatre was alerted immediately. The patient signed the consent form. Blood was 

taken for grouping and cross matching and an intravenous infusion of 5% dextrose 

was started. She was premeditated with atropine 0.6 mg intramuscularly and taken to 

theatre. 

When she was placed supine on the operation table, the patient's hips were raised 

using a pillow. A caesarean section was done. The outcome was alive male infant 

birth weight of3300 gm and scored 8/1 10/5. The baby did well and stayed with the 

mother. Post operatively the patient did well and both her and the baby were 

discharged on the 4th postoperative day. 

Post nat.al clinic 

The patient was lost to follow up 
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Discussion 

The patient presented had umbilical cord prolapse following spontaneous rupture of 

membranes while in the hospital. An emergency caesarean section was done and the 

baby bad a good apgar score. 

Umbilical cord prolapse (UCP) is the descent of the umbilical cord into the lower 

segment of the uterus. It is termed as overt when it lies below the presenting part. In 

occult cord prolapse the cord lies adjacent to the presenting part. Funic presentation 

refers the UCP below the level of the presenting part before the rupture of the 

membranes. This patient had overt UCP. 

Umbilical cord prolapse occurs when the cord descends beyond or alongside the 

presenting part. The cord is displaced in to the vagina or even through the introitus 

once the rapture of membranes occurs. Umbilical prolapse is an uncommon 

obstetrical emergency. The incidence varies and is about 1 in 200 - 300 deliveries. In 

the airobi birth survey Mati reported an incidence of 1.8% while Ochiel reported 

and incidence of 0. 57% in KNH. 2• 
3 While the incidence ofUCP has not changed 

much over the years the associated prenatal mortality has fallen significantly in the 

last several decades. 4 The outcome for our patient was a live baby. 

Umbilical cord is more likely to prolapse when the foetal presenting part is not well 

applied to the cervix. Frequency of cord prolapse increases with small foetus or 

malpresentation. Breech presentation is the leading cause ofUCP accounting for 40 -

50% of the cases. With frank breech presentation the incidence is about 0.5% while 

with footling breech the incidence is 15% and 5% with complete breech. s. 6 Other 

presentations associated with increased risk of UCP are transverse lie face and brow 

presentations. 1 Our patient had cephalic presentation at tenn, but the bead was not 

well applied to the cervix. 

A contracted pelvis predisposes to mal-presentation and to the presenting part 

remaining high. With a contracted pelvis face and shoulder presentations are 

encountered 3 - 4 times more frequently and cord prolapse occurs 4 - 6 times more 

frequently .
6 

Pre-maturity accounts for 20% ofUCP. This is related to the relatively 
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small size of the foetus and higher incidence of mal-presentation. Multiple gestations 

are associated with higher incidences of pre-maturity and mal-presentation and are 

therefore associated with higher incidences of UCP. Other factors associated with 

UCP include polyhydramnios, placenta praevia and pelvic tumours. Forceful gush of 

amniotic fluid after membrane rupture may sweep the cord along leading to prolapse. 
1
•
7

·
8

•
9 The patient presented had a forceful gush of liquor with no other notable risks of 

cord prolapse. 

UCP is associated with significant perinatal morbidity and mortality. With overt 

prolapse the perinatal mortality rate approaches 20%. Once a cord has prolapsed, 

there is increased risk of compression of the cord between the presenting part and the 

pelvic inlet, the cervix or the vagina. Compression may occur especially during the 

uterine contractions. Cord compression results in foetal circulation compromise. 

Immediate caesarean section delivery is indicated. Cord prolapsed through the 

introitus exposes it to cooling and irritation that leads to vasospasm of the vessels. It is 

important to replace the cord back to the warm moist vagina or wrap it with a warm 

moist towel.7
.9 In this patient the out come was good. 

Patients with risk factors for cord prolapse should be treated with the appropriate 

precautions to prevent UCP. Continuous monitoring in labour will detect foetal heart 

rate abnormalities resulting from cord compression. When the presenting part is high, 

artificial rupture of membranes (ARM) should be avoided. If ARM is required with 

the presenting part high, then the presenting part should be stabilized and slow 

controlled release of the amniotic fluid done until the presenting part settles against 

the cervix. Some prefer to rupture the membranes during a contraction to ensure the 

presenting part is pushed towards the pelvis. If spontaneous rapture of membrane 

occurs, prompt careful pelvic exarnination should be performed to rule out cord 

prolapse. The patient presented had spontaneous rupture of membranes prompt 

examination was done and the cord prolapse was detected. During the pelvic 

examination the strength and frequency of the pulsations should be ascertained. The 

degree of cervical dilation, the nature and station of the presenting part and the 

adequacy of the pelvis should also be noted. 7· 
9 
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Overt cord prolapse is a condition demanding immediate action. Preparation for a 

rapid abdominal delivery should be made. Meanwhile the patient should be placed in 

the knee-chest position and continuous upward pressure applied against the 

presenting part to maintain the foetus away form the prolapsed cord. Oxygen should 

be given to the mother. However if the cervix is fully dilated there is no cephalo­

pelvic disproportion and delivery is imminent, then a vaginal delivery may be 

accomplished. Delay of more than 30 minutes increases the morbidity and mortality 

four fold. 1
• 

7
• 
9 The patient discussed was delivered within 30 minutes and the 

outcome was good. 

Occult cord prolapse may be suspected from cord compression pattern (variable 

decelerations) of the foetal heart rate. If overt UCP is ruled out by a pelvic 

examination, the patient should be placed on the lateral Sims or trendelenburg 

position. Oxygen should be administered to the mother. If the cord compression 

pattern persists, the patient should be delivered via a rapid caesarean section. 

A patient noted to have funic presentation at term should be delivered by a caesarean 

section. If the foetus is premature, hospitalisation with bed rest in the Sims or 

trendelenburg position should be done. Serial ultrasound should be done to determine 

any changes in the cord presentation and the gestation age. Elective caeserian section 

for non-cephalic presentation reduces the incidence of cord prolapse. 10 

Rapid forceful instillation of 500 - 700 ml of saline into the urinary bladder via a 

foleys catheter has been shown to be useful in reducing cord compression. The 

distended bladder maintains the raised position of the presenting part. 

Depending on the degree and duration of cord compression, the neonate at delivery 

may be hypoxic, acidotic or moribund. A paediatric team should be present for 

resuscitation of the newborn. For our patient the paediatrician was present to 

resuscitate the newborn. Fortunately the infant was healthy and did well. 
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OBSTETRIC C SE 3 

VAGINAL BIRTH AFTER PREVIO S CAESARE 

S'GCCESSFUL TRIAL OF SCAR 

·arne 

Parity 

Age 

M . 
_+o 
30yrs 

Presenting complain 

IP o 

DOA 

DOD 

0981435 

22. 10.02 

24.10.02 

The patient was admitted with complains of labour pains for 6 hours. 

History of presenting complain 

33 

ECTIO 

M had developed low abdominal pain 6 hours prior to admission. The pain radiated 

to the back. It had been increasing in intensity and frequency. There was no associated 

drainage of liquor or per vaginal bleeding. 

Obstetric and gynaecological history 

She attained menarche at l5 years. Her cycle was _g days regular with a flow lasting 

3-4 days. She had used oral contraceptive pills prior to this pregnancy. She was para 

_ + 0. Her first delivery was in 1999. It was a spontaneous vertex delivery to a live 

male birth weight of 3700gms. In _ooo she had her second delivery by caesarean 

section due to toetal distress. The baby weighed _,400 gm and was alive and well. 

History of current pregnancy 

Her last menstrual period was on the 21.1.02 and her EDD was on 28. 10.02 o she 

was at 39. weeks gestation by dates. She had attended antenatal clinic since 24 weeks 

gestations in a city council clinic. She had made a total of 10 visits. The antenatal 

profile was as follows 

Hb- 1- .- g/dl 

Blood group - B+ve 

VDRL- negative 

Elisa for HIV- negative 

An erect lateral pelvimetry was not done, neither was an ultra sound done. She had 

uneventful antenatal period. 



Family and social history 

he was married and worked as a clerk in the it ouncil. he lived in Urnoja with 

her family . There was no known chronic illness on her amily. She did not take 

alcohol or smoke cigarettes. 

Past medical history 

This was not contributory 

Physical examination 

She was in good general condition and not pale. Her vital signs were PR - 22/mg PR 

- 82/min BP- 120/gombg tern- 36.8°C 

The respiratory, cardiovascular and central nervous systems were within normal. 

Abdominal examination 

The abdomen was uniformly distended with a sub umbilical midline scar. The fundal 

height corresponded to term gestation. The lie was longitudinal with a cephalic 

presentation. The presenting part was 3 I~ above the pelvic brim. The foetal heartbeat 

was beard and was regular at 144 beats/ min. she was noted to have moderate 

contractions 3 every 10 minutes. There were no areas of tenderness. 

Pelvic examination 

The external genitalia was normal. The cervix was 4 em dilated soft, in the central 

position and 60% effaced. The pelvis was clinically adequate. The head was well 

applied to the cervix with no caput or moulding. In view of the fact that she was in 

active phase of labour, with one previous scar due to a not necessarily occurring 

indication and a previous vaginal delivery, a decision for trial of scar was made. The 

patient was explained to the findings and she consented for trial of scar. 

Artificial rapture of membrane was done and clear liquor was obtained. 

Further manaoement 

Blood was taken for grouping and cross matching. An intravenous infusion of 5% 

dextrose was set up. The patient was monitored closely with special attention to the 

foetal heart tones, her general condition pulse rate and for any uterine tenderness. The 

labour progressed well with no features of maternal or foetal distress. The cervix 



dilated well. being em after - hrs. Two hours later she had the urge to push and was 

taken to the _nd stage room. She had a spontaneous vertex delivery to a live female 

infant binh weight of 3.>00gms and apgar score of ~lt . 10
/ 5. The placenta was delivered 

complete with membranes by the cervix vaginal walls and perineum were examined 

and ound to be intact since. The estimated blood loss was _so ml. Exploration of the 

uterine scar was not done. Vital signs examination continued being monitored and she 

remained stable. After close observation for 4 hours she was discharged to the 

postnatal ward. Both her and the baby remained well. They were discharged home 

after being observed in the postnatal ward for _4 hours. 

Follow up 

She carne for postnatal clinic after 6 weeks. She had no complaints. The baby was 

breastfeeding well and the mother was in 0 0od c.ondition. She was discharged through 

the family planning clinic. 



DISCUSSIO 

M t was a para _ 0 who had undergone a aesare:m se ion during her last delivery 

She presented in active labour and had a successful vaginal elivery. 

The caesarean section (C/S) delivery rate has increased throughout the world.1 For 

many years the scarred uterus was believed to be a contra indication to vaginal 

delivery. However reports of uccessful trials have lead to significant increase in 

attempts of vaginal birth after VBAC).: success rate of vaginal delivery after 

caesarean section is reported to be 53.1% at Ken atta ational Hospital? In the US 

there was a 14- fold increase ofwomen with prior caesareans delivering vaginally by 

1996.4 

Vaginal delivery is associated with fewer delivery risks requires less anaesthesia, 

poses a lower potential for postpanum morbidity involves shorter hospital stay saves 

money and encourages earlier and often smoother interaction between mother and 

infant.s Therefore since a significant number of caesarean sections are repeats if 

VBAC is widely adopted appropriately there would be a substantial and beneficial 

reduction in the incidence on caesarean section. Success rtes of trial of scar have been 

reported to be 60 - 80% in the USA when the obstetrician promotes VBAC. In 

Kenyatta ational Hospital a success rate ofVBAC was reported as 73 .90/o in 1982. 6 

Walton found previous scars to be the commonest indication for elective caesarean 

section (53 .3%) followed by contracted pelvis (37.4%) 

The success of the trial depends on the obstetric history and the indications for the 

pre ·ous caesarean section. When previous section was due to breech presentation or 

foetal distress the trial of scar is more likely to be successful than when the indication 

of previous scar was cephalopelvic disruption (CPD).4 However CPD as the cause of 

the previous scar is not a contraindication for trial. 8 woman who has ever had a 

vaginal delivery whether prior to or after the caesarean section is more likely to have 

a successful trial than one who has ne er delivered vaginally 9
. The patient discussed 

had a previous vaginal delivery and the indication for the previous CIS was foetal 

distress. She was therefore a good candidate for successful trial of scar. 
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Criteria for vaginal delivery following pre tou ae arean section may include the 

allowing, according t the American college of obstetricians nd gynaecologists. 10 

1. One or two prior low transverse caesarean deliveries 

o other uterine scars or pre ious rupture 

3 Physician immediately a ailable throughout active labour capable of 

monitoring labour and performing an emergency caesarean delivery 

4. Availability for anaesthesia and personnel for emergency caesarean delivery 

5. Clinically adequate pelvis 

Other requirements for vaginal delivery after a previous caesarean section include the 

patients consent to the procedure, original indication not to be a necessarily recurring 

one, the post operative course after the caesarean section to have been benign and the 

current pregnancy not to be complicated by conditions (such as macrosomia, 

malposition, multiple gestation etc) that could likely preclude vaginal delivery. In our 

set up VBAC is confined to women with only one previous caesarean section not two . 

.M met the criteria for trial ofVBAC. 10 

use of oxytocin to induce or augment labour has been implicated in uterine raptures 

in women with prior caesarean deliveries. 12 However its use is not contraindicated 

but dose monitoring needs to be done. 10
'
11

•
13 The use of epidural anaesthesia is 

controversial. It is argued that its use would potentially mask rupture thereby 

jeopardizing both the mother and the infant. Those in favour of the epidural 

anaesthesia argue that its use removes the fear of labour and helps encourage 

VBAC. 11 Our patient did not need augmentation. She was not given any analgesia but 

she tolerated labour well. 

The most feared complication of VBAC is uterine rupture. This is not very common 

when the uterine incision was low transverse. Uterine rupture is a small but significant 

risk and is associated with poor outcomes for both mother and infant. During a trial of 

scar measures for managing a rupture should it occur must be in place. Equipment for 

maternal and electronic foetal monitoring is helpful in diagnosis of an impending 

rupture or early rupture. A Large bore needle for intravenous access and blood for 

maternal transfusion should stay ready. Facilities for immediate laparotomy and 

neonatal resuscitation should be readily available. 4· 
10

• 
11

• 
13 Our patient had a large 
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b re needle in place during the trial. Though there \ as no electronic foetal monitor 

clinical monitoring of both the mother and the foetus was done. Facilities for 

immediate laparotomy were available if tbe need aro e. 

Following a successful VBAC it is important to look out for significant bleeding that 

may an indication for surgical repair of an. scar esistence. Some authorities 

advocate for routine exploration of the scar to feel for any dehiscence. t4 Some for 

fear of enlarging small separations and increasing the risk of endometritis, 

discourages this practice. 4 M N did not have significant bleeding and exploration of 

the scar was not done. She did develop any complications in the post partum period. 



REFERE CES 

1. ational Centre for Health Statistics: Rates of aesarean deli ery-United 

States, 1991 . 

2. Rosen MG, Dickinson JC: Vaginal binh after caesarean: meta-analysis of 

indicators for success. Obstet Gynecol 1990 ov; 6 5 Pt 1 : 865-9 

3. Githuru P~ Value of erect lateral pelvimetry in management of patients 

with one previous scar. Mmed Thesis U.O. 199-

4. Cunningham GF, Grant FN, Levene JK et al Caesarean delivery and 

postpartum hysterectomy, Williams obstetrics -1 Edition 2003 McGraw 

hill23 :538-553 

5. ational Institute Of Health Consensus Development Task Force 1981 

statement on caesarean childbirth. Am Jour obstet and gynaeco/139; 903 7 

6. K.aranja J. G. Review of caesarean delivery at Kenyatta national hospital in 

1980 Mmed Thesis UON 1982 

Walton SM, The antenatal and intrapartum management of patients with one 

previous scar. East African Medical JOtmUIJ vol 55 No 1. pp3 1978 

8. Bedoya C Bartha J Rodigne et al. a trial of scar after caesarean section 

inpatients with or without prior vaginal delivery. lnt J gynaecol obsret 199~: 

38 .. 85 - _ 9 (level iii) 

9. Handle CB Menutti MJ Gibbres S.G; Evaluating of the relative risks of 

trial of labour Vs elective caesarean section A VA. Journal of perinatal 

1986 ~ 3 107- 114 

10. American coUege of obstetricians and gynaecologists vaginal birth after 

previous caesarean delivery practice bulletin no. 5 July 1999. 

11 . Hale W.R.; Operative delivery Current Obstetric & Gynaecological 

Diagnosis and Treatment. 8m Edition 1994 Appleton & Lange 571 

1-. Turner MJ Delivery after one previous caesarean section AM J obstetric 

gynaecol 176·741, 1997 

1.> . DC Dutta, Text book of Obstetric 6th Edition Central2004· 22: 327-330 



OBSTETRIC CASE 4 

DIABETES IN PREGN CY 

arne AK Sex Female 

Ip 0 . 438452 D.O. 09.12.03 

Age 28 D.O.D l .L .03 

Parity 0+0 

Presenting Complaints 

She was admitted through the antenatal clinic due to high blood sugar. 

She did not have any complains. She reported no history of polyuria, polydipsia or 

polyphagia. 

History Of Current Pregnancy 

40 

Her last menstrual period was on 29.05 .03 her expected date of delivery was 05.03 .04 

she was therefore at 28 weeks at admission. She was attending antenatal clinic in the 

hospital since 15 weeks of gestation. She had been counselled on the need for 

compliance during the pregnancy. The nutritionist had reviewed her diet . 

The antenatal profile was as follows. 

HB- 12.5 g/dl 

VDRL - negative 

Blood Group -B +Ve 

ELISA for filV -not done 

An ultra sound done at 20 weeks gestation revealed a normal intra uterine foetus 

grossly normal, appropriately grown for the age. The average ultra sound gestation 

corresponded to the dates. The liquor was adequate, and the placenta fundal posterior 

Gynaecological History 

She attained menarche at 15 years. Her cycle was regular lasting 3-4 days in a cycle 

of28-30 days normal flow with mild dysmenorrhoea. She had never used 

contraceptives. 

Past Medical History 

She was known to have diabetes for 5 years. She had been well controlled on insulin 

outside of the pregnancy. She did not have any other chronic illness. 



Family and Social History 

A married lady for two years and was living with her husband he was a banker by 

profession. Her aunt was diabetic but no other chronic illness in the family. he did 

not consume alcohol or smoke cigarettes. 

Physical Examination 

41 

She was in good general condition. She was not pale and had no oedema or 

lymphadenopathy. Her vital signs were BP - 1 l 0/70mhg PR- 84/min PR-22/min 

temp- 36.8oC 

The random blood sugar was 22 mmoVI 

Her respiratory, cardiovascular and central nervous systems were normal. 

Abdominal Examination 

The abdomen was uniformly distended. The fundaJ height was corresponded to 30 

weeks gestation, with a longitudinal lie and cephalic presentation. The abdomen was 

soft and non-tender. The foetaJ heart rate was 144 beats per minute. 

Pelvic Examination 

A sterile speculum exam was done. Her externaJ genitalia was nonnaJ. The cervix was 

long, posterior and closed. Grossly it appeared nonnal with no signs of infection. 

Diagnosis 

A diagnosis of insulin dependent diabetes out of control at 28 weeks gestation was 

made. 

Management 

She was admitted and rehydration with normal saline intravenously started. She 

received I 0 iu of soluble insulin and was started on rnixtard insulin 20 iu in the 

morning, 10 iu evening and 8 iu of soluble insulin at lunch. The insulin was titrated 

against the blood sugar until satisfactory control was achieved. 

Investigations 

Serial blood sugars were done and insulin titrated accordingly. 

Haemogram parameters were within normal. Urea, electrolytes and creatinine were 

all normal. An electrocardiogram done was normal. 

Hhrc was 8. urinaJysis revealed ketones + sugar +++ 
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T e blood ugar fell to be consistently below 6 mmol/1 and he as discharged home 

after e days of hospitalisation to be followed up in the menaral clinic. 

he bought a _lucometer and was shown how to take her blood sugar at home and 

·eep record. She already knew how to injec herself with insulin. 

The nutritionist reviewed her diet and was encouraged ro be compliant even at home. 

She continued follow up in the clinic without an major problem . She had _ episodes 

of vaginal candidiasis and was successfully treated with clotrimazole vaginal 

pessanes. 

An ultra sound scan was repeated at 36 weeks gestation. It revealed an appropriately 

grown foetus for the gestation, with no abnormality. The placenta was fundal 

posterior not low lying. There was no cord round the neck. There was mild 

polyhydramnios. The biophysical profile was 8/8. The estimated foetal weight was 

-500 gm. 

At 38 weeks she was admitted complaining of labour pain. vaginal examination 

done revealed a cervix that was 4 em dilated soft, central, 70°'o effaced with slightly 

bulging membranes. o cord was felt. Artificial rupture of membranes was done and 

clear liquor was obtained. She was started on syntocinon drip. 5 ru in 5% dextrose. 

Another drip halflitre 5% dextrose with 5 units of insulin was set up. Blood sugar 

estimation was done every hour and the insulin drip adjusted accordingly. Vaginal 

examination was done after 4 hrs. She was found to be 9 em dilated the head had 

descended and normal vaginal delivery was anticipated. She reached second stage 

soon after and had a spontaneous vertex delivery to a live male infant who weighed 

3400 gm and the APGAR score was 9 at 1 and 10 at 5. Blood sugar monitoring 

continued in the postpartum period and the insulin dose was adjusted. The mother did 

well and was discharged home on the 4th postpartum day to come again for follow up 

in the postnatal clinic after one week. 

FoUow up 
A K came back for review after one week. She did not have any complaints. The 

baby was breastfeeding well. The lochia was now serosa and not foul smelling. The 

blood sugar was well controlled. She came again foe review after 5 weeks. During 

this visit the contraception choices were discussed with her. She opted to use condoms 

with spennicides. She was then discharged through the family planning and the 

medical outpatient clinics to continue with follow up. 
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Discus ion 

A K was knov n to have diabetes. During the routine antenatal follow up she was 

noted have ele ated blood sugar. She was mana_ed and had a normal delivery. 

Diabetes mellitus IS a chronic disorder of metabolism affecting carbohydrates, 

proteins and fats. The incidence varies in different populations. In the USA it 

complicates about 2.6% of all live births and is the most common medical 

complication of pregnancl. Prior to introduction of insulin diabetic women suffered 

infertility and the few who conceived faced a dismal prognosis. With proper control 

maternal and foetal outcomes have improved significantly . K had good outcome. 

Diabetes is classified as type 1 (insulin dependent) or type _ (non insulin dependent). 

Type 1 diabetes is immune mediate developing in genetica.lly susceptible persons. It is 

associated w!th low vertical transmission. Type 2 diabetes has familiar occurrence. It 

is due to abnormal insulin secretion and insulin resistance in target tissues. Most 

patients are overtly obese. Patients can be grouped into those who were known to 

have diabetes before pregnancy (overt) and those diagnosed during pregnancy 

gestational). A K was known to have diabetes type 1 before the pregnancy. 

The physiological changes in pregnancy m diabetics result in a decrease of 

carbohydrates control reserves. Pregnancy is therefore a unique opportunity for 

screening for diabetes. This allows the woman to discover or prevent diabetes. Since 

diabetes has adverse effects on the foetus and the mother it is imperative to discover 

and control diabetes in pregnancy. Ketoacidocis is a threat to the maternal life and 

hyperglycaemia increases the risk of midline birth defects 6 fold in a developing 

embryo. Diabetes is clinically recognized by a relative paucity of insulin, 

hyperglycaemia, glucosuria and ketoacidosis. Women with high plasma glucose 

levels may present with classical signs and symptoms of polydipsia, polyuria and 

unexplained weight loss. Their fasting blood sugar will be 7 mmol/1 or more. Such 

women should be considered to have overt diabetes. 3 A K very had very high blood 

sugar levels but did not have the classical symptoms of polyuria and polydipsia. 



Detection of glucosuria in pregnane. rna_ retlec augmented glomerular filtration but 

it warrants further investigation to establish if ir is as a result of impaired glucose 

tolerance.4 Women with a strong familial history of diabetes have given birth to large 

infants or have unexplained foetal to ses need to be in estigated for impaired glucose 

tolerance. 

Gestational diabetes mellitus refers to carbohydrate intolerance with onset or first 

recognition during pregnancy. Studies suggest that women with fasting 

hypergylycaemia diagnosed before 24 weeks likely have overt diabetes . 5 Controversy 

exists regarding the optimal screening for gestational diabetes. Some authorities have 

recommended universal screening while others recommend selective screening. In our 

set up due to cost, selective screening is practised. Screening is best done between 24 

and 28 weeks. 6 In our set up the 100 g 3 hour oral glucose tolerance test after an 

overnight fast is used for screening. The most important perinatal concern in women 

with gestational diabetes is excessive foetal growth. This leads to increased risk of 

birth trauma due to shoulder dystocia. 7 Unlike in women with overt diabetes foetal 

anomalies are not increased. 8 

Oven diabetes has significant impact on pregnancy outcome. The outcome is affected 

by the degree of the glycaemic control but more importantly by the intensity of any 

underlying maternal cardiovascular or renal disease. Improved foetal surveillance 

neonatal intensive care and maternal metabolic control reduce perinatal morbidity and 

mortality. Foetal deaths resulting from congenital malformations and those that are 

unexplained remain unchanged by medical intervention . 9 our patient did not have any 

underlying cardiovascular or renal disease. 

First trimester poor glycaemia control may lead to spontaneous abortion. Later in 

pregnancy the risk of spontaneous or induced premature delivery is increased. 10 Poor 

diabetic control periconceptionally is associated with increased risk of foetal 

anomalies. ll Other complications associated with infants born to diabetic mothers 

include respiratory distress. Hypoglycaemia and hyperbilirubinaemia. These infants 

may have cardiac hypertrophy that progress to congestive heart failure. Generally the 

infants birth weight is skewed consistently towards being heavier compared with 



normal pregnancies. Our patient had 0 0od ,3l:caemic control in the preconception 

period and the first trimester. 

With pregnancy maternal welfare of the o ertly diabetic mother can be seriously 

jeopardized. However with the exception of retinopath .. the long-term course of 

diabetes is not affected. With diabetic nephropathy and pre-eclampsia indicated 

prererm deHvery increase substantially. The integrity of renal function is the best 

single predicator of success in pregnancy. Women with diabetic neuropathy may have 

gastropathy. This leads to troublesome nausea and vomiting, nutritional problems and 

difficulty with glucose control. Hypertension induced or exacerbated by pregnancy is 

a major complication in diabetic women. Diabetic pre-eclamptic patients have a 20-

fold increase of perinatal mortality. The risk factors for pre-eclampsia are vascular 

complications, pre-existing protenuria and/or chronic hypertension. It is not related to 

glucose control 12 Ketoacidosis is one of the most serious complications of diabetic 

pregnancies. It may be triggered by hyper-emesis gravidarum, tocolytics (B 

Sympathomimetic drugs), infections and use of corticosteroids to induce lung 

maturity. Ketoacidosis may be as a result of non-compliance. It is a poor prognostic 

sign for the pregnancy. 13 Diabetic women have increased incidence of infections. The 

commonest infections include Candida vulvoginitis urinary tract infections puerperal 

infections and respiratory tract infections. These infections may lead to preterm birth 
14

· 
15 Our patient had vaginal candidiasis but did oot develop other complications. 

The management of diabetes should start before conception, to prevent early 

pregnancy loss and reduce the risk of congenital malformations. The patients should 

be well educated.16 Unfortunately in our set up many pregnancies are unplanned for 

and patients only come for prenatal care late in pregnancy. The patient discussed did 

not come early for antenatal clinic. However she had been on follow up by her 

physician and her blood sugar was relatively well-controlled periconceptionally. Her 

haemoglobin Aic was 7. Folate should be given periconceptionally and in early 

pregnancy to reduce the risk of neural tube defects. 1 

Blood glucose control is best done by use of multiple daily insulin injections and diet 

adjustment. Oral hypoglycaemia agents are generally not used because they may 

cause foetal hyper-insulinaemia. They have also been associated with an increased 
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rate of congenital malformations.18 The amount of insul in needed is titrated according - -
to the blood glucose levels. Care should be taken to avoid nocturnal hypoglycaemia 

that is more likely in pregnancy. The woman should be taught how to tak her own 

blood sugar using a glucometer and how to injec herself with insulin. Dietary ad ic 

should also be given. When a patient is involved in her management. she tends to be 

more responsible and hence more compliant. In our set many patients do not afford 

glucometers and even the cost of insulin is prohibitive. This makes management of 

diabetes in pregnancy a big challenge. Fortunately the patient discussed was able to 

buy a glucometer and to afford other necessities such as the suggested foods. 

Diabetes tends to be unstable in the first trimester followed by a stable period. From 

24 weeks gestation insulin requirements increases. 19 These differences are due to high 

levels of pregnancy hormones that are insulin antagonists. The patient discussed went 

out of control at 28 weeks of gestation. An ultrasound to search for malformation is 

done at 20 weeks. Amniocentesis to detect neural tube malfunctions and other 

anomalies are done routinely in some set ups. Our patient had an ultrasound at 20 

weeks gestation that revealed a grossly normal foetus. Amniocentesis was not done. 

In the third trimester ultrasound scanning to evaluate for excessive or insufficient 

foetal growth and to evaluate amniotic fluid volume is advisable. 0 The frequency of 

evaluations depends on the risk factors present and the affordability. Foetal 

surveillance is done depending on different protocols. The patient discussed had an 

ultrasound done at 20 weeks and at 36 weeks gestation. She was done non stress test 

during the admission. 

Delivery is best done after 38 completed weeks to ensure foetal lung maturity In case 

of complications such as pre-eclampsia. then amniocentesis is done to detennine if 

lung maturity has been attained. However depending on the indication delivery may 

be instituted without documented foetal lung maturity. In case of premature labour ~ 

sympathomimetic drugs are best avoided since they worsen glucose control and could 

lead to etoacidosis. imilarly use of corticosteroids to hasten lung maturity should be 

done with caution.6 caesarean section may be done if macrosomia is uspected to 

avoid birth injury bur diabetes is not an indication. 21 The patient discussed had a 

normal vaginal delivery at 38 weeks. 



In labour it is important to use short acting insulin because the insulin need will drop 

drastically after delivery. During the labour and after deli ery adequate hydration is 

important as well as glucose in sufficient amounts to avoid hypogl_ caemia. In the tirst 

-4 hours post delivery insulin may not be required and thereafter the requirements 

fluctuate for the following few days. A K had a drip of soluble insulin and dextrose 

running during labour. Her blood sugar remained well controlled and she continued 

with a lower dose of insulin in the post panum period. 



In labour it is important to use shon acting insulin because the insulin need will drop 

drastically after delivery. During the labour and after delivery adequate h. dration is 

important as well as glucose in sufficient amounts to avoid hypoglycaemia. In the first 

_4 hours post delivery insulin may not be required and thereafter the requirements 

fluctuate for the following few days. A K had a drip of soluble insulin and dextrose 

running during labour. Her blood sugar remained well controlled and she continued 

with a lower dose of insulin in the post partum period. 
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OBSTETRIC C SE -

RHESUSNEGA~MOTHER 

arne 

Ip o. 

Age 

BM 

438734 

28 

Presenting complains 

D.O ... 

D.O.D 

Parity 

16.1.04 

19.1.04 

0-0 

50 

B M was admitted through the antenatal clinic with complains of low abdominal pain 
for 6 hours 
History of presenting illness 

She had been well unt11 that day when she starting experiencing low abdominal pain. 

The pain was intermittent and mild. The pain increased in intensity and frequency. 

She had been scheduled to come to hospital that day for induction of labour. 

History of current pregnancy 

Her last menstrual period was 10.4.03 and her expected date of delivery was 17.1.04. 

Sh.e was 40 weeks gestation by dates. She had booked antenatal clinic at 24 weeks 

gestation. She had made 9 visits to the clinic. The antenatal period was uneventful. 

The antenatal profile was as follows· 

VDRL negative 

Blood group 0 rhesus negative 

Indirect coombs test negative at 28 and 36 weeks. 

Her husband's blood group was B rhesus positive. 

annal ultrasound at 24 weeks and at 36 weeks 

She received 300 mg of anti D at 28 weeks 

Past medical history 

This was not contributory 

Past obstetric and gynaecologicaJ history 

Haemoglobin level - 12.8 gldl 

ormal urinalysis 

ELISA for IDV - negative 

A primigravida. She attained menarche at 14 years. Her cycles were regular 3 - 4 

days e ery 28 days. She had used oral pills prior ro conception. 

Family and social history 

She was married. Worked as a secretary. Her husband was a pastor. She did not 

smoke cigarettes or take alcohol. There was no history of chronic illness in the family . 



Phy ical examination 

he as in :::cod general condition not pale. not jaundiced and was a febrile. Her vital 

signs ere all normal. 

The ardiovascular. respiratory and rhe central nervous ystems were essentially 

normal. 

bdominaJ examination 

The abdomen was uniformly distended and movin_ with respiration. The foetal height 

~ erm. longitudinal lie cephalic presentation and the head was 4/5 above the 

pelvic born. The foetal heart rate was 144 beats /min regular. Mild contractions were 

noted. 

Pelvic examination 

The external genitalia was normal. The cervix was 4 em dilated, about 80% effaced 

soft and central. She was draining clear liquor. There was no caput or moulding of the 

oetal bead. The pelvis was adequate clinically. 

~agement 

She was explained to the findings and the plan of management. 

On vaginal examination 4 hours later her cervix was 8 em dilated. An hour later she 

felt the urge to push. She bad a spontaneous vertex delivery to a live male infant birth 

weight of 3300grns. He scored 8/l and 10/5. The placenta and membranes were 

delivered complete by controlJed cord traction. The estimated blood loss was 250 ml. 

The baby's cord blood was taken for blood grouping, direct coombs test, bilirubin 

levels and haemoglobin estimation. The baby was taken to the newborn unit for 

observation. The direct combs test was negative the haemoglobin was within normal 

and the blood group was B rhesus positive. The mother received 300 mg of anti D, the 

following day. The mother and baby were discharged home to be seen in the postnatal 

clinic after 6 weeks. 

Postpartum follow up 

When she came for review after 6 weeks she had no complaints. She was not pale and 

her general condition was good. The uterus had involuted well. Advice· on family 

planning was given. She chose to use the Depo-Provera and she was discharged 

through the family planning clinic. 



Di cus ion 

The patient presented was a primigravida who was rhesus negative. he was 

unsensitised and delivered a live baby. 

Over 400 red cells antigens have been identified. Indi iduals who lack a specific red 

cell antigen may produce antibodies when exposed to that antigen. The rhesus (RH) 

blood group is the most complex human blood group. The Rh antigens include Dei, Cc 

and Ee. The antigen D is of great clinical importance. If a woman without the Rh 

antigen (Rh-negative) carries a rhesus positive foetus, if foetal red blood cells cross to 

the maternal circulation, then she produces antibodies. This is referred to as 

isoimmunization or sensitisation. Haemolytic disease of the newborn may then occur. 

Isoimmunization can also occur following transfusion with incompatible blood.1'
2 

B M was a rhesus negative mother who carried a rhesus positive baby but by the time 

of delivery sensitisation had not occurred. 

The incidence of rhesus negativity varies with races. It is highest among the 

Caucasian population (15-16% ), low in Africans ( 4%) and non-existent in 

mongoloids. 1 In airobi the incidence was 5% of the mothers attending antenatal 

clinics and at KNH it was 4.1%3
•
4 

The o erall risk if isommunization for a RH-positive ABO incompatible infant with a 

Rh-negative mother is about 16%. 1.5-2% of the reactions occur antep~ 7% 

within 6 months of delivery and 7% early in the second pregnancy. l.l 

Factors that encourage foetal maternal haemorrhage increase the risk of 

isoimmunization. They include abortions amniocentesis abdominal trauma, placenta 

praevia. abruptio placentae foetal death and caesarean section. Our patient did not 

have any of these factors. As Jittle as 0.1 ml of Rh-positive cells can cause 

sensitisation. This amount occurs in less than half of pregnancies with delivery. Of 

rhesus negative persons 30% are non- responders and wilJ not get sensitised even 

when exposed to rhesus positive cells. 1 
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Haemolytic disease of the newborn occurs when maternal antibodies destroy the Rh­

positive foetal red cells. On exposure to Rh-positi e cells. the Rhesus negative 

maternal immune response produces low levels of immunoglobin M (Ig M). Within 

6 weeks to 6 months Ig G antibodies become detectable. It is the 1 g G antibodies that 

cross the placenta to attack the foetal red cells. Since 1 g G tend to be formed later in 

the sensitisation process. most first boms are not affected. The absorbed antibodies act 

as haemolysins leading to accelerated red cell destruction. The excessive or prolonged 

haemolysis stimulates extramedullary haematopoiesis especially in the liver and 

spleen. This leads to hepatic dysfunction. s 

Destruction of the red cells results in release of haem, which is converted to bilirubin. 

Both haem and bilirubin are neurotoxic but the placenta and maternal liver metabolise 

them while the foetus is in utero. Soon after birth kernicterus may occur since the 

foetal liver is not mature enough to clear all the bilirubin in the foetal body. When the 

destruction of the foetal red blood cells exceeds the production, the resulting severe 

anaemia results in erythroblastosis foetalis. This condition is characterised by 

extramedullary haematopoiesis heart failure, oedema, ascites and pericardia! effusion. 

All pregnant women should be tested the ABO blood groups and rhesus during their 

first antenatal visit. For those found to be rhesus negative an indirect combs test 

should be done. The paternal blood group may be useful since if both parents are 

rhesus negative their offspring will also be rhesus negative. At 28 weeks the indirect 

coombs test is repeated. If negative JOO~g of Rh immune globulin G (the anti D) 

prophylaxis is given. Without it 1. 8% of those delivering Rh positive babies will be 

immunised as a consequence of spontaneous silent foetal maternal haemorrhages 

remote from delivery.6 Our patient had a negative indirect coombs test at 28 weeks 

and anti D was given. At 35 weeks another indirect coombs test should be repeated if 

negative observations continue if positive the patient is managed as Rh sensitised. If 

uterine bleeding occurs or amniocentesis is performed more than 3 weeks after the 

prophylaxis but before delivery the anti D should be repeated. 

After delivery the baby ' s blood group is done. If Rb positive, the mother receives 

another dose of anti D, if the baby is Rh negative the anti D is not necessary. Anti D 
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immune globulin given to unsensitised D-negative women within _ hours of deliverv - ~ 

is highly protective. This prophylaxis should also be _i en to Rh negative mothers 

after miscarriage abortion, molar pregnancy or ectopic pregnane. .I : Perinatal deaths 

from haemolytic djsease have decreased dramaticall . because of administration of D 

immune globulin. 8 For the rhesus positi e baby. the serum bilirubin le els are 

estimated and a direct coombs test is done to determine if sensitisation has occurred. 

Our patient delivered a Rb-positive baby the direct coombs test was negative. The 

bilirubin levels were within normal. The mother received .>OO~g of ami D a day after 

delivery. 

For sensitised mothers close monitoring with ultrasound and amniotic fluid studies is 

needed. Ultrasound is performed at 14 - 16 weeks to search for signs of ascites and 

oedema. Amniocentesis is done at 18 -22 weeks. Amniotic fluid is analysed by 

spectrophotometry, the amount of light absorbed by the blood breakdown products is 

plotted versus the gestation age. The severity of the affiiction is approximated from 

the Liley graph and is used to guide the management. The graph is divided into 3 

zones. The mildly affected foetus falls in zone 1. Amniocentesis should be repeated 

every 2 - 3 weeks. Delivery should be done when the foetus achieves pulmonary 

maturity. Moderately affected foetuses fall in zone 2. Amniocentesis should be 

repeated every 1 - 2 weeks. Delivery usually will be before term as soon as 

pulmonary maturity is achieved. Severely affected foetus will fall into zone 3. 

Interventions such as intrauterine transfusion will be necessary to facilitate the foetus 

to reach a gestational where delivery can be done with minimal adverse effects of 

prematurity. If no treatment is given to sensitised negative mothers carrying Rh­

positive foetus, the prenatal mortality is about 30 %. With treatment the mortality is 

lowered remarkably. 9 In carefully monitored cases, labour can be induced as soon as 

the pulmonary maturity is reached. In the severely compromised foetus a caesarean 

delivery is beneficial. 10 In our set up facilities for aggressive management of 

sensitised mothers are limited. One series reported the rate of sensitised women in 

KNH to be 600 per 1000 deliveries. 11 The unsensitised mother should not be allowed 

to go beyond term to reduce the risk of prenatal foetal maternal immunisation. Our 

patient went into spontaneous Labour at 40 weeks on the day she had been scheduled 

for induction of labour. 
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OBSTETRIC CASE 6 

POST PURTUM HAEMORRHAGE D fE TO O:RVICAL TE R -

SUCCESFUL REPAIR 

Ip o. 

Age 

Parity 

438350 

34 

3+0 

Presenting complain 

arne 

D.O. . 

D.O.D 

MJ 

-0.1.04 

23 .1.04 

The patient was noted to have significant bleeding soon after a spontaneous vertex 

delivery. 

History of presenting complain 

She had been admitted in established labour at 39 weeks gestation. The labour 

progressed well and had a spontaneous vertex delivery to a live male infant who 

weighed 3.8 kg and scored 8/1, 10/5. The placenta was then delivered complete with 

the membranes. Despite a well contracted uterus. She continued to have significant 

postpartum haemorrhage. 

History of the current pregnancy 

Her last monthly period was on 22.4.03 and her expected date of delivery was 

_8.1.04. So she was at 39 weeks gestation at the time of delivery. 

She had attended antenatal clinjc at our hospital and had been uneventful. The 

antenatal profile was as follows: HB- 12.5 g/dl Blood group- 0 positive 

VDRL- negative ELISA for HIV- negative 

Obstetric and gynaecological history 

She attained menarche at 13 years. Her menstrual cycle was regular every 27 - _9 

days and the flow was normal for 2 - 4 days. She experienced no dysmenorrhoea She 

had used oral contraceptives between her pregnancies. 

She had 3 previous deliveries all being spontaneous vertex deliveries and the children 

were well. Her last delivery was 2 years ago. 



P t medi al hi tory 

This as not significant 

Family and ocial hi tory 

She as married. an engineer at the Ken. a power and lighting company. She did not 

smoke cigarettes or take alcohol. There was no history of chronic illness in her famil y. 

Physical e mination 

She was in stable general condition. She was not pale, cyanosed or jaundiced .. Her 

vital signs were: BP - ll 0 /70 mmhg Pulse Rate 90/min 

Respiratory Rate- __ /min Temp 36.6 C 

The cardiovascular respiratory and the central· nervous systems were within nonnal . 

Abdominal examination 

The abdomen was moving with respiration. There was some uniform suprapubic 

fullness. The uterus was well contracted corresponding to 20 weeks gestation. There 

was no tenderness. 

Pelvic examination 

The external genitalia was normal but blood stained. The perineum was intact. A 

sterile speculum examination revealed a cervical tear at the 7.00 o clock position with 

active bleeding. 

Diagnosis 

An impression of cervical tear was made 

Management 

An intravenous infusion of normal saline was started. Blood was taken for grouping 

and cross matching and packed cell volume estimation. The patient was explained to 

the condition and the need for immediate repair under anaesthesia. A written consent 

was obtained. She was premeditated with atropine 0.6mg intramuscularly and shaved 

the pubic hair. Intravenous augmentin 1.2g was given. She was taken to the theatre. 
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In theatre she was put under general anaesthesia. Ln the lithotomy position. 

vulvovaginal toilet was done. Aseptic catheterisation was done and clear urine was 

drained. Using a Sims speculum and vaginal retractors. rhe cervix was well exposed. 

On inspection an obvious tear was seen at .00 o cloc · position. It was bleeding 

slightly but actively. The two margins of the tear were held using sponge holding 

forceps and down traction exerted to expose the apex of the tear. Using vicryl number 

- - 0 on a round needle the first stitch was applied. just above the apex. Running 

stitches were used and the whole length of the tear repaired. Bleeding from the site 

stopped. The vaginal walls were confirmed to be intact as well as the perineum. 

Anaesthesia was reversed successfully. She remained stable and did not need blood 

transfusion. She received 2 more doses of intravenous augmentin 1.2g 8 hours apart 

as antimicrobial prophylaxis. 

On the second post-partum day both the mother and the baby were allowed home. 

Follow up 

She came for review after 6 weeks she did not have any complaints. The baby was 

breastfeeding well . Examination revealed normal vital signs breasts were bilaterally 

soft and active. The uterus had involuted. The external genitalia was normal and on 

digital examination, the cervix felt normal. Advice on family planning was given and 

she was booked to continue in the family planning clinic. 



Discussion 

The patient presented had a spontaneous vertex deli ery but was noted to have po t 

parrum haemorrhage after the delivery of the placenta. Examination revealed a 

cervical tear that was uccessfully repaired. 

Post panum haemorrhage (PPH) refers to blood loss in excess of 500 ml after a 

vaginal delivery. The incidence is 5 - 8 % of vaginal deli eries.1 It is among the 

leading causes of maternal mortality in the developing world. KNH Makolcha 

found 15% of the maternal deaths to have resulted from post-partum haemorrhage. 2 

Even in the USA PPH is an important cause of maternal mortality being the third 

leading cause.3 

The cause of the haemorrhage should be established quickly to allow definitive 

treatment. Uterine atony various degrees of retained placenta and genitalia tract 

trauma are the leading causes of PPH. The patient presented was found to have a 

cervical tear. Genital trauma accounts for up to 20% of primary post-partum 

haemorrhage. 1 

Cervical lacerations occur in over half of vaginal deliveries. Most cervical tears are 

less than 0.5 em and heal spontaneously. Deep cervical tears may extend to the upper 

vagina or involve the lower uterine segment or even the peritoneum. Laparotomy for 

repair may be necessary in some cases. Rarely the cervix may be entirely avulsed. 

Such serious injuries often follow difficult forceps deliveries or deliveries through an 

incompletely dilated cervix or precipitate labour. But lacerations up to 2 em do occur 

during normal deliveries. The extensive tears or those bleeding actively need repair. 

Repair under anaesthesia is recommended to allow good exposure relaxation and for 

examination to rule out other lacerations elsewhere. -*.5 The patient discussed had an 

apparently normal delivery but sustained a cervical tear that required repair. 

