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against illness under one of the insurance schemes. This form
of insurance, as has been mentioned, is a contract between the
insurance company and the member (or patient) and there i
no obligation for the company to pay the doctor, but only to
indemnify the member to the extent of his cover. The Asso­
ciation will have no agreement in respect of these insured
persons in terms of the resolutions quoted, and doctors wjjJ

have to look to the patients for their fees as is the case generally
in private practice. Only in the groups which are approved
will there be an obligation to pay the doctor direct and in full
according to the preferential tariff.

At the time of going to press, no new groups (or societies)
have been approved in terms of the Council's resolutions. As
oon as any are approved their names will be published in the

Journal for general information.

,ONBELANGRIKE SlEKTES'

Daar bestaan ongetwyfeld 'n aan ienhke aantal toestande
wat '0 mens dikwels by pasiente aantref, maar wat DIe ID

enige standaard handboek be kryf is Die en wat geensins
die lewensverwagting van die pasientbeinvloed of sy normale
aktiwiteite beperk nie. Die meeste pasiente verwag egter
tog altyd 'n naam vir hul siekte en baie verwag ook 'n ele­
mentere verklaring van wat aan die gang is.

In die tweede Lettsomiese lesing1 vir 1959 het Richard
Asher die gehoor gevra dat alma:J hulle hande moet opsteek
wat al 'n kort, skerp, naaldagtige pyn oaby die punt van
die hart ondervind het wat skerp gelokahseer is tot eeo
plek binne die borskaswand en wat voel asof iets daaraan
vaskleef. Asemhahng verskerp die pyn en die persoon voel
Die genee tot 'n diep asemhaling rue. Die pyn verskyn skielik
en verdwyn binne enkele minute en, hoewel akuut, is dit
nie in die minste onrusbarend rue. Meer as een derde van
die gehoor het hulJe hande opgesteek. Hy het voorts beweer
dat die toestand rue 'n naam .het rue, en dus rue 'n kliniese
bestaan het Die.

Kort na die pubhkasie "an die lesing het die Briewerubrieke
in die betrokke tydskrif (Lancet) die aandag daarop ge­
vestig dat die toestand wel be kryf is deur Miller en Texi­
dor,2,3 en in 'n latere brief bevestig Asher dan ook hierdie
mededeling, en verwys hy na 'n voller bespreking deur
Miller en Texidor3 in 'n onlangse publikasie. Asher stel
dan in die brief voor dat die naam ,Texidor's twinge' gou
populer sal wees onder die publiek en as altematief kan
,precordial catch' gebruik word.

'n ADder toestand wat ook onlangs die aandag getrek
het, is ,sluimer-rukkings' (,drowsing jerks'). Hierdie toe­
stand van nagtehke miokloniese trekkings kom algemeen
voor, en die meeste mense ondervind dit op die een of ander
tyd. By sommige persone kom die toestand egter meer
dikwels voor en kragtiger trekkings vind plaas. Somrnige
neuroloe, onder wie Symonds,5 beskou laasgenoemde

groep as 'n vorm van epilepsie-'n opvatting wat onder­
steun word deur die voorkoms van duidehke epileptiese
aanvaIJe by somrnige van hierdie persone, die verbetering
wat intree met antikonvulsiewe p:riddels en die, wehswaar
seldsame, elektro-ensefalografiese abnorma1iteite in enkele
gevaIJe. ~wald, I dllarenteen, het vier gevaIJe tot in fyn
besonderhede ondersoek en vind geen punte van verski:J
tussen die enkele ruk by ,normale' persone, en die trekkings
wat in 'n ergere graad en meer dikwels by somrnige persone
voorkom Die. Hy stel voor dat geestesspanning verwant
mag wees aan die veelvuldige voorkoms van hierdie trek­
kings, en dat dit net so wel psigogeen as epilepties mag
wees. Die E.E.G.-studies in hierdie gevalle toon dan ook 'n
gewysigde ontwakingspatroon eerder as 'n epileptiese oot­
lading.s

In die oorgrote meerderheid van gevalle is hierdie trekkings
waarskynlik Die epilepties van aard in die kliniese betekenis
van die woord nie. Die feit dat die toestand soms in aan­
sluiting aan epilepsie voorkom, mag slegs dui op 'n groter
neiging tot sinkronisasie van neuronale ontlading in epi­
leptici as in normale persone.

