
Univ
ers

ity
 of

 C
ap

e T
ow

n

GYNAECOLOGY. 

---ooo----

~· 



Univ
ers

ity
 of

 C
ap

e T
ow

n
The copyright of this thesis vests in the author. No
quotation from it or information derived from it is to be
published without full acknowledgement of the source.
The thesis is to be used for private study or non-
commercial research purposes only.

Published by the University of Cape Town (UCT) in terms
of the non-exclusive license granted to UCT by the author.



·-

,,. ... , .... 

ROYAl COllEGE Of OSSTET~~ 
\. AND GYNJ!f"l rr•r:"fS,. 

1 2 APR 1957 
ACCEP1ED FOR M.R.C.O.G. 

EXAMtNAliON. 

t '1 .. 1.r.~~-1;?_ 
~, ... ···~ 

GYNAECOLOGICAL CASE BOOK SUBMITTED 

FOR THE M.R.C.O.G. EXAMINATION. 

BY. 

P.F.M. du Toi t. 



This is to certiry that the undermentionea 

cases have been under the personal supervision and 

care of Dr. P.F.M. du Toit. 

1. Minnie Philander.

2. Agnes Skywawa.

3. Dorothy Schouw.

4. Esther Mongali.

5. Francis April.

6. Jessie Read.

7. Janet Marcus.

8. Margaret Pearson.

9. Rachmat Isaacs.

10. Sophie Arendse.

11. Fanny Guwa.

12. Ella du Plooy.

13. Maria van Heerden.

14. Wilhelmina Izaks.

15. June McKenzie.

15. Phillipina Wilson.

17. Jane Martin.

18. Isobel Adams.

19. Katy McKay.

20. Elsie Nd�wane.

sor of Obstetrics and Gynaecology 
University or Cape Town. 

Signature Removed



PREFACE. 

The rollowing cases were all attended to 

at the Groote Schuur Hospital, Cape Town, during 

the perioa January, 1954 to Decemoer, 1956. 

In order to avoid unnecessary repetition, 

an " Introduction " is presented. in which routine 

operative steps are given. 

Cases are illustrated where possible, with 

photographs and micro-photographs. 
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1. 

INTRODUCTION. 

1. ROUTINE METHOD OF OPENING THE ABDOMEN. 

A sub-umbilical median incision is used 

to open the skin and. su-o-cutaneous f·at. Bleeding 

points are secured, and ligated ir large. 

The anterior rectus sheath is now incised 
. 

in the mid-line, using a clean scalpel. 

The parietal peritoneum is visualised, 

and. secured lightly between two artery-rorceps. It 

is then elevated and lightly incised. with a scalpel. 

A ringer is then introduced into the peritoneal 

cavity, and the inner sur:face of' the parietal 

peritoneum is 1'el t to see i:t· t.nere are any adhesions. 

The peritoneum is then incised down to the bladder 

and up to the umbilicus. 

The wound is held open with a sel:t·-retain-

ing abdominal retractor. The bowelsis packed of':t· 

with one or two packing swabs. 

The patient is tilted in the Trendelenourg 

position by means of' a rio bed rubber mattress. 

All patients undergoing abdominal surgery 

enter the theatre with a -bladder-catheter in position 
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2. ROUTINE METHOD OF CLOSING AN ABDOMINAL WOUND. 

The parietal peritoneum is closed with 

a continuous chromic number 1 catgut suture. The 

posterior sheath is included in this suture. 

The anterior rectus sheath is now 

closed with interrupted sutures or number 2 chromic 

catgut. 

The 1'at is not sutured. 

No tension sutures are used. 

The skin is now approximated with inter

rupted sutures o1· number 1 mono1'ilament nylon. These 

sutures are inserted just above the anterior sheath. 

A light spirits dressing covers the 

wound, and is held in place -by a :few thin strips 

o1' adhesive tape. 
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CASE NUMBER 1. 

FEATURES. 

1. DIFFICULTY WITH MICTURITION. 

2. IMPERFORATE VAGINAL MEMBRANE. 

3. HAEMATOCOLPOS. 

4. INCISION OF MEMBRANE. 

SUMMARY. 

1. A young coloured school-girl of' 15 years,co~:hained 

of' lower abdominal pain of a cyclical type :for 

10 months; and difficulty with micturition :for 

6 days. 

2. An occluding vaginal membrane was :found with a 

moderate haematocolpos. 

3. The vaginal membrane was incised under strict 

asepsis. 



Name 

Race 

Age 

Occupation 

Admitted 

COMPLAINTS. 

Minnie Philander. 

Coloured. 

15 Years. 

Scholar. 

- 28 July, 1954. 

4. 

Index No. 35?21. 

I. Intermittent lower abdominal pain- 10 

months. 

2. Difficulty with micturition - 6 days. 

PAST HISTORY. 

Not J?el·evant. 

FAMILY HISTORY. 

Not relevant. 

PRESENT HISTORY. 

She had felt QUite well until about 10 months 

ago, when she developed a lower abdominal pain. This 

pain was of a dull aching character, with cramp-like 

pain superimposed on it. The pain was of about 3 to 4 

days in duration .. It occurred again at monthly intervalE

During these attacks of' pain, she felt listless, with 

dull headaches. She felt nauseous on occasions. The 

symptoms were never severe enough to keep her from 

school. 

For the last 6 days prior to admission, she 
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~ound great di~~iculty in passing urine. The desire 

to micturate was present, but she had to strain very 

hard to pass the urine. For the past day, the urine 

was only being passed in drops, instead o~ a steady 

stream~ There was no burning on micturition. This 

last symptom was severe enough to bring her to the 

Groote Schuur Hospital. 

Menstruation. 

Armeti te. 

Bowels. 

EXAMINATION. 

a. GENERAL. 

She had not yet commenced to menstruate. 

Good .. 

Regular. 

A well-deyeloped young coloured girl, who 

did not look ill. There was no pyrexia, nor clinical 

evidence o~ anaemia. 

The cardio-vascular and respiratory 

systems appeared normalw 

The abdomen was so~t and relaxed. There 

was no hepatomegaly or splenomegaly. A small mass 

was just palpable above the symphysis pubis. The 

upper border was smooth and well-de~ined. The lower 

border disappeared into the pelvis. There was slight 

tenderness on pressure. There was no ascites. 
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Urinalysis. 

A catheter specimen was taken, as the bladder 

could not be emptied spontaneously. No abnormal 

constituents were detected. 

b.GYNAECOLOGICALo 

Vulva. The mons showed the presence of pubic 

hair. The labia and clitoris appeared normal for a 

girl of her age. On seperating the labia minora, a 

tense, bluish membrane was seen occluding the vaginal 

introitus. This membrane was bulging outwards. 

Rectal examination revealed a tensely cystic 

sausage-shaped mass filling the pelvis. This mass 

bulged into the rectum. The uterus and adnexae could 

not be felt. 

A diagnosis of Cryptomenorrhoea due to an inJ:Qerf'orate 

hymen was made. 

TREATMENT. 

Penicillin and Streptomycin parenteral 

therapy was commenced for prophylaxis. An indwelling 

catheter was left in the bladder, because of the 

difficulty of passing urine. A. potassium citrate 

mixture was given to keep the urine alkaline. 

After 48 hours, the patient was taken to 

the theatre. She was anaesthetised with Pentothal 



PHOTOGRAPHS SHOWING THE BULGING IMPERFORATE 

VAGINAL MEMBRANE~ AND THE ACCUMULATED MENSTRUAL 

FLUID ESCAPING AFTER INCISION. 

6a. 
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Sodium, Nitrous Oxide and Oxygen. She was then 

placed in the lithotomy postion, and the vulva and 

perineum cleaned very thoroughly with spirit soap and 

then "Cetavlon." A lithotomy-sheet was placed in 

posi tionG The bl.adder was catheter:i:sed i.W:l.tb. ~ --;m.etal 

female catheter .. 

A cruciate incisio.n was now made through the 

occluding vaginal membranee Thick, tarry-looking 

fluid ran out of' the vagina. The accumulated menstrual 

fluid was allowed to escape passivelyo No attempt 

to squeeze out the fluid by abdominal pressure was 

made. Approximately 12 ounces of' fluid was collected~ 

No attempt at vaginal or rectal examination vvas made 

after the membrane had been incised. 

PROGRESS. 

The patient was sent back to the ward without 

an indwelling bladder catheter. A sterile vulvar-pad 

was kept in position with a T-bandage. These were 

changed at 4 hourly intervals. The patient was nursed 

in the Fowler position for the first 24 hours. She was 

then ~llowed out of' bed. 

There was no pyryxia, but the anti-biotic 

therapy was continued for 4 days post-operatively. 

The bladder function was perfect, no 

difficulty being experienced. 

She was not allowed a bath for 7 days. 
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No vaginal douching was allowed. 

She was discharged from hospital on the 

eighth post-operative day, with instructions to return 

for a follow-up examination in 2 weeks. 

18 Augqs~!- 1954. 

Seen at the out-patient department. She was 

feeling well .. She had menstruated 8 days af'ter her 

discharge from hospital. 

The introitus permitted the passage of th}3 

index finger. The vagina was normal. The uterus was 

anteverted, mobile and of normal size for her age. The 

adnexae were not palpable. There were no pelvic masses 

palpable. The cervix felt normal. 

DISCUSSION. 

Cryptomenorrhoea 1s not a common condition. 

The congenital type being commoner than the acquired 

variety. The obstructing membrane is only rarely an 

imperforate hymen, according to Jeffcoate. It is 

usually due to a vaginal membrane,which is either due 

to faulty canalisation of that part of the vagina 

formed from the sino-vaginal bulb, or from failure of 
of"'· 

fusion 11 the Mullerian part and the urogenital sinus 

part of the vagina. 



This case was labelled as being due to an imperforate 

hymen. In actual fact, the true nature of the membrane 

was not determined. 

The presenting symptom of haematocolpos, apart 

from amenorrhoea, is difficulty with micturition. This 

case gave a classical history~ 

The treatment is obviously surgical incision 

of the obstructing membrane. However, great care must 

be exercised in maintaining absolute asepsis, for 

the retained menstrual fluid is an excellent nidus for 

infection. The temptation to perform a vaginal 

examination after incising the membrane, in order to 

assess the uterine and tubal condition, 1nust be firmly 

resisted. Nor should abdominal pressure be applied in 

order to squeeze out the menstrual fluid. This results 

in a temporary positive pressure in the vagina. Now 

when the pressure is released, air enters the vagina 

by virtue of a temporary negative pressure. 

The prognosis for child-bearing is very good, 

even in those cases where there has been haematometra 

as well as haematocolpos of long duration. 



CASE NUMB~R 2A 

FEATURES. 

1. N~ENORRHOEA. 

2. SYNECHIAE UTERI WITH CERVICAL STENOSIS. 

3. PLASTIC RECONSTRUCTION OF CERVICAL CANAL. 

SUMMARY. 

1. A parous Bantu woman of 28 years, complained of 

14 months amenorrhoea following an abortion. She 

had a curettage with gross infection, following 

this abortion. 

2. Complete cervical stenosis was found with an 

enlarged uterus. The diagnosis of cryptomenorrhoea 

was made. 

3. Attempts to dilate the cervix failed. A laparotomy 

was performed. A broad ligament fibromd was removed, 

the uterus bisected, and synechiae uteri with 

cervical stenosis found. 

4. A plastic repair was achieved. Although the cervix 

and uterine cavity remained patent, menstruation 

had not occurred. 

l 
' 



Name 

Race 

Age 

Agnes Skywawa. 

Bantu. 

11. 

Index No. 56/03133. 

Civil State 

Occupation 

Admitted 

28 Years. 

Married. 

House-wife. 

21 March, 1956. 

COMPLAINTS. 

1. Amenorrhoea 14 months. 

2. Pain in lower abdomen 3 months. 

PAST GENERAL HISTORY. 

No relevant data was obtained. 

FAMILY HISTORY. 

Nil of' note. 

OBSTETRICAL HISTORY. 

1950 - A spontaneous ter.m birth of' a healthy 

infant. The pregnancy had been uneventful. The 

puerperium was normal. Lactation was satisfact

ory. 

1953 - A spontaneous birth at term, following 

an uneventful pregnancy. The infant was 

healthy, and the puerperium and lactation was 

normal. 

1954 - In January of' this year she had an 

abortion at 10 weeks. The abortion was 

incomplete, and an evacuation of' ovular remains 
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was thus performed 5 days a:fter the miscarriage. She was 

very ill a:fter this operation, and remained in hospital 

for nearly 1 month. During this time she :felt :feverish, 

and was given bi-daily injections.(? penicillin) 

MENSTRUAL HISTORY. 

The menarche occurred at the age o:f 14 years. The 

periods had always been regular,of the 4/28 day cycle. 

There was no dysmenorrhoea. She had not had a period 

since the abortion in January, 1954, ie 14 months ago. 

Vaginal Di.~qharge. 

She had not had a vaginal discharge since the 

abortion in 1954. 

Coitus. 

There was slight dyspareunia since the abortion. 

There was no .Post-coital bleeding, and the libido was 

normal, 

Micturition. 

There was no :frequency or dysuria. 

Bowels .. 

The bowels were regular. 

Appet~te. 

The appetite v.,ras good, and there was no weight-loss. 

PRESENT HISTORY. 

Since her abortion in 1954, 14 months ago, she had 

had amenorrhoea. She had :felt perfectly well except for 

this amenorrhoea, until 3 months ago wh . 
, en an 1ntermittant 



14. 

lower abdominal pain developed. The pain was of the 

nature of a dull ache& The pain was not very severe, 

and she actually consulted a doctor mainly because of 

the amenorrhoea. He then sent her to the Groote Schuur 

hospital, where she was admitted on 21 March, 1956. 

EXAMINATION. 

a. GENERAL. 

A thin but healthy-looking young Bantu woman. 

There was no clinical evidence of anaemia or jaundice. 

She was apyrexial. There was no evidence of recent 

weight-loss. 

The pulse-rate was 78 per minute, and the 

blood-pressure was 125/70 mm. Hg. The heart-sounds were 

closed. 

Urinalysis was negative for abnormal constitu-

ents. 

No lung pathology was detected. 

The abdomen was soft and relaxed. There was 

no ascites, hepatomegaly or splenomegaly. A mass the 

size of' a 12 weeks pregnancy was palpated arising out of 

the pelvis. It was regular in outline, globular in 

shape, and the consistancy was that of hard rubber. Ther1 

was slight tenderness on pressure. 

b. GYNAECOLOGICAL. 

The vulva and perineum appeared nonnal. 

The vagina was also normal. 
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PHOTOGRAPH SHOWING THE CERVIX. NO EXTERNAL 

OS CAN BE SEEN. (THE DARK SPOTS ON THE 

CERVIX ARE DROPLETS OF BLOOD.) 
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The cervix fe lt nulliparous. No external os was fe lt. 

On speculum exami nation, nQ external os was seen. There 

was a small d i mpl e where the os shoul d have been , but even 

a thin prob e could not be passed into t he cervic al c an al. 

(See photogr aph. ) 

The uterus appeared to be enla r ged to t he size of a 

12 weeks p r egnancy. It was d i ffuse ly enlarged , exc ep t for 

one bossela tion on the l e1' t o1· the fundus . The uterus 

corresponded to t he mass which had been fe lt abdominally. 

The uterus was anteverted and mob ile. There was s ligh t 

t enderness on moving t he cervix. 

r.Dhe adnexae were not pal pabl e, and slight t enderness 

was elicited in all t he v ag inal f ornices . 

A rectal examination, d i d not yiel d any further 

inf ormation. No masses were felt i n the p ouch of Dougl as . 

A clinical di agnosis of oblitera tion of t he lower part of 

the cervic al c ana l , with haematome tri a, was made . The 

cervical obliteration was t hought to be du e to t he 

curettage and infection which had followed the incompl e t e 

abortion . 

TREATMENT AND COURSE. 

Unde r gene r a l anaes thesia, the pat ien t was p l aced 

i n t he l ithotorny position, and t he vulva and perineum 

was cleaned i n the usual way. A lithotomy-shee t was 

placed in position. 

An a ttempt was now made at pushing a uterine 
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sound through the obliterated external os into the 

c e rvical c anal, with the object of establishing drainage 

of the h aematometrta. The cervix was steadied by means 

of a vulsellum on the anterior lip . The a ttempt was 

unsuccessful. 

It was now de cided to perform an i mmedi a t e 

laparotomy , with a view to definite di agnosis, and a lso 

to trea t ment. The skin of' the abdomen was prepared in 

the the a tre . 

The peritoneal c avity was opened in the usual 

way and explored. The ute rine tube s and ovaries appeared 

gros s ly nor mal. The r e was a sol itary ova l f ibroid twnour, 

about 3 -?z- inches i n d i ameter, ari s ing :from the l eft s i de 

o:f the :fundus uteri. It was very hard in consistancy. 

No other fibroi d t umours were :fe lt in the ute rus. Omentum 

was adherant to this uterine tw-nour. The r e were a :fevv 

old adhesions between the caecum and t he ri ght adnexae . 

The tnfundibulo-pelvic ligaments were lightly 

clamped with ring- f orcep s. A Bonney myomectomy clamp 

was placed over the cervix. The peritonew-n over the 

anterior surface of the twnour was now incised, and the 

:fibroid was enuclea ted with surprising e ase. It now 

appe ared that the :fibroid was more intra-ligamentary 

than uterine. After t he remova l o:f t he mass , the uterus 

h ad a normal size and shape. 

The myomectomy clamp was removed . There was no 

bleeding. The utel' ine vessels were now gr a s ped lightly 
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PHOTOGRAPH SHOWING THE BISECTED UTERUS AT 

OPERATION. NOTE THE ABSENCE OF AN ENDOMETRIAL 

C~Ifi. 



with ring-forceps, after the bladder had been pushed 

off the cervix. The uterus was now bisected in the 

sagittal plane up to the level of the internal os. (See 

photograph) The endometrial cavity was almost entirely 

obliterated, except for about 0.5 cmso at the internal 

os. Here a small cavity was found containing fluid 

which resembled pus. A swab was taken and sent for 

culture. It was just possible to see a faint line on 

the cut surface of the uterus where the endometrial 

cavity had been. It seemed that the myometrium had 

gro~vn onto myometrium. 

A uterine sound was now pushed through the 

the cervix from the abdominal cavity, until it was 

felt to have entered the vagina. The tunnel thus made 

was then dilated to number 6 Hegar. A small sharp 

curette was used to lightly scrape the area where the 

endometrial cavity had been. A number 4 polythene tube 

was laid in this groove, with the lower end being 

pushed through the external os into the vagina. The 

uterus was now closed with a series of interrupted 

chromic nrunber 1 catgut sutures. The vesico-uterine 

peritoneal fold was closed with a continuous catgut 

suture, and the abdomen was closed in the usual way. 

PROGRESS. 

The immediate post-operative course was 

fairly uneventful, except for pyrexia on the first 5 

days, with a fair amount of pain. The pyrexia responded 
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to penicillin therapy, and the pain was controlled 

with analgesics. By the ~ifth post-operative day, the 

temperature was down to normal. On the tenth day, the 

polythene tube was removed !'rom the uterus via the 

vagina.(The tube had been kept in position by a vaginal 

stitch&) A slight, sero-sanguinous disgharge was 

seen coming from the external os. 

The patient was discharged on the thirteenth 

post-operative day, with instructions to return in 

3 weeks for a cervical and uterine dilatation. 

Bacteriological R~! on Swab taken from region of' 

the internal os. - "Gram - Scanty pus cells, but no 

organisms seen." 11 Cul ture - No growth." 

8 Ma;y: 1 1956. 

Re-admitted. Under general anaesthesia, the 

cervical canal and uterine cavity was dilated to a 

number 8 Hegar with relative ease. The region of' the 

external os appeared healthy. There was no di~f'iculty 

in passing a uterine sound to the depth of' 2t inches. 

There was no abnormal discharge after dilatation. 

24 JuneJ956. 

Re-a&nitted. The cervical canal and uterine 

cavity were again dilated to a number 8 Hegar. There 

had been no vaginal bleeding since the previous 

dilatation~ only a slight mucoid discharge. 
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This patient had not been seen again, as she went back 

to the native territorieso 

DISCUSSIONo 

Synech~ae uteri is a rare condition. It is 

invariably an acquired disease, and usually follows 

corporeal insertiton of radium. It may however, follow 

vigorous curettage after an abortion or labour, especially 

in the presence of infection. Infection due to the 

clostridia group of organisms, is more liable to be 

followed by intra-uterine adhesions, than when other 

organisms are present. 

Stenosis of the~vi~,to a greater or lesser 

degree, may follow,over-enthusiastic endocervical 

cauterisation, or conisation of the cervix, radium 

insertions for cervical cancer, and less commonly, c:.~~3 

to trauma sustained during labour. These patients 

usually present with cryptomenorrhoea, with the history 

of monthly pain~ 

In total synechiae1·u teri, there is . no endometrium, 

and therefore, no menstruation. The endometrium ca~not 

regenerate because the basal endometrial layer is 

destroyed. The synechiae uteri may be 12artial, and if 

patches of endometrium survive, then menstruation may 

again occur• 

In this case, the synechiae were almost complete,. 

except for the small area at the level of the internal os. 
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The cause for the synechiae in this case, was most 

probably over-enthusiastic curettage in the presence of 

severe infection, possibly clostridia. The presence of 

sterile pus in the uterus is probably the residual of 

this infection. 

The presence of a uterinelfibroid gave the 

impression of uniform uterine enlargement, and thus 

the pre-operative diagnosis of cervical stenosis with 

haematometria was made. In retrospect,this diagnosis 

did not altogether fit with the history. There was no 

history of regular monthly pain! 

The prognosis in this case, is poor as far 

as the restoration of menstruation is concerned. The 

plastic reconstruction ofthe cervical canal and uterine 

cavity was only attempted because it was thought that 

endometrium might be present in the small, pus-filled 

cavity. 

It is unfortunate that a further follow-up 

was not possible. 
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CASE NUMBER 3. 

FEATURES. 

1. HYDATIDIFORM MOLE. 

2. SEVERE VAGINAL HAEMORRHAGE. 

3. EVACUATION OF MOLE. 

SUMMARY. 

1. A ~oung coloured primigravida aged 23 years, 

complained of 16 weeks amenorrhoea, followed 

by severe vaginal haemorrhage and abdominal 

pain. 

2. On admission, the patient was severely shocked, 

due to marked blood-loss. The uterus was 

enlarged to the size of a 28 week pregnancy. 

3. There was hypertension later, with proteinuria. 

A urine pregnancy test was positive in dilution. 

Grape-like vesicles were passed per vaginum. 

Hydatidiform mole was diagnosed. 

4. Because of severe haemorrhage, the mole was 

evacuated per vagina through a 2 finger os. 

~. Follow-up was incomplete. 
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Name 

Race 

Age 

Dorothy Schouw. 

Coloured. 

Index No. 55/27499. 

Civil State 

Occupation 

Admitted 

COMPLAINTS. 

23 Years .. 

Married. 

Factory Hand. 

14 November, 1955. 

1. Amenorrhoea 4 months~ 

2. Nausea and Vomiting 2 months. 

3. Vaginal Bleeding 1 week. 

4. Abdominal Pain 1 week. 

PAST GENERAL HISTORY. 

No relevant data obtained. 

FAMILY HISTORY. 

Nil of note. 

MENSTRUAL HISTORY. 

The menarche occurred at the age of 14 years. 

The periods had always been regular of the 5/28 day 

cycle. There was slight dysmenorrhoea. She had not been 

pregnanto Her last normal menstrual period was on 

2 July, 1955. 

PRESENT HISTORY. 

She felt fairly well for the first 4 weeks of 

her pregnancy. Then nausea and occasional vomiting 

started. This had not worried her excessively until 8 
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weeks ago, when she felt nauseous during the greater 

part of the day, and vomiting was fairly frequent. She 

also started getting headaches far more frequently 

than she was used to-in the past. 

One week ago, she started to bleed vaginally 

whilst at work. The bleeding was not severe, she only 

used 3 vulvar pads dur.ing that day. A few hours after 

the onset of the haemorrhage, she experienced slight 

cramp-like abdominal pai~. She had to leave 4er work, 

and went home to bed. 

The bleeding persisted at the same rate for 

7 days, and the pain also continued to be present, 

although it was only intermittant. A few hours before 

admission, the bleeding suddenly became profuse, and 

the cramp-like lower abdominal pain became severe. She 

lost a lot of blood,. and felt faint. A doctor was 

summoned, and he noted that the patient was severely 

shockede He injected ~ gr. morphine and sent her to 

Groote Schuur Hospital, where she was admitted at 

9.00 am. on 14 November~ 1955. 

Vqgina~ Discha~BQ· 

She had always had a slight inter-menstrual 

vaginal discharge. It did not worry her. 

Coitus. 

There was no dyspareunia, nor post-coital 

bleeding, prior to the onset of the present vaginal 



haemorrhage. Libido was normal. 

Micturition. 

24. 

She had had slight frequency, but no 

dysuria during her pregnancy. 

lill.Qetite. 

She had had a poor appetite for the past 

3 months. 

Bowels. 

She had had constipation since the onset 

of the nausea and vomiting. 

Weigh:t, .. 

She thought that there might have beeh a 

slight weight-loss during the past month. 

EXAMINATION. 

a. GENERAL. 

The patient was a young coloured woman, 

who·was distressed and apprehensive. The skin was 

cold and clammy. There was a marked pallor of the 

skin and the buccal mucosa. Slight ankle oedema seen. 

The temperature was 96.8 F. 

The pulse-rate was 120 per minute, with a 

poor volume. The blood-pressure was 60/0 ~n. Hg. The 

heart sounds were closed. The paemoglobin estimation 

was 5.0 grams per 100 ml. 

Urinalysis revealed the presence of acetone 

and proteinuria ++. 
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The abdomen was slightly distended, and a mass, 

globular in shape, was seen and felt arising out of 

the pelvis. It was soft in consistancy, with a boggy 

feel~ The mass corresponded to the size of a 28 week 

pregnancy. No foetal parts were palpable, and no foetal 

heart sounds were heard. The tumour was mobile. There 

was no ascites, hepatomegaly or splenomegaly. 

b. GYNAECOLOGICAL. 

Vulva. This organ appeared normal. Blood was 

seen coming from the vaginal introitus. The bladder 

was catheterised, and the urine kept for analysis.

see above. 

Vagina. This organ was filled with a large 

amount of blood-clot~ The clots were removed, and the 

vagina was examined. No lesion was 1·e1 t or seen on 

speculum examination. 

Cervix. This structure was sot·t in consistanc;y 

and it was patulous. The os was closed. Speculum 

examination revealed no lesion, and blood was seen 

coming through the external os. 

Uterus. The uterus was enlarged to the size 

of a 28 week pregnancy, it was continuous with the 

abdominal mass. 

Adnexae. These structures were not palpable. 

Rectal examination confirmed the above 

t•indings. No masses were felt in the pouch of Douglas. 
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MANAGEMENT. 

Because the uterus was considerably larger 

than the period of amenorrhoea warranted, the 

provisional clinical diagnosis o:r hydatidiform mole 

was made. 

The immediate treatment consisted in 

combatting the severe state o:t" shock. Compatible 

blood was immediately given at a rast rate. 

14 November, 1956. 

11.00 am. 2500 ml. of blood had been given since 

admission. The general clinical state was now much 

improved. The pulse-rate was down to 102 per minute. 

The blood-pressure was 90/60 mm. Hg. 

The uterus was felt contracting, and the 

vaginal bleeding continued at a steady rate. 

A portable X-ray machine was brought to 

the ward~ and a X-ray of the abdomen was taken. No 

:roe tal parts wer.e seen, only a sort-tissue ~hadow~·· ~:>· 

12.30 pm. 

A further 1000 ml, of blood had now been 

given. The pulse-rate was 98 per minute, and the 

blood-pressure was 95/60 mm. Hg. 

Small grape-like vesicles were now being 

passed in the blood which was :flowing out of the 

vagina. 

A vaginal examination revealed that the os 

was lt fingers dilated. Several pieces or clot and 
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vesicles were removed from the vagina. 

The uterine haemorrhage was fairly brisk, and 

blood-transfusions were cont'inued at a steady rate. 

2.00 pm. 

The uterine bleeding was now becoming severe. 

Very few vesicles were being passed. The os was now 

2 fingers dilated. 

A total of 4000 ml. of blood had been given. 

The pulse-rate was 106 per minute, and the 

blood-pressure had fallen to 85/55 mm. Hg. 

It was decided to evacuate the mole in the 

theatre under general anaesthesia. 

2.30 pm. 

The patient was anaesthetised with Nitrous 

Oxide, Oxygen and Ether. 

She was placed in the lithoton~ position, the 

vulva and perineum was cleaned with 11 Cet~valon11 , the 

lithotomy-sheet was placed in position, and the 

bladder cathe:ter:H~ed. The examining hand was lubricate' 

·with "Dettol" cream, and a vaginal examination 

performed. The os was still 2 fingers dilated, and 

blood-clot with vesicles was felt in the os. The 

mole was loosened digitally as much as possible. 

The cervix was grasped with a ring-forceps. 

A uterine sound was now passed, and the length of 
\ 

the uterine cavity was found to be 7.5 inches. 

An ovum-forceps was introduced into the uterine 
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cavity, and a large amount of molar tissue removed. 

A foetus measuring 8 ems. in length, was removed with 

the molar tissue. 

During the operation bleeding was fairly brisk, and 

blood replacement was continued at a steady rate. 