Cervical tear should be suspected in case of profuse haemorrhage during or after the 

third stage labour especially if the uterus is well contracted. Adequate exposure and 

inspection of the cervix is required to confirm the diagnosis. 6 M J had a well uterus 

but continued bleeding. A speculum done revealed an actively bleeding cervical tear. 
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Repair requires good exposure. Sims speculum and ri_ ht-angled vaginal retractors 

are helpful. The bleeding usually comes from the angel apex) of the tear and the first 

stitch should be slightly above this to ensure good homeostasis. Either an interrupted 

or continuous absorbable sutures can be used. o Overzealous stitching may lead to 

cervical stenosis while neglected tears can lead to cervical incompetence. 7 1 J had 

successful repair under general anaesthesia. 
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Repair requires good exposure. Sims speculum and right-angled vaginal retractors 

are helpful. The bleeding usually comes from the angel apex of the tear and the first 

stitch should be slightly above this to ensure good homeostasis. Either an interrupted 

or continuous absorbable sutures can be used. () 0 erzealous stitching may lead to 

cervical stenosis while neglected tears can lead to cervical incompetence.7 l J had 

successful repair under general anaesthesia. 
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Parity 
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The patient was admitted from the antenatal clinic for induction of labour. She had no 

complains. 

History of current pregnancy 

Her last monthly period was on 29.5.03 and the expected date of delivery was 5. 3.04. 

She was at the gestation of 41 weeks and 3 days. She attended clinic in KNH since 20 

weeks gestation. The antenatal period was uneventful though she was treated for 

vaginal candidiasis once. The antenatal profile was as follows. 

HB -2.1 gldl VDRL - negative 

Blood group - A ve Elisa for IDV - negative 

She had not had an ultra sound evaluation but clinically the fundal height 

corresponded to the dates. Her quickening was on 30.09.04 

Obstetric and Gynaecological history 

She was a para 1 0. Her last delivery was in 2000 to a female who was alive and 

well . It was a spontaneous vertex delivery at 39 weeks gestation. She attained 

menarche at 14 years. Her cycle was regular every _g- 30 days with a normal flow of 

3 - 4 days. She was not on any contraception prior to the pregnancy. 

Past medicaJ history 

This was not significant 
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Family and social hi tory 

She was a housewife married to a teacher he did not take alcohol or make 

cigarettes. She had no history of chronic illness in her family 

Examination 

She was in good general condition, not pale or jaundiced .s he had no 

lymphadenopathy or oedema. Her vital signs were: BP - 100 I 65 rnmHg PR -

8 min PR _2/rnin and temp 36.6oC 

The cardiovascular, respiratory and central nervous systems were within normaL 

Abdominal examination 

The abdomen was uniformly distended with fundal height at term gestation. The 

foetus was in longitudinal lie, cephalic presentation and the head was 4/5 above the 

pelvic brim. There were no contractions palpable. The foetal heart rate was 144/min 

regular. 

Pelvic examination 

The external genitalia was normaL The cervix was 2 em long, soft central and the os 

was closed clinically the pelvis was adequate. 

Diagnosis 

A diagnosis of post date pregnancy was made 

Management 

She was admitted to the ward and a prostaglandin E 2 pessary was inserted into the 

posterior fornix. She was reviewed after 8 hours and the cervix was soft effaced and 

2 em dilated. Artificial rapture of membrane was done clear liquor drained. A 

syntocinon infusion of 5 units in 500 ml in 5% dextrose was started at 10 drops per 

minute. The infusion rate was increased at 10 drops per minute until she had 3 strong 

contractions every 10 minutes. After 4 hours she was reviewed and the cervix was 6 

em dilated. 3 hours later she had an urge to push. On examination the cervix was fully 

dilated. She was taken to the second stage room where she had a spontaneous vertex 

delivery to a live male infant. The birth weight was 3300gms and score 8/1 and 10/5. 



he bab did not have features of po t maturit. T e placenta was delivered b 

controlled cord traction. The estimated blo d lo \\as _50 mi. 

The mother and the baby remained table and 1,: ere transferred to the postnatal ward 

The were then discharged home to be een in the postnatal clinic after six weeks 

Follow up 

She came for review after 6 weeks. She had no complains. Her breasts were active 

and soft. The uterus had involuted. She was advised on family planning and was 

discharged through the family planning clinic. 
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controlled cord traction. The estimated blood lo s -.: a _50 ml 

The mother and the baby remained table and 1; ere transferred to the postnatal ward 

The were then discharged home to be seen in the postnatal clinic after sLx weeks. 

Follow up 

She came for review after 6 weeks. She had no complains. Her breasts were active 

and soft. The uterus had involuted. She was advised on family planning and was 

discharged through the family planning clinic. 



Discussion 

The patient presented had a prolonged pregnane .. Induction of labour was 

successfully done and she delivered a healthy baby 
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Prolonged pregnancy is defined as a pregnancy that is -L completed weeks (-9 days 

or more from the first day of the last menstrual cycle. The incidence varies but an 

average is about 10%.1 In Pumwani maternity hospital an incidence of 4.9% was 

reported? Some of these pregnancies are not actually prolonged but appear so due to 

wrong date estimation. 

The cause of prolonged pregnancy is unknown, but some conditions have been 

associated. It has been shown to have a tendency to recur in the same women and to 

run in families. Conditions associated with low oestrogen levels in pregnancy have 

been noted to increase the incidence. Such include foetal adrenal hypoplasia, 

anencephaly, absence of foetal pituitary gland and placental sulphatase deficiency. 

Extra uterine pregnancy also tends to be prolonged. u 1 M did not have any of these 

risk factors. 

For the diagnosis to be made it is important to confirm the gestational age. The last 

menstrual period may be difficult to establish in women who were on hormonal 

contraception due to irregularities of bleeding caused by their withdrawal . The patient 

discussed was not on such contraception. Other factors can be used in establishing the 

gestational age. A pregnancy test done in early pregnancy (during the first 6 weeks of 

the last period) can be used. If 36 weeks have elapsed since then the baby is mature. 

Quickening in keen mothers is a helpful event. In primigravida· it occurs at 18 - 20 

weeks while with multiparous it occurs at 16- 18 weeks gestation. Foetal heart tones 

can be detected with a fetoscope at 17 - 19 weeks. If 20 weeks of foetal heart tones 

have been recorded then maturity is sure. Ultrasound dating can be used. It is 

important to note the accuracy of ultrasound dating varies with gestation. For crown 

rump length for example is:!: 1 week when the ultra sound is performed at 12- 20 

weeks gestation, at 20 - 30 weeks its ±2 weeks and after 30 weeks its ±3 weeks. 

Fundal height estimation clinically between 18 - 30 weeks is correspondent when 
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bladder is empty. l..I.S The patient discussed bad attended the antenatal clinic since _Q 

-weeks gestation. She did not have an ultra sound e aluation or a pregnancy test early 

in the pregnancy. Her date of quickening, and clinical fundal height estimation during 

the clinic visits confirmed maturity of her pregnane . 

Prolonged pregnancies are associated with certain complications. With placental 

ageing, utero-placental insufficiency may set in leading to growth restriction. 

However many post-term foetus continue to gain weight. This could lead to 

complications of macrosomia such as cephalopelvic disproportion and shoulder 

dystocia during delivery.t·"· 5 Our patient did not develop these complications. 

Post-mature infants have wrinkled patchy peeling skin with a long thin wasted body. 

~y have higher morbidity due to birth asphyxia and meconium aspiration. Higher 

prenatal mortality has been reported to be increase. 6 Oligohydramnios associated 

with post term pregnancies increases the risk of morbidity. There is more risk of cord 

compression. Foetal release of meconium irlto already reduced amniotic fluid leads to 

more thick and viscous meconium thus increasing the risk of meconium aspiration 

syndrome. I M delivered a baby who did not have any of these features. 

The management of prolonged pregnancy is controversial. Due to the complications 

associated with prolonged pregnancy many authorities agree that well dated 

pregnancies should not be allowed to progress beyond 42 weeks. 4 There is data to 

suggest that routine induction after 41 weeks gestation is associated with reduction in 

prenatal mortality with no increase in the rate of instrumentation or caesarean 

deliveries. Induction of labour yvas feared to result in increased operative deliveries 

without preventing prenatal death. Some clinicians prefer to employ foetal 

surveillance instead of induction. An amniotic fluid index of more than 8 em and a 

reactive foetal heart rate tracing are reassuring. 6
• This foetal surveillance is eX}Jensive 

and may not be readily available in our set up. In our hospital induction of labour is 

done once a pregnancy is ascertained to be at 41 weeks and 3 days or more. The 

patient presented was at 41 weeks and 3 days. She was induced successfully with 

good outcome. 



6 

Once the decision to deliver is made the date of delivery depend on the indi idual 

case. If the cervix is unfavourable ripening is done to reduce the chance of failed 

induction. Prostaglandin preparations are available for this purpose. When the cervix 

is favourable amniotomy is done and labour augmented with oxytocin agents. Once 

induction has begun, close intrapartum monitoring is necessary to recognise and deal 

with any complications. Such may include presence of meconium, macrosomia and 

foetal intolerance to labour. 

Our patient responded well to the prostaglandin pessaries for cervical ripening and 

augmentation with syntocinon. She had a normal delivery to a healthy infant. 
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L W was admitted through casualty with complains of low abdominal pain and 

backache for 3 hours. 

History Of Presenting lllness 

The patient had developed low abdominal pain that morning. The pain was 

intermittent and radiated to the back. It was increasing in intensity and frequency. 

There was no associated drainage of liquor but she had seen show. 

History Of Current Pregnancy 
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Her last menstrual period was on 24.03.03 and her expected date of delivery was 

31.12.04. She was therefore at 37 weeks by dates at admission. She was attending 

antenatal clinic in a city counc11 clinic since 24 weeks of gestation. The antenatal 

profile was as follows. 

HB -11 .2 gldl Blood Group - B Ve 

VDRL - negative ELISA for ffiV - negative 

During the antenatal period the fundal height was noted to be higher than dates. An 

ultra sound was not done but she was advised to deliver in Kenyatta National Hospital 

(KNH). She did not book clinic in KNH but turned up in labour. 

She reported to have experienced excessive vomiting in the first trimester though she 

was never admitted. She also more pressure symptoms than the earlier pregnancy. 

Obstetric and Gynaecological History 

She was para 1 +0. Her last delivery was in 2001 to live female infant at term who 

weighed 3300 gm. The baby was alive and well. She attained menarche at 15 years. 

Her cycle was regular, lasting 3-4 days in a cycle of28-30 days normal flow with 

mild dysmenorrhoea. She had never used contraceptives. 
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Past Medical History 

She did not have any chronic illness or aJiergies. 

Family and Social History 

A housewife was living with her husband. Her mother had delivered twins. Her aunt 

was diabetic but no other chronic illness in the famil . She did not consume alcohol or 

smoke cigarettes. 

Physical Enminatioo 

She was in good general condition. She was not pale and had no oedema or 

lymphadenopathy. Her vital signs were BP - 11 0/70mhg PR- 84/min PR-22/min 

temp- 36.8oC 

Her respiratory, cardiovascular and central nervous systems were normal . 

Abdominal Examination 

The abdomen was uniformly and massively distended. The fundal height was 

corresponded term gestation. Multiple foetal parts were palpated and 2 heads felt in 

different quadrants. The lie for both twins was longitudinal with the first twin in 

cephalic presentation and the second twin in breech presentation. Two distinct foetal 

tones were heard one at 132 beats per min and the other at 144 beats per minute. She 

had moderate contractions 3-4 in 10 minutes 

Pelvic Examination 

Her external genitalia was normal. The cervix was 4 em dilated soft and effaced. The 

first twin was confirmed to be in cephalic presentation. The pelvis was clinically 

adequate. 

Diagnosis 

A diagnosis of twin gestation in labour was made. 



~[anaoement 

The patient was explained to the findings and the possibility of£hat she had a twin 

gestation. Since she was at 37 weeks gestation, the first twin was in cephalic 

presentation and the pelvis was adequate, labour was allowed to proceed nonnally. 

dextrose infusion was set up. 
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Vaginal examination was done after 4 hrs. She was found to be 9 em dilated the head 

had descended. Soon after she felt the urge to push and vaginal examination 

confirmed she was fully dilated. She had a spontaneous vertex delivery to a live male 

infant, who weighed 2100 gm and the APGAR score was 9 at I and 10 at 5. She 

continued to have strong contractions. The second twin engaged and artificial rupture 

of membranes was done. The second twin was then delivered by spontaneous vertex 

delivery, a live female infant who weighed 2250 gm and scored 8 at 1 and 10 at 5. the 

placenta was delivered by controlled cord traction On observation the placentas were 

confirmed to be 2 separate ones. Both were normal and complete with membranes. 

The atems contracted well The estimated hlood loss was 400 ml A naediatrician 



Discussion 

The patient discussed was a para I 0 who came to Kenyatta hospital in labour and 

was found to be having twin gestation. She progressed well and delivered both twins 

vaginally. 

Multiple gestation refers to the occurrence of more than one foetus in the uterus at the 

same time. Two foetuses are referred to as twins, three foeruses triplets, four foetuses 

quadruplets and so forth. Twin foetuses result from fertilisation of two separate ova 

(dizygotic twins) or from a single fertilized ovum dividing (monozygotic twins). 

Either or both process are involved in the formation of higher number of foeruses.1 

L W had a twin gestation 

The rate of naturally occurring monozygotic twins is remarkably constant occurring in 

about 2-3-4 per 1000 pregnancies in all races. It is not influenced by heredity, age of 

the mother or parity.2 However there is evidence now to suggest that the division of 

the fertilized ovum may occur as a result of delayed developmental events. Delayed 

transport through the tube increases the risk of twinning. Contraceptives containing 

progesterone lead to delayed tubal transport of the ovum and are believed to increase 

the risk of twinning in pregnancies conceived close to contraception use? It is also 

suggested that minor trauma to the blastocyst during assisted reproduction techniques 

leads to the increased incidence of monozygote twins.4 About 30% of twins are 

monozygote. Our patient conceived spontaneously and was not on any contraception 

prior her twins were dizygotic. 

·early 70% of twins are dizygote. Race, heredity, maternal age parity and especially 

fertil ity drugs influence the incidence of dizygotic twins remarkably. Dizygotic twins 

are most common in blacks least common in Asians and of intermediate occurrence 

in whites. In Japan the rate has been found to be I in 155 births, while in igeria it 

was as high as 1 in 20 births.5 In Kenyatta ational Hospital the rate of twinning was 

found to be 1 in 50-60 birtbs.6•
7 Dizygotic twin pregnancies tend to recur a woman 

who has had one has a 10-fold chance of another. It may be influenced by a recessive 

autosomal trait carried by the female descendants. Aging of the mother tends to 

increase the chance of a dizygotic twin pregnancy with a peak at 35-40 years of age. 

Though young our patient was an African and had history of twinning in her family, 



the mother had twins. lost probably her propensity to twinning was inherited. 

Twinin= rate is related to nutritional starus as reflec ed by maternal size. TaJle~ 

heavier women ha e a higher rate of twinning than the nutritionally deprived. Our 

patient was in good nutritional status. 

The common factor linking race age and fenility to multiple gestational is higher 

levels of follicle stimulating hormone levels.9 Women who conceive within a month 

of stopping oral contraceptive pills have a higher rate of twinning. This is thought to 

result from rebound increase of follicle stimulating hormone. 10 Ovulation induction 

with clomiphene or the human menopausal gonadotrophin has been noted to increase 

the rate of twinning both dizygotic and monozygotic. 4 The percentage of male 

conceptuses decreases as the number of foetuses per pregnancy increases. 

It is important to make the diagnosis of twin pregnancy and determine the zygosity 

antenatally. This helps in assessing obstetric risks and guides in the management of 

multiple gestations. For obstetrical purposes it is important to determine the number 

of chorions and this can be done in the first trimester, presence of two separate 

placental sites and a thick dividing membrane more than 2mm supports 

dicborionicity. Foetuses of different gender suggest dizygotic twins, 10 Ultra sound 

determination of zygosity bas been reported to have 91% sensitivity and specificity. 11 

Our patient did not have an ultra sound examination antenataJly. 

Placental examination after delivery can give further evidence of the zygocity. 

Foetuses with one common amniotic sac or juxtaposed amnions not separated by 

chorion are monozygotic. If amnions are separated by a chorion, the foetus could be 

either monozygotic or dizygotic. Cord blood typing is helpful. Different blood groups 

confirm dizygosity but similar blood groups do not confirm monozygosity. Definitive 

diagnosis is done by D A studies but it is rarely indicated for medical reasons. For 

our patient the placentas were separate and the babies of different sex confirming 

dizygosity. u 

Several factors are associated with multiple gestations and may suggest the diagnosis. 

A high maternal age high parity large maternal size and previous history of twins are 

weak clues. Stronger clues are ovulation induction or assisted reproductive 

technology. With multiple gestation the uterine size is larger than the expected 



:::estational a_e in the second trimester 1 Between _Q and _,o weeks fundal heights are 

an average 5cm greater than expected for singletons of the arne age. 13 With careful 

ultrasonic examination separate gestation sacs can be identified in early pregnane . 

Clinically multiple gestation may be suspected by palpation of two foetal heads. 

usually in different quadrants. But it is difficult to identi twin if one overlies the 

other if the woman is obese or if there is hydramnios. Different foetal heart sounds 

asynchronous with the mothers pulse and with each other by at least 8 beats per 

minute may be heard. Our patient had larger uterine size than dates in the second 

trimester. The diagnosis was made on admission. Multiple foetal parts were palpated 

2 heads felt in different quadrants and 2 distinct foetal tones were heard. 

Generally the degree of maternal physiological changes is greater with multiple 

gestation. In the first trimester the nausea and vomiting may be in excess the 

physiological anaemia is more pronounced and there is more likelihood of 

hydramnios.12 In multiple gestation the urinary chorionic gonadotropin, estriol and 

pregnanedial levels are elevated. The maternal serum alpha-feto protein levels 

average twice the median level for singleton pregnancy_t-2 L W reported to have 

experienced excessive vomiting in the first trimester. The mother will usually 

experience earlier and more severe pressure in the pelvis backache varicosities 

constipation. haemorrhoids, abdominal distension and difficulty in breathing. The 

foetal activity is greater and more persistent. It is important to distinguish multiple 

gestation from certain conditions that may present with similar signs or symptoms. 

Singleton pregnancy with inaccurate dating may appear larger than expected. 

Polyhydramnios may Lead to a bigger uterus than expected. Hydatidiform mole should 

be considered in an early pregnancy with exaggerated symptoms. Abdominal tumours 

complicating pregnancy can cause the uterus to be bigger than dates. S.9 Our patient 

had marked pressure symptoms in the third trimester. 

Multiple pregnancies are associated with several complications. They are associated 

with increased risks of spontaneous abortions congenital malformations, low birth 

weight, restricted foetal growth and preterm deliveries. 14 The degree of growth 

restriction is likely to be greater in monozygotic twins than in dizygotic twins. 

Maternal hypertension and placental abruption are higher in multiple gestation. 



Perinatal morbidity and mortality is increased ignificantl m multiple gestations 

accounting for 12.6% of the perinatal mortality. 1 ~ 

There are complications that are unique to multiple foetuses Monoamniotic twins are 

prone to intertwining of their umbilical cords, which complicates at least half of the 

cases. This is a common cause of death.16 Conjoined twins result from incomplete 

separation of the embryonic disc. Surgical separation of nearly complete conjoined 

twins is successful if essential organs are not shared. Our patient had dizygotic twins. 

To prevent the complications of multiple pregnancy, it is imperative to accomplish the 

diagnosis early and to enhance the antenatal care. utritional support to supply the 

increased requirements is important. Iron supplementation, vitamin and folic acid 

administration and high protein diet are recommended. Limited physical exercise 

early work leave and structured maternal education have been advocated to reduce 

pretenn births. 1
.2 Early and prompt therapy for any complications should be provided. 

Delivery of multiple foetuses may be associated with many complications such as 

uterine dysfunction, abnonnal presentations umbilical cord prolapse premature 

separation of placenta and immediate postpartum haemorrhage. It is therefore 

important to take certain precautions and make some special arrangements when 

delivery of two or more foetuses is expected. The woman should be admitted to the 

hospital as soon as she develops signs of labour, drainage of liquor or per-vaginal 

bleeding. Labour should be monitored closely and immediate caesarean section done 

if need arises. l.2.n 

An intravenous line should be established and at least 2 units of blood made available 

in case need arise. Rehydration with normal saline or dextrose solution should be 

done. Vaginal delivery is usually planned for cephalic - cephalic presenting twins. 

The optimal delivery route for the cephalic - non-cephalic twins is controversial. 

There are reports that vaginal delivery of first cephalic twin with breech extraction of 

the second non-cephalic twin resulted insignificantly shorter maternal and neonatal 

hospital stay than with external version or caesarean delivery of twin B. 1
•
17 

When the first twin is non-cephalic the usual mode of delivery is elective caesarean 

section except in the case of very immature twins. 18 As soon as the first twin is 



delivered the presenting part of the second twin, its ize and its relationship to the 

birth anal should be quickly ascertained. If the foetal head or breech is fixed to the 

birth canal then artificial rupture of membranes should be done. Labour should then 

be allowed to continue with foetal heart rate monitoring. If contractions do not resume 

within 10 minutes dilute oxytocin may be used. If the presenting part is not fixed to 

the binh canal, then it can be guided into the birth canal by a hand through the vaginal 

and fundal pressure by an assistant. Internal podallic version may be done and the 

foetus quickly delivered by breech extraction. Caesarean section should be done for 

twin B if this second twin is much bigger than the first and is a non-cephalic position 

or if the cervix promptly contracts and thickness after delivery of the first twin and 

does not dilate subsequently. Caesarean section is usually done for high order 

multiple gestations. L,2,
16

'
18L W had cephalic - cephalic presentation. Her labour was 

observed closely and she delivered vaginally to healthy babies. She did not develop 

any complications in the puerperium. 
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The patient was admitted through casualty with complaints of labour pain for 4 hours. 

She had been draining liquor for 2 hours. 

History of present pregnancy 

She had her last menstrual period on 19.8.03 and her expected date of delivery was 

26.5.04. By dates she was 38 weeks and 2 days on admission. She had attended 

antenatal clinic in Kayole. The antenatal profile done was HB 11 .- g/dl Blood group 

B Ve, VDRL -negative Elisa for mv- negative. She was noted to have breech 

presentation and was advised to seek attention in a hospital where a caesarean section 

could be done. She did not go to any hospital until labour pains set in. 

Obstetric and gynaecological history 

She attained menarche at 14 years. She had a regular cycle every 25 - 29 days with a 

normal flow of 2 - 3 days. She had never used contraceptioit. 

Past medical history 

This was non-contributory. 

Family and social history 

She was married, a housewife. The husband was a casual labourer. She did not smoke 

cigarettes or drink alcohol Her grand mother was hypertensive. 

Examination 

She was in a stable general condition, not pale or oedematous. She had no 

lymphadenopathy. Her vital signs were Bp 120/80 mg Hg temp 36.6°C 

PR 82/min RR 22/min 
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Abdominal examination 

The abdomen was uniformly distended. The fundal height was term. The foetus was 

in longitudinal lie breech presentation. The breech was 4/5 above the pelvic brim. 

She bad moderate contractions 3 every I 0 minutes. The foetal heart rate was 144 

B/min 

Vaginal examination 

She bad normal external genitalia. The cervix was 3 em dilated soft and central. The 

presenting part was not well applied to the cervix. She was draining meconium 

stained liquor grade 2. 

Diagnosis 

A diagnosis of breech presentation in a primigravida in labour was made. 

Management 

The need for emergency caesarean section was explained to the patient. She gave an 

informed consent. Blood was taken for grouping and cross matching and an 

intravenous infusion of 5% dextrose started. She was shaved the pubic hair and 

premeditated with 0.5 mg of atropine intramuscularly. In theatre a caesarean section 

was done and breech extraction performed. The outcome was a live female infant, 

birth weight of3400 gm and apgar score of8/1 and 10/5. 

Post operative recovery 

The patient remained stable post operatively. She started oral sips and light diet on the 

first day post operatively. The wound healed well. The baby did well and remained 

with the mother in the ward. On the 4th postoperative day she was discharged home to 

come again to the postnatal clinic after 6 weeks. 
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Po t natal review 

he came to the clinic for review. She had no complains. The wound had healed well 

and the uterus had involuted. The baby was breastfeeding well. She was counselled on 

contraception and was discharged through the family-planning clinic. 

Discussion 

B W was a primigravida who presented with breech presentation in labour. An 

emergency caesarean section was done with good outcome. 

Breech presentation occurs when the foetal pelvis or lower extremities engage in the 

maternal pelvic inlet. Breech presentation occurs in 3-4% of all deliveries. The 

incidence decreases with advancing gestational age. The incidence is estimated to be 

35% before 28 weeks gestation, 25% between 28-32 weeks, 20% between 32-34 

weeks, 8% between 34 -36 weeks and 2-3% after 36 weeks gestation. 1 Locally Mati 

found an incidence of2. 7% in the Nairobi Birth survey while in KNH Njuki found an 

incidence of3 .5%.2. 3 

There are three types of breeches: 1
• 
4 

• Frank breech (50-70%) in which the hips are flexed and knees extended. It is 

also known as the pike position. 

• Complete breech (5-10%) in which the hips are flexed and the knees are 

flexed known as the cannonball position. 

• Footling or incomplete (10-30%) in this type one or both hips extended and 

foot presenting. 

Predisposing factors for breech presentation include prematurity, the lower the 

gestation the higher the incidence. Uterine abnormalities such as bicomute or septate 

uterus as well as fibroids have been implicated. Foetal abnormalities such as CNS 

malformations neck masses and aneuploidy are risk factors. Multiple gestations are 

associated with limited uterine space leading the foetuses to align themselves in 

breech presentation. Other factors include placenta praevia, pelvic tumours 

polyhydramnios and high parity. With previous breech delivery the likely hood of a 

recurrence is high if the predisposing factor is persistent as in the case of uterine 

malformations or high parity. 1 
•
4 our patient did not have any of these risks. 
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The diagnosis of b.reech presentation is usually made amenatally by abdominal 

examination. Since the diagnosis error is common ultrasound is useful for 

confirmation or a pelvic examination for patients in labour. In abdominal examination 

the softer ill-defined breech is palpated in the lower uterine segment while the hard, 

globular readily ballotable head is found in the fundus. The foetal bean tones are 

beard are heard clearly above the umbilicus unlike in cephalic presentation when the 

foetal heart tones are heard clearly below the umbilicus. When a patient is in labour 

during the vaginal examination, the soft irregular breech is easily differentiated from 

the firm round smooth head. If the breech is complete or frank, the ischial 

tuberosities, sacrum, anus and/or the external genitals are palpable. The feet may be 

palpated with the buttocks in complete breech while one or both feet or knee are 

palpated in footling breech. An emergency ultra sound examination confirms the 

presentation as well as providing more information. The altitude number and size of 

the foetus(es) can be assessed. The location of the placenta and amount of the 

amniotic fluid can also be determined. Skeletal and soft tissue malformations may be 

seen on ultra sound. 1•
4

•
5 The patient discussed bad the breech presentation diagnosed 

clinically by abdominal examination antenatally. It was confirmed by pelvic 

examination in labour. 

CT or conventional radiographic pelvimetry may be done. These investigations give 

information on the foetal presentation, the kind of breech. the degree of the head 

flexion as well as the pelvic measurements. These investigations expose the foetus to 

some radiations and are not routinely done. 1·
6 

The mode of delivery for breech presentation is controversial. Perinatal mortality is 

increased 2- to 4-fold with breech presentation, regardless of the mode of delivery. 

Deaths are most often associated with malformations and prematurity. Abnormalities 

are observed in 17% of pretenn deliveries that have breech presentation and in 9% of 

term gestations with breech presentation. 1·
4 

Different studies have been carried out and reveal that the perinatal mortality, 

neonatal mortality, or serious neonatal morbidity is significantly lower in the planned 

caesarean group than in the planned vaginal deliveries. The difference in perinatal 

outcome was after controlling for the experience level of the obstetrician. On the basis 

of these studies many authorities hold that planned vaginal delivery of a singleton 
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term breech may no longer be appropriate. This does not apply to those mothers 

presenting in advanced labour with a term breech and imminent deli ery or to the 

d . th t . 1 57 8 B W . . .d h . secon twm a ts nonvertex. · · · was a pnmtgrav1 a s e presented wtth 

breech presentation in early labour and can emergency caesarean section was done 

8.> 

If vaginal breech delivery is to be performed some candidates are more suitable than 

others. Between 32 and 36 weeks' gestation, vaginal breech delivery may be 

considered. A frank breech presentation is preferred when vaginal delivery is to be 

attempted. Complete breeches and footling breeches are still candidates as long as the 

breech infant is well applied to the cervix. The foetus should show no neck 

hyperextension on ultrasound, flexed or military position is acceptable. The estimated 

foetal weight should be between 2000 - 3500 gm. There should be no other maternal 

or foetal indication for caesarean section. Previable foetus or one with documented 

lethal malformations should be delivered vaginally. Mothers who are at an advanced 

stage of labour that is progressing normally should be allowed to progress with 

vaginal delivery. Recommended pelvimetry criteria include that the inlet has a 

transverse diameter larger than 11 .5 ern and an anteroposterior diameter larger than 

10.5 em. The mid pelvis should have a transverse diameter (between ischial spines) 

larger than 10 em and an anteroposterior diameter larger than 11.5 em. 1.4·
5

·
6

•
9 

For vaginal breech delivery leaving the foetal membranes intact as long as possible to 

act as a dilating wedge and to prevent overt cord prolapse is advisable. Oxytocin 

induction and augmentation are controversial . Some studies show successful 

induction and augmentation using oxytocin. Results from other stuclies indicate that 

nonphysiologic forceful contractions could result in an incompletely dilated cervix 

and an entrapped head. An anaesthesiologist and paediatrician should be present for 

all vaginal breech deliveries. A paediatrician is needed because of the higher 

prevalence of neonatal depression and the increased risk for unrecognised foetal 

anomalies. An anaesthesiologist may be needed if intrapartum complications develop 

and the patient requires general anaesthesia. An episiotomy should be performed 

when crowning is evident. This is advocated by many authors for all breech deliveries 

even in multiparas, to prevent soft tissue dystocia. 7•
8 

Three types of vaginal breech deliveries are described as follows: 1•4•
6 



l. Spontaneous breech delivery: o traction or manipulation of the infant is used 

This occurs predominantly in very preterrn deliveries . 

.c. 2. Assisted breech delivery: This is the most common type of vaginal breech 

delivery. The infant is allowed to spontaneously deli er up to the umbilicus, 

and then manoeuvres are initiated to assist in the delivery oftbe remainder of 

the body, anns and head. 

3. Total breech extraction: The foetal feet are grasped, and the entire foetus is 

extracted. Total breech extraction should be used only for a noncephalic 

second twin; it should not be used for singleton foetuses because the cervix 

may not be adequately dilated to allow passage of the foetal head. If the feet 

prolapse through the vagina, treat expectantly as long as the foetal heart rate is 

stable to allow the cervix to completely dilate around the breech. Total breech 

extraction for the singleton breech is associated with a birth injury rate of25% 

and a mortality rate of approximately 1 0%. 

Vaginal breech deliveries are associated with lower Apgar scores especially at 1 

minute. An entrapped foetal head may result from an incompletely dilated cervix or 

from a head that lacked time to mould in the maternal pelvis. This occurs in 0-8.5% of 

vaginal breech deliveries. This percentage is higher with pretenn foetuses (<32 wk), 

when the head is larger than the body and may become trapped in an incompletely 

dilated cervix. uchal arms are present in 0-5% of vaginal breech deliveries and in 

9% of breech extractions. uchal arms result in neonatal trauma in 25% of cases. 

Avoiding rapid extraction of the infant during delivery of the body may reduce risks. 

Cervical spine injury is predominantly observed when the foetus is noted to have a 

hyper-extended head prior to delivery. Cord prolapse occurs in 7.5% of all breeches. 

Of cord pro lapses, 0-2% occur with frank breech, 5-l 0% occur with complete breech, 

and 10-25% occur with footling breech. Cord prolapse occurs twice as often in 

multiparas 6%) than in primigravidas 3%). Cord prolapse may not result in severe 

foetal heart rate decelerations because of the lack of presenting parts compressing the 

umbilical cord. IA • .s.<i 

Many breech deliveries are now by caesarean section. The point of caesarean delivery 

is to avoid trauma to the fragile pre-term foetus and the caesarean delivery should be 

performed in the least traumatic fashion. An entrapped head can still occur during 
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caesarean delivery if the uterus contracts down ard after deli ery ofthe body, e en 

with an adequate-appearing lower uterine segment. Entrapped heads occur more 

commonly with pre-term breeches, especially with a low transverse uterine incision. 

Man, authors advocate low vertical uterine incisions for pre-term breeches. Low 

vertical incisions usually require extension into the corpus. resulting in caesarean 

delivery for all future deliveries. The membranes should be kept intact as long as 

possible and once the breech is extracted the head should be delivered quickly before 

the uterus begins to contract downward. The transverse incision can be extended 

vertically upward (T incision) if any difficulty occurs with delivery of the foetal head. 

Alternatively the transverse incision can be extended laterally while curving upward 

avoiding trauma to the uterine arteries. 4,s.9 

External cephalic version (ECV) is an alternative to caesarean section for breech 

delivery. ECV is the transabdominal manual manipulation of the foetus into a 

cephalic presentation. ECV should be performed in or near a delivery suite because in 

the unlikely event of foetal compromise during or following the procedure emergent 

delivery may be necessary. One should be prepared for the possibility of caesarean 

delivery. An ultrasound to confirm breech, check growth and amniotic fluid volume, 

and rule out anomalies associated with breech is important. Foetal well-being should 

b nfi ed . th . s 10 11 e co rm pnor to e exerctse. · ' 

Following an ECV attempt whether successful or not, the nonstress test (biophysical 

profile if needed) is repeated prior to discharge. Rhesus immune globulin should be 

administered to women who are Rh-negative. Some physicians induce labour 

following successful ECV, while others discharge the patients and wait for 

spontaneous labour. Some foetus may revert to breech presentation after successful 

Ecv.·u 
Uncommon risks of ECV include fractured bones ruptured viscera, labour or 

premature rupture of membrane abruptio placentae, foetomatemal haemorrhage (0-

5%) and cord entanglement (<1.5%). A common risk ofECV is transient slowing of 

the foetal heart rate (in as many as 40% of patients). This risk is believed to be a vagal 

response to head compression with ECV. It usually resolves once ECV is 

discontinued and is not usually associated with adverse sequelae for the fetus. <~.s,to 

ECV is indicated for a term foetus in a mother with no contraindications to vaginal 

delivery. Absolute contraindications for ECV include multiple gestations with breech 
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presentation, contraindications to vaginal delivery eg., placenta praevia , and 

nonreassuring foetal heart rate tracings. Relati e contraindications include 

polyhydramnios or oligohydramnios, foetal growth restriction_ uterine malformation_ 

maternal mv infection and foetal anomaly. 5
•
10

·
11 
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OBSTETRIC CASE 10 

HIV IN PREG A CY - LIVE BABY 

lp 0 . 0961-07 D.O.A Ol.6.04 

arne AM D.O.D 08.6.0 

Age 21 Parity 0 0 

Presenting complaints 

She was admitted from the antenatal clinic for elective caesarean section. 

History of pregnancy. 

Her last menstrual period was 6.9.04 and her expected date of delivery was 13 6.04. 

So the gestation by dates was 38 weeks. She had attended the KNH antenatal clinic 

from 30 weeks gestation. She had made 6 visits. The antenatal period was uneventful 

except for 2 episodes of vaginal candidiasis for which she was treated. The antenatal 

profile was; Haemoglobin -11 gldl ELISA for IDV - positive 

VDRL -negative Blood group - 0 positive 

Before ELISA for ffiV was done, pre-test counselling had been done and later on, 

post-test counselling was also done. Among issues discussed was prevention of 

mother to child transmission and safer sex practices. She was given haematinics and 

multivitamins. At 34 weeks gestation AZT at the dose of 300mg BD was started. She 

chose to have an elective caesarean section and breast-feed exclusively for 4 months. 

Obstetric and gynaecological history 

She attained menarche at 14 years. Her cycle was regular every 28 days with a flow of 

3 - 4 days. She did not experience dysmenorrhoea. She had never used any 

contraception. She had had 4 sexual partners. She did not report having ever suffered 

from a sexually transmitted infection. 

This was her first pregnancy 

Past medical history 

This was non-contributory 
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Family and social history 

A single lady was cohabiting with her boyfriend but went back to her parents in 

Dandora when she realised that she was pregnant. he was unemployed. She did not 

drink alcohol or smoke cigarettes. There was no history if chronic illness in her 

family. 

Physical examination 

She was in stable general condition and was not pale or jaundiced. She had no oedema 

or lymphadenopathy. Blood pressure was L0/70 mmHg pulse rate of 84/rnin, 

respiratory rate of22/m.in and temperature was j6.5°C. 

Respiratory cardiovascular and the central nervous systems were essentially normal . 

Abdominal examination 

The abdomen was uniformly distended with fundal height at term. The lie was in 

longirudinal with a cephalic presentation. The bead was 5/Slh above the pelvic brim. 

The foetal heart rate was 140 beats I minute. o contractions were palpated. 

Vaginal examination 

She had nonnal external genitalia the cervix was closed soft long and posterior. o 

discharge was found on the examining fingers. The patient was admitted and prepared 

for elective caesarean section. 

Investigations 

Haemoglobin 11 .5 gldl 

w B c- 8.9 X lOg/1 

Platelets - 240 x l Og/1 

Urea and electrolytes were normal 

An informed consent was taken, blood grouped and cross-matched. She was 

premedicated with 0.6 mg atropine 30 minutes before going to Theatre. 

In Theatre she was placed in Lithotomy position and vulvovaginal toilet and 

catheterisation done. In supine position the abdomen was cleaned and draped. 
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Anaesthesia was administered. The abdomen wa opened usmg a pfannenstiel 

incision and the uterus opened via lower uterine segment incision. The membranes 

were not ruptured until the baby' s head was partial! delivered. This ensured that the 

mother s blood did not contaminate the bab, The cord was double dumped and 

ligated. The placenta was delivered and the uterus and the abdomen repaired. The 

outcome was a female infant birth weight of 3000 grams and apgar score of 8/l and 

10/5. She received crystalljne penicillin and gentamycin intra enously for 48 hours 

after which she was given amoxil orally. Post operative! the patient did well. The 

baby received a stat dose of nevirapine and was breast-feed exclusively for 4 months. 

Both the mother and baby were well and were discharged home on the fourth 

postoperative day. 

Postpartum follow up 

She came to the cJinjc 2 weeks later. Her wound was well healed. Her breasts were 

active soft and non-tender. The baby was breast- feeding well. She had no 

complaints. Advice on contraception and safer sex practices was reinforced. She was 

booked to come again after one month for further follow up. 
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Discussion 

The patient presented was a 21-year-old primigravida ith human immunodeficienc 

virus infection in pregnancy. She had a caesarean sectiqn for pre ention of mother to 

child transmission and was to breast feed exclusively for 4 months 

The acquired immunodeficiency syndrome AID 1s marked by profound 

immunosuppresion principally of cell-mediated immunity. This gives rise to a variety 

of opportunistic infections and neoplasm's. AIDS is caused by D A retroviruses 

referred to as the human immunodeficiency viruses HlV - I and IDV - 2. fDV - I is 

the most prevalent worldwide and IDV- 2 is endemic in West Africa. It is estimated 

that 40 million people are infected with the virus worldwide. 70% of these are found 

in the sub-Saharan Africa, where 55% of the infected are women. 1 In Kenya in 2001 

it was estimated that the HlV prevalence was 13 % in adults aged 15 - 49 years. 2 The 

prevalence is reported to have declined and was reported as 9.4% among women 

participating in the 2003 and 8.3% among women in the Kenya Demographic Health 

Survey, 2003.3 

The mv attacks several cells in the body but the T lymphocytes CD4 are the 

principle targets. The virus attaches itself to these cells and is internalised. It then uses 

reverse transcriptase to transcribe its genome RNA and DN . The viral D A is 

integrated into the cellular DNA. Infection shortens the lifecycle of the cell. This 

leads to insidious but progressive drop of the CD4 cells eventually leading into 

profound immuno-suppression. 

The incubation period after exposure is usually within days to weeks. The acute viral 

illness is similar to other viral syndromes lasting less than 10 days. After this the body 

maintains the antigens at very low levels and the patient remains asymptomatic. The 

period of remaining asymptomatic varies from a few years to more than 10 _years. The 

early symptoms include lymphadenopathy followed by chronic constitution symptoms 

such as diarrhoea, oral candidiasis oral hairy leukoplakia and aphthous ulcers. As the 

CD4 count reduces further, opportunistic infections such as the pnemocystis carini 

cryptococcus toxoplasmosis and kaposis sarcoma set in. A W was asymptomatic. 



SeveraJ tests can be used to test for the infection. The Enzyme Linked Immunosorbent 

Assay (ELISA) screen for the antibodies. A positive test can be· confirmed with the 

western blot or immunofiurescence which also test for antibodies but are more 

sensitive. These antibody serotesting does not exclude recent infection for the acute 

1llV infection and the period before antibodies production. Identification of the p _4 

core antigen or viraJ RNA is necessary. Viral cultures can also be seen. 4 These tests 

are expensive and in our set up the antibody serotesting is used being less costly. The 

patient presented had a positive ELISA 

The mv is transmitted principally through unprotected sexual intercourse with an 

infected person. This accounts for about 90% of transmission. Contaminated blood 

and blood products and contaminated instruments contribute to Jess than I% of 

transmission. Transmission of mother to child accounts for about 10%, 1
•
5 A W had 

been exposed to several sexual partners and most likely got infected through 

unprotected sex. 

The mother to child transmission (MTCT) occurs ante-natally in 5 - 8 % of the 

exposed, during labour and delivery in lO - 20 % and during breast- feeding in 

another 10- 15% when breast fed for 18- 24 months 3
'
5 In Kenya about 50 000 to 

60 000 infants are infected with HIV annually due to MTCT. 5 Factors that increase 

the risk of transmission during pregnancy include high viral load low CD4 count, 

mv infection acquired during pregnancy. In the intrapurm period, rupture of 

membranes for more than 4 hours and vaginal delivery when compared to elective 

caesarean section increase the risk of transmission. Post natally there is increased risk 

with, prematurity, prolonged duration of breastfeeding, mixed feeding and breast 

disease. 3
•
5
·
6

• Our patient had an elective caesarean section to reduce the risk of 

transmission to the baby. 

All pregnant women should be encouraged to test for HIV infection. Counselling 

should be done to pass the relevant information to the mothers. Prenatal screening 

should be universal but voluntarily. In KNH prenatal :mv testing acceptance was 

found to be 99.4%8 Those found to have the infection should be offered the anti­

retroviral therapy that has been shown to reduce MTCT. 1.9Several regimes have been 
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used. ln our set up zidovudine AZT) is used from 4 - 3 weeks til l delivery and the 

baby may get it for one week. 

Intrapunum ingle dose of nevirapine is given at the onset of labour and to the baby 

within _ hours. This lowers the risk of HIV transmission by nearly 50% in a breast 

feeding population.10 Other intrapartum interventions include delayed artificial 

rapture of membranes and avoiding all invasive procedures as far as it is practical. 

Elective caesarean section has been shown to reduce the risk ofMTCT. The benefit is 

greatest for those with high viral load. 11 The patient presented received AZT 

antenally and nevirapine before the elective caesarean section. 

Breast-feeding is known to transmit the fllV to the infant. Half of this transmission 

occurs within the first 6 weeks and % by 6 months. 5•
7 The mothers should be 

encouraged to use formula milk and not breast feed at all However where this is 

impractical the mother should be encouraged to breastfed exclusively for 4 months 

then wean the baby "'·1213 Breast milk may be expressed and boiled just before feeding 

the baby to get rid of the lllV. 5 Our patient could not afford formula milk she was to 

breast feed exclusively for 4 months then wean the baby. 

In the post partum period the mothers should be followed for routine care and other 

specific needs. These needs may include follow up on the mother' s health condition, 

checking on the infant feeding and advice on family planning and safe sex. Our 

patient was advised on infant feeding, family planning and safe sex. 
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OBSTETRIC CASE 11 

CERVICAL INCOMPETENCE CDO ALD STITCH ISERTED - LIVE 

BABY 

Ip o. 

Age 

Para 

0811147 

33 

1+3 

Presenting complain 

arne 

D.O.A 

D.O.D 

F .. 

23.7.04 

29.7.04 

The patient was admitted through the antenatal clinic for cervical cerclage. She had no 

complaints. 

History of present pregnancy 

Her last normal menstrual period was on 10.11.03 and the expected date of delivery 

was 17.8.04 therefore she was at 14 weeks and 3 days gestation. She had attended the 

antenatal clinic since 1 0 weeks gestation. In the clinic the need for a McDonald stitch 

was explained to her since her history was highly suggestive of an incompetent 

cervix. Antenatal profile was: 

Haemogram l3g!dl 

VDRL negative 

Obstetric and gynaecological history 

Blood group B rhesus +ve 

ELISA for :mv negative 

She attained menarche at 14 yrs of age her menstrual cycle was every 28 - 30 days 

with a normal flow of2- 3 days. She was para 2+2. Her first pregnancy was in 1997. 

She had a normal delivery to an infant who is alive and well. In 1999 she had a 

premature delivery at 6 months and the baby died soon after birth. In 2000 she had an 

abortion at 5 months while in 2003 she had an abortion at 4Yz months. She reported to 

have had spontaneous rapture of membranes followed by brief labour pains and 

expulsion of the foetus in the last three pregnancies. She had used oral pills for 

contraception in between her pregnancies. 



Past medical history 

This was not significant 

Family and social history 

96 

She was a housewife married to a teacher. She did not take alcohol or moke 

cigarettes. There was no chronic illness in the family 

Examination 

She was in good general condition, not pale or jaundiced. She had no oedema. The 

vital signs were BP 110/70mmhg PR 82/min Temp 36. 

The cardiovascular respiratory and central nervous systems were within normal 

bdominal examination 

The abdomen was slightly distended in the suprapubic region. The fundal height 

corresponded to 14 weeks of gestation. There were no areas of tenderness and no 

other palpable mass. 

Speculum examination 

The external genitalia was normal. 

The cervix was about 1 em long and admitted one finger. 

Management 

An ultrasound was done which confirmed a normal intra uterine gestation at J 4 

weeks. Her haemogram serum urea and electrolytes were within nonnal. An 

informed consent was taken and patient prepared for Theatre. 

