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The foetal loss as a direct result of vaginal delivery was
low (0,9%) and the mother had escaped whatever risk is
associated with a major operation and anaesthesia, as well
as having her obstetrical life increased by at least one
infant.

Of the trial patients 90 did not succeed in a vaginal
delivery mainly because of failure to progress in labour.
The usual criteria for assessing progress are applied to
these patients, but are applied more strictly and rigidly.
The slightest suggestion that labour is not progressing as
judged by descent of the head and cervical thinning and
dilatation, or that the foetal and maternal condition is
deteriorating is sufficient to stop the trial and to end labour
by repeat section.

There is little doubt that many patients in the trial group
could have succeeded in a vaginal delivery given time, but
when dealing with an unpredictable scar in the uterus a
strict regimen must be outlined and adhered to without any
compromise.

There were many patients chosen for repeat section
because of age, high parity, poor obstetrical history or no
living issue, who could have delivered vaginally but in an
attempt to give them a live baby they were not subjected
to the risk of labour, small as it appeared to have been.

In the total group of 485 patients, therefore, a fraction
over half (243 - 50·6%) succeeded in a vaginal delivery
after one previous section with a Iow incidence of scar

rupture or foetal loss. It appears from the analysis that
vaginal delivery after one previous section can be expected
in half the patients, which may be of value to those
working predominantly among the Bantu.

However true this observation may be for Baragwanath
Hospital patients, it must be stressed that this approach to
the problem is to be used only if full facilities are available
for immediate termination of the 'trial of scar', should
conditions warrant it. It would not be in the best interests
of either mother or child if delay should occur between
the decision to end the trial and the execution of the
repeat caesarean.

In a review done at the White Queen Victoria Maternity
Hospital over a period of 3 years on the question of de­
livery after section, 361 patients were analysed. Elective
repeat section wa-s performed on 199 patients and 162
were permitted an attempt at vaginal delivery, of which
90 (55-4%) succeeded and 72 (44'6%) failed. The total
repeat section rate was 75% and the incidence of scar
rupture was 4·4 %.

I wish to thank Dr C. Kniep, Medical Superintendent of
Baragwanath Hospital, for permission to use hospital records;
and Mrs E. Clayson for typing the manuscript.
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SUMMARY

A case of Hodgkin's disease of the cervix uteri presenting
as a gynaecological problem is described. It appears to
be only the fourth case of primary Hodgkin's disease of
the cervix on record and differs from the other three in
that a second primary extrapelvic lesion was present.

A radical method of investigation and management of
the disease, in keeping with modern trends, is described.
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Any organ that contains reticulo-endothelial cells, in­
cluding the uterine cervix, is susceptible to sarcomatous
change. Involvement of the respiratory, alimentary, and
urinary systems is common but genital involvement is
generally a late and infrequent feature. .

In their classical treatise on Hodgkin's disease, Jackson
and Parker' found 3 cases of microscopic involvement of

• Date received: 17 September 1971.

the uterus among 95 cases of Hodgkin's disease coming to
necropsy; while Richmond et al.' reviewed necropsy
records of 273 patients with Hodgkin's disease and found
that 9'5% of the women had uterine involvement.

However, Hodgkin's disease in a patient presenting
with gynaecological symptoms is rare, to the extent that
primary Hodgkin's di;ease of the uterine cervix presenting
at a gynaecological clinic has been recorded on only 3
previous occasions.'"

This article reports a fourth case, which differs from
the others in that the disease was not confined to the
pelvis.

CASE REPORT

The patient was a 42-year-old South African Indian. She
had 5 children, the youngest being 5 years old. In Sep­
tember 1969 she was seen at the Gynaeco!ogical Out­
patients' Department complaining of amenorrhoea of 2
months' duration .
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Examination showed no obvious cause for her com­
plaint, her uterus being of normal size. Her cervix, how­
ever was found to be firm, slightly irregular, bulky, and
both anterior and posterior lips were obscured by an
obvious erosion which bled on touching. A cervical smear
was taken to exclude malignancy.

The cytologist reported that the smear was grossly
dysplastic and that carcinoma could not be excluded. The
patient was admitted for further investigation.

On closer examination she was found to have a well­
defined, painless, mass of lymph nodes in the posterior
cervical triangle of the neck on the right side only. The
mass was freely mobile and rubbery in consistency.
Bilateral shotty nodes were also present in the inguinal
region. All the other systems were normal, and neither
the liver nor the spleen were palpable.

A slide test for pregnancy was negative; her haemo­
globin concentration was 10·1 g/IOO ml and the white cell
count and blood picture were normal. The sedimentation
rate, however, was 49 mm/hour.