After all the molar tissue had been removed,with the 

ovum-rorceps, a blunt curette was used to remove any 

tissue which might have been missed. 

Ergometrine 0.5 mg. was now given intra-venously. The 

uterus was firmly contracted, and bleeding was 

minimal. 

A total of 5000 ml. or blood had been 

administered since admission. The pulse-rate was 94 

per minute, and the blood-pressure was 140/85 mm.Hg., 

15 minutes after the operation had been completed. 

PATHOLOGY REPORT. 

"A foetus measuring 8 ems., and a large mass 

of vesicular tissue was received. The histological 

examination confirmed the diagnosis of hydatid~f·orm 

mole." 

The result of the frog test on urine collected during 

the first 24 hours after admission, was positive for 

a dilution of l in 200. 

PROGRESS. 

After 24 hours, there was very little vaginal 

bleeding. The pulse-rate was 8 
4 per minute, and the 

('lu•~ wtt'ss '~IIJ( .....;, 



or a hydatiform mole~ The fact that the uterus was much 

larger than the period of amenorrhoea warranted, was a 

finding of some value in the differential diagnosis. 

However, multiple pregnancy may alsp result in the uterus 

being larger than the period of amenorrhoea would account 

for. In the case of an incomplete abortion, there is 

usually the history of.' the passing of' a f'oetus, and the 

uterus is smaller than the period of amenorrhoea warrants. 

unless the atonic uterus is distended with blood-clot, a 

very rare occurrence. A few cases of concealed accidenta: 

haemorrhage in the first half of pregnancy, resulting 

in gross uterine distension, have been recorded. 

A X-ray may be or value in the diagnosis or 

multiple pregnancy, and also a single pregnancy, provid

ing that the foetus is old enough to have ossification 

of the bones. A vaginal examination will reveal whether 

there is an inevitable abortion or not. The foetus may 

be felt through the os. 

In this case, the passage of_vesicles made the 

diagnosis a fairly simple matter. The history of nausea 

and vomiting of a moderate degree, the finding of 

proteinuria and hypertension, and the positive pregnancy 

test in dilution, were all corrcfborating points in the 

diagnosis of hydatidiform mole, although multiple 

pregnancy, and even a single pregnancy can give a similar 

positive test in dilution at about the 60th day of 

gestation. 



blood-pressure was 150/95 rmn. Hg. The urine showed 

the presence o!' a trace of albumtn in a catheter 

specimen. 

The uterus was well-contracted. 

Progress continued uneventfu11~ and she was 

discharged on the seventh post-operative day. On 

discharge the uterus was well-involuted, the blood

pressure was 110/70 mm. Hg., and there was no 

proteinuria. The haemoglobin level was 12.0 grams per 

100 m1 .. 

The patient was instructed to attend the out

patients department in 3 weeks. 

12 December, 1955. 

She was seen at the out-patients department. Her 

general health was good. The blood-pressure was 110/65 

mm. Hg. There was no proteinuria. 

The uterus was the size of a normal, non-pregnant 

womb. The ovaries were not palpable. 

A pregnancy frog test was negative. 

She was instructed to re-attend in 2 months. 

Unfortunately, she had not been seen again to date. 

DISCUSSION. 

This case presented with 16 weeks amenorrhoea, 

followed by abdominal pain and severe vaginal 

haemorrhage. These symptoms could have been accounted 

for by an inevit8ble abortion, an incomplete abortion, 
Jllt~ts~ 1""'"'-"'- b ... c6- t/yc.. 
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The immediate. danger of the presence o~ rnolar 

tissue in the uterine cavity, is that o1' severe 

haemorrhage. This danger is well-illustrated in this 

case. The remote danger is the developement of a 

choriocarcinoma, which may occur within weeks, or less 

commonly, years. 

In the treatment of a hydatidiform mole, there are 

several factors to be taken into consideration. 

Firstly, the age of the patient. If the woman is under 

40 years, then conservative treatment is essential. In 

a woman over 40 years, a hyst~rectomy would be considerec 

justif'iable by some writers. 

Secondly, if the os is dilated to more than lt fingers, 

evacuation of the mole throughlthe cervical os should 

be performed. If the os is closed, dilatation by means 

of laminaria tents, is a sa1'e and sure procedure. Some 

authorities advocate an abdominal hysterotomy, with· 

the evacuation of the mole. 

If the mole has been passed spontaneously, then 

curettage is advocated by some writers, sq that no 

residual molar tissue is left behind in the uterus. It 

would seem reasonable to forego the curettage, unless 

there is continual bleeding. It must be remembered 

that curettage of a uterus which harbours a hydatidiform 

mole, is especially dangerous, because the myometrium 

is eroded by the trophoblastic action, and may be very 

thin. 
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The importance of a long-term follow-up of all cases of 

hydatidi1'"'orm mole, cannot be over-stressed. A pregnancy 

test on the urine should be performed at each visit. 

In conclusion, it was noted that no ovarian 

tumour was palpable. Theca-lutein cysts of the ovary are 

said to occur in about 50 per cent of all cases of 

hydatidiform mole. According to Novak, most of the 

ovaries will show histological evidence of hyperreaction 

of the theca cells. 
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CASE Nq~BER · 4,_, 

FEATURES. 

SUMMARY. 

1. ? ABORTION OR HYDATIDIFORM MOLE. 

2. CONTINUOUS UTERINE HAEMORRHAGE. 

3. CHORIOCARCINO!'JIA WITH SECONDARY VAGINAL 

TUMOUR. 

4. TOTAL HYSTERECTOMY WITH BILATERAL 

SALPINGO-QOPHORECTOMY. 

1. A young Bantu woman, aged 23 years, complained of 

7 weeks amenorrhoea followed by continual vaginal 

bleeding for 12 weeks, with loss of weight and 

feverishness for 4 weeks. 

2. There was gross anaemia, pyrexia, and evidence 

of recent weight loss. The uterus was enlarged 

to the size of a 20 week pregnancy. 

3. The frog test for pregnancy was positive in 1 in 

400 dilution, and uterine curettage revealed the 

presence of choriocarcinoma. 

4. Total hysterectomy with bilateral salpingo

oophorectomy was met with a good i~nediate result. 
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Name 

Race 

Age 

Esther Mongali. 

Bantu. 

Index No. 56/15951. 

Civil State 

Occupation 

Admitted 

COMPLAINTS. 

23 Years. 

Married. 

House-wife. 

7 June, 1956. 

1. Amenorrhoea 7 weeks, followed by -

2. Continuous vaginal bleeding 12 weeks. 

3. Feverishness 

4. Loss of' weight 

PAST GENERAL HISTORY. 

4 weeks. 

4 weeks. 

No relevant data was obtained. 

FAMILY HISTORY. 

Her brother had pulmonary tuberculosis. 

OBSTETRICAL HISTORY. 

In January, 1955, she delivered herself' of' a 

healthy infant weighing 7 pounds 6 ounces. The pregnancy 

was uneventful. Lactation was satisfactory, and lasted 

for 7 months. She started menstruating normally 8 months 

after the confinemente 

PRESENT HISTORY. 

Menstruation. The menarche ocuured at the age 

of' 16 years. Menstruation had been regular of' the 4/28 
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day type, with no dysmenorrhoea. The last normal menstrual 

period was on 19 January, 1956. 

In February, she did not have her expected period .. 

She felt slightly nauseous on arising in the morning, and 

her breasts felt full~ She thought that she might be 

pregnant. 

On 8 March, 1955, she began to bleed per vaginura. 

This bleeding was nccompanied by cramp-like abdominal 

pain. She passed numerous clots, but she never inspected 

the material passed per vaginum. After 2 days the pain 

stopped, and the bleeding became less, but it never QUite 

ceased. A continuous trickle of blood was present all 

-througlh the day and night. This bleeding persisted for 

12 weeks, and during the past week, the bleeding became 

more profuse. 

About 4 weeks ago, she started to feel feverish. 

This was especially experienced during the late afternoon 

and eveping. She felt listless, and lost her appetite. 

During these past 4 weeks, she alleged that she lest a 

considerable amount of weight. 

She finally consulted a doctor, who referred her 

to the Groote Schuur Hospital, where she was admitted on 

7 June, 1956, ie., 12 weeks after the onset of vaginal 

bleeding .. 

Vaginal Discharge. She had never had any intermenstrual 

discharge. 

Coituse There was no dyspareunia, and no post-coital 
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bleeding~ She had not had intercourse since the onset 

of the vaginal bleeding. 

Micturiiigg. There had been frequency with slight 

dysuria for 1 month. 

Bowels. For the past 4 weeks, she had become constipate 

EXAMIN~TION. 

a. GENERAL. 

A thin, ill-looking young Bantu woman. The 

temperature was 100.6° F. There was evidence of gross 

clinical anaemia. There was no jaundice. There was 

marked evidence of recent weight loss. 

The pulse-rate was 102 per minute. There was 

moderate pitting-oedema of the ankles. The blood

pressure was 130/65 1nm. Hg. The was a generalised 

blowing systolic cardiac murmur. There was a slight 

degree of cardiomegaly. The haemoglobin estimation 

was 5.5 grmas per 100 ml. 

No clinical evidence of respiratory pathology 

was detected. 

Urinalysis revealed no abnormal constituents. 

The abdomen was slightly distended. There 

was no ascites, hepatomegaly or splenomegaly. There 

was slight tenderness over the lower abdomen. A 

globular mass was felt and seen arising out of the 

pelvis to the size of a 20 week pregnancy. The 

consistancy was that of a pregnant uterus, and the 

tumour was mobile. 



PHOTOGRAPH SHOWING A SECONDARY CHORIO

CARCINOMA OF THE VAGINA. 

36a. 



b. GYNAECOLOGICAL. 

Vulva. No abnormality was de tected . 

Vagi na . A small , firm purple mass , the size of 

a shilling p i ece in d i ame ter, was seen and pal pated on 

the anterior v agi n a l wall , ab out l i n c h from the introitus 

This tmnour was v ery v ascular, a nd bled fre e ly. The 

rest of the v agina appe ared to be normal. 

Cervix. The cervix was sof t i n consista ncy , and 

was p arous. Sp e culum examina ti on reve a led no l es ion, but 

a foul, b loody d i schar ge was seen comi ng through the 

external o s . 

Uterus. The uterus was enlarged to the s i ze of 

a 20 week p r egnancy , i e ., it was con tinuous with the 

tmnour felt per abdomina l pal pation. No foet a l par t s 

c ou l d be b a lloted. 

Adnexae . The ova ri es and ute rine tubes were 

not pal pab l e . No ma sses were fe lt in the p ou c h of Dougl a E 

Re ct~1 e xamina tion confi r me d t he a·bove f i ndings, 

and y ielded no additional inf orma tion . 

A p rovisiona l clinica l d i agnosis of chorionc a rc i n oma wa s 

made. 

SPECIAL I NVESTIGATIONS. 

A red c e ll count was 1 640000 per c. mm. 

An X-ray of t he lung s d i d not show any l es ion. 

An X-ra y of the abdomen showed only a s oft-

ti s s ue shadow. No foe t a l s kele ton was seen. 
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The female frog test on the urine wa s found to be 

positive in 1 in 400 dilution. 

TREATMENT AND PROGRESS. 

The patient was put onto )penicillin and s treptomycin

therapy1 500000 units of penicillin and 0 .5 g r am of 

strep tomycin b i-daily . 

The g ro ss anaemi a was treate d by g ivin g 3000 ml. of 

blood over 6 days . The h a emog lob in estimation was n ow 

1 2 .0 g r ams pe r 100 ml. 

13 June, 1956. 

The patient was now conside re d f it f or a genera l 

anaesthetic. 

An examina tion unde r general anaes t hes i a , d i d not 

yield a ny further information, other t han t ha t a lrea dy 

found on routine v agina l examina tion. 

A di agnostic curettage wa s then p erformed . The cerviP 

did not re quire d ila t a tion. Very - abundant, fleshy and 

necrotic curettings were obtained. 

The plum-coloured nodule on the anterior v agina l 

wall was now wi de l y excised . The inci s ion was closed 

with interrup ted sutures of chromic number 1 c a t gut. 

HISTOLOGY. 

a . Curetting s. 11 La r g e masses of trophob las tic 

cells, which show marked anaplasi a . There . is no a ttemp t 

at villus formation." 
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b. Vagina l Nodule. "Shee ts o:f anaplas tic trophoblastic 

cells, with much necrotic ma t eri a l, mainly blood-clot. 

Again there i s no attemp t a t villus formation." 

11 'rhe f ind i ngs in b oth specimens a re comp atib le with 

choriocarcinoma." 

A hysterectomy wa s suggested to the pat i ent, b ut she 

would not a g ree to so d rastic a procedure . She was thus 

g iven deep X-ra y therapy to the abdomen. 

During this t re a t ment, uterine b l eeding con tinued 

una~ted. She wa s g iven 500 ml. o:f b lood every day in 

order to rep l a c e t he blood-loss per v a g i na . The 

tempera ture rema i ne d e l ev a t ed. The uterus de creased in 

s ize to tha t o:f a 1 6 we ek p r egnancy a t the end of l week 

of X-ray therapy. The p atient r emained ill, and she 

was losi ng g round clinically. After 9 days of X-ray 

therapy, she consented to a hys tere ctomy. 

The haemoglobin was r a ised to op timum l eve l with r epe a tec 

blood-transfusions , and the v agina was p repared in the 

routine way. 

22 June, 1 956 . Opera tion. 

Ana esthetic. Pentothal Sodium, Nitrous Ox ide , Oxygen 

and Ether, with 11 Flaxed il 11 as a relaxant. 

Opera tion. 
The peritoneal c avity was op ened in the u sual 

way, an d explored. The uterus was uniformly enlarged to 

the size of a 16 week p r egnancy. The peritoneal covering 



PHOTOGRAPH OF THE UTERUS AND ADNEXAE SHOWING A 

CHORIOCARCINOMA. NOTE THE THICKNESS OF THE 

UTERINE WALLS. 

39a. 
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MICRO-PHOTOGRAPH SHOWING A CHORIONCARCINOMA 

INVOLVING THE MYOMETRIUM. 
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of the uterus was intact. The tubes and ovaries appeared 

normal. The liver and spleen were grossly normal. 

A bilateral salpingo-oophorectomy with total 

hysterectomy was now performed as described in case 

There was considerable generalised oozing, and haemo

stasis was dif:t·icul t to obtain. All ped.i<H€S1;JWere 

transfixed and doubly ligated, the "raw area" peritonise 

and the abdomen closed in the routine~;way. 

P AT£!Q10GY. 

"The specimen consists of uterus, cervix and both 

adnexae. The cervix shows no gross abnormalities. On 

section the cavity of the uterus contains muuh necrotic 

material and blood-clot. The fundus of the uterus is 

occupied by a polypoid, darkly coloured tumour that 

is invading the myometrium irregularly. 1rhe left 

ovary shows the presence of' two corpus luteu.m cysts, 

the center or th~~larger one, showing fibrosis~ The 

right ovary shows no pathology. 11 

Histo],.og;y. 

11 Sheets of' anaplastic trophoblastic cells are 

seen invading the myometrium, which shows areas of 

necrosis. There is no attempt at villus formation." 

" The diagnosis of' choriocarcinoma, suggested on 

the previous specimen, is conf'irmed. 11 

PROGRES§. 

The immediate post-operative course was relativelJ 
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uneventful. There was a pyrexia which settled on the 

seventh post-operative day, after giving Terramycin 

250 mgso 6-hourly. The pulse-rate also decreased by 

the seventh day .. Flatus was passed on the second 

post-oper.ative day, and she was allowed out of bed on 

the same day. Her appetite which had been absent f'or 

6 weeks, now returned,. and she had put on 4 pounds in 

weight by the time of her discharge on the twel~th 

post-operative day. 

Just prior to her discharge, a X-ray of the 

chest was negative. She was instructed to report at 

the out-patients department in 2 weeks. 

24 July, 1956 .. 

Seen at the out-patients department. She feels 

well~ and is eating very well~ She had gained a further 

2 pounds. She was apyrexial. No vaginal nodules were 

seen or felt. No pelvic masses were palpable. 

The female frog test was positive only in the 

undiluted specimen. 

28 A~gust, 1956. 

In good health. Appetite still good. There had 

been no further vaginal bleeding. ru1chest X-ray was 

negative. A female frog test was negative. 

Unfortunately this patient left Cape Town after 

this last visit,. and no further news of her has been 

obtained. 
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DISCUSSION. 

The diagnosis in this case did not present 

any great dif'ficul ty. The history of continuous vaginal 

bleeding, following a period of 7 weeks amenorrhoea, the 

presence of the haemorrhagic tumour in the vagina, the 

postive pregnancy test in urine which had been diluted 

to 1 in 400, and finally the presence of sheets of 

anaplastic trophoblastic cells which show no villus 

formation, in the uterine curettings, made the diagnosis 

obvious. The absolute diagnosis can only be made, 

however, once the uterus has been removed. The presence 

of anaplastic trophoblast~c cells invading the myometriur 

which shows necrosis, and the absence of villi, is 

diagnostic of true choriocarcinoma. 

In this case it is not possible to determine 

whether the choriocarcinoma followed an abortion or a 

hydatidiform mole, as no one saw what was passed per 

vaginmn at the onset of the original bleeding. It is 

unlikely that the previous pregnancy 13 months ago 

could have been responsible for the origin of this 

tumour. According to Novak and Seah, Hydatidifornl mole 

preceeds choriocarcinoma in 39.2 per cent of cases, 

abortion in 37.8 per cent of cases, and term pregnancy 

23~0 per cent of cases. 

The treatment of choriocarcinoma is total 

hysterectomy with a bilateral salpingo-oophorectomy, as 

soon as the diagnosis is fairly certain. Deep X-ray 
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therapy to the abdomen is of little if any value, as 

the tumour dissemminates via the blood-stream. The 

secondary vaginal tumours should always be excised, 

although many cases are quoted where such a nodule 

regressed spontaneously after hysterectomys Many 

such vaginal trophoblastic nodules, can of course, be 

associated with a benign condition, such as a term 

pregnancy or a benign mole, and are thus not indicative 

of malignancy by themselves. 

In this case, the ovaries did not show the 

presence of theca-lutein cysts, which are said to 

occur in 65 per cent of all cases. The theca-lutein 

cysts can also be found in cases of hydatidiform mole. 

In both conditions, the cysts form as the result of 

the excessive production of chorionic gonadotrophins. 

The prognosis in true choriocarcinoma is 

poor, only 20 per cent of cases surviving 6 months, 

according to Novak and Seah. In those papers where a 

higher salvage-rate is claimed, the diagnosis was 

probably incorrect in a large percentage of cases; the 

true condition being either a chorioadenoma destruens 

or a syncitial endometritis. In this case it was 

pleasing to see the favourable response to hysterectonzy 

It is necessary to see these patients at 

8 weekly intervals, im order to check progress, and 

also to see whether the frog pregnancy test becomes 

negative or not. The persistance of a positive frog 
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test for more than 2 months, is of poor prognostic 

significanceo 
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CASE NUMBER 1.2• 

FEATURES. 

1. THIRD DEGREE PERINEAL TEAR. 

2. REPAIR OF TEAR. 

SUMMARY. 

1. A coloured para 1, complained or incontinence 

or rlatus and liquid raeces ror 11 months 

t'ollowing the rapid 'birth or her child. 

2. On examination, a mo~erate third degree 

perineal laceration was round. 

3. After adequate ·oowel preparation, the tear 

was repaired. 

4. There was a good functional and cosmetic 

result. 
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Name 

Race 

Age 

Francis April. Index No.24337. 

Coloured. 

Civil State 

Occupation 

Admitted 

COMPLAINTS. 

25 Years. 

Married. 

House-wire. 

18 Octdber~ 1955. 

1. Incontinent ror rluid raeces and rlatus· 

- ll months. 

PAST GENERAL HISTORY. 

Notr.elevant. 

FAMILY HISTORY. 

NOt relevant. 

OBSTETRICAL HISTORY. 

She had one 1nrant 11 months ago. The 

pregnancy was normal. The infant was born 

spontaneously af'ter a labour lasting 6 hours. The 

weight was unknown. 

MENSTRUAL HISTORY. 

The menarche occurred at the age or 14 

years. The periods were regular or the 5/28 day 

cycle •. There was no dysmenorrhoea. 
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The last normal menstrual period was on 11 October, 

1955. 

PRESENT HISTORY. 

11 Months ago she gave birth spontaneous!~ 

to a term 1nt·ant i at•ter a short labour or 6 hours. 

The conrinement was managed by a mid-wire, in her 

home. She was told that she "had torn below" with 

the delivery. The perineum was not stitched. It 

healed spontaneously. 

She then found that she could not control 

the passage or rlatus or liquid raeces per rectum. 

This symptom made her a social outcast. She could, 

however, control :torme<1 t·aeces. 

Inter-menstrual Discharge. 

There ha<1 been a slight yellow discharge 

present ror many years. It did not cause any 

symptoms. 

Coitus. 

There was no dyspareunia, nor post-coital 

·bleeding. The 1:1:bido was normal. 

Micturition. 

There was no rrequency or dysuria. 

Bowels. 

Apart :t'or the incontinence :ror liquid 

raeces and :flatus, the ·oowels were regular. 



48. 

EXAMINATION. 

a. GENERAL. 

A healthy young coloured woman, who 

showed no clinical ev1aence or systemic disease. 

-b. GYN.AECOLOGICAL. 

Vulva ana. Perineum. The vulva appeared 

normal, but the perineum was aeric1ent. Scarring or 

the skin f'rom an old tear was present. The external 

anal sphincter had been torn in the anterior halr. 

The rugae ot· the anal orirace had been obliterated, 

and the surrounding skin was smooth. The rectal 

mucosa had been torn in a longitu<linal direction 

ror about i inch. The posterior vaginal epithelium 

was also torn in a similar way, and the anterior . 
rectal mucasa was seen everting into the posterior 

vaginal wall in its lower 1 inch. Levator tone was 

very good, but there was very poor sphincteric 

tone in the anus and lower rectum. 

The rest or the vagina was normal. 

The cervix was parous ana. healthy. 

The uterus was normal in size~ anteverted 

and mobile. There was no evidence or prolapse. 

The aa.nexae were not palpable. 

DIAGNOSIS.- OLD THIRD DEGREE PERINEAL TEAR. 

TREATMENT. The patient was given a non-residue diet 
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and. the bowel was sterilised. with oral sulpha

guanidine. The vagina was kept clean by ·oi-daily 

sodium ·bicarbonate douches. Arter 4 days or this 

preparotary treatment, the patient was taken to the 

theatre ror operative repair or the perineal tear. 

Anaesthetic. - Pentothal sodium, Nitrous Oxide, 

Oxygen and Ether. 

Operation. 

With the patient draped in the lithotomy 

position, tne -bladaer was catheterised. The la.bia 

were now retracted. by means or a selr-retaining 

retractor. The lower halr or the posterior vaginal 

wall was now well-exposed.. 

The two d~ples on either side or the 

anus were now grasped. with tissue-:t"orceps,a a.ownward. 

ana outward traction was now applied. (These dimples 

represent the retracted ends or the torn external 

anal sphincter.) All the scar-tissue or the perineum 

was now excised. together with a triangular strip or 

vaginal epithelium rrom the posterior wall. The apex 

or this triangle was i inch above the upper end or 

the torn rectum. 

The rectum was now dissected :rree anteri

orly and laterally. The scarred rectal mucosal 

edges were now completely excised, also in a 
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triangular rashion. 

The edges of the rectal mucosa were now 

approximated oy interrupted sutures or plain 000 

catgut. An atraumatic needle was used, and the 

sutures were tied in the lumen or the rectum. 

A second row or interrupted sutures or 

0 plain catgut now approximated the rectal muscularis 

and the pre-rectal fascia. This row was commenced 

1 em. above the f'irst row or sutures. 

~he torn ends or the external .anal sphincter 

were now approximated with 2 m~ress sutures, or 

num:ber 2 chromic catgut.· 

The levatores ani muscles were now trans-

1'ixed by 3 ·aeep chromic 2 catgut sutures, which 

were lert untied. 

The vaginal epithelium was now approximated 

with a contiuous suture or 2 chromic catgut. This 

suture was tied at the level or the muco-cutaneous 

junction. 

The 3 levator sutures were now tied. 

i'he super1'icial transverse perinei muscles 

were now approximated with 2 interrupted sutures. 

Finally the skin or the perineum was closed 

with a rew interrupted catgut sutures. 

The vagina was rilled with sulphonamide 

cream, a sterile pad was placed over the ~lva, and 
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the patien~ reburned to the ward • 

. PROGRESS. 

For the f'irst 48 hours af'ter the operation, 

there was much pain in the perineal area. This was 

controlled by the use or omnopon. 

The bowel. was kept sterile _by continuing 

the sulphguanid1ne therapy. Liquid parat'I'in was 

given per mouth rrom the rirst post-operative aay. 

She was unable to pass urine ror the :tirst 

72 hours arter the operation. An inawellin.g catheter 

was thus lert in the blaaaer ror 3 aays. A potassium 

citrate mixture was given while the catheter was in 

the blaa.aer. On t.ne morning or the rourth day the 

catheter was removed. Urine was passed spontaneously 

and there was no residual urine in the "blact.aer. 

On the evening or the rourth a.ay an aperient 

was administered. The rollowing morning omnopon 1/3 

gr. was injected, ana i hour later an olive Oil 

enema was given. The patient then had a gooa bowel 

action with only slight pain. 

All treatment was now discontinued, except 

a nightly aperienb. The bowels acted normally every 

day. Hot Si tz-·baths were given bi-daily :rrom the 

sixth day. 

By the tenth post-operative day, the perineum 

was well-healed. Flatus was being controlled in a 
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no~al way. She was thus discharged rrom hospital. 

She was seen 8 weeks later at the out-patient 

department. The wound had healed satisfactorily, 

and anal runetion was good. 

DISCUSSION. 

A third degree perineal tear is one 

which involves the rectal mucosa. By f'ar the 

commonest cause is the trauma sustained during 

labour, especially a rapid one, where the descent of 

the head is poorly controlled. Occasionally the 

tear may oe the result or violent coitus, or some 

rare accident such as ralling astride a renee. 

Those third degree tears resulting rrom 

labour, are all unnecessary, ir labour is correctly 

managed. A well-timed episiotomy will most certainl;p 

prevent a third degree tear. This applies also to 

the doctor who applies forceps and either omits to 

perror.m an episiotomy, or makes an inadequate one. 

If' the tear has occurred within 24 hours 

or being seen, then immediate suturing under aseptic 

conditions, preferably under general anaesthetic, 

should be perro~ed. If' the tear is more than 24 

hours ola., 'it is wise to leave it to heal, ana then 

to repair the tear in 6 to 8 weeks time. 
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A common complication or the operation ror a 

third degree perineal tear, is urinary retenuion. The 

mechanism is thought to be rerlex. It may be quite 

troublesome, out most cases respond to catheterisation 

within a day or two. 
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CASE NUMBER 6. 

FEATURES. 

1. GENITAL PROLAPSE. 

2. STRESS INCONTINENCE OF URINE. 

3. ANTERIOR AND POSTERIOR COLPO-PERINEORRHAPif. 

WITH PARTIAL AMPUTATION OF THE CERVIX. 

4. SUCCESSFUL RESULT. 

SUMMARY. 

1. A para 3, aged 41 years, complained of' 

genital prolapse f'or 2 years, with stress 

incontinence o:r urine t·or 6 months. 

2. She was t'ound to have a stage 1 uterine 

prolapse, with a moaerate cystocele and 

rectocele. The urinary stress incontinence 

. was demonstrated. 

3. An anterior and posterior colp-perineorrhap~ 

witn partial cervical amputation, was 

per:ror.mea, with a good result. 
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Name Jessie Read. Index No. 46371. 

Race White. 

Age 41 Years. 

Civil State - Married. 

Para 3. Gravida 4. 

Admitted 16 October, 1954. 

COMPLAINTS. 

1. "Something coming out ·below" 18 months. 

2. Incontinent of urine when coughing or 

laughing - 6 months. 

3. Constipated - 2 years. 

PREVIOUS GENERAL HISTORY. 

Not relevant. 

FAMILY HISTORY. 

u Her mother had a prolapsed wom·b." 

OBSTETRICAL HISTORY. 

1936 - Normal pregnancy. An easy labour at 

term. Ba-by weighed 7 pounds. 

1938 - Normal pregnancy. An easy term del1ve~ 

o:r an int'ant weighing 6 pounds 8 ounces 

1940 - A spontaneous a·bort1on at 12 weeks. 

1941 - Normal pregnancy. A d1rr1cult labour 

lasting 2 days. Spontaneous delivery 
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o!· an in:tant weighing 9 pounds. She 

sustained a perineal tear during this 

lat,our. It was not stitched, as a midwire 

delivered her at home. 

MENSTRUAL HISTORY. 

The menarche occurred at the age or 14 

years. Her periods were regular or the 6/28 day type. 

The tlow was not excessive, and there was no 

dysmenorrhoea. 

The last normal menstrual period was on 

10 October, 1954. 

PRESENT HISTOgx. 

She had always been a fit woman. She was 

a f'armer' s wi:t'e, and used to hard manual work. About 

2 years ago,she became aware or a heaviness in her 

pelvis. This !·eeling was only present when she was 
·' 

"up and about." The sensation was not present when 

she lay down. 

About 18 months ago, she ·became aware" o!· 

something coming out below." She could reel a swelling 

at the vaginal introitus. It disappeared on lying 

down. 