In theatre vulvovaginal toilet was done under general anaesthesia and catheterisation 

was done. Using a speculum the cervix was exposed. The membranes were not 

bulging and there was no evidence of bleeding or drainage of liquor. A purse string 

was inserted at the level of internal OS avoiding the cervical canal. The bites were at 
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l/2, 4/5, 7/8, and 10/11 positions. A silk no 2 suture was used. She did well post 

operatively and was discharged home. 

FoUow-up 

She then continued the follow-up uneventfully. 

At 36 weeks and 3 days, she presented with complains of low abdominal pain which 

had been for two days. The pain was radiating to the back. There was no associated 

drainage of liquor or per vaginal bleeding. She was admitted to the labour ward. 

Abdominal examination revealed a fundal height of 36 weeks longitudinal lie, and 

cephalic presentation. The head was four fifths above the pelvic brim. The foetal 

heartbeat was 144/min. No contractions were palpated. 

Sterile speculum examination was done. The cervix was open with slightly bulging 

but intact membranes. The McDonald stitch was visualised and was removed. 

She then progressed to have established labour within 3 hours. The labour progressed 

well and she delivered by spontaneous vertex delivery to a live female infant. The 

birth weight was 2800 gm with an apgar score of 8/1 10/5 both the mother and the 

baby did well post natally. They were discharged to be reviewed in the post-natal 

clinic after six weeks 
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Discussion 

The patient was para 1 +3 lady who had had a normal delivery followed by 3 

consecutive second trimester abortions. In her fifth pregnancy cervical cerclage was 

done and she delivered a live baby. 

A normal cervix remains firm in pregnancy thus maintaining the foetus in the uterus 

until the appropriate time for delivery. The function of the cervix during pregnancy 

depends on the regulations of connective tissue metabolism. Collagen is the principal 

component in the cervical matrix. In cervical incompetence painless cervical dilation 

occurs followed by bulging of the membranes through the cervical canal. The 

membranes then rapture and the foetus is expelled. Unless treated this sequence tends 

to recur with the subsequent pregnancies. !.2 

Cervical incompetence occurs in 1% of all pregnancies. 3 At KNH the prevalence was 

reported to be 1 in 90 pregnancies. "The cause of cervical incompetence is unknown 

but several factors are thought to be contributory. Congenital factors include 

developmental abnormalities associated with abnormal mullerian duct development or 

exposure to diethylstilbestrol in utero. Connective tissue disorders such as Ehlers­

Danlos syndrome have also been implicated. The proportion of muscle in a normal 

cervix is 10%. A higher concentration of muscle in relation to collagen has been 

implicated in cervical incompetence. Surgical trauma following conization, forceful 

dilation and curettage and cauterisation is thought to result to cervical weakness in 

some patients. Most cases are however idiopathic. 2 5
•
6

•
7 The patient discussed had no 

obvious cause or risk factors. 

Several methods of making the diagnosis have been described. A history of repeated 

painless second trimester or early third trimester pregnancy losses should point to this 

problem. Outside of pregnancy, hysterography and checking cervical resistance with a 

dilator or special instrument or an inflated catheter balloon have been tried. 8 

In pregnancy ultrasonic technologies are applied. The trans vaginal ultrasound is more 

sensitive than the transabdominal. A cervical length of less than 2.5 em, protrusion of 

the membranes and funnelling of the cervix are features suggestive of 

incompetence.9•
1° F the diagnosis was made from the classic history. 

Treatment of cervical incompetence requires surgical reinforcement of the weak 

cervix by a purse string suture. The procedure should be delayed until 12 - 14 weeks 

to allow early abortions due to other factors to occur. The optimal period for the 
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insertion of the stitch is 16-18 weeks of gestation. The later the gestation, the higher 

the chances of failure and complications. Cerclage is rarely performed after 24-25 

weeks. Sonography to confirm foetal viability and to exclude major malformations 

should be done. Any infection should be treated ftrst. Sexual intercourse should be 

avoided at least one week before and after the cerclage. In our unit the patients are 

ob erved for 48 hours and tocolytics and antibiotics are routine. 2•
9 F had the 

cerclage done at 14 weeks gestation and she was advised to avoid sexual intercourse 

for at least one week thereafter. Many investigators have used different antibiotics and 

tocolytic agents. o clear benefit has been demonstred and these drugs should be used 

with caution. 11 

The McDonald stitch is the simple procedure involving cerclage of the cervix with a 

stitch transvaginally. Little bleeding may result. Its success rate is 85 - 90%.12 At 

IOJH a success rate of 53% for term pregnancy was reported and a survival rate of 

64.5%. 4 The shirodkar operation is more complicated and is associated with higher 

rates of complication. a modification has been done. The modified shirodkar 

operation is reserved for previous McDonald cerclage failure and cervical structural 

abnormalities. Tran abdominal cerclage that is placed at the level of uterine isthmus 

has been recommended in cases of anatomical defects or where transvaginal cerclage 

has been unsuccessful. 2
•
13 For our patient had a McDonald stitch was selected. 

Contraindications to cerclage include uterine bleeding, uterine contraction 

polyhydramnos with known foetal malformations ruptured membranes and cervical 

dilatation beyond 4 em. 2 F did not have any of these complications. 

Complications of the cerclage include infections and membrane rupture. In the event 

of any of these the stitch should be removed. The complications are less when the 

procedure is done by the 18th week of gestation. If the stitch is not removed on time. 

delivery with it in situ can lead to injury to the cervix. The stitch should be removed if 

labour ensues or after 37 completed weeks. 2.l-l 

The patient presented did not develop any complications. The stitch was removed at 

the 37th week when she came complaining of low abdominal pains. Soon after the 

stitch was removed she had a normal delivery. 
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OBSTETRIC CASE 12 

PREMATURE RAPTURE OF MEMB 

lp 0 . 

arne 
ge 

Parity 

0824692 
w 

32 
2 0 

Presenting Complains 

Sex 
D.O. 
D.O.D 

S-LIVEBAB 

Female 
5.8.04 
8.8.04 

The patient presented with drainage of liquor for 9 hours. 

History Of Presenting Dlness 
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The patient was admitted through the casualty with history of having drained liquor 

early that day at 34 weeks 4 days gestation. She reported to have noted bed wetness at 

around 4.00 am in the night when she woke up to pass urine. Colourless warm fluid 

trickled down her legs to the floor when she stood up. There was no history of 

abdominal trauma, pain or straining prior to the episode. She had not experienced any 

per vagina discharge or bleeding. Her passage of urine had been normal. 

History Of Current Pregnancy 

Her last menstrual period was on 7.12.03 her expected date of delivery was 14.9.04 

she was therefore at 34 weeks and 4 days at admission. She had attended antenatal 

clinic in a peripheral clinic since 20 weeks of gestation, antenatal profile done was as 

follows . 

HB - 10.5 gldl 

VDRL - negative 

Past Ob tetric And Gynaecological History 

Blood Group- B +Ve 

ELISA for HIV- negative 

She attained menarche at 14 years. She had a regular cycle of25 days with a normal 

flow of 2 - 3 days. She was para 2 0. Her first pregnancy was in 1998 at term birth 

weight of3200 gm. The c;econd delivery was in 2000 at term birth weight of3400 gm. 

Both deliveries were vaginal and both babies were alive and well. She had not used 

any contraception prior to this pregnancy 



Past edical History 

This was not significant 

Family and social history 
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She was married sold vegetables in the market. She lived in Kawangware with her 

husband. There was no history of chronic illness in her family. She did not drink 

alcohol or smoke cigarettes. 

Physical Examination 

She was in good general condition. She was not pale or jaundiced and had no oedema 

or lymphadenopathy. Her vital signs were BP - 110/70mhg PR- 84/min PR-22/min 

temp- 36.8oC 

Abdominal Examination 

The abdomen was uniformly distended. The fundal height was corresponding to 36 

weeks gestation, with a longitudinal lie and cephalic presentation. The head was 4/S 

above the pelvic brim. There were no palpable contractions. The foetal heart rate was 

regular at 144 beats per minute. 

Pelvic Examination 

A sterile speculum exam was done. Her external genitalia was normal. Clear liquid 

had pooled in the posterior fornix. The cervix was partially open with slightly bulging 

membranes. There was slow active drainage of the liquor from the OS. A digital 

examination was done which confirmed the cervix to be 3 em dilated. It was soft and 

central, about 70% effaced. 

Diagnosis 

A diagnosis of preterm premature of membranes at 34 weeks gestation was made. 

Management 

The patient was admitted into the labour ward. A decision to deliver her was made 

since she was draining liquor actively and was at 34 weeks and 4 days gestation. An 

intravenous infusion of 5 units of syntocinon in 500 ml of 5% dextrose was started at 



103 

10 drops per minute. The flow rate was increased by 10 drops per minute every half 

hour until she attained 3 contractions in 1 0 minutes, each lasting 40 seconds or more. 

She was also started on intravenous augmentin 1.2 gm 8 hourly. An examination done 

4 hours later revealed a cervical dilation of 7 em. 2 hours later she had the urge to 

bear down and was found to be fully dilated. She had a spontaneous vertex delivery to 

a live female infant who weighed 2200gms and score 8/ 1 and 10/5. The baby was 

stable and joined the mother in the postnatal ward. On the 2"d postnatal day she was 

discharged on oral antibiotics to come for review in the postnatal clinic after 6 weeks. 

Follow up 

The patient did not turn up for postpartum follow up. 
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DISCUSSIO 
The patient presented was a para 2+0 who presented with pretenn premature rupture 

of membranes at 34 weeks gestation. She was managed actively with good outcome. 

Premature rupture of membranes (PROM) is rupture of the membranes for more than 

8 hours prior to the onset of labour in a patient who is beyond 37 weeks of gestation. 

It is also referred to as prelabour rupture of membranes. Preterm premature rupture of 

membranes (PPROM) is rupture of the membranes prior to the onset of labour in a 

patient who is at less than 37 weeks of gestation. When the rupture of membranes 

persists for more than 24 hours, it is termed as prolonged. l.2 The patient discussed 

presented with Preterm premature rupture of membranes at 34 weeks and 3 days 

gestation. 

The incidence of PROM is approximately 3-10% of pregnancies. 1 In KNH the 

incidence was reported as 9.3% by Otieno and 8.2% by Wanjala.3•
4 Preterm premature 

rupture of the membranes (PPROM) is associated with 30-40% of pretenn deliveries 

and is the leading identifiable cause ofpreterm delivery. Prematurity contributes to up 

to 85% ofneonatal morbidity and mortality? 

The cause of PROM is not known but several risk factors have been identified. They 

include smoking, previous pretenn delivery, occult amniotic fluid infection, multiple 

foetuses, polyhydramnios, cervical incompetence and abruptio placenta. utritional 

deficiencies of zinc and cooper have also been implicated.6•
7 Bacteria implicated with 

chorioamnionitis are known to bind invade and cross the chorioarnnion membranes. 

The chorion, amnion, decidua and placental macrophages contain perox:idases. Some 

bacterias are known to produce hydrogen peroxide. The presence of the bacteria in 

these membranes activates the peroxidase-hydrogen system. The resulting free 

radicals lead to local tissue destruction, necrosis and cleavage of peptide bonds in 

collagen. l.5 The patient discussed did not have any obvious risk factors for PROM. 

Patients with PROM may present with complaints of leaking fluid, vaginal discharge, 

vaginal bleeding, and pelvic pressure. They may have symptoms of infections such as 

fever and abdominal tenderness if already infected. The fundal height may be smaller 



than dates and the foetal parts readily palpable if significant amount of liquor has 

escaped. This patient complained of leaking fluid. 
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The diagnosis of PROM can be made by doing a sterile speculum exam during which 

pooling of fluid in the vagina or leakage of clear fluid from the cervix may be 

demonstrated. This vaginal fluid (liquor when allowed to dry on a glass slide and 

viewed with a light microscope shows ferning or arborisation. It turns 1 itrazine paper 

blue. Blood contamination of the itrazine paper can invalidate results. 

The amniotic fluid index (AFI) can be helpful in demonstrating reduction of the 

amniotic fluid. If doubt still exists transabdominal instillation of indigo carmine dye 

into the amniotic cavity under ultrasound guidance and observation of staining on a 

sanitary pad should confirm the diagnosis. This is rarely necessary.1.2.5 

Oligohydramnios resulting from PROM may lead to several complications. They 

include pulmonary hypoplasia, facial and limb compression defects and intrapartum 

foetal distress due to cord compression. 1' 2..5 

The natural history ofPROM progresses in such a way that 90% of patients go into 

spontaneous labour within 24 hours. Evidence supports that induction of labour, as 

opposed to expectant management, decreases the risk of chorioamnionitis without 

increasing the cesarean delivery rate. 7 The management of pretenn premature of 

membranes is either expectant or active, depends on the gestational age and the 

presence or absence of infection. The degree of oligohydramnios should also be 

considered. 1•
6 Our patient was induced using syntocinon. 

For patients who are at 34 weeks gestation and above labour is induced with 

intravenous oxytocin. This is the routine in our unit. The patient discussed was 

beyond 34 weeks and labour was induced with good outcome. For gestation age 

below 34 weeks conservative management may be employed. Complete bed rest with 

continuous or intermittent foetal heart rate monitoring and close observations for 

signs and symptoms of maternal infection is important. orne authorities advocate the 

use of antibiotics prophylaxis for prevention of chorioarnnionitis. In some studies the 

antibiotics have been associated with prolongation of pregnancy and reduction in 

infant and maternal morbidity. Those against it argue that the antibiotics increase the 
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risk of vaginal colonization by resistant species and subsequent ascending infection. 

Sexual intercourse should be avoided. Digital cervical examination should be avoided 

unless prompt or immediate delivery is expected. 1•
6

• 
8 

If a patient develops evidence of intra-amniotic infection (maternal temperature 

>37.2°C, foetal tachycardia, fundal tenderness, foul or purulent vaginal discharge, 

maternal tachycardia, elevated C-reactive protein level) she ought to be delivered 

regardless of gestational age. Some authorities recommend corticosteroid use for 

women with PPROM prior to 30-32 weeks of gestation in the absence of 

chorioamnionitis. Other investigators have reported increased rate of infection with 

steroid use. Tocolytics may be used to prolong gestation long enough to complete a 

course of corticosteroids. t.2. 9
'
10 

Second-trimester PPROM has a dismal prognosis and risks of infection and 

oligohydramnios in conservative management seem to out weigh the benefit? 
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OBSTETRIC CASE 13 

MALARIA PREG CY- LIVE BABY 

Ip 0 . 09664883 D.O. 15.10.04 

arne JM D.O.D 20. 10.04 

Age -2 Parity 1+0 

Presenting complain 

J M was admitted with complains of hotness of body and chills for 1 week. 

History of Presenting lliness 

The patient had been well till 1 week prior to admission when she developed hotness 

of body that alternated with chills. This was associated with joint pains, malaise and 

headache. She had nausea but had not vomited. She was passing urine normally and 

did not have diarrhoea. She had not travelled out of airobi for 6 months. 

History of current pregnancy 

Her last monthly period was on 19.10.03 and the expected date of delivery was 

26.7.04. She was at the gestation of 38 weeks and 3 days. She attended clinic in 

Kenyatta ational Hospital since 20 weeks gestation. The antenatal period was 

uneventful The antenatal profile was as follows. 

HB - 12. l g/dl VDRL - negative 

Blood group - A +ve Elisa for IllV - negative 

Obstetric and Gynaecological history 

She was a para 1 + 0. Her last delivery was in 2001 to a female infant, birth weight 

3500 gm. The baby was alive and well. 

J M attained menarche at 14 years. Her cycle was regular every 28 - 30 days with a 

normal flow of 3 - 4 days. She was not on any contraception prior to the pregnancy. 

Past medical history 

This was not significant 
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Family and social history 

She was a housewife who lived with her husband in Dandora. Her rural home was in 

Kangundo. She had been in airobi for 2 years. She did not take alcohol or smoke 

cigarettes. She had no history of chronic illness in her family. 

Examination 

She was sick looking, mildly pale but not cyanosed or jaundiced. She had no 

lymphadenopathy or oedema. Her vital signs were: BP - 100 I 60 mmHg, 

PR- 115/min PR 24/min and temp 38.2°C 

The cardiovascular, respiratory and central nervous systems were within nonnal . 

-
Abdominal examination 

The abdomen was uniformly distended with fundal height at tenn. The foetus was in 

longitudinal lie, cephalic presentation and the head was 5/5 above the pelvic brim. 

There were no contractions palpable. The foetal heart rate was 132/min regular. 

Pelvic examination 

The external genitalia was normal. The cervix was long, central and was closed. The 

pelvis was clinicaHy adequate. 

Diagnosis 

A clinical diagnosis of malaria was made and the patient was admitted. 

Investigations 

Blood slide for malaria parasites showed moderate p. falciparum parasitaemia. 

Hb 9.5 g/dl blood sugar 3.8 mmoVI 

WBC urinalysis normal 

Platelets blood slide on 3rd day no parasites 

Management 

The patient was started on intravenous 5% dextrose, intramuscular artenum 300mg 

stat and oral paracetamol. She then received 100 mg of artenum once daily for 4 days. 

Vital signs (blood pressure, temperature pulse rate and respiratory rate) were 



110 

observed every 4 hours. She was encouraged to take small frequent feeds, which she 

successfully did. She improved remarkably. On the third day of treatment she 

complained of low abdominal pain that was radiating to the back. A vaginal 

examination revealed a dilated cervix at 4 em. she was transferred to the labour ward 

for labour monitoring. The labour progressed well and he has a spontaneous vaginal 

delivery to a live female infant who weighed 3300 gm and scored 9/I and 10/5. The 

baby remained well and did not have any compJjcations. The mother remained stable 

after the delivery. She completed her artenum dose and a stat dose of sulphadoxine/ 

pyremethamine was added. On the 2nd post partu.m day she was discharged home on 

haematinics to be seen in the postnatal clinic after two weeks. 

Follow up 

The mother did not turn up for follow up. 



Di cu ion 

The patient di cussed was para + 0 who bad malaria at term. She was treated and 

responded well. In the course of treatment she went into spontaneous labour and 

delivered a healthy baby. 

Ill 

1 alaria is caused by the parasite known as plasmodium. Four species can cause 

disease: Plasmodium falciparum, Plasmodium vivax, Plasmodium ovale, and 

Plasmodium malariae. Each species has a defined area of endemicity, although 

geographic overlap is common Malaria is predominantly observed in the tropics and 

is a potentially life-threatening disease. 

In Kenya malaria accounts for 300/o of outpatient hospital attendance. 1 Plasmodium 

falciparum is the commonest species in Kenya accounting for about 98% of the 

infections. 2 1M had falciparum infection. 

The typical clinical symptomatology and severe disease pathology associated with 

malaria is caused by the asexual erythrocytic or blood stage parasites. Severe disease 

typically is secondary to infection with P falciparum. This species is more virulent 

because of the high parasitaerrua that can occur and the property of sequestration, 

which may contribute to end organ damage. After an infected mosquito bites a human 

being, the malarial sporozoites enter hepatocytes and then emerge into the 

bloodstream after a few weeks. These merozoites rapidly enter erythrocytes and 

develop into trophozoites. As parasites develop in the erythrocyte numerous waste 

substances such as bemozoin pigment and other toxic factors accumulate in the 

infected red blood cell. These are dumped into the bloodstream when the infected 

cells lyse. These toxic factors stimulate macrophages and other cells to produce 

cytokines and other soluble factors which act to produce fever, rigors and probably 

influence other severe pathophysiology associated with malaria. Symptoms of malaria 

infection are non-specific and may manifest as flu like illness with fever, headache, 

malaise, fatigue and muscle aches. Some patients may present with diarrhoea and 

other GI symptoms. Our patient presented with fever, headache malaise joint pains 

and nausea. 

Malaria infection during pregnancy can have adverse effects on both mother and 

foetus, including maternal anaemia, foetal loss premature delivery intrauterine 



112 

growth retardation, and delivery of low birth-weight infants. It is a particular problem 

for women in their first and second pregnancies and for women who are IDV 

positive.3 Our patient was having a second pregnancy but she was mv negative. She 

developed mild anaemia, which was treated with oral haematinics. 

The problems that malaria infection causes differ by the type of malaria transmission 

area. In high transmission areas women have gained a level of immunity to malaria 

that wanes somewhat during pregnancy. Malaria infection is more likely to result in 

maternal anaemia, intrauterine growth restriction (IUGR) and delivery of low birth­

weight infants. In low transmission areas women generally have developed no 

immunity to malaria. Malaria infection is more likely to result in severe malaria 

disease, maternal anaemia, premature delivery, or foetal loss.3•
5 JM had not travelled 

to a malaria endemic zone. She had lived in areas of low transmission and so she was 

at the risk of developing severe disease. However she responded well to treatment. 

Though she went into Labour she was at tenn and the baby as mature and of normal 

weight. This is probably because she got the infection late in pregnancy. 

IDGR appears to result from placental insufficiency in the antenatal period and may be 

caused by acute induction of prostaglandins and arachidonate lipogenase metabolites 

in late pregnancy. Plasmodium falciparum-infected erythrocytes adhere to the 

vascular endothelium of venous blood vessel of the placenta and other organs. The 

placenta appears to be a site of preferential parasite sequestration and development. 

The density of placental parasitation is associated with delivery of low birth weight 

babies.3.4 Low birth weight is a great risk factor for neonatal mortality and a major 

contributor to infant mortality. Intra uterine foetal death and congenital malaria are 

other possible complications of malaria. 2 

Anaemia associated with malaria infections is due to macrophages clearing the 

infected erythrocytes as well as phagocytizing and destroying uninfected red blood 

cells during the infections. Active malaria infections induce bone marrow 

suppression. Intravascular haemolysis does not appear to be a major contributor to 

malarial anaemia except in the pathological state known as blackwater fever. 3'
4 



113 

Treatment of malaria depends on the severity of the disease, the complications and the 

sensitivity of the parasite in the area where the disease was contracted. The safety of 

the baby should be taken into account but generally the benefits of treating severe 

malaria outweigh the risk to the baby.6 Combination of drugs is advocated to deal with 

the serious challenge of malaria parasite resistance to drugs. Mild malaria is treated 

with oral preparations ofsulphadoxine/ pyremethamine and amodiaquine. Oral 

quinine may be used in case of allergy to sulphur. For moderate to severe disease and 

resistant malaria parenteral quinine is used. Analgesics and anti pyretics should be 

used to relieve the symptoms. Resistance to the sulphadoxine/ pyremetharnine has 

been noted locally. The artemesinin derivatives are being used widely. Their 

advantage includes fast response and convenient administration by intra muscularly 

once daily. Addition of the sulphadoxine/ pyremethamine is advocated to encourage 

parasites clearance. Oral preparations of artemesinin derivatives are available. !.2,.5 J M 

was treated with artenum, which is an artemesinin derivative. She responded very fast 

and the sulphadoxine/ pyremethamine was added. Complications of malaria such as 

anaemia, hypoglycaemia and dehydration should be sought and treated accordingly. 

J M had mild anaemia, which was treated with oral haematinics. 

Malaria is a major factor and one of the few, along with poor nutrition, anaemia, and 

other infections that is amenable to intervention once a woman becomes pregnant. 

Intermittent preventive treatment has is an effective approach to preventing malaria in 

pregnancy.' The ministry of health guidelines direct the use ofsulphadoxine/ 

pyremetharnine to pregnant women in malaria endemic areas twice during each 

pregnancy. This is given during the second trimester and the second dose in third 

trimester with an interval of at least 4 weeks between. 6 Pregnant women should sleep 

under insecticide treated nets to avoid mosquito bites. Other preventive measures 

include used of repellants, wearing clothes that cover arms and legs and environment 

management to clear bushes and drain stagnant water . .5 Our was counselJed on these 

1ssues. 

Malaria is common in puerperium and prophylaxis should be continued till 6 weeks 

postpartum. J M was given a dose ofsulphadoxine/ pyremethamine at the end of her 

treatment with artenum. This would serve to enhance the treatment as well as serve as 

prophylaxis in the puerperium. Unfortunately she never came back for follow up. 
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OBSTETRIC CASE 14 

ABRUPTIO PLACENTA- LIVE BABY 

IpNo. 

a me 

Age 

0983493 

JM 

38 

Presenting complain 

D.O.A. 

D.O.D 

Parity 

25.10.04 

29.10.04 

3+0 
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J M was admitted with complains of per vaginal bleeding for 2 hours and low 

abdominal pains for 4 hours. 

History of Presenting Dlness 

The patient had been well till that morning when she noted mild abdominal pains. The 

pain persisted necessitating her to seek medical intervention. While travelling to the 

hospital she noted minimal per vaginal bleeding. She had not experienced any trauma 

or strain. 

History of current pregnancy 

Her last monthly period was on 14.2.04 and the expected date of delivery was 

21. 11.04. She was at the gestation of 36 weeks. She attended clinic in Kenyatta 

ational hospital from 20 weeks gestation. The antenatal period was uneventful. The 

antenatal profile was as follows. 

HB- 13.1 g/dl VDRL- negative 

Blood group- ve Elisa for :mv- negative 

An ultra sound evaluation done on 25.6.04 had revealed a normal intra uterine 

pregnancy with a fundal placenta. 

Obstetric and Gynaecological history 

She was a para 3 0. Her first delivery was in 1990 to a female birth weight 2800 grn. 

In 1993 she had another delivery to a male infant birth weight 3300 gm. Her last 

delivery was in 1998 to female infant birth weight 3200 gm. All the deliveries were 

vaginal at term and the children were alive and well. 
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She attained menarche at 14 years. Her cycle was regular every 28-30 days with a 

normal flow of3- 4 days. She was not on any contraception prior to the pregnancy. 

Past medical history 

This was not significant 

Family and social history 

She was a housewife married to a businessman. She did not drink alcohol or smoke 

cigarettes. She bad no history of chronic illness in her family . 

Examination 

She was in good general condition, not pale or jaundice. She had no lymphadenopathy 

or oedema. Her vital signs were: BP - 100 I 60 mmHg, PR - 88/min PR 22/min and 

temp 36.6°C 

The cardiovascular, respiratory and central nervous systems were within nonnaJ. 

Abdominal examination 

The abdomen was uniformly distended with fundal height at 36 weeks gestation. The 

foetus was in longitudinal lie, cephalic presentation and the head was 5/5 above the 

pelvic brim. There were no contractions palpable but there was tenderness in the supra 

pubic region. The foetal heart rate was 132/min regular. 

Pelvic examination 

sterile speculum examination was done. The external genitalia was normal. The 

cervix was long, central and was closed. There was a clot of blood in the posterior 

fornix but no active bleeding. 

Diagnosis 

A diagnosis of antepartum haemorrhage was made 

Management 

The patient was admitted and an urgent ultra sound ordered. Blood for grouping and 

cross matching was taken. The ultra sound was done and revealed an intra uterine 

gestation at 35 weeks and 4 days. The placenta was fundal with no features of 
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separation. The foetal movements were reduced with no breathing movement and th 

tone was reduced while in the ultra sound room the patient started bleedin actively 

A written consent was taken and a normal saline drip tarted immediately he patient 

was then wheeled to theatre and the paediatrician was called ln theatre an emergenc 

caesarean delivery was accomplished. The amniotic fluid was found to be blood 

stained. The outcome was live male infant who scored 9/L 5/Sand 9/10 The baby wa 

resuscitated and admitted to the newborn unit for further observatton. The placenta 

was found to be normal grossly but there were 2 small retro placental clots. 

The mother remained stable post operatively and recovered well The baby improved 

and stabilized within the first 24 hours. On the 4th post partum day both the mother 

and the baby were then discharged borne to be seen in the postnatal clinic after two 

weeks. 

Follow up 

She came for review after 2 weeks. She had no complaints. The wound had healed 

well. Her breasts were active and soft. The uterus had involuted. he came again for 

review after one month. She raised no complaints. dvise on family planning was 

given and she was discharged through the family planning clinic. 
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Discussion 

The patient discussed was admitted with per vagina bleeding for 2 hours and low 

abdominal pain. A diagnosis of placenta abruption was made. quick delivery was 

accomplished and the baby survived. 

Placenta abruption refers to the premature separation of a normally implanted 

placenta before the delivery of the foetus. The separation results in haemorrhage into 

the decidua basalis near its interface with the placental cytotrophoblastic shelf and the 

anchoring villi. !.2.3 The haemorrhage may be external in which case it flows through 

the cervix and is detectable. In about 200/o of the cases the haemorrhage is concealed. 

The incidence of placenta abruption varies and on average is 1 in 200 deliveries. 1• · ' 

At KNH the incidence of ante-partum haemorrhage was reported to be 4. 7 - 6 7% of 

all deliveries. 15.4% of these resulted from placenta abruption. 

The cause of placenta abruption is unknown but several risk factors are recognised 

Previous placental separation is a predisposing factor. Following one episode, the 

incidence of recurrence is 10 - 17 %. With two previous episodes the incidence of 

occurrence exceeds 20%. l.2." The commonest associated condition is hyperten ion in 

pregnancy. Mothers who are hypertensive are more likely to suffer a more severe 

abruption but the severity of the hypertension does not correlate with the incidence of 

abruption. Premature pre term ruptured membranes are associated with increased 

incidence of abrupt ion. 2• 
6
· 

7 Other factors associated with increased risk of abruption 

are cigarette smoking, cocaine abuse, thrombophilias, advanced maternal age, 

multiparity and alcohol consumption. Any condition leading to distension of the 

uterus (multiple pregnancy and polyhydramnios) increases the risk ofabruption. 

Diabetes and collagen diseases have also been implicated as well as uterine anomalies 

or tumours. 1.2.s Other than being advanced in age and multiparity J did not have 

any of these other risk factors. he was 38 years oJd, para 3 0 

Precipitating factors to abruption include abdominal trauma, circumvallate placenta, 

sudden reduction in uterine volume and abnormally short cord during delivery. The 



patient presented was found to have marginal insertion of the cord with a 

succenturiate lobe but not circumvallate. 
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Placental abruption is initiated by haemorrhage into the deciduas basaJi The decidua 

then splits leaving a thin layer adherent to the myome rium. everal mechani ms are 

thought to the important in the pathophysiology. Local vascular injury with bleeding 

into the decidua and haematoma formation is one mechanism. Another mechani m i 

an abrupt rise in uterine venous pressure transmitted into the intervillous pace. The 

resulting venous engorgement leads to separation of the placenta. Mechanical 

separation is thought to occur following trauma sudden decompression of the uteru 

or traction by a short cord. Initiation of the coagulation cascade leading to clot 

formation in the placental pool with some relative stasis is another possible 

mechanism. l,l,J The separation of the placenta may be complete or partial. The blood 

may gain access into the amniotic fluid. Maternal foetal haemorrhage foetal maternal 

haemorrhage or amniotic embolism may occur. In the patient discussed, the amniotiC 

fluid was bloody. Blood may infiltrate the uterine wall . When extensive 

intramyometrial bleeding occurs uleroplacental apoplexy (couvelaire uterus) re ult 

The clinical presentation varies. bout 30% of the separations are small producing 

few or no symptoms and usually will not be noted until the placenta is inspected Per 

vaginal bleeding is present in 80% of the cases and 66% have abdominal or back pain 

About _0% of the patients are erroneously diagnosed as having idiopathic premature 

labour s,J.l Foetal distress is present in more than 50% of the cases with foetal 

demise in 15%. When the separation is extensive, uterine tetany, di eminated 

intravascular coagulation and hypovolemic shock may set in. Following shock 

oliguria may develop. 1
•
2
•
8 The patient discussed presented with abdominal pain, mild 

per vaginal bleeding and features of foetal distress were demonstrated on ultra sound. 

Placental abruption will usually be suspected from the clinical pre entation. Ultra 

sound may help confirm the diagnosis but negative findings with ultrasound 

examination do cot exclude abruption. 9 Laboratory tests should be done to determine 

the haemoglobin or the packed ceU volume and the coagulation tatus. Bedside clot 

observation test is a simple and valuable procedure when serial laboratory tests are 

not practicable. In this test venous blood is placed in a clear test tube. clot hould 
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form within 5 - l 0 minutes and dissolve in shaking the test tube when the clot stem 

is within normal. Hypofibrinogenaemia ofless than 200mg/dl is suggestive of 

placenta abruption. Our patient was evaluated using an ultra sound but the eparation 

was not visualized. 

Placenta abruption is graded on the degree of separation, the status of the foetus and 

the presence or absence of DIC. 10 

Grade I not recognizable clinicaJJy before delivery usually diagnosed 

by presence of retro placenta clot. 

Grade II intermediate: classical signs of abruption are presem and the 

foetus is alive. 

Grade Ill severe: the foetus is dead 

ill a without coagulopathy. 

ill b with coagulopathy. 

The patient discussed had placenta abruption grade IT. 

The management of placenta abruption depends on the gestationaJ age and the status 

of the mother and the foetus. When the foetus is immature, bleeding is not exten ive 

and in absence of uterus irritability or foetal distress expectant management is 

beneficial II. 
12 The woman should be hospitalised, typed and cross-matched and 

observed for signs of further separation. Some authorities advocate toea lysis for 

preterm pregnancy to improve the outcome· 11
• 

12 Other authorities consider abruption 

as a contraindication for tocolysis because of the danger of masking the ymptoms of 

further separation. 1
•
8 

Vaginal delivery is indicated for minor degree of separation but the foetus should be 

monitored for distress. With a dead foetus or non-viable vaginal delivery is indicated 

with the exception of severe, uncontrollable haemorrhage. Amniotomy is done to 

release as much amniotic fluid as possible and induction of labour with ocytocin 

infusion should be instituted if active labour does not begin shortly after The labour 

usually progresses rapidly. Caesarean section is indicated whenever vaginal delivery 

is not imminent and the foetus has a reasonable chance of survival. When 

haemorrhage is uncontro11able a caesarean section is done to save the mothers life. 

Maternal resuscitation with blood and blood products and crystallised fluids should be 
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done as indicated. Laboratory tests are important in guiding what n eels replacement. 

Fresh whole blood is superior in treating clotting deficiencies and replacing blood 

loss. However packed red blood cells, cryoprecipitate packs, platelets and fibrinogen 

may be given if available and necessary. The patient should b monitored clo ely in 

the post partum period for any complications. 1.l.8The patient discus eel had live 

baby with features of distress and she begun bleeding profusely caesareans ction 

was rapidly accomplished and both the mother and the baby did welL 

Several complications may arise with abruption. Maternal mortality rate ranges from 

0.5-5 %. Most mothers die of haemorrhage, or cardiac or renal failure. Early 

diagnosis and appropriate therapy reduce the mortality rate. Foetal mortality ranges 

from 5.9- 8.0% and live births have high rate of morbidity resulting from pre 

delivery hypoxia, birth trauma or prematurity. Other complications encountered 

include disseminated intravascular coagulation, acute corpulmooale (as a result of 

emboli in the pulmonary microcirculation) renal cortical and tubular necro is and 

risks associated with transfusion such as hepatitis infection. Uterine apoplexy may 

lead to uncontrollable bleeding from the placental bed necessitating a hysterectomy l.1 

I M did not develop any of these complications. The baby was initially distressed but 

did well on resuscitation. 
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The patient was admitted as a referral from a private clinic with history of labour 
pains for 2 days. 

History Of presenting Complaint 

She had developed labour pains and drainage of liquor while at born and went to th 

private clinic after 6 hours. In the clinic the labour continued for about 14 hour 

before she was referred to Kenyatta ational Hospital. 

ntenataJ History 

Her last menstrual period was on 24 l 04 and her expected date of deli ery wa 

1.11 .04. At the time of admission she was at 40 weeks gestation by dates. 

She attended antenatal clinic twice in Kawangware. he had not had an antenatal 

profile. 

Obstetric and Gynaecologic History 

She was a primigravida. he attained menarche at 14 years The menstrual p riod was 

normal every 30 days and the flow lasted 3 - 4 days. he had never u ed an form of 

contraception. 

Past medical history 

This was not significant 

Family and social history 

She was a single girl living with her parents in Kawangware. he had dropped out of 

school in form two due to the pregnancy. She was the first born in a family of 4 
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siblings. The rest were all in primary school. Her mother was a housewife while th 

father was a casual labourer. There was no known chronic illness in the family he 

did not take alcohol or smoke cigarettes. 

Physical examination 

She appeared to be in distress. She wa moderately dehydrated but not pale or 

jaundiced. Her vital signs were as follows 

BP 120/80mmhg 

PR 92/min 

T emperarure 

RR 

36.6oc 

20/rnin 

The respiratory, cardiovascular, and central nervous systems were within normal 

Abdominal examination 

The abdomen was uniformly distended. The fundal corresponded to term. The lie was 

longitudinal with cephalic presentation and descent of2
/ 5 above the pelvic brim. The 

foetal heart was heard at 136 beats per minute. She was noted to have rong 

contractions 3 - 4 in 10 minutes lasting 30- 40 seconds. 

Pelvic examination 

The external genitalia was oedematous. The cervix was fully effaced 9 em dilate. The 

head was noted to have caput formation and second-degree moulding. The vaginal 

walls were warm and dry. 

Diagnosis 

A diagnosis of prolonged labour econdary to cephalopelvic disproportion in teenage 

primigravida was made. 

Management 

A decision was made to deliver her immediately by caesarean ection. The patient and 

her mother were explained to the diagnosis and the need for an emergency cae arean 

section. The mother signed the consent. 

The patient was started on intravenous normal saline solution and received 30mls of 

50% dextrose while she was being prepared for theatre, he felt the urge to pu h. he 
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then progressed to delivery vaginally. The outcome was a live female infant. Birth 

weight of3350 gm. The apgar score was 2/1, 
3/s and 4 

10. The bab was admitted to th 

newborn unit due to birth asphyxia. nfortunately she uccumbed after 8 h ur . 

The placenta was delivered by controlled cord traction The mother as gi en 

ergometrine 0.5mg intramuscularly. foley catheter was in erted imm di t ly and 

even though the urine was clear, it was retained for 7 day post delivery Her 

perineum was intact. 

Post partum management 

The mother remained stable post delivery. Rehydration was continued intravenou I 

Her vital signs remained normaL Intravenous zinacef and flagyl were started Oral 

haematics were given. She was taught on breast care and started on bromocriptine for 

suppression of mjJk after the baby died. She remained stable A counsellor from the 

adolescent clinic was called. few sessions of counselling were held while in th 

ward. She was to continue later after discharge. 

Investigations done in the ward included; 

Hb 8mgldl VORL 

Elisa for ffiV - negative Blood group 

- negative 

- 0 ve 

On the 7th post partum day the catheter was removed. She remained well and on the 

8111 postpartum day she was discharged home to be een in the postpartum clinic after 

6 weeks. 

Follow up 

he came for review in the clinic and was well with no complaints. Coun elling on 

abstinence and safer exuaJ practices and was done ontraception advice wa also 

offered. She was advised on going back to school to continue with her education. 

preferably in a different school. Her parents were also counselled and encouraged to 

be supportive. 
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Discussion 

The patient presented was a 16 year old who pre ented with prolonged lab ur and 

delivered vaginally. The outcome was a live baby who scored poorly leading to a 

perinatal mortaljty 

Adolescence is the period during which an individual progres e from the poinr ofrh 

initial appearance of the secondary sexual characteristics to that of s xual maturity. 

The individual's psychological process and patterns of identification develop from 

those of a child to those of an adult and there is a transition from trus state of total 

social economic dependence to relative independence. 1 dolescents are defined as 

persons aged 10-19 years. 2 

The adolescent population in Kenya form an important segment of the population 

Constituting about 25% of the total population. 2 There is high adolescent fertility rate 

which has been increasing over the years. dolescents indulge themselves in exual 

activity freely. They seem to be unaware of the risks to which tb y expose 

themselves. These risks include unplanned pregnancies and sexually transmitted 

infections including HIV. Some studies have shown that up to 23% of adolescents are 

sexually active with majority having had sexual intercourse within 2 years of attaining 

menarche. 3 A had attained menarche at agel4 and at 16 years she delivered 

There are major problems facing adolescent health in Kenya. The e include lack of 

formal reproductive health education and information; instead adole cents are 

exposed to misinformation. Another problem is limited availability of reproducuve 

health care services including contraception and family planning services ince they 

tend to be seen as more suited for the adults or the married. was exually active 

but she had never used any protection to avoid unwanted pregnancy or xually 

transmitted infections. 

The rate of adolescent pregnancies had been rising worldwide. In Kenya the rate was 

given at 1.1% in 1983 and 21% by 198 . ~ . .s 

When the teenagers conceive, the pregnancies are usually unplanned. tatistics how 

adolescent pregnancies are at high risk of poor outcome both for the baby and the 

mother. J.o~,s Many adolescents come from low social economic background with 
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having poor education. They may be at risk of poor nutrition, cigarette smo · n and 

drug abuse. These factors contribute to poor pregnancy outcomes. 

Teenage mothers need optimal care to improve the pregnancy out come In a 

special adolescent clinic had been established but utilisation remained lo . an 

teenage mothers do not attend antenatal clinic or when they do they book late. tan 

tee seek maternity a services late during delivery. Lack of money to pay for th e 

contributes significantly to this trend. The patient discussed had attended only 

ek health twice and did not do any tests. When she went into labour she hid not 

services immediately. She then ended up in a clinic that did not offer optional labour 

management for her. She delayed in seeking health services due to financtal 

constraints. She was a form 2 drop out and her father was a casual labourer with httle 

income and a fairly large family to cater for. 

Other hazards associated with teenage pregnancies are tron deficiency anaemia. 

preeclampsia - eclampsia which is more common in the first pregnancy, prematurity 

and small for dates infants. Some of these problems may be worsened by the life tyle 

of the adolescent such as poor feeding and cigarette smoking.6 The pati nt presented 

did not abuse drugs but she was found to have anaemia. 

Complications of labour and delivery are highly dependent on the quality of antenatal 

care and the quality of the management. . had poor antenatal care and labour 

management. By the time he got to she had been in labour for- days h had 

a vaginal delivery before the caesarean section could be don with a poor outcom , 

resulting in a perinatal mortality 

dolescent mothers are at an increased risk of repeat pregnanci s. It is important to 

offer counselling before discharging them after delivery The counselling hould 

include issues of safer sex., family planning and elf-improvement. . , wa ad 1sed 

to go back to school and to practice afer sex. 
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Contraceptive use is lowest among women aged 15 - 19 years according to KDH 

2003. Only 11.6% of married women in this age group were found to be u ing any 

modem methods of contraception.7 The percentage is most Likely lower among th 

single women in this age bracket yet many of them are sexually active. ontraceptiv 

prevalence increases dramatically with increasing level of education 7 [t is therefor 

important to encourage the education of the girl child in order to impro e their ial 

economic status as well as their utilisation of reproductive health services. This will 

result in less unplanned pregnancies and their complications. 

go back to school and her parents were going to assist her 

was counsel led to 
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Objective of tbe study: To determine the quality of antenatal care with respect to 

assessment of anaemia, among women delivering at Pumwani maternity hospital in 

airob~ Kenya. 

Study Design: This was a Descriptive Cross sectional urvey carried out at Pumwani 

maternity hospital in airobi, Kenya. The study was carried out in the months of 

August and September 2004. 

Methodology: Women who came to deliver at Pumwani were recruited into the 

study. Data from their antenatal records was filled in predetermined questionnaire 

The results were entered into a computer and then analysed using the SPS program 

The Results: OfJ 12 women recruited into the study, 35% of them did not have their 

haemoglobin estimation done by the time of delivery. Of the 65% who had their 

haemoglobin estimation done 9.4% were found to be anaemic. many as 23% of 

the mothers were below 20 years of age and only 6% of these had booked C in the 

first trimester. bout half ( 48%) of those below 20 years did not have their 

haemoglobin estimation done. Majority of the mother 62%) booked in the second 

trimester and 36% booked in the third trimester. 

For the women found to have Hb less than 10g/d1 for one fifth (21% ofthem no 

action was taken, for three quarters (74% haematinics were given and 5% were gi en 

antihelminthes empirically but no haematinics. Only one fifth 21% of thee women 

had a repeat Hb estimation done 

Conclusion: the quality of C in respect to anaemia is poor and needs 

improvement. 
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BACKGROUND D LITE RE w 

Importance Of ntenataJ C re 

The antenatal care is an important part of preventive medicine. 1 Pregnancy i a n rmal 

physiologic event but it is complicated by pathologic process dangerou to the h lth 

of the mother and foetus in 5 - 200/o of cases2 This i why special care i ne d d tn 

order to ensure as much as possible an uncomplicated pregnancy and the delivery of 

live healthy infant to a healthy mother. 2 Recognition of the need for maternal and 

child health care came from article 25-2 of the universal declaration of human ri hts 

as proclaimed by the general assembly of the United ations December 101
h 1948. 

Since then antenatal care has been incorporated into primary health care programm s 

In Kenya antenatal care was introduced into comprehensive maternal and child health 

care and family planning programmes in the second half of the 1970s and it has 

become an integral part of the primary health programme. 

Studies have shown that mothers not attending antenatal clinic ( C are likely to 

have ceftajn social demographic characteristics and are more likely to have poorer 

pregnancy outcome. They are likely to be young, multiparous and unmarried. 

Perinatal out come is significantly worse in these patients compared to those who are 

regular antenatal clinic attendees. They are more likely to deliver prematurely to low 

birth weight infants and are at greater risk for tillbirths and neonatal death. 3 

Access To A C/ Utilization Of C ervices 

Studies have shown an increase in eeking antenatal care among pregnant mothers 

both in Kenya and elsewhere. By the end of the 201b century prenatal care had become 

one the most frequently used health service in the United tates " ccording to th 

airobi Birth Survey, 96.4% of the mother had attended antenatal clinic at least once 

and only 3.6% had not.5 The Kenya Demographic and Health Survey, 2003 reported 

that 9 out of 1 0 of the mothers had reported to a health worker at least once for 

While this increase in antenatal clinic attendance is commendable it is worth noting 

that attending the clinic is one thing but getting good quality care is a different thing 

altogether. 