Daar bestaan ongetwyfeld baie suJke verwante verskynsels
waarvan die megaDisme onbekend of onseker is en, omdat
die verskynsels Die benoem is rue, kan ons Die van hulJe
praat rue en bestaan hulle dus rue as lliDiese begrjppe rue.
Ons luister na die pasient se beskrywing van sy toestand,
maar veronagsaam dit dan as iets wat van geen belang is
nie en ons konsentreer op bestaande kliniese toestande wat
wel name het. 'n Toestand wat geen naam het Die beteken
(in kliniese en praktiese terme) 'n dokter wat geen raad
het rue.

I. Asher, R. (l959): Lancet, 2, 359.
~. Miller. A. J. en Texidor, T. A. (1959): J. Amer. Med. Assoc., 159, 1364.
3. Id,m (1959): Ann. Intern. Med., SI, 461.
4. Asher, R. (1959): Lancet, 2, 735.
5. Symonds, C. P. (1953): J. Neural. Neurosurg. Psychial., 16, 166.
6. Oswald. 1. (1959): Brain. 82, 92.

SOME ASPECTS OF AN ANALYSIS OF 8,701 OBSTETRIC CASES FROM A
TRANSKEI HOSPITAL

Do . P. SKINNER M.B., CH.B. (CAPF TOWN) .
Department of Obstetrics and Gynaecology, King Edward VII Hospital, Durban

There appear to be no obstetric figures available from Let it be said at the outset that many of the statistics
the Bantu reserves of South Africa and, as these reserves disclosed by this analysis are far from ideal, and would
have their own pecuharities of population distribution, probably be considered appalwg for any urban area; but
agriculture, and economic and social factors, and primitive in the Reserves; with their many problems, one probably
ideas about health, disease and childbirth, it was decided sees a good 'deal more abnormal obstetrics than in any
to analyse a series of obstetric cases from a Transkei" hospital. other part of the country.

Certain aspects of a broad analysis of 8,701 obstetric The cases have come from every district in the Transkei.
cases over a period of 91 years are now presented from the There has been no functioning antenatal clinic at this hospital
Sir Henry Elliot Hospital, Umtata. and, as far as we know, no provincial ho~pital in the Transkei
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31 ( 3'7%)

11(1'3%)

578 (69'4%)

12} (14,8%)

90 (10'8%)

17 (33'3%)
9 (l7'6/"J
5 (9' 00

3 ( 5'9%)
3 ( -'9%)
3 ( 5'9%)
2 ( 3'9%)
2 ( 3'9%)
7 (13'7%)

TABLE 11. CAUSES OF MATER AL MORTALITY

Ruptured uterus
Obstetric shock (prolonged labour)
Toxaemia
Anaesthesia
Caesarian section
Haemorrhage
Pulmonary embolus
Puerperal sepsis
Diverse *

Total maternal death 51
* Congestive cardiac failure I, 0lvu1u of caecum I, paralytic

ileus 2, pneumonia I, acute yellow atrophy I, bur t abdominal
woupd and shock I.

of the total is due to prolonged labour and its as ociated
hazards, one-third of the total being due to uterine rupture
alone. Eclampsia accounted for only 10% of the death
in this series. Simpson Wells6 gives the annual non-European
maternal mortality for the City of Cape Town over the
10 years 1948 - 57 as 1· 15 per 1,000 total births, of which
29 % are due to toxaemias of pregnancy and the puerperium.

MULTIPLE PREG A 'CY

The incidence of twin pregnancy is generally accepted as
1 in 80, and the incidence of triplets as I in 6,000 or more.
These figures certainly do not apply to the African women
delivered in the Sir Henry Elliot Ho pital. In this eries
there were 423 twin births (an incidence of 1 in 21), and
13 triplet births (an incidence of 1 in 669).

Lavery7 reports 180 twin births in 4 625 cases mostly
atives, at Barag\vanath Hospital, Johannesburg, an incid­

ence of I in 26. Lawson and Lister,z in Ibadan, quote an
incidence of 1 in 24. However, ixon et al. found no ignifi-

stillbirth loss in emergency admis ions, than in 'booked'
cases. In the present series, cord complication trans er e
lie, prolonged and difficult. labour and forcep deli ery
accounted for the majority of Group- tiUbirth.