This prolapse gradually progressed during 

the !·allowing year. She eventually consul ted her 

family doctor, who inserted a ring into her vagina. 

This ring f'ello·out a:t'ter two days, and was never 
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replaced. 

J!or the past 6 months, she had t•ound that 

she could not control her urine when coughing, laughing 

or sneezing. This was especially so when her bladder 

was fUll. 0~ late, however, the incontinence occurred 

even with a comparatively empty bladder. 

There was f'requency ot• micturition, mainly 

because she was anxious to keep her bladder empty. 

There was no dysuria. 

Inter-menstrual Discharge. 

There ~as a slight yellowish, mucoid discharg~ 

present t·or many years. It did not cause symptoms. 

Coitus •. 

There had been slight deep dyspareunia present 

t·or the past year. There was no post-coital bleeding, 

and the li'bido was normal. 

Bowels. 

She thought that she was more constipated 

than normal t·or the past 2 years. She took aperients 
. 

regularly. There was complete contro.L over t·latus 

and f·luid t·aeces. 

EXAMINATION. 

a. GENERAL. 
A well-nourisheel, s.Lightly obese woman, 
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who looked the picture or health. There was no-

clinical evidence or anaemia, jaundice or oedema. 

The blood-pressure was 150/80 zmn. Hg. 

There was no evidence ot· systemic disease. 

The patient did not cough. The nervous system was 

normal. Urinalysis did not reveal any a·bnormal 

constituents. 

b. GYNAECOLOGICAL. 

The yulya appeared grossly normal, but 

the perineum was de!'icient. 

The yaginal intrQi:tus was gaping. On 

asking the patient to strain, a moderate cystocele 

and rectocele appeared. On coughing, stress inconti-

nence or urine was demonstrated. The incontinence 

was prevented by placing a ringer on either side or 

the -bladder-neck and preventing its descent during 

coughing. 

The uterus was lying in the vaginal axis. 

It was not enlarged, and was quite mobile. On 

straining, the cervix descended to within 1 inch or 

the vaginal introitus. 

The cervix was lacerated, but healthy. 

The adnexae were not palpable. 
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Recto-Vaginal examination d1a not yield any 

additional int·orrnation. There was no enterocele. 

A diagnosis was made or - STAGE 1 UTERINE PROLAPSE, 

WITH CYSTOCELE AND RECTOCELE, ASSOCIATED WITH STRESS 

INCONTINENCE OF URINE. 

TREATMENT. 

It was decided to repair the genital prolapse· 

ana stress incontinence 'by Anterior and Posterior 

Colpo-Perineorrhaphy, using the "Manchester" technique. 

The vagina was prepared pre-operatively, by 

giving bi-daily ct.ouches or sodium bicarbonate ror 

2 days, and lactic acid. aouches the night berore, ana 

the morning or, the operation. 

Anaesthetic. 

Pentothal Sodium, Nitrous Oxide, Oxygen, and 

Ether. 

OPERATION. 

The patient was placed in the lithotomy 

position, the vulva, perineum and vagina cleaned 

with ttcetavlon", the lithotomy-sheet placed in 

position, arid the blaaaer catheterised. 
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previous rindings. 
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An Auvard's specuLum was pLaced in the vagina, the 

anterior cervical lip grasped with a vulsellum, and 

the cervix was dilated with Hagar's dilators up to 

number 10. 

The speculum was removed, and the vulva was kept 

open with a toothed vulval retractor. 

The cervix was now put on traction, and 3 small 

Kocher's arteey-:rorceps were placed on the anterior 

vaginal epithelium at the :following points:-. 

0.5 em. below the external urethral 

meatus. and on either side o:r the cervix at about" the 

level o:r the internal os. 

The triangular area or vaginal epithelium 

so rormed, was now excised. 

The exposed bladder was mobilised of' the 

cervix, ·by combined sharp and blunt <lissection. 

The lateral margins ot· the bladder and 

upper urethra and bladder-neck were dissected rree 

rrom the vagina. 

The posterior vaginal epithelium was 

now incised around the cervix, so as to meet the 

anterior incision. The posterior epithelium was !'reed 

!'rom the cervix. 
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The parametrium was clamped on either side 

or the cervix, about 3/4 inch 1'rom the external os. 

The cervix was now amputa~ed below the clamps. 

The parametrium in the clamps was transl:'ixed, 

and ligated. The cervix was steadied with a vulse.ll'\llll 

The posterior vaginal epithelium was l:'olded 

into the cervical canal, with a special inl:'Old.ing 

suture. The rest or the epithe.lium on the posterior 

aspect or the cervix was sutured with interrupted 

sutures, so as to recover the cervica.l area. 

Anteriorly, 2 Fothergill sutures were placed 

inposition, but not tied. 

The bladder-neck was now bolstered with 3 

ma"ttress sutures, utilising the pubo-vesical l:'ascia, 

and the pubo-vaginalis muscle rrbres. 

The cystocele was repaired by placing a series 

o:f interrupted sutures through the pubo-cervical 

l:'ascia, and tying them. 

The Fothergill sutures were now tied,· at·ter 

the anterior inf'olding suture had approximated the 

anterior vaginal edges to the cervical canal. 

The anterior colporrhaphy was completed, ·by 

uniting the cut vaginal edges with a continuous, 

locking suture. 

Haemostasis was adequate. 
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A posterior colpo-perineorrhaphy was now perf'ormed 

in the manner described in the previous case. 

A Foley's self-retaining catheter was let't in 

the bladder. 

The vagina was t'illed with sulphonamide cream. 

No vaginal plug was used. 

The patient was returned to the ward. 

Duration - 65 minutes~ 

PROGRESS. 

Fairly severe pain in the perineal area was 

treated with omnopon for the first 2 days, then 

codeine was used as necessary. 

She was given gantrismn and a potassium citrate 

mixture to prevent bladder inf'ection. 

There was a slight pyrexia on the !'irst 2 post

operative days. 

The patient was encouraged to move in bed. 

The catheter was removed on the seventh day. She 

passed urine with dif·f·icul ty. A residual urine o:t· 

10 ounces was found. The catheter was replaced. 

On the tenth day, the catheter was again removed. 

She passed urine with slight dit"f'icul ty. There was 

a residual urine or 2 ounces. The catheter was not 

replaced. She was allowed out of bed. 
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She was now given bi-daily Sitz-baths. 

There was a slight yellowish vaginal discharge. 

It was treated by the insertion or anti-biotic 

vaginal pessaries. 

Regular bowel action was occurring. 

The urine was under control. 

On th rourteenth day, a gentle vaginal examinatior 

was made. There was no vaginal narrowing, nor were 

any adhesions encountered. 

The patient was discharged rrom hospital on the 

rit'teenth day, arter being warned not to have coitus 

:ror 8 weeks. 

She did not return f'or a 11 check-up" examination. 

DISCUSSION. 

The genital prolapse was pro-ba-bly the 

result or trauma sustained by the pelvic supportive 

tissue, during childbirth. The prolapse was 

pro-bably induced by hard manual work. Tissue atrophy 

due to aging may also have played some part in the 

production or this genital prolapse. 

The urinary stress incontinence was due 

to the descent or the bladder neck. There are many 

dit·rerent types or operations ror the cure o:t· t s ress 
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incontinence. The majority~ however, will be cured 

by a well-executed colporrhaphy, with meticulous 

attention being paid to bolstering the bladder-neck. 

It is essential to pert'orm a simultaneous posterior 

colpo-perineorrhaphy, ir the operation is to be a 

suceess •. 

In the t·ew cases where there is a reccurr

ence or stress incontinence, one or the various 

sling type or operations, will probably ert·ect a cure. 

If this patient had been younger, the 

cervix should have been left intact, as there is a 

higher percentage of' in:tertili ty and abortion in 

cases where the cervix has been~rttally amputated. 
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CASE NUMBER 7, 

FEATURES. 

SUMMARY. 

1. PROCIDENTIA. 

2. VAGINAL HYSTERECTOMY WITH REPAIR OF AN 

ENTEROCELE AND ANTERIOR AND POSTERIOR 

COLPO-PERINEORRHAPHY. 

l. An elderly, o·bese coloured woman or 62 years 11 

complained o:r genital prolapse ror 5 years, 

and dirt·icul ty with micturition ror 6 months. 

2. An acquired procidentia was round, with a 

moderate enterocele. The cervix showed 

trophic ulceration. 

3. Vaginal hysterectomy with repair or the 

enterocele, and anterior and posterior 

colpo-perineorrhapny was perror.med. 

4. The end result was satisfactory. 
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Name Janet Marcus. Index No. 2ts6362. 

Race Coloured. 

Age 62 Years. 

Civil State - Widow. 

Occupation Cook. 

Admitted 17 January, 1956. 

COMPLAINTS. 

1. "Dropping o:t· Womb" 5 years. 

2. Dif't'icul ty w1 th Micturition 6 mont.ns. 

PAST GENERAL HISTORY. 

Not relevant. 

FAMILY HISTORY. 

Her sister had diabetes. 

OBSTETRICAL HISTORY. 

She had two pregnancies about 40 years ago. 

Both terminated with spontaneous, normal deliveries or 

healthy children. 

MENSTRUAL HISTORY. 

The menarche occurred at the age or 15 years. 

She had her menopause at the age or 45 years. There 

had been no post-menopausal bleeing. 



67. 

PRESENT HISTORY. 

She had always been a healthy woman, until 

about 5 years ago, when she had the sensation or 

".@on)ethiM coming out below." This sensation or 

genital prolapse only occurred when she was erect. 

About 2 years ago, she could actually see "something" 

appearing at the vaginal introitus. This protrusion 

had graa.ually become larger w1 th the passage ot· time. 

For the past 6 months the mass which prolapsed was 

chat"ing her legs on walKing. Her private a.octor 

t"i tted her with a pessary, but this :tell out. 

For the past 6. months, she t·ouna. great dir:tieult 

in passing urine. She had to rirst push the prolapsed 

structure bacK berore she coula. micturate. There was 

no dysuria. 

EXAMINATION. 

a. GENERAL. 

An extremely obese woman, weighing 256 pounds. 

There was no clinical evidence or anaemia, jaundice 

or oedema. She was apyrexial. 

The blood-pressure was 200/120 mm. Hg. The 

heart-sounds were closed. There was no evidence or 

cardiac enlargement either clinically or radiologicalJ 

There was no clinical evidence or systemic 

disease. 
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PHOTOGRAPH SHOWING THE CASE OF PROCIDENTIA. 

NOTE THE TROPHIC ULCERS ON THE CERVIX. 
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Urinalysis did not reveal any abnormal constituents. 

The specit'ic gravity was 101~. Arter passing urine , 

there was no residual urine in the bladder. _ 

.b. GYNAECOLOGICAL. 

The Vulva. A large, smooth-walled, glo'bular 

mass was protruding througa the vulva. It was very 

oedematous. It was pushed ·back with relative ease 

into the vagina. On straining,the mass again 

appeared at the vulva. The cervix was identiried, 

and the external cervical os was visible. Two small 

trophic ulcers were seen around the cervical os. 

The vaginal epithelium covering the mass, was very 
\ 
thickened. On straining, it was seen that the 

anterior vaginal wall appeared rirst, rollowed by 

the cervix, and rinally the posterior vaginal wall. 

The ringers could be made to meet above the prolapsed 

uterus, thus this was a case or complete utero-

vaginal prolapse, or yroc1dent1a. 

On coughing, no stress incontinence was 

demonstrated. 

The Vagina. Arter the uterus had beed pushed 

back, it was t'el t and seen, that there was a moderate 

cystocele present. The perineum was not def'icient, 

'but the levatores an;i had a very poor tone. A 

moderate rectocele was round. On recto-vaginal 

examination, an enterocele was t'el t. 
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The Uterus. This organ was enlarged, mainly because 

the cervix was hypertrophied and oeaematous. 

The Adnexae - were not palpable. 

TREATMENT. 

In view or her age, and because there was 

complete uterine prolapse, it was decidea to perrorm 

a vaginal hysterectomy with an anterior ana a 

posterior colpo-perineorrhapny. 

Pre~operative Treatment. 

Because she was post-menopausal, sne was . 
' 

given o. 25 mg. stil.boestrol aaily per mouth. The 

patient was kept in bed with the root-end or the 

bed slightly raised. Bi-daily douches with lactic 

acid were given. A vaginal pessary containing 

lactic acia, o. 5 mg. stil.boestrol, and anti-biotics, 

was inserted every night. This treatment was given 

ror 4 days prior to operation. 

Operation. 

Under general anaesthetic, the patient was 

pLaced in the lithotomy position, and the ~va 

and perineum cleaned in the usual way. The operative 

area was then draped, and the bladder catheterisea. 

'I'he cervix was graspea wi t.h a vulsellum, 

and traction applied in a downward direction. The 
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small Kocher's artery rorceps, just beiow the 

70. 

external urethral meatus. Two other similar rorceps 

were placed on two lateral margins or the vaginal 
i 

portion or the cervix. The triangular-shaped area 

or vaginal epithelium was now mobilised rrom above 

downwards. 

The exposed blad.ct.er was now mobilisect. o:t·r . 

the cervix by a process or blunt and. sharp dissection 

The posterior vaginal epithelium was 

incised in a circular t'ashion around the cervix. 

The bladder was now retracted orr the 

uterus with a vaginal retractor. The vesico-uterine 

t'olct. or peritoneum was incisect., the retractor 

removed, and the rundua uteri delivered through 

the vaginal introitus. 

The ovarian ligaments, uterine tu·bes and 

round ligaments were clamped on either side and cut. 

The uterine vessels were clamped ana cut 

on either siae. 

The utero-sacral ligaments were put on 

tension, .and. they weDe then approximated with 3 

interrupted. chromic numoer 2 catgut sutures. The 

utero-sacral ligaments were then clamped close to 

the cervix, ana cut. 

T~e peritoneum lining the enterocele was 

then d.issectea :t:ree, cut, and the uterus removed. 
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All the pedicles were transrixed and dottbly 

ligated, the sutures on the utero-sacral ligaments 

and round ligaments being lert with one long end. 

The peritoneal edges were now approximated with 

a single,purse-string suture, the pedicle stumps 

being external to the closed peritoneum. 

The ·bladder was now covered by a series or 

sutures·which·approximated tne rascia on either 

side. 

The ends or the pedicle sutures, which had been 

lert 'long, were now threadded on a nee~le, and 

·brought out just below the two lateral vaginal 

marking clamps. 

The anterior vaginal epithe.Lium was now 

approximated by means ot· a con-&inuous locking 

suture ot· chromic number 2 catgut. 

The suture ends or the utero-sacral pedicles 

were now tied to each other, as were the round 

ligament suture ends. On tying these pedicle stumps 

together, the vaginal vault was elevated. 

A posterior colpo-perineorrhaphy was now perrorme 

as described in the previous case. (Case 5) 

AFoleyis selr-retaining catheter was lert in 

the bladder. The vagina was rilled with sulphatriad 

ointment. A sterile vulvar pad was placed in 

position, and the patient sent back to the ward. 
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PATHOLOGY REPORT. 

''Specimen consists o:r uterus and cervix 

together with a rim or vaginal epithelium. The uterus 

measured 6.5 x 4.5 x 3 ems. The cervix was 6.5 ems. 

in diameter. It was markedly oedematous, ana showed 

sur:t·ace ulceration. The endometrium appears grossly 

normal." 

"The histology cont·irms the acute and 

extensive sur:t'ace ulceration. The end?metrium shows 

hyperplasia and dilatation or the endometrial glands." 

PROGRESS. 

Penicillin and streptomycin was given 

prophylactically. Pain was controlled with omnopon 

:ror the t'irst 24 .hours. The 'bladder was allowed to 

drain passively :ror 5 days. 

Bowel sounds were present within 24 hours. 

'l'he oral stilboestrol therapy was maintained. 

On the :rirth day, after the catheter had been 

removed, the patient was allowed out or bed. She 

passed urine spontaneously, and the residual urine 

was only 2 ounces. 

Liquid para:t:t'in was given nightly :rrom the 

second post-operative day. On the :tourth day she had 

a spontaneous 'bowel action. 

Bi-daily hot Si tz-baths were given :t·rom the 
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seventh post-operative day. 

She was taught perineal exercises, and· on the 

thirteenth post-operative day, she was discharged. 

Seen 8 weeks later. Bladder runction was good. 

Vaginal examination revealed no evidence or a 

reccurrence o:t· genital prolapse. 

DISCUSSION. 

The diagnosis or genttal prolapse was obvious 

in this case. That the uterine prolapse was acquired 

and not congenital, was shown by the ract that the 

uterus followed the anterior vaginal wall in the 

process of' descent. In the congenital variety, the 

uterus prolapses into the vagina and pulls the 

vaginal walls down with it. 

It would have been advisa·ble to take a biopsy 

of' the vaginal ulcer to exclude malignancy, even 

though carcinoma o:t· the cervix is J.tnown to be rare 

i~ cases or procidentia. 

The choice or treatment in this case was 

justiried by the patient's age, the ract that there 

was a procidentia or the acquired type, and b~cause 

there was cervical pathology. 

In the acquired type or uterine prolapse, it 

is essential to perrorm an anterior and a posterior 
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colpo-perineorrhaphy in addition to a vaginal 

hysterectomy. The method or uniting the utero-sacral 

ligament pedicles, and the round ligament pedicles, 

t."orms a f'loor f'or the ·bladder to rest on. 

It is important to recognize the presence 

or an enterocele, and to repair the hernia at the 

tLme or perror.ming vaginal hysterectomy, otherwise 

the enterocele will increase in size and produce 

symptoms. 

In cases where indicated, a vaginal 

hysterectomy is a very satisrying operation, with 

excellent results. 



CASE NUMBER 8. 

FEATURES. 

SUMMARY. 

1. SARCOMA OF THE VULVA. 

2. EXCISION OF GROWTH. 

3 .. RECURRENCE. 

4. EXCISION OF RECURRENT GROWTH. 

75. 

1. A European woman of 56 years, complained of pain 

in the vulva, vaginal discharge, and swelling or 

the vulva, for 3 months. 

2. A swelling in the left, lower half of the labium 

majus was found~ and a provisional diagnosis or 

a Bartholin's cyst was made. 

3. At operation, no cyst, but a fleshy mass, the 

size of a walnut, was easily shelled out. The 

histology was that or sarcoma of the vulva. 

4~·Mter 6 months, there was a local recurrence of 

the growth. A wide excision was made. No further 

recurrence had ocurred within 15 months. 

-. 
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Name 

Race 

Age 

Margaret Pearson. 

European. 

Index Number 93863. 

Civil State 

Occupation 

Admitted 

COMPLAIN'rS. 

56 Years. 

Mal"'ried. 

Housewife. 

28 March~ 1955. 

1. Pain in left side of vulva - 3 months. 

2. Vaginal discharge 3 months. 

3. Swelling of left side of vulva 2 months. 

PAST GENERAL HISTORY. 

She had rheumatic fever as a child. A 

haemorrhoidectomy was performed 2 years ago. She had her 

menopause 4 years ago. 

OBSTETRICAL HISTORY. 

She had two abortions, both at 12 weeks, about 

17 years ago. 

PRESENT HISTORY. 

She had felt quite well until 3 months ago, 

when she noticed a slight yellow vaginal discharge. The 

discharge was non-irritating. At no stage was there any 

bleeding. A few days after the onset of the discharge, she 

became aware of a discomfort in the left side of the vulva. 

This discomfort gradually gave way to a persistant dull 

pain, which eventuallybecame severe enough to cause her 

to seek medical advice. She had also been aware 



of' a swelling of' the le1't side ot• her vulva :tor the 

past 2 months. This swelling had gradually been 

increasing in size. 

Micturition. 

Appetite. 

Bowels. 

Weight. 

EXAMINATION. 

a. GENERAL. 

No dysuria or rrequency. 

Good. 

Regular. 

Her weight had been constant. 

A slightly built, middle-aged lacy, who 

aid not show any evidence o1' recent weight loss. She 

was healthy-looking. There was no clinical evidence 

or anaemia, jaundice or oedema. 

was 98.4° F. 

The temperature 

The pulse-rate was 84 per minute, and 

the blood-pressure was 130/85 nnn. Hg. The haemoglobin 

estimation was 14.0 grams per 100 ml. 

Urinalysis did not reveal any abnormal 

constituents. 

There was no clinical evidence or systemic 

disease. 

b. GYNAECOLOGICAL. 
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The vulva. - An oval swelling 3 x 2 ems., was 

seen and palpated in the posterior halr oi' the let·t 

~abium majus. It felt tensely cystic, and the edges 

were well-defined. The tumour was tender to pressure. 

The right ha~f of' the vulva appeared normal, as did 

the vestibule and clitoris. 

The perineum did not show any lesion. 

The vagina appeared normal 1·or a woman ot· her 

age. The epithelium was atrophic. The tumour o1' 

the left labium majus, bulged into the vaginal 

introitus. 

The cervix was small and atrophic. It was 

flush with the vaginal vault. 

The uterus was normal in size for a woman of 

her age. It was anteverted and mobile. 

The adnexae could not be felt. 

Recto-Vaginal examination con1'irmed the above 

f"indings, but did not yield any i'urther in:tormation. 

DIAGNOSIS. Left Bartholin's Cyst. 

TREATMENT. 

It was decided to perform a lert Bartholin•s 

cystectomy. 

The pre-operative treatment consisted or bi

daily vaginal douching with a lactic acid solution, 

~ollowed by the insertion of vaginal pessaries 
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containing, penicillin, streptomycin and sulphonamide 

(PSS) with 0.5 mg. stilboestrol. This routine was 

.carried out ror 3 days prior to surgery. 

31 March, 1955. Operation. 

Under general anaesthesia, the patient was 

placed in the lithotomy position, the vulva and 

perineum cleaned in the usual way, the patient draped 

and the -bladder was ca:theterised. 

A bi-manual examination con!'irmed the 

previous rindings. 

The vaginal epithelium was now incised on 

the inner aspect or the let·t labium minus, overlying 

the the tumour, in an oblique direction. A pla~ or 

cleavage was found, and by means or combined sharp 

and blunt dissection, a fleshy mass, unlike the usual 

cyst, was easily shelled out or its very vascular 

bed. Haemostasis was o-btained oy inserting several 

mattress sutures or chromic number l catgut, in the 

tumour bed. The epithelial edges were now approximateo 

with interrupted sutures or the same mater.ial. It 

was not considered necessary to use drainage. 

A diagnostic curettage was now per:tormed. Very 

scanty curettings were obtained. A light gauze 

dressing soaked in a solution o:t acrirlavine in 

spirits was kept in position with a vulvar pad. 



MICRO-PHOTOGRAPH SHOWING SARCOMA OF 

OF THE VULVA. NOTE THE SPINDLE CELLS. 

79a. 
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PROGRESS. 

Except ror a slight rise in temperature on the ! 

rirst and second post-operative days, and :t'airly severe 

wound pain :t'or three days, the innnediate post-operative 

course was uneventrul. 

She was discharged on the eighth post-operative 

day, with instructions to report at the out-patient 

department in 7 days. 

PATHOLOGY REPORT. 

The specimen consists o:t· a lobulated mass 

or sort, pale pink tissue 4 ems. in diameter, with 

a suggestion or whorling on the cut surface. 

The histology is that or a spindle-cell sarcoma 

showing many mitoses and nuclear irregularities in the 

material examined. 

The histological report on the endometrial 

curettings, was that or typically atrophic endometrium 

with no evidence of' int'lammation or malignancy. 

COURSE. 

The patient was seen at the out-patient 

department 4 weeks arter the operation. There were 

no symptoms rererable to the vulva. On examination 

there was slight thickening or the tissue under the 
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scar, but apart f'rom this, ncb abnormality was 

detected. A roentgengram of the lungs was 

negative. 

For 4 months she was free from symptoms, 

and during this period she did not report monthly, 

as instructed. She then again experienced pain and 

discomf'ort in the left hal!' of' the vulva. This· 

pain gradually became worse, and she eventually 

presented herself' at tne out-patient department on 

13 September, 1955, ie., 6 months af'ter the excision 

o1' the tumour. 

Examination revealed a sweliing in the same 

situation as that of the original tumour. The 

mass was oval in shape, 3 x 2 ems. in size~ and had 

the consistancy of' hard rubber. It was tender to 

pressure. Rectal examination, revealed that the 

tumour was adherant to the rectal wall in a small 

area, antero-laterally. No other pelvic !'indings 

of' signif'icance were detected. 

A general examination was negative ror 

systemic pathology. 

A X-ray of the chest again revealed no 

lung pathology. 



DIAGNOSIS. 

The diagnosis of a local recurrence of 

sarcoma or the vul~a was made. 

It was decided to excise the growth in 

view or the absence or distant metastases. 

The usual pre-operative vaginal douching 

and oetrogen pessary treatment was carried out for 

3 days. 

16 September, 1955. 

Under general anaesthesia, the tumour 

was widely excised. It was round that the 

rectal mucosa was adherant to the mass postero-

medially. The involved rectal mucosa was thus 

excised with a wide margin of normal tissue. The 
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rectal mucosal defect was closed with 00 chromic catgut. 

The wound was closed with interrupted sutures of chromic 

number 2 catgut. The epithelial edges were approximated 

with number 1 chromic catgut. A dressing or acriflavine 

in spirits was kept in position with a vulvar pad. 

Patholog~ Report. (Path. No. 5575.) 

"Specimen consists of an irregular mass of' 

fibre-adipose tissue 5 ems. in diameter. On section 

this is seen to contain a lo"bulated mass, with a soft, 

white homogenous cut surface, which is apparently well

encapsulated." 

11 The histology is that of a malignant connective

tissue tumour. The cells are spindle-shaped, but they 

have more abundant cytoplasm than that seen in the 

previous specimen. The picture is that of a spindle-cell 

sarcoma. 

COURSE. 

The immediate post-operative course was 

uneventful. She was discharged from hospital on the 

tenth post-operative day. The wound was healing well. 

She has been seen at two monthly intervals 

since the second operation. She has had no f'urther 

symptoms referable to the vulva. She was last seen on 

13 September, 1956.,ie, 12 months since the second 

operation. At this stage she was feeling perfectly well, 

and had gained 5 pounds in weight. Examination of the 
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' operation site revealed no further tmnour recurrence. 

A roentgengram of the chest was negative for lung 

pathology. 

DISCUSSION. 

Sarcoma of the vulva is one of' the rarest of' 

all genital malignancies. It is said to occur in a 

younger age group than carcinoma of the vulva. There is 

no inguinal lymphadenopathy, unless the lesion ulcerates 

and becomes secondarily infected. Dissemination is 

mainly via the bloodstrerun, thus secondary deposits are 

mainly found in the liver and lungs. 

It must be admitted that the diagnosis o:t· 

vulvar sarcoma had never been entertained, and the 

histological report was most unexpected, although the 

operative f'inding o1· a solid,. fleshy tumour, made the 

original diagnosis of Bartholin's cyst most unlikely. 

The site of origin of the tumour gives rise 

to interesting speculation. The site was that of 

Bartholin1 s gland. Thus the growth could have arisen 

from the connective tissue of the gland itself. In 

suppo1~t of' this supposition, is the fact that the tumour 

was easily shelled out of' an apparent capsule. On 

examination, the pathological report made mention o1· 

the presence or an apparent capsule. However, no 

glandular elements were to be seen on histological 

examination. 

Sarcomas of' the vulva tend to be highly 
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malignant, death usually occurring within 18 months 

of the diagnosis, the ultimate cause of death being 

secondary deposits in the liver or lungs. The fact that 

this patient was still free of signs and symptoms of 

malignancy 18 months after the original diagnosis had 

been made, is interesting. Perhaps the cell-type was 

less malignant than usual. 

The treatment must be radical excision, where 

possi-ble. Radiotherapy does not appear to be of any 

value. 
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CASE NUMBER 9. 

SUMMARY. 

FEATURES. 

1. PeST-MENOPAUSAL VAGINAL DISCHARGE. 

2. GROSS DYSURIA AND FREQUENCY. 

3. TUBERCULOSIS OF URETHRA AND UTERUS. 

4.. SUCCESSFUL TREATMENT WITH STREPTOMYCIN 

COMBINED WITH LOCAL RESECTION OF LESION. 

1. A coloured woman aged 62 years, complained of' 

gross dysuria and frequency or micturition, plus 

a blood-stained vaginal discharge, for 6 months. 

2. An ulceration of the urethral meatus with a blood

stained discharge was seen. There was also a 

purulent uterine discharge present. 

3. A provisional diagnosis of carcinoma of the 

urethra was made. A snip from the lesion revealed 

a tuberculous inf·ection. This was confirmed on 

perf'o~ning a guinea-pig innoculation test. There 

was no infection of the upper urinary tract. A 

diagnostic curettage revealed a tuberculous 

endometritis. 

4. The use of streptomycin, PAS, and INAH, cleared 

the symptoms, but did not reduce the size of' the 

lesion, which was then excised. 



Name 

Race 

Age 

Rachrnat Isaacs. 

Coloured. 

62 Years. 

Civil State - Married. 

Occupation - Housewi~e. 

Admitted 10 May, 1955. 

C OMPLAlliT.§.. 

87. 

1. Blood-stained vaginal discharge - 6 months. 

2. Gross freQuency of micturition - 6 months. 

3. Marked dysuria - 6 months. 

4. Insomnia - 6 months. 

5. Loss of weight - 6 months. 

GENERAL PAST HISTORY. 

She has had chronic bronchitis and asthma for 

many years. 

In 1942, she had a gastro-enterostomy for a 

peptic ulcer .. 