6 
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QuaJity Of ANC & Pregnancy Outcome 

Despite the wide spread use of pre-natal care the evidence for its effectivene 

remains equivocal and its primary purpose and effects continue to b a bject o 

debate internationally.7 Some studies have indicated war ening trend in birth 

outcome despite increasing trends toward more prenatal resource utilization hi 

suggests that ANC attendance does not always result in the expected re ults 

Inadequate antenatal care can be dangerous. This is because of the false confidenc 

that since one has attended a clinic regardless of the level of care then all is well 9 

Ante-natal care has been practiced in much the same way in most countries for the 

past 50 years. either the timing of visits nor the procedures done have been 

rigorously evaluated for their effectiveness. r ew procedures have been introduced in 

a similar manner. 10 

Maternal death is the worst out come of pregnancy and is often an indication of poor 

antenatal care or none at all. Maternal mortality is still unacceptably high in the 

developing world including Kenya. In northern Europe the figures are reported to b 

as low as 0-11 deaths for every 100,000 live births. Reduction in maternal and infant 

morbidity and mortality in England and USA has been ttributed to good antenatal 

care. ll.ll Little is known as to whether or not routine antenatal care is effecti e in 

preventing maternal mortality and morbidity in developing countries. 13 ln Cameroon 

82.4% of women who died had attended C indicating that probably p or quality of 

care was responsible.14 Makhoha found that in 9.4% of mothers with avoidable 

deaths had attended ANC. In this study, 9.6% of tho e with avoidable deaths, died of 

anaemia. Jj These mothers had attended C but early screening and upplementation 

of haematinics was not done. With better care the le el of mortality might have been 

lower. Obore found maternal mortality rate of 921 5 per 100,000 in Kenyatta ationaJ 

Hospital for the years 1995 - 1999 and 28% of these women had attended antenatal 

clinic. 16 Makboba reported a maternal mortality rate of 196 per lOO,OOO births 

between 1972 and 1977 and 320 per 100,00 deliveries between 1978 and 1987 at 

Kenyatta national Hospital. u Thus maternal mortality has remained high despite 

increased C attendance. 
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AE 

oaemia nd Phy iological b og In Pregn nc 

Anaemia in pregnancy is a condition in which the haemoglobin le el in the pregnant 

woman is less than I Ogldl in our set up. 1 In orne centers anaemia i taken to b 

haemoglobin less than 11 g/dl. 1 any physiologic change occur in pregnancy nd 

among the most striking are in the hematological ystem Blood volume increa b 

up to 1 000/o by term. Plasma increases earlier and faster than the red cell , hence a 

dilution effect occurs leading to what is known as phy iologic anaemia in the cond 

trimester. This means that pregnant mothers have lower haemoglobin level than th 

general population. 18 

Iron deficiency anaemia contributes to about 900/o of anaemia during pregnancy. In 

our set up the iron deficiency is contributed to by poor dietary intake and hookworm 

infestations. 19 In pregnancy the foetus requires iron for production of the foetal 

haemoglobin. This passes from the mother along with other nutrients. The increa e in 

the red cell mass together with the foetal requirements increases the need for maternal 

iron intake. Considering that many women of reproductive age lack sufficient iron 

stores even outside of pregnancy there is need for supplementation .o Failure to 

supplement may lead to iron deficiency anaemia. This demand is even higher with 

multiple gestations making anaemia more common and more se ere Folat 

requirement also increases since it is used in production of red blood cell and hould 

be supplemented together with iron. pregnant woman will lose blood at deli ery; an 

anaemic woman is therefore at increased jeopardy, hence the need to correct any 

anaemia before delivery. 

Anaemia is one of the common problems in pregnancy especially in the developmg 

countries. Early screening of anaemia is one of the aims of the antenatal care 

Prevention and early correction is possible and this improves pregnancy outcome. 

The incidence of Anaemia in pregnancy varies in different geographical areas 

WHO estimates that 58% of pregnant women in developing countrie are anaemic.·• 
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Gebbie reported that anaemia was the second mo common ob tetric problem in 

Kenya. 
22 

This is despite the effort made to encourage iron upplementa ·on in th 

antenatal period. 

Effects Of Anaemia In Pregnant 

Anaemia is associated with increased maternal morbidity and mortality s well a 

oor pregnancy outcome. Defective antenatal care and the magnitude of anaemia 

significantly influence the maternal and foetal out look. The frequency and erity of 

complications parallel the severity of anaemia and the incidence and severity of 

complications are worse in developing nations 23
•
24 ccording to WHO, Anaemia ha 

been implicated as contributory in up to 400/o of maternal deaths in the third world 

countries. 25 Kenya is among thelO countries in the world with highest maternal 

mortality.26 goka in Pumwani Maternity Hospital found that 69% of mothers who 

died had attended C but no routine investigations were done, yet investigations are 

major component of preventive care in the . 27 In Coast General Hospital 

Solomon found that more than 50 of the mothers who died had no routine laboratory 

tests done though they had attended C. 28 He found anaemia to have been the most 

prevalent complication. It was associated with high perinatal and matemaJ mortality 

Mothers getting quality C have higher haemoglobin levels with le s of 

complications associated with anaemia. By reducing anaemia and its complication 

the maternal mortality may be decreased. 

The red blood cells are the main oxygen carriers in the body. With low haemoglobin 

the oxygen carrying capacity is reduced and this reduces th oxygen available for 

placental transfer to the baby. Even moderate anaemia re uJts in reduced o gen 

tension of amniotic fluid and intra uterine foetal hypox.ia.29 Anaemia may be 

associated with foetal growth restriction, foetal di tress, toxaemia and prematl.lrity 

o.J 1 The correction of anaemia has been reported to reduce the incidence and verity 

of complications. ggarwal reported that the birth weight, crown heel length, head 

circumference of the neonate and placental weight increased significantly with rise in 

maternal haemoglobin levels32 
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EvaJuation And Intervention 

Ideally a woman planning to have a baby should have a medical evaluation before h 

conceives. 1When this is done; tho e found to have low haemoglobm Je el ar 

identified. The anaemia is then corrected and their iron ores re ored b ore th 

conceive. In our set up however many women visit the clinic wh n !ready pre n nt 

Anaemia must be sought and corrected during th earliest vi it. In the ucce ful 

management of anaenlia, reliable tech.ruques for detection, asse ing it verity and 

monitoring the response to appropriate treatment hould be available 

During the first visit a full physical examination should be done This include among 

other things looking for pallor in several different areas such as the nail beds, tongue, 

palms and the conjunctiva. Studies have hown that although imperfect. u e of pallor 

to screen and treat severe anaemia by primary care provid rs i feasible and 

worthwhile. Usually, the majority of persons with severe anaemia will b detected 

during such examination 33 ft was shown that in conducting clinical ere ning of 

moderate to severe anaemia (Hb <8 gldl) using pallor for a variety of body ite 

sensitivity ranges between 53-100%. 

Different methods such as the copper ulphate, c anmethemoglobm method. the 

Coulter counter, the haemoglobinometer, and the Hemo ue in trument may b u ed 

depending on the availability When the laboratory tests re ult are a ailable th 

anaemia if present should be graded and corrected accordingly Wh re th lab ratory 

availability is limited then clinical reening should b us d 

Initial evaluation of a pregnant woman with anaemta hould include mea urem nt of 

haemoglobin the haematocrit and red cell indices. careful exammation of the 

peripheraJ film is advisable. In moderate and severe anaemia e timations of the rum 

iron concentration or ferritin are helpful. Other imponant tests include tool 

examination for hookworm, blood lide for malaria parasttes, a well a ickJing t t 

depending on the woman's genetic background Other more p cific te t dep nd on 

the re ults of the initial tests as well as the history and the phy ical exammation 

findings. 

I 
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Management depends on whether it is: moderate (70-100 g/1) evere (40-69 gil and 

very severe (<40 gil). Corresponding haematocrit 

and <13% respectively.3.s 

valu are 2 -35% I -23% 

Mothers with severe anaemia (very pale, reporting ymptoms uch as e ily fatigued 

breathless on mild exertion, weakness, dizzine s) may need admis 1on he cau 

should be treated and corrective measures for the haemoglobin le el and iron tore 

taken. In acute or severe anaemia, transfusion may be necessary Treatment with total 

dose infusion of iron (TDQ helps build the depleted iron stores and overcomes the 

difficulties associated with oral supplementation. This will also depend on the 

gestation of pregnancy the closer to term the higher the need for blood transfusion. 

After the first screening is done in the ftrst visit. ideally in the 1 trimester, a repeat 

should be done in the eighth month of pregnancy but clinical as e ment of anaemia 

should be done in every visit. If the anaemia is mild or moderate oral haematinics will 

usually be sufficient. 

WHO recommended that as a minimum, the woman attending C should expect 

and demand iron/folic acid tablets. Other recommendations included early screening 

for anaemia by clinical examination and laboratory testing for pregnant women and 

treatment for any anemia.36 

Justification 

Anaemia continues to be a health hazard for pregnant women. This is more severe and 

prevalent in the developing countries of which Kenya is one. Anaemia is reported to 

be the second most common obstetric problem in Kenya. 22 aemia can be detected 

and corrected during antenatal care, if the services provided are adequate. Thi tud 

evaluated the quality of C with respect to ar~aemia in a cro s ection tudy of 

pregnant women attending the most populous maternity bo pital in Kenya. 
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BRO OBJE 

To determine the quaJity of antenatal care in respect to asse ment of anaemia among 

women delivering at Pumwani maternity hospital in airobi, Kenya. 

pecific Objecti 

1) To document the proportion of women attending 

anaemia 

C who were re ned for 

2) To document the prevalence of anaemia in pregnancy in the tudy population. 

3) Evaluate the proportion of anaemic women treated for anaemia 

4) To document the social demographic characteristics of the mothers with anaemia. 

Study Design/Methodology 

This was a cross-sectional descriptive survey. The study was carried out in the 

Pumwani maternity hospital in August and September 2004 The data was sourced 

from the antenatal cards of the patients who came for delivery in this ho pita! into a 

predetermined questionnaire and then analysed. The questionnaire was first pre tested 

to establish its suitability and reliability. Fifteen questionnaires were used. The 

questionnaire was then redesigned. 

Inclusion Criteria 

Those mothers who delivered in Pumwani maternity hospital during the period of the 

study and had attended antenatal clinic. 

Exclusion Criteria 

The mothers whose antenatal records were not available, tho e who bad not attended 

ante-clinic and those who did not consent to avail their records were all excluded from 

the study. 
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Pro edure 

Clients were recruited at the admi ion d the came for admi ion very 

second mother admitted was provided with an explanation nd ked to gi wrin n 

consent for the tudy Thi was to try and eliminate bia Th e. plan tion w d n 

the convenience of the mother depending on her condition Tho moth re 

below 18 years of age had the con ent given by guardian nee th con 

obtained the relevant data was filled in to the questionnaire by th re earch r. Th 

principle researcher locked up the data obtained to nsure confidentiality It w th n 

entered into a computer using the EPI info and analysed using the P program b 

the researcher with assistance from a data anal st Data pre ntation was done in 

descriptive tabular and graphic fonn. ppropriate te s of ignificance chi square, 

trend test) were done. 

Study Population/Study ubject etting 

Pumwani Maternity hospital is located about 5 Km onh East of airobi city Th 

study subjects were antenatal records of women who came to deli erer in Pumwani 

Maternity hospital. The hospital is a airobi city council in titution that rece1 e 

patients mainly from "lairobi and auxiliary airobi city council health in titution . 

private health units and many unhooked patients from the surrounding ar The 

average number of deliveries per day is 60 It mainly rves client of the m1ddle to 

low social economic atu . 

tudy Period 

The study took 2 months. It was carried out in the months of ugu t and eptemb r 

_004. 

tatisticaV naJysi Plan 

The data obtained was then entered into the computer b the an e tigator with th h lp 

of a statistician. Analysis wa then done u ing the P program. The quality of 

was assed on the basis of 

• as physical e ami nation for anaem1a done? 

• t what gestation was th booking done? 

• W re laboratory te ts for haemoglobin done 

• [f the mother was anaemic was he treated appropriately 

• as routine upplementatioo done? 
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Sampling And Sample Size CaJculation 

The sample size was calculated u ing the following formula 

n = (Zocl2i <p) Cl-p} P* = the prevalence 

d2 

n = the sample size d = margin of rror 

A 95% degree confidence corre ponds to a:: = 0 00 In th table of the andard 

normal distribution this corresponds to a z value of I 96 

Therefore n = CZoci2)2<P) (1-p) = (1.96)(0.72)( 0 28) = 3. 419 x 0 2016 

d 2 0.005 0 0025 

n= 309.786 

n = 310 

*In a study done in Kenyatta arionaJ Hospital antenatal clinic. 13 % of th moth r 

were found to have low haemoglobin levels Of the e 7 % had some action taken to 

correct the anaemia. 42 

EthicaJ Considerations 

This study involved getting data from the records and analy ing it. The bject 

names were not reflected in the questionnaires. Informed con ent was obtained from 

those mothers whose records were used. 

PemUssion to carry out the study was obtained from the Ken atta ational Ho pita! 

ethical committee, and the Pumwani maternity hospital ethical committee 
0 

Limitation 

The data was collected from patients records some of which were not well ept 

orne information was missing from the record . 

From this study the interaction of the h althcare provider with th client and th 

quality of health information on anaemia pas ed to the clients wa not d enruned 

What the health care providers failed to record appropriately could not b d 

either. These aspects are important in C and would have added more informatton 

on the quality of the C. 

Exp cted pplication Of R ults 

This study is part of fulfilment of the requirements for a rna ter degre in medicine tn 

Obstetrics & Gynaecology at the university of airobt. 

The re ult may be used to improve the quality of the rvice offered at tb ctty 

council clinics and Pumwani atemity Hospital 



THE RESULTS 

Social Demographic ProfaJe 

Most of the women requested were very willing to participat in th tudy. h 

number of women who participated was 312 The average a ofth worn n inth 

study population was 23 with a range of 13 to 38 year and th modal a 

many as 23% were below 20 years of age. Only 3 moth r w re abov 5 of 

age. Thirty-seven (12%) of the women did not have their marital tatu indicated. f 

the 275 women whose marital status was indicated 236(86% married while 39 {I ~o 

were single. 

Chart 1: showing the marital statu of the population 

012% - · ·. ~ . 

•Married 
•single 
~Not lnd.i_cated 



Two hundred and forty three of th worn n had th ir 

majority of them (150. 62% had only a primary I vel 9 

secondary level education 6 3%) had gon up to coli e h:ile l % h 

formal education. 

hart 2. showing the ducat ion profile of th population 

.None 
• Pnmarr 
CSecoodaty 

CCollge 

T 

d 

I I 

The occupation of248 worn n was indicated. OnJ a quart r had me of employm nt 

or did orne bu in . One hundred and ixty two (6 % of th worn n w r 

hou ewiv while 20 8% w r ingJe and unemployed 

Chart 3: bowing the economic profile ofth popuJation 

•6% 

Unemployed 
• Stud nt 

CHo Wl~e 
CEmploy d 

• Business 
Not lnd cated 
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Prevalence of Anaemia 

Of the 312 women in the study 202 (65%) of these worn n had haemo Iobin (Hb) 

estimation done and 19 (9.4%) of them were found to be anaemic. ifty-two (26%) of 

the women had Hb more than 10 g/dJ but less than llg/dJ One hundred and ten (35%) 

of the mothers did not have Hb estimation during their antenatal clinic Only 4 (21%) 

of the 19 anaemic women had a repeat of Hb estimation. eventy one percent of the 

mothers did not have examination for pallor 

Table 1: Haemoglobin estimation in the study population 

No of 

women % 

Done 202 65 

Not done 110 35 

Total 312 100 

Chart 4 : Graph showing haemoglobin levels of where estimation was done 
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Table 2: Examination for pallor among th stud bj t 

Noofwomen % 

Done 90 29 

Not done 222 71 

Total 312 100 

Examination of pallor was not done for most of the worn n (71% . Fifty-four worn n 

(17%) did not have Hb estimation and did not have examination for pallor done. 

Chart 5: showing where the women attended 

•6% 

•Cot.ncg •A.m.¥•1'1 

oOthera 

The majority of the women, 224 72%) had attended 10 ariou city council 

clinics 70 22%) attended in private clinic and onl 6% att nded in Pum ani. o t 

of the women, 296 95%) had their medical hi tory taken 
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Chart 6: showing the gestation at booking by trime ter 

.2% 

Only 8 (3%) women booked the C in the first trimester. The majority, 193 (62% 

booked in the second trimester and 111 36%) booked in the third trime ter. Hundred 

and sixty-eight (54%) of the women made between 4 and 8 visits while 128 (41%) 

made less than 4 visits. Only 16 (5%) made 9 visits or more. 

Table 3: Showing the number of visits made and respective Hb 

No of No of 

Visits Hb < lO 
Hb > JO Hb not done 

women 

n % n % n % n % 

<4 128 41% 6 5 59 46 63 49 

4-8 168 54% 11 7 113 67 44 26 

>9 16 5% 2 13 13 80 I 7 

Total 312 1 000/o 19 6 185 59 108 35 
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Nearly half (4~/o of those who made less than 4 visit did not ha Hb e timation 

compared to 26% of those who made more than 4 visits. Of the 19 with anaemia 8°'o 

made 4-8 visits, 32% made less than 4 visits and 10% made more than 9 vi its. 

SociaJ Demographic Pro me of Tho itb n emia 

Nineteen women were found to have anaemja. ine 60%) of them bad primary 

education leve~ 4 (27%) been to secondary chool, 2 (13%) had no fonnal education 

The level of education was not indicated for4 ofthem. 

Table 4 : showing the level of education of the women with anaemja and those without 

Level of 
ot 

TotaJ 

education 
one Primary Secondary College Indicated 

Those with 

2 9 4 0 4 
19 

anaemta 

% II 47 21 0 21 
100 

Without 

anaemia 9 80 47 5 42 
183 

% 4 44 _6 3 23 
100 

Comparing the level of education of tho e with anaemia and tho e without, there was 

no relationship between anaemia and the level of education (p=O 43) The data may 

have been too mall to have enough power to show a difference. 
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Of the 19 anaemic women 16 (84%) were married and 3 (16%) were single. hirte n 

(68%) were housewives while 3 {16%) were single. Of the 1 10 women whose 

haemoglobin was not done 82% had no source of income. Only 3 (16%) women had 

some source of income compared to 28% with source of income among tho without 

anaemia. There was however no association (p=0.563) between having a source of 

income and anaemia. 

Chart 7: Economic profile of those with anaemia 

I UnefTllby~ 

1 Housewife 

0 Ef1111oy~ 

QBusln~s 
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Most, 10 (53%) of the women found to have anaemia were primigravida, 3(16%) 

were grand multipara while 6(31%) had parity between 2-4.However there was no 

association between parity and anaemia statistically. (P=O.l 00) 

Table 5: parity of women with anaemia 

Primigravida Para2-4 Para 5 and above 

Cases 10 3 6 

% 53% 16% 31% 
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Ofthe 19 women with anaemia only 1 5%) of the worn n h d boo ed in th 

ftrst trimester, 12 (63%) booked in the second trime ter whit th majonty. 6 ( 2% 

booked in the third trimester. Of those who haemoglobin wa n t d n only 2% 

booked ANC in the ftrst trimester, 51% booked in the second trim ter hile 47% 

booked in the third trimester. 

The majority, 14 (74%) had attended C in city council clinic 3 (16%) att nded in 

Pumwani and 2(100/o) in private clinics ix of the women had made le than 4 

visits during the pregnancy Eleven of them made between 4-8 vi it while 2 of th m 

made 9 or more visits. 

For the women found to have Hb Jess than l Ogldl, in 4 21 %) no action was taken, for 

14 (74%) haematinics were given and 1(5%) was given antihelminthe but not 

haematinics and investigations were not done. Only 4 (21%) of these women had a 

repeat Hb estimation done. Of the 52 mothers who had Hb between 1 0 and 11 onJ y 19 

of them were on haematinics. In total 85 out of 312 moth r were on haematinic . 

Chart 8: Action taken for those with anaemia 
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Discussion 

The prevalence of anaemia in pregnancy among tho e te ed was 9.4~ o Thi i hi h r 

than the 5.4% reported by Mati (1971 and 4 3% reported by :3? 

However it is lower than the 18.1% pre aJence reported among the in the 

Western Rift valley by Miyoro . The prevalence of anaem1a ha hu r main . 

The average age of the women in the study population was 23 with a range of 13 to 38 

years. Most of the mothers were young with only 3 being above 35 year ofag . 

many as a fifth (23%) of the mothers were teenagers. These findings are close to tho e 

of the airobi birth survey and a study in Pumwani where I 8 4% and 19 4% of the 

mothers respectively were teenagers This is unlike the developed world where 

mothers tend to be more advanced in age. In the British birth urvey teenagers were 

only 9.8%. 5.39 

Teenage pregnancies are known to be associated with increased risks including poor 

A1' C attendance and iron deficiency anaemia.37 ore of the teenage mothers % 

compared to 36% of the older women for the rest) did not have haemoglobin 

estimation. Of those who had estimation done I %of them had anaem1a compar d to 

8. 90/o among the older women. Thus for those who had their Hb done. the pre ale nee 

of anaemia appears to be higher among the teenager than in th whole populat1 n 

These findings correlate with tho e of the airobi Birth urvey and demowore who 

found young age to be as ociated with anaemia . .lS 

The majority of the women had low literacy le els Only 3% had orne college 

education and 28% had been to secondary chool 62% had only a primary level 

education, and 8% had no formal education However the level of education i high r 

than the findings of the airobi birth urvey where 12~o had no fonnal education and 

only I 0% had completed secondary chool 

Most of the women 86%) were married while 14% were single. Thi is very clo e to 

the findings of the airobi birth here 15% of the mothers were ingle and the 

Pumwani study in where 8 % ere married and 15% were single 5
.3

9 The mantaJ 

status of those with anaemia was similar to that of the rest of the popul t1on 7~ o of 

them were married and 21% were single . 
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Many women had no independent source of income. Only a quart r had m fonn o 

employment or did some busine , 65% of th women were hou wiv whil % 

were single and unemployed Ofth women found to have ana mi onJ 

had some source of income. Three quarter were hou ewi 10 1 nd 

unemployed. However there was no as ociation b twe n h vin 

and anaemia (p=0.563). Thi might due to the fact that e en the women who are 

earning have very low in come that do not improve their taru ignificanti. 

The primigravida were the majority 53% in this tudy, onl 3% were para and 

above. This may be due to the fact that many mothers were young and were th refore 

beginning their families. The low number of grand multiparas may be due to the 

reduced C attendance as the parity increases 5 Tho e with anaemia 53% were 

primigravida, 3 5% were para 1-4 were 3 5% and 18% were para 5 and bove. Th re 

was no association between parity and anaemia statistically p=O 10). Thi is unlike 

the findings ofFomulu that increasing parity was as ociated with decreasmg 

incidence of anemia. 1This might be due to the fact that very few women in this tudy 

were grand multiparas. ine 600/o of them had primary education I el .. 7°·o b en to 

econdary school 1.>% had no formal education Howe er th re was n relatiOnship 

between anaemia and the level of education p=O 43 ln th1 tud th education nd 

social economic profile of tho e with anaemia wa not ignificantly different with that 

of tho e without anaemia. This might be due to the act that th population rved b 

this hospital is very similar It could al o be due to the mall number of tho with 

anaemia, the data may ha e been too mall to have enough power to how a 

difference. 

One of the aims of is to look out for anaemia and correct or pre ent it 

development. creening for anaem1a appears not to b effecti e. significant 

proportion (36%)ofthe mothers had attended the but no haemoglobin e timation 

was done. Onl _7% of tho e found to have anaemia had a repeat Hb te t to chec 

their progres er the first creening is done in the first v1s1t, 1deaJly in the 1 ' 

trimester, a repeat hould be done m the eighth month of pr gnancy but chmcal 

assessment of anaemia should be done in every vi it. 

Various factors may have contributed to failure ofHb testing Financial constraint 

may have played an important role since it is notable that _ 0 'o of tho ho e Hb wa 
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not done, had no urce of income. In th clinic the mothers are required to pa for 

the variou te ts including the haemoglobin e timation. Thi may explain why many 

mothers attended the clinic but never had the Hb done tudies have shown that 

although imperfect, u e of pallor to creen and treat v re ana m1a b primary care 

providers is feasible and worthwhile Tsually, the majority of persons wi h ere 

anaemia will be detected t practically no co . ere the I b ratory acces 1bihty 1 

limited as it was in this ca e. then clinical creening hould b used 1 Pallor creening 

was done in onJy a quarter of the mothers. Of these about 6% were found to be pale. 

but in half of them no further action was taken. 

Another factor that could have contributed to failure ofhaemogJobin creening may 

have been late booking. Many women in Kenya have not appreciated the need to 

begin C early yet ideally care should start before conception? Only_% of the 

women booked C in the first trimester majority booked in the econd trimester 

(62%) and as many as 36% booked in the third trimester This is clo e to findings of 

other previous local studies. In KNH only 4 7% had booked C in the first trimester 

and over 68% had initiated C at the end of econd trimester In Migori district, 

only 8% of the mothers initiated C visits in the fir t trimester while at Pumwani 

maternity hospital only 25% of the mothers booked C before the _slh we k l l.4l. 
3 

Of those found to have anaemia only %had booked the clinic in the fir t trimester, 

32% booked in the third trimester ln case of uch late booking, there may not be 

enough time during the pregnancy to correct anaemia with haematinics. Lack of 

finances may contribute to late booking since the mothers rna lack the fee needed 

Late booking may also mean fewer visits nd hence reduced opportunity to do the 

test. early half 490/o) of those who made less than 4 vis1ts did not have Hb 

estimation compared to 26% of tbose who made more than 4 visits. 

It is notable that majority of the women whose Hb was not done (77% had primary or 

no formal education, 21% had secondary school education while only 2% oftbem had 

been to college. It is possible that the more educated women understand the need for 

screening tests more than the less educated ones. 
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Health care providers might not have emphasized the need to do the test. This study 

did not address the performance of the health workers in counselling the mothers 

Some studies suggest there is poor performance of even well trained staff in health 

facilities. 41 Pumwani receives many patients from other clinics. In this study onJy 5% 

of the mothers had attended C in Pumwani This is a challenge to ensuring good 

C. The health care providers in the peripheral clinics would need to be involved. 

In some cases Hb is done and found to be low but no action is taken. Among those 

with anaemia in 21% no action was taken and 5% antihelminthes were given but no 

haematinics. These findings are close to what Kinuthia found at KNH where of those 

found to have a low haemoglobin level 28% had no intervention. 42 This calls for 

better ANC provision on the part of the health care providers. 

Only 27% of all the mothers received supplementation. This is less than the figure 

reported by the Kenya Demographic and Health Survey which reported that 9 out of 

l 0 of the mothers had reported to a health worker at least once for ANC and 46% 

received iron supplementation in pregnancy.19 Merits of routine iron supplementation 

in pregnancy have been questioned by some in the developed world s however there 

is there is no evidence against it in areas with high incidence of iron deficiency 

anaemia. It is therefore recommended in the developing countries since the prevalence 

of anaemia is still high in order to avoid the hazards of anaemia. Routine iron 

supplementation results in reduced prevalence of low pre-delivery haemoglobin.4s 

Routine folate supplementation is recommended in areas where megaloblastic 

anaemia is common such as in malaria endemic regions.46 Though airobi may not be 

a malaria endemic area, malaria is fairly common and some mothers may be from 

parts of Kenya where malaria is endemic. Folate supplementation is thus desirable. 

Of the 110 women whose Hb was not done only 21 received routine supplementation. 

Many women (25%) had haemoglobin more than 10 g/dl but less than 11gldl and only 

37% of these received haematinics. Considering the high demands of pregnancy 

women with such borderline levels of haemoglobin are at increased risk of developing 

anaemia. 18
.2° These women along with those who did not have the Hb done may 

have benefited from supplementation. 
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Amongst those with anaemia 58% had had made between 4 and 8 visits 1 0% had 

made 9 or more visits while 32% had made only 3 or le s visits. Thi means that 

despite the women making several visits to the clinic some remained anaemic until 

delivery. These are very clo e to other local studies that found that a ignificant 

number of women attended C but did not have appropriate care provided." · 1 3 

Studies have shown that the numbers of visits made by the mother are not the mo t 

important predictors of the pregnancy outcome but rather the care given during each 

visit. It is argued that fewer visits will avail more time and re ources for better 

Reduced visits can be suCGessfully introduced without increase in perinataJ morbidity 

and mortality 47
•
48 The WHO has now recommended 4 visits well distributed during 

pregnancy in which focused care will be given. 48
•
49 

Conclusions 

Of the women who delivered in Pumwani 65% of mothers attended C but did not 

have haemoglobin estimation by the time of delivery. Only 29'1/o of the women had 

examination for pallor. OnJy 5% of the mothers had routine 

hospital. 

Cat Pumwani 

Of the mothers found to be anaemic 26% did not have appropriate intervention to 

correct the anaemia. Only 27% of aJI the mothers received haematinics. 

Many mothers booked C late. Only 2% booked in the first trimester while 36% 

booked in the third trime ter. 

Record keeping by the health care workers in the C was poor important 

information such as the age and the marital profile was missing in some antenataJ 

cards. 

Recommendations 

1. More effort needs to be put in the peripheral clinics for· 

• Good record keeping 

• Clinical examination 

• Laboratory testing 

• Intervention 

2. There is need to determine factors affecting the testing for anaemia. 

3. There is need for women to book C at an early ge tation to aJiow for 

investigations and management of anaemia. 
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The patient was admitted with complains of lower abdominal pain and per vagina 

bleeding for two days. 

History of presenting complains 

She had been well until two days prior to admission when she developed the above 

complains. She noticed bleeding, which was initially mild and not associated with any 

pain. Later in the day she developed lower abdominal pain that was colicky in nature. 

The bleeding increased coming out in clots. She had changed eight soaked pads the 

day prior to admission. 

Obstetric and gynaecological history 

She had attained menarche at 14 years. The flow lasted 2 - 3 days in a cycle of 28 -

30 days. Her last menstrual period was on 4.1.02 giving an amenorrhoea of eleven 

weeks. She had not attended any antenatal clinic. She had done a pregnancy test that 

was positive 2 weeks prior to the admission. She was para 1 +0. Her last delivery was 

in 1999 to a live male infant who was alive and well. She had used combine oral pHls 

for contraception and had stopped about 4 months earlier since she desired another 

baby. 

Past medicaJ history 

She had never been hospitalised again. She did not have any known clinic illness. 

FamiJy and social history 

She was married since 1998 and was a nursery school teacher. She was living with her 

husband in Umoja. She did not smoke cigarettes or drink alcohoL Her mother was 

asthmatic but there was no other known chronic illness in the family. 
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Physical examination 

She was in good general condition was not pale, had no oedema or lymphadenopathy. 

Her vital signs were nonnal; BP 120/80rnbg, PR - 84/min, RR 18/min temp 36.2°C. 

bdominal examination 

bdomen was scaphoid moving with respiration. She had no areas of tenderness and 
no palpable masses. 

Pelvic examination 

The eternal genitalia was blood stained. The cervix was 2 em dilated. The uterus was 

bulky and anterverted. The adrexae and the pouch of Douglas were non-tender and 

had no masses. There were blood clots in the vaginal canaL 

Diagnosis 

diagnosis of an incomplete abortion was made. 

Investigations 

Packed cell volume- 30% Blood group - A +ve 

Management 

The findings were explained to her and the need for manual vacuum aspiration. She 

consented. In lithotomy position vulval vaginal toilet was done and a digital 

examination done that confirmed the earlier fmdings. A cuscos speculum was used to 

expose the cervix. The cervix was stabilized with a teneculum and clots evacuated 

using a sponge holding forceps. Using a Karmans cannula size 12 manual vacuum 

aspiration was done. About 100 millilitres of products of conception were obtained. 

Ergometrine 0.5mg was given intramuscularly. The uterus was contracted and 

haemostasis was achieved. When she was stable a counsellor talked with her for 

psychological support and she was advised on contraception. She chose the combined 

pill. The patient was then discharged home on doxycycline, flagyl and haematinics. 

Follow up 

The patient was reviewed in the GOPC after 2 weeks. She had done well and had no 

complains. 
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Di cussion 

M was admitted with incomplete abortion, manual vacuum extraction was done 

with good results. 

Spontaneous abortion is the most common complication of pregnancy and accounts 

for a high proportion of gynaecology consultations and hospital admissions. It can be 

traumatic and highly emotional for the woman and her partner. Current 

recommendations are that the term abortion be replaced with miscarriage 1
. The 

discussed had desired a baby but when she conceived she had a spontaneous abortion. 

Counselling was done to help her cope with the misfortune. 

The world health organisation defines abortion as the expulsion of a foetus or embryo 

weighing 500g or less or a gestational limit of less than 22 completed weeks. The 

abortion may be complete or incomplete. The other forms of spontaneous abortion 

include threatened inevitable missed septic abortion or blighted ovum. 

Threatened abortion is when there is uterine bleeding in early pregnancy but the 

cervical os is closed. It may progress to inevitable abortion. Inevitable abortion refers 

to the situation where the cervical os is open but the products of conception are not 

yet expelled. In complete abortion all the products of conception have been expelled. 

Incomplete abortion means part of the product of conception are not yet expelled. 

Heavy bleeding and abdominal pain usually with a dilated cervix accompany it. In 

such circumstances it is usually important to evacuate the uterus to arrest the bleeding 

and minimize the chances of infection developing. Septic abortion is one where 

infection has already complicated the abortion. Missed abortion refers to the demise 

of the embryo or foetus that is retained in the uterus without symptoms. 

The true incidence of abortion is not known. Post implantation and biochemical 

pregnancy loss rates are estimated to be 30% while the clinically recognized 

pregnancy loses are 10- 15%. 2 Total pregnancy loss rates have been estimated at 

78%. 3 In KNH abortions constitute about 51% of all emergency gynaecological 

adrnissions.4 About 80% of all the abortions occur before 12 weeks gestation. 5 The 

patient discussed had a spontaneous abortion at ll weeks gestation. 
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The leading cause of spontaneous abortion in the first trimester is foetal chromosomal 

abnormalities. Trisomies are the leading foetal chromosomal abnormalities being 

found in 300/o of all abortions and 60% of the chromosomal abnormal abortuses. 1 

Other foetal malformations other than those caused by chromosomal abnormalities are 

also associated with increased risk of abortions. Other causes of abortions include 

uterine anomalies infections endocrine factors, autoimmune diseases and idiopathic 

factors. Increasing maternal age and history of previous pregnancy loss are risk factor. 

The patient presented had no obvious cause or risk factors for abortion. 

The diagnosis of spontaneous incomplete abortion can be made from the history and 

physical examination. Heavy bleeding and abdominal cramps usually accompany it. 

The cervical os will be open and products of conception may be felt. A pelvic 

ultrasound reveals retained products of conception and rules out other abnormalities 

such as ectopic pregnancy. A complete blood count is important to ascertain the 

haemoglobin level. The white blood cell count maybe raised in case of associated 

sepsis. The patient discussed had the diagnosis made clinically. A packed cell volume 

was obtained since in the set up it was readily available. 

One the diagnosis is made, it is important to evacuate the uterus in order to arrest 

bleeding and to reduce the risk of infection. Manual vacuum aspiration using a 

syringe and a cannula or sharp curettage can be done. The patient discussed was done 

evacuation by use of karma's syringe and cannula. The patient was then put on oral 

antibiotics for prophylaxis. Patients whose blood group is rhesus negative should 

receive anti D prophylaxis. Our patient did not need anti D. 

Contraception should be provided to women after abortion. Thls gives them time to 

recover physically and emotionally before attempting another pregnancy. N M was 

counselled on the need for contraception and chose the combined pill since she bad 

used it previously. 
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;ynaecology Case 2 

ECOND DEGREE UTERINE PROLAPSE TOTAL VAG AL 
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resenting complaint 

he patient was admitted through the GOPC with complains of feeling of something 

oming down the birth canal for 8 months. 

listory of presenting complaint 

~he had been well until 8 months prior to admission when she started feeling 

omething coming down in the birth canal. Initially the feeling came when she 

oughed or strained to pass stool. Later she started having incomplete emptying of the 

1ladder. She was forced to use her fingers to push the mass up for complete emptying. 

ihe did not have associated urgency or dysuria. She had no per vagina discharge or 

1leeding. She sometimes strained when passing stool but had no constipation. 

~ast medical history 

ihe had only been admitted in hospital during deliveries. She had no known chronic 

llness or allergy. 

Obstetric and Gynaecological History 

She was Para 9 0. All the deliveries were vaginal, the last one being in 1980. She 

had been postmenopausal for 20 years. She had never used any contraception and she 

was not on hormone replacement therapy. 

Family and ocial history 

She was married a housewife living with her husband in Murang'a. They both worked 

in the farm . She did not drink alcohol or smoke cigarettes. There was no family 

history of any chronic illness. 
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Physical examination 

She was an elderly lady in good general condition, not pale jaundiced, or dehydrated. 

She had no lymphadenopathy. Her vital signs were as follows: -

BP 140/90mmgh RR 20/minute 

PR 80/minute 

The cardiovascular, respiratory and the central nervous systems were all within 

normal. 

Abdominal examination 

The abdomen was scaphoid moving with respiration. It was soft, with no areas of 

tenderness or palpable masses. 

Pelvic examination 

The external genitalia was atrophic with scanty greyish pubic hair. There was a mass 

bulging in the vaginal canal. On coughing it protruded further to reach the hymenal 

ring. There was a bulge in the anterior vaginal wall that protruded further on 

coughing. The surface of the protruding mass looked healthy grossly and was not 

ulcerated. There was no associated stress incontinence of urine. Bimanual 

examination was done· the uterus was small but mobile. The pouch of Douglas and 

adnexae felt normal. There was no tenderness. 

Diagnosis 

A diagnosis of second-degree uterine prolapse with a cystocoele was made. This is 

equivalent to Pelvic Organ Prolapse Quantative scoring system (POP Q) class II. 

Investigations 

HB l3 .7g/dl WBC 8.2 X 109ft 
+ 142 mmol/L K ... 3.8 mmol/L a 

Platelets 340 X 109
/L Urine CIS no abnormality 
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anagement 

The nature of her illness was explained to the patient. Since she was in good general 

health and had completed her family, a total vaginal hysterectomy accompanied by 

repair of the cystocoele was chosen. She gave an informed written consent. Blood was 

taken for grouping and cross matching and units of blood made available. In the eve 

of the operation she was done an enema with a repeat in the morning of the operation. 

She was fasted from midnight. Half an hour before going to theatre she was 

premeditated with 0.6mg of atropine intramuscularly. 

In theatre she was put under general anaesthesia. In lithotomy position vulvo vaginal 

toilet was done and painting with iodine solution done. Draping was done foUowed by 

aseptic catheterisation.. Clear urine was drained. Examination under anaesthesia 

confirmed the earlier findings. 

To enhance exposure, the labia minora were stitched to the upper medial aspect of the 

thigh on either side. An auvard speculum was then inserted into the vagina 

posteriorly. The cervix was grasped using a volsellum forceps. A uterine sound was 

introduced into the uterine cavity, which was found to be 6 em long. Jungle juice 

(solution of adrenaline lignocaine and saline) was injected beneath the vaginal 

mucosa around the cervix. This would assist in defining the facial layers as well as 

enhance a non-vascular field of operation due to vasoconstriction. 

The gentle traction was applied on the cervix as 2 assistants maintained exposure 

using vaginal retractors and an anterior retractor to protect the bladder as well The 

cervix was circumferentially incised at its junction with the vaginal mucosa down to 

the level of the pubovesico cervical fascia. The bladder was advanced off the cervix 

by blunt dissection along the fascia plane. The posterior vaginal mucosa was dissected 

ofthe cervix similarly. The blunt dissection was done up to the level of the uterosacral 

ligaments. The posterior cul-de-sac was identified and incision to open it made using 

scissors, thus exposing the uterosacral ligament. The uterosacral ligament were 

grasped and clamped, cut and ligated bilaterally. ext the cardinal ligaments followed 

by the uterine vessels were systematically clamped cut and ligated bilaterally. 

The anterior cul-de-sac was then entered by a combination of blunt and sharp 

dissection. The remaining portion of the broad ligament was clamped, cut and ligated 
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in pedicles bilaterally. ext the round ligament, utero-ovarian ligament and the 

fallopian tubes were identified clumped and ligated. The uterus was then removed. 

The ovaries and the tubes were carefully inspected and did not appear suspicious. All 

the pedicles were inspected to confirm haemostasis had been achieved. The peritoneal 

cavity was closed with a running stitch, incorporating the cardinal and uterosacral 

ligament pedicles to offer support to the vaginal vault. The broad ligament pedicles 

were approximated at the midline. Anterior colporrhaphy was then completed. 

Making a midline incision on the anterior vaginal wall. The vaginal mucosa was 

dissected away leaving the fascia on the bladder. Placation sutures were then applied. 

The normal urethrovesical anatomy was restored as much as possible. Redundant 

vaginal mucosa was excised and the edges approximated. 

A vaginal pack was inserted into the vagina and was for removal after 6 hours. A 

urethra catheter was left in the bladder to be removed on the third day. Estimated 

blood loss was 600mJs and transfusion was not necessary. The uterus was sent for 

histopathological examination. 

Postoperative care 

The patient was observed till she was awake. She received intravenous fluids and 

intravenous crystalline penicillin, gentamycin and flagyl for 48 hours. The following 

day after surgery, the vaginal pack was removed. She was started on oral sips and 

graduated to light diet. She received pethidine 50mg 6 hourly for pain control in the 

first 36 hours. She was started on oral medication, Amoxicillin, metronidazole and 

mefanamic acid on the second postoperative day. 

She recovered well. On the fourth postoperative day she was allowed borne. She was 

to come again for review in the GOPC after 4 weeks. 

Follow up 

The patient came for review after 4 weeks. She did not have any complains. The 

vaginal vault bad healed well. The histology specimen did not reveal abnormalities 

except for features of cervicitis. She was released from the clinic to come again when 

necessary. 
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Discu ion 

The patient presented was a 65 years old lady who presented with symptoms of 

genital prolapse. Total vaginal hysterectomy with anterior colporrhaphy was done. 

A prolapse refers to the protrusion of an organ or structure outside its normal 

anatomical boundaries. Prolapse of the pelvic organs can be classified according to 

the anatomical position. The pelvis can be divided into three compartments: -

Anterior- including the urethra and bladder (uretbrocoele, cystocoele) 

Middle- including the uterus or vault and the bowel or omentum (enterocoele) 

Posterior - including the rectum ( rectocoele) perineal hernia or rectal prolapse 

There are several grading systems. The Baden & walker classification1is as follows: 

Grade I descent of any organ to the vaginal mid plane 

Grade IT descent to the hymenal ring 

Grade ill 

Grade IV 

descent to half way through the introitus 

complete eversion 

The international continence society committee for standardization published the 

pelvic organ prolapse (POP) quantitative scouring system 2 as follows 

0 no descent of pelvic organs during straining 

I leading surface of the prolapse does not descend below 1 em above the 

hymenal ring. 

IT leading edge of the prolapse extends from 1 em above to 1cm below the 

hymenal ring. 

ill leading edge of the prolapse extends from 1 em beyond the hymenal ring but 

without complete vaginal eversion 

IV the vaginal is completely everted. 

P M had had genital prolapse grade ll by the Baden & walker classification, which 

corresponded to POPQ class II. 
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It is estimated that about 500/o parous women have prolapse, which is symptomatic in 

20%? Up to 51% of the women will have anterior vaginal wall prolapse. 27% 

posterior wall prolapse and 20% uterine or vault prolapse. Genital prolapse is 

relatively uncommon in east Afiica as compared to Europe and United States. At 

Kenyatta ational Hospital an incidence of 0.1% was reported:' PM had prolapse 

involving the anterior and middle compartments. 

ultiple factors are involved in the aetiology of pelvic organ prolapse. The most 

significant factor is pregnancy, labour and vaginal deliveries. Over 90% of patients 

with prolapse are porous. s The pregnancy and delivery result in various degrees of 

damage to the pelvic support structures including the ligaments, fascia and muscles 

and their nerve supply. Electrophysiological studies confirm denervation changes in 

the pelvic floor and urinary and anal sphincters.6 More damage occurs with prolonged 

Labour, large foetal head and/or shoulders and difficult instrument deliveries. 

Significant individual variation in strength and recovery of pelvic tissues exists and 

some women experience no prolapse despite repeated vaginal deliveries. Our patient 

bad 9 normal vaginal deliveries. The repeated deliveries might have caused damage to 

the pelvic support structures 

Pelvic organ prolapse may result from inherent weakness in laxity of the corrective 

tissue support structures. This occurs in conditions such as type IV EWers - Danlos 

and marfans syndrome in which there is a lesser amount of type I collagen and greater 

amounts of type ill collagen that is more elastic. 7 The tendency to prolapse is more 

likely to manifest after the menopause when ovarian steroid genesis ceases thus 

removing the oestrogen support of the genital support tissues. However no consistent 

trend has been noted between prolapse and menopausal age.8 Raised intra abdominal 

pressures increase the likelihood of prolapse. Conditions such as chronic cough, 

obesity pelvic tumour ascites, hard physical exertion heavy lifting, tight fitting 

corsets and straining increase the intra abdominal pressure. Our patient worked in the 

farm, which meant heavy manual work. She reported occasional straining on passing 

stool. 



168 

Prolapse symptoms are very variable and do not necessarily reflect the degree of the 

prolapse. A large prolapse may be asymptomatic. The patient may feel a lump or a 

dragging below. An annoying protrusion at the vaginal introitus may be present. 

Discomfort and aching in the lower back is common. Intercourse may be 

uncomfortable. The symptoms maybe aggravated by standing, vigorous activity 

coughing, sneezing, or straining, and are eased by lying down. Anterior compartment 

prolapse maybe associated with urinary symptoms such as stress incontinence 

incomplete emptying of the bladder and frequency . The middle compartment prolapse 

usually presents with blood strained purulent discharge from a protruding ulcerated 

cervix. Significant displacement of the uterus may lead to pelvic pain, back ache 

menstrual aberrations and infertility. Vague symptoms of vaginal discomfort may 

indicate the presence of an enterocoele or vault descent. J,.9 Rarely dehiscence of the 

vault can occur with acute pain and protrusion of small bowel at the vulva. The small 

bowel can strangulate leading to an acute abdominal emergency.3 Posterior 

compartment prolapse may have bowel symptoms such a as feeling of rectal fullness 

and incomplete evacuation. Tenesmus and constipation may be present with a 

rectocoele or an enterocoele. Mwalali at KNH found that most of the patients (97%) 

had presented with the feeling of something coming down the vagina. Urinary 

symptoms were present in 12% of the patients.4 Our patient presented with feeling of 

something coming down in the birth canal and incomplete emptying of the bladder. 

She was forced to use her fingers to push the mass up for complete emptying and 

digitation. 

Correct management of a patient with pelvic organ prolapse depends on a careful 

evaluation, her age, desire for preservation of reproductive function, desire for 

preservation of coital function, general medical status, previous attempts at surgical 

correction, the symptomatology and physical examination. Certain predisposing 

conditions such as chronic cough and constipation may be present may be present and 

will need evaluation. The patient's general health and the operative risk should be 

assessed. PM was in good general health and had completed her family. 

u 
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The patient is examined in lithotomy or left lateral position using a Sims speculum. 