A cone biopsy of the cervix was performed because the
histology report on a punch biopsy was equivocal.

Histopathological Report

A large area of the cervix was diffusely infiltrated with
lymphoid tissue (Fig. I). For the most part, there was no
folIicular architecture, the structure being that of a lym­
phocytic background with small pockets or strands of
reticulum cells showing numerous mitoses. Plasma cells
and very few eosinophils were seen. The over-all appear­
ances was that of a lymphoma, and though typical Reed­
Sternberg cells were not seen, the histological features
more closely resembled Hodgkin's disease than any other
lymphoma.-

A biopsy on the cervical and inguinal lymph nodes
was next performed. The cervical node showed the typical
features of Hodgkin's disease with loss of architecture,
numerous atypical reticulum cells and occasional Reed­
Sternberg cells. Fig. 2 shows a part of this lymph node
with a field of lymphocytes, atypical reticulum cells show­
ing marked pleomorphism and a multinucleate giant-cell
in the left inferior aspect of the field. The inguinal node
was normal.

Chest X-ray, intravenous pyelography, and pelvic
lymphangiography all failed to show further evidence of
the disease.

In consultation with a physician and radiotherapist, the
consensus of opinion was that we were dealing with a
stage III Hodgkin's disease. This opinion was based on the
fact that most authorities today consider the disease to be
of unicentric origin.

The patient was treated with megavoltage radiotheraoy
to the cervical group of lymph nodes on the right; and a
course of cyclophosphamide (Endoxan) was administered
intravenously at a dose of 1 gram twice weekly to a total
of 109 while monitoring haemopoietic activity.

Since she remained asymptomatic and the prognosis was
regarded as poor, further treatment was withheld at th;s
stage.

The oatient was followed up at regular intervals and
in April 1971 the cervix showed a 'beefy' red erosion

Fig. 1. Low-power magnification of a section of the
cervix uteri.

which bled easily on touch (Fig. 3). The patient remained
asymptomatic but a punch biopsy of the cervix confirmed
the persistence of the lymphoma.

There was still no evidence of further extension of the
disease and the situation was reviewed in the light of this
and the current trends in management. The physician
recommended that the patient should be submitted to
laparotomy at which hysterectomy should be performed
with simultaneous exploration, splenectomy. liver biopsy.
and para-aortic gland biopsy as suggested by Glatstein
et a/.'

Accordingly, on 28 April 1971, a total abdominal
hysterectomy and bilateral oophorectomy were performed
together with the above recommended procedures, via
upper left and lower right paramedian incisions. The post­
operative course was uneventful and the patient was dis­
charged on the 15th day, to attend for regular follow-up
examinations.

The histology showed no evidence of Hodgkin"s d;sease
in erial sections of spleen, liver and a para-aortic lymph
node. The hysterectomy specimen showed Hodgkin's
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Fig. 2. High-power magnification of a section of a cervical
lymph gland.

disease confined to the cervix, but there was no evidence
of involvement of endometrium, myometrium, tubes or
ovaries.

DISCUSSION

This case is presented to document a rare presentation of
Hodgkin's disease and to illustrate some difficulties in
managing a case, seemingly of bicentric origin.

Kaplan and co-workers' at Stanford feel that this funda­
mentally neoplastic process is unicentric in origin in most,
if not all, instances. They have demonstrated further that
spread from the cervical lymph nodes can occur in a retro­
grade manner to the para-aortic glands and thence to the
spleen, liver, and pelvic Iymphatics. The presence of
disease in these intervening stations was excluded by the
somewhat radical surgery described above, and suggested
by the same workers as being an important facet in .the
modern approach to the management of the disease. Our
hesitation in resorting to this more radical approach was
based on the mistaken belief that we were dealing with
2 widely separated manifestations of a late stage of the

disease, when the patient was first assessed, despite the
normal chest X-ray, lymphangiogram and renogram at
that time.

Fig. 3. Naked-eye appearance of the eroded cervix.

After thorough diagnostic evaluation of the extent of
the disease at laparotomy, with eradication of the cervical
focus by megavoltage radiotherapy and the uterine lesion
by surgery, as described, we feel that the chances of
permanent cure are excellent in this patient who presented
as a gynaecological problem.

We wish to thank Dr H. R. J. Wannenburg, Chief Medical
Superintendent of King Edward VIII Hospital, for permission
to publish; and Drs D. Pirie, H. W. B. Grieg and A. L. Brown
for their able assistance in the investigation and management
of this case.
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