FAMILY HISTORY. 

Two o~ her sisters died from pulmonary tuberculo-

sis .. 

OBSTETRI~HISTORY. 

She had been pregnant five times. There were 

2 abortions at about 12 weeks, and the other 3 pregnanci~ 

went to term, with normal labours. All three of the 

children died in infancy. 
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MENSTRU.~ HISTORY. 

The menarche occurred at the age of' 18 years. 

The periods had always been regular of the 4/28 day 

cycle. There had been no dysmenorrhoea. The menopause 

had occurred at the age of 45 years, ie., 17 years ago. 

PRESENT HISTORY. 

She had been feeling well until about 6 months 

ago, when she noticed a vaginal discharge. This discharge 

was yellowish in colour, and was slightly blood-stained. 

This symptom was followed in about 6 days by an increased 

fre~uency of micturition. She found that she was passing 

small amounts o1' urine every 30 to 45 minutes. There 

was no decrease in fre~uency at night. In fact this 

fre~uent passing of urine kept her awake at night. The 

passage of urine became very painful. There was a severe 

burning throughout micturition. She lost much weight .. 

These symptoms have persisted in spite of using 

many home remedies and patent medicines. She eventually 

consulted a doctor, who gave her medicine to drink. This 

did not alleviate her symptoms either. She finally 

decided to attend the Groote Schuur Hospital, where 

she attended the gynaecological out-patients deparunent 

on 10 May, 1955. 

ON EXAMINATION. 

a. GENERAL. 
An elderly coloured woman, who looks more 

than her age. She is thin, and has obviously lost weight 



PHOTOGRAPH SHOWING TUBERCULOUS 

ULCERATION OF THE URETHRAL MEATUS. 
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recently. There is early clubbing of the fingers. 

Cardio-Vascular System. 

The pulse-rate was es per minute . The blood

pressure was 155/ 85 mm. Hg. The heart sounds were 

closed. The haemoglobin estimation was 14.5 grams. 

Respirarory Sys t em. 

The lungs were s lightly emphysematous . Air 

entry was good, and e qua~ on both sides. A few scattered 

r ales we r e hear d. 

Urinary System. 

There was no renal ·- enlargement or tenderness. 

None of the othe r systems were found to be abnormal 

b. PELVIC. 

Vulva.- The labia minora were slightly thickened 

and oedematous. The clitoris appeared no~nal. 

Vestibule.- The epithelium is a t r ophic, and 

slightly reddened. A thin purulent, non-offens ive 

discharge is coming from the urethral meatus and also 

from the vaginal introitus. The external ure thral 

mea tus admits the tip of 1 finger. It is ulcera ted , 

with an indur a t ed edge . The surface is friable and 

bleeds re adily to touch. 

Vagina.- The introitus admits 1 f inger only. The 

lower third of the ure thra feels thickened. No surface 

l es ion of the vagina was palpable. The v agina was too 

narrow to admit a s peculum. 

Uterus and Adnexae.- On bi-manual examination, 



MICRO-PHOTOGRAPH SHOWING TUBERCULOSIS OF 

OF THE URETHRA. NOTE THE GIANT CELLS IN 

RIGHT UPPER PART OF THE PHOTOGRAPH. 

90a. 
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examina tion. A dila t a tion and curettage of t he end oc e rvix 

and endome tria l c avity was then p erformed. It was noted 

at t he time t hat t he cervix appeared he althy as d i d the 

v ag i na . A thin purulent disqhar ge wa s seen comi ng f rom 

c ervical c anal. Ve r y s c anty endome tri al cu r ettings we r e 

ob t a ined . The s e were a l so sent f or hi s tol ogica l 

examina tion. 

8. Cys tos c opy reve a l ed t ha t t here was n o b l adder 

l e s ion. 

Report on sni R of ure t hr a l ulcer . (Pa th. No. 2746.) 

" The ure t hra shows an intens e chronic inflamma t or y 

c ell i nfi l tra tion i n which are s c a tte r e d non-case a ting 

tubercl e f oll i c l es . Aci d- fas t bacilli a r e not demons t rabl 

There i s no evidence of c arcinoma." 

In the light of the ab ove r eport , a 24 hour s pecimen 

of urine was s ent f or dire c t examina t ion wi t h the Zi ehl

Ni e l sen s t a i n, and a l s o f or gu i nea- p i g i nnocul a tion. No 

t ubercle bac illi wer e s e en with the Zi ehl - Ni e l sen s t a in. 

The gu i ne a- p i g i ~~oculat i on t e s t wa s al so nega t ive f or 

tubercle . 

The endometri a l cure ttings revea l ed chronic 

e ndome triti s, but no tubercle f ollicle s were s een. An 

endome tri al b i op sy was now pert· orrned , and the ma t eri a l 

ob t a ined was sent i n normal s aline s ol ution for a 

Kirs chne r culture and a guinea- p i g i nnocu l at ion t es t. 

The Kirs chne r culture t e s t was positive f or Mycob acteri um 

tuberculosis , whilst the guinea- p i g innocula tion t es t 

was nega tive . 
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An intra-venous pyelogram r evealed no renal or ureteral 

pathology. 

A sputum examination was negative for • tuberculos: 

TREAT ENT AND COURSE. 

l.The patient was g iven complete bed-rest. 

2.A diet rich in c arbohydra t es and proteins was 

p rescribed . Essenti al vitamins were added to the food . 

3.Streptomycin l g r am was given daily by the 

intra-muscular route . Pa r a- aminosalicylic acid (PAS), 

3 gr ams four times a day per mouth, was given a t t he 

same time. This therapy was continued for 30 days . 

After 30 days, there was a maked i mprovement in 
. 

the clinical condition. The fre~uency and dysuria were 

very much better. She s lep t well a t nigh t s , and feund 

it necessa ry to pass water only once or t wice nocturnall; 

She gained 4t pounds during this period. There was , 

however, no de crease in the size of the urethral lesion, 

nor was the dischar ge l ess . 

She was di s cparged on the 30th day, with instruc-

tions to report to Gynaecology out-patients department 

at f ortnightly intervals. She was to r e ceive daily 

injections of streptomycin from the district~nurse. She 

was given isonicotinic acid hydrazide, 150 mgs. twice 

daily in tablet 1'orm, instead of PAS. , in combination 

with the streptomycin. 

After 30 days of' thJ.. s re gJ.·me, her condition was 
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re-as s essed. Apart f rom a slight , cre amy d i s c har ge , she 

h a d no untowar d s ymp toms. She h ad gained a f urth er 3 

p ounds in weigh t . The ure t h r a l le s ion was u n c han g ed, 

howev e r. The d i s charg e a ppeared to be comi n g f rom the 

ure thral ulcer , and n ot from the u t eru s . 

A deci s ion was made to exc i se t he t e r mina l third 

o f the ure thra, as t he l es ion was n ot healing , in spite 

of intens ive a n t i-tuberculosi s t he r apy . She wa s r e - a&nittec 

to hosp ita l on 16 J u l y , 1 955 . The streptomycin the r apy 

was continued, an d t he PAS r egi me was re-instituted in 

p l a c e of the isonicoti n ic acid ~araz ide . Stilb oestrol 

0 .5 mg. was g i ven daily b y mouth, i n ord e r to p romote 

b ette r healing of t he v agina l epithel i um af t e r s u rgery. 

Bi-daily vag ina l d ouches with lactic acid was commenced. 

22 July, 1955. 

Op eration. 

Under gen e r a l anaes t hes i a , t h e pati ent was p l a c ed 

in the lith otomy p os i t ion , t h e vulva and per i newn cleaned 

with spirit s oap, and a lithotomy- shee t was placed i n 

p os ition . The bladder was c a t he t e ri sed. 

The t e r mi nal ~ inch of the ure t hra was now eKcised 

as s howen i n t he illus tra tion. In order to a chiev e a 

be t t e r exposure , t he i nci s ion was c arr i ed t h rough b oth 

the l ef t l abi a . Bl eeding wa s mi n i mal. A s oft rubber 

c a t he t er was p l a c ed in the bladde r, afte r t he ure t hral 

muc osa had been s titched to t he epithelium of' t he v es tibule

The inci s ion was now closed , u s i ng c h r omic numbe r o c a tgut. 
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PHOTOGRAPH SHOWING HEALED URETHRAL LESION• 
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A diagnostic curettage was now performed. Very scanty 

curettings were O:btained. The piece of' urethra and the 

uterine curettings were sent for both histological and 

bacteriological examination. 

COURSE. 

After 5 days, the catheter was removed from the 

bladder. Micturition was normal, except 1'or a slight 

dysuria which lasted for a bout 6 days. The lesion 

healed rapidly. She was discharged from hospital on the 

tenth post-operative day, still on streptomycin and PAS 

therapy. 

13 August, 1955. 

Attended the gynaecology out-patient department. 

She no longer had a vaginal discharge. There were no 

urinary symptoms. She had gained.a further.2 pounds 

since her last weighing. 

Pelvic examination showed that the urethral lesion 

was completely healed. There was no discharge from the 

vaginal introitus. 

The treatment to date had been as follows.-

1. Streptomycin and PAS for 30 days. 

2. Strptomycin and isonicotinic acid hydrazide - 30 

days. 

3. Streptomycin and PAS for 30 days. 

4. Excision of the urethral lesion. 

The report on the urethral ulcer which was excised, was 
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11 Sections show the presence of a chronic inflarrnnatory 

reaction, the histological features being consistant 

with those of tuberculosis." No evidence of tuberculosis 

was seen in the uterine curettings sent for histology. 

The guinea-pig innoculation test was positive for the 

urethral material, but ~egative for the uterine 

curettings. 

The patient was re-admitted to hospital. A 

24 hour specimen of urine was sent for bacteriological 

examination for M. tuberculosis. Another diagnostic 

curettage was performed, and again very scanty 

curettings were obtained. These were sent 1'or both 

histological and bacteriological exru~ination. All 

reports were negative for tuberculosis. 

The patient was discharged from hospital after 

2 days. No treatment was given for 1 month. She was 

instructed to report at the out-patients department 

at the end of this period. 

20 October, 1955. 

The patient was re-admitted to hospital. She 

was in good health, with no urinary or genital symptoms. 

Again a 24 hour specimen of' urine was sent 1'or 

bacteriological investigation, and another diagnostic 

curettage was performed. Again all reports were negative 

for tuberculosis. 

The patient was discharged, and drug therapy 

was recommenced. Streptomycin 1 gram daily and PAS, 
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3 grams 4 times a day for 30 days were given. After 30 

days she was seen at the out-patients department. The 

PAS was discontinued, and isonicotinic acid hydrazide 

150 mgs. twice daily by mouth was given instead. 

This treatment was given for a further 30 days, and then 

the isonicotinic acid hydrazide was replaced ·by PAS. 

She had thus had a further 3-month course of anti-

tuberculosis treatment. 

24 Januar~, 1956. 

Again admitted to hospital. She was still 

asymptomatic. A 24 hour specimen of urine was sent 

for bacteriological examination. A diagnostic curettage 

was repeated, and the curettings sent for histological 

and bacteriological examination. All reports were again 

negative for tuberculosis. 

The patient was discharged from hospital, and 

instructed to re-attend the out-patients department. 

Unfortunately she has not been seen again. 

This patient had thus had 6 months of anti-

bacterial treatment, and on 2 successive occasions wlb.th 

3 month intervals, all investigations for tuberculosis 

were negative. 

DISCUSSION. 

Pelvic tuberculosis in the post-menopausal 

woman is uncommon. Tuberculosis presenting at the 

urethral meatus is very rare It • was not unreasonable 
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to make a provisional diagnosis of carcinoma of the 

urethra, although the family history of tuberculosis 

should have made one suspicious. 

The repeatedly negative urinary examinations, 

the normal appearance of the bladder on cystoscopy, and 

the normal intra-venous pyelogram, excluded the upper 

urinary tract as being the origin of' the urethral j_~:t':;ct: 

infection. The tuberculous endometritis was no doubt 

responsible for the urethral infection, the discharge 

carrying the organisms downwards. According to Schaefer, 

the vulva is involved in only 2 per cent of all genital 

tuberculosis. 

The pelvic tuberculosis must have started fairly 

late in life, because she had 5 pregnancies. She may 

have had a pulmonary lesion at an earlier stage, with 

a history of bronchitis and asthma to support this 

supposition. The pelvic infection being secondary to 

the lung lesion. 

The modern anti-bacterial drugs, especially 

streptomycin, are proving fairly sucessful in the 

treatment of pelvic tuberculosis. Used in combination, 

over 3 monthly periods, their effects have been 

encouraging. It was interesting.to see how soon the 

urinary symptoms improved, in this case, after the use 

of streptomycin and PAS. It is most unfortunate that 

this patient could not have been followed for another 

few years, to see if the tuberculosis recurs or not. 
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CASE NUMBER 10. 

FEATURES. 

SUMMARY. 

l.POST-COITAL BLEEDING. 

2.DIAGNOSTIC CURETTAGE, CERVICAL BIOPSY 

AND CAUTERISATION OF THE CERVIX. 

3.CHRONIC CERVICITIS AND ENDOCERVICITIS. 

1. A para 3, aged 33 years, complained ot· 

a purulent vaginal discharge, pain in the 

sacral area, and.post-coital bleeding. 

2. A cervical erosion, the size of a florin, 

was round. It -bled readily to touch. 

3. Cytology was negative f'or malignant cells. 

A cervical biopsy and endo-cervical 

curettage revealed chronic inrlammation. 

with no evidence of malignancy. 

4. Cervical dilatation with cauterisation of 

the erosion was curative. The patient 

conceived after 3 months. 



Name 

Race 

Age 

Sophie Arend.se. 

Coloured. 

33 Years. 

Civil State 

Admitted. 

Married. 

17 April, 1956. 

COMPLAINTS. 

1. Vaginal Discharge 

2. Pain in the Back 

3. Post-Coital Bleeding 

PREVIOUS GENERAL HISTORY. 

Not relevant. 

FAMILY HISTORY. 

99. 

Index No. 5362/56. 

5 years. 

1 year. 

6 months. 

Her mother died o1· cancer of' the womb. 

OBSTETRICAL HISTORY. 

She had had 3 pregnancies. All terminated 

at term. La-bour was short and. easy in each case. 

The children were healthy. The eldest being 9 years 

old, ana the youngest 5 years. There were no 

abortions. 

MENSTRUAL HISTORY. 

The menarche occurred. at the age or 13 

years. The periods were regular or the 4/30 day 

type. The rlow was not excessive, and there was no 
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dysmenorrhoea. 

The last normal menstrual period was on 

10 April, 1956. 

PRESENT HISTORY. 

Since the birth of her last baby, 5 years 

ago, she had been troubled with a persistant yellow 

vaginal discharge. It was slightly ortensive and 

irritating. During the past f'ew months it had ·become 

so profuse, that a vulval pad was necessary. She 

had been given injections and pessary treatment, on 

several occasions, withput any improvement. 

For about 12 months she had had ·backache. 

The pain was continuous, situated in the sacral area, 

and not affected by movement. 

6 Months ago, she noticed that there was 

slight yaginal ·bleeding following coitus. The blood 

was bright-red in colour. There was slight deep 

dyspareunia. Li'bido was normal. No contraception. 

She decided to come to hospital because 

··her mother had had similar symptoms, and had had 

cancer or the. womb. 

Micturition. 

There was slight frequency and dysuria. 

APPETITE. 

Her appetite was good. 



Bowels. 

Habitually constipated. 

EXAMINATION. 

a. GENERAL. 

101. 

A thin but healthy-looking woman. There 

was no evidence of recent weight-loss. The·re wase ., 

no clinical evidence or anaemia, jaundice or oedema. 

There was no evidence or systemic disease. 

Urinalysis revealed no abnormal constituents. 

A catheter specimen was sent ror ·bacteriological 

examination. 

b. GYNAECOLOGICAL. 

The vulva and perineum appeared normal. 

There was no evidence or vulvitis, nor did the 

surrounding skin show excoriation or a rash. There 

was no sihgnco:t haemorrhoids. 

The vagina. A slight, muco-purulent 

discharge was seen coming through the vaginal introitu~ 

The vestibule appeared hea~thy. No discharge cou~d 

be "milkect11 rrom the urethra. There was no vaginitis, 

the vaginal epithelium being a healthy pink colour. 

The cervix. This structure felt rirm, ana 

· smooth. The external os was parous. On speculum 
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examination, an erosion, the size or a rlorin was 

seen, involving the anterior ana posterior lips 

equally. The erosion was or the papillary type. It 

was t·riable, ana bled. reactilY to touch. A 1'ew 

Nabothian i'ollicles were seen in the neighbourhood 

ot• the external os. A very small polyp was seen 

in the external os. 

The uterus was normal in size, antevertea 

and mobi~e. There was slight excitation pain on 

moving the cervix. 

The adnexae were not pa~pab~e. No 

masses were relt in the pouch or Douglas. 

Recto-Vaginal examination yielded no 

rurther information. 

MANAGEMENT. 

The vagina was douched on two occasions 

with a sodium -bicarbonate solution, in order to 

clear the discharge ana tne ~ubricant which had been 

used when performing the vaginal examination. 

Four days later, a bi-valve speculum 

was introduced into the vagina, no lubrication being 

used. Two cervical swabs were taken. One was 

immediately examined for trichomonas vaginalis and 
• 

monilia albicans, whilst the other was cultured. 
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The cervix was now lightly scraped with a wooden 

spatula, and a smear was made, which was ~ediately 

1'iXed. Another smear was made !'rom material aspirated 

:from the posterior vaginal f'ornix, it was also rixed, 

and the slides were sent ror examination ror malignant 

cells. 

Results.- There was no evidence o:f trichomonas 

vaginalis or monilia albicans. The culture or the 

discharge showed the presence of· streptococci and 

coliror.m organisms. 

The cytology did not reveal any suspicious 

or malignant cells. 

The urine culture was negative. 

Because o:t the t'riabili ty o:t' the erosion, 

it was decided to per1'orm a cervical biopsy, in 

order to exclude the possibility o1· malignancsr. 

Under general anaesthesia, the cervical 

canal was dilated to nuniber ~ He.gar, as described in 

case 6. An endometrial and endo-cervical curettage 

was now per1·ormed, using a small sharp curette. 

A cervical piopsy was now perror.med., using a. scalpel. 

About a quarter o1' the circumt·erence ot· the area 

around the external os was included in the biopsy. 

Two sutures were inserted to control haemorrhage. 

The erosion was now cauterised with the 



electro-coagulation type or cautery, using the 

radial linear method. 

HISTOLOGY REPORT. 

104. 

a. Endometrial Curettings. The endometrium is in 

the :prolit'erative :phase. There is no evidence ot· 

inrlammation or malignancy. 

Q• Endo-Cervical Curettings. - The features or 

chronic inf'lammation are :present. There is no 

evidence oi malignancy. 

c. Cervical Biopsl• - The features of chronic 

inflammation are present. There is marked 

e:piderdermidization, -but no evidence ot· malignancy. 

Diagnosis.- CHRONIC CERVICITIS AND ENDO-CERVICITIS. 

PROGRESS. 
The :patient was given prophylactic bi-daily 

injections of :penicillin and streptomycin ror 5 days. 

Vaginal pessaries containing, penicillin, 

streptomycin and sulphonamide, were inserted twice 

daily ror 7 days. 

The :patient was warned that the discharge 

would be more protuse for several days. 

A:f'ter the seventh day, bi-daily vaginal 



105. 

douches were given with a lactic acid solution. 

There was no secondary haemorrhage. She 

was discharged from hospital on the rourteenth 

post-operative day, with instructions not to have 

intercourse f'or 4 weeks. She was askew. to report 

back at the out-patient department in ~ weeks. 

When examined. ti weeks later, the erosion was healed. 

She now had very little discharge. There were no 

other symptoms. Cervical cytology was again studied., 

but no malignant cells were detected. 

3 Months later, this patient conceived. 

DISCUSSION. 

The symptoms in this case were quite in 

keeping with those produced by chronic cervicitis 

and endo-cervicitis. Vaginal discharge, sacral 

l'ack-ache and deep dyspareunia, oeing common 

complaints associated with this condition. In 

addition, the history o:t· in:rertili ty could also 

nave oeen d.ue to the cervical ini'ection. The f'act 

that she conceived. shortly after treatment, would 

tend to support this supposition. 

The history or post-coital oleeding was 

serious, in that it could have oeen due to cancer 

of' the cervix, either invasive or pre-invasive. 
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The study o~ the cervical cytology is or use 

in the early diagnosis or cervical cancer, 1~ that 

the presence o~ malignant or suspicious cel~s will 

f'ocus attention to that organ, but the :final diagnosis 

can only be made by serial section, and histological 

examination o:f a cervical biopsy. It is important 

to curette the endocervix and endometrium at the 

same time as perf'orming the cervical oiopsy, as a . 

carcinoma may be present in these tissues and not 

in the exocervix. 

A long-term :tollow-up o:f this type o:f 

patient is necessary, as cancer is more likely to 

develope in such a cervix, than in one not so 

a:ff'licted. 
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FEATURES. 

1. MENORRHAGIA. 

2. INFERTILITY. 

3. UTERINE FIBROMYOMATA. 

4. TOTAL HYSTERECTOMY. 

SUMMARY. 

1. An extremely obese Bantu woman of 40 years, 

complained of menorrhagia - 2 years, lower 

abdominal pain- 9 months, and infertility -

20 years. 

2. A large uterine fibroid tumour, weighing 11 

pounds was removed. Total hysterectomy. 



Name 

Race 

Age 

Civil State 

Occupation 

Admitted 

COMPLAINTS. 

Fanny Guwa .. 

Bantu. 

40 Years. 

Married. 

House-wife. 

17 August, 1955. 

108. 

Index No·. 55/19173. 

1. Excessive bleeding with her periods - 2 years. 

2.. Lower abdominal pain 9 months. 

3. Infertility 20 years. 

PAST GENERAL HISTORY. 

No relevant data was obtained. 

FAI\ULY HISTORY. 

No relevant data was obtained. 

PRESENT HISTilliX• 

Menstruation. 

The menarche occurred at the age of' 16 years. 

Her periods had always been regular, of' the 4/28 day cycle~ 

without dysmenorrhoea, until about 2 years ago, when the 

menstruation became excessive both in duration and flow. 

For the past few months, the periods had lasted about 10 

days, with a heavy flow for the first 7 days. The blood 

was passed in the form of clots. She had also experienced 

cramp-like lower abdominal pains during the first 5 days 

of the period for the past year. 
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The last menstrual period was on 6 August, 1955. 

For the past 9 months, she had been aware of a 

continuous lower abdominal pain, which had gradually been 

getting worse. The pain was generalised in the lower 

abdomen, and was of a dull, aching character, which was 

not aff'ected by movement. The pain was not the same type 

of pain as that experienced during menstruation. 

Since her first marriage at the age of 20 years, 

she had never been pregnant. Her first husband left her 

after 10 years, for this reason~ She married her second 

husband 4 years ago, and this union had not resulted in 

conception either. 

Vaginal Discha:r:,g~. 

She had had a yellowish vaginal discharge for 

many years. It was not profuse, and was non-irritating 

and non-o:erensive. She was or the opinion that; the 

amount of' discharge had incl"eased during the past year. 

Coitus. 

There was no dyspareunia. Libido was normal. There 

was no post-coital b~eeding. 

Micturi:!!i.illl~ 

There was no dysuria, but slight rreQuency or 

micturition had been present for a few months. 

Appe~ite .. 

The appetite was very good. She did not have any 

nausea or vomiting. 

Bowels. 



The bowels were quite regular, 

Weight. 

She had always been obese, and she had been 

putting on weight during the past year. 

EXAMINATION. 

a. GENERAL. 

110. 

A very obese woman, weighing 275 pounds. There 

was no clinical evidence of oedema or anaemia. She 

appeared to be healthy and cheerful. 

The pulse-rate was 84 per minute. The blood-pressu: 

was 145/90 mm. Hg. There was no cardiomegaly, and the 

heart sounds were closed. The haemoglobin level was 

12.0 grams per 100 ml. 

Urinalysis did not reveal any abnormal constituent 

The abdomen was very obese, with an 11 apron" of 

fat overlying the mons veneris fun the erect position. 

A large ini~bdominal mass was felt extending from 

the pelvis to the xiphisternum. It was the size and 

shape of a term pregnancy, however, the surface was 

bosselated, and the consistancy was that of hard rubber. 

There was limited moblltty. The tumour was slightly 

tender on pressure, especially over the region of' the 

umbilicus. There was no hepatomegaly or splenomegalyo 

b. GYNAECOLOGICAL. 

Vulva. No abnormality was noted. 

Vagina. This organ was normal. The introitus 

admitted 2 fingers with ease. 
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Cervix. The cervix was nulliparous in appearance. It 

was firm in consistancy. There was no erosion of the 

cervix. The colour of the epithelium was p ink . A slight 

yellowish-white , mucoid discharge was coming from the 

external cervical os. 

Uterus. 'rhi s organ could not be felt apart from the 

mass which had been pal pat ed abdominally. On moving the 

tumour with the abdominal hand, the cervix was felt to 

move in unison with the mass; conversely, on pushing the 

c ervix in a cephalad direction, the tumour moved in the 

srune direction. The p ouch of Douglas was filled by the ~ 
tumour. 

Adnexae. The adnexae could not be palpated. 

A:o roentgengrrun of the abdomen reve aled only a soft-tissue 

shadow. No foet a l parts were seen. 

A clinical diagnosis of uterine fibromyomata was made . 

COURSE AND TREATiv ENT. 

The patient wa s told what the nature of the 

uterine pathology wa s, and tha t a hysterectomy was 

indica ted. 

The vagina was prepared by bi-daily douching 

with sodium bicarbona te solution for 2 days prior to 

surgery. On the morning oi' the opera tion, a lactic acid 

douche was g iven. 

Anaesthetic. 

A pre-medication of 1/100 gr. Atropine and 

150 mg. Pethidine was g iven intra-muscularly 1 hour 



PHOTOGRAPH SHOWING THE LARGE UTERI NE 

FI BROMYOMATOUS TUMOUR I N SITU. NOTE 

THE THICK LAYER OF SUB-CUTANEOUS FAT. 

llla. 
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p re-opera tively. Nitrous Oxide, Oxygen, Ether and Flaxedil 

were use d· to ma inta in ana e s thesia, and to g ive rela.xa tion. 
Operation. 

The abdomen was opened in t h e routine way, as 

de s cribed in t he pr efac e . The peritoneal c avity was now 

explored . The clinical findings were confirmed . The 

uterus was un i f orml y enl a r ged to t he s ize of' a te rm 

p r egnancy by i ntra- mural f ibroids . There we r e sever a l 

sub-serous f i b roids of v a r ying size on the anterior and 

posterior surfa ces of t he uterus. The adnexae appe a r ed 

no r-mal, and t he uterine tubes did not appe ar to be 

occluded on macros cop ic examina tion. The liver and 

s pleen appe ar ed normal. 

Th e uterine tubes, ovari an ligaments and round 

ligaments were clamped close to t he u terus on either 

side . A second clamp was now applied 1/4 inch l a t e r al 

to the first one, on e ithe r side . The s tructures be t ween 

t he t wo clamps were now cut with a s c a l pel. The pe dicle 

was trans fixed and ligat ed with number 2 chromic catgut. 

The ve s ico-cervica l peritoneal fol d was incised , 

and the bladde r was pushed off the cervix. (Because of 

the bulk of the tumour, space wa s very limited , and a ll 

manouvres were v e r y di ff icult- see photogr aphs ) 

The very l a r ge uterine ves s els were now clamped 

with a stra i gh t Spencer-Wells arte r y-clamp , and t he 

vessels cut. 

The utero-sacral lig~aents were clamped a long 

with the lateral v agina l angl es , using t he Bonney 
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PHOTOGRAPH SHOWING THE F'IBROID UTERUS AFTER 

HYSTERECTOMY. 

ll2a. 
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hysterectomy clamps, these structures were cut, the vagina 

was transected, and the uterus removed. 

With the large 'bulk of' the uterine tumour removed, 

there was ample space for working. The vaginal vault was 

closed with 3 interrupted chromic number 2 sutures. The 

pedicles in the clamps were transf'ixed and doubly ligated. 

The raw area was peritonealised, and the abdomen closed in 

the routine way. 

The duration of' the operation was 55 minutes. 

The general condition of' the patient at~the end of' the 

operation was good. 

Post-operative course~ 

Apart f'rom a pyrexia of' 100.2° F. on the f'irst 

post-operative day, the post-operative course was uneventf'ul 

Bowel sounds were present at·ter 36 hours, and f'latus was 

passed per rectum on the second post-operative day. 

The patient was allowed out or bed on the second 

post-operative day, when the temperature was dovvn to normal. 

The skin sutures were removed on the tenth and eleventh 

days, and she was discharged on the twelvth post-operative 

day. 

PATHOLOGY. 

The tumour weighed 11 pounds. The size and shape 

resembling that of· a 40 week pregnant uterus. The surf'ace 

showed the presence or several sub-serous tum ours of' 
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varying size. The cervix was present, but not the adnexae. 

On section several large intra-mural fibromyomata were 

seen, two or which showed mucoid degeneration at their 

cen"ters .. 

Histology was that of benign fibromyomata of the uterus, 

with some areas showing mucoid degeneration. There was 

no evidence of mali~nancy. 

DISCUSSION. 

The South African Bantu woman appears to be 

rather prone to develope uterine fibromyomata. In this 

respect they would then resemble the American Negress, who 

also has a higher incidence of uterine fibroids than her 

white counterpart. 