Stress incontinence is best demonstrated with a full bladder. The patient is asked to 

cough or bear down, any anterior vaginal wall prolapse or uterine descent is 

demonstrated by retracting the posterior vagina] waH. To demonstrate uterine descent 

gentle traction maybe applied to the cervix after an appropriate explanation. To 

demonstrate enterocoele and rectocoele the anterior vaginal wall should be retracted. 

The examination is best done with the index finger in the rectum. A full bimanual 

pelvic examination is done to exclude pelvic masses. Sometimes the patient may need 

to stand up and strain to demonstrate the prolapse or incontinence. PM had obvious 

prolapse that increased when asked to cough. 

Confirmation of the clinical assessment of prolapse can be made using techniques 

such as the ultrasound pelvic floor fluoroscopy, magnetic resonance imaging and 

isotope defaecography. 3
• 

10
• 

11 Hysterography can reveal the position of the uterus. 9 

When urinary symptoms are present urine microscopy, culture and sensitivity should 

be done. Aerodynamic studies may be indicated. Renal function evaluation including 

an ultrasound should be done where damage is suspected. This tends to occur in grade 

III and IV prolapse due to exteriorisation of the ureters leading to ureteric dilation and 

hydronephrosis. Our patient did not have renal complications. 

Treatment options for pelvic organ prolapse depend on the degree of the prolapse and 

symptoms. A mild degree of uterovaginal prolapse is often associated with no 

symptoms or with mild symptoms. In such a case expectant management is 

appropriate. The patient should be informed of the conditions that should worsen the 

prolapse and advised to seek prompt management if any occurred. Postmenopausal 

women should be advised on the benefit of hormone replacement therapy. Perineal 

muscle exercises should be encouraged. Periodic examinations are indicated for 

evaluation of the prolapse and the symptoms. 
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For patients unfit for or who wish to defer surgery, vaginal pessaries can be used they 

come in a variety of sizes and shapes and are individually fitted to each patient. Their 

complications include urinary incontinence vaginal discharge and vaginal ulceration. 

If neglected they can occasionally lead to vesicle or rectal fistula. The pessaries 

should fit comfortably and not cause pain. They should be changed every 6 - 12 

months. Local oestrogen may be helpful in preventing the complications. 

Prolapse surgery is directed towards restoring the anatomy vaginal function and 

correcting the symptoms such as incontinence. Most patients with uterovaginal 

prolapse have a composite lesion including different degrees of uterine prolapse 

cystocoele, stress incontinence enterocoele, rectocoele and perineal relaxation. The 

best surgical management consists of a composite operation. Commonly a total 

vaginal hysterectomy accompanied by repair of actual or potential enterocoele, 

anterior colporrhaphy for the cystocoele and a posterior coJpoperineorrhaphy for 

posterior compartment prolapse if present. If there is accompanying stress 

incontinence, a continence procedure should be done. It is best to defer surgical repair 

till the patient completes the family size to allow for definitive repair. 12 Our patient 

had uterine prolapse and cystocoele~ a total vaginal hysterectomy with anterior 

coporrhaphy was done. 

The surgeon should attempt to repair all the relaxations. Attempt should be made to 

recreate normal anatomy leaving a vagina of normal calibre and length. The vaginal 

vault should be suspended posteriorly over the elevator plate and not anteriorly. 13 

Uterine prolapse maybe managed by abdominal approach thus total abdominal 

hysterectomy. For success this would need to be combined with the vaginal repair of 

cystocoele and rectocoele. 

In elderly patients who are not m very good general health, colpocleisis or 

colpoctomy may be chosen. These procedures are faster. LJ 

PM was in good general health surgery was successfully done. 
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Gyoaeeology Case 3 

GESTATIO L TROPHOBLASTIC NEOPLASIA 

Ip o. 

arne 

Age 

0855249 

sw 
25 

Presenting complaints 

D.O.A 

D.O.D 

Parity 

20.6.02 

30.6.02 

0 + 1 

The patient came complaining per vagina bleeding for one week. 

History Of Presenting Complain 
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SW had an evacuation for molar pregnancy in March 2002 in a private clinic but 

foUow up was not done. She later on noted per vagina bleeding which became heavy 

necessitating her to seek treatment. The bleeding was associated with abdominal pain. 

She did not have any cough, bowel and urinary habits were normal. 

Obstetric I Gynaecology History 

SW was a Para 0+ 1. She attained had menarche at 14 years. Her menstrual cycle was 

regular in a 26-day cycle with a flow of 4-5 days. Her only pregnancy was the 

hydaditiform mole in March. She had never used any contraception. 

Past medical history 

She was not known to suffer from any chronic illness and there was no history of 

previous admissions or surgery. 

Family I social history 

S W was a single lady living with her sister in Githurai. She was educated up to form 

4 and was unemployed. Her mother was hypertensive. She had never smoked 

cigarettes or drink alcohol. 
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E mination findings 

She was a young lady in fair general condition. She was not pale, jaundiced or 

cyanosed. She had no lymphadenopathy. Her vital signs were· temperature 36.8° c, 

blood pressure 110/60, pulse rate 88/minute and respiratory rate 22/min. 

Cardiovascular respiratory and central nervous system were essentially normal. 

bdominal Examination 

The abdomen was moving with respiration, was not distended. There was supra pubic 

tenderness but no palpable masses. 

Pelvic Eumination. 

A speculum examination was done. The external genitalia was normal. The vaginal 

walls looked healthy with no signs of metastasis. The cervix was long closed and 

posterior. The uterus was bulky corresponding to 12 weeks gestation. The adnexae 

and Pouch of Douglas were normal. There was some blood on the examining finger .. 

Diagnosis 

An impression of choriocarcinoma was made. 

Investigations 

B HCG 72 342 miulml 

Urea and electrolytes normal. 

Blood group 0 ve 

Hb 10.6 g/dl 

WBC 5.4x 109 

Liver function tests normal 

Pelvic ultra sound scan revealed an enlarged uterus with multiple cystic areas 

suggestive of uterus invasive mole. The ovaries were enlarged with multiple cysts. 

Chest X ray was normal 
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oagement 

The patient was started on methotrexate 50 mg once daily for 5 days with leukovorin 

15 mg once daily on alternate days. After the first course the B hCG levels went down 

remarkably to 102 m.iu/1. She continued with the treatment until the f3 hCG levels fell 

to normal after which she received 2 more courses. Before every course liver 

function tests full blood count and renal function tests would be done to monitor the 

side effects of methotrexate. All these parameters remained within acceptable range. 

f3 HCG levels during the treatment 

23. 06. 02 72 342 miu/ml 

12.07. 02 102 miu/ml 

04.08. 02 73 miulrnl 

23 .0 8. 02 35 miu/ml 

14. 09. 02 5 miu/ml 

01. 10. 02 < 2 miu/ml 

20. 10. 02 < 2 miu/ml 

Follow up 

She was advised on necessary follow up and the need to avoid a pregnancy. Since she 

was single and had already parted with her boyfriend, she chose to abstain. She 

continued follow up in the GOPC for one year during which period the disease was 

con£rmed cured. 
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Discussion 

The patient presented developed choriocarcinoma following a molar pregnancy. She 

was successfully treated using methotrexate. 

Gestational trophoblastic neoplasia (GTN) encompasses several diseases that arise 

from the placenta. They include hydatidiform mole invasive mole ( chorioadenoma 

destruens), choriocarcinoma, and a placental site trophoblastic tumour (PSIT). They 

show varying propensities of invasion and metastasies.1 Hydatidiform mole is the 

most common form of GTN. While invasive mole and choriocarcinoma are 

maljgnant, a hydatidiform mole can behave in a malignant or benign fashion.2 These 

tumours produce human chorionic gonadotropin (HCG) wruch is a useful tumour 

maker. o methods exist to accurately predict the clinical behaviour of a hydatidiform 

mole by histopathology. The clinical course is defined by the patient's serum human 

chorionic gonadotropin (HCG) curve after evacuation of the mole. 

The incidence varies. In Western countries 1 per 1000-1500 pregnancies is affected. 

In Asian countries the rate is as much as 15 times higher than in the United States. 3•
4 

In K.NH an incidence ofi: 1118 was reported.5 Hydatidiform mole is more frequent in 

teenagers and in women older than 40 years. The potential for malignant change is 

higher when a hydatidiform mole occurs in a woman older than 40 years. 6 SW was 25 

years old. 

Histologically, choriocarcinomas have no villi, but they have sheets oftrophoblasts 

with haemorrhage. Of alJ choriocarcinomas, 50% are preceded by a hydatidiform 

mole, 25% by an abortion, and the other 25% by a full-term pregnancy. 2 but had 

Hydatidiform mole that was followed by choriocarcinoma. Our patient had 

choriocarcinoma following a molar pregnancy. 

In choriocarcinoma the most frequent symptom is abnormal uterine bleeding .A 

history of amenorrhoea may exist. Abdominal pain and a pelvic mass may be present 

A third of the patients present without pelvic symptoms but have symptoms of distant 

metastases. Signs and symptoms of preeclampsia occur in up to one third of patients. 
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Prolonged hyperemesis gravidarum occurs in some. Hyperthyroidism is found in up to 

3% of patients. This is due to the production of human molar thyrotropin by the molar 

tissue and the similarities between HCG and thyroid-stimulating hormone (TSH). If 

metastases exist, signs and symptoms associated with the metastatic disease such as 

haematuria, haemoptysis, abdominal pain, and neurologic symptoms may be present. 

Histological proof is rarely made to avoid the risk of fatal haemorrhage caused by 

biopsy. 2.3•
7

•
8 SW presented with abdominal pain and vaginal bleeding after a period of 

amenorrhoea. 

Laboratory studies should include serum beta-HCG titers. A serum HCG greater than 

100,000 miU/mL should raise the concern ofGTN. In 80% of patients with a benign 

hydatidiform mole serum HCG titers steadily drop to normal within 8-12 weeks after 

evacuation of the molar pregnancy. In the other 200/o of patients with a malignant 

hydatidiform mole, serum HCG titers either rise or plateau.9'
10 Other laboratories 

studies include blood count to detect anaemia secondary to vaginal bleeding. Liver 

enzymes may become elevated in the presence of metastasis to the liver. Our patient 

bad high l3 HCG titers 3 months after the evacuation of the molar pregnancy. 

The most frequent sites of metastases of malignant GTN are the lungs, lower genital 

tract, brain, liver, kidney and gastrointestinal tract. SW had no metastasis. 10 

The official International Federation of Gynecology and Obstetrics staging of GTN is 

as follows: 11 

• Stage I -Confined to the uterus 

• Stage ll -Limited to the genital structures 

• Stage ill- Lung metastases 

• Stage IV - Other metastases 

Patients are classified as high-risk or low-risk. The criteria for high-risk metastatic 

GTN include hepatic or brain metastasis serum HCG titers greater than 40,000 

miU/mL prior to the initiation of chemotherapy duration of disease longer than 4 

months prior unsuccessful chemotherapy, and malignant GTN following a term 
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pregnancy. Patients with malignant non- metastatic or metastatic low-risk GTN have 

an almost 100% probability of cure with chemotherapy. The probability of cure after 

chemotherapy for patients with metastatic high-risk GTN is approximately 75%. The 

probability of a Late recurrence after the patient has been in remission (normal serum 

beta-HCG titers) for 1 year is less than 1%. 10
•
12 

Chest x-ray is recommended because the lung is the most frequent site of metastasis. 

CT scan of the head abdomen, and pelvis is recommended if the patient has 

choriocarcinoma to search for metastasis. Our patient had a norm.al chest xray. 

The management depends on the patient s condition and their risk score. Those who 

have lost a lot of blood need intravenous fluids and sending blood for type and cross 

matching. Rh-negative patients should receive anti-RhD immune globulin, if not 

already immunized. 

The currently used prognostic scoring index is a modification of the World Health 

Organization (WHO) classification. 10 It provides points for the presence of a number 

of prognostic factors, as follows : 

Prognostic Score 

factors 0 1 2 4 

< 39 >39 

Age in years 

Antecedent Mole Abortion Term 

pregnancy 

Interval* <4 4-6 7-12 >12 

B HCGserum 

level iu/litre 103 103-104 104-lOs lOs 

Largest tumour 

in ern <3 3-5 >5 



Site of Spleen Brain 

metastases Kidney G I tract Liver 

Number of 

metastases 
1-4 5-8 > 8 

Prior failed 

chemotherapy Single >2 

Interval - the time between the antecedent pregnancy and the chemotherapy in 

Months. 

Low risk= 0-5 medium risk= 6-8 high risk = 9 and above 
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ABO blood group contributes little to the overall scoring and has been removed from 

the current scoring system. 

SW was less than 40 years, the disease followed molar pregnancy, she bad no 

metastasis, the antecedent pregnancy was 3 months prior had no prior chemotherapy 

and the HCG level was 75 000 m iu/ ml Therefore her total score was 2 and she was a 

low risk patient. 

Patients with malignant non-metastatic GTN or metastatic low-risk GTN are treated 

with single-agent chemotherapy. Methotrexate is widely used. Actinomycin D can be 

used in patients with poor liver function. 13 During treatment the serum HCG titers are 

monitored every week. In our set up three additional courses of chemotherapy are 

administered after a nonnal serum HCG titer. After 3-4 normal serum HCG titers the 

titers are followed once per month for 1 year. 14 A switch from methotrexate to 

actinomycin D is made if the patient receiving MTX for non-metastatic or metastatic 

low-risk GTN develops rising or plateauing serum HCG titers. SW received 

methotrexate with good response. 

Patients with high-risk metastatic GTN are subdivided into 2 groups: those with a 

WHO score of less than 8 and those with a score of 8 or higher and a high risk of 

therapy failure. In patients with a WHO score of less than 8, the MAC regimen, a 

combination of methotrexate, actinomycin D and cyclophosphamide can be used. 
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This chemotherapeutic regimen is administered every 21 days until the serum HCG 

titers nonnalize. Patients with WHO scores of8 or higher are treated with EMA-CO 

regimen. This is a combination of etoposide methotrexate, and actinomycin D 

administered in the first week of a 2-week cycle and cyclophosphamide and 

vincristine (Oncovin) administered in the second week. Some substitute cisplatin and 

etoposide for cyclophosphamide and vincristine during the second week. This is 

known as the EMA-CE regimen. Some reserve the EMA-CE regimen for patients in 

whom EMA-CO fails. Two additional courses ofEMA-CO or EMA-CE are 

administered after a nonnal serum HCG titer in high-risk patients.1s·16 

Patients with metastasis to the brain receive whole brain irradiation. Corticosteroids 

with systemic effect are administered to reduce brain oedema. Patients with liver 

metastasis are considered for liver irradiation. Leucovorin; folinic acid is used to 

prevent toxicity from high doses of methotrexate. It is used in a dose of 15 mg PO/IM 

q 12h for 4 doses starting 24 h after administration ofMTX as part ofEMA-CO and 

EMA-CE regimens ts.t6 

During the period of follow-up, patients with should use a reliable method of 

contraception, such as oral contraceptives. The serum HCG titers are critical in 

monitoring the status of the disease, and a normal intrauterine pregnancy interferes 

with this critical monitoring tool. 17 

onmetastatic GTN has a cure rate with chemotherapy of close to 100%. Metastatic 

low-risk GTN has a cure rate with chemotherapy of close to 1 000/o. Metastatic high­

risk GTN has a cure rate with chemotherapy of approximately 75% .After 12 months 

of normal HCG titers, less than 1% of patients with malignant GTN have recurrences. 

The rate of occurrence of a repeat molar pregnancy is approximately 1-2%. The rate 

of occurrence of a repeat molar pregnancy in a patient with a history of2 previous 

hydatidiform moles is approximately 10-20%. 18 The pregnancy rate after 

chemotherapy with MTX and cyclophosphamide is 80%. Of women treated with 

EMA-CO 46% have bad at least 1 live birth after chemotherapy. Patients who 

become pregnant after treatment for GTN should have a pelvic ultrasound early 

during the pregnancy to confirm that the pregnancy is normal. 19 
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Gynaecology C e4 

BARTHOL DO 

arne I. P. 0 . 0836212 

Age 22 DOA 26.10.02 

Parity O-rO DOD 28.10.02 

Presenting complaints 

She presented with history of vulval pain and swelling for 3 days. 

History of presenting illness 

She had been well until 3 days prior to admission when she started experiencing some 

pain in the perineum. She then noticed a swelling that progressively increased in size. 

By the time of admission the pain was severe and she was walking with difficulty. 

There was no associated urinary frequency dysuria or per vaginal discharge. She had 

been treated for a similar swelling in 2000. 

Obstetric and gynaecological history 

She was para 0 + 0. She attained menarche at 14 years. Her periods were regular with 

a flow of3- 4 days in a 28 days cycle. Her last menstrual period was on 15.10.02. 

She sometime used condoms but not consistently. 

Past medical history 

This was not contributory. 

Family and oci.al history 

She was a single lady but she had a boyfriend. She worked as a receptionist in town. 

She did not smoke cigarettes or drink alcohol. There was no history of chronic illness 

in her family 

Physical examination 

She was in stable general condjtion but appeared to be in a lot of pain. She was 

walking with a lot of difficulty. She was not pale jaundiced or cyanosed. Her vital 

signs were Bp- 110/70 rnmHg, PR- 88/min, RR- 22/min and temperature 37°C. 

The nervous cardiovascular and respiratory systems were all witrun normal. 

bdominal exam did not reveal any abnormality. 
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Pelvic examination 

She bad a swelling involving the left labia minora. The swelling was very tender, 

' hyperaemic and fluctuant. Digital examination was not done due to the tenderness. 

There was no discharge around the external genitalia. 

Diagnosis 

A diagnosis ofBartholins abscess was made. 

anagement 

The patient was explained to the condition she had and the need for marsupialization. 

An in.firmed written consent was obtained. 

Investigations 

Haemoglobin -

Urea 

Creatinine 

12.5 g/dl Sodium - 138 mmol/1 

1.9 mmol/l Potassium - 3.8 mmol/l 

6 5 J.UllOl/1 

She was started on intravenous metronindazole 500mg 8 hourly and augmentin 1.2gm 

8 hourly. She also received pethidine 50mg intramuscularly. Half hour before theatre 

atropine 0.6 mg intramuscularly was given. 

In theatre she was put under general anaesthesia in lithotomy position. Vulval vaginal 

toilet was done and aseptic catheterisation done. Examination revealed a swollen, 

warm and tense left bartholins gland. Aspiration was done and thick pus was 

obtained. The right labia majora and minora were normal. A longitudinal incision was 

made along the abscess in the region of the mucocutaneous junction. Foul swelling 

pus was drained and a sample taken for microscopy, culture and sensitivity. The 

cavity was cleaned thoroughly with hydrogen peroxide and rinsed with normal saline. 

The edges of the cervix we reverted using vicryl number 2 - 0. Haemostasis was 

achieved and the patient was successfully reversed form the general anaesthesia. 

The patient did well post operatively. On the second postoperative day she was 

discharged home on oral metronindazole augmentin and mefenamic acid. 

Follow up 

She came for review in the gynaecological outpatient clinic. She had healed well. The 

culture did not grow any organisms. She was given advice on safer sex and asked to 

come back if she bad any issues. 



185 

Discussion 

M was a 22 years old lady who presented with complains of a swollen painful 

vulval swelling. She was found to have a bartholins abscess and marsupialization was 

done. 

The bartholins gland lies just inferior and lateral to the bulbocavernosus. They are 

tubular in character with a draining duct measuring about 5 mm in diameter. The duct 

is 1 - 2 em long and open on the side of the vestibule just outside the lateral margin of 

the vaginal orifice. The gland produces clear viscid and stingy mucoid secretions. 

Infection of the gland and its duct is referred to as bartholinitis. It is the commonest 

bacterial infection of the vulva. It commonly occurs between menarche and 

menopause. Usually after the age of 30, the glands undergo involution and become 

atrophic and shrunken. 

Obstruction of the duct leads to accumulation of the secretions in the gland and the 

distal part of the gland. Infection is an important cause of obstruction. If the 

associated infection is of low grade or recurrent, a cyst may result. With more acute 

infections an abscess results 1 Other causes of obstruction include inspissated mucus 

and congenital malformations? Sutures can easily injure or ligate the duct during a 

mediolateral episiotomy repair or a posterior colporrhaphy. 3 

Causative organisms may be sexually transmitted the commonest being the 

gonococcus or may be from the vulval flora. 1 The staphylococcal, streptococci and 

gram negative bacilli have been i mplicated.~ 

In Kenyatta national hospital the incidence has been reported as 1-7 -1-90/o . .s, 6 The 

mean age of infection in KNH was reported as 23 - 25 years. The majority of the 

patients were from the low social economic class . .s. 6 The patient discussed was 22 

years old, single girl. 
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ost bartholins duct cysts are asymptomatic and are usually found during routine 

pelvic examinations. However with acute infections the bartholins abscess presents 

with pain, erythema, tenderness and dyspareunia. The pain can be very severe leading 

to difficulty in sitting or walking. The surrounding tissues become oedematous 

inflamed with a fluctuant mass. Usually there are few or no systematic symptoms and 

signs unless the inflammatory process is extensive. Our patient presented with 

swelling, tenderness and difficulty in walking. 

Treatment of bartholinitis requrres appropriate swabs for bacteriology, analgesia 

antibiotics and surgical drainage of the cyst or abscess. Simple incision and drainage 

provides temporary relief. However the opening tends to get obstructed again leading 

to a recurrence. Treatment is therefore best accomplished by marsupialization. This 

procedure enables the preservation of the glands secretory function and avoids 

excision of the gland with the cyst. The incision should be wide. After the drainage of 

the contents and draining, the lining of the cyst is everted and approximated to the 

vaginal mucosa with interrupted sutures. 3 Postoperative sitzs baths beginning on the 

third or fourth postoperative day are recommended. 

I 0 - 15% of cysts may recur resulting fonn closure and secondary fibrosis of the 

orifice.3 

Bartholins cysts can be treated by insertion of a Word catheter. A small incision about 

2cm is made at the area of the ducts orifice. The catheter is inserted and the bulb 

inflated with 2 - 3 ml of saline solution. The catheter remains for 3 - 4 weeks. The 

track gets epithelialized. The catheter therefore accomplishes the same result as the 

surgery with minimal or no trauma. In women aged over 40 years, the edges of the 

cyst should be sent for histological ex.amination to exclude carcinoma. 1
• 

7 



187 

Referenc 

1. Robert W. S. Sautter W P Stantolin L S; Benign diseases of the vulva and vagina. 
Shaws gynaecology, 3rd edition 2003 ; Churchill Livingstone pg 607 

2. Kermit E. K. Anatomy of the female reproductive system. In Current Obstetric & 
Gynecologic Diagnosis by DeChemey 8th edition. Appleton and Lange. pg 20 

3. Rock J A, Thompson J D surgical conditions of the vuJva· Te Lindes' operative 
gynaecology gth edition 1997 Lippincot & Wilkins, 35; 890-892 

4. Gordon M S: Aids to obstetrics and gynaecology 4th edition· Churchill 
Livingstone 22: 674-678 

5. Mumia SA, Bartholins abscess at KNH, Mmed thesis 1981, UON 

6. dede F. 0 . Review ofBartholins abscess at KNH Mmed thesis, 1990 UON 

7. Curry L S, Barclay D L Benign disorders of the vulva & vagina. Current obstetric 
& gynaecologic diagnosis and treatment glh edition. Appleton and Lange. Pg 710 



Gynaecology Case 5 

SYMPTOMATIC UTERINE FmROIDS 

HYSTERECTOMY 

arne 

I. P. o. 

Age 

E. W. 

0989332 

40 

Presenting Complaint 

DOA 

DOD 

Parity 

TOTAL ABDO 

13.11.02 

20.1 1.02 

3 + 0 
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AL 

The patient was admitted through the gynaecology outpatient clinic, where she had 

presented with complains of abdominal swelling and heavy bleeding for six months. 

History Of Presenting lllness 

She was well until 6 months prior to admission when she started experiencing heavier 

prolonged bleeding during her menses. The flow increased from 3 days to 6 days and 

was much heavier than before with clots. She also noticed a swelling in the lower 

abdominal region. The swelling was hard and not painful. After 3 months she started 

experiencing dizziness and body weakness. She therefore sought treatment in a 

private health facility. She was given haematinics but the problem persisted 

necessitating her to seek further help. 

Obstetric And Gynaecology History 

She was a para 3 + 0 and her last delivery was 12 years ago. AU her deliveries were 

vaginal deliveries at term and the children were alive and well. Her last menstrual 

period was on 1.11.03. Her normal cycle prior to the above complains was 28 days 

with a flow of 3 days. She had used an intra uterine contraceptive device for five 

years until 1998. Since then she bad not been on contraception. 

Past Medical History 

This was not significant. 

Family And Social History 

She was married, liv ing with her husband in Kiambu. She was a housewife did not 

smoke or drink alcohol. There was no history of chronic illness in the family. 



Physical Examination 

She was in good general condition. She was not pale, not jaundiced and had no 

oedema or lymphadenopathy. Her vital signs were within normal; blood pressure 

120170 mmHg, PR- 80/min RR 20/rnin temp 36.6°C. 

Respiratory cardiovascular and the central nervous system were within normal. 

bdominal Examination 

The abdomen was distended in the hypo-gastric region. She bad a pelvic mass that 

corresponded to 16 weeks of gestation. The mass was mobile firm and non-tender. 

There were no other masses. 

Pelvic Examination 
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The external genitalia was normal. The cervix was long smooth and closed. There was 

a uterine mass corresponding to 16 weeks gestation. Both adnexae and pouch of 

Douglas were normal. There was no discharge on the examining finger. 

Diagnosis 

A clinical diagnosis of uterine fibroids was made. 

Management 

Since the fibroids were huge and symptomatic and the patient had achieved her 

desired family size a decision was taken for a total abdominal hysterectomy to be 

performed. 

Investigations 

Pap smear- was within normal 

HB- 10.2gldl 

WBC- 6.2 X 10 9/L 

Sodium 

Potassium 

Creatinine 

- 138 mmol/L 

- 4.0 mmol/L 

- 78 ~moVL 

Platelets - 330 x 10 9/L Elisa for HIV - negative 

Pelvic ultrasound - multiple fibroids were visualized in the uterus. 

aoagement 

The nature of the disease and the need for a total abdominal hysterectomy was 

explained to the patient. A written consent was obtained. On the night prior to surgery 

she fasted from midnight. An enema was given and 2 grams of oral metronidazole. 

Half an hour before being taken to theatre she was pre-medicated with atropine 0.6 

mg intramuscularly. 
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In theatre general anaesthesia was administered. With her legs flexed vulvovaginal 

toilet was done and aseptically catheterised. Clear urine was drained. Pelvic 

examination confirmed the earlier findings. She was then laid supine abdomen cleared 

and draped. The abdominal cavity was opened via a sub-umbilical midline incision. A 

bulky uterus with multiple intramural and subserosa! fibroids was found. The uterus 

corresponded to 16 weeks gestation. Packing away the gut and placing a self-retaining 

retractor accomplished exposure. The round ligaments we identified bilaterally 

clumped and ligated between the clumps. The anterior leaf of broad ligament was 

opened bilaterally. The posterior leaf of the broad ligament was similarly opened and 

dissected away. The ovarian pedicles and the proximal uterine tubes were clumped 

bilaterally divided between clumps and ligated. Bladder was pushed away by blunt 

dissection. The uterine vessels were identified and divided between clumps and 

ligated. The cardinal ligaments were also clumped and divided and ligated. A stab 

wound was then made at the cervical - vaginal junction. The vagina was opened 

circumferentially. The uterus together with the cervix and the tubes were then 

removed. The vaginal vault was closed and peritonised. It was anchored to the 

cardinal and round ligaments. Haemostasis was achieved. The pelvic cavity was 

cleaned with warm normal saline and abdomen repaired in layers. The catheter was 

noted to be draining clear urine and was removed. The specimen was sent for 

histo-pathological examination. 

The patient was observed in the recovery room till she was fully awake. She received 

intravenous gentamycin 80mg 8 hourly crystalline penicillin 2mu 6 hourly and 

metronidazole SOOmg 6 hourly for 48 hours. She received pethidine intramuscularly 8 

hourly for the first 24 hours after which mefenamic acid SOOmg 8 hourly was given. 

She did well post operatively and on the fourth day she was discharged home. The 

wound had healed well . 

Follow up 

She came to the gynaecology out patient clinic after 2 weeks. She had done well and 

raised no complains. The wound was completely healed. Histology report showed 

multiple simple fibroids with normal cervix and this was explained to her. 



DISCUSSIO 
The patient discussed presented with symptomatic fibroids and a total abdominal 

hysterectomy was done. 

Fibroids are the most common tumours in women. They are composed of mainly 

smooth muscle cells and varying amounts of fibrous tissue. They arise from the 

smooth muscle cells. 
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The incidence of fibroids is different since most are asymptomatic. A 50% incidence 

bas been quoted at post mortem examination 1. They are clinically evident in about 

25% of the women 2. In KNH Wanjala reported that 66.7% of hysterectomies done 

were due to fibroids 3
. In a different series 77% of patients requiring hysterectomies 

had fibroids 4
. They are rare below 20 yrs of age and are not uncommon below 30 yrs 

in the blacks. The incidence is much higher among the blacks 5
• There is usually a 

positive history in the family. 

The cause of fibroids is unknown but their growth is oestrogen dependent. The most 

important risk factor is thought to be continuous estrogens secretion without 

interruption by pregnancy and lactation. ulliparity or a long period after delivery 

hence is usually associated. The patient discussed had her last delivery 12 yrs ago. 

The fibroids tend to grow during pregnancy and regress i.n menopause. The combined 

pill reduces risk by approximately 17% with each 5-year usage; cigarette smoking 

reduces the risk by 18 %. Obesity increases the risk by 21% for every l 0 kg gain 

above the appropriate weight for height 6
• 

7
· 

8
. 

Fibroids may be single but most are multiple. They are mostly found in the corpus, 

less on the cervix and rarely in the round ligament. They are classified into 3 

categories depending on their location. They initially they start as intramural and with 

growth they become either sub mucous or sub serous. The sub mucous ones lie just 

below the endometrium. with growth they may protrude into the uterus cavity or even 

through the cervix and rarely through the vagina. The sub serous fibroids with growth 

may become peduculated. They may attach to other structures, acquire extra uterine 

blood supply from omental vessels and become parasitic .. The patient presented bad 

multiple intramural and subserosaJ fibroids. 
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Typically the fibroid is a firm nodular structure of variable size. They have a pseudo 

capsule, and are well demarcated and distinct from the myometrium. The cut surface 

is glistering pinkish white or grey. It is firm with whorl like arrangement of muscle 

and fibrous tissue. As they grow in size their blood supply diminishes and tend to 

undergo secondary usually degenerative changes. The changes are usually benign 

including: hyaline, cystic calcificatio~ septic cameous (red) and fatty changes. 

Carneous degeneration occurs when there is venous congestion and thrombosis 

leading to interstitial haemorrhages. Reduced blood supply leads to infarction. It is 

commonest in pregnancy due to rapid growth of the fibroids. Infection of the fibroid 

may occur and is common with those that protrude into the vagina. Torsion of a 

peduculated fibroid can occur. Rarely sarcomatous change occurs in 0.1 - 0.5% of 

fibroids.1 

Most leiomatous are asymptomatic. The symptoms when present depend on their 

location, size and number. Most degenerative changes have no association with 

symptoms. However red degeneration maybe associated with pain and fever. Torsion 

of pedunculated one, infarction and infection also result in pain. 

Menorrhagia is a common presentation of tibroids. The periods are usually heavy and 

may be prolonged. The bleeding may be heavy enough to cause anaemia. Any type of 

fibroids may lead to menorrhagia but tends to be more severe with sub mucous ones. 

The mechanism is not well established but theories include; haemorrhage of the 

endometrium overlying sub mucous fibroids enlargement of the total surface area of 

the endometrium due to mechanical distortion by sub mucous and intramural fibroids 

and stasis and dilation of the venous plexus draining the endometrium due to 

mechanical compression of the venous drainage by fibroids in any site. Fibroids are 

not usually associated with irregular or inter-menstrual bleeding and changes in 

menstrual regularity should not be attributed to fibroids unless other causes are 

excluded. 9 Our patient had symptoms of anaemia, which were treated prior to 

admission for surgery. 

Attempted expulsion a sub mucous fibroid may cause uterine cramp associated with 

bleeding. This may be confused for spontaneous abortion. Pressure on the urinary 

bladder may lead to urgency, frequency or even incontinence. Pressure in the rectum 
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especially caused by a parasitic fibroid may lead to intestinal obstruction. Tumours in 

the cervix may lead to per vaginal bleeding and dyspareunia. 

The effect of fibroids on fertility is controversial, impaired gamete transport 

distortion of the endometrial cavity, impairment of blood supply to the endometrium 

and atrophy and ulceration are thought to interfere with implantation. Intramural and 

sub serosal fibroids have been associated with impaired outcome of assisted 

reproductive technology treatment. 1° Fibroids have been associated with increased 

risk of premature delivery, ante-partum haemorrhage, abruption placenta and post 

partum haemorrhage. 

Polycythemia is a rare complication associated with fibroids. This may be due to 

erythropoetin production by some myoma cells or production by the kidneys due to 

pressure by the fibroids. 11 

The diagnosis of fibroids is usually suspected from the symptoms. Abdominal and 

bimanual examination usually reveals a pelvic mass. The ultrasound should be used to 

confirm and clarify the pelvic mass. Other tests may be done to collaborate the 

diagnosis including a hysterosalpingnography, intravenous urogram, computed 

tomography and magnetic imaging resonance. Other laboratory studies to evaluate 

complications that might have arisen or to prepare the patient for therapy. Such 

include a full blood count, renal and liver functions tests. A Pap smear and 

endometrial biopsy to rule out any co-existing malignancy that would affect the 

definitive management should also be done. Heteroscopy and laparoscopy are 

investigational procedures that are often merged into treatment. 

The treatment choices depend on the age, parity, the size and location, the symptoms 

the general health) and the fertility desires of the patient. Asymptomatic fibroids 

need no active treatment as long as the diagnosis has been reliably made, traditionally 

surgical removal bas been advocated when the uterus size exceeds 12 weeks 

pregnancy but this policy has been challenged. 12 

In patients who have had severe bleeding transfusion with whole blood or packed red 

cells may be indicated. After stabilizing the patient surgery is indicated for infected 
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fibroids, acute torsion or intestinal obstruction. Myomectomy should not be done in 

pregnancy except for torsion. 

For patients on expectant management, physical examination should be done every 6 

months to determine if the fibroids are growing and ultrasound should be done 

whenever the need arises. Medical treatment may be indicated in some cases. The aim 

is to relief symptoms and to reduce the size of the fibroid usually as a temporary 

measure. This is usually done in preparation for surgery or in the peri-menopause 

awaiting menopause when most fibroids will regress naturally. There have been 

reports of fibroid shrinkage with continuous administration of anti-progesterone such 

as mifepristone and leuprolide acetate. 13 

Gonadotrophin releasing hormone (GnRH) analogues significantly reduce the size of 

uterine fibroids. They should be started in the mid luteal phase of the ovarian cycle for 

most rapid pituitary gonadotrophin down regulation. This treatment together with iron 

supplementation usually corrects anaemia without transfusion. GnRH analogues 

should not be used for more than 6 months because of menopause like signs and 

symptoms especially loss of trabecular bone. Hormone replacement therapy may be 

indicated. GnRH antagonists have also been used successfully and are reported to 

produce fibroid shrinkage more rapidly than the GnRH analogues, with immediate 

amenorrhoea. 14 

Hysterectomy has been traditionally used for large or symptomatic fibroids. For very 

large fibroids, the abdominal route will usually be used. The vaginal route is 

especially suitable for sub mucous pedunculated fibroids. Laparoscopic assisted 

methods ofvaginal hysterectomy are becoming increasingly popular. This allows for 

ophorectomy if indicated and inspection of the pelvis. The patient discussed had 

achieved the desired family size and had large fibroids. Total abdominal hysterectomy 

was done. 

Myomectomy is done where the patient desires to preserve her uterus. It is most 

satisfactory where fibroids are solitary or few. Sub mucous fibroids may be better 

accessed hysteroscopicaly. Sub serous fibroids are easily removed particularly if 

peduculated and may be removed laparoscopicaly. Myolysis with laser or bipolar 

needles have been done. The needle penetrates the .fibroid at multiple sites at 90° to 
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the uterus. The fibroid then atrophies. Uterine artery embolization as a therapy for 

symptomatic uterine fibroids has been done. Different series have reported variable 

results of percentage shrinkage offibroids. 15
•

16 

Hysterectomy with removal of all myomas is curative. Myomectomy is associated 

with recurrence in 1 S - 40% of patients. Two thirds of these patients with recurrence 

will need further surgical interventions. Myomectomy may necessitate delivery by 

caesarean section if conception occurs. 17 
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Gynaecology case 6 

POL CYSTIC OV AR S 
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arne 

Age 

396040 

M 

32 

Presenting complaints 

D.O.A. 

D.O.D 

Parity 

20.6.03 

24.6.03 

0+0 

The patient came complaining of inability to conceive for 3 years. 

History Of Presenting Complain 
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The patient reported failure to conceive despite having regular unprotected coitus, 

having been married for 3 years. She did not have any associated abdominal pain, per 

vaginal discharge or galactorrhoea. She had been treated with clomid 50 mgs for 3 

menstrual cycles and another 100 mgs for 3 cycles unsuccessfully. 

Obstetric I Gynaecology History 

M was a para 0+0. She attained had menarche at 14 years. Her menstrual cycle was 

regular until about 4 years prior to the presentation when it became irregular. She had 

prolonged periods of amenorrhoea followed by prolonged heavy flow. The cycle 

length was 3-4 months. She had no associated dysmenorrhoea The couple enjoyed 

what they considered satisfactory sex 3 to 4 times a week with no dyspareunia. There 

was no history of sexually transmitted diseases. 

Past medical history 

She was not known to suffer from any chronic illness and there was no history of 

previous admissions or surgery. 

Family I social history 

N M was a married lady living with her husband in airobi as his only wife. She was 

an accountant by profession. Her mother was hypertensive. She had never smoked 

cigarettes or taken alcohol or drugs of addiction. Her husband worked for a bank. He 

did not smoke cigarettes or consume alcohol. He bad never fathered a child. 
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Examination findings 

She was a middle aged lady in stable general condition and obese. She was not pale, 

jaundiced or cyanosed. She had no lymphadenopathy. She had a normal female body 

habitus and hair distribution. Her neck was normal with no masses. 

Her vital signs were within normal, temperature 36.5° c, blood pressure 120/70, pulse 

rate 80/m.inute and respiratory rate 22/ min. 

Her breasts were normally developed Tanner stage 4. The nipples were not 

discharging. 

Cardiovascular respiratory and central nervous system were essentially normal. 

Abdominal Examination 

The abdomen was moving with respiration, was not distended and there were no 

scars. It was soft non-tender and there were no masses. 

Pelvic Examination. 

The hair distribution was of the normal female pattern. The external genitalia was 

normal. The cervix was long closed and pointing posterior. The uterus was normal 

size and anteverted. The adnexae and Pouch of Douglas were normal. There was no 

tenderness. 

Investigations 

Hb - 12.6 gldl WBC 7.4 X 109 

Urea and electrolytes - normal. 

Serninanalysis was normaL Pap smear was normal. 

Elisa for mv was negative. Blood sugar was 4. 7 mmolll 

Hysterosalpingogram (HSG) - the uterine cavity was normal. Both uterine tubes were 

demonstrated with bilateral spill of dye. 

Transvaginal ultra sound scan (TVS) revealed normal uterus. The ovaries were 

enlarged with multiple cysts. 

Hormone assay; 

Day2 Follicle Stimulating Honnone 4.4 iu/l (4-13) 

Lutenizing Hormone 23.5 iu II (1-18) 

Progesterone (D 21) 10 iu I I ( > 25) 

Prolactin 324 miull (265-490) 
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Diagnosis 

A diagnosis of primary infertility secondary to polycystic ovary syndrome was made. 

Management 

The patient was explained to the diagnosis and the need for laparoscopy to confirm 

diagnosis and to perform ovarian drilling. She consented to the procedure and a 

written consent was obtained. The patient was prepared for theatre. 

In theatre she was put under general anaesthesia and positioned. The abdomen was 

cleaned, vulvovaginal toilet done and she was draped. A peri-umbilical mini lap 

incision was made. A veress needle was introduced into the abdominal cavity via the 

incision and 3.5 litres of carbon dioxide used for insufflation. The trocar was then 

introduced followed by the fibre optic camera. The abdominal and pelvic cavities 

were inspected and the viscera confirmed intact. Two 5 nun ports were made in both 

iliac fossa and trocars introduced. 

The uterus and both tubes were visualized and appeared normal. The ovaries were 

enlarged bilaterally and were confirmed to be polycystic. On chromopertubation 

there was bilateral spill of the dye. Ovarian drilling was done bilaterally. A solution 

containing 250 mgs of hydrocortisone and 5000 units of heparin was introduced into 

the abdominal cavity. The gas was then released out of the abdominal cavity. General 

anaesthesia was successfuUy reversed. 

The patient did well post operatively and was discharged home on metformin 

500 mgs twice daily and to continue follow up in the infertility clinic. 
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Discussion 
M was a 32-year old lady with primary infertility. She was found to have polycystic 

ovary syndrome and was treated with ovarian drilling and metformin. 

The Polycystic ovary syndrome is the commonest endocrine disturbance affecting 

women.1 It affects 5-10% of women in the reproductive age group and is the most 

common cause of anovulatory infertility. 2• 
3 

Various signs and symptoms including menstrual disturbance, hyperandrogenism 

hirsutism obesity, infertility, insulin resistance and the presence of polycystic ovaries 

characterize polycystic ovary syndrome. The common menstrual disturbances are 

oligomenorrhoea or amenorrhoea. Hyperandrogenism expresses itself in hirsutism, 

alopecia and acne. There is heterogeneity of symptoms and signs amongst those with 

the syndrome Even in an individual the signs and symptoms may change over time. 4 

The patient discussed presented with menstrual disturbance and infertility. 

The aetiology is uncertain. It is familial and various aspects of the syndrome may be 

differentially inherited4
• Polycystic ovaries may exist without clinical signs of the 

syndrome, which may then become expressed over time. The prevalence of polycystic 

ovaries is estimated at 22-33%.5·6•
7
. There is positive correlation between the degree of 

insulin resistance and anovulatory infertilitl 

Basic investigations in couples with infertility, where polycystic ovary syndrome may 

be a contributory factor shouJd include FSH and LH level (day 2- day 4), 

progesterone (day 21), and tests for tubal patency and semen analysis. To confirm 

diagnosis of PCOS, the hormonal profile should also include testosterone sex 

hormone-binding globulin, fasting insulin, prolactin thyroid function tests and 17-

hydroxy- progesterone. They are usually elevated, with the exception of the sex 

hormone- binding globulin, which is depressed. In asymptomatic women, the levels of 

oestradiol and oestrone may be elevated. pelvic ultrasound should be taken. The 

trans-vaginal ultrasound has been shown to be more effective than the trans­

abdominal in the screening of polycystic ovaries.6 Our patient had a TVS which 

revealed polycystic ovaries and her LH was elevated. 
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Anovulatory infertility due to PCOS should be diagnosed if two of the following three 

criteria are present, after exclusion of other causes of androgen excess.9 The three 

criteria are; 

1 Oligo-ovulation or anovulation. 

2) Clinical and /or biochemical signs of hyperandrogenism. 

3) Polycystic ovaries morphology on ultrasound scan. This is described as the 

presence of 12 or more follicles in each ovary (one ovary is sufficient for diagnosis) 

measuring 2-9mm in diameter and I or increased ovary volume (greater tban lOml). 

The patient discussed had anovulation and polycystic ovaries on ultra sound. 

The first established treatment for POCS was surgical wedge resection of the ovary. It 

has been abandoned due to the risk of post surgical adhesion formation and replaced 

by medical ovulation induction. 

The clinical management of PCOS is individualized and is directed mainly at the 

symptoms. Obesity worsens both symptomatology and the endocrine profile. Obese 

women should be encouraged to lose weight. Weight loss improves the endocrine 

profile the likelihood of ovulation and a healthy pregnancy. 10 

Irregular menstrual cycle may be controlled using the combined oral contraceptive 

pill or progesterone such as provera or duphaston. Ovulation can be induced by anti­

oestrogen clomiphene citrate or tamoxifen. Ultrasound monitoring should be done to 

minimize the 10% risk of multiple pregnancy and to ensure tbat ovulation is taking 

place. 11 Patients with anovulatory infertility that are resistant to anti-oestrogen are 

treated with either parenteral gonadotrophin therapy or laparoscopic ovarian 

diathermy. The polycystic ovary is very sensitive to stimulation by exogenous 

hormones thus treatment should begin with very low doses of gonadotrophin, and 

follicular development be carefully monitored by ultrasound. 

Laparoscopic ovarian drilling does not pose the risk of multiple pregnancy and 

ovarian hyper stimulation. It does not require ultrasound monitoring. It appears to be 

as effective as routine gonadotrophin therapy. 12 It has been shown to significantly 

change the insulin and glucose responses in women with hyperinsulinaemia. 13 Some 

have used as a primary treatment in patients with anovulatory PCOS.14 Ll found a 
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cumulative conception rate of 54% 12 months after ovarian drilling. 15 The drilling 

appeared to result in transient increase followed by a subsequent reduction in ovarian 

volume. 16 Our patient had been treated with clomiphine unsuccessfully therefore 

laparoscopic drilling was done. 

number of pharmacological agents have been used to amplify the effects of weight 

loss. Metformin enhances insulin sensitivity leading to reduced insulin secretion. It 

has been shown to ameliorate hyper androgenism and abnormalities of gonadotrophin 

secretion in women with PCOS17 and can restore menstrual cyclicity and fertility.18 

The patient discussed was put on metformin after the drilling to enhance response. 

Polycystic ovary syndrome has been associated with some long-term consequences. 