The stillbirth in Group Care les than would be e pected
for there i a high incidence of chronic malnutrition in the
pregnant Xosa women in the reser es; thi ob er ation
applies, too, to the relatively low prematurity till birth rate.
Possibly a fair proportion of Group B belongs to Group C.
As Rh typing and Wa ermann tests have not been.. done
throughout, the number of stillbirth due to these factors i
unknown. Zoutendyk' ha hown that haemolytic di ease
of the newborn is uncommon in the Bantu.

The incidence of stillbirths from foetal malformation
(Group D) is comparatively low (3' 7%). Baird et al.4 found
a proportion of 15·6 % -in Aberdeen, and in Resnick's
seriesl the incidence (2'9%) in Cape Town is low. The
figure in trus series would be higher, were it not for the
large proportion in Group A.

There are many unexplained stillbirth, i.e. the 'fresh'
stillbirths in group B ('unknown causes') where, in many
instances, the foetal heart sounds are good before delivery
but, a few minutes later, delivery of a dead baby is the end­
result of a perfectly normal labour. This finding is al 0

mentioned by Lister5 in Nigeria.

MATERNAL MORTALITY

There were 51 maternal deaths, an incidence of 5· 9 per
1,000 parturients. Corrected for 18 cases admitted moribund,
the incidence is 3· 8 per 1,000. An analysis of the maternal
deaths is given in Table H. It can be seen that one-half

TABLE l. A ALYSIS OF STfLLBIRTHS

Group A. Hazards ofLabour,
including umbilical-cord complications, forceps
extractions, ruptured uterus, Caesarean section,
destructive operations, precipitate labour and ab-
nonnal presentations.

Group B. Unknown Causes,
including macerated (68) and fresh (54) stillbirths.

Group C. Maternal CondiTions during Pregnancy,
including antepartum haemorrhage, pre-eclamptic
toxaemia, eclampsia, syphilis and diabetes.

Group D. Foetal MalformaTions,
including hydrocephalies, anencephalies and
others.

Group E. Miscellaneous,
including 6 extra-uterine pregnancies and 5 post­
mature (?) cases.

Total Stillbirths 832

these are preventable foetal deaths. Lawson and Lister2

show a 5-times greater, and Resnickl a 6-times greater,

provides a modern antenatal service. If such provision
were made, the peri-natal and maternal mortality would
undoubtedly decrease but it would probably still be higher
than normally accepted figures, for such reasons as the
cattered nature of the population, the relative deficiency

of transport and communications, and unwillingness on
the part of some of the mothers to be confined in hospital.
The .vast majority of Xosa women have their babies at
home; the more enlightened ones, and those in trouble,
come to hospital.

These maternity patients present themselves for admission
when in labour, or when they are in labour difficulties,
whether they live 5 or 70 miles away. Thus a woman in
labour with some difficulty or other has to consult her
husband or relatives about going to hospital, and perhaps
also a witch-doctor. The relative then has to go to the
nearest trading station to telephone for a very overworked
ambulance to fetch the patient. Thus there is often a con­
siderable delay before the ambulance eventually arrives at
the hospital with the patient, after traversing some very
'secondary' roads. Thus mothers are often admitted after
having been in labour for 3 or 4 days.

Material. From the period January 1950 to July 1959,
8,701 expectant mothers, delivered of 9,150 babies, were
admitted to the l8-bed obstetrical ward of the Sir Henry
Elliot Hospital, Umtata. They were all emergency admis­
sions. It is not known how many of them had antenatal
care from private doctors or mission hospitals. All the

,701 patients, except 186 Coloured were Bantu, chiefly
of the Xosa tribe.

ormallabours. The" patients who were delivered norm­
ally and had live babies numbered 6,040, i.e. 69·4%.

STILLBIRTHS AND OTHER PERINATAL MORTALITY

There were 1,104 perinatal deaths, a rate of 120·7 per 1,000
live births and stillbirths. Of t1)ese, 838 or 91·6 per 1,000,
were stillborn. In a Cape Town series given by Resnick,1

the stillbirth rate for non-Europeans was 50· 5 per 1,000.
o foetal heart sounds were heard on admission in 473

of the stillbirth cases, i.e. 56· 4 %. 220 stillbirths were prema­
lUre (26' 3 %).

The stillbirths are classified in Table I, from which it
can be seen that 578 (69' 4 %) were due to mechanical stresses
or hazards of labour. This i-s in contrast with 38·3 % in
Resnick's series,l which is to be expected under the widely
differing conditions. The obvious inference here is that
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Twins
Triplet

Total multiple pregnancie
Eclampsia ..
Pre-eclampsia
Multiparae __
Stillbirths _. __
Admitted with retained twin
Maternal mortality

cant difference in the incidence of twin pregnancy among t
Africans as compared to a European group in an urban
area in orthern Rhodesia.