This patient had probably harboured her tumour 

for many years. It may have been pPesent from the date of 

her first marriage,. 20 years ago, and could thus have 

been resonsible ror her infertility. It is stated that 

fibroids are associated with pelvic infection in about 

20 per cent of all cases, the uterine tubes being the 

organs most commonly affected. In this case there was 

no evidence of infection, old or recent, thus the infertil

ity was not due to tubal occlusion. 

The symptoms of menorrhagia, infertility and 

abdominal pain, in association with the presence of a firm 

abdomi~o-pelvic tumour, are almost pathognomonic of 

uterine fibromyomata. If she had not been so very obese, 

then this woman would most certainly have complained of 
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abdominal swelling as well. In thi~ case however, the 

adipose tissue completely masked the fibroid tumour. 

In considering the differential diagnosis in 

this case, the other possible causes of -the large intra-

abdominal mass were an ovarian tumour or advanced-intra-

uterine pregnancy .. The consistancy of this tumour was 

rather too hard for an ovarian turnour, except perhaps for 

a fibroma. Ovarian fibromas rarely attain such a large 

size however. They also have a tendency to ascites, which 

this case did not have. The history of increasing 

menorrhagia does not favour the diagnosis of an ovarian 

tumouro An ovarian tumour would have been felt as being 

seperate from the uterus. Pregnancy was excluded by the 

history of regular periods, the firm consistancy of the 

cervix, and the absence of Jacquimier' s sign, the abs-ence 

of a foetal skeleton on x-ray. 

The continuous dull lowere abdominal pain 

which this woman complained of, could well have been 

due to the degeneration in the fibroid tumour. This 

specimen actually showing mucoid degeneration in a few 

areas. 

In the surgical treatment of uterine fibroid 

tumours in the Bantu woman in this country, one has to 

be rather conservative. Bantu women regard menstruation 

as necessary to maintain their femininity, even when the 

age of 40 years has been passed. The Bantu men regard 

their wives as unworthy if they do not menstruate 

regularly. Thus the surgeon often has to perform an 
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CASE NUMBER JL2. 
~=~-===---== 

FEATURES. 

SUMMARY. 

1. SARCOMATOUS DEGENERATION IN AN 

UTERINE FIBROMYOMA. 

2~ TRAUMATIC RUPTURE OF TUMOUR. 

, 3. HYSTERECTOMY. 

1. A para 1, aged '14 years, complained of' pain 

in the lower ·abdomen, t'ol1owing a t'all, 6 

hours previously. She had been aware o:t" an 

abdominal swelling :tor 2'7 years. 
t' 

2. She did not show evidence or shock, although 

her haemoglobin level was only 6 grams per 

100 ml. An. abdominal mass the size o!' a 30 

weeks pregnancy was palpa.ble. There was 

abd,ominal tenderness, with rree rluid in the 

peritoneal cavity. 

3. Laparotomy revealed a large 1'i.broid uterus, 

which had ruptured. A total hysterectomy 

with a ·bilateral salpingo-ooph.orectomy was L 
. perrormed. The ribroid show6ct sarcomatous I 
degeneration. 
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PRESESENT HISTORY. 

She had been aware ot· an aodominal swelling 

for 27 years. She had relt a mass in her abdomen, 

wh~ch had steadily grown. It had never bothered her 

in any way, except ror the !'act that it caused disten-

s ion ot' the aba.omen. 

About 6 hours ago, whilst shopping, she 

fell on her abdomen. There was a momentary, sharp 

pa~n in the lower abdomen, which was soon replaced oy 
I 

a dull generalised abdominal ache. She was helped to 

her teet, and she then con~inued wi~h her shopping. 

After aDhour, however, she f'elt very tired 

and weak, and she went home to bed. She ·began to 

reel dizzy, and f'ound that she was so weak that she 

could hardly lirt an ar.m. At this stage, a doctor 

was sent ror, and he sent her to Groote Schuur Hospital 

Vaginal Discharge. 

There had been no vaginal aischarge o:e any 

nature. 

Coitus. 

No longer practised intercourse. 

Appetite. 

She had a good appetite. No weight-loss. 

Bowels. 

She was haoitually constipa~ed. 
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EXAMINATION. 

a.GENERAL. 

A thin old lady, who appeared well-preser-

ved for her age. Her general condition appeared 

reasonably good. She was not distressea, but 

appeared somewhat apathetic. There was a marked 
. 

pallor or the skin and the mucosae. The temperature 

was 97.8° F. 

The pulse-rate was 86 per minute, but 

was weak. The blood-pressure was 70/40 mm. Hg. The 

haemoglo"bin estimation was 6.0 grams per 100 ml. 

The abdomen was distended and tender over 

the area below the umoilicus. There was moderate 

generalised rigidity. An ill-def'ined mass was rel t 

which appeared to extena :trom the pu-ois to the 

um:bilicus. It was dit·t·icul t to palpate the mass 

'because ot· tenderness and rigidi~y. Shifting dullness 

was :round. 

The abdomina~ girth was measured at the 

level ot' the umbilicus. 

Urinalysis revealed no abnormal constituents .. 

b. Gynaecological. 

The V1llva was atrophic, out normal. 

The vagina was stenosed, only i finger 

being permitted. 

The cervix was f'lush with the vaginal 
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vault. No abnorrnali ty was !'el t. Speculum examtnation 

showed that there was a slight, dark-red discaaPge 

coming through the external os. 

The uterus could not oe distinguished f'rom 

a mass which was palpaole in all the vaginal rornices. 

The adnexae could not be distinguished 

!' rom the !'irm mass !'illing the wnole pelvis. 

Tenderness was elicited in all the t·ornices, 

but it was not as· marked as the abdominal tenderness. 

Recto-vaginal examination did not yield 

any turtner inrorrnation. 

DIAGNOSIS. ~ Ruptured Intra-Abdominal Tumour, Ovarian 

or Uterine. 

MAN AGEMEN'l'. 

Compatiole blood was in!used rairly 

rapidly, lOOO ~. being given in 40 minutes. 

The blood-pressure rose to 90/50 mm. Hg. 

but the pulse-rate increased to llO per minute. 

The aodominal girth had increased by 

3/4 inch in l hour. It was oovious that intra

abdominal oleeding was continuing. Blood-transt·usion 

was continued at a steady rate, and the patient was 

taken to the theatre ror laparotomy. 
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Anaesthetic. 

Nitrous Oxide, Oxygen and "Flaxedil." 

Operation. 

The peritoneal cavity was opened in the 

usual way. The abdominal cavity was t·i.Lled with 1'luia 

blood, blood-clot, and pieces or necrotic material 

or varying sizes. As much ot· this blood and debris 

was removed as possible. 

The uterus was enlargea to tne size o1· 

a 30 week pregnancy, by a large tumour, resembling 

a 1'ibroia macroscopically. On the anterior surt·ace 

a longitudinal rupture about 3! inches in length, was 

seen. On the posterior surt·ace ot· the tumour, a 

similar rent was seen. Both the ruptures were in 

the same longi tuae, and corresponded to the bulge o1· 

the sacral promontary. 

The tumour was mobile. 

The adnexae appeared grossly normal. 

The liver and omentum were normal in 

appearance and consistancy. 

A total hysterectomy and a bilateral 

salpingo-oophorectomy was perrormed. 

The abdomen was closed without drainage. 

A total o1· 2000 ml. o1· blood was given 

since admission • 



SPECIMEN OF A FIBROMYOMATOUS UTERUS IN 

WHICH SARCOMATOUS DEGENERATION HAD OCCURRED. 

NOTE THE TRAUMATIC RUPTURE ON THE POSTERIOR 

SURFACE. 

122a. 



123. 

PROGRESS. 

In spite o:t· her advanced age, and the gravity 

o:t' her i.Llness, "the pa"tient made a surprisingly 

rapid recovery. On the second post-operative day, 

she passed rlatus per rectum. She was runbulant on 

the rourth day. She was discharged rrom hospital 

on the t·ourteenth post-operative day, in a very 

good condition. She was instructed to attend the 

out-patient department in 2 weeks. 

PATHOLOGY REPORT. 

Specimen consists or a large :t'ibro

myomatous uterus, with cervix and adnexae. The anteri 

and posterior surraces o1· the tumour have been 

ruptured. Several large in;tra-mural ri-bromyomata 

are seen on section. The cervix and adnexae are 

grossly normal. 

The histological examination reveals 

benign uterine !'ibromyomata, with mutiple areas or 

sarcomatous degeneration. 

a·bnormal f:eatures. 

DISCUSSION. 

The adnexae show no 

Here we have a case in which a woman har

bours a oenign uterine :t'ibroid tumour :Lor 30 years 

or more. 
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It then undergoes malignant d.egeration at the age o:t• 

'14 years. It is signi!'icant that no symptoms were 

produced by this malignant change, until trauma to 

the tumour brought its presence to light. 

About o. 5 to 1.0 per cent o:t· benign 

uterine rinromyomata undergo malignant 'degeneration. 

It would not thus be justi:t'iat>le to remove all 

fibroid uteri, to prevent the possible occurrence 

or malignant degeneration. In this case, however, 

malignant d.egenerationn would have been prevented ir 

she had. submitted to surgery 12 years ago. 

It would be reasonable to remove :t.Tbroid 

uteri larger than a 16 weeks pregnancy, i:t' the woman 

is post-menopausal. 

This case illustrates well how poorly old. 

people react to shock. After rupturing the tumour, 

and having a great deal or blood in the peritoneal 

cavity, she still continued to shop for 1 hour! On 

examination, her pulse-rate was only 86 per minute, 

in spite or the fact that the -blood-pressure was '10/40 

mm. Hg., and the haemoglobin only 6 grams per 100 ml. 

She was not seen again, but according to 

relations, she died 18 months arter her operation. 
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CASE~NUMBER 13. 

FEATURES. 

1. POST-MENOPAUSAL BLEEDING. 

2. DIABETES MELLITUS. 

3. BENIGN CYSTIC GLANDULAR HYPERPLASIA OF THE 

ENDOMETRIUM. 

SUMMARY. 

4. TOTAL HYSTERECTOMY WITH BILATERAL SALPINGO~ 

OOPHORECTOMY. 

1. An obese European woman aged 54 years, complained of 

post-menopausal bleeding :ror 6 months, and diabetes 

mellitus for 4 years. 

2. She had a blood-pressure o:r 210/110 mm. Hg. 

3. The uterus was enlarged to the size of a 6 weeks 

pregnancy. The right ovary was enlarged by a cystic 

tumour. 

4. A diagnostic curettage revealed the presence of benign 

cystic glandular hyperplasia. It was decided to 

perform a total hysterectomy. 

5. At operation it was decided to remove the ovaries and 

tubes as well as the uterus. 

6. There was an uneventful recovery. 
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Name Maria van Heerden. Index No. 162168. 

Race European. 

Age 54 Years. 

Civil State Married. 

Occupation House-wi~e. 

Adrniited 21 September, 1954. 

COMPLAINTS •. 

1. Post-Menopausal Bleeding 6 months .• 

2. Diabetes Mellitus 4 years. 

PAST GENERAL HISTORY. 

She had had diabetes mellitus ~or 4 years. No 

other relevant data was obtained. 

FAMILY HISTORY. 

Her mother and one sister had died of' cancer 

of' the uterus. Another sister had diabetes mellitus. 

OBSTETRICAL HISTORY. 

She had 5 pregnancies, 4 of which te~ninated 

in normal term labour. An abortion occurred at 12 weeks, 

20 years ago. The youngest child is 18 years old. 

MENSTRUAL HISTORY. 

The menarche occurred at the age of 14 years. 

The periods were regular of' the 5/28 day cycle. There 

was no dysmenorrhoea. The menopause occurred 2 years 

ago at the age of' 52 years. 

PRESEN'r HISTORY. 

She f'elt reasonably well until 6 months ago 
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when she noticed occasional "spotting'' of blood on her 

underclothes. This bleeding had progressively become 

worse, but at no time was the haemorrhage of alarming 

proportions. Her diabetes mellitus was well-controlled 

by diet. She attended the diabetic clinic regularly 

every month. On the last occasion she told a doctor at 

this clinic about her vaginal bleeding, and he referred 

her to the gynaecology out-patient department. 

She does not think that there has been any weight loss 

recently. 

Micturitign. There had been no dysuria, but she had had 

slight frequency for about 4 years •. 

Appetite. Good .. 

Bowels. Slightly constipated, she had to take laxatives 

on occasions. 

EXAMINATION. 

a. GENERAL. 

An obese woman, weight 225 pounds. There is 

no clinical evidence of anaemia. There was no clinical 

oedema. The temperature was normal. 

The pulse-rate was 82 per minute. The blood

pressure was 210/110 mm. Hg. There was no cardiomegaly. 

All the heart sounds were closed. 

The respiratory system was normal. 

Urinalysis revealed that there was sugar 

present. Yellowish-green with Benedict 1 s test. No other 

abnormal constituents were present. 
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b. GYNAECOLOGICAL. 

On account of the obesity, no pelvic mass could 

be felt abdominally. 

The vulva appeared normal. 

A slight vaginal discharge was?present, yellowish, 

and tinged red with blood. There was no vaginal lesion 

presento The vaginal epithelium was not atrophic, as 

one would expect to find in a post-menopausal woman. 

The uterus was the size of a 6 to 8 week pregnancy 

It was uniformly enlarged, anteverted and mobile. 

The adnexae could not be felt. 

The cervix showed a few Nabothian follicles 

around the external os. Dark-red blood was coming 

through the os. 

A rectal examination yielded no further 

information .. 

SPECIAL INVESTIGATIONS. 

1. A fasting blood-sugar estimation read 182 mgs. 

per 100 mle 

2. The haemoglobin estimation was 14.2 grams per 

100 ml. 

3. The blood sedimentation rate (Wintrobe) was 

10 mm. per hour. 

4. A roentgengram of the chest was negative. 

5. A diagnostic curettage was performed, and a 

careful examination of the pelvis under general 

anaesthesia was made at the same time. The previous 
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findings were confirmed, and in addition, a tensely 

cystic swelling, the size of an egg, was palpated in 

the right postero-lateral vaginal fornix. The mass was 

seperate from the uterus and freely mobile. The le:et 

ovary appeared slightly enlarged. The uterine curettings 

were very copious, whilst only scanty endocervical 

curettings were obtained~ 

REPORT ON UTERINE CURETTINGS. 

"The abundant curettings show the typical 

features of benign cystic glandular hyperplasia. There 

is no evidence of malignancy." 

COURSE AND TREATMENT. 

Because of the presence of' benign endometria: 

hyperplasia in association with diabetes mellitus, 

obesity,and essential hypertension in a post-menopausal 

woman, it was decided to perfo~n a total hysterectomy. 

The pre-operative treatment consisted of bi

daily lactic acid vaginal douches for three days. An 

enema was given 12 hours prior to operation. The 

evening before the operation, the vagina was painted 

with a 1 per cent Gentian Violet aqueous solution. 

22 September.!.. 1954. 

Anaesthetic. 
Pre-medication - 1/100 gr. Atropine with 

100 mgs. Pethidine intra-muscularly, 1 hour pre-operative: 

Induced with sodium pentothal 0.5 grams. 

Anaesthesia was maintained with Nitrous Oxide, Oxygen and 
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Operation. 

130. 

A median sub-umbilical incision was made, the 

peritoneal cavity opened and explored. The uterus was 

the size of' a 6 week pregnancy, it was quite mobile. 

The uterine tubes appeared normal. The right ovary was 

enlarged by multiple cysts to the size of an 9 ems. 

diameter oval mass. It was freely mobile. The left ovary 

was also enlarged by cysts to about twice its normal 

size. The liver was normal$ There was no adenopathy. 

It was decided to perform a total hysterectomy 

with a bilateral salpingo-~ophorectomy. 

The "tll.t.erus was grasped by its" ears", ie an 

artery forceps was placed on the overian ligament, 

round ligament and uterine tube, as close as possible 

to the uterus, on either side. Traction was now applied 

cephalad and laterally. 

The infundibula-pelvic ligaments were ligated 

and cut distal to the ligature. The round ligaments 

were now ligated and cut distal to the ligature. 

The vesico-cervical peritoneal f'old o1' 

peritoneum was grsped with an arte~y forceps, and incise• 

The bladder was now pushed off the cervix with the 

finger and a tissue swab. 

The uterine vessels were now clamped on either 

side with a Bonney hysterectomy clamp, and cut. The 

utero-sacral ligaments were clamped along with the 
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lateral vaginal angles, and then they were cut, and the 

remaining bridge of vagina was cut and the entire specimen 

removed. The pedicles were transfixed and ligated with 

number 2 chromic catgut. The vaginal vault was cl-osed 

with 3 interrupted sutures of the same material. Haemosta~ 

sis had been secured. 

The raw area was now peritonealised, and the 

abdomen was closed in the routine way. 

The post-operative course was uneventful. First 

degree bowel sounds were present after 24 hours, and 

flatus was passed per rectum soon afterwards. Fluids 

were given by mouth after 24 hours. The patient was 

ambulant after 48 hours. The stitches were removed on 

the tenth post-operative day, and the patient was 

discharged from hospital the following day. 

Pathology Report on Specimen removed at Operation. 

"Specimen consists of a: uterus with cervix and 

both adnexae. The uterus measures 11 x 7 x 5.5 ems. The 

cervix shows a f'ew nabothian :rolli-cles. The myometrium 

is 1.7 ems. thick. The endometrium is up to 0.9 ems. in 

thickness, and polypoid ~n parts. There is a single su·b

serosal fibromyoma, 1 em. in diameter. The uterine tubes 

show no gross pathologys The right ovary is replaced 

by a multilobular cyst 7 ems. in diameter, containing 

clear fluid. There is a s±ngle firm nodule 1.2 ems. in 

diameter at one pole. The left ovary is. 3 ems.. in diameter 
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with a few small cysts containing clear, straw-coloured 

fluid." 

"Histologically, the uterus shows the features 

of benign cystic glandular hyperplasia. The ovaries 

show the presence of simple follicular cysts. There is 

no evidence of malignancy." 

DISCUSSIQli. 

Post-menopausal vaginal bleeding, however 

slight~ is to be regarded with grave suspicion, and 

until disproved, must be considered to be due to a 

genital malignancy. The commonest causes of post

menopausal bleeding of the malignant type, are carcinoma 

of the cervix and cancer of the body of the uterus. 

This patient did not have any macroscopic evidence of 

cervical carcinoma. 

The association of obesity, diabetes mellitus 

and essential hypertension, with endometrial carcinoma, 

has been stressed by several authors. (See also the 

gynaecological comnentary at the end of this book.) In 

addition, this case also had benign cystic glandular 

hyperplasia of the endometrium. According to Novak, this 

condition in the Rost-menopausal woman, is pre-malignant. 

The presence of bi-lateral ovarian tumours was 

not unexpected, as the presence of follicular cysts of 

the ovary are considered part of the clinical and 

pathological picture of endometrial hyperplasia. However, 

the same clinical and pathological picture could have 
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produced by either a granulosa cell tumour of the ovary, 

or a thecoma. These tumours being of the feminising 

functional ovarian t\nnours. The oestrogens which they 

produce, could have caused endometrial proliferation, 

with hypertrophy of the myometriwn. This diagnosis of 

a feminising ovarian tumour could only have been proved 

histologically. 

Diagnostic curettage of the uterus is an 

essential preliminary to further treatment in any post

menopausal bleeding. The curettage must be very thorough, 

pre!'erably of the so-called fractional curettage techniqu~ 

for a small focus of endometrial carcinoma may be missed 

if only a q_uiclc curettage is perf'ormed. 

The treatment of a proven case of benign 

glandular hyperplasia of the endometrium, in post

menoRausal woman, should be a total hysterectomy. It is 

not necessary to remove the ovarmes as well, providing 

that they appear normal. If there is an ovarian tumour, 

solid or cystic, it is advisable to remove the ovaries 

and uterine tubes as well. 
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CASE NUMBER 14 ... 

FEATURES. 

I. OVARIAN DERMOID CYST. 

2. OVARIAN CYSTECTOMY. 

SUMMARY. 

I. A young coloured girl or 1~ years, 

complained or abdominal swelling ror ~ years. 

2. A large cystic tumour, the size or a 36 week 

pregnancy was round. An X-ray o:r the abdomen 

revealed the presence ot· a tooth in the pel vis 

3. An ovarian dermoid cyst was diagnosed. 

4. An ovarian cystectomy was perrormea. The 

diagnosis was conrirmed. 
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Name 

Race 

Age 

Wilhelmina Izaks. Index No.550756. 

Coloured. 

Marital State 

Occupation 

Admitted 

COMPLAINTS. 

18 Years 

Single. 

Domestic Servant. 

23 March, l955a 

1. Swelling and throbbing of the abdomen -

3 years. 

PAST GENERAL HISTORY. 

Not relevant. 

FAMII,Y HISTORY. 

Not relevant. 

PRESENT HISTORY. 

MENSTRUAL. The menarche occurred at the age of 12 

years. The periods had always been regular of the 

6/28 day type. There was no dysmenorrhoea. 

The last normal menstrual period was on 7 March, 1955. 

She had always been fit until about 3 

years ago, when she became aware of abdominal 

swelling. Soon afterwards, she noticed a continuous 

throbbing of her abdomen. These symptoms were not 

severe enough to cause her to seek medical advice. 
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During the next 3 years, the abdomen slowly but 

steadily increased in ~t~~' until she was accused by 

several people o~ being pregnant. She actually 

consulted a doctor.only in order to have evidence to 

refute these charges of pregnancy. The doctor then 

re~erred her to the Groote Schuur Hospital. 

She had never been pregnant; but was not a virgin. 

Vaginal Discharge~ 

There had never been a vaginal discharge inter-

menstrually. 

Micturition. 

There was a slight frequency of' micturition, but 

no dysuria. 

Appeii~- was good. No loss of weight. 

Bowels regular. 

EXAl\IIINATION. 

a. GENERAL. 

A well-devefoped healthy-looking young coloured 

girl, who had the appearance of a woman with a term 

pregnancy. There was no evidence of' clinical anaemia 

or jaundice.. No clinical evidence of' systemic disease 

was detected. Urinalysis was negative. 

The abdomen was the size of' 36 week pregnancy. 

The girth at the level of the Th~bilicus was 47 1
·n h 

c es. 
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X-RAY SHOWING A TOOTH IN THE DERMOID CYST. 
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A l a r ge, tensely cystic tumour filled t he entire 

abdomen~ A flui d-thrill was de tected , but there was no 

evidence of ascites . There was slight gener alised 

t enderness on pal pation . No foetal part s were balloted. 

b. GYNAECOLOGICAL. 

The vulva was normal. 

The v agi na was normal. Its epi thelium was 

not conges t ed. The introitus admitted 2 fingers. 

The cervix was firm and nulliparous . Speculum 

examina tion r eve al ed a he althy, normal cervi x . 

The uterus was normal i n size. It was f i rm 

in consistancy, and was retroverted. It could be 

moved sepera tely 1'rom the abominal tumour. 

The adnexae could not be felt. A t ensely 

cystic tumour filled all the vaginal fornic es . No ha r d 

masses were pal pable . 

Recto-vaginal examination yielded no further 

information. 

DIAGNOSIS. A clinic al d i agnosis of an ovari an cys t 

was made . 

SPECIAL I NVESTIGATIONS. 

1. An X-ray of the abdomen r evealed only s oi't

tissue shadow. No f oetal skeleton was s een. A 

dense shadow was seen in t he pelvi s . ?Tooth. 

2. An X-ray of the lungs r eve al ed no les ion. 
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3. The h aemoglobin es timation was 11.5 gr ams per 

100 ml . 

TREATMENT. 

Under general anaes t he tic , the peritoneal cavity 

was opened by a medi an i nci s ion,running from midway 

bet ween the xi phisternum and the umbilicus to the 

mons vene ri s . The peritoneal c avity was now explored. 

Ther e was no asc ites. A l a r ge , smooth- walled , 

freely mobile cys t was found to b e arising from the 

left ovary. The wall of t he tumour was thick, opaqu e 

and white i n colour. There were no adhes ions in the 

pelvis or abdomen. The left uterine tube appeared 

g ros s ly normal. The ri ght tube and . ovary appeared 

g r ossly normal. The uterus was normal i n s i ze , i'irm 

and mobile . Th e liver and spl een wer e grossly normal. 

The tmnour was too l a r ge to be delivered through 

the abdominal i ncis ion , s o t he i ncis i on was ex t ended 

to 2 inches be l ow t he x i ph i s t ernum. The tumour was 

now lifted out or the abdominal c avity, and was res t ed 

on t he patient 's t h i ghs whilst t he assis t ant s teadied 

t he cys t. The pedicle was fa i rly long. 

An ovari an cyst ectomy was now performed. The 

peritoneum was i nci sed l i ghtly near t he pedicle of t he 

ttunour. A pl ane of cleav age was readily f'ound, and the 

cys t was d i ssected f r ee by blunt dissection. The 
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remaining ovarian tissue was reconstructed to 

approximate the size and shape o~ a normal ovary, by 

sewing the raw surfaces together with a continuous 

thread of plain 00 catgut, using an atraumatic needle. 

The abdomen was now closed in the routine way. 

PATHOLOGY. 

The cyst weighed 7* pounds. It contained 

turbid fluid which had pultaceous material and hair in 

it. The cyst was multilocular in character. Some of 

the locules contain ~irm, almost cartilaginous, tissue. 

A tooth is seen parially imbedded in one such area. 

Histologx. The ovarian cyst shows the features o~ a 

dermoid type of teratoma. There is no evidence of 

malignancy. 

PROGRESS. 

There was a moderate pyrexia for the ~irst 

4 post-operative days, which responded to anti-biotic 

therapy. The skin sutures were removed on the tenth 

day, and the patient was discharged from hospital on 

the twel~th post-operative day. 

DISCUSSION. 

Benign cystic teratomata of the ovary, or 

dermoid cysts, make up 5 to 10 per cent of all ovarian 

cysts. According to Novak~ 25 per cent are bilateral. 

In this case the tumour was unila:teral, and 
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the size was rather larger than what is usually found 

in dermoid.s. 

The normal menstrual history in this case, 

bears out the statement that ovarian tumours do not 

affect menstruation, unless they are of the functionin~ 

typeo In spite of the fact that this patient was 

only 18 years old, it was unlikely that this tumour 

was malignant, for the long history, and the absence 

of the findings usually associated with malignancy, 

made the diagnosis of a malignant ovarian unlikely. 

The presence of a tooth on radiography, made the pre-

operative diagnosis of a dermoid cyst, a fairly 

simple matter. About 5 per cent of ovarian dermoids 

undergo malignant degeneration, and this malignancy 

is said to occur in the older age groups. 

Once the diagnosis of an ovarian tumour is 

made, laparotomy must be performed, because ovarian 

tumours are liable to several complications. In 

obviously benign cy.sts, ovarian cystectomy should be 

" performed, if the patient is under 35 years. In 

women ove_r 35 years, the presence of a solid tumour 

is indicative of total hysterectomy and bilateral 

salpingo-oophorectomy. 
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CASE NUMBER 15. 

FEA'l'URES. 

1. NORMAL PREGNANCY. 

2. PSUEDO-MUCINOUS CYSTADENOMA OF OVARY. 

3. OVARIAN CYSTECTOMY. 

4. NORMAL TERM DELIVERY. 

SUMMARY. 

1. A young European para 1, aged 25 years, 

complained or slight abdominal pain. 

2. She was 30 weeks pregnant, and a large ovarian 

cyst was found on routine examination. 

3. Ovarian cystectomy was .performed immediately. 

The tumour was found to be a psuedo-mucinous 

cystadenoma. 

·4. Pregnancy proceea.ea. to term, and spontaneous 

vaginal delivery resulted in a healthy in:fant. 



Name 

Race 

Age 

Admitted 

June McKenzie. Index No. 306/56. 

European. 

25 Years. 

13 May, 1956. 
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COMPLAINTS. 

She was pregnant, but she had no symptoms 

that were causing her distress. 

PAST GENERAL HISTORY. 

Not relevant. 

FAMILY HISTORY. 

Not-relevant. 

OBSTETRICAL HISTORY. 

1954 - Nor.mal pregnancy. Spontaneous 

delivery arter a short labour, or 

a healthy 1nrant weighing 7 pounds, 

Lactation and the puerperium were 

satist·actory. 

MENSTRUAL HISTORY. 

The menarche occurred at the age or 13 yeaJ 

The periods were regular, or the 5/2~ day cycle. 

The last normal menstrual period was on 6 Octo-ber, 

1955. 
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PRESENT HISTORY. 

The patient was rirst seen at the 

booking clinic or the Mowbray Maternity Hospital, 

on 26 March. 1956. She had had ~ unev:entf'Ul :t:irst 

trimester, and was reeling very well, except ror 

occasional bouts or lower a·bdominal. pain or very 

short duration. 

There were no ~rinary symptoms, and her bowels were 

fairly regular. Her appetite was very good. 

EXAMINATION. 

GENERAL. A well-nourished young woman or 

average height. Her weight was 138 pounas. There 

was no ankle-oedema. The blood-pressure was 105/65 

mm. Hg. There were no abnormal urinary constituents 

There was no clinical eviaence or systemic disease. 

OBSTETRICAL. 

The :t'und.us uteri was at the level or 

24 week pregnancy. This corresponded to the perioa 

or amenoDrhoea. There was a single t·oetus. The 

foetal heart was not heard, but the patient felt 

movements. 