The chronic anovulation and unopposed oestrogen action associated with PCOS lead 

to endometrial hyperplasia and such women have an increased risk of endometrial 

carcinoma. 19 Obese women with the syndrome have an increased risk of developing 

impaired glucose tolerance, frank diabetes mellitus and cardiovascular diseases. 20
• 

21 

Hypertension is likely to develop in women with PCOS. It has been found to be three 

times higher in women with PCOS, compared to controls. 22 Abnormalities of lipid 

metabolism have been reported to be higher in women with the syndrome.23 

It is therefore important to follow up women with PCOS and to treat them depending 

on the various derangements. Follow up ensures early recognition of any of any of the 

complications and early interventions. Correcting the endocrinological derangements 

reduces the occurrence of the complications. The patient discussed was counselled on 

the possible long tenn complications and the need for follow up. 
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Gynattolo e 

B AFTER C E E ECTIO - SECONDARY 

REP moo 

arne 

ge 

Parity 

20 

0 +0 

Presenting complaint 

I. P. o. 

DO 

DOD 

099090 

20.3.04 

31.3 .04 

The patient complained of copious drainage of blood stained discharge from the 

wound. 

History of presenting complaint 

A.K bad presented to Kenyatta ational Hospital as a referral forma peripheral clinic 

where she had been in labour for a day. She underwent an emergency caesarean 

section and the outcome was a live female infant who weighed 3050gms and scored 

5 I l, 6 I 5 and 7 110. The baby was admitted to the newborn unit. The patient was 

then started on antibiotics postoperatively and appeared to be recovering well. On the 

fifth postoperative day she reported excessive draining for the operation site. 

Obstetric and gynaecologic history 

She was now Para 1 + 0 following the said delivery. She had attended antenatal clinic 

in Kawaogware and when she developed Labour she went to the same clinic for 

delivery. 

She attained menarche at 13 years. Her cycle was regular with a flow of 3 - 4 days 

every 27 days. She experienced mild to moderate dysmenorrhoea. She had never used 

contraception. 

Family and social history 

She was single unemployed lady living witb her aunt in Kawangware. She was 

educated up to class 8. She did not drink alcohol or smoke cigarettes. There was no 

history of chronic illness in the family. 
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Examination 

She was in a stable general condition. She was not pale, not jaundiced and had no 

lymphadenopathy. Her temperature was 37°c, BP 120/80mmgh, pulse rate 88/mm and 

respiratory rate of22/min. 

The respiratory cardjovascular and the central nervous systems were within nonnal . 

bdominal examination 

There was a sub umbilical midline incision scar that was draining copious amounts of 

blood stained flwd. About 2 em length of the incision line had separated and the 

omentum was protruding. 

Pelvic examination 

The external genitalia was normal. The lochia was rubra, scanty and not foul smelling. 

Diagnosis 

A diagnosis of wound dehiscence was made. 

Management 

The condition was explained to the patient and the need for repair in theatre. She gave 

a written consent for the procedure. She was asked not to take any foods or drinks 

orally. Blood was drawn for grouping and cross matching and intravenous fluids 

started. A theatre list was made. Half an hour before being taken theatre 

premerucation with atropine was done. 

In theatre the patient was laid supme and general anaesthesia administered. A 

·vulvovaginal toilet was done followed by aseptic catheterisat1on in semi lithotomy 

position. Clear urine was drained. In the supine position the abdomen was cleaned 

using an antiseptic and draped. The stitches in the skjn were removed. It was then 

noted that the stitch used for the rectus sheath repair had given way. Abdominal 

structures looked normal on inspection. The uterus was involuting well. There were 

no features of sepsis and the uterine incision was healjng well. 
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A peritoneal wash out with rifocin and warm saline was done and the rectus sheath 

was stitched using nylon number 1. The edges of the wound were freshened using a 

surgical blade and further cleaning done. The skin was then closed using nylon 

interrupted stitches and wound dressed. The general anaesthesia was reversed 

successfully and the patient taken to recovery ward. 

Postoperative care 

The patient was started on intravenous zinacef 750mg 8 hourly, flagyl 500mg 

8 hourly and pethidine lOOmg intramuscularly 8 hourly. On the 3rd postoperative day 

she was started on oral medication, zinnat 500mg BD flagyl 400mg TID and Ponstan 

SOOmg TID. 

The wound healed well. The stitches were removed on the 8the postoperative day. 

She was discharged borne to come again to the postnatal clinic on the 6th postnatal 

week. 

Follow up 

She did not turn up for follow up. 
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Discu ion 

The patient presented was a 20-year-old primigravida who developed wound 

dehiscence following caesarean section. Repair was done by mass closure under 

general anaesthesia with good results. 

Wound dehiscence refers to the separation of layers of the abdominal incision and can 

be complete or incomplete. The dehiscence is considered complete when the 

peritoneum is included in the disruption. If the intestines protrude through the wound 

then this is known as evisceration. 1 The patient discussed had complete dehiscence but 

not evisceration. 

This complication of wound healing may range from a small defect in the skin to the 

burst abdomen. The reported frequency of fascia dehiscence range between 0.5% to 

5% o fall abdominal surgeries but a less frequent rate of 0.3 - 3% had been reported 

for pelvic surgeries. l.l The lower rate associated with gynaecological surgeries has 

been attributed to use of transverse incisions, healthier patients lower infection rates 

increased elasticity after pregnancy and fewer bowel incisions l,J. 

Wound dehiscence with evisceration is a serious complication of abdominal surgery 

that is associated with prolo.nged morbidity and high mortality. The mortality range 

form 10 - 24 %. Coexisting medical conditions increases the morality and morbidity 

considerably. 4 

Several factors influence the occurrence of wound dehiscence. The type and location 

of the incision as well as the type of suture used contribute to wound dehiscence. 

Metabolic factors such as malnutrition, poorly controlled diabetes corticosteroid use 

and older age are risk factors. Other risk factors include obesity intraabdominal 

distension, infection, retching and coughing. Most cases of dehiscence are associated 

with poor tissue healing rather than suture failure. 

Wound heajjng involves several processes namely inflammation, epithelialization 

fibroplasia, wound contraction and scar maturation. The processes occur 

simultaneously. The inflammatory phase is the initial response to injury. Fibroplasia 

involves production of collagen and is the process by which the wound regains 
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strength. This process requires proper pH, osmolality and temperature. It takes about 

4 - 5 days for enough coUagen to give the wound some measurable increase in the 

tensile strength. Interference with any of these processes leads to poor healing. 

Presence of a foreign body or infection leads to excessive inflammation and this 

interferes with epithelialization and fibroplasia. Radiotherapy can also lead to poor 

wound healing. 1. .. 

Proper suture selection is critical in preventing wound dehiscence. The suture should 

have suitable initial tensile strength have a reasonable absorption time. If a suture is 

absorbed before the wound has gained enough strength to withstand the associated 

stresses then the risk of dehiscence is increased. Proper technique is necessary in 

knot tying to avoid slipping. Large, loops sutures with secure knots are preferable to 

avoid strangulating and cutting through the sutures. In the patient presented the suture 

used for the facial layer had given way probably due to poor tying of the knots. Vicryl 

suture had been used. It is acceptable for facial closure in patients at low risk of 

dehiscence but needs very secure knots to avoid slipping. 

AK did not have most of the risk factors for dehiscence. However being from low 

social economic status, it is possible she was in poor nutrition status. Deficiency in 

proteins minerals and vitamins contribute to poor wound healing. 

Infection is commonly associated with delayed healing and dehiscence. It leads to 

depressed collagen synthesis and increased collagenolysis. Infection causes 

dehiscence in up to 2.5 - 6.1% of caesarean section patients . 5• 
6 Risk of infection is 

increased in patients with prolonged rupture of membranes and those who undergo 

more than 3 vaginal examinations in labour. Prolonged operation time and blood loss 

in excess of 1.5 Iitres are other risk factors 6 7
. The patient discussed did not have 

obvious local infection; however she had prolonged labour, meaning several vaginal 

examinations with prolonged period of rapture of membranes. Her operation time and 

blood loss were within the acceptable time. 

Most eviscerations occur from day 5 - 14 after the operation. 24% occur between day 

2 and 5 and 21% after the lOth day.8 Excessive discharge of serosanguinous fluid for 

several days before the evisceration occurs. Complete wound dehiscence should be 
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closed soon after the recognition. An occult haematoma can aJso present with 

excessive discharge. Exploration of the wound should be done in the operation theatre 

under general anaesthesia. As the patient is prepared for theatre, the bowel should be 

replaced with sterile gauze and packed with pads soaked in povidone- iodine broad­

spectrum antibiotics should be initiated. During the exploration, any necrotic tissue, 

clots and suture material should be removed. The bowel and omentum should be 

inspected thoroughly and cleansed with warm normal saline. A K had the dehiscence 

on the 5th postoperative day and repair was done soon after recognition. 
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The patient was admitted through the gynaecology outpatient clinic (GOPC) with a 

diagnosis of cervical carcinoma. 

History of presenting illness 

The patient had presented to the family planning clinic for routine follow up. She 

complained of per vaginal discharge and vulval itchiness. A speculum examination 

done revealed features suggestive of cervicitis. She was treated for the cervicitis and a 

pap smear was done. The cytology revealed severe dysplasia (high grade squamous 

intra epithelial lesion). She was then referred to GOPC for colposcopy. A colposcopic 

directed biopsy was done. This revealed a well-differentiated non-keratinizing 

squamous cell carcinoma Examination under anaesthesia showed a lesion that was 

confined to the cervix making it stage 1 B. She was then admitted in ward lB for 

surgery. 

Past obstetric and gynaecological history 

She was para 2+0, her last delivery being in 1998. Both were spontaneous vertex 

deliveries. She had her first delivery at 23 years. She attained menarche at 14 years. 

Her first sexual partner was at 16 years. She had two sexual partners prior to her 

marriage, she was not sure of her husbands sexual history prior to the marriage. She 

believed they were both faithful to one another in the maniage. After her last delivery 

she used oral contraceptive piUs up to 2001 . _From 2001 she used Depo-Provera up to 

the time of presentation. 
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Her cycle was regular with a flow of3 - 4 days every 30 days, initially with the use of 

Depo-Provera the cycle had become irregular. There was no history of sexually 

transmitted infections. She had not bad another pap smear before. 

Past medical history 

This was not significant 

Family and social history 

She was married living with her husband in Riruta. She was a primary school teacher. 

She did not smoke cigarettes or drink alcohol. Her sister was hypertensive. There was 

no other chronic illness in the family . 

Physical examination 

She was in good general condition, not pale or jaundiced. She bad no oedema, oral 

thrush or lymphadenopathy. Her vital signs were as follows · 

Blood pressure 

PR 

Abdominal examination 

ll0/70 

84/min 

PR 

temp 

The abdomen was scaphoid moving with respiration. It was soft, with no masses or 

tenderness. The bowel sounds were nonnal 

Pelvic examination 

The external genitalia was normal . The vaginal walls were grossly nonnal. The cervix 

was hyperaemic, bleeding easily on touch but no obvious protruding mass. It felt very 

ftrm. The uterus was normal in size. The adnexae and the Pouch of Douglas felt 

·normal and were non-tender. There was no obvious discharge. 

Investigations 

HB 14.2 gldl WBC 4.5 X 109
/L 

Platelets 350 X 109
/L a 140 mmoL/L 

K 4.8 mmoL/L Urea 2.6 mmoLIL 

Creat 82 ~mmoLIL ELISA for lllV: negative 

IVU - nonnal kidneys and ureters 
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Diagnosis 

A diagnosis of squamous cell carcinoma of the cervix stage IB was made. 

Management 

The patient was explained to the nature of the illness and the need for a Wertheim' s 

hysterectomy. She understood and gave a written consent. Blood for grouping and 

cross matching was taken. Two units of whole blood were made available. The night 

before surgery she received dulcolax, enema and flagyl as gut preparation. She did not 

eat or drink from midnight. In the morning 30 minutes before going to theatre she 

received atropine and pethidine intramuscularly. 

In theatre 

Under general anaesthesia, the patient was put in lithotomy position. Vulvo-vaginal 

toilet was done, aseptic catheterisation done and clear urine was drained. Examination 

under anaesthesia confirmed the earlier findings. Methylene blue dye was used to pain 

the vagina. The patient was laid supine; the abdomen was cleaned and draped. The 

abdomen was opened via a sub umbilical midline incision. The omentum looked 

healthy grossly. The uterus both tubes and ovaries were all normal glossy. There 

were flimsy adhesions in the pouch of Douglas, a few extending to the fallopian tubes. 

The liver intestines the spleen and the kidneys were noted to be normal . On 

palpation the para aortic nodes felt normal. The flimsy adhesions were realised and 

the intestines packed away for good exposure of the pelvic organs. 

The right round ligament was identified double clamped cut between clamps and 

ligated. The infundibulo pelvic ligament on the right was then identified, double 

clamped cut and ligated. The anterior leaf of the broad ligament was opened on the 

right lateral side of the uterus and the incision was extended anteriorly towards the 

uterovesical pouch, to the midline. These procedures were repeated on the left side. 

The bladder was then pushed away from the uterus, to the level of the anterior vaginal 

vault, by blunt dissention. The para vesicle space was found to be free of tumour. The 

posterior leaf of the broad ligament was then opened and deflected downwards. The 

right ureter was identified mobilized and suspended with Marceline tape. The right 

uterine vessels were identified, double clumped, cut and ligated. A similar procedure 

was done for the left ureter and uterine vessels. The interna~ external and common 

l\ncnrr- .. , 
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iliac vessels were identified bilaterally. The lymph nodes along these vessels as lymph 

nodes long these vessels as well as those along the obuturator arteries were palpated. 

They were not enlarged. All the identifiable lymph nodes were dissected and removed 

bilaterally. They were sent for histological examination. 

The uterosacral ligaments were cut between clamps and transfixed. The bladder was 

deflected downwards to expose the upper 1/3 of the vagina. The vagina was opened 

and cut all around at the level of approximately 3cm from the vault. Thus the lower 

2/3 of the vagina was spared. The uterus together with the upper 1/3 of the vagina was 

all delivered out of the abdomen. The vaginal edges were then approximated using 

interrupted suture. Haemostasis was achieved and reperitonization done. The 

Marceline tape anchoring the ureters was released and removed. The abdomen was 

closed in layers after a correct instrument and swab count. General anaesthesia was 

successfully reversed. 

Post operative care 

The patient did well post operatively. The following day she started taking oral sips 

and graduated to light diet slowly. She was also mobilized. On the 3rd postoperative 

day, the wound was found to be clean and dry. By the 4lh day she was well with no 

complains and was allowed to go home. She was to come after 2 weeks for review in 

GOPC. 

Follow up 

She came back to the clinic after 2 weeks. She had done well, with no complains. The 

wound had healed well . The histology report confirmed a well-differentiated 

squamous cell carcinoma of the cervix. The uterus ovaries and the lymph nodes did 

not show any features of metastasis. The results and the need for follow up were 

explained to her. She was to be doing vault smears. 
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Discu ion 

The patient discussed was a 32 year old para 2 + 0 who was found to have cancer of 

the cervix stage lB. A Wertheim' s hysterectomy was done successfully. 

Cervical cancer remains a common malignancy world wide being the second most 

common female cancer after breast cancer. 1
' 

2 The incidence in the developed world 

is falling due to effective cervical cancer screening. 2 However in many developing 

countries, it continues to be a leading cause of death among adult females due to high 

prevalence rate and inadequate early detection and treatment. 3 There are 

approximately half a million new cases each year worldwide with 80% occurring in 

developing countries. 4 

Cancer of the cervix is prevalent in Kenya but the exact incidence is not well known 

and most women present with late stage disease. . ~ . 6• 
7 Over 60% of them present in 

stage 3 or 4.8 Our patient had early disease. The pick incidence for invasive cancer is 

45 - 50 years of age but in recent years there has been a rise in the 25 - 34 year range 

4, 9. The pick incidence of CIN is 25 - 40 years. In Kenya davi found the peak 

prevalence of CIN to be 30 - 40 year age group.9 The patient discussed was 32 years 

and she had invasive djsease. 

Several factors have been associated with development of cervical cancer. Racial and 

social economic factors have been cited. Cervical cancer appears to occur more on the 

orth African women than in European women. Prostitutes and prison inmates have a 

higher risk while in celibate women the disease is unusual. 3•
10 Other factors associated 

with increased risk include multiple sexual partners, early age at first intercourse 

especially within l year of menarche, poor personal hygiene, smoking and use of oral 

contraceptive piJ Is. 3•
10 E W had sexual intercourse at 16 years of age, though this was 

not within her first year of menarche, it was early. She had 2 sexual partners as a 

teenager before she got married. These factors might have contributed to the 

development of the cervical cancer. She had used contraceptive pill for some time but 

had never smoked cigarettes. 

Sexually transmitted infections (STis) such as the human papilloma (HPV) virus and 

herpes simplex virus have been found to play a role in the development of cervical 
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cancer. There is overwhelming evidence that .HPVs are the main cause of both pre­

invasive and invasive squamous cell carcinoma of the cervix. 11 HPV types 6, 11 , 16, 

18 and 31 are more commonly associated with the carcinoma of the cervix. In some 

women with .HPV infection, the .HPV D A is integrated into the host cell genome 

leading to changes in morphological appearance. It is thought that other STis render 

the cervical cells more susceptible to the .HPV infection. 1 Immuno-suppression 

increases; the frequency of the malignant disease possibly by increasing the HPV 

associated pathology. Highly active antiretroviral therapy (HAART) results in a rise 

in CD4 count and reduce the risk of HPV related pathology. The patient discussed 

was not immuno-suppressed. 

About 70-80% of cervical carcinomas are squamous cell. The remainder include 

various types of adenocarcinomas, adenosquamous carcinomas and undifferentiated 

carcinomas. The squamous cell carcinoma is further classified according to the 

predominant cell type. They include large cell non-keratinizing, large cell keratinizing 

and small cell carcinomas. The large cell non-keratizing is reported to have the best 

prognosis. The verrucous carcinoma is a rare subtype of well-differentiated squamous 

carcinoma. It is often associated with HPV 6. 

The well-differentiated carcinoma is classified as grade 1, moderately differentiated 

as grade ll and the poorly differentiated as grade ill. The grade ill tumour 

metastasises early but the initial response to radiotherapy is better. 

Adenocarcinoma of the cervix is derived form the glandular elements of the cervix. 

The clear cell variety may be associated with diethylstilbestrol exposure in utero. 

When the initial growth of the adenocarcinoma is within the endocervical canal, the 

exocervix appears normal leading to delay in the diagnosis. 

The mixed epithelial carcinoma (adenosquamous carcinoma) contains a mixture of 

squamous and glandular cells. Carcinoid tumour arising from the argyphil cells of the 

endocervical epithelium also occurs. Direct extension of metastatic tumour may occur 

arising from the endometrium, rectum or bladder. Lymphatic or vascular metastases 

into the cervix are rare but may arise form ovarian or endometrial carcinomas. Other 

forms of malignancies may be encountered in the cervix but quite rarely. Our patient 

had well-differentiated squamous celJ carcinoma of the cervix. 
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inoma of th c rvt is based on clinical evaluation apart from 

d laL wh e histological diagno i i needed for the climensions. The 

uld be preferably done under general anaesthe ia and hould not be altered 

uent findin 12 

of cervical cancer 12 

_e features 

0 carcinoma in situ, CIN 3 

I cervical carcinoma confined to the cervix 

I a micro copic lesion· measured stromal invasion with a maximum depth 

ofSmm and a horizontal extension not more than 7mm 

I a 1 stromal invasion~ 3mm, horizontal spread~ 7mm 

I a 2 stromal invasion 3 - Smm, horizontal spread S 7mm 

I b preclinical lesions greater than la2 or visible lesions confined to the 

Ibi 

I b 2 

II 

II a 

llb 

m 
rna 

fib 

IV 

cemx 

clinical lesions :5 4cm 

clinical lesions > 4cm 

extension beyond cervix but not of the pelvic sidewall or the lower 

third of vagina 

involvement ofthe upper two thirds of the vagina 

parametrial extension but not reaching the pelvic sidewall 

extension to the pelvic sidewall or lower third of vagina 

extension to the lower third of vagina without extension to the pelvic 

side wall 

extension to the pelvic side waH and I or causes hydronephosis or non­

functioning kidney 

extension beyond the true pelvis or involvement of the bladder mucosa 

and /or rectum. 

IV a adjacent organs involvement· bladder, rectum 

IV b distant metastasis 

Carcinoma of the cervix spreads predominantly by either direct invasion or lymphatic 

permeation. As the disease advances direct involvement of bone within the pelvis is 
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common. Blood stream metastasis also occurs usually with the poorly differentiated 

tumours. The most common sites are the lungs bone and liver. 

Grossly the tumour may be exophytic, endophytitic or barrel shaped (the tumour 

expands the endocervix in the shape of a barrel). The larger the tumour mass, the 

higher the chance of spread. Only 5% of lesions involving less than 20% of the cervix 

have histological evidence of parametrial disease compared to 48% of tumours 

invading more than 80% of the cervix. 13 Large tumour volume, parametrium 

involvement and lymph node metastases are associated with a worse prognosis. 1•14 

The patient discussed had no evidence of node metastases or parametrial 

involvement. Her tumour mass was minimal with no fungating tumour. 

Stage Ia disease is usually asymptomatic; symptoms develop as the disease advance. 

The cervix may enlarge get irregular and firm and eventually become fixed. 

Exophytic growths appear friable, cauli-flower like and bleeds easily. Infiltrative 

cancer may present with ulceration. The commonest presentation of invasive cervical 

cancer is abnormal vaginal bleeding. This may constitute blood stained leucorrhoea 

discharge scanty spotting or frank bleeding. The bleeding may be inter-menstrual 

bleeding or post coital. Vaginal discharge usually sanguineous or purulent, odorous 

and non-pruritic is common. Pelvic pain usually unilateral radiating to the hip or thigh 

indicates advanced disease. Urine and I or faecal incontinence may also occur with 

advanced disease. In the late stages of the disease, weight loss, weakness and anaemia 

are common. 

The physical examination should include careful examination of the supraclavicular 

and inguinal lymph nodes and palpation of the abdomen for enlarged organs. 

Speculum examination should be done before the digital examination. In case of an 

obvious lesion, a deep punch biopsy should be done. In less obvious cases 

colposcopic directed biopsy or a cone biopsy should be done. The patient discussed 

was done a colposcopic directed biopsy and this revealed invasive carcinoma. 

Examination under anaesthesia should be done for effective evaluation of the 

parametria. If there is suspicion of rectal spread protoscopy and symoidoscopy is 

done. When the disease appears to have spread locally, cystoscopy is indicated. Our 
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patient had early disease, examination under anaesthesia was done but protoscopy and 

cytoscopy were not done. 

CT scanning and abdominopelvic ultra sound can be used to estimate the size and 

extent of the primary tumour and to detect nodal disease. The magnetic resonance 

imaging gives reliable information on tumour volume and extent of uterine and 

parametrial involvement. The findings of these investigations do not alter the FIGO 

staging of the rusease. 1 Intravenous urography may reveal terminal ureteral 

obstruction in advanced disease. A chest X-ray is indicated to rule out lung metastases 

and pleural effusion. 

The management of the cervical cancer involves treating both the primary lesion and 

the potential sites of metastases. The options of treatment include surgery, 

radiotherapy, chemotherapy or a combination of two or more of these. In women 

selected for surgery, adjuvant radiotherapy should be avoided if possible due to 

increased risks of complications. The choice of treatment depends on the stage of the 

disease, age of the women and the general condition. The treatment goal is either 

curative or palliative depending on the stage of the disease. 

In stage Ial , the risk of lymph node spread is less than 1%.14
'
1s The diagnosis is 

usually made on cone biopsy or large loop excision of the transformation zone 

(LLETZ). If the excision margins are clear of the disease no further treatment is 

necessary. If the excision margins are involved, a further LLETZ may be perfonned. 

A simple hysterectomy may be offered for women who have completed their family. 

In stage Ia2 the risk of lymph node metastases is approximately 5%. 14 A simple 

hysterectomy is appropriate. In carefully selected women who desire more children, a 

LLETZ or cone biopsy may be suitable. Some authorities recommended modified 

rarucal hysterectomy and pelvic lymphadectomy. 16 For women desiring fertility 

preservation a cone biopsy with extra peritoneal or laparoscopic pelvic 

lymphadectomy or radical trachelectomy with reanastomosis of the vagina and uterine 

isthmus, with pelvic lympadectomy may be done. Intra cavitory plus external beam 

radiotherapy is offered for women who are unfit for surgery. 11 
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Stage lb and a cervical disease is the ideal stage for radical hysterectomy and pelvic 

lymphadectomy. Primary radiotherapy can be used with similar cure rates as tne 

surgery but surgery has the advantage of possible ovarian conservation and 

preservation of sexual function. 18 Our patient had stage Ib disease and radical 

hysterectomy and pelvic lymphadectomy was done. 

Cervical cancer stage Ilb to IVa is considered advanced disease. Radical external 

beam radiotherapy with concurrent chemotherapy (cisplatin) plus brachytherapy is the 

treatment of choice. 19 cisplatin is used as a radio sensitiser. It is associated with 

reduced disease progression and a longer period of remission. 2° Cisplatin has been 

used with 5 - fluorouracil in combination, but the combination is tolerated less. In 

stage IV b, there is no standard treatment and palliation is the goal. Optimal pain 

control is necessary. Anaemia should be corrected and nutrition improved. Palliative 

doses of radiotherapy may be given for bleeding control when bleeding is a major 

issue. Infections should be treated promptly. 

Management of recurrent cervical cancer depends on the mode of primary therapy 

type of recurrence and the woman' s fitness. In local pelvic recurrence following 

primary treatment with radiotherapy exenterative pelvic surgery may be suitable. In 

carefully selected women the exenterative surgery could give a 5-year survival of 40-

60%. Recurrence after surgery is best treated with radiotherapy with or without 

platinum based chemotherapy. 22 Radical hysterectomy and exenterative surgery 

involving partial resection of the bowe~ bladder, and or ureter may be performed in 

carefully selected women with persistent disease following primary radiotherapy.23 

As part of preoperative care blood should be cross matched and made available. 

Rigorous gut preparation is not necessary but a mild laxative and a small enema 

avoids the filing of the pelvis with distended loops of bowel during the operation. 

This also helps to make the patients first few postoperative days more comfortable. A 

single doe of broad-spectrum antibiotic given prophylactically reduces the risk of 

infection complications. Low molecular weight heparin should be given 8 - 24 hours 

prior to surgery for high-risk patients. 
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Immediate complications of surgery include haemorrhage and damage to the urinary 

or intestinal tract. One of the most serious complications is pulmonary embolism. 

Ureteric and bladder fi tulae follow 1 - 2% of Wertheim hysterectomie.1 Atonic 

bladder with loss of bladder sensation can also occur but usually resolves 

spontaneously Complications of radiotherapy include diarrhoea and less commonly 

acute urinary symptoms. Late complications may include sub acute obstruction 

diarrhoea secondary to radiation colitis and haematuria due to radiation cystitis. A 

Vesicovaginal fistula occasionally occurs. 

In patients with massive bleeding, bed rest vaginal packing and use of styptic 

solutions and tranexarnic acid may be helpful in arresting the haemorrhage. 

Continuing follow up for treated patients is important to evaluate the results, provide 

reassurance and to give symptomatic relief to those whose treatment has failed . 

Suggested follow up should be 3 monthly for 3 years, 6 monthly for 2 years and 

annual visits thereafter. 1 

The long natural history of the cervical cancer and the relative accessibility of the 

cervix and the advent of exfoliative cell cytology have enabled a strategy for 

prevention of invasive disease. This is done by detection and treatment of preinvasive 

disease. The papanicoalauo technique has been used extensively and significantly 

reduces death form cervical cancer where population coverage exceeds 80%. In 

England the incidence of cervical cancer feJI from 4467 new cases in 1985 to 2900 in 

1995.24 Improvement of cervical screening is now the subject of intense interest, 

including liquid based cytology and HPV testing. The liquid based cytology appears 

to result in fewer inadequate smears and may increase sensitivity. More effo.rt should 

be put in educating women about the risk factors and the need for screening. 
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The patient presented with complains of abdominal pains for two days. The pain was 

of sudden onset. Initially in the left iliac fossae but later became generalised. She had 

associated nausea and vomiting. She had no vaginal bleeding or discharge. She was 

passing urine normally. 

Past obstetric history 

She attained menarche at 15 years of age. Her last normal period was on 25.4.04 

giving her an amenorrhoea of 8 weeks. Her cycle was 29 - 30 days and the flow was 

3 - 4 days. She had no dysmenorrhoea and the flow was normal. She bad never used 

any fonn of contraception. She was para 2+0. Her first delivery was in 1994, which 

was normal, and the baby was alive and well. Her second delivery was in 1998 to a 

premature infant who succumbed soon after birth. She had normal a puerperium. 

Since then she had been trying to conceive unsuccessfully. She had not been treated 

for a sexually transmitted infection. 

Past medical history 

She had a tuboplasty done in 2003 for secondary infertility. She had no known 

chronic illness. 

Family and social history 

She was a housewife living with her husband in Huruma. She ctid not drink alcohol or 

smoke cigarettes. There was no history of chronic iJiness in her family. 
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Physical examination 

She was in fair general condition, moderately pale and afebrile. The vital signs were; 

blood pressure 110/70 mgHg, pulse rate 98/min respiratory rate 22/min and 

temperature 36.5°c. 

The cardiovascular, respiratory and the central nervous systems were within normal. 

Abdominal examination 

The abdomen was moving with respiration. There was no obvious distension. On 

palpation she had marked tenderness in the suprapubic region and both flanks. There 

was rebound tenderness and guarding. Paracentesis was done and yielded non-clotting 

blood. 

Vagjnal examination 

The external genitalia was normal the cervix was long, soft posterior and closed. Both 

adnexae and pouch of Douglas were tender and full. The uterus was bulky. There was 

no blood on examining finger. 

Diagnosis 

A diagnosis of ruptured ectopic pregnancy was made and the patient was planned for 

emergency laporatomy. 

Management 

Blood samples for grouping and cross matching and packed cell volume (PCV) 

estimation were taken. An intravenous infusion with normal saline was commenced. 

The patient was explained to her condition and the need for emergency laparotomy. 

She signed the consent. Shaving of the pubic region was done and she was 

premeditated with atropine sulphate 0.6mg intra muscularly. 

Operation procedure 

In Theatre under general anaesthesia in semilithotomy position vulvovaginal toilet 

was done and aseptically catheterised, clear urine was drained. 

In supire position the abdomen was cleaned with antiseptic and draped. A sub 

umbilical midline incision was used to open the abdomen. Moderate adhesions of the 
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penitoneum and omentum were encountered and released. A baemoperitoneum of 

about l OOOmls and clots were found and evacuated. There was a ruptured gestation 

sac, in the ampullary region of the left fallopian tube that was actively bleeding. A left 

partial salpingectomy was done. Both ovaries were found to be grossly normal. The 

right fallopian tube was buried in adhesions, which were partly released. The 

abdominal cavity was cleaned with normal saline. The abdomen was repaired after 

correct instruments and swabs count. The anaesthesia was reversed successfully. 

Post operative care 

The patient was put on prophylactic antibiotics crystalline penicillin 2 megaunits, 6 

hourly and gentamycin 80mg 8 hourly for 48 hours. Pain relief was by pethidine 

given intramuscular 1 OOmg 6 hourly for 24 hours. Intravenous fluids were maintained 

for 24 hours, alternating normal saline with 5% dextrose. She recovered well. The 

check haemoglobin on day 3 post operatively was 8mgldl she was discharged on the 

fourth postoperative day for removal of stitches on the 7th post operative day. She was 

to come again for review in the gynaecology outpatient clinic after two weeks. She 

was discharged on oral antibiotics and haematinics. 

Follow up 

She came to the clinic after two weeks. She raised no complains. The wound had 

healed well. She was to continue follow up in the infertility clinic. 
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The patient presented had a ruptured ampullary ectopic gestation and a partial 

salpingectomy was done with good results. 

229 

Ectopic pregnancy is derived from the Greek word ektopos, meaning out of place and 

it refers to the implantation of a fertilized egg in a location outside of the uterine 

cavity including the fa11opian tubes, cervix, ovary cornual region of the uterus, and 

the abdominal cavity. As the abnormally implanted fertilized egg enlarges, it creates 

the potential for organ rupture because only the uterine cavity is designed to expand 

and accommodate foetal development 

Since 1970, the frequency of ectopic pregnancy has increased 6-fold in the united 

states and it now occurs in 2% of all pregnancies. 1 In Kenyatta National Hospital, 

Miyoro found an average of 4.4 patients per week while Okumu and Sinei had found 

2 patients per week. 2' 
3 

Multiple factors contribute to the relative risk of ectopic pregnancy. Pelvic 

inflammatory disease (PID) has been associated with increased rate of ectopic 

pregnancy. The incidence of tubal damage increases after successive episodes ofPID 

(13% after 1 episode, 35% after 2 episodes, 75% after 3 episodes).4 In KNH it was 

reported that 42-69% of patients had adhesions suggestive ofPID.3 The patient 

presented had adhesions. With prior ectopic pregnancy, there is 7-13 fold increase in 

the likelihood of another ectopic pregnancy. 5 Prior tubal surgery increases the risk of 

ectopic pregnancy depending on the degree of damage and the extent of anatomic 

alteration. Conception after previous tubal ligation increases a women' s risk of 

developing ectopic pregnancies.6 The risk of ectopic pregnancy dramatically increases 

with ovulation induction and use of assisted reproductive techniques to conceive, such 

as in vitro fertilization (IVF) or gamete intrafallopian transfer (GWT). 7•
8 Conceiving 

with an IUD in place increases the risk of ectopic pregnancy 7 times. 9 Our patient 

had previous tubal surgery but had not used any assisted reproductive techniques. 

The highest rate of ectopic pregnancy occurs in women aged 35-44 years. But in 

KNH 72% were 20-30 years old. 3 The patient discussed was 30 years old. Cigarette 

smoking has been shown to be a risk factor for developing an ectopic pregnancy. A 

dose-response effect has been suggested. 15 The patient discussed did not smoke. 
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Most ectopic pregnancies are located in the fallopian .The commonest being the 

ampullary portion of the tube (over 80%) followed by the isthmic segment of the tube 

12%), the fimbria (5%), and the cornual and interstitial region of the tube (2% . on 

tubal sites of ectopic pregnancy are a rare occurrence, with abdominal pregnancies 

accounting for 1.4% of ectopic pregnancies and ovarian and cervical sites accounting 

for 0.2% eacb.16Here in Kenya Mwathe reported 34.7% to be ampullary,l9.5% 

istbmal 14.8% fimbria! and 9.6 comeal.10The patient presented bad an ampullary 

ectopic gestation. 

The classic clinical triad of ectopic pregnancy is pain, amenorrhea, and vaginal 

bleeding. Unfortunately, only 50% of patients present typically. Patients may present 

with other symptoms common to early pregnancy including nausea, breast fullness 

fatigue, low abdominal pain, heavy cramping, shoulder pain, and recent dyspareunia. 

Clinicians should have a high index of suspicion for ectopic pregnancy in any woman 

who presents with these symptoms and who presents with physical fmdings of pelvic 

tenderness enlarged uterus, adnexal mass, or tenderness. Only 40-50% of patients 

with an ectopic pregnancy present with vaginal bleeding, 50% have a palpable 

adnexal mass, and 75% may have abdominal tenderness. Our patient had abdominal 

tenderness nausea and vomiting but no vaginal bleeding. 

Differential diagnosis include appendicitis, salpingitis, ruptured corpus luteum cyst or 

ovarian follicle, spontaneous abortion or threatened abortion, ovarian torsion and 

urinary tract disease. Intrauterine pregnancies with other abdominal or pelvic 

problems such as degenerating fibroids must also be excluded. Patients with ruptured 

gestation sac with intra peritoneal haemorrhage may present with features of acute 

abdomen and/or shock. The patient discussed had features of acute abdomen and was 

moderately pale but was not in shock. 

Any female patient in the reproductive years presenting with abdominal pain 

cramping, or vaginal bleeding should be screened for pregnancy. Serial serum j3hCG 

and progesterone level may be used in differentiating abnormal gestations from 

healthy intrauterine pregnancies.11Ultrasonography (US) is an important tool in 

diagnosing an extrauterine pregnancy and is able to demonstrate free fluid in the cul­

de-sac.11Laparoscopy allows assessment of the pelvic structures, size and exact 

location of ectopic pregnancy, presence of hoemoperitoneum and presence of other 

conditions. In a patient with a ruptured gestation paracentecis may yield non-clotting 
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blood. In such a case other investigations need not be done. Immediate surgery is 

indicated when the ectopic gestation has ruptured and there is haemorrhage. This was 

the case with our patient. The patient should be stabilized haemodynamically with 

intravenous fluids and transfused with whole blood if indicated. Our patient was 

stabilized with fluids but did not require transfusion. 

Within the last 2 decades, a more conservative surgical approach to unruptured 

ectopic pregnancy using minimally invasive surgery has been advocated to preserve 

tubal function. Laparoscopy has become the recommended approach in most cases. In 

our set up laparoscopy is not routinely used due to delay in diagnosis since most 

patients present with an already ruptured gestation. 

Linear salpingostomy along the antimesenteric border to remove the products of 

conception is the procedure of choice for unruptured ectopic pregnancies in the 

ampullary portion of the tube. Some ampullary pregnancies can be teased out and 

expressed through the fimbria! end (milking of the tube) by using digital expression, 

suction, or aqua-dissection. In some cases such as isthmic pregnancies, resection of 

the tubal segment containing the gestation or a total salpingectomy is preferred over 

salpingostomy. In a patient who bas completed childbearing and no longer desires 

fertility, in a patient with a history of an ectopic pregnancy in the same tube or in a 

patient with severely damaged tubes, total salpingectomy is the procedure of choice. 

Our patient was done partial salpingectomy since the gestation was ruptured and the 

tube was badly damaged. 

Postoperatively, proper pain control and haemodynamic stability are important 

considerations. Patients who are Rh negative should receive Rh immune globulin. 

Medical therapy involving methotrexate may be indicated in patients with unruptured 

gestation not exceeding 3.5 em. They must be reliable compliant, and able to return 

for follow-up .. 13 Expectant management may be done in patients who are 

asymptomatic have objective evidence of resolution, such as declining ~ bCG levels. 

They must be fully compliant and must be willing to accept the potential risks of tubal 

rupture. 

Ectopic pregnancy can lead to massive haemorrhage infertility or death. In Kenya it 

was reported to be the 6th commonest cause of overall maternal mortality.14 FM did 

well after the surgery and did not develop any complications. 



232 

References 

1 Centre for Disease Control and Prevention: Ectopic pregnancy-United States, 

1990-1992. JAMA 1995 Feb 15; 273(7): 533 . 

2 Miyoro: Risk factors and Patterns of Ectopic pregnancy at Kenyatta ational 

Hospital. Mmed Thesis UON 2002. 

3 Sinei SK, Okumu CV Ectopic pregnancy at KNH J obstet gynaec east Cent 

Afric6(1);91987 

4 Westrom L, Bengtsson LP, Mardh P A: Incidence trends and risks of ectopic 

pregnancy in a population of women. Br Med J (C1in Res Ed) 1981 Jan 3; 

282(6257): 15-8 

5 Ankum WM, Mol BW, VanderVeen F, Bossuyt PM: Risk factors for ectopic 

pregnancy: a meta-analysis. Fertil Steril 1996 Jun; 65(6): 1093-9 

6 DeStefano F, Peterson HB, Layde PM, Rubin GL: Risk of ectopic pregnancy 

following tubal sterilization. Obstet Gynecol 1982 Sep· 60(3): 326-30 

7 Fernandez H, Coste J, Job-Spira : Controlled ovarian hyperstimulation as a 

risk factor for ectopic pregnancy. Obstet Gynecol 1991 Oct· 78( 4): 656-9 

8 Dor J, Seidman DS Levran D, et al: The incidence of combined intrauterine 

and extrauterine pregnancy after in vitro fertilization and embryo transfer. 

Fertil Steril 1991 Apr; 55(4): 833-4 

9 Vessey 'MP, Johnson B, Doll Ret al Outcome of pregnancy in women using 

an intrauterine device. Lancet 1 (7856): 495-498 

10 Mwathe EG Pattern of ectopic pregnancy at KNH Mmed thesis university of 

airobi 1994 

11 Stovall TG, Ling FW, Carson SA, Buster JE: Serum progesterone and uterine 

curettage in differential diagnosis of ectopic pregnancy. Fertil Steril 1992 Feb; 

57 2): 456-7 

12 Emerson DS Cartier MS, Altieri LA, et al: Diagnostic efficacy of endovaginal 

colour Doppler flow imaging in an ectopic pregnancy screening program. 

Radiology 1992 May; 183{2): 413-20 

13 Stovall TG, Ling FW: Single-dose methotrexate: an expanded clinical trial. 

Am J Obstet Gynecol 1993 Jun· 168 6 Pt 1): 1759-62· discussion 1762-5 



233 

14 Makokha A E, Kirumbi L W Sekadde Kigondu C tcholas D J,Causes and 

prevention of maternal mortality in Kenya. A report, 1994 Funded by US AID; 

FHI 

15 Saraiya M, Berg CJ, Kendrick JS: Cigarette smoking as a risk factor for 

ectopic pregnancy. Am J Obstet Gynecol 1998 Mar; 178(3): 493-

16 Vinken , Ellen W· Ectopic Pregnancy: prill2, 2004 www. E medicine 



Gynaecology Case 10 

LO T IUCD - RETRIEVAL 

ame 

Ip o. 

Parity 

HW 

0943029 

_+{) 

Presenting complaint 

Age 

D.O.A 

D.O.D 

22 

20-6-04 

20-6-04 

The patient presented herself to the casualty with complains of failure to locate the 

intra uterine contraceptive device (IUCD) strings for 9 months. 

History of presenting complaint 
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She bad the device inserted 2 years prior to her presentation, at a family planning 

clinic. She never went back to follow up. She had been taught how to examine herself 

vaginally for the strings. She failed to locate the strings after some time but did not 

seek attention immediately. She reported having been treated for vaginal discharge a 

month prior to her presentation and this had caused her anxiety prompting her to seek 

further help. At presentation she had no other complain. 

Obstetric I gynaecology history 

She bad attained menarche at 15yrs. Her menstrual cycle was regular coming every 28 

days. The flow lasted 3 - 4 days and was normal in volume. She had used Depo­

Provera for contraception for 2 years during which period she had irregular menses. 

Her first pregnancy was in 1999 and delivered a male infant who is alive and well. 

Her second pregnancy was in 2001 and had a female infant who is alive and well. 

Both were vaginal deliveries. 

Past medical histories 

This was non-contributory 

Family social history 

She was a married lady who was a shopkeeper living with her husband. There was no 

known history of any chronic illness in her family. She did not smoke cigarettes or 

drink aJcohol. 
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Examination 

She was a young lady in good general condition. Her blood pressure was 120170 

mmhg, PR 22/min, PR 84/min, she was a febrile 

Abdominal Examination 

The abdomen was soft non-tender with no organomegally. 

Vaginal examination 

Her external genitalia was nonnal . The cervix was posterior firm, long and closed. 

The rueD strings were not felt. A speculum examination was done and the strings 

could not be visualized. 

Investigations 

An ultrasound of the pelvis was done. It revealed a normal uterus with the IUeD in 

situ. The adnexae and pouch ofDouglas were normal. 

Hb- 12.4 g/dl Wbc- 8.2 x 109/1 Platelets- adequate 

Urea, electrolytes and creatinine were within the normal range. 

The findings of the ultra sound and the option of removal under general anaesthesia 

(GA) were explained to the patient.. An informed written consent was obtained. She 

was scheduled for removal of the rueD under general anaesthesia as a day case. HW 

was counselled on contraception prior to the ICUD removal. She opted to use 

injection Depo-Provera. 

Operation details 

In theatre the patient was put under GA In lithotomy position vulval vaginal toilet 

was done. She was catheterised and clear urine was drained. 

An auvard speculum was used to expose the cervix. An antiseptic was used to clean 

the cervix. With a teneculum grasping the anterior lip, the cervix was stabilised. 

Hegars dilators were used to dilate up to size 8. After dilation a small curette was 

inserted into the uterine cavity and carefully rotated. The lUCD was felt when the 

curette was withdrawn, the IUCD was recovered. The strings were noted to be short 

and had been hidden in the uterine cavity. 
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Discu ion 

The patient presented had the IUCD inserted in a family planning clinic more than 

two years ago. She never went back for examination even after she noticed the IUCD 

strings could not be felt in the vagina. 

The intrauterine contraceptive device (IUCD) is made of plastic, metal or a 

combination of both materials. It is an effective long acting method of contraception, 

introduced into the uterine cavity through the cervical canal. The mechanism of action 

is not well established, but several mechanisms have been suggested. It is thought to 

exert a local inflammatory reaction within the endometrial cavity interfering with 

viability of both sperms and eggs. This environment is also hostile to any fertilised 

ovum, thus inhibiting implantation. 1 

The method is convenient since it is free of daily or coitally related activities. Fertility 

is restored almost immediately after removal. Some IUCD devices are coated with 

progesterone, which is released slowly. These are especially useful in women with 

menorrhagia The blood loss during menses is significantly reduced. 2 Our patient did 

not have menorrhagia the IUCD she had did not contain any progesterone. 

It is best to insert the device when the woman is having menses. At this time the 

cervical canal is open and there is less likelihood of pregnancy. Any resulting uterine 

cramps will be less noticeable. Insertion can be done in the immediate normal 

puerperium without any added risk of infection, pain or bleeding.3 The threads extend 

through the cervix and the patient should be taught to feel for them. Though H W was 

taught how to examine herself when she noticed the strings were missing she did not 

seek medical help until much Later. 

Failure to locate the threads may mean spontaneous expulsion, breaking or retraction 

of threads into the cervical canaL or uterine cavity an intrauterine pregnancy or partial 

or full perforation of the uterus bas occurred. The patient should be examined using a 

speculum to ascertain if the threads are present. On examination of our patient the 

threads were missing. 
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It is important to confirm if the IUCD is in the body or not. An ultrasound 

examination is important in localising the IUCD in the uterine cavity or in the 

peritoneal cavity. In our patient the IUCD was in the uterine cavity. An x-ray 

examination after introducing a marker IUCD to locate the uterine cavity can also be 

used. The hysteroscope can be used to visualise the IUCD in the uterine cavity and the 

device can be retrieved at the same sitting. 4 For our patient ultra sound examination 

confirmed the IUCD to be in the uterine cavity. 

IUCD use has been associated with pelvic inflammatory disease (PID) over the years. 

Recent studies suggest that risk after infection has to do with contamination during 

insertion. Without other risks of PID, the IUCD does not pose increased risk 3 - 4 

months after insertion. s The patient presented had a vaginal discharge 2 years after the 

insertion. This is likely to be incidental but it caused her anxiety provoking her to 

seek medical intervention. However in patients with current pelvic infection an IUCD 

should not be inserted. 