She was instructed to re-attend in 

4 weeks. 

3 May.· 1956. 

She was still feeling well, but the 

bouts of' abdominal pain were now more :frequent and 
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severe. The pain was at the region or the umbilicus

and was or a twisting nature. She had experienced 

the pain daily, ana each attack iasted :tor a few 

minutes. 

GENERAL EXAMINATION. 

There was no deviation rrom tne normal. 

OBSTETRICAL EXAMINATION. 

The t'undus uteri at the level o:r a 30 week 
' 

pregnancy. Dextroversion was marked. A sort, cysti~ 

mass was rel t :t:'i.lling the abdominal cavity above 

the uterus; it was displacing the uterus to the 

rignt. It appeared to oe mooile. 

~he :roetus was presenting oy the vertex, in 

the iert occipito-anterior position. The head was 

not engaged. The :roetai heart sounct.s were heard 

to the let't o:t the mia.iine, just below the u.rrlbiiicus 

Vaginal examination did not reveai any 

i ocal .Lesion. 

An X-ray ot· the abdomen revealed tne sing.Le 

t·oe"&us, wi "th a so:t't-tissue snaaow riiling tne upper 

abaomen. 

The diagnosis o:r an ovarian cyst associated with 

nor.mal intra-uterine pregnancy was mact.e. 
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MICRO-PHOTOGRAPH OF A PSUEDO-MUCINOUS 

CYST-ADENOMA OF THE OVARY. NOTE THE TALL 

COLUMNAR CELLS LINING THE CYST. 
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TREATMENT. 

The patient was ~dmitted to hospi~a~ wi~h 

the view to pe~ror.ming an ovarian cystectomy or 

oopho~ectomy, depending on the type or tumour round. 

5 May, 1956. 

Unde~ general anaesthetic, the peritoneal 

cavtity was opened ith~ough a median incision, 

~unning r~om t·~om just oelow the umbihlicus, to 3 

inches sho~t or the xiphiste~um. The abdominal 

cavity was now explo~ed, ve~y Kently. 

The uterus and bo~h u~erine tuoes showed 

no g~oss pathology. The right ova~y was grossly 
' • 

normal. The lert ova~y was replaced by a large 

cystic tumour, which 1'1lled the space ·between the 

fundus u te~i and the diaphragm. The tumour had a 
• 

long vascular pedicle about 3 inches in length. •rhe 

tumour was smooth-walled, and completely mobile. It 

appea~ed to 'be loculated, and no solid areas could 

Oe palpatea.. The pea.icle had ha~:t' a twist. 

The tumour was gently lirted out or the 

abdominal cavity. The pedicle gently clampea. with 

a ring-rorceps, and ovarian cystectomy perrormed. 

The ovary was reeonstruetea. using an ·atrawnatie 

needle. The abdomen was clo·sea. in the usual way. 

PROGRESS. 
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The patient was heavily sedated ror the !"irst 4~ 

hours post-operatively. Penicillin and str~~omyein 

were given prophylactically for the first 5 days. 

Good ·bowel sounds ware present within 24 hours, ana 

rluias were given per mou~hi The patient was 

ambulant by the ~hira pos~-operative day. There 

was no pyrexia. 

A normal bowel action occurred on the rourth day, 

arter an aperient. 

The skin sutures were removed on the lOth post-

operative day. The wound was well-united. 

The rest or the antenatal period was 

uneventtul, and a normal, vaginal delivery occurred 

on 12 July, 1956. A heal thy 1ni'ant weighing 7 pouna.s 

1.1 ounces being 'born. 

PATHOLOGY REPORT. 

'!Specimen consists or a large multi-

locular cyst, 2d ems. in diameter. On section, 

some or the loeUlas are seen to contain clear rluia, 

while the rest eon~ain abundant ~suaao-mucinous 

material." 

ttHistological examination shows ~he 

:t'ea~ures or a psuedo-nmeinous CJlstadenoma." 
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DISCUSSION. 

Ovarian tumours should aLways oe removea, 

unless they are o:t the simple 1'o.llicuLar type. 

This rule applies equally during pregnancy, and 

perhaps even more so. as ovarian tumours are more 

liable to complications during pregnancy, labour 

and the puerperium. 

During pregnancy, ovarian twnours are 

usually round on routine antenatal examination. On 

occasions, however, a complication may arise ana 

proauce symptoms. In this case, it would appear 

that the bouts o1· a·bdominal pain which occurred 

with increasing rrequency ana severity, were due 

to slight torsion or the ovarian tumour. The long 

pedicle certainly made the possibli ty o1' torsion 

very Likely. 

The diagnosis or an ovarian cyst in this 

case was not very dif'1"icul t. It was possioLe, 

however, that the uterus harboured a hydatidiror.m 

mole, or a choriocarcinoma, and that the cyst was 

a theca-lutein cyst. The absence or vaginal bleedir 

the good physical condition, and the presence o:t 

a viable roetus o:r the correct size :ror the period 

or amenorrhoea, excluded this possibilty. 

Removal or an ovarian tumour during 

pregnancy, does not result in a higher incidence or 
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abortion or pre-mature labour, providing the uterus 

is not unduely disturbed. It is said that preservat1c 

or the at·t·ected ovarian artery, is or value that, 

maintaining pregnancy. Other authorities advocate 

the ligation or the ovarian artery. 



CASE NUMBER 16. 

FEATURES. 

SUMMARY. 

1 .. LUMP IN ABDOMEN. 

2.. LOVVER ABDOMINAL PAIN. 

3. SEROUS CYSTADENO-CARCINOMA OF THE OVARY. 

4.. TOTAL HYSTERECTOMY WITH BILATERAL 

SALPINGO-OOPHORECTOMY. 

5. DEEP X-RAY THERAPY POST-OPERATIVELY. 

149. 

1. A coloured nullipara aged 40 years, complained of a lump 

in the lower abdomen, with increasing lower abdominal 

pain. 

2. A large, freely mobile left ovarian cyst was felt. The 

uter~s was slightly enlarged. There was a small right 

ovarian tumour1 which was fixed. 

3. At laparotomy, the diagnosis of ovarian carcinoma was 

made, because of papillary excressences which were seen 

on the right ovarian tumour, which was fixed to the lateral 

pelvic peritoneum. 

4. A total hysterectomy with a bilateral salpingo-oophorectomQ 

was performed. The patient was given deep X-ray therapy 

post-operatively. 
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Name 
Race 

Phillipina Wilson. 
Coloured. 

Index No. 55/01197. 

Age 40 Years. 

Civil State Married. 

Occupation House-wife .. 

Admitted 30 March, 1955. 

COMPLAINTS. 

1. An abdominal mass - 6 months. 

2. Lower abdominal pain - 4 months. 

3. Infertility 10 years; 

PAST GENERAL HISTORY. 

No relevant data was obtained. 

F M1ILY HISTORY. 

Her mother died of cancer of the bl"east. 

OBSTETRICAL HISTORY. 

She had never been pregnant. 

MENSTRUAL HISTORYe 

The menarche occurred at the age of 16 years. 

The periods had always been regular of the 3/28 day cycle. 

She suffered from moderate dysmenorrhoea. 

The last normal menstrual period was on 24 March, 1955. 

PRESENT HISTORY. 

She married at the age of 30 yeai•s, but had 

never become pregnanto The infertility had never been 

investigated. Her husband had 2 children f · 
rom a previous 
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marriage. 

She had felt perfectly well until about 6 months 

ago, when she became aware or a 1~ in the lower 

abdomen. The lump was felt just above the mons veneris. 

There was no pain. This mass grew steadily, until it 

was felt above the umbilicus. 

Two months after she had become aware of the 

abdominal lumpJ the mass became tender on palpation, 

and she also experienced ~agye_nain in the lower 

abd~. This pain was not constant, and at first 

was only present on odd occasions. Of late, however, 

the pain had become constant. It was of a dull aching 

character, and was felt from the pubis to the mnbilicus. 

She did not consult a doctor until 5 days 

ago, and he then referred her to Groote Schuur Hospital. 

Vaginal Dischar~. 

She had had a yellowish vaginal discharge for 

many years. It was slight in amount, non-offensive and 

non-irritating. 

Coitus. 

There was no dyspareunia or post-coital 

bleeding. The libido was very poor. 

Micturition. 

There was no frequency or dysuria. 

Ap-getite. 

The appetite was very good, and there had been 

no weight-loss. 
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Bowels. 

Her bowels had always been regular until about 

4 weeks ago, when she had become slightly constipated. 

She had been taking mild aperients on odd occasions. 

EXAMINATION. 

a. GENERAL. 

A small coloured woman weighing 104 pounds. She 

looked healthy, and there did not appear to be any 

evidence of recent weight-loss. There was no clinical 

evidence of anaemia or jaundice., There was no pyrexia. 

The pulse-rate was 84 per minute. The blood

pressure was 140/85 mm. Hg. There was no clinical 

evidence of oedema. The heart-sounds were closed. The 

haemoglobin estimation was 12.5 grams per 100 ml. 

Urinalysis did not reveal the presence of any 

abnormal constituents. 

The abdomen. A large, tensely cystic mass, 

was felt arising out of the pelvis, and it had an 

irregular outline. It was approximately the size of a 

30 week pregnancyo There was slight tenderness on 

pressure. The tumour appeared to be freely mobile. There 

was no hepatomegaly or splenomegaly. There was no 

clinical evidence of ascites. 

b. GTI~AECOLOGICAL. 

Vulva -·';' No abnormality was noted. 

Vagina - The introitus a&nitted 2 fingers with 
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Cervix. - The cervix was nulliparous. Speculum 

examination did not reveal any lesion. 
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Uterus.- The uterus appeared to•"be:_sl::hghtly larger 

than normal. It was anteverted, ano. the mobility was 

somewhat impaired. There was a bosselation on the left 

side of' the fundus. 

Adnexae. - On the left side, a large 1 tensely cystic 

mass was felt. It was seperate from the uterus, and was 

continuous with the abdominal tumour. It was freely 

mobile. On the right side 9 there was a smaller, firm 

mass. It was about 2 x 2 x lt inches in size. The 

mobility was grossly impaired. The turnour appeared to 

be attached to the uterus. 

No nodules were felt in the pouch of' 

Douglas. There was slight tenderness in all the vaginal 

fornices. 

A clinical dia_gnosis of' a i'ibroid uterus with a benign 

overian __ c;y:st: w~s made. 

A roentgengram of' the chest did not 

reveal any pathology. 

TREATMENT M{D PROGRESS. 

In view of her age, it was decided to 

perform a total hysterectomy and.bilateral salping~

oophorectomy. 

The usual pre-operative preparation of 

vagina and bowels was carried out. 
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Anaesthetic .. 

Pre-medication 1/100 gr. Atropine and 100 mg. 

Pethidine 1 hour pre-operatively. 

Induction Pentothal Sodium 2.5 per cent 

solution. 

·Anaesthesia was maintained with Nitrous Oxide, 

Oxygen and Ether, with "Flaxedil" being used as a relaxant. 

Operation. 

The abdomen w~s opened by a median sub-umbilical 

incision, and the peritoneal cavity was· explored. There 

was a very small quantity of straw-coloured fluid lying 

free in the peritoneal cavity. A la_t:ge left ovarian cyst 

with a smooth surface, about 8 x 8 x 6 inches in size, was 

seen and palpated. It was freely mobile. The left uterine 

tube was grossly normal. The I'ight ovai'y was enlarged by 

a cyst about 2 inches in diameter, and it was adherant to 

the peritoneum of the lateral pelvic wall. The I'ight 

uterine tube was thickened at its distal end, and was 

densely adherant to the right ovary. The uterus was 

enlarged to the size of a 6 weeks pregnancy by several 

small intra-mural fibroids.. The omentum had several small 

nodules,about 0 .. 5 to 1.0 ems. in diameter, .in its free 

margin. The liver and spleen appeai'ed normal. 

The uterus was grasped by clamping the ovarian 

ligaments, round ligaments and the uterine tubes, on either 

side1 as close to the uterus as possible; traction was now 

applied cephalad and laterally. 
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The left infundibula-pelvic ligament was now ligated and 

cut, distal to the ligature. The left round ligament was 

ligated and cut. The left ovarian tmnour was steadied by 

the assistant so as to keep it out of the operative field, 

and also to prevent it from breaking. 

The right ovarian tumour was now dissected free, 

a piece of the parietal peritoneum of the right lateral 

pelvic wall being removed with the ovary. The right ureter 

was identified and freed from the peritoneum at the pelvic 

brim. The right infundibula-pelvic ligament was now ligated 

and cut. The right round ligament was ligated and cut. 

The utero-vesical peritoneal fold was incised, and the 

bladder pushed off the cervix by blunt dissection. 

The uterine vessels were now clamped and cut on 

either side. The utero-sacral ligaments were clamped along 

with the lateral vagj_nal angles, cut, and the uterus and 

adnexae removed. The vaginal vault was closed with a seriel 

of interrupted chromic nmnber 2 catgut sutures. The 

utero-sacral ligaments and lateral vaginal angles were 

transfixed and ligated, as were the uterine pedicles. 

The "raw area11 was now peritonised with a 

continuous catgut suturee The omentum was now excised as 

close to the bowel as possible. Haemostasis was considered 

adequate, and the abdomen was closed in the routine way. 

Duration of operation - 90 minutes. 

Post-operative course. 



MICRO-PHOTOGRAPH SHOWING A CYST-ADENO

CARCINOMA OF THE OVARY. 

15Sa . 
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The imnediate post-operative course was quite satisfactory. 

There was a slight pyrexia on the rirst and second post

operative days, but this settled with penicillin therapy. 

Bowel sounds were present on the second post-operative 

day, and fluids were given orally~ The patient was allowed 

out of bed on the third post-operative day. 

PATHOLOGY REPORT. 

"Specimen consists of' a uterus with both adnexae. 

The uterus and cervix measures~ x 8 x 5.5 ems., and 

it contains several small intra-mural fibromyomata. The 

endometimn shows considerable hypertrophy. The cervix 

shows no gross lesions. The right ovary consists chierly 

of a cyst 3.5 ems. in diameter, but at one point there is 

a mass of fleshy white tissue apparently involving the 

uterine tube. Papillary excressences are present on the 

external surf'ace of this cyst.. The left ovary has been 

replaced by a cyst 18 ems. in diameter, it is slightly 

lobulated, and contains yellow semi-fluid and mucoid materia: 

On section, rough~y half the cyst cavity is occupied by 

f'leshy tumour tissue which is papillary in nature. These 

excressences are not present on the external surface of the 

cyst .. 11 

Histolo~ .. 
"Bilateral papillary cystadeno-carcinoma, which 

has invaded the right uterine tube.tt 

PROGRESS. 
The histology confirmed the ovari~~ malignancy 
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which was suspected at laparotomy. It was thus decided to 

to give deep X-ray therapy as an additional measure. 

The stitches were removed on the lOth post-operative 

day. On the twel~th post-operative day, the patient was 

transferred to. the department of radio-therapy, where further 

treatment was given. 

The patient was seen at 2 monthly intervals for 6 

months after the operation. She appeared to be QUite healthy, 

and had gained 2 pounds in weight on the last visit. There 

was no clinical evidence of pelvic or distant recurrence of 

malignancy. Unfortunately, the case had not returned for 

further follow-up. 

DISCUSSION. 

There are several points in the managemen~ of this 

case which bear criticism. 

Firstly, the diagnosis of a malignant ovarian tumour 

should have been suspected pre-operatively. It has been 

stated that about 25 percent of all ovarian tumours are 

malignant. Over the age of 40 years, this figure rises to 

40 per cent. The fact that the history only dated bac1c 

6 months, was another important point in the diagnosis of 

a malignant ovarian tumour. In fact, the very rapid growth 

of the abdominal mass, was a symptom to which more 

significance should have been attached. Apart from a pregnant 

uterus, very f'ew benign tumours grow so rapidly. The histo.ry 

of increasing abdominal pain was another factor, which if 
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taken in conjunction with the other clinical points, should 

have made one suspicious o:f ovarian malignancy. The 

fixit~ of the right ovarian tumour, although not in itsel:f 

diagnostic, was an additional :finding of importantance 

in the prognosis. 

It was an error of omission in not investigating 

the gastro-ihte:st:imaltract for the possibility of a 

malignant neoplasm, even though there were no symptoms 

of dyspepsia~ The symptom of constipation should nave 

been regarded in a more serious light. It is a wise 

procedure t.o have a Barium meal investigation of the entire 

gastro-intestinal tract, before laparotomy is undertaken 

whenever a malignant ovarian tumour is suspected. It must 

be admitted that the breasts were not specifically 

examined for the possibility of carcinoma, prior to 

surgery, in this case. This was another serious error of 

omission. According to pathologists, the incidence o:f 

secondary ovarian carcinoma is higher than primary cancer. 

The primary growth being most commonly in the colon, 

stomach and breast, these organs must always be investigate< 

when a malignant ovarian tumour is suspected. 

The findings in favour of this tumour being benign 

are~ the large size of the tumour, the mobility of this 

tumour, the absence o,f ascites, and the absence of weight 

loss, although this last point is not very important in 

early carcinoma .. 

Serous cystadeno-carcinomas are the commonest o:f 
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malignant ovarian tumours, about half of all malignant 

ovarian tumours falling in tljis group~ The diagnosis 

became apparent at laparotomy when the extra-cystic excress

ences were seen on the right ovarian tumour. 

The prognosis of malignant ovarian tumours is 

very poor, mainly because the growth is usually inoperable 

at diagnosis. According to·Taylor, the 5-year survival

rate is 18 per cent, the prognosis being better in the 

cystic tumour than in the solid type. The serous cystadeno

carcinoma has a poorer prognosis than a psuedomucinous 

cystadeno-carcinoma, the latter having a 5-year survival

rate of 47 per cent, whilst the former has only a 12 per 

cent 5-year survival-rate.(Taylor). This case would be 

considered to be in the stage III group; ie., there are 

local irremovable metastases, ie., in the omentum and 

in the parietal peritoneum. Thus the life expectancy 

can hardly hope to exceed 2 to 3 years. 

The treatment of any ovarian tumour, benign or 

malignant, over the age of 40 years~ must be radical 

surgery. ]Q1h ovaries, the uterine tubes, the uterus, 

and the cervix must be removed, providing the case is 

operable. There is no place for unilateral oophorectomy. 

Nor should the uterus be conserved. If there is local 

extension of the disease, removal of the involved area 

should be attempted wherever possible, as some patients 

have a remarkably long survival period after such surgery, 

even if fairly severe involvement of adjacent tissues has 
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occurred.. In this case, the removal of the omentum was 

justified. Unfortunately the specimen did not reach·the 

laboratory, so it was not known whether the nodules felt 

at operation were carcinoma secondary deposits or not. 

The question of whether to give deep X-ray therapy 

after surgery 1 has not yet been satisfactorily an.svve.red. 

According to most authors, however, there is a· slightly 

higher survival-rate, if this treatment is given in 

addition to surgery. In very advanced inoperable growths, 

however, it is probably kinder not to give radio-therapy, 

as the lot of these poor patients, is made even harder by 

the radiation e1'f'ects. 

Radioactive gold colloid in a solution of gelatine 

placed in the peritoneal cavity at operation, is a new 

treatment which is claimed to increase the life-expectancy. 

We have no experience as to yet of this therapeutic agent, 

but it may yet play an important role in the treatment of 

this depressing diseaseo 
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CASE NUMBER l 1l. 

FEATURES. 

1. INFERTILTY AND MENORRHAGIA. 

2. UTERINE FIBROMYOMATA WITH TUBAL OCCLUSION. 

3. MYOMECTOMY WI'rH BILATERAL SALPINGOSTOMY. 

4. TUBAL PREGNANCY. 

SUMMARY. 

1. A coloured woman or 36 years, who had 2 children, 

complained ot· int"ertil ty, aysmenorrnoea and 

menorrhagia. 

2. The uterus was rouna to be e~arged to the size 

L 

or a 16 week pregnancy. It was t"irm in eonsistancy 

and appeared to -be irregular ·in outline. 

3. The diagnosis oruterine ribromyomata was made, 

and a myomectomy was pert·ormed. Both tubes were 

round to -be occluded at operation, and bilateral 

salpingostpmy was perrormed. 

4. She had a ruptured tubal pregnancy 'I months arter 

the operation. 



162. 

Name Jane Martin. Inex No. b5/2ltH4 

Race Coloured.. 

Age 36 Years. 

Civil State Married. 

Occupation Domestic. 

Admitted 9 September, 1955. 

COMPLAINTS. 

1. Excessive menstruation 10 months. 

2. Pain in the lower abdomen - 2 mont.ns. 

3. Dysmenorrhoea 

4. Inrertility 

PAST GENERAL HISTORY. 

Not relevant. 

FAMILY HISTORY. 

3 years. 

8 years. 

Her f'a ther died or pulmonary tu-berculosis. 

OBSTETRIC HISTORY. 

1940 Normal pregnancy, with a term 

spontaneous delivery of a healtpy 

infant. Weight unknown. 

1942 - Normal pregnancy,spontaneous term 

delivery or a healthy int·ant. 

1947 Abortion at 12 weeks. She was ill 

:tor 2 weeks with a t·ever. 
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MENSTRUAL HISTORY. 

The menarche occurred at the age or 14 years. 

The periods were regular of the 3/28 day cycle. There 

was no dysmenorrhoea. 

The last menstrual period was 23 August, 1955. 

PRESENT HISTORY. 

8 Years ago she had a spontaneous abortion at 

12 weeks gestation. She became f"everish, and was 111 

for ~2 weeks. She was then pert'ectly healthY, but she 

could not conceive, and both she and her husband were 

aes1rous or more children. 

About 3 years ago, she -began to experience 

pain.vr:L'tch her periods, whereas before she had not had 

dysmenorrhoea. This dysmenorrhoea was present ror 

the rirst 2 days of menstruation. There had been a 

gradual increase in the pain over the past few years. 

About 10 months ago, her menstrual :tlow became 

~oxcessixe! both in amount and auration. Whereas her 

periods had previously lasted 3 days, they now lasted 

6 to 8 days, and the flow was strong. For the past 

2 months the periods had lasted 12 days. 

For the past 2 months she had been aware of 

a continuous, dull ache in her lower abdomen. This 

pain was not associated with menstruation. 



164. 

Inter-menstrual Discharge. 

She had had a slight yellowish vaginal 

discharge ror many years. It did not worry her. She 

thought that there wae an increase in the amount or 

discharge ror the past year. 

Coitus. 

She had had deep dyspareunia t'or several. years 

Libido·was normal. There was no post-coital bleeding. 

Micturition. 

There was no rrequency or dysuria. 

Appetite. 

Her appetite was good. She thought that there 

was a slight weight-loss. 

Bowels. 

Constipated. No pain on deraecation. 

EXAMINATION. 

a. GENERAL. 

The patient was a healthy-looking coloured 

woman, wno did not show any signs or anaemia or 

jaundice. There was no evidence of' recent weight loss. 

There was no evidence or systemic disease. 

Urinalysis did not reveal abnormal constituent. 

The a·bdomen was slightly obese, but sort and 

well-relaxed. There was no ascites. A hard, bosselate~ 

tumour was relt arising out of' the pelvis to the size 
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or a 16 weeks pregnancy. It appeared to be mobile. 

There was slight tenderness on palpating this mass. 

b. GYNAECOLOGICAL. 

The vulva appeared normal. 

The vagina was normal. The introitus 

admitted the passage o:t· 2 ringers with ease. A slight 

yellow, mucoid discharge was present. 

The cervix relt parous. Speculum examination 

did not show any cervical lesion. The discharge was 

seen coming through the cervical oa. 

The uterus was continuous with the abaominal 

mass. The irregular surt·ace was com·irmed on vaginal 

examination. The mobility was impaired. There was 

moderate tenderness on moving the uterine maas. 

The adnexae were not palpable. 

Recto-vaginal examination conrirmed the above 
.. 

:tindings. A :tirm mass was t'illing the pouch o::t· 

Douglas. 

DIAGNOSIS. 
UTERINE FIBRO-MYOMATA. 

SPECIAL INVESTIGATIONS. 

1. The haemoglobin estimation was 10 grams 

per 100 m1. 

2. A diagnostic curettage was per:tormed, and 
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early secretory endometrium was round. There was no 

evidence or inrlgmmation or malignancy. 

TREATMENT AND PROGRESS. 

The haemoglobin level was raised to 12.5 grams 

with 2 blood transrusions or 500 ml. each, over 3 

days. In view or the ract that she wanted more 

children, it was decided to perrorm a myomectomy. 

The vagina was prepared in the usual way. 

Operation. 

Under general anaesthetic, the peritoneal 

cavity was opened in the usual manner. 

The uterus was enlarged to the size or a 16 

week pregnancy by several suo-serous and intra-mural 

ribromyomata or varying sizes. There were several 

old, av~scular adhesions between the uterus and large 

bowel, 'the uterine tubes and 1ihe pouch or Douglas. 

The uterine tubes were distended with clear rluid, 

and the abdominal os1iiae were blocked. The tubal 

walls were thicKened in parts. The ovaries were 

grossly normal. 

All the adhesions were rreed by combined sharp 

and blunt dissection, and the uterus mobilised. 

The cervix was grasped with a Bonney myomectomy 

clamp, and the inrundi-bulo-pelvic ligaments were 

lightly clamped with ring-rorceps. 

An elliptical incision was now made just ·oelow 
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the insertion or the round ligaments, in a transverse 

direction. The "hood" thus made was now rolaed ·bac!t, 

and the tTbroid tumours were enucleated by combined. 

sharp and blunt dissection. Most or these tumours 

were in the anterior part ot· the body or the uterus, 

only a rew small ones being round in the posterior 

wall. There were no cervical ribroids. A total or 

lo ribroids were removed t·rom the myometrium. 

The cavities lert in the myometrium by the 

removal or the tumours, were now obliterated ·by 

a series or matress sutures or chromic number 1 

catgut. ·The rerlectect. "hood" was now rolaect. back 

into its original position, and sewed into position 

with interrupted catgut sutures. The myomectomy 

clamp was now removed, as were the two ring-rorceps 

on the int'undibulo-pelvic ligaments. The expected 

uterine "blush11 occurred.. There .was no bleeding 

rrom the uterus, 

It was now decided to perrorm a bilateral 

salpingostomy. The distal halt· or each uterine tube 

was excised, as there was thic!tening in this area 

only. The cut end or the tube was grasped with Allis 

t issue-rorceps, ana a :t'ine metal probe was passed. 

ct.own the tubal lumen. Both tubes were patent into 

the endometrial cavity. The distal end or each tube 

was now cut in a longitudinal direction ror a distanc~ 

or at:>out O.b inch. The two halves or the bisected. 
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tube were then rolded back so that the endosalpinx 

was external. The eages or the cut enas or the tubes 

were now sew•n in this position, using a :tine atraumatio 

needle with 000 plain catgut. Very special attention 

was paid to naemostasis. The end or each tube was now 

attached to its respective ovary by means or a stitch. 

The round ligaments were now plicated with 

21-day catgut. The omentum was pulled down and tucked 

·into the pouch o:t Douglas. 

The abdomen was now closed in the usual way. 

PROGRESS. 

The patient was given penicillin ana streptomyc~ 

therapy, prophylactically. The first b post-operative 

aays were rather stormy. She was pyrexial, ana had 

severe lower abdominal pain. First degree bo~el sounds 

were heard a:tter 4~ hours, and :tlatus was passed per 

rectum on the third post-operative day. She was 

allowed out or bed on the third day. 

The skin sutures were removed on the tenth 

post-operative day, and she was discharged :trom hospital 

the next day, with instructions to report again in 

4 weeks. 

This patient was n~t seen again by the autnor, 

until 'I months later. She had then been operated on 

by a collegue :tor a ruptured tubal pregnancy. 
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PATHOLOGY REPORT ON UTERINE TUMOURS AND SECTIONS OF TUBES. 

11 The specimen consists or lb ribromyomata ranging 

t·rom 2 to 9 ems. in diameter, one ot· which snows red. 

degeneration. tt 

'' A portion or a rallopian tullle 3 ems. long. The tube 

wall is thickened. in places." 

n A portion ot· a rallopian tuoe 4 ems. long. It shows 

similar thickening in the wall." 

Histologx. 

" Both the tu·oes show prominent chronic int·lammatory 

changes, the reatures corresponding to those described as 
·.,' ·., 

t'olli:C~Ia:r salpingitis. The diagnosis or benign i'ibro-

myomata is conrirmed, as is the red degeneraDion in one 

tumour." 

DISCUSSION. 

The diagnosis did not present any real dirt·icul t~ 

in this case. The history or long-standing inrertilty, 

secondary dysmenorrhoea, and menorrhagia, could well have 

·been due to endometriosis or chronic pelvic infection, 

but the rinding or a def'ini te large uterine tumour, made 

the diagnosis ot· uterine t'i'broids more likely. It is 

unusual to t'ind adenomyosis enlarging the uterus to the 

size or a 16 week pregnancy. The association or chronic 

pelvic int·ection.with ribroids is, or course, well-mown. 

It is said that pelvic inrection is round in 20 per cent 
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o:r all 1Tbroids ot· the uterus. Adenomyosis may also 

be associated with t·u,roids, the absolute diagnosis 

only being made on histological examination. 

It was thought necessary to perrorm a diagnostic 

curettage, because ot' the menorrhagia and because she 

was 36 years old. It is. regretted that a nystero

salpingogram was not taken at the time ot· the curettage. 

The occluded uterine tubes would have been demonstrated. 

The operation or myomectomy is the ideal treatment 

:tor uterine :tibromyomata. 'l'his is especially so in 

women under 40 years. In this case,the wisdom or 

myomectomy in the presence or chronic salpingitis, may 

oe questioned. It would probably have oeen more correct 

to have pert·ormed a total nysterectomty wi t.n a bilateral 

salpingectomy. However, this patient did not wish to 

have her uterus removed, and because she was desirous 

or having children, the pert·ormance o:t a bilateral 

salpingostomy was !'el t to ·be justiried. 

It was interesting to note that this patient 

subsequently became pregnant, even though it was a 

tubal pregnancy. 



1'11. 

CASE NUMBER 1.8. 

FEATURES. 

1. PRIMARY INFERTILITY. 

2. NEGATIVE INVESTIGATION. 

3. FAILURE TO CONCEIVE. 

SUMMARY. 

1. A healthy young coloured woman or 27 years, 

complainea or inrertility f'or 7 years. 

2. She was well-developea sexually, ana no 

abnormality was rouna. on clinica..L examina

tion. 

3. Her husoana. was hea..Lthy, ana a semenalys1s 

showed that he was rerti..Le. 

4. An endometria.! Oiopsy revealed the presence 

or secretory endometrium. There was no 

evidence o:t genital tuberculosis. Tu·bal 

insu:t:'rlation showed that the uterine tubes 

were patent. Hystero-salpingography dia 

not reveal any aonormality. 

5. The couple were still childless arter 

6 months. 
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Name Isobel Adams. Index No. 2537/55. 

Race Coloured. 
• 

Age 27 Years. 

Civil State Married. 

Admitted 18 April, 1955. 

COMPLAINTS. 

1. Infertility 'I years. 

PREVIOUS GENERAL HISTORY. 

Appendicectomy 11 years ago. 

FAMILY HISTORY. 

Not :relevant. 

OBSTETRICAL HISTORY., 

She had neve:r conceived. 

MENSTRUAL HISTORY. 

The menarche occurred at the age or 12 

years. Her periods were quite regula:r, or the 5/28 

day cycle. She had had dysmenorrhoea or a moderate 

degree rrom the age or 14 years. It had not increased 

in severity auring the last decade. 

t'J.ow was not excessive. 

The menstruaJ. 

The last no~al menstrual period was on 

25 March, 1955. 
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PRESENT HISTORY. 

She was married at the age or 20 years, 

ie., 7 years ago. She had not -been able to conceive 

during this period. although contraception had never 

been practiced. She had consu~ted several doctors 

in the past rew years, but none had -been able to 

help her. She and her husband were -both desperately 

keen to have children. 

She was happily married, and the o~y 

cloud in her married li:te, was the 1'act that sne was 

childless. 

Her hus-band was a mason, with a good 

income, and their living conditions were or average 

level. Her husband was a man ot• s6ber habits. As 

far as she knew, he was healthy. 

Coitus. 
Sexual intercourse was normal. There 

was no dyspareunia. Coitus occurred about twice 

weekly. Libido was normal for her husband and herselr 

Micturition. 

There was no frequency or dysuria. 

Vaginal Discharge. 

There was no inter-menstrual'discharge, 

nor was there any post-coital bleeding. 

Appetite. 

The appetite was good. Her weight had 

remained f'airly constant.· 
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Bowels. 

Her bowels were regular. 

This woman was 1'irst seen at the Inf'ertili ty 

Clinic as an outpatient, on 17,March, 1955. 

EXAMINATION. 

a. GENERAL. 

She was of' average height, and weighed 132 

pounds. She looked a healthy young woman. 

The blood-pressure was 110/70 mm. Hg. 

Urinalysis was negative f'or abnormal 

constituents. 

disease. 

The breasts were well-developed. 

There was no hirsutism. 

There was no clinical evidence of' systemic 

b. GYNAECOLOGICAL. 

The vulva was well-developed, and the clitori9 

was not enlarged. The pub~c hair was of' remale 

distribution. 

The vaginal introitus admitted 2 ringers 

with ease. The vagina was or average length. 

The cervix was f'irm and nulliparous. No 

lesion was seen on speculum e~amination. 

The uterus was normal in size, anteverted, 
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and mo·bile. 

The adnexae were not palpable. 

There was no tenderness in any of' the 

vaginal rornices, nor were any masses palpable. 

Recto-Vaginal examination did not yield 

any additional int'ormation. 

The patient was assured that there was no gross 

pelvic pathology to account ror her inability to 

conceive. Her husband was asked to attend the 

male inrertility clinic, which was run by the 

urology department. 

SPECIAL INVESTIGATIONS. 

a. HUSBAND. 

No gross genital abnormality was detected. 

Semenalysis Report. (Mastur·bation Specimen) 

Volume - 3 ml. 

Viscosity - normal. 

Sperm Count - 100 million per m1. 

Motility 90 per cent. 

Abnormal Forms 5 per cent. 

Conclusion:- Normal Fertilty. 

b.~· 

Once the result or the husband's investi-



-gation was known, rurther investigation or the 

wire was carried out. 

1'76. 

1. Post-Coital Test. This test was carried 

out 4 hours at·ter coitus. Many viable sperms were 

seen in the rluid which was aspirated ~rom the post

erior vaginal fornix; this test was carried out at 

approximately the time or ovulation. 

2. The Clift test and "fern" test suggested 

that ovulation was occurring. 

3. An Endometrial Biopsy taken on the 

25th day or the cycle, showed tne presence or late 

secretory endometrium. There was no tuoerculosis. 

It was esta.blised thus, that ovulation was 

indeed, occurring. 

It was now decided to investigate the 

patency o1' the uterine tu·oes. The patient was 

admitted on 18 April, 1955. 

The following day, under general anaesthesia 

a vaginal examination was repeated. No pathology 

was detected. 

The cervix was grasp~d with a vulsellum, 

and steadied. The cervix was now dilated to number 8 

Hegar. A canula was now introduced into the cervical 

canal, and held in position, so that the connection 

between it and the cervix was air-tight. 

The canula was now connected to a tu·bal 
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insut'f'lation apparatus, containing carbon dioxide 

gas. The gas was bu·b-bled through water, and into 

the uterus. The tubes were patent at 60 mrn. ot· 

water. 

Water-soluble radio-opaque dye (Salpix) 

was now introduced into the uterus, an a lateral 

and a antero-posterior x-ray were taken. 

The hystero-salpingograrns showed normal t·illing 

ot· the uterine cavity and tubes. There was bi-latera: 

tubal spill. 

It had now been established that there was no 

detectable pathology in the aetiology o:t· this 

couple's infertility. 

Matters were explained to the couple 

to-gether, and they were told to have intercourse 

during the time or ovulation. Much time was spent 

in re-assurance. The patient had not conceived 

within 6 months, when last seen. 

DISCUSSION. 

This case presents the di:fricult problem 

or what to do in a case of infertility where no 

pathology is round. This woman had no systemic 

disease, she was well-developed sexually, the 

menstrual cycle was normal and regular, and ovulation 
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was occurring. The genital organs·showed no 

congenital abnor.mality, and the uterine tubes were 

patent. The husband also had. no abnormality. Their 

sexual relations were satisfactory. The post-coital 

test showed that the cervical discharge was not 

lethal to the sperms. 

It is very dif.'f'icul t to decide what is 

causing in:t·ertili ty in this couple. Artificial 

insemination from a donar was not carried out, as 

it is against the policy or the hospital to do so. 

It is possible that this procedure may have resu.Lted 

in pregnancy. Cases have ·been reported, where no 

pathology had been detected in either partner, yet 

pregnancy resulted almo~t immediately when the 

woman married another man. 

Unsuspected genital tuberculosis is 

said to be :t"ound on routine endometrial ·biopsy in 

about 5 per cent o:r all eases investigated. :tor 

infertility. This patient had a healthy endometrium, 

and a hystero-salpingogram showed normal tu·bal out;_ 

line. It is just possible that a mild tuberculous 

salpingitis was missed.. 

In such a case as this, it would. be 

justifiable to advise the couple to adopt a child, 

·out informing them that the possibility or conception 

still existed. 
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CASE NUMBER 19~. 

FEATURES. 

1. ACUTE ABDOMEN. 

2. TORSION OF A HYDROSALPINX. 

3. SALPINGECTOMY. 

SUMMARY. 

1. A para 3, aged 42 years, complained of 

intermittant lower abdominal pain :ror 3 

months, with a sudden severe continuous 

pain in same area, ror 48 hours. The pain 

was associated with nausea ana vomiting. 

2. A tenaer, cystic mass was relt in the right 

vaginal t·ornix. A diagnosis or torsion ot· 

an ovarian cyst was made. 

3. At laparotomy, torsion ot· a right hydro

salpinx was !'ound. A salpingectomy was 

pert'ormed. 
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Name Katy McKay. Index No. 2864/56. 

Race Coloured. 

Age 42 Years. 

Civil State - Married. 

Admitted 24 March, 1956. 

COMPLAINTS. 

1. Pain in the lower abdomen :for 3 months. 

2. Nausea and Vomiting - 2 days. 

PREVIOUS GENERAL HISTORY. 

Appendicectomy 6 years ago. 

FAMILY HISTORY. 

Not relevant. 

OBSTETRICAL HISTORY. 

She had 3 normal term pregnancies. The 

chil.ct.ren were alive, the el.<lest oeing 20 years, and 

the youngest 14 y~ars old. There were no a-oortions. 

She had "fever" after the -oirth or her last t>aoy. 

She had not conceived since this birth, even though 

no contraception was practiced. 

MENSTRUAL HISTORY. 

The menarche occurred at the age or 15 years' 

The periods were regular, ot' the 5/30 day cycle. 

There was no dysmenorrhoea, and the t'low was not 

excessive. 



.. 181 • 

The last normal menstrual period was on 16 March, 1956. 

PRESENT HISTQBX. 

For the past 3 months, she had 

experienced an intermittant, cramp-like pain in the 

lower abdomen, mainly on the right side. The pain 

used to last 1'or a t·ew minutes at :tirst, but <luring 

the last rew weeks, it was more rrequent, and the 

duration or pain was longer, as much as an hour. 

For the past t·ew days, the pain had been present 

continuously. The pain was noD rela~ed to rood, 

nor did movement int·luence 1 t. 

Since the pain became continuous, she 

:tel t nauseous, and. vomi tea on a rew occasions. 

She called in a doctor, who sent her 

to Groote Schuur Hospital, with the diagnosis ot· 

torsion ot· an ovarian tumour. 

Inter-Menstrual Discharge. 

She had no inter-menstrual discharge. 

Micturition. 

There was no :trquency or dysuria. 

COITUS. 

There was deep dyspareunia :tor the 

past month. There was no post-coital bleeding. Her 

libido was normal •. 
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Bowels. 

Regular. She had not had a bowel-action :ror 

the past 24 hours, out she had passed t·latus per 

rectum. 

EXAMINATION. 

a. GENERAL. 

The patient was in.obvious pain. She 

looked apprehensive. The temperature was 97.60 F. 

There was no clinical evidence or anaemia, jaundice 

or oedema. The pulse-rate was 112 per minute. 

The blood-pre~sure was 110/75 mm. Hg. 

Urinalysis did not reveal the presence or 

any abnormal constituents. 

The abdomen was sort and relaxed. On 

palpation, tenderness was elicited in the lower 

abdomen, especially on the right side. An old 

para-median scar was seen in the right iliac rossa. 

No abdominal masses were ~alpable. 

There was no ascites. 

-b. GYNAECOLOGICAL. 

The vulva and vagina were grossly normal. 

The cervix was f'irm and parous. Speculum 

examination, revealed no lesion. 

The uterus was normal in size, anteverted 
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its mobility was impaired due to pain. 

The lef't ovary and tube were not :tel t. 

In the right postero-late~l :tornix, a 

tensely cystic, tender, round mass, the size o1· a 

tennis-ball, was palpable. It was too tender to 

assess the mo-bility. 

A clinical diagnosis o:t Torsion o1· a right Ovarian 

Cyst, was made. 

Special Investigations. 

1. The haemoglobin estimation was 12.4 gm. 

per 100 ml. 

2. A leucocyte count was 8000 per c.mm. 

MANAGEMENT. 

It was decided. to per!'orm a laparotomy. 

Operation. 

Under general anaesthesia~ the peritoneal 

cavity was opened in the usual way, and explored. 

The uterus, lert ovary and uterine tube, 

were normal. There was a marked distension o!' the 

right uterine tube, it was congested and appeared to 

be !'ull o!' blood. The abdominal ostium was closed., 



PHOTOGRAPH OF A HYDROSALPINX WHICH HAS 

UNERGONE TORSION. 

l83a. 



184. 

and the tube was retort-shaped. The meso-sa.Lpinx 

had undergone torsion. The right ovary was normal. 

A diagnosis or torsion ot a hydrosalpinx 

was made. 

The pedicle was clamped and cut, and the 

tube removed. 6 Rotations ot· the pedicle had occurrec 

The pedicle was ligated. Haemostasis was 

secured. 

The abdomen was now closed. 

PROGRESS. 

The patient made an uneventt~l recovery. 

She was discharged on the ninth post

operative day. 

PATHOLOGY REPORT. 

A congested uterine tube, which is disten~c 

ded with blood. 

Histological examination revealed no 

. evidence or villi or decidual cells. There is 

evidence ot· chronic in!'lammation. 

The findings are in keeping with the 

clinical diagnosis or torsion of a hydrosalpinx. 
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DISCUSSION. 

The history and the clinical t'indings in 

this case, would justiry the diagnosis or torsion 

ot· an ovarian tumour. The history or intermi ttant 

pain ot' short duration over aperiod o:r 3 months, 

t'ollowed by a sudden severe abdominal pain, associated 

with nausea and vomiting, suggest slight torsion ot· 

the tumour pedicle·, with subsequent spontaneous 

straightening, and :finally torsion or more than one 

turn, which produced the acute episode. 

It is practically impossi'ble to make the 

pre-operative diagnosis ot· torsion ot· a hydrosalpinx, 

unless it was known that a hydrosalpinx was present. 

In the di:t':t'erential diagnosis, acute 

appendicitis and tubal pregnancy, have to be considere· 

They were both excluded ·by the history and rindings 

in this case. 

Torsion ot· a hydrosalpinx is a rare condition. 

The treatment is immediate operation, with salpingect

omy. 
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CASE NUMBER 2Q,. 

FEATURES. 

1. RUPTURED TUBAL PREGNANCY. 

2. SALPINGECTOMY. 

SUMMARY. 

1. A Bantu para 2, or 29 years, complained or 

amenorrhoea, lower abdominal pain and 

vaginal bleeding. 

2. Examination revealed a slightly enlarged 

sort uterus, with a closed os. A tender 

tubal swelling was rel t in the let·t t·ornix. 

3. Unruptured tubal pregnancy was diagnosed, 

rurther vagin~l exrunination resulted in a 

sudden onset or shock. Rupture or the 

tube had occurred. 

4. Blood was inrused rapidly, and a let·t 

salpingectomy was perrormed.. 
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Name Elsie Ndwane. Index No. 35421. 

Race Bantu. 

Age 29 Years. 

Civil State Married. 

Occupation House-wire. 

Admitted 17 April, 1956. 

COMPLAINTS. 

1. Amenorrhoea ~ weeks. 

2. Lower abdominal pain 6 days. 

3. Vaginal bleeding 2 days. 

PAST GENERAL HISTORY. 

Not relevant. 

FAMILY HISTORY. 

Not relevant. 

OBSTETRICAL HISTORY. 

1950· - Nor.mal pregnancy. Ter.m, spontaneou 

delivery or a healthy inrant. 

1952. - Normal pregnancy, with a normal, 

ter.m delivery or a healthy baby. 
. . . 

In each instance, the puerperium 

and lactation were satisractory. 

1953. - Spontaneous abortion at 12 weeks 

gestation. She was 111 ror several 



days after the abortion, with a "fever." 

MENSTRUAL HISTORY. 

The menarche occurred at the age o~ 16 

years. The periods were regular o~ the 5/2~ day cycle~ 

There was slight dysmenorrhoea, which had only ·been 

present since her abortion. 

The last normal period was 14 February, 1956. 

She was or the opinion that she was pregnant. 

PRESENT HISTORY. 

She had been well until about 4 weeks 

ago, when her expected period aid not occur. She 

then :t'el t morning nausea, and her ·breasts rel t :t'Ull. 

These symptoms made her suspect pregnancy. 

For the past 6 days, sh~ had been aware 

o:r a dull ache in the lower abdomen. This pain was 

intermittent, and was not affected ·by movement. 

During the past 2 days, the pain had cramp-liKe 

sensations superimposed on it. She had not felt 

more nauseous than usual, and there had been no 

episode of fainting. The pain was conrined to the 

lower abdomen ana pelvic area. There was no shoulder 

tip pain. 

With the onset or the cramp-like pains, 

she connnenceo. to bleeo. per vaginum. The blooo. was 

<lark in colour, like menstrual :tluid. The bleeding 
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was not excessive, and there were no clots. 

The patient did not see any :t"oetus or placenta 

passed. She thought that sne was about to nave a 

miscarriage. A doctor was summoned. He diagnosed 

threatened abortion, and rer~Dred her to the out

patient department or the Groote Schuur Hospital. 

Inter-menstrual Discharge. 

She had no inter-menstrual discharge. 

Coitus. 

There was no dyspareunia nor post-coital 

bleeding. Libido was satisractory. 

Appetite. 

Her appetite was :t'air. There was no 

lose or weight. 

Bowels. 

She had been constipated :t·or the past 

raw weeks, and was taking aperients. 

EXAMINATION. 

a. GENERAL. 

A well-nourished young Bantu woman, who 

did not look ill. The temperature was 9ts.40 F.,. and 

the pulse-rate was 80 per minute. The blood-pressure 

was 110/70 mm. Hg. There was no clinical evidence of 

systemic disease. 
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On palpating the abdomen, moderate tenderness was 

round in the lert iliac rossa, and slight tenaerness 

was elicited in the right iliac rossa and supra-pubic 

area. There was no guarding or rigidity, nor was 

there abdominal distension. Good bowel sounds were 

audible. There was no evidence or ascites. No 

intra-abdominal masses were palpable. 

·b. GYNAECOLOGICAL. 

The vulva appeared normal. Dark-red blood 

was tric~ing ~ut or the vaginal introitus. 

The vagina showea no lesion. The epithelium 

appeared rather 'bluish in colour, arter the blood 

had been swabbed away. 

The cervix was sot·t in consistancy, and the 

parous os was closed. Speculum examination revealed 

a bluish-coloured cervix with ·blood appearing at the 

os. 

The uterus was anteverted, ana it was 

enlarged to the size or a·6 week pregnancy. The 

organ was relatively mobile, but movent produced . . 
pain. The consistancy was rather sorter than normal. 

The aanexae. A wel.l-aei:'ined,sausage-shaped, 

tender mass, was palpable in the lert postero-lateral 

vaginal rornix. The right ae1nexae were not palpable. 

A clinical diagnosis or UNRUPTURED TUBAL PREGNANCY 
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was made, and the patient was to be actmitted~to the 

ward. 

Whilst still on the exrunining couch in the 

out-patient department, a medical student was 

instructed to examine the patient vaginally. Whilst 

he was pert·orming the examination, the patient 

suddenly complained o:t· severe abdominal pain. She 

felt dizzy. She sat up on the couch, and on being 

maae to lie down, complained or pain in her shoulder 

tips. 

EXAMINATION. 

'The patient was very distressed. The 

skin was cold ana moist, and she was perspiring 

freely. Whilst being examined, she vomited once. 

The temperature was 96.ts ° F., and the pulse-rat-e 

was so rapid and weak that it could not be counted. 

The blood-pressure was 80/40. :mm. Hg. 

Diagnosis. RUPTURED TUBAL PREGNANCY. 

TREATMENT. 

Morphine ! gr. was immediately injected, 

blood was taken for grouping and cross-matching. and 

an intra-venous inrusion or 5 per cent dextrose in 

water commenced. The patient was then taken to the 

ward, where she was quic~y prepared ror theatre. 
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The dextrose inrusion was replaced by 'blood, which 

was run in at a rapid rate. By the time she had 

reached the theatre, 15 minutes later, 1000 ml. o:t· 

'blood had been inrused. The pulse was barely 

perceptible, and the blood-pressure was 70/40 mm. Hg. 

Anaesthetic. 

Induced wi t:n Ni troue Oxide and Oxygen. 

Anaesthesia was maintained with Nitrous Oxide, Oxygen 

Ether and ttFlaxedil." 

A fUrther 500 ml. blood was being inrused. 

OPERATION. 

The peritoneal cavity was opened ·by the 

usual sub-wribilical median incision. It was observed 

that the peritoneum had a bluish colour, prior to 

to opening .it. This was due to the presence or 

a large amount or intra-peritoneal blood. About 

3 to 4 pints or blood, both clotted and :tlu1C1, was 

removed rrom the peritoneal cavity ·by suction and 

swabbing. 

The uterus.was enlarged to the size or 

a 6 week pregnancy. It was mobile. The right tube 

and ovary were grossly normal. The lert uterine 

tube was distended with blood-clot. A small rupture 

was seen at the anti-mesenteric ·border or the middle 

halt' or the ampullary portion or the tube. A small 



193. 

artery was seen spurting in the torn tissue or the 

tu·oe. The ovary was grossly normal. 

The meso-salpinx was clamped with two pairs 

or curved Spencer-Wells artery-forceps. The left 

tube was now excised. The :torceps were now replacew 

·oy transrixed sutures. Haemostasis was adequate. 

The tubal stump was peri toni sed by pulling the le:t·t 

round ligament upwards, and securing it with a rew 

sutures. 

A rew rurther clots and :tluid blood were 

swabbed out, and the pelvic organs were examined 

ror ·a · :tinal time. 

The abdomen was closed in the usual way. 

A further 1000 ml. or blood had been given 

on the table. At the close or the operation, the 

p~se-rate was 110 per minute, with a good volume. 

The 'blood-pressure was 105/65 mm. Hg. 

PROGRESS. 

The patient was runbulant on the second 

post-operative day. Bowel sounds were present after 

48 hour~. Apart from a slight pyrexia on the 

first and second aay, the post-operative course 

was uneventrul. The skin sutures were removea on 

the tenth aay, and the patient discharged rrom 

hospital. 
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DISCUSSION. 

When t·irst examined be!'ore the dramatic 

onset or shock, the diagnosis or an unruptured 

tubal pregnancy, did not present much dit't'icul ty. 

The symptoms of' amenor.rhoea, abdominal pain and 

vaginal bleeding, plus ·the !'inding of' a tubal 

swelling, did not leave room ror :q1uch douot, as to 

the cause of the clinical picture. 

That the unruptured, distended tube was 

ruptured by over-enthusiastic bi-manual examination, 

is not certain, but it seems highly probable. 

It is not often that a physician witnesses 

the patient, whilst tubal rupture is occurring, but 

the picture, once seen, is not easily :rorgotten• 

It is possible that the int"ection which 

occurred with her abortion, may have arrected the 

tuoal muscle and mucosa, and so producea aelay in 

the passage or the zygote, even though there was no 

evidence ot· external tubal adhesions, or kinking. 

In the treatment ot· an acute ruptured 

ectopic pregnancy, it is wrong to postpone operation 

until the blood-pressure can be raised by olood

transf"Usions. The delay may be ratal. It is 

essential that the blood be replaced immediately, 

but this can be done whilst the patient is on the 

table. It is quite dramatic to see the clinical 
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improvement in the patient's condition, once the 

oleeding points have oeen ligated. 

/ 
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SOME ASPECTS OF CARCINOMA OF THE CORPUS UTERI. 

An Investigation of 80 Cases. 

Much literature has appeared on this interesting and 

not uncommon condition in the pe.st few years. Our interest 

was stimulated as this malady is seen rather frequently in 

our wards. A series of 80 consecutive cases, seen in th~ 

white and non-white gynaecological wards of Groote Schuur 

Hospital, Cape Town, were investigated. These patients were 

all seen between January, I952 and July, I955. 

A statistical survey will first be given and then some 

aspects of corporeal carcinoma will be discussed. 

TABLE I. 

NUMBER OF CASES PER YEAR. 

YEAR NO. of CASES 

I952 I2 
I953 22 
I954 22 
I955 24 

TOTAL 80 

M.Q!: As both white and non-white patients are seen, a.n 

analysis of the occurrence of the different female genital 
malignancies in respect to racial types is tabulated as in 



TABLE 2. 

THE SITE OF, THE NUMBER OF, AND THE PERCENTAGE OF 

FEMALE GENITAL MALIGNANCIES IN THE WHITE AND NON

WHITE RACE GROUPS. 

White Non-White Total 
SITE 
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No. Perceht No. Percent No. Percent 

Cervix 9I 45 I77 82 268 64 

Corpus 57 28 9 4 66 I6 

Ovary 37 IS 26 I2 63 I5 

Vulva II 5 3 I I4 3 

VaKina,. 8 4 2 I :IO 2 

204 IOO 2I7 IOO 42I IOO 

It can be seen that in the white group the ratio of cervix 

to corpus uteri is 2 : I and that in the non-white group 

20 I. This is very significant. It is also significant 

the.t only I case of endometrial carcinoma was seen in a Be"ntu 

in the non-white group. The other 8 ce.ses occurred in the 

Col'oured type. It can also be seen thA.t the three commonest 

female genital me.lignancies are carcinoma of the cervix, 

endometrial carcinoma and ovaria.n malignancies, in this order 

of importance. 

In the White group of endometrial carcinoma, there were 

70 ce.ses of which 9, or I3%, were Jewish. 

AGE VARIATION: The youngest patient was 36 and the eldest 
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87 years of age. The average age was 6I years. 

TABLE 3. 

NO. OF CASES IN VARIOUS AGE GROUPS. 

Age Group 35-39 40-44 45-49 ~0-54 55-59 60-64 65-69 70-74 75-79 80 

No. of 
Cases 2 4 7 8 I5 20 I2 4 5 3 

AGE AT MENOPAUSE: In 6 cases the age of the menopause was 

not known. In the other 74 cases the cases were as follows:-

(a) Still menstruating . . . I4 cases - 20~ 

(b) Under 50 years ... 30 cases 40% 

(c) Over 5G years • • • 30 cases - 407t 

The average age at the menopause was 50.I years. 

Of the cases over 50 years, 24 of the 30 patients were 5I 

years or more. The oldest age at the menopa.use was 57 years. 

PARITY: Of the 80 cases, 28 or 35% were nulliparous.· Of 

these, only 4 cases were unmarried. 

The number of parous women numbered 52, that is, 65%. 

The average number of children was 4. 

ASSOCIATED PATHOLOGY: The associated pathological conditions 

investigated were as follows:-

I. Obesity 

2. Hypertension 

3. Diabetes Mellitus 

4. Fibromyomata of the Uterus 

5. Uterine Polypi 
6 ••. Contd. 
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6. Feminising Ovarian Tumours 

7. Endometrial Hyperplasia. 

8. General Endocrine Disturbances 

I. OBESITY: 

Unfortunately e.ll patients were not weighed or measured 

for height and the criterion for obesity is mostly clinical 

impression. In 4 cases no note was made of the patient's 

general build. In the remaining 76 cases 

26 or 32% were not obese 

22 or 27% were moderately obese 

28 or 35% were excessively obese 

2. HYPERTENSION: 

The criterion used to Judge whether a patient was 

hypertensive or not was IIO plus the age of the patient. 

In this series the blood-pressure was unknown in 4 cases. 

In the remaining 76 eases, 32 or 42% fell into the hyper

tensive category. 

3. DIABETES MELLITUS: 

In this group were included those cases that had an 

abnormal or pre-diabetic glucose-tolerance curve (The 

procedure adopted when a case of post-menopausal bleeding 

was admitted was to estimate the fasting blood-sugar; if 

curettage revealed endometrial carcinoma, then a glucose

tolerance test was performed as well.) 

In 4 cases no data was available. Of the other 76 cases, 

I2 were frank diabetics and 4 pre-diabetic. Thus 2I% were 

classed as dis"beti.c. 
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4. UTERINE FIBROMYOMATA: 

The diagnosis of fibroids was only accurate in those cases 

where the abdomen was opened. Thus in many cases the diagnosis 

was clinical and the accuracy doubtful. It was found that I9 

cases or 28% had fibroids. 

5. UTERINE POLYPI: 

There were I5 cases which showed the presence of uterine 

polypi, that is, I9% 

6. FEMINISING OVARIAN TUMOURS: 

In 2 cases the presence of Thecomas of the ovary was found, 

that is, 2.5%. It is, of course, possible that the presence 

of ovarian tumours was missed in those cases which did not 

have a laparotomy. 

7. ENDOMETRIAL HYPERPLASIA: 

Accuracy was very uncertain in this group, because in many 

cases the curettings contained only carcinomatous material 

and no normal endometrium. Thus the statistics given here 

are derived from those cases where diagnostic curettage 

included normal endometrium, or where hysterectomy was 

performed without pre~operative radium insertions. 

In 37 cases normal endometrium, that is, non-malignant, 

was available for study. 

In II of these cases the patient waa still menstruating 

and IO showed benign glandular hyperplasia. 

In the other 26 cases the patients were menopausal. In 

I6 of these cases the endometrium showed atrophy,that is, 60% 
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of the post-menopausal group. The other IO·cases or 40% 

showed benign glandular hyperplasia. 

8. GENERAL ENDOCRINE DISTURBANCES: 

Under this heading were included only those patients who 

were still menstruating at the time of diagnosis. Fourteen 

cases were available for study. 