Common reasons for removal ofiUCD include desire for pregnancy, menorrhagia and 

dysmenorrhoea. Acute infection and displacement of the device are other reasons. 

The IUCD is removed by steady traction on the strings. If the strings snap, a pair of 

artery forceps may be used successfuJly. Removal of difficult IUCD with no strings 

can be achieved under general anaesthesia. The patient presented had the IUCD in the 

uterine cavity but no strings banging out. Removal was done under general 

anaesthesia by dilation and curettage. For devices in the peritoneal cavity after 

perforation, removal can be done by laparotomy or laparoscopically. Patients who are 

removed the IUCD when not yet ready for a pregnancy need to be counselled on other 

contraception method. Our patient opted for depo provera. 
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K presented with a 3 months history of progressive abdominal swelling. 

History Of Presenting Dlness 
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The patient was well until she noticed the abdominal swelling. It progressively 

increased in size. Initially it was painless but later there was left sided abdominal pain. 

Her bowel and urinary habits remained normal. She did not have associated per 

vaginal discharge. 

Obstetric and gynaecology 

Had not yet attained menarche and she was a nulliparous. 

Family And Social History 

A standard 8 pupil, living with her parents in Nairobi. She was the second born in a 

family of 3 siblings and the others were alive and well. There was no known chronic 

illness in the family. She did not smoke cigarettes or take alcohol. 

Examination 

She was a young girl in good general condition. The vital signs were: BP- 100/60 PR 

- SO/minute 

RR - 22/ minute and a temperature of 36.6° C 

Breasts were noted to be at Tanner stage 2 

The respiratory, cardiovascular and central nervous systems were normal. 

AbdominaJ Examination 

An obvious asymmetrical distension was noted. The mass was in the suprapubic 



region extending more to the left iliac fossa. [twas firm, non-tender, mobile and 

arising from the pelvis. It corresponded to 20 weeks of gestation. 

A pelvic examination was not done since the hymen was intact. 

Investigation 

240 

Abdominal ultrasound revealed normal abdominal structures. The pelvic ultrasound 

showed a large bilateral multiseptated tubo-<>varian cystic mass 15 em in diameter 

Hb- 12.7 g/dl Urea and Electrolytes- normal 

Liver Function Tests - normal 

Management 

The diagnosis was explained to the patient and her parents. They were informed of the 

need for an operation. Informed consent was obtained from the father since the patient 

was a minor. She was then scheduled for laparotomy. She was starved from midnight 

the night before the operation. In the morning she was pre-medicated with atropine 

0.6 mg intramuscularly half-hour before theatre. 

Operation 

In theatre she was put under general anaesthesia. She was aseptically catheterised 

after vulvovaginal toilet was done. The abdomen was cleaned with an antiseptic and 

draped. The abdomen was opened via a sub-umbilical midline incision. 

A large left ovarian cyst with solid cysts elements about 15 em in diameter was found. 

The left tube was matted to the cystic ovary. The cyst was removed whole without 

puncturing it together with the ovary and the left tube. Grossly it appeared like a 

dermoid cyst. It was sent for histo-pathological examination. 

The right ovary and tube and the uterus were grossly normal. Peritoneal lavage with 

warm normal saline was done. The abdomen was repaired in layers. 

She did well post operatively and was discharged on the 4th postoperative day. 

Histology showed features of a mature benign cystic teratoma. It had numerous 

glands lined with gastric type epithelium, fibroblasts and cartilaginous tissue. 

Follow up 

She was seen in the gynaecology clinic after 2 weeks. She had healed well with no 

complains. The histology results were explained to the mother and the child. They 

were reassured concerning the future fertility. She was discharged from the clinic. 
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Discussion 

A K was a 12-year-old pre pubertal girl who presented with an abdominal swelling. 

She was found to have a benign ovarian cyst and a unilateral salpingo-ophorectomy 

was done. 

Benign ovanan cysts are commo~ frequently asymptomatic and most resolve 

spontaneously. About 90% of ovarian tumours are benign but this varies with the 

age.1 The ovarian tumours are either physiological or pathological arising from any 

tissue within the ovary. They may fall into any of these classes· physiological germ 

cell, epithelial, sex cord stromal or metastatic. 

Physiological cysts are larger versions of the cysts that form on the ovary during the 

normal ovarian cycle. They commonly occur in young women. They are of two types, 

the follicular and the luteal cysts. Germ cell tumours are common in women under 30 

years of age with 2 - 3 % being malignant, but in women under 20 years the 

proportion may rise to a third . They arise from totipotent cells and can therefore 

contain elements from all the three germ layers. The patient discussed had a germ cell 

cyst. It contained gastric type epithelium, fibro-fatty and cartilaginous elements. She 

bad a dermoid cyst (mature cystic teratoma), which is the commonest benign germ 

cell tumour. 

Epithelial tumours form majority of ovarian neoplasia, both benign and malignant 

They may be mucinous, serous, endometroid brenner or clear cell (mesonepbroid) 

tumours. Sex cord stromal tumours often produce hormones that can lead to post 

menopausal bleeding in older women and sexual precocity in pre-pubertal girls. The 

hormones could also cause glandular hyperplasia or occasionally carcinoma of 

endometrium. 2 Metastatic tumours of the ovary accounts for as many as 25% of all 

ovarian malignancies. Most simple cysts resolve spontaneously if observed for a 

period of six of months. 3 

Most benign ovarian tumours are asymptomatic and are found incidentally when 

investigating for a different problem. However patients may present with acute pain 

following torsio~ rupture haemorrhage or infection. Other symptoms may be 

abdominal swelling and chronic low abdominal pain, usually noted when the tumour 
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as masstve. Hormonal effects may be noted in bonnone producing tumours. 

Gastrointestinal or urinary symptoms may result from pressure effects. Rarely oedema 

of tbe legs, varicose veins and haemorrhoids may result. Our patient noted a growing 

abdominal mass but did not seek medical attention until there was pain, probably due 

to pressure. 

Investigations required depend on the circumstances of presentation. Acute symptoms 

often require emergency surgery but asymptotic patients or those with chronic 

problems need more detailed assessment. 

Ultrasound examination has reasonable sensitivity and specificity in demonstrating 

ovarian masses. Solid masses are more likely to be malignant than the cystic ones. In 

our patient ultrasound showed a cystic mass 15cm in diameter. Some have done 

ultrasound guided ovarian cyst aspiration for cytology. The technique bas up to 71% 

false negative rate and 2% false positive rate for diagnosis of malignancy. Some risk 

of malignant cell dissemination exists and it is not recommended as a diagnostic tool. 4 

chest x-ray is done to detect metastatic disease and pleural effusion. A plain 

abdominal x-ray may show calcification in case of a teratoma. An intravenous 

urogram may be done for huge masses likely to distort the anatomy of the ureters. Ca 

124 measurements are used in various malignancy risk indices but the predictive 

value is rather unsatisfactory. 1 f3 hCG concentration may be measured to exclude 

ectopic pregnancy. Trophoblastic tumours and some germ cell tumours secrete f3hCG. 

Other hormones secreted by different ovarian neoplasm include oestrogen, androgen 

and ex.- fetoproteins. 

Management depends on severity of the symptoms, malignancy risk and the desire for 

children. Simple cysts in young women less than 40 yrs of age are likely to be benign. 

Cysts 3cm in diameter or Jess are likely to be functional. Those 3- 8 em in diameter 

need folJow up for 3 - 6 months. For bigger cysts laparoscopy or laparotomy is 

indicated. The patient discussed had a cyst larger than 8 em and laparotomy was done. 

Older women especially those above 50 yrs are more likely to have a malignancy. 

Some suggest that simple echo-free unilateral cysts without solid parts or papillary 

formation and less than 8 em in diameter are likely to be benign and may be safely 
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managed conservatively with 3 - 6 monthly ultrasound and Ca 125 estimation5 

However some authors feel that all primary ovarian tumours must be removed due to 

potential risk of malignant change. 6 

Patients with severe acute pain or signs of intra-abdominal bleeding need emergency 

laparoscopy or laparotomy. In the pre-pubertal girls, ovarian cysts are uncommon and 

often benign. When they occur the teratoma and follicular cysts are the most common. 

Our patient was pre-pubertal and had a teratoma. 

For patients who need surgery it is prudent to do a bimannual examination under 

anaesthesia to confirm the presence of the mass. If the disease seems benign 

conservation of the maximum ovarian tissue is done in the young girl. Unilateral 

salpingo-ophorectomy is the treatment of choice for women under 40 yrs with benign 

disease. It is essential to explore the whole abdomen thoroughly and to inspect both 

ovaries to ensure no other pathology exists. Our patient was a young girl it was not 

possible to conserve any ovarian tissue of the affected side, a unilateral salpingo­

ophorectomy was done. Her other ovary was noted to be normal. 
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Gynaecology Case 12 

VESICO- V G AL FISTULA· S CCE FUL REPAIR 

arne 

Age 
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18 

1+0 

Presenting Complains 

f. P. o. 

DOA 

DOD 

09772375 

28.7.04 

05.8.04 
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M M presented to the gynaecology outpatient clinic as a referral form Mwingi District 

Hospital with leakage of urine for 4 months. 

History of presenting illness 

The patient developed the leakage or urine following a difficult vacuum delivery. She 

bad been in labour for 2 days before presenting herself to the district hospital. The 

outcome of the delivery was a fresh stillbirth male infant weighing 3500gms. The 

urine leakage started soon after the delivery no catheter was inserted at that time. She 

did not have associated stool leakage or difficulty in walking. She was then 

discharged home and did not go back for follow up till 3 months later when she noted 

the problem was not improving. 

Obstetric and gynaecological history 

She was a Para 1 + 0. Her last delivery was in March 2004 as described above. During 

the pregnancy she had not attended antenatal clinic. She attained menarche at 15 

years. Her menstrual cycle was 28 days with a normal flow of3 - 4 days. The cycle 

was regular. She had never used any contraception. 

Past medical hi tory 

This was not significant. 

Family and social history 

She was married and lived in Mwingi with her husband. She had dropped out of 

school in class 6 due to lack of fees. Both ofthem were unemployed. There was no 

known chronic illness in her family. She did not smoke cigarettes or drink alcohol. 
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Physical examination 

She was in stable general condition, not pale or jaundiced. She had no oedema. Her 

vital signs were normal · blood pressure 110/70 mmHg. Pulse rate 80/ rnin, respiratory 

rate 18/min and temperature 36.6°C. She was 160cm tall. 

The central nervous, cardiovascular and respiratory systems were essentially normal. 

Abdominal examination findings were within normal. 

Pelvic examination 

The perineum had excoriations. There was a strong smell of urine. She was wearing a 

piece of cloth that was wet with urine. Speculum examination revealed a vesico 

vaginal fistula, 2 em from the external urethral opening measuring 2 x 1.5cm. The 

fistula was class ll A1i since it was not involving the urethra closing mechanism and 

was not circumferential. 

Management 

She was explained to the nature of her problem and the need for further examination 

under anaesthesia and repair of the fistula 

Investigations done included, 

Haemoglobin- 12.5g/dl Sodium- 142 mmol/1 

Creatinine- 65 J..llilOVl Potassium- 4.5 m.mol/1 

The patient was admitted the day before the surgery. She was given fluid diet and an 

enema in the evening prior to the surgery. She fasted overnight and shaving of the 

pubic hair was done. An informed consent was taken. 30 minutes before being taken 

to theatre atropine 0.6mg intramuscularly was given. 

In theatre she was put under general anaesthesia and placed in lithotomy position. The 

perineum was cleaned and draping done. Examination under anaesthesia was carried 

out. The fistula was noted to be 2 ern was the external urethral meatus, measuring 2 x 

l.5cm. It was not circumferential. A left mediolateral episiotomy was done and an 

auvards speculum inserted into the vagina to expose the vaginal cavity. Jungle juice 

solution of adrenaline and hydrocortisone in normal saline) was infiltrated around the 
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fistula. Circumferential distension was done around the fistula with extension 

bilaterally. The vaginal mucosa was dis ected and the bladder mobilized away. The 

fistula was then closed using vicryl no 2/0 interrupted mattress sutures starting 

laterally proceeding medically. ethylene blue dye was introduced into the bladder 

and no leakage was noted. vaginal pack soaked in iodine was left in the vagina to 

be removed after 24 hours. The foley catheter was left insitu. General anaesthesia was 

reversed successfully and the patient taken back to the ward after she was fully 

awake. 

Postoperative care 

She was given analgesics to relieve pain and advised to take 6- 8 litres of fluids per 

day. The catheter was draining urine and there was no leakage. After 24 hours the 

vaginal pack was removed and no bleeding was noted. On the fifth postoperative day 

she was discharged home to continue with oral fluids and with the catheter insitu. 

She came back for review on the 14lh postoperative day. Dye test done was negative. 

The catheter was removed and she was advised to do pelvic floor exercises. She was 

advised not to have coitus for 3 months. In case of a pregnancy she was to book 

antenatal early and delivery by caesarean section. 
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Discu sion 
M M was an 18-year-old woman who presented wrth leakage of urine for 3 months. 
She was found to have vesico-vaginal fistula that was successfully repaired. 

A fistula is an abnormal communication between two epithelial surfaces. Vesico­

vaginal fistula (VVF) is an abnormal fistulous tract extending between the bladder 

and the vagina that allows the continuous involuntary discharge of urine into the 

vaginal vault. Typically the fistula involves the bladder, urethra, bladder trigone and 

the anterior cervix. Less frequently, fistulas may occur (1) between the bladder and 

cervix or uterus· (2) between the ureter and vagina, uterus or cervix; and (3) between 

the urethra and vagina. A ureteric injury is identified in association with 10-15% of 

VVFs. (4) between the rectum and the vagina (RVF). 1 

The frequency ofVVF largely is underreported in developing countries. Margolis 

cites an incidence of 3-4 cases per 1000 deliveries in West Africa while Kees reports 

an annual incidence of 100 000 to 150 000 cases of new VVF patients annually in 

Africa. An estimated 1.5 million patients are awaiting surgery.2.3 

In developing countries, the predominant cause ofVVF is obstetric injuries usually 

following prolonged obstructed labour. These account for over 90% of the reported 

fitula. 4 The effect of prolonged impaction of the foetal presenting part in the pelvis is 

one of widespread tissue oedema, hypoxia, necrosis, and sloughing resulting from 

prolonged pressure on the soft tissues of the vagina, bladder base, and urethra. 

umerous factors contribute to the development of VVF in developing countries. 

There are areas where the culture encourages marriage and conception at a young age, 

often before full pelvic growth has been achieved. Chronic malnutrition further limits 

pelvic dimensions increasing the risk of cephalopelvic disproportion and 

malpresentation. A study done in airobi showed the average true conjugate among 

women sustaining fistula to be 9 centimeters. 5 In addition, few women are attended by 

qualified health care professionals or have access to medical facilities during 

childbirth; their obstructed labour may be protracted for days. Other cultural factors 

that increase the likelihood of obstetrical fistulae include outlet obstruction due to 
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female circumcision and Gibiri incisions (anterior vaginal walls incisions).1 M M 

grew up in a poor family and possibly experienced malnutrition as a child. She 

dropped out of school and got married as a teenager. She had a delivery at 18 years of 

age. 

Isolated VVF is the commonest accounting for 85% of obstetric fistula. Combinations 

of VVF and rectovaginal fistula occur in 1 0 - 1 5% of the cases. Isolated R VF is very 

rare except for the case of 4th degree perineal tear. In most cases the baby is born 

already dead (still birth) or dies soon after birth. The patient discussed had an isolated 

VVF. She had a stillbirth. 

Other complications of prolonged obstructed labour include vaginal stricture, stenosis, 

shortening or atresia. Secondary amenorrhoea may follow endometrium trauma or 

Sheehan' s syndrome. Peroneal nerve palsy of the sciatic nerve affecting only the 

efferent motor fibres can occur. Loss of tissue such as the labia minora, posterior 

urethra I bladder or anterior rectum can occur. Systemic complications may include 

poor general health. pressure sores over the sacrum trochanter major, heel and 

scapula. Complex neuropathic bladder dysfunction and urethral sphincteric 

incompetence often result· even if the fistula can be repaired successfully .The levator 

ani and perineal muscles together with their nerves are also at risk. MM did not have 

other complications except the VVF. 

VVF classification according to anatomic or physiologic location. 3 

Type I 

Type IT 

II A­

Aa­

Ab­

llB-

Ba-

not involving the bladder closing mechanism and are usually at least 

5 em away from the external urethral meatus. 

involves the bladder closing mechanism. It includes fistulae that lie 

5 em from the external urethral meatus 

without total urethral involvement 

without circumferen6al defect 

with circumferential defect 

With total urethral involvement 

without circumferential defect 



Bb­

Type ill-

with circumferential defect 

all other forms of fistulae e.g. uretero - vaginal fistula. 

Classification according to the size; 

Small - less than 2 em 

Medium - 2 - 3 em 

Large - 4 - 5 em 

Extensive- over 6 em 

250 

Circumferential involvement means the whole urethral circumference has been 

involved (urethra has been divided into two portions). 

The patient discussed had a medium fistula which was 2 em form the urethral opening 

i.e. involving the bladder closing mechanism but was without circumferential 

involvement. This was class II Aa 

Women in early labour should have proper assessment of the pelvis to avoid 

prolonged labour that leads to fistula and other complications. Any woman noted to 

be having obstructed labour should be relieved within 3 hours. The bladder should 

then have continuous drainage by an indwelling catheter for at least 10 days. Prompt 

relieve of obstruction followed by continuous bladder emptying with high fluid intake 

improve the healing of the devitalised tissues reducing the risk of fistula formation. 

Improvement of child nutrition may reduce the incidence of contracted pelvis thus 

reducing the incidence of obstructed and the sequelae. 

Other less common causes ofVVFs include to inadvertent bladder injury during 

pelvic surgery, pelvic infections tuberculosis, syphilis lymphogranuloma 

venereum), vaginal trauma, pelvic irradiation and vaginal erosion with foreign objects 

(neglected pessary). A congenital urogenital abnormality may exist that includes a 

VVF. 

In general no absolute contraindications exist for the attempted correction of a WF 

in patients who can medically tolerate a surgical procedure. If the fistula is small less 

than 1 em, the fistula has a high spontaneous cure rate with 3-week continuous 

bladder drainage. 6 
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The timing of repair should be dictated by the overall medical condition of the patient 

and the tissue quality surrounding the fistula. While the emotional status of the patient 

should not be underestimated it aJso should not play the dominant role in the decision 

process of when to repair a VVF. Many authorities recommend delaying surgery until 

inflamed and infected tissue has been treated and the infection and inflammation have 

resolved?'7 Some have advocated vaginal oestrogen therapy in the waiting period to 

improve the health of the tissues. Consideration to adjunctive steroid therapy may be 

contemplated.7 By the time MM came to KNH her fistula was 4 months old and 

inflammation had subsided and she was not infected. Repair was done with good 

results. 
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Gynaecology Case 13 

Endometrial Carcinoma Stage 1: Total bdominal y terectomy and BilateraJ 

Salpingo - Opborectomy 

arne F. W. l P. o. 0987330 

Age 65 DOA 13. l0.04 

Parity 0+0 DOD 23 .10.04 

Presenting complaint 

The patient was admitted with complains of postmenopausal bleeding for 1 month. 

History of presenting complaint 

The patient had been admitted in ward l D with per vaginal bleeding for one month. 

The bleeding was mild coming on and off. While ward 1 D a fractional curettage was 

done. Histology showed differentiated adenocarcinoma of the endometrium. She was 

then transferred to ward 1 B for further management. She had no per vagina 

discharge. Her bowel motions and micturition were within normal. She had been 

diagnosed to have diabetes mellitus 6 months prior to the development of these 

complains. The blood sugar was well controlled on diet. She was also known to have 

hypertension for the past 2 years. 

Obstetric and gynaecological history 

She was Para 0 + 0. She had attained menarche at 14 years. Her cycle had been 28 

days with a flow of3- 4 days. She was now 15 years post menopausal. She had never 

used any form of contraception. She had never had a pap smear done. 

Past medical history 

She was a known diabetic for 6 months controlled on diet. She was hypertensive for 2 

years controlled on aldomet and adalat 

Family and social history 

She was widowed for 20 years. She was living with her relatives in Eastleigh. She did 

not smoke cigarettes or take alcohol. Her mother had been hypertensive. 
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Physical e amination 

She was elderly obese lady in good general condition. She was not pale jaundiced or 

cyanosed. She had no oedema or lymphadenopathy. The vital signs were· BP 

130/85rnmhg, PR 84/rnin, RR 70/min, temp 36.6°C. 

Respiratory, cardiovascular and the central nervous system were within normal. 

Abdominal examination 

The abdomen was obese but no obvious distension. It was moving with respiration. 

There were no areas of tenderness. o masses were palpable. 

Pelvic examination 

The external genitalia was atrophic. The vaginal walls and the cervix appeared normal 

grossly. Bimanual examination revealed a bulky mobile non-tender uterus. The 

adrexae and pouch of Douglas were within normal . 

Diagnosis 

A diagnosis of abdominal uterine bleeding secondary to endometrial carcinoma was 

made. 

Investigations 

Haemogram 12.5 gldl K 3.0 mmol/1 

WBC count 8.2 X to9/l a 135 mmoVl 

FBS 5.6 mrnolfl creatinire 90 mmolfl 

Urea 3.0 mmoVl 

Pelvic ultrasound- bulky uterus with an endometrial stripe of 15 mm. The ovaries 

were normal. 

Abdominal ultra sound - normal liver kidney and spleen, no fluid collection 

Chest x-ray normal 

Procedure 

The patient was explained to the nature of her problem and the need for the operation. 

She gave a written consent. Blood was taken for grouping and cross matching and 2 

units of blood were kept ready. The patient was not fasted overnight but her breakfast 

on the morning of the surgery was omitted. She was premeditated with pethidine 
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1 OOmg intramuscularly but atropine was not given. A fasting blood sugar taken that 

morning was 5.8 mmol/1 and the blood pressure was 12s/ smmhg. he was started on a 

5% dextrose infusion and 10 ru of soluble insulin was added. 

[n theatre she was put under general anaesthesia. A vulvovaginal toilet was done and 

catheterisation done. Pelvic examination was done and earlier findings were 

confirmed. The abdomen was cleaned and draped, and opened via a sub umbilical 

midline incision. Intra-operatively the uterus was found to be bulky corresponding to 

12 weeks gestation. Both ovaries were identified and grossly looked normal though 

atrophic. The omentum and gut looked normal. There was no ascites. The liver and 

spleen were normal with no lympbodenopatby noted. Also the rectum and bladder 

were grossly normaL 

A total hysterectomy and bilateral salpingo ophorectomy was done. The specimen 

was taken for histology. The operation took 2 hours. The blood sugar and blood 

pressure remained within the normal range. 

Post operatively the patient did well. The first 24 hours she received soluble insulin 

l 0 IU when the blood sugar rose to 10 mmol/1. By the second day the blood sugar 

settled and she no longer needed insulin. She continued with her antihypertensive 

treatment and the blood pressure was well controlled. The healing was not delayed. 

On the fifth post operative day she was discharged form the hospital. 

Follow up 

She came to the gynaecological outpatient clinic after two weeks. The wound was 

well healed. The histology report had shown well-differentiated adenocarcinoma of 

the endometrial glands that was confined to the endometrium. The patient together 

with her brothers who had come with her was explained to the results. She was to 

come again for follow up in this same clinic. 
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Discussion 

F W presented with postmenopausal bleeding. he was found to have carcinoma of 

the endometrium and total abdominal hysterectomy with bilateral salpingo­

ophorectomy was done. 

Endometrial cancer is the most common gynaecological malignancy affecting women 

in the West. 1 The peak incidence of onset is in the sixth and seventh decades but 2-

5% occur before the age of 40yrs 2
. There is a remarkable geographical and racial 

variation in incidence· it is highest among the orth American whites and lowest 

among the Asians. Asian women migrating to North America develop similar 

incidence rates those of the Americans 3. 

The precise aetiology is unknown but several factors influence its development. 

Classically it affects the affiuent obese nuUiparous, infertile hypertensive and 

diabetic white woman, though can occur in the absence of these factors. States 

associated with high oestrogen levels such as diabetes hypertension, obesity and 

polycystic ovary syndrome are associated with higher incidence of endometrial 

cancer 2
• 

3
• 

4 Early menarche and delayed menopause are associated with increased 

risk. 5 Nullipality is associated with a 2 - 3 fold increased risk. The risk falls with 

increasing number of children. 6 Use of unopposed oestrogen therapy increases risk of 

endometrial cancer and the risk increases with the duration of exposure. 7 Other 

factors that appear to increase the risk of endometrial cancer are breast cancer and 

tamoxifen therapy. s.rhe patient discussed was 65 years old, obese, nulliparous, 

diabetic and hypertensive. 

Endometrial malignancy may arise from the glands or stroma of the endometrium. 

The commonest is the one arising from the endometrial glandular cells. It has been 

postulated that it may present the end process of a spectrum beginning with 

hyperplasia, passing through atypical hyperplasia and ending with frank cancer. But 

only about 25% of patients with endometrial carcinoma have history of pyperplasia 2 

It is therefore likely that it can develop independently of atypical hyperpLasia. 

Important prognostic factors include lymph node involvement, myometrial invasion, 

histological grade and cell type, positive peritoneal cytology and elevated serum CA 

125. Serous papillary and clear cell cancers have the highest risk of lymph node 
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involv ment P lvic and aortic lymph node metastasis is directly proportional to the 

d pth of myometrial invasion and the degree of differentiation. 

Th spread of endom trial carcinoma is by direct extension, lymphatic metastases 

pentoneal implants following transtubaJ spread and baematogenous spread. The 

tumour remain confined to the body of the uterus for a long time before invading the 

myometrium and the cervix. On et of endometria! bleeding facilitates early detection 

of the disease. Hence it has an overall good prognosis. Un differentiated lesions 

(grade 3) may spread to the pelvic and aortic nodes while still confined to the 

superficial myometrium. Our patent had a well-differentiated adenocarcinoma of the 

endometrial glands that was confined to the endometrium. 

There seems to be two different types of endometrial cancer. The most common type 

is found in younger peri-menopausal women with unopposed oestrogen exposure. The 

tumour usually begins as hyperplasia and progresses to carcinoma. This type tends to 

be better differentiated with a better prognosis. 9 The other type of endometrial cancer 

occurs in the absence of hyper-oestrogenism. It may arise in the background of 

atrophic endometrium. This type of carcinoma tends to be less well differentiated with 

a poorer prognosis. It is common in older postmenopausal women. 

There are 3 maJor histological types of endometrial carcmoma; endometriod 

adenocarcinoma, adenocarcinoma with squamous differentiation and adeno squamous 

carcinoma. The endometrial adenocarcinoma is the commonest type accounting for 

over 80% of the carcinomas. They can be well (grade 1) moderately (grade IT) or 

poorly differentiated (grade Ill). The adenocarcinoma with squamous differentiation 

tends to be very well differentiated. The adenosquamous carcinoma is often poorly 

differentiated. Other histological types include the papillary serous carcinoma and 

clear cell carcinoma. Pure squamous cell carcinomas are extremely rare. The patient 

discussed had well differentiated endometriod adenocarcinoma. 

About 80% of women with endometrial carcinoma present with abnormal uterine 

bleeding. Any postmenopausal woman who bleeds even slightly has a high 

probability of having a gynaecological malignancy and should be investigated. Some 

women may present with an abnormal vaginal discharge. F W presented with vaginal 

bleeding for which she was investigated. 
y 

NA t OBI 
v 



258 

A small majority may be diagnosed as having abnormal cervical cytology. Presence 

of pain usually indicates metastatic disease. Dull pain may be due to pyometra or 

baematometra in postmenopausal women with cervical stenosis 

Physical examination 1s usually unremarkable especially in early disease. With 

advanced disease the uterus may be enlarged and vaginal metastasis may be visible. 

In late disease the uterus is fixed and immobile. A variety of techniques can be used 

to evaluate a woman with suspected endometrial cancer. Transvaginal scanning is 

useful in evaluating the endometrial stripe. Endometrial malignancy is unlikely when 

the endometrial stripe is Smm or less.10 Endometrial biopsy can be done as an 

outpatient procedure. Aspirating or non-aspirating curettes maybe used. Aspirations 

biopsy using a ovaks curet is 80 - 90% accurate. 1 The pipeUe thin plastic cannula 

may be more acceptable to patient. Aspiration curettage with a vabra aspirator bas an 

overall accuracy of9S- 98%. 1 

Dilation and fractional curettage under general anaesthesia is the definitive procedure 

for diagnosis of endometrial carcinoma. It is involves careful and complete curettage 

of the endocervical canal followed by dilation and curettage of the endometrial cavity. 

This was done for F W. Hysteroscopy may be done. It is accurate in detecting 

endometrial polyps and sub mucous fibroids but visual identification of endometrial 

carcinoma is unusual. Biopsy must be taken. 12 

A cervical smear should be done. It is useful in detecting cervical cancer. A full blood 

count, urinalysis serum creatinine and blood sugar should be done routinely. A chest 

x-ray to rule out metastases and intravenous urogram to confirm the anatomy of he 

genitourinary system should be done. Ca 125 may be useful for follow up. MRI is the 

most accurate radiological examination for assessing local disease spread. 

Staging of the carcinoma is done after surgery. Surgical staging by FIGO 1s as 

follows. 13 

Stage l 

l a tumour limited to the endometrium 

1 b invasion of less than one-half the myometrium 

I c invasion to more than one-half the myometrium 



Stagell 

n a endocervical glandular involvement 

n b cervical stromal invasion 

Stage ill 

ill a tumour invades serosa and or adnexa and or positive peritoneal 

cytology 

ill b vaginal metastasis 

ill c metastasis to pelvic and or para aortic lymph nodes 

Stage IV 

IV a tumour invades bladder and or bowel mucosa 
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IV b distant metastases including intra abdominal and /or inguinal lymph 

odes 

The treatment offered to the patient depends on the stage of the carcinoma and the 

medical condition of the patient. The treatment of choice is abdominal hysterectomy 

and bilateral salpingo ophorectomy especially since clinical staging is inaccurate. 14 

In early disease simple hysterectomy is sufficient done abdominally or vaginally. A 

midline umbilical incision allows the best access to the abdominal cavity since it can 

be extended if the para aortic nodes are thought to be involved. Abdominal approach 

is superior for removal of ovaries and assessment of the peritoneal cavity and 

retroperitoneal nodes. Once the abdominal cavity is entered, washings should be taken 

from around the uterus, bladder and pouch of Douglas. The liver and omentum should 

be inspected for any involvement. Pelvic lymphadectomy may be done and partial 

OJllentectomy. This is done for grade 2 and 3 tumours as well as grade 1 tumours that 

are obviously large and invading the myometrium. In up to 8% of cases the infracolic 

omentum will contain microscopic disease. 15 The vaginal approach is preferred for 

patients who are older and unfit, to avoid the more severe morbidity associated with 

the abdominal approach. In this group of patients the vaginal approach has better 

outcome. 16 The abdominal approach was done for our patient. 

Radiotherapy is indicated after surgery in stage 1 disease in case of poor prognostic 

factors such as invasion more than half way through the myometriUill, high-grade 

tumours and large tumours. For patients not fit for surgery due to their medical 

condition or due to more advanced disease radical radiotherapy is given without 

surgery _3 Our patient did not require radiotherapy. 
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For patients with stage IT disease found to have only microscopic involvement of the 

cervix, their prognosis is similar to those with stage I tumours and can be managed as 

stage I. 17 For patients with macroscopic spread to the cervix radical hysterectomy and 

bilateral pelvic lymphadectomy is done if fit for surgery. If unfit for surgery 

radiotherapy alone is used. 

For stage ill disease if the spread is confined to the pelvis radiotherapy is the 

treatment of choice. For those found to have macroscopic spread to the ovaries at 

surgery, abdominal exploration should be done as in ovarian cancer, and 

omentectomy done. 18 

Few patients have distant metastasises (stage IV) at the time of diagnosis. The lungs 

are the most common site of metastases followed by peripheral lymph nodes and 

bladder. The primary aim in this group should be control of symptoms and local 

control of tumour growth. If metastases are to the lung only, simple hysterectomy and 

bilateral salpingo ophorectomy or vaginal hysterectomy can be done followed by 

progestin therapy. If pelvic or para aortic nodes are involved adjuvant radiation can 

be offered. 

The papillary serous and the clear cell tumours have poorer prognosis. More extensive 

surgical staging should be undertaken. For those with disease confined to the uterus. 

o further adjuvant treatment is necessary. If pelvic metastatic disease is found 

radiotherapy is appropriate. If extra pelvic disease is present intravenous cytotoxic 

therapy with cisplatin, adriamycin and cyclophosphomide is reasonable. 

Follow up after treatment is important in order to detect recurrent disease, detect and 

treat complications of treatment and manage other related problems. 

The common sites of recurrences are the pelvis and the vagina, peritoneal cavity, 

lungs liver, bone and inguinal or supraclavicular nodes. Radiotherapy in patients with 

isolated vaginal disease not previously irradiated can cure 33 - 60% of the cases.19 

Radiotherapy is also helpful for palliation of symptoms especially relief of pain and 

discomfort due to bony and nodal metastases very few patients will be fit enough for 

the extensive surgery that may be required. Progesterone therapy has been used with 

some success. bout 800/o of progesterone receptor positive and 70% oestrogen 

receptor positive tumours respond to progesterone treatment ?° Cytotoxic agents have 

a role following failure of hormonal therapy. These include adriarnycin cisplatin and 

carboplatin cyclophosphamide and hexamethylemamine. 
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bout 800/o of women with recurrent disease die within 2 years?1 With the very poor 

outcome of treatment for recurrent disease it is important to limit the degree of 

aggressive treatment since it might only serve to increase the morbidity. 
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Gynaecology Case 14 

PEL VIC ABSCESS LAPAROTOMY DO 

lp o. 0960082 D.O. 

ame J A D.O.D 

Age 23 Parity 

Presenting Complaint 

20.6.04 

24.6.04 

2 + 0 

The patient came complaining of low abdominal pains for two weeks. 

History Of Presenting Complaint 
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The patient had been well prior to the onset of the abdominal pain. The pain had 

started gradually but increased with time, and had become severe in the last two days 

prior to admission. Walking aggravated it. She reported associated hotness of body 

chills and nausea. She had vomited two times the previous day. She had no diarrhoea. 

She was passing urine normally. She had foul smelling per-vaginal discharge. She had 

been treated twice for vaginal discharge in a private clinic. 

Obstetric I Gynaecology History 

Her first delivery was in 1998 to a male infant. Her second delivery was in 2001 . Her 

last normal menstrual period was on 5.6.04. She attained menarche at 14 years. Her 

cycle was regular after every 28 days. The flow was normal lasting 3 - 4 days. She 

occasionally had unprotected sex and was not on any contraception. 

Past medical history 

This was not contributory 

Family I social history 

She was separated from her husband and sold vegetables in the market. There was no 

history of chronic illness in the family. She did not smoke cigarettes or take alcohol. 



Examination findings 

She was sick looking not pale or jaundiced. Her BP was 120/70 mmHg 

PR- 94/min, temp 38.5°C, PR - 26/min 

Respiratory system 

She had tachypnoeia but her chest was clear. 

Cardiovascular and central nervous system were essentially nonnal. 

Abdominal Examination 

265 

The abdomen was not obviously distended but was tender on palpation. It was rigid 

with guarding. There was no was no palpable mass. 

Pelvic Examin tion. 

This revealed normal external genitalia. The cervix was long, closed and posterior. 

The uterus was normal size there was marked tenderness in the adnexae bilaterally, 

and the pouch of Douglas was full and tender. There was foul smelling discharge on 

the examining finger. 

Diagnosis 

A clinical diagnosis of pelvic abscess was made. 

Investigations 

Hb - L2.6 g/dl 

Urea and electrolytes - normal . 

- 74% L - 26%. 

An urgent pelvic ultrasound was done and showed features of pelvic abscess. 

Management 

She was admitted and started on intravenous tlagyl and zinacef The patient was 

explained to her condition. An informed written consent was obtained. She was then 

prepared for laparotomy. 

Intra-operatively about 2 litres of foul smelling pus was drained from the pelvic 

cavity. Pus was taken for microscopy culture and sensitivity. The uterus appeared 
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normal grossly and the tubes were inflamed with right-sided hydrosalphinx. Multiple 

adhesions were found and those that could be released were released. A peritoneal 

wash out using rifocin and warm saline was done. corrugated drain was left intra­

abdominally and was externalised through the right iliac fossa. GA was reversed 

successfully. 

Post operatively she continued with intravenous antibiotics for 48 hours. The drain 

was removed after 24 hours since it bad stopped draining. 

The specimen taken grew staphylococcus aureus sensitive to zinacef and augmentin. 

She was on zinacef and flagyl. The patient did well and was discharged home on the 

7.n postoperative day after removal of stitches to be reviewed in the GOPC after two 

weeks. 

Follow up 

At the time of review, she was in good general condition. The wound had healed well 

and she had no complains. 
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Discu sion 

The patient presented had a pelvic abscess and laparotomy was done. 

Pelvic abscess is a condition in which pus collects in the pelvic cavity usually in the 

cul-de-sac. It may follow acute or chronic pelvic infection. The patient presented had 

been treated for vaginal discharge twice prior to this admission. It is possible she had 

a chronic pelvic infection. In some cases it is a complication of post abortal or 

puerperal sepsis. Chebrot reported of pelvic abscess treated in KNH 13% followed 

induced abortion. Most patients in his series were reported to be of low parity 

unmarried and of low social economic and separated from the husband. 1 The patient 

presented was of low parity, separated from her husband and of low social economic 

status. 

The condition may present with features of acute or chronic pelvic infection such as 

low abdominal pain and per vagina discharge associated with a fluctuant mass in the 

cul-de-sac. The severity of symptoms often is directly proportional to the size of the 

abscess. However in some patients even huge abscesses may be asymptomatic. 

Patients treated with antibiotics for pelvic infection who continue to have a fever with 

abdominal tenderness should be evaluated for pelvic abscess. The ultrasound is a 

good tool to demonstrate pus collection in the cul-de-sac. Paracentesis or 

culdocentesis may be positive with purulent pus.2 For our patient an ultra sound done 

confirmed the diagnosis and a paracentesis was not done. 

Various techniques of draining a pelvic abscess have been described. In our set up 

laparotomy is favoured . A sub umbilical midline incision is used. This facilitates good 

exposure for exploration to ensure that all pockets of pus are broken without 

perforating the gut. Pelvic adhesions should be released. A sample of the pus should 

be taken for culture and antimicrobial sensitivity studies. If the abscess is on the 

midline adherent to cul-de-sac and fluctuant posterior colpotomy may be done for 

drainage. Percutaneous drainage under ultrasonographic guidance has been reported.3 

Broad-spectrum antibiotics covering for aerobic and anaerobic cover are used. This is 

because commonly the pelvic abscess is associated with organisms other than the 

gonococcus and chylamydia especially bactroides. 4 Change of antibiotics may be 

necessary depending on the culture results. J A had a laparotomy done via the sub 
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umbilical midline incision and all the pockets of pus were broken. Culture and 

sensitivity of the specimen taken grew staphylococcus sensitive to zinacef and 

augmentin. The patient was already on zinacef 

Thorough irrigation of the peritoneal cavity should be done with warm saline and a 

drain left through a stab wound. For patients treated early with a well-localised 

abscess, the prognosis is good. Long-term complications include tubal infertility 

ectopic pregnancy and chronic pelvic pain. J had thorough peritoneal irrigation. She 

healed well. 



269 

References 

1. Chebrot S C, Pelvic abscess in female genital tract. 

Mmed thesis UO 1985 

2. Rock A J, Thompson J D· Pelvic Inflammatory Disease In Te Linde's 

Operative Gynaecology. Lippicott WiJliams & Wilkins Publishers 

Pruladelphia 8th Edition 30~ 664-668 

3. Olak J, Christon V,Stein LA, et al Operative vs percutaneous drainage of 

intra-abdominal abscess. Arch Surg 1986; 121: 141. 

4. Susan M. R, George D W, Hemsell D. L- Sexually Transmitted Diseases & 

Pelvic Infections In Current Obstetric & Gynaecologic & Treatment, Appleton 

& Lange 8th edition, orwalk 38: 773 



G n ecology C e 15 

VULV L ART -CAUTERIZATIO DONE 

arne 

e 

Parity 

M. 

18 

0 0 

Presenting complaints 

L P. o. 

DOA 

DOD 

0163521 

23 .1.05 

24.1.05 

The patient presented with complains of vulval growth for 6 months. 

History of presenting illness 
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The patient had been fairly well till 6 months prior to admission when she noted some 

swellings involving the vulva. Initially there was no associated pain or discomfort and 

she did not seek medical attention. The growths increased in size and number to 

involve most of the perineum. The swellings were also associated with itchiness and 

over time she noted foul smelling whitish discharge. She then decided to seek medical 

attention. She had normal bowel habits but had dysuria. 

Ob tetric and gyoaecology history 

She was para 0 + 0. She attained menarche at 14 years. Her menstrual cycle was 

regular with a flow of 4 - 5 days in a 28-day cycle. She had a sexual partner and 

occasionally used condoms for contraception. 

Past medical history 

She was known to have mv infection and was on treatment with combivir and 

indinavir. She was also on septrin for pneumocystis carini pneumonia. 

Family and social history 

She was a house girl working for a family Living in Umoja. She was single but had a 

boyfriend. She did not smoke cigarettes or drink alcohol. There was no history of any 

chronic illness in the family. 
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Physical examination 

She was in fair general condition. She was not pale jaundiced or cyanosed. She had 

generalized lymphadenopathy and generalized macular skin lesions. 

The cardiovascular, central nervous and respiratory systems were within nonnal. The 

abdominal examination did not reveal any abnormality. 

Pelvic examination 

She had extensive exophytic growths covering the labia minora and majora and 

extending to the peri-anal region. The growths had whitish foul smelling discharge. 

Speculum examination or digital examination was not possible due to pain. 

Diagnosis 

A diagnosis of infected genital warts in an immuno-suppressed patient was made. 

Management 

The condition was explained to the patient and the need for cauterisation. An 

infonned written consent was obtained. She was then started on oral metronidazole 

and oral augmentin. She was to be cleaning her perineum with a solution of 10% 

povidone - iodine twice daily. This was to deal with the infection prior to the 

surgery. 

Investigations 

Sodium- 140-mmol/1 

creatinire -65rrunol/l 

potassium -3 .8 mmol/l 

haemoglobin -12.0gldl 

urea -3 .2 ~ol/1 

She was then booked for theatre. On the morning of the operation she reported to the 

ward early in the morning. She had not taken breakfast and had fasted from midnight. 

She received atropine 0.6mg intramuscularly half an hour before being taken to 

theatre. 
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In theatre she was given general anae thesia. In lithotomy position, the perineum was 

cleaned with savlon solution and 1% iodine solution applied, and draping done. 

Examination revealed warty growths involving the labia minora and majora 

bilaterally, the clitoris the fourchette and the peri-anal area. The growths were 

clumped at the base using artery forceps. Excision each at a time was done using 

diathermy This was done for the growths that were larger than lcm. 

The vaginal wall and the cervix were noted to have small warts. There was some foul 

smelling discharge in the vagina. Cleaning of the vagjna was done using iodine 

solution. Haemostasis was achieved and general anaesthesia successfully reversed. 

In the ward she continued with the oral medication that had been started a few days 

before the surgery. She was also given mefenamic acid for analgesia. The following 

day she was discharged home and was advised to have sitz baths. She was to come 

back for review after2 weeks. 

Follow up 

She came back two weeks later to the gynaecological clinic for follow up. She was in 

good condition. The perineum had healed well. There were still some small warty 

growths in her perineum but the perineum was clean and not infected. She was 

advised to continue with follow up, since repeat cauterisation would be necessary in 

the future. 
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o· cu ion 

M presented with genital warts for which cauterisation was successfully done. 

Condylomata accuminata commonly referred to as genital warts is one morphologic 

manifestation of the human Papillomavirus (HPV) in the lower genital tract. HPV 

genome types 6, 11 16 18 and 3 1 account for mo t gerutaJ tract infections 1
. The 

HPV - 6 and HPV - 11 are associated with most exophytic condylomas, flat cervical 

condylomas and the low-grade cervical dysplasia. 

The virus is sexually transmitted and is the most prevalent sexually transmitted 

infection 2
• The lesions have an incubation period ranging from several weeks to 8 

months but clinical infection is usually apparent in 3 months. Initially the warts may 

be reddish brown but turn grey or white with exposure to local trauma. 

The lesions are usually small and multi focal . Majority are diploid with 10% showing 

nuclear atypia of various degrees and require differentiation from Vulva Intra 

Epithelial eoplasia 3. Colposcopic examination is essential to detennine the extent of 

the disease. The lesions lead to pruritic discomfort or irritation. In pregnancy they can 

be a source of massive bleeding due to the increased vascular supply if lacerations 

occur. Growth potential of warts is enhanced by immuno-suppression and to a less 

degree, pregnancy. Warts tend to develop in the moist regions of the vulva and the 

areas affected more by coitus this includes the posterior fourchette ad lateral areas of 

the vulva. However they can be found throughout the vulva, on the vagina, on the 

cervix and in the peri-anal area 4
. In the patient discussed was immuno-suppressed 

and the warts covered most of the labia majora and minora and part of the peri-anal 

region. 

Several treatment modalities have been used their limitations being their inability to 

eliminate the HPV. The choice of treatment should be individualized depending on 

the volume and location of the disease, the presence or absence of associated 

dysplasia and prior treatment. 



274 

Local application of 25% podophyllin is commonly done. After sustained contact 

burning discomfort occurs. It is advisable to leave the agent in place for 6 hours 

before taking a bath. 1 Podophyllin tends to be more effective on the exophytic rather 

than the flat warts. Use is restricted to the vulva of non-pregnant women. 

Halogenated acetic acid, dichloroacetic or trichloroacetic acid (TCA) can also be 

used. It has advantage over the podophyllin in that it sustains prompt chemical effect 

can be used intravaginally and can be used in pregnancy. 

Surgical excision, electro surgery, cryosurgery and laser vaporization can be done. 

Surgery is done for the extensive lesions that are difficult to treat with chemicals, 

failure of treatment with topical applications, multicentric HPV infections especially 

when involving the vagina, urethra or anus significant association with intraepithelial 

neoplasia and for some immuno-compromised patients. M M had extensive lesions, 

electro surgery was chosen for her. Warts that are refractory to treatment should be 

biopsed for evaluation. 5% fluorouracil cream is effective in eradicating the early 

.)esions 5
• It has specific antiviral therapy. Alpha interferon has been used 

intralesionally for refractory warts. 