{a) Hirsutism: Eight of the cases exhibited hirsutism 

(b) Hypo-Thyroidism: There were two cases that showed 

definite signs of myxoedema (low basal metabolic rate). 

(c) Adreno-Genital.Syndrome was described in one patient. 

Additional points investigated were:~ 

(a) Was oestrogen therapy given prior to onset of 

post-menop9:usal bleeding? 

(b[ Was any pelvic irradiation given prior to post

menopausal bleeding? 

Oestrogen Therapy: 

In ? cases, or 9%, a definite history of oestrogen 

therapy, prior to the onset of bleeding, was obtained. 

Irradiation to Pelvis: 

In 8 cases the pelvis had been irradiated prior to the 

onset of post-menopausal bleeding, that is, IO% •. In 8 cases 

radium insertions into the uterus were performed, the 

indication being to stop uterine bleeding in the pre

menopausal period. In all these cases, the irradiation 

preceded the post-menopausal bleeding by at least 8 years. 

In I case, the patient received x-ray irradiation to the 



ovaries as a contraceptive measure. This anteMdated 

post-menopausal bleed.ing by II years. 
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In I case three radium insertions were performed for a 

proven squamous carcinoma of the cervix. Four years later 

the patient presented with post-menopausal bleeding, which 

was due to an adeno-carcinoma of the endometriumJ 

PRESENTING SYMPTOM: 

I. Menorrhagia was the presenting symptom in the I4 

cases which were still menstruating. Three of these patients 

also complained of inter-menstrual bleeding. 

2. Post-Menopausal Bleeding: In 98% of the post

menopausal patients, bleeding was the chief complaint. 

3. Leucorrhoea: In 2% of the post-menopausal patients, 

a yellow vagint:~.l discharge was the presenting symptom. 

SYMPTOM - DIAGNOSIS TIME-LAG~: 

The shortest duration between the onset of symptoms and 

the diagnosis being established was two weeks. The longest 

time was 3 years. The average time-lag was I5 months. 

HYSTEROGRAPHY: 

In all cases of post-menopausal bleeding, hysterography 

is performed if the s~spect organ is corpus uteri. It is 

performed in conjunction with a diagnostic curettage~ 

In 4 cases the hysterogr•m has confirmed the presence of 

an endometrial lesion. (In 1952 and 1953 hysterograma were 

not taken on suspected endometrial carcinomas). 
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TREATMENT: 

Until I955, the treatment has been either a total 

hysterectomy with a. bi-lateral salpingo-oaphorectomy, either 

preceded by, or followed by, irradiation, or radium packing 

of the uterus only. In some cases, especially at the onset 

of this aeries, only a total hysterectomy was performed, no 

irradiation being given at any stage. Since the beginning 

of I955, however, it has been the policy to perform 

Vlertheim1 s operation on a.ll cases after intra-cavitary 

radium P§Cking, unless there is a contra-indication to 

surgery. 

I. Diagnostic Curettage was performed on 63 cases prior 

to treatment. The other I7 cases were discovered after 

hysterectomy to be malignant. 

2. Total Hysterectomy was performed in I5 case.s and 

sub-total hysterectomy in 2 cases without any pre

operative irradiation. In I6 of these cases post

operative X-ray irradiation was given. 

3. Intra-Cavitary Radium Onl~: 26 cases received only 

this treatment, after a p'reliminary diagnostic 

curettage. 

4. Total Hysterectomy with Bi-Lateral Salpingo-Oophorectomy 

preceded by Intra-Cavitary Radium was the treatment 

employed in 22 cases. 

5. Wertheim's Operation without pre-operative radium was 

performed in 3 cases 
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radium was performed in 4 cases. 

204. 

7. Five cases were inoperable and received palliative 

x-ray treatment. 

8. Three cases refused any further treatment. 

It is now proposed to discuss in more detail some ~spects 

of corporeal carcinoma, using the above analysis as a basis 

for discussion. 

I. INCIDENCE: 

In the past most authors have placed the relative 

incidence of cervical carcinoma to corporeal carcinoma as 

ranging from 6 : I to I3 : I, with an accepted average of 

8 : I in standard textbooks of gynaeoology. In the White 

group in this series, it has been shown that the incidence 

is 2 : I. In private practice it is quite conceivable 

that more oases of cancer of the corpus uteri are treated 

surgically as some practitioners, unfortunately, still persist 

in performing hysterectomies for uterine bleeding over the 

age of 40 years without a preliminary curettage. Worse still, 

many operative specimens never have histology studied. 

Carcinoma of the cervix, on the other :qa,nd, is a diagnosis 

seldom missed, and because all cases are sent to a hospital 

on making the clinical diagnosis, there are naturally more 

cases seen in hospital practice. 

It would thus seem that corporeal carcinoma is either 

increasing in incidence, or that the diagnosis is being made 

mor-e often. 
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2. RACE: 

The predominant fact in this series is the low incidence 

of corporeal cancer in the non-White group. Only I case 

occurred in a Bantu, that is, I.2%. This is in keeping with 
I 

the findings of 'ITa terman and Raphael, who had an incidence of 

I% for Negroes in I84 cases. Why the non-White races should 

have such a low incidence of cancer of the body of the uterus 

is not known. It is certainly of great importance to 

investigate this racial disparity in the incidence of the 

disease. 

The greater incidence of cervical carcinoma in the non-

White group is also of great significance. Compare again the 

ratios of cancer of the cervix to corporeal carcinoma in the 

White and non-White groups - 2 : I and 20 : I. Thus cervical 

carcinoma is ten times commoner in the non-White class. One 

factor of possible importance is that the non-White group 

tend to have a greater parity over a longer period than do 

the White group. Does this perhaps indicate that a parous 

uterus is less susceptible to endometrial malignancy, or is 

there a definite racial immunity to cancer of the corpus 

uteri in the non-White races. 

In this series, I3% of the patients were Jewish. No 

conclusion can be drawn from this figure. Many authors have 

drawn attention to the fact that corporeal carcinoma is 

commoner in Jewesses. This race seems to have a predispositior 

to obesity and diabetes mellitus; as these conditions are 
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relatively common in cancer of the body of the uterus, 

there may be some connection. However, Jewesses are 

said to be relatively fertile and this is in opposition to 

the fact that nulliparity is a feature of the disease. 

AGE INCIDENCE: 84% of these patients were over the age of 

50 years and 55% were over the age of 60 years, the average 

age being 61 years. The highest incidence is between the 

ages of 55 and 69 years, namely 51% of all cases. This is 
2 

somewhat higher than the incidence in Way's series. His 

highest age incidence was in the 51 - 65 years group - 38%. 

It is generally agreed that endometrial carcinoma is found 

more commonly in an age group roughly IO years older than 

that of cervical cancer. 

AGE AT THE MENOPAUSE: 

80% of these cases were post-menopausal. The average 
2 

age at the menopause was found to be 50.1 years. Way's 

figure was 50.5 years. 

In a control series of 50 patients, the average menopausal 

age was 48.8 years. It can thus be seen that the women who 

develop cancer of the uterine body have a later menopause 

than those who do not. In Way's series of control cases, 

the average menopausal age was 46.5 years. 

It has been argued that the delayed menopause may actually 

be due to bleeding from an undiagnosed endometrial carcinoma 

at the time of the menopause. This may be true in some cases 

and this series was investigated from this aspect. It was 
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found in 60 cases that were post-menopausal that 52, or 87~, . 

had ceased menstruating at least 4 years prior to post

menopausal bleeding. It was considered that an arbitrary 

period of 3 years or less was reasonable, if one wanted to 

prove that undiagnosed corporeal cancer was responsible for 

the delayed menopause, that is if the diagnosis of cancer 

was made within 3 years of the menopause. There were 8 such 

cases, that is I3%, of the post-menopausal group. 

It is considered inconceivable that after a period of four 

years or more after the menopause bleeding can start, due 

to a corporeal cancer which has been present since the 

menopause. The average time to elapse between the menopause 

and the onset of bleeding w·as I5 years. This figure is high 

enough to disprove the argument of the cancer being present 

at the time of the menopause. 

It is conclusive, then, that corporeal cancer is 

associated with a later menopause than in women hot so 

afflict.ed. 

PARITY: 

The figure of 35% for nulliparous women developing cancer 

of the uterine 

other authors. 
6 

Scheffey 34.6% 

body is in keeping with that arrived at by 
4 5 

Miller had an incidence of 27~, Barnes 5I%, 
7 

and Taylor 3I.5%. Taylor also found that the 
. . 

figure of I6.7% applied to nulliparous women without corporeal 

cancer in the same district. 

It would seem, thus, that either parity prevents the 
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development of endometrial cancer, or the same factors 

responsible for infertility are responsible for cancer of 

the uterine body. In the light of further discussion, the 

latter would appear to be the most likely hypothesis. 

OBESITY: 

Attention htls been drawn to the fact that many women 

who have corporeal carcinoma are also obese. In this series, 

50 cases, or 62%, were obese. Of these, g2 cases were 

moderately obese and 28 markedly obese. As insufficient 

control cases were a,vailable, it is not known what the weights 

for similar age-groups in non-malignant cases are, thus no 

conclusion can be made in regard to the physique of women 

who have cancer of the uterine body. However, 35% of these 
' 

women were definitely obese in excess of the norme,l weight-

increase associated with the,menopause. 

Why is this obesity found so frequently in association 

with corporeal cancer? The answer lies possibly in the 

dysfunction of the Hypoths.lamic - Anterior Pituitary -

Adrenal Cortex - Ovarian chain. It has been shown that 

certain hypothalamic lesions set up an abnormal hunger, which 

in turn is satisfied by an excessive intake of food, which 
8 

produces obesity. There e,re also changes in carbohydrate 

and fat metabolism resulting from anterior pituitary 

dysfunction (Sampson Wright9 ). 

HYPERTENSION: 

42% of the cases in this series had a systolic blood-
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pressure of IIO plus the age of the patient, or higher. 

This figure may be of some importance. This hypertension 

is most likely to be of endocrine origin and not essential. 

It is known tha.t in pituitary basophil ism there is a 

tend.ency to obesity, hypertension and glycosuria. Could 

there not possibly be some connection between corporeal 

carcinoma and anterior pituitary dysfunction, with these 

·three conditions being common to both? 

DIABETES MELLITUS: 

In this investigation it was found that 2I~ of the oases 

had diabetes or pre-diabetes. (The figure may well have been 

higher, as only in the past year have glucose tolerance tests 

been carried out on all proven oases of corporeal carcinoma). 
IO 

The following authors have similar percentages:- Scheffey II% 

Mosel! 50% in 23 cases; Palmeri~ I6.9% in I65 cases; 
I3 · 

Way - 29%. 

All the cases were of the pi tui ta.ry type, that is, 

insulin resistant, and responQing well to diet. It was noted 

that, although the fasting blood-sugar was within normal 

limits in 2 cases, a glucose tolerance test revealed an 

abnormal curve of the pre-diabetic type. Thus the necessity 

for performing routine glucose tolerance tests on all cases 
I3 of endometrial carcinoma. According to Way, most of the 

diabetic and prewdiabetic patients have a raised renal

threshold for glucose and this explains the fact of finding 

no sugar in the urine in many cases. 

It is necessary to know what the incidence of diabetes 
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is in the general population for various age groups and also 

sex before one ca.n form any opinion about the incidence of 

diabetes in a particular type of patient. We are indebted 

to Spiegelman and Marks who found the incidence of diabetes 

in 1,300,399 women over the age of 35 years to be I.02%. 

Using this figure, Way found that in cancer of the corpus 

uteri diabetes occurred 28 times more frequently than in the 

normal woman. This is certainly of great significance. 

Way
1
:howed statistically that a late menopause had a higher 

incidence of diabetes and pre-diabetes than a. control series 

where the menopause was under 50 years. In ce_ses of corporeal 

carcinoma, the incidence was still higher. 

As has been pointed out in the section on obesity and 

hypertension, diabetes mellitus, of the pituitary or senile 

type, is commonly found in association l-7i th these tliTO 

conditions. The growth and diabetogenic hormones of the 

anterior pituitary gland appear to be very similar in their 

effect and bio-chemically they are almost identical. (Sampson 

Wright). The effect of cortisone on diabetes is that of 

aggrave.tion. Clinically, the Adrenocorticotrophic hormone 

of the anterior pituitary gland (ACTH), in excess, produces 

Cushing's syndrome, or pituitary basophilism, which, as has 

been pointed out in the previous section, ca.uses the triad 

of symptoms - obesity, glycosuria and hypertension. 

UTERINE FIBROMYOMATA: 

Many a.uthors have drawn attention t!\). ·the frequency with 



211. 

which fibroids are associated with endometrial carcinoma. 

Bland Sutton and Noble reported finding corporeal carcinoma 

eight times as frequently as cervical carcinoma, in 2,274 

cases of fibroid uteri. This report was made in I906, 

however, when the operation of hysterectomy was not performed 

as frequently as in recent years, thus today the fibroid 

uterus is removed at an earlier age than carcinoma of the 

corpus uteri is found (Way). 

Various authors giverthe incidence of uterine fibromyomata 

in women over the age of 30 years as from 20% to 35%. 

Gaillard Thoma&5found that the American negress had'a higher 

incidence than her white counterpart, yet, as has; been pointed 

out, the incidence of corporeal cancer was only I%. in-the,·-
I Negroes in Waterman and Raphael's report. In this series, 

the non-Whites certainly have a higher incidence of t.ibroids, 

but endometrial cancer is uncommon. 

It would seem thus that the high incidence of fibroids 

in association with corporeal carcinoma is in fact more 

apparent than real, as fibroid& are found in one in every four 

women over the age of 30 years. The frequent association of 

the two conditions should, however, make a diagnostic 

curettage, prior to hysterectomy for fibroids, imperative! 

It has been claimed that fibroids are due to a high 

oestrogen level and as proof has been cited the tact that the 

fibroid will regress after the menopause, due to withdrawal 

of oestrogens. Meyer, however, states that the regression is 

due to atrophy of the vascular supply to the uterus. It there 
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was a high oestrogen level, furthermore, one would expect the 

endometrium to show signs of proliferative hypertrophy. This, 

however, is found only infrequently. 

UTERINE POLYPI: 

Fifteen cases, or !9%, had uterine polypi. In !53 cases, 

Way had an incidence of 33%, Scheffey an incidence of 7.8%, 

Hertig and Somers !2%. By the term uterine polyp is meant 

specifically the endometria.! polyp. 

According to E. Novak there are two ·types of endometrial 

polypi, the functional, which is made up of ~ature functional 
. . 

endometrium, and the non-functional, which is composed of 

immature endometrium. The former responds, as does the rest 

of the endometrium, to the effects of oestrogen& and 

progesterone. The latter is composed of hyperplastic 

endometrium of the Swiss-cheese pattern. This type or polyp 

may easily be mistaken for an adeno-carcinoma. It is also 

the commoner of the two types. 

In marked endometrial hyperplasia, endometrial polyposis 

occurs, due to the excessive endometrial proliferation~ 

T~us it ltould seem tha.t endometrial polypi are for the most 

part really part and parcel of the general picture of endo

metrial hyperp~asia. However, occasionally malignant 

degeneration occurs in a benign polyp and this can then 

invade the rest of the endometrial mucosa. Usually the 

polyp is seoandarily invaded from the carcinomatous area 

arising in the endometrium. 
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ENDOMETRIAL HYPERPLASIA: 

In this series, II cases were still menstruating and, of 

these, IO, or 9I%, showed benign blandular hyperplasia. 

In the 26 post~menopausal cases, 40% showed benign 

glandular hyperplasia. The other 60% of the post-menopausal 

cases showed a typical atrophic endometrium. 

In the cases that were still menstruating, the finding of 

endometrial hyperplasia. in a large pereentage of cases is not 

of much significance. It is wellknown that women may have 

dysfunctional bleeding at this time and yet never develop 

adeno-carcinoma of the corpus uterus. (Novak1?). It is felt, 

however, that if the associated conditions of obesity, dia.be·tes 

.and hypertension are also present, such a. case should be 

closely followed for several years beyond the menopause. 

In the oases of hyperplasia. in the post-menopausa.l state, 

the position is different. Novaki~s of the opinion that 

endometrial hyperplasia in the post-menopausal woman is pre

mal,gnant and should be treated radically. 
I9 Sutherland and McBride found 95 cases of active endometrial 

hyperplasia in I,OOO cases of post-menopausal bleeding. There 

were 3I cases of inactive endometrial hyperplasia. Thus an 

incidence of 12.6% of all the cases were due to endometrial 

hyperplasia. They do not, however, give;the incidence in 

relation to carcinoma of the body of the uterus. Briefly, the 

active hyperpla.sia shows cystic dilatation of the glands, not 

to a marked degree, the cystic spaces being lined by cuboidal 
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epithelium. There is fairly marked mitosis and the glands 

tend to be closely packed t·ogether, with little intervening 

stroma. In the inactive type, the glands show marked cystic 

dilatation and are lined by flattened, inactive cells. The 

differentiation between markedly hyperplastic endometrium 

ot the active type and grade I adeno-carcinoma of the 

endometrium can be a most difficult task. If there is any 

doubt, then it would be better to err on the assumption of 

malignancy. 

According to Novak, the source of oestrogen, which is 

responsible for the endometrial activity, is derived from the 

adrenal cortex. 

What of those oases in which the endometrium ifas atrophic? 

According to the findings in this series, it is commoner than 

the hyperplastic type. we would not be wrong statistically, 

if the conclusion is drawn that endometrial carc1noma can 

arise from either atrophic or hypertrophic endometrium. It 

is difficult to correlate the hypothesis or hyperoeatrinism 

or persistent oestrinism as an aetiological factor in the 

causation of endometrial carcinoma with the presence of an 

atrophic endometrium in so many oases. The role of oestrogen, 

however, will again be discussed at a later stage. 

FEMINISING OVARIAN TUMOURS: 

There were 2 oases in which Thecomas were present, that 

i 2 5tt1 D d M 
20 f 1 s • ~· ockerty an ussey report I5 cases o corporea 

cancer in 87 patients with granulosa or theca cell tumours. 

They make a point of the fact that all these patients were 
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post-menopausal. Hertig and Somers found that 3.3~ of their 

endometrial carcinomas had associated ovarian tumours of the 

feminising type. Speert2¥ound that 33% of autopsies on cases 

that died from corporeal carcinoma had long-standing hepatic 

cirrhosis. He feels fthe.t, because of the inability of the 

liver to metaboliae the oestrogens. the uterus is exposed to 

constantly high level of .oestrogens. 

These authors just quoted are of the opinion that 

prolonged oestrogen stimulation is an important factor in the 

aetiology of endometrial carcinoma. 

In ppposition ~o this view are the following:-

Cianfrani investigated I30 cases in which bi-lateral 

o6phorectomy had been performed for benign conditions. Eight 

cases developed endometrial carcinoma after an average lapse 

of I0.6 years. He maintains. therefore, that carcinoma of 

the uterine body can occur in castrates, thus oestrogen& 

are not of primary importance inttbe pathogenesis of this 

malady. 24 Israel states that 11 oestrogen is a tremendous 

stimulant to growth in organs which happen to have a higher 

cancer incidence, for example, the breast and uterus, and 

thus must be regarded as a secondary carcinogenic agent. · It 

is one thing, however, to acknowledge that oestrogen is a 

powerful growth hormone and quite another to interpret from 

the literature of cancer research that it is carcinogenic in 

women". 
25 

Mazer states that oestrogen, produced by the ovaries, does 

not play a role in initiating the development of endometrial 
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cancer. He does, however, admit that oestrogens accelerate 

the rate of growth of existing cancer of the uterus or breast. 

He and Israel found the urinary and blood oestrogens in 

castrates negligible and draw the analogy between this 

condition and that of post-menopausal women. 
26 

Emge is quite convinced that there is no connection 

between endometrial carcinoma and feminising ovarian tumours. 

In a series of I,996 cases of endometrial carcinoma which 

he collected from the literature, only 7 cases, or 0.35~, had 

co-existing feminising ovarian tumours. 

EFFECT OF LONG-CONTINUED OESTROGEN ADMINISTRATION: 

At this point, it would seem logical to discuss the effect 

of prolonged administration of oestrogens in the menopausal 

or post~menopausal women and also the experimental work in 

this connection. Novak2ls of the opinion that continued 

oest~ogen therapy in the menopausal woman may be a necessary 

link in the chain of events which lead to corporeal C8rcinoma. 

In this series, ?% of the ca.ses definitely received 

oestrogen therapy for menopausal symptoms. The longest dura

tion of therapy was for IO months. This duration seems to 

be rather short. Most authors speak of years when describing 

long-continued therapy. 

It has been noted, however, by several authors, notably 
28 

Randall, that the women with corporeal cancer in the post-

menopausal period have remarkably well-preserved vaginal 

epithelium and they also have mild or no menopausal symptoms. 



These findings are due to a persistence of oestrogens. 
29 
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Rosenblum and Hendricks confirmed this finding; 74% of their 

cases in post-menopausal women with endometrial cancer 

show.ed va.ginal evidence of oestrogen activity. However, 60% 

of the control series without cancer also showed evidence of 

oestrogen activity. The difference in percentages is thus 

not statistically significant. The fact that 26% of their 

post-menopausal cases with endometrial carcinoma had a 

vaginal smear negative for oestrogen means that cancer of the 

body of the uterus can develop without the presence of 

oestrogen in the post-menopausal period. 

The statement by Novak that adenomatous hyperplasia of the 

endometrium is a forerunner of cancer in the post-menopausal 

woman has star.ted the various investigations to show that 

oestrogen in excess, or unopposed by progesterone, as in 

Schroder's disease, is responsible for the hyperplasia and 

thus ultimately for the genesis of endometrial ca .. rcinoma. 

Where high levels of oestrogen& are found, this would seem 

a reasonable hypothesis but in cases of absence of oestrogens 

this reasoning is wholly inadequate. 

Thus the role of oest:f'ogen in the pathogenesis of 

endometrial carcinoma is, as yet, but vaguely understood. 

In spite of the ladk of proof that oestrogen therapy at the 

menopause can cause endometrial cancer, it lrould probably be 

advisable to be very cautious in the amount and duration of 

this there.py. 

GENERAL ENDOCRINE CONSIDERATIONS: 
30 

McLaren reported a case of an adreno-genital syndrome 
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in a woman of 37 years, who developed endometrial carcinoma 

four years after a left adrenalectomy. In an investigation 

of 36 cases of adeno-carcinoma of the corpus uteri occurring 

in women under 40 years at the Mayo Clinic, Dockerty et al 

showed that 50% had a history of menstrual disorders, mainly 

of the menorrhagia or metrorrhagia types. The Stein-Leventha: 

syndrome was present in 5 oases, that is, I4%. The ovaries 

were enlarged and cystic in 50%, and in I6~ they showed a 

thickened, fibrous cortex so commonly seen in the Stein

Leventhal syndrome. Could it possibly be that this endocrine 

dysfunction is also responsible for the high infertility rate 

seen in association with endometrial carcinoma. 
. 3I 

Hofbauer showed that if anterior pituitary grafts were 

placed intra-muscularly in guinea-pigs, at regular intervals, 

an endometrial hyperplasia with polyp formation eventually 

results. At the same time, the adrenal cortex shows 

hyperplasia. In spayed animals, the grafts produced a 

proliferative hyperplasia on an inactive basal layer. This 

type would seem to correspond to the endometrial hyperplasia 

of the post-menopausal period, which is pre-malignant. 

Biskind and Biskind3~howed that by implanting an ovarian 

graft into the spleen, so that all the oestrogen secreted by 

the graft has to pass through the liver and thus be inacti

vated, it will eventually become a granulosa-cell tumour, 

through the unppposed action of the anterior pituitary on 

the ove.rian tissue. It is possible that a similar mechanism 

may exist in the post-menopause.l woman. 
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During the fifth and sixth decades, the basophilic 

activity of the anterior pituitary is at its greatest. The 

time coincides with onset of endometrial cancer and the 

conditions of obesity, hypertension and diabetes. Is this 

association not sig:nificant? 

EFFECT OF PELVIC IRRADIATION PRIOR TO THE ONSET OF CANCER: 

mn view of the fact that many authors draw attention to 

irradiation of the pelvis prior to the onset of cancer 

symptoms, it was decided to investigate the cases in this 

series from this aspect. 

Eight cases, or .IO%, gave a history of irradiation, 7 

h~J,d radium, and I X-ray irradia.tion. In Speert and 
33 

Peightal's cases, 8% of the 270 patients were irrad+a.ted. 

However, before it can be stated that pelvic irradiation 

bears any relation to the pathogenesis of endometrial 

carcinoma, certain criteria should be fulfilled. Smith and 
34 

Sowden laid down the following criteria:-

(a) All cases must have a diagnostic curettage prior to 

irradiation {to exclude pre~existent malignancy) 

{b) An arbitrary period of IO years must elapse between 

irradiation and diagnosis of carcinoma. If these criteria 

are fulfilied, then many cases must fall away. Smith 

concluded that it was not possible to say that irradiation 
35 played a role in the genesis of corporeal cancer. Randall 

states that although the available evidence warrants the 

conclusion tha.t pelvic irradiation in no way prevents 

endometrial carcinoma, nor does it predispose to the 
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development of malignancy. 

There is, however, sufficient evidence to warrant further 

study and to temper the enthusiasm for irradiating benign 

conditions. 

There is a very interesting case that I would like to 

present at this stage:-

Mrs. M., White, 53 years old: 

In I95I, at the age of 49 years, a squamous non

keratinising carcinoma of the cervix was diagnosed and treate& 

with three radium insertions at two weekly intervals. She 

left hospital and did not report at the follow-up clinic for 

four years, during which time she felt perfectly well and put 

on considerable weight. She then had a painless vaginal 

haemorrhage six weeks prior to being seen at hospital. A 

snip of the cervix was taken and a diagnostic curettage 

performed. The snip from the cervix showed no evidence of 

cancer. The fundal curettings, however, showed an adeno

carcinoma of the endometrium. A Wertheim's operation was 

performed. All the lymph nodes were negative for cancer. 

The cervix and endo-cervical ca.nal showed no evidence of 

malignancy. A fundal carcinoma was found. The ovaries were 

•trophic. 

The two different types of histological pictures, plus the 

time interval, excludes this case on Smith's criteria, but 

it nevertheless bristles with interesting possibilities. 
36 

Zuspa.n reports a similar case. Here the time interval 1fa.s 

I4 years. 
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TREATMENT: 

It is now genere.lly accepted the.t intra-cavitary radium, 

followed by a Wertheim's type of operation after an interval 

of 6 to 8 weeks, is the procedure which gives the best 

results. The re.dical operation is necessary if pelvic lymph

nodes, which are positive for cancer in a fair number of 
37 cases, are to be removed. Meigs gives an incidence of 23% 

for positive nodes in 47 cases of cancer of the corpus uteri. 

Other authors have published similar findings. In this 

series only 7 radical hysterectomies with pelvic lymph

adenectomy have been performed. In 2 cases positive nodes 

were present. It is significant, however, in Meigs' series, 

to note tha.t when the corporeal cancer involved the endo

cervix the lymph-nodes were involved in 50% of cases, whereas 

when the endo-cervix was not affected the nodes were only 

positive in ~2~ of cases. The prognosis thus very definitely 

depends on the extent of uterine involvement of the carcinoma. 

A five-year follow-up of these cases is intended and 

a comparison of the results of treatment will then be shown. 

CONCLUSIONS: 

It w~uld appear from the investigation of this series of 

cases and also from the literature that the conditions of 

obesity, hypertension, diabetes mellitus, endometrial hyper-

plasia., a delayed menopause and endometria.! carcinoma, have 

a similar aetiologica.l factor, namely, pituitary dysfunction. 

It is ]21 intended to prove that dysfunction of this gland is 

!h! cause of endometrial cancer but that disturbances of the 
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hypothalamic - anterior pituitary - adrenal cortex - ova.ria.n 

chain is possibly a link in the chain of events leading to 

carcinoma or the endometrium·. 

In this series the evidence does not suggest that ovarian 

tumours of the feminising type, nor oestrogen therapy at, or 

after, the menopause have any relation to endometrial 

carcinoma. Nor does it seem probable that uterine fibroids 

predispose to cancer of the corpus uteri. 

The effect of pelvic irradiation prior to the onset of 

endometrial cancer is not certain; it is felt, however, that 

there may be some connection. It is knom. that irradia.tion 

can cause a cell to become malignant. It thus would seem 

advisable to use surgery "'herever possible in the treatment 

of benign pelvic condi tiona, instee.d of irradie.tion. 

It is felt that the very low incidence or corporeal cancer 

in the non-~fuite races, especially in the Bantu, is of special 

significance. It is possibly a racial immunity. It is hoped 

to investigate this aspect in the near future. 

SUMMARY: 

I. An investigation of 80 cases of endometrial carcinoma is 

presented. 

2. Attention is drawn to the low incidence in the non-White 

races and the high incidence of cervical cancer as compared 

to the White races. 

3. The associa.tea conditions of infertility, late menopause, 

obesity, hypertension, diabetes mellitus, endometrial 

hyperplasia, uterine polypi and feminising ovarian tumours, 

are discussed in the light of the relation to endometrial 
cancer. 
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4. The effect of irradiation and oestrogen therapy is in-

vestigated and discussed. 

5.. Treatment is briefly analysed and. discussed. 

6. It is attempted to show that there is a general endocrine 

disturbance associa.ted with the pathogenesis of 

endometrial carcinoma .. 
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