Before treatment the entire area should be inspected with the colposcope. Other 

causes of vaginitis should be sought and treated. The area should be kept clean and 

dry. The virus is present in the normal looking cells making recurrence after treatment 

common. Where destructive therapy such as the laser vaporisation is done, 

considerable local care must be given till healing occurs. Sitz baths followed by 

application of silver sulfadiazine xylocane offers relief and protects against secondary 

infection by bacteria. M M was explained to the need for follow up in order to deal 

with any complications or recurrence. 

In pregnancy electro coagulation, cryotherapy or laser therapy should be used before 

32 weeks gestation to avoid post treatment necrosis which lasts for up to 4- 6 weeks. 

Florid lesions may necessitate caesarean section to avoid excessive bleeding and soft 

tissue dystocia. Laryngeal papillomas and vulval condylomas may follow vaginal 

birth. Acetic acid treatment in the last 4 weeks may alleviate the need for caesarean 

section.5 
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GYNAECOLOGY LO G COMMENTARY: 

THE PREY ALENCE OF DOMESTIC VIOLENCE 

AMONG FEMALE PATIENTS ATTENDING GYNAECOLOGY 

CLINIC AT KENY ATTA NATIONAL HOSPITAL. 
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Abstract 

Objective of the study: To describe the prevalence and nature of domestic violence 

among female patients attending gynaecology clinic at Kenyatta ational Hospital. 

Study Design: This was a Descriptive Cross sectional survey carried out in the 

Gynaecology clinic in the Kenyatta ationaJ Hospital in the months of June, July and 

August 2004. 

Methodology: total of 198 clients who met the criteria were recruited into the 

study. The clients were then interviewed in a private room. Their answers were filJed 

into a partially structured questionnaire. The results were entered into a computer and 

then analysed using the SPSS program. 

Results: Of 198 women interviewed 82 ( 41 .4%) had experienced at least one form of 

domestic violence. Fifty-four (27%) of aJJ women interviewed had experienced 

physical violence. The most common form of violence in this study was physical. 

More than half of those who had experienced violence (57%) bad ever reported the 

violence to some authority. 

Majority of the women were married with 84 ( 42.4%) being in customary marriages 

and 49 (25%) in statutory marriages. Twenty-three (12.5%) were cohabiting. Those 

cohabiting had the highest rate of violence with 43 .5% of them having experienced 

violence compared to only 6% of those in statutory marriages. Twenty-three ( l2% )of 

the women were divorced with 74% of these citing violence as the reason for the 

divorce. The modal age group was 30-39 but the majority of those who reported 

violence were in the 50-54 age group. Most women (65%) experiencing violence 

were unemployed or poorly paid compared to 35% with better income, but this 

association was not statistically significant (P=. 24). Ten percent bad no formal 

education, 46% had only a primary level education, 30% had secondary level 

education and 26% had been to college. Violence was not associated with the level of 

education (P=0.59). Interestingly women with higher education were more likely to 

report sexual violence (P= 0.003). 

The most common diagnosis was uterine fibroids followed by secondary infertility. 

Physical violence was more prevalent in the secondary infertility group. 

ConcJusion: The prevalence of domestic violence is high but many victims are 

reluctant to disclose. There is need to establish structures in the society that are 

sympathetic to domestic violence victims to facilitate more disclosure. 
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Introduction & B ckground 

Violence appears to be on the increase not only in Africa but worldwide1
. Reasons 

given for this includes delinquency lack of adequate social amenities in urban areas, 

poverty and unemployment 1Theories of aggregation and violence stress the 

interaction of environmental factors and the individual' s intrinsic potential for 

aggressive behaviour. Theories on the roots of violence and aggression include.2 

1) Biological Basis 

This is usually an adaptive function in situations threatening to the individual; it is a 

short term coping mechanism that may lead to maladaptive behaviour in the 

individual. When one faces an obstacle that interrupts their desired goal, be feels the 

need to remove it by his own action, aiming at restoring control. However not all 

anger leads to attack other factors come into play. 

2) Psychodynamic aspects: 

Aggression is considered as primary when it occurs in association with frustration of 

basic needs and secondary when it is endured and becomes associated with achieving 

gratification. 

3) Environmental Theories 

The environment of growing up contributes. Factors such as social learning, 

frustration and other situations i.e. it is a socially learnt behaviour. 

4) Social Conflict 

Antagonism between persons is quite common in groups of people in competition for 

a common goal especially where one group can get and the other does not. 

In all cultures the perpetrators are most commonly men. Women are most often the 

victims of violence. Such violence when occurring within the home set up is referred 

to as domestic or intimate partner violence. Domestic violence is one form of gender­

based violence. 

Violence is an effective method for gaining and keeping control over another person 

and when the batterer does not suffer adverse consequences as a result of their 

behaviour he is likely to continue. 

Historically violence against women has not been treated as a "real" crime. This is 



evident in the lack of severe consequences such as incarceration or economic 

penalties, for men guilty of battering their partners3
. The legal system in Kenya in 

,. theory does not discriminate against women. In reality however the written and 

unwritten laws in Kenya treat women as subordinate to men especially due to the 

influence of the customary laws. 
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Barterers come from all groups and backgrounds, and from all persooality profiles. 

However, some behavioural warning signs of a potential batterer include extreme 

jealousy, possessiveness, a hot temper, unpredictability cruelty to animals and verbal 

abusiveness 3 

Definitions 

To abuse, to be violent and to batter refer to very similar treatment and will be used 

interchaogeabl y. 

Strictly, violence is an act carried out with the intention or perceived intention of 

physically hurting another person, while battering and abuse include other aspects of 

ill-treatment. 

Acts of domestic violence generally fall into one or more of the following categories: 

Physical Battering - The abuser' s physical attacks or aggressive behaviour can range 

from bruising to murder. It often begins with what is excused as trivial contact which 

escalates into more frequent and serious attacks. 

Sexual Abuse - Physical attack by the abuser is often accompanied by or culminates 

in, sexual violence where the woman is forced to have sexual intercourse with her 

abuser or take part in unwanted sexual activity. 

Psychological Battering- The abuser's psychological or mental violence can include 

constant verbal abuse harassment, excessive possessiveness isolating the woman 

from friends and family, deprivation of physical and economic resources, and 

destruction of personal property. Psychological abuse can also result from various 

forms of manipulation such as withholding (the silent treatment), countering (refuting 

or invalidating the spouse's statements or actions), discounting (putting down her 

emotions possessions experiences, hopes and fears), sadistic and brutal humour, 

blocking (avoiding a meaningful exchange diverting the conversation, changing the 

subject), blaming and accusing, judging and criticizing, undermining and sabotaging, 



threatening, name calling, forgetting and denying, ordering around denial, and 

abusive anger. s 
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Economic violence -Economic control and progressive social isolation i yet another 

form of violence. Economic violence against women is reaJ in our society. 

Patriarchal structures relegate women to an inferior status in political, ocial , 

intellectual and economic spheres. 18
•
19 Many husbands block their wives from 

becoming financially independent. The continued dependency on the man forces the 

wife to cling on regardless of the treatment by the man. 24 

The Battery/ Domestic Violence Cycle 

Battering escalates. It often begins with behaviours like threats name calling, 

violence in her presence (such as punching a fist through a wall) and/or damage to 

objects or pets. It may escalate to restraining, pushing, slapping, and/or pinching. The 

battering may include punching, kicking, biting, sexual assault, tripping, throwing. 

Finally, it may become life-threatening with serious behaviours such as choking 

breaking bones or the use of weapons.' 

ccording to Walker6abuse is inflicted in a repetitive cycle of three phases:­

• Tension building 

In this phase tension builds up. Verbal harassment criticism psychological 

humiliation and minor battering characterize it. The woman notices the changes 

in the man and she exercises more caution. 

• Battering Incidence 

The tension building gives way to the actual battering. This involves maJor 

physical violence usually accompanied by verbal abuse. It is short lasting 12-24 

hours. The man sanger is usually out of control. 

• Honey moon 

The batterer feels sorry and acts apologetically. He may even buy her gifts 

apologize and talk to her well promising not to hurt her again. This enforces the 

woman s hopes of his change and she therefore stays. At this stage it is difficult 

for her to leave. Sometimes the loving phase is not there. 

Eventually the remorse gives way to minor incidents of abu e and phase one 

begins all over again. 
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Prevalence of domestic iolence 

Subordination of women as a gender is a worldwide phenomenon defying the 

confines of race class creed social economic groups or nationality 7 The fourth world 

conference on women held in Beijing, September 4-15 (Beijing Declaration and 

platform for action) clearly stated that there is no single state in the world where 

women are safe from violence or are treated as equals with men. 

According to United States atural crime survey, the average yearly rate of assault by 

spouse or ex spouse was 2.7perl000 women during the period from 1973-1981.8 In a 

Yale dispensary room in USA 3.8% of the patients were admitted having been injured 

by their patners9 A prevalence of 7-23% among women attending antenatal clinic or 

obstetric and gynaecology clinics in America has been reported. 10
•
11

•
12 Among women 

seeking termination of pregnancy in America, 40% had self reported history of 

abuse. 13 Many women who require medical attention for injuries sustained do not 

report the abuse to their service providers. 14
·
15 

In Kenya Thenya et al using client samples from four hospitals in Nairobi, found a 

prevalence of 24% while Mwaliko found a prevalence of 25% among women 

attending family planning clinic in Kenyatta ational Hospital. 16
.1

7 Coalition on ... 
violence against women-Kenya (COVAW) in their survey of reported cases in 

airobi, found an average of93 cases reported in a month18
. This figure is likely to be 

less than the actual considering many cases go unreported since the media tends to 

report severe or sensational cases. 

In the hospitals, a social history of domestic violence is rarely sought let alone 

recognized among women seeking treatment in accidents and emergency room. 

Unexplained injuries and physical conditions such as depression or hysteria may be as 

a result of partner abuse. 

Cultural/ Social Determinants 

Some women consider physical abuse as part of marriage life·14 Culturally wife 

beating is acceptable as a way of the man controlling his wife and ensuring she is 

disciplined. The paying of the bride price gives rum the right to own her. 19 Favourable 

aspects of our culture which enhance the well being of women, have been 

suppressed while those aspects that diminish women continue to be practiced in 

various degrees by our societies20 

Several factors have been associated with domestic violence. Young age, being single, 

being divorced, recurring medical assistance and a normal family income of less than 
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us dollars 10,000 to be associated with current domestic violence.21 Women at 

greatest risk of domestic violence include those with male partners who abu e alcohol 

or drugs are unemployed or intermittently employed, have less than a high school 

education and are fonner husbands or former boyfriends. 22 This suggests that ri k 

factors for injury from domestic violence may differ greatly among women of higher 

social economic status. Protective factors include being older having access to a 

confidante and social support from friends. 23 

Why Do Women Stay? 

A woman' s reasons for staying in abusive relationships tend to be complex. The 

society has made the women believe it is their responsibility to nurture relationships 

and hence a broken relationship means a failure on her part. Clergy and secular 

counsellors are often trained to see only the goal of "saving" the marriage at all costs, 

rather than the goal of stopping the violence. 24 Women give different reasons for not 

reporting, including threats by the spouse fear of husband' s imprisonment, shame and 

guilt or even love, desire to make the relationship work. hoping he will change. Many 

factors such as her fear shame, lack of money, and no place to go causes her to stay 

on. In many cases it is dangerous for a woman to leave her abuser. She realistically 

fears that the batterer will become more violent if she attempts to leave. If the abuser 

has all of the economic and social status, leaving can cause additional problems for 

the woman. Leaving could mean living in fear and losing child custody losing 

financial support, and experiencing harassment at work. 25 

Health Effects Of Violence 

Domestic violence is a major public health problem and a ignificant cause of female 

ill health and mortality. The insidious effects of abuse extend to many facets of a 

woman's life. It has physical psychological, and sexual consequences. Torture 

victims may feel helpless and powerless. This loss of control over one's life and body 

may be manifested physically in frigidity attention deficits and insomnia. This is 

often exacerbated by the reactions many torture victims encounter from the members 

of the society. Often these experiences result in psychosomatic illnesses. 26 Various 

· studies have demonstrated an association of domestic violence with depression 

anxiety, drugs and alcohol abuse in either or both partners sexual dysfunction, 

functional gastrointestinal disorders, headaches chronic pain, and multiple somatic 

symptoms 7
.2

8
.2

9 Some battered women develop the Battered woman syndrome. 0 
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This describes a pattern of psychological and behavioural symptoms found in women 

living in battering relationships. 

-y- There is significant burden associated with violence against women· domestic 

violence is the leading cause of disability-adjusted life years (DALYs) loss among 

women. 3 1 Recognition of the existing link between violence and mv infection is 

important. Women in fear of violence are unable to refuse sex or negotiate for safer 

sexual practices and this exposes them to higher risk of infection. Women who adopt 

prevention strategies such as condoms may become vulnerable to abuse.32 

Gynaecology and Violence 

Domestic violence is a problem among the gynaecology patients. Physical and sexual 

abuse are linked to some of the most serious reproductive health problems which 

include teenage pregnancy high-risk sexual behaviour, sexually transmitted diseases 

and chronic pelvic pain32 Survivors of domestic violence may present in a variety of 

clinjcal settings may report chronic pelvic pain or sexual dysfunction. 33
.3

4 In the face 

of a negative work up the symptoms may be linked to psychological factors or 

conflicts. 3~ 

Infertility is another common gynaecologic disorder that is associated with a lot of 

stress. Cycles of hope followed by crushing disappointment. along with the high costs 

and low success rates of medical therapies, can lead to depression, anxiety, and 

intense frustration for the couple. This kind of fiustration can lead to 

misunderstanding between the couple and can lead to domestic violence. 36
.3

7 

Justification/ Rationale 

Domestic violence is common and it is a problem of public health/ reproductive 

health importance. Kenyatta ational Hospital is a referral hospital with a wide 

clientele that represents women from all walks of life. An estimation of the prevalence 

of domestic violence in KNH would give some indication of the magnitude of the 

problem in current Kenya. In the gynaecology clinic even minor forms that otherwise 

go unreported are represented. This gives some information on the violence cases not 

captured in hospital (casualty and wards) or police records where the reported cases 

tend to be the more severe ones. 
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General Objective 

To determine the prevalence of domestic violence among women attending 

Gynaecology clinic at the Kenyatta ational Hospital. 

Specific Objectives 

To document the prevalence of domestic violence among women attending 

Gynaecology clinic in the Kenyatta ational Hospital. 

To document the social demographic characteristics of the women with history of 

having experienced domestic violence. 

To document the pattern of gynaecologic diagnosis among women with history of 

having experienced domestic violence. 

Study Population/Subjects 

The study subjects included the women attending gynaecology clinic at the Kenyatta 

ational Hospital. This is the ational referral centre as well as a large teaching 

hospital. It is located about 2.5 km from the airobi city centre. The women visiting 

the gynaecology clinic were either new patients or revisits. They were drawn from all 

over airobi and its environs. airobi being the capital city of Kenya has a population 

drawn from the different ethnic groups from around the whole country. Women from 

different background were therefore represented. The majority were however from the 

low to middle social economic class. Some patients were referrals from other health 

facilities. 

The obstenics and gynaecology department caters for both out patients and in 

patients. Consultants senior registrars, senior house officers and interns man it. They 

fall into 3 units. Each unit runs a gynaecology clinic on a designated day in the 

afternoon. 

Study Design/Methodology 

This was a Descriptive Cross sectional survey I. 

Inclusion Criteria 

Women over 18 years of age attending the gynaecology clinic and were willing to 

participate in the study. 

Exclusion Criteria 

Women who declined to participate. 
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Procedures 

The principle investigator carried out the study with assistance of one nurse who 

.,- works in the clinic. 

As the women carne into the clinic, the assisting nurse talked to every third woman to 

try and eliminate any bias. This was done all the clinic days in the week. The nurse 

explained to them about the purpose of the study and the procedures. They were then 

requested to participate. All those who agreed gave written consent and they were 

directed to the interview room. 

The principle investigator carried out the interviews in a private room within the 

clinic area. These interviews were carried out during the waiting period to avoid 

inconveniencing the patients. A pre-tested questionnaire was used for the interview. 

The number of women recruited was 198. 

Study Period 

The study took 3 months in the months of June July and August 2004. 

Statistical nalysis 

Completed questionnaires were numerically coded. To ensure confidentiality the 

principle researcher stored the data obtained locked up in a drawer. It was then 

entered into a computer using the EPI info and analysed using the SPSS program by 

the researcher with assistance from a data analyst. Data presentation was done in 

descriptive tabular and graphic form. Appropriate tests of sigruficance were done. 

The results were presented in tables and texts and tested for different correlations. 

Sampling and Sample Size Calculations 

The estimated local prevalence of domestic violence was taken as 24% as documented 

by Thenya in his study using client sample from four hospitals in airobi . The sample 

size was be calculated using the formula 

= Z2 X P 0 -P) = 1.6452 X 0.24 X 0.76 = 198 

- Minimum sample size required 

P- Estimated Prevalence of domestic violence in Kenya = 24% 

Z-The table value for standard normal deviation that corresponds to the desired level 

of error. 

C- confidence index, 95% 
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EthicaJ Considerations 

Permission to carry out the study was obtained from the Kenyatta ational Hospital 

ethical committee. 

Confidentiality was maintained. The partners were not present in the room during the 

interview in order to ensure a conducive environment. The interviewer the principle 

investigator) maintained a non-judgmental altitude. If someone else interrupted the 

interview the interviewer stopped the interview. Any women found to be in need of 

urgent assistance were referred to the hospital counsellor. 

Two participants were referred for further help to the coalition of violence against 

women (COV W) an organization that offers counselling and legal services to 

survivors of domestic violence. The COY A W offices are located near the hospital, 

along gong Road. 

Study Limitations 

The study was exclusive of all women who are not followed up in Kenyatta ational 

Hospital Gynaecology clinic and some women declined to participate. These may 

have different characteristics not captured in the study. 

The study relied on the participant' s memory, which might not have been not be 

accurate. 
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Results 

The ocial Demogr phic Char cteristics of the p rticipants. 

The total number of women recruited was 198. Most of the women in the study were 

in the age group 30-39 with a range of 18-60 years. 

Chart 1: Graph showing the age distribution of the sample group. 

Age 

60 

50 

40 

30 

20 

10 

0 
18·24 25·29 30·3 .. 35·39 40· .... 45·49 50·54 55·60 

15 33 51 39 29 17 7 7 

Most of the women were married with 84 ( 42.4) being in customary marriages and 49 

25%) in statutory marriages. 

Table 1 Marital statu 

Marital status 
Total no of women Percentage 

Cohabiting 23 12 

Divorced 23 12 

Customary 84 43 

Statutory 49 25 

Single 14 6 

Widow 5 2 

Total 198 100 
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Of the 23{12%) of the participants were divorced, 74% of these sited violence as the 

reason for the divorce. 

Chart 2: Reasons for divorce 

•lnfertiUty •Other Reasons ovtolence 

Forty one per cent of the women did not have an independent source of income 

21 .7% were low-income earners and 25% were middle-income earners. 

Table 2: Various education levels 

Level of No of The 

education 
women percentage 

None 20 10 

Primary 92 47 

Secondary 60 30 

College 26 13 

Total 198 

Of the women interviewed 100/o had no fonnal education, 46% had only a primary 

level education, 30% had secondary level education and 13% had been to college. 
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· tory of violence 

Of the 198 women recruited was 82 (41.4%) of these had experienced at least one 

form of abuse. The most common form of violence was physical with 54 (27% of the 

participants) having experienced it 

Chart 3: graph showing distribution of various forms ofviolenc~ 
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Of the 82 women who bad experienced violence 35 (42.6%) had ever reported the 

violence to some authority or family members while the majority, 47(57.3%), had not. 

Table 3: Women who had reported acts of violence. 

Where reported No % 

Family members 30 85 

Chief 3 9 

Human Rights body 2 6 

Total 35 100 
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Only 8 5%) of the women gave history of having experienced sexual violence. Sixty 

five (33% of the participants felt it was not wrong for a spouse to force the wife to 

have sex with them. Hundred and thirty-three women considered forced sex by spouse 

to be criminal or wrong. 

Table 4: The women' s opinion on forced sex by spouse 

Opinion on forced sex 

Criminal 57 28.79% 

Wrong 76 38.38% 
(not criminal) 
Not Wrong 65 32.83% 

Total 198 100 

Forty percent of those who considered forced sex by spouse to be criminal or wrong 

expressed willingness to report if it happened to them. Of these 75% of them had 

some idea on whom to report to but 25% of them said they did not know where to 

report. 

Table 5: Where the women would report forced sex 

53 out 133 Where would report 

10 18.9% Police 

10 18.87% Chief 

12 22.64% Family members 

4 7.55% Health worker 

4 7.55% Rights body 

13 24.53% Do not know 

53 100% 
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Of those who considered forced e. by pouse to be criminal or wrong 67(84%) 

indicated they would not report because of embarrassment. everal other reasons were 

given for not reporting. 

Table 6: Reason for not reporting forced sex 

Reasons 80 out 133 
No reason 3 3.75% 

Fear 10 12.5% 

Embarrassment 67 83.75% 

Total 80 1 000/o 

Tbe Social Demographic Characteristics and violence of tbose wbo experienced 

violence 

Although most of the women in the study were in the age group 30-39 the majority 

who reported violence were in the 50-54 age group. 

Chart 4: Graph showing the% of those abused in various age groups 
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Most of the women were married with 84 (42%) being in customary marriages and 49 

(25%) in statutory marriages. Those in statutory marriages reported the least violence 

while those cohabiting reported the highest rate of violence. This difference was 

significant. (P<O.OOOl) 

Chart 4: percentage of violence in the different marital status 
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The majority of those experiencing violence started experiencing violence after being 

married for 1-5 years. Twenty three per cent of those experiencing physical violence 

had some violence within the month preceding the interview and 5.5% within the 

preceding week. 

Only 11 women in the study population reported drinking alcohol occasionally. Of 

these 6 (55%) reported violence. Of the 187 who did not drink alcohol48(26%) had 

experienced violence by the partner. Alcohol consumption was associated with 

violence. (P=O. 03 7). o woman reported usage of drugs of addiction 
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Majority of women (65%) experiencing violence were unemployed or poorly paid 

compared to 35% with better income. However, this difference was not statistically 

significant (P=0.24). 

Chart 6: Percentage of violence in different income levels 
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Table 6: Percentage of women who would report violence in the 

different education levels. 

Level of education Women Women that would 
experiencing report 

violence 

n % n % 

None 6 25 2 30 

Primary 27 30 7 27 

Secondary 12 22 9 75 

College 9 35 5 63 

Total 54 27 23 42 
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The difference in the percentages of violence in different levels of education was not 

statistically significant (P=0.59). However there was a strong association between the 

action one would take if she had forced sex and the level of education (P=0.003). 

Those with higher education were more likely to report. 

Table 7: opinion on forced sex in different education levels 

Wrong/ criminal Not wrong 

Level of education n % n 

None 5 25% 15 75% 

Primary 54 59% 38 41% 

Secondary 40 68% 20 32% 

CoUege 23 92% 2 8% 

There was also a relationship/association between the opinion one had concerning 

forced sex and the level of education. With higher level of education the women felt 

forced sex was wrong or criminal. (P=. 011) 
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Medical Condition For Gynaecological Care 

The most common diagnosis among those interviewed was uterine fibroid 35) 

followed by infertility (23). Physical violence was most prevalent in the infertility 

group. Fifty five percent of the women did not know their mv status. Of tho e who 

knew 2 of them reported they were positive while 87 (44%) reported their status as 

negative. 

Table 8: The 5 most common diagnoses and the percentage of violence in each group 

No of Physical % OfPhysical 

Diagnosis women Violence Violence 

Yes No Yes No 

Fibroids 35 6 29 17 83 

Infertility 23 12 11 52 48 

Pelvic pain 17 3 14 18 82 

Cervical dysplasia 14 4 10 29 71 

AUB 13 2 11 15 85 

Others* 96 27 69 28 78 

Total 198 54 55 45 

• The other less common diagnosis and the associated level of violence are shown in 

one of the tables below. 

percentage of phy ical violence in the 5 commonest 
diagnosis 

diagnosis 

•tnferUIIty 

Cathers 

II cervical dysplasia 

• pelvic pain 

Clftbrotds 

.AUB 
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The level of violence in the infertility group was highest compared to the level of 

violence in the AUB, cervical dysplasia and fibroids. However even though the level 

of violence in the infertility group was higher the difference was not statistically 

significant. (P=0.1 09) 

The distribution of physical violence in the other less common Diagnoses 

Noofwomen Physical Violence 

Diagnosis Yes No 

Ectopic pregnancy 11 2 9 

Ovarian mass 9 3 6 

Choriocarcinoma 8 2 6 

Rectrrrentnriscarriage 8 2 4 

Ovarian cyst 7 2 5 

Ovarian cancer 7 3 4 

Endometrial hyperplasia 6 2 4 

PI D 6 3 3 

Pelvic abscess 5 2 3 

Primary infertility 5 1 4 

POOC 4 2 2 

VVF 4 1 3 

Menorrhagia 3 l 2 

Molar pregnancy 3 0 3 

Warts 2 0 2 

Uterine prolapse 2 l 1 

Endometriosis 2 0 2 

Lost IUCD 2 0 2 

Hyperprolactinaemia 2 0 2 

Total 96 28 68 
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Discussion 

The prevalence of domestic violence (physical, psychological, verbal, economic and 

sexual) was 41.4%. This is collaborates the Kenya Demographic Health Survey 

(KDHS) findings that 44% of women aged 19-49 years had experienced physical or 

sexual abuse by their partners. 38 The physical violence prevalence was 27%. This is 

close to the prevalence reported both in Kenya and else where. A prevalence of 7-

23% was reported among women attending antenatal clinic or obstetric and 

gynaecology clinics in America. 10
•
11

'
12 Thenya found a prevalence of24% using client 

samples from four hospitals in airobi while Mwaliko found a prevalence of 25% 

among women attending family planning clinic in Kenyatta National Hospital. 16
•
17 

However it is higher than the 9% reported among women attending ante-natal clinic 

in Kenyatta ational Hospita1.39 It may point to the fact that though women still suffer 

violence in pregnancy some men may avoid physically assaulting their pregnant 

wives for fear of interfering with the pregnancy. 

The most prevalent form of violence in this study was physical violence accounting 

for 65% of all violence. These findings are similar to those by COY A W in which 

physical violence was 68% (54 out of 82). This is possibly because it was the easiest 

to define and admit. 18 Of the 54 women who had experienced physical violence, 24 

44%) of them had reported at least once. Of those who reported 20 (83.4%) of them 

reported to family members 2 8.3%) to the chiefs and 2(8.3%) to human rights 

organizations. o woman had ever reported to the police or to medical personnel. 

It appears that most cases of domestic violence are reported to family members. 

Many family members however feel their greatest responsibility is to save the 

marriage at whatever cost rather than addressing the violence. 24 Other studies have 

shown that when cases of domestic violence have been reported to the police women 

have not received much help. Many cases remain pending in court for along time, 

while others are not followed up as police do not make the necessary arrests.18 This 

altitude might discourage women from reporting and it is therefore not surprising that 

among these women none had reported to the police. 

More than half (56%) of the women experiencing violence did not report the violence 

to anyone. This co relates closely to other studies that point to the fact that many 

women are reluctant to report domestic violence. In the Kajiado/Nairobi study only 

23% of domestic violence victims had reported looking for assistance. 40 Different 

reasons were cited for not reporting including fear of the outcome some felt the 
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beating was minor while others were threatened by their husbands and hence feared 

retribution. Women who do nothing because the violence is minor should be 

encouraged to note that battering escalates. It often begins with behaviours like threats 

and name-calling. It may escalate to restraining, pushing, slapping, and pinching. It 

may then include punching, kicking, biting, sexual assault and throwing. Finally it 

may become life threatening with serious behaviours such as choking, breaking 

bones, or the use of weapons. It is therefore better for the women to take action while 

the violence is still minor to avoid a more severe result in case it escalates 5 . 

It is worth noting that none of the patients had reported the violence to the health 

workers. Many of these clients were regular clinic attendees who were in contact with 

the health workers yet they did not state this problem that could impact their 

reproductive health negatively. Healthcare providers need to have a very high index 

of suspicion for domestic violence. Lack of training to sensitise the medical staff is a 

common barrier in the screening for partner violence. The situation is compounded by 

lack of time, feeling of personal inadequacy and a tendency to deny the existence of 

domestic violence 41
•
42 According to COVAW many private health care facilities 

declined to treat women who had suffered assault due to the criminal nature of the 

cases. They avoided the possibilities of getting summons to the court to give 

evidence. They felt the cases took too long and took a lot of their time. This means the 

survivors of violence do not get enough support from the health care providers. 18 

Disclosure of domestic violence is facilitated by an understanding and supportive 

altitude. Women need to feel respected and not condemned or looked down upon· the 

health care providers and other authorities need to cultivate a relationship of trust with 

their client, which is enabling the women to open up. Inappropriate responses such as 

shock, horror or disbelief should be avoided. It may be necessary to involve 

professional counsellors who will provide the necessary information and support to 

facilitate the women to make a balanced informed choice. Direct advice such as to 

leave or go to court may result to the woman feeling misunderstood in her situation, 

may feel worthless or even drive her away from seeking help. JMJ 

Many women (28.6%) felt that it is normal for a husband to beat their wife. As 

Gicbangi observed some women consider wife beating as part of marriage.14 Women 
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need to be educated on their rights. The United ations commission on human rights 

resolution 2001/49 affirms that any act that results in, or is likely to result in, physical, 

sexual or psychological harm or suffering to women, including threats of such acts, 

coercion or arbitrary deprivation of liberty. whether occurring in public or in private 

Life is violence. As such women should not tolerate violence of any nature as part of 

their responsibility in a marriage.44 

Sexual violence was the least reported with only 5% of the women reporting it. This is 

most likely under-reporting since many women feel the husband has the right to have 

sex with them even if they are not willing. Thirty three per cent (33%) of the women 

interviewed considered it right for a husband to force his spouse to have sex. Only 

28% of the women felt that being forced to have sex by husband is criminal. Of all the 

women interviewed only 26.8% would consider reporting if their spouses sexually 

assaulted them. Forty six percent of the women who considered forced sex by 

husband wrong would not report if this happened to them due to embarrassment. It is 

important to encourage the society to discuss issues of sex more freely. This will 

reduce the embarrassment experienced and encourage more women to seek help when 

necessary. It is notable from this study that many women would not know where to 

report. This is mainly because the women are not confident they will get the necessary 

help even if they reported. 

Domestic violence continues to be a problem in this country. Twenty three percent of 

those experiencing physical violence had some violence within the month preceding 

the interview and 5.5% within the preceding week. In the KDHS 29% of the women 

in abusive relationships had experienced the violence in the year preceding the 

survey.38 

Most of the women experiencing violence in this study were in the age group 50-54 

years. This co relates with the Kenya Demographic Health Survey 2003 report that 

older women were more likely to report having ever been abused than the younger 

women. This may be due to be a factor of longevity of the relation. The longer the 

relationship the longer one has to show abusive tendencies. Another factor might be 

that the older women find it easier to disclose the violence. 

This study shows that the literacy level ofKenyan women is still low. 20 (10%) of the 

women did not have any form of education while 92( 46%) bad only a primary school 
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education. Many parents favour the education of male children as compared to the 

female. 4s 

The level of education was not associated with domestic violence in this survey 

unlike in the Kenya Demographic Health Survey 2003 where women with secondary 

education were less likely to be victims of violence than the less educated women. Up 

to 34.6% of women with coiJege education -were experiencing violence compared to 

29.3% of those with only primary education and 25% with no education. The 

difference in the percentages of violence across the different Jevels of education was 

not statistically significant (P= 0.59). A similar situation is seen in Odula's study in 

which majority (55%) of those abused had more than a secondary education.39 

However there was a strong association (P=0.003) between the action one would take 

if she had forced sex and the level of education. Also there was an association 

(P=O.Oll) between the opinion one had concerning forced sex and the level of 

education. The more educated women felt forced sex by the spouse was wrong and 

they were more wiling to report. 

Most women (64.8%) experiencing violence were unemployed or poorly paid 

compared to (35%) who with better income. However this difference in the 

percentages of violence between those who do not earn any income, the low-income 

earners and the middle class income earners was not statistically significant. (P=0.24) 

The typical battered woman is thought to be a woman of low social economic status 

with low or no education level and a non-professional. This may not always be so, 

women of higher social economic class may opt to act all is well to avoid the 

embarrassment associated with domestic violence and maintain their respect. 

Violence against women is not just a disease of the poor.46 However it is important to 

economically empower women so that in case of abusive relationships, financial 

dependence does not cause them to cling on to their partners. 

inety percent of the women were married or living in an informal union with a man. 

Those in staMory marriages experienced the least violence while those cohabiting 

bad the highest rate of violence with 43 .5% of them having experienced violence 

compared to only 6% of those in statutory marriages This may suggest that those 

couples that have formally committed themselves to a marriage have better 

relationships than those who live together informally. Among thel2% that had 
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divorced, 74% of these sited violence as the reason for the divorce. This again 

indicates that domestic violence is a big problem in marriages. ore effort should be 

put in identifying possible ways of stopping the vice without necessarily ending the 

marriage. However the woman ' s life should not be endangered in an effort to preserve 

the marriage. 

Only 11(6%) of the women reported drinking alcohol occasionally. Of these 55% 

reported violence compared to 26% who experienced violence among those who do 

not drink alcohol. Thus there was more violence among those who drunk alcohol 

compared to those who did not. (P=0.037). It has been shown that battered women 

tend to have a higher consumption of alcohol and cigarettes as compared to the non­

abused.35 

The most common diagnosis among those interviewed was uterine fibroids followed 

by secondary infertility. Physical violence was most prevalent in the secondary 

infertility group. In most African countries infertility is a stressful situation associated 

with social stigma and profound psychological sequel. 36
.3

7 The female partner bears 

most of the blame though not necessarily responsible. With so much blame on the 

woman and the stress associated with infertility, one may suspect that the woman may 

be at risk for battering. However even though the level of violence in the infertility 

group was highest compared to the level of violence in the AUB, cervical dysplasia 

and fibroids. the difference was not statistically significant. (P=0.109). 

Conclusion 

l . The prevalence of domestic violence is still high and many victims are 

reluctant to disclose it; physical violence is more likely to be disclosed while 

sexual violence is the least. Older women were more likely to disclose abuse. 

2. Domestic violence victims were more likely to report the violence to family 

members none reported to the police or to the health workers. 

3. As the level of education rises recognition of the fact that sexual violence by 

the partner is wrong increases among the women and their reluctance to report 

decreases. 
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Recommendations 

1. Women and girls need to be educated more so that they are more 

knowledgeable about with domestic violence and how to deal with it. 

2. Health workers need to be more intentional in looking out for domestic 

violence victims and offer the necessary support. 

3. More support is needed so that the women can overcome the barriers that keep 

them from seeking help. 
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CO SENT EXPLANATIO FORM (DOMESTIC VIOLE CE) 
Dr shiphrah Kuria 

Po box 182 00202 KNH airobi 

Tel0722300279 

Statement 
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I am requesting you to take part in a research study. The purpose of this form is to 

give you information that will help you decide on whether to take part or not. Please 

read it carefully. You are free to ask any questions for further clarification. 

I am working in Kenyatta ational Hospital pursuing a post graduate course in 

gynaecology in the University of airobi. As part of my studies the programme 

requires me to do some research. [ have chosen to study the prevalence of domestic 

violence among the patients being followed in the gynaecology clinic in KNH. 

Domestic violence is believed to affect the health of the victims negatively. I hope to 

collect more information that will hopefully improve the level of care to those with 

this probleOL Anyone found to have this problem will be advised accordingly and 

helped to get further help from the necessary quotas. 

You will be asked a series of questions to which you will be expected to give answers. 

This will take about 30 minutes of your time. Any information you give will be 

treated with confidentiality. 

Your involvement will be highly appreciated but is not a condition for you to receive 

treatment in this hospital. 

You may contact my supervisors or me· Dr Bukusi or Dr Tekle (department of 

obstetrics and gynaecology) or the Ethics and Research Committee of Kenyatta 

ational Hospital P.O. Box 20723 airobi. Tel 726300 - 9. 

Consent 

I .. .. .. .. . . .. . .. .. .. .. .. .. .. . .. .. .. . .. .. .. .. .. .. . volunteer to participate rn this study on 

Domestic violence It has been explained to me by--------- and I have had the 

opportunity to ask questions. 

Patient' s name.................................... Signature ................ .. 

Witness . . . . . . . . . . . . . . . . . . . . . . . . . . . Signature 

Date: 
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CO SENT EXPL 

Dr shiphrah Kuria 

Po box 182 00202 KNH airobi 

Tel0722300279 

Maelezo 

inakuliza ushiriki katika utafiti . lsome kwa makini na ukiwa na swali uJiize. 
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Mimi nini daktari Kenyatta ationaJ Hospital na ninasomea juu ya matibabu ya 

magojwa ya wanawake. Katika masomo yangu ninahitajika kufanya utafiti kati ya 

wagonjwa tunao hudum.ia. Nitafanya huu uafiri chini ya madaktari Dr Bukusi na Dr 

Tekle wanaohudumu katika hospitaJi hii. ingependa kufanya huu utafiti kati ya 

wagonjwa wanaok:uja clinic ya gynaecology. imechagua kuangalia juu ya vita 

nyumbani, hasa mabibi wanao chapwa na mabwana wao. 

Utaratibu 

Utaulizwa maswali kadhaa utakayoijibu. Hii itachukua kama nusu saa hivi. Utahojiwa 

na mwanamke mkiwa peke yenu. Habari utakayoitoa itabaki ya siri. 

Kuhusika kwako kuta.furahiwa Lakini si sharri iii upate matibabu. Swali lolote kuhusu 

utafiti unaweza kuniuliza ama kuuliza wahusika wengine: Dr Bukusi (department of 

obstetrics and gynaecology) Dr Tekle (department of obstetrics and gynaecology), au 

Kamiti inayozingaria mambo ya utafiti katika hospitali ya Kenyatta kwa S.L.P 20723 

airobi. Simu 7236300- 9. 

Mimi-------- nimejitolea k:uhusika katika uta:fiti huu unao angaJia 
juu ya vita nyumbani. imeelezewa na-------------- na nikapata nafasi 
kuuliza maswali. 

Jiana --------- Sahihi-----------

Shahindi ----------

Tarehe ------------
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TI:IE QUESTIO ARE 

l) Date of birth 

-) Diagnosis 
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(DOMESTIC VIOLE CE) 

tudy number 

3) Marital status. Single 

Divorced 

Married 

Engaged 

Cohabiting 

Widowed 

4) Highest level of education completed? 

one Primary Secondary College 

5) What is your occupation? 

Employed (specify) 

Business (specify) 

6) Do you drink alcohol? Yes 0 

7) If yes to above bow much/often (specify) 

8) Do you use drugs of addiction? Yes 

9) Do you have a regular sexual partner? 

Housewife 

Unemployed 

0 

Yes 

1 0) How long in years has the relationship lasted? 0- l 1-5 

11) What kind of marriage are you in? the married) 

Customary Statutory Others specify 

L) Have you ever been married before? Yes 0 

0 

6-10 

13) If yes why did you leave? Violence by partner 

14) How many times have you ever been pregnant? 

Other reasons 

Of these how many 

Miscarriages onnaldeliveries still births 

IS) How many Jiving children do you have now? one 1-3 > 3 

16) What sex are they? MaJe female 

17) How many children wouJd you lik(>)' liked to have? 

The no [have More Less 

>10 
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18) How many children would your husband like/liked you to have? 

The no I have More Le 

19) For bow long in years have you been trying to get a baby? < I 1-5 >5 

20) Does your husband think you are the cause of the lack of children? Ye o 

21) What is your opinion on a woman being forced to have sex by the partner? 

Its wrong criminal) otwrong Wrong (but not criminal) 

22 If it happened to you would you report him? Yes o 

23 If yes to who? 

Police Chief Family members Others (specify) 

24) If no, why would you not report? 

25 Has your partner ever abused you in any of the following ways? 

Abused physically verbally economically psychologically sexually 

Yes 

No I 

25) If yes how long in years after you were married did he abuse you? 

Abused physical!.Y_ V~ai!.Y_ economically psychologically sexual!Y_ 

Before 
marriag_e 

< I 

1-5 

> 5 
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26) How long ago did he abuse you last? 

Abused physically Verbally economically psychologically sela.laJiy 

1 week 

1 month 

1-S years 

>5 years 

27) when he last abused you what did you do about it? 

Nothing Reported Others (specify) 

28) Do you think he abuses you because you do not have the number of children 

he would like? Yes 0 

29) Have you ever reported him? Yes 0 

30) To who? 

police Chief Family members Others (specify) 

3 l) If you did not report what prevented you? 

a) He stopped me physically 
b) He threatened me 
c) I was embarrassed 
d) It is normal for a husband to beat the wife 
e) Others (specify) 

32) Did your father ever beat your mother? Yes o 

33) Were you ever abused as a child? Yes o 

34) mv status +ve -ve unknown 



THEQ TIO 

Date 

arital tarus ingle 

Divorced 

ALITY OF 

Age 

Married 

Engaged 

3) Education leve~ highest level completed? 

one Primary Secondary College 

4) Occupation Employed Housewife 

5 Residence? 

6) Religion? Christian Muslim Hindu 

7) Ethnicity . African Asian Caucasian 

8 Where did she attend antenatal clinic? 

tudy number 

Cohabiting 

Widowed 

Business specify 

Others specify) 

Others (specify) 

9) Parity. Primigravida Para 2-4 Para 5 and above 

!0) How long ago in years was her last delivery? < 1 1-2 ~ 3 
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t I Gestation at booking 

12) Medical history 

Trimester 2nd Trimester 3rd Trimester 

one significant 

Others (specify) 

chronic illness specify) HIV status 

y 
lJ) Was physical exam done? Yes 0 

14) Was pallor looked for? Pale ot pale 

15) Of those who were found to have pallor what actions were taken? 

one Haematinics given Admitted Transfused TDI 

Haemoglobin level estimation done Stool exam for ova/cysts 
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16 Where ha moglobin level was don what was the level in gldl? 

<4 4-6.9 7-10.9 ~II 

17 What was don for those found to be anaemic? 

othing Haematinics given dmitted Transfused IDI 

18) Where tool test was done what were the findings? 

o Abnonnality Detected Abnormality (specify 

19 Was any ofthese tests done? 

Test done Results available not available 

Full blood count 

haematocric 

serum ferritin levels 

Peripheral film 

blood slide for malaria parasites 

sickling test 

20) How many visits did the mother make? <4 4-8 

_I Of those visits how many times was she examined for pallor? 

one 1-3 4-8 >8 

22) Was she on routine supplementation? Yes o 

23) Was a repeat haemoglobin estimation done? Yes o 
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24) What was the level in gldl? 

<4 4-6.9 7-10.9 ~11 ot Indicated (NI) 

25) At what gestation was the repeat haemoglobin estimation done? 

28+- 36 36+- 37+ 38+ N1 
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CONSENT FORM 

Dr shiphrab Kuria 

Po box 182 00202 KNH airobi 

Tel0722300279 
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I am requesting you to take part in a research study. The purpose of this form is to 

give you information that will help you decide on whether to take part or not. Please 

read it carefully. You are free to ask any questions for further clarification. 

I am working in Kenyatta National Hospital pursuing a post graduate course in 

obstetrics in the University of Nairobi. As part of my studies I am carrying out a 

study on the prevalence of anaemia among women delivering at the Pumwani 

maternity hospital and the quality of care they receive. 

You will be asked to avail your ante-natal card to the reseacher who will fill in your 

details into the questionnaire. Your name will not appear in the questionnaire and this 

information will not be used for any other purpose other than the research. 

Your involvement will be highly appreciated but is not a condition for you to receive 

treatment in this hospital. 

CO SENT EXPLA A TION ( KISW AHILI) 

Dr shiphrah Kuria 

P 0 box 182 00202 KNH airobi 

Tel0722300279 

inakuliza usruriki katika utafiti . Hii barua ni ya kukuelezea kuhuzu utafiti huu ili 

uweze k:uamua kama utashiriki. Isome kwa makini na ukiwa na swali uliize. 

Mimi nini daktari KNH. na ninasomeajuu ya matibabu ya magojwa ya wanawake. 

Katika masomo yangu ninahitajika kufanya utafiti kari ya wagonjwa tunao hudumia 

imechagua kuangaJia juu ya upungufu wa ndamu wakati wa mimba. 

Utaulizwa utuparie kadi ya clinjc ili tupate habari inayohitajika. Habari hij itabaki ya 

siri. 

Mimi nimejitolea lruhusika katika utafiti huu. Nimeelezewa maana yake. 

Jina----- --- Sahihi-----------------

Tarehe ------
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Ref: KNH-ERC/01/2385 

Dr. Sbiphrah Kuria 
Dept. of Obs/Gynae 
Faculty of Medicine 
University ofNairobi 

Dear Dr. Kuria 

3 18 

KENYATTA NATIONAL HOSPITAL 
Hospital Rd. along, Ngong Rd. 

P.O. Box 20723, Nairobi. 

Tel: 726300-9 
Fax: 725272 

Telegrams: "MEDSUP~, Nairobi. 
Email: KNHplan@Ken.Healthnet.org 

Date: 11 August 2004 

RESEARCH PROPOSAL "THE QUALITY OF ANTENATAL CARE WITII RESPECf TO 
ASSESSMENT OF ANAEMIA IN PREGNANT WOMEN AT PUMW ANI MATERNITY HOSPITAL 
AIROBF (P41/4/2004) 

This is to inform you that the Kenyatta ational Hospital Ethics and Research Committee has 
reviewed and approved the revised version of your above cited research proposal for the 
period 11 August 2004 - 10 August 2005. You will be required to request for a renewal of the 
approval if you intend to continue with the study beyond the deadline given. 

On behalf of the Committee, I wish you fiuitful research and look fotward to receiving a 
summary of the research findings upon completion of 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, 

1 #- ' 
UfA,U~ 

P}tl N GUANT Al 
SECRET.AR Y,JQ:lli-ERC 

Cc Prof K M Bhatt, Chairperson, KNH-ERC 
The Deputy Director ( C/S), KNH 
The Dean, Faculty of Medicine, UON 
The Chairman, Dept. of Obs/Gynae UON 
CMRO 
Supervisors: Dr. E A Bukusi Dept. of Obs/Gynae, UO 

Dr. G Tekle, Dept. of Obs/Gynae, KNH 