In the present series, 62 of the twin pregnancie were
mothers admitted with a retained twin. Excluding these
cases, the incidence still works out to 1 in 24. An analysis
of the twin pregnancies is given in Table rn. It can be seen
that 87' 8 % of th~ cases were multiparous women, and

TABLE HI. A ALYSIS OF MULTIPLE PREG A 'CIES

423 ( 1 in 21)
13 ( 1 in 669)

436 ( 1 in 20)

In( 4'4%)
383 (87-8 0

0

126 (28-9%)
62 (14-2%)

5 (Il -5 per 1,000
parturients)

Extra-uterine pregnancy __ 1 ( O' 23 %)

that in only 4·4% of cases was there recognizable eclampsia
or toxaemia. The latter figure is perhaps not a true reflec­
tion, as will be indicated later. There does not appear to
be any explanation for the seemingly higher incidence of
multiple pregnancy in these Africans; the incidence of
infertility in the reserves appeared to be high.

OBSTETRJCAL OPERAnONS

Caesarean Section
There were 640 Caesarean sections performed over the

9}-year period, an incidence of 7· 4 %. Nixon et aJ.8 record
the wonderfully low incidence of O· 33 % in their series of
lO,OOO African deliveries in a well conducted clinic in Northern
Rhodesia. Montgomery9 found an incidence varying be­
tween 2· 7 %and 7· 3 % in a rural area in Southern Rhodesia,
and van Dongen10 records an incidence of 2· 03 % over a
lO-year period in a European group in Johannesburg.

The vast majority of Caesarean sections in this series
were of the lower-uterine-segment type. The indications
and their frequency are listed in Table IV. Cephalo-pelvic
disproportion accounted for 67 % of sections performed,
but quite a number in this category were done for combined
reasons with disproportion as the common basic factor.
Disproportion appears to be very common in the Xosa.

TABLE rv. ANALYSIS OF INDICATIONS FOR CAESAREA SECTION

Disproportion _. 429 (67' 0 %)
Placenta praevia _. 52 ( 8·1 %)
Foetal distress __ 47 ( 7'3%)
Abnormal presentation 23 ( 3-6%)
Previous Caesarean section 20 ( 3·1 %)
Cervical and vaginal pathology (not VVF) 15 ( 2· 3%)
Incoordinate uterine action 12 ( 1-9%)
Antepartum haemorrhage 9 ( 1·4rJ
Vesicovaginal fistula .. 6 ( 0'9%)
Pre-eclamptic toxaemia 4 ( 0 -6) %
Uterine prolapse 4 ( 0-6%)
Diverse indications * .. 19 ( 3· 0%)

Total Caesarean section 640
* Constriction ring 3, bad obstetrical history 3, foetal abnor­

mality 3, maternal disease 3, impending uterine rupture 2, elderly
primipara 2, cord presentation 2, maternal distress l.

The group classified under abnormal presentation in­
cluded brow presentation and transverse lie with a tonically
contracted uterus.

Forceps Delivery
There were 521 forceps deliveries over the 9~-year period,

an incidence of 6· 0 %.
Destructive Operations

There were 48 destructive operations performed, an
incidence of 1 in every 181 labours. This is very high, but
a considerable number of patients are admitted after having
been in labour for 48 hours or more with an obstrncted
vertex presentation, or with a transverse lie and dead foetus
The incidence given here is probably at least 3 times as
high as any comparable European group in this country.
Montgomery9 found an incidence of 45 destructive opera­
tions in 3,275 deliveries in a Rhodesian rural area, an in­
cidence of 1 in 73 labours. Present-day tendency appears
to favour Caesarean section as being far less dangerous
to the mother than the well-known ha;rards of certain de­
structive operations. In the present series, 4 ruptured uteri
were discovered after destructive operations and 7 after
internal po!ialic version. These destructive operations are
one of the unfortunate aspects of obstetriCs in rural areas
such as this, where patients come from miles away when
in difficulty with their labours.

ECLAMPSIA AND PRE-ECLAMPTIC TOXAEMIA

In an area where the vast majority of pregnant women
receive little or no antenatal care one would expect a high
incidence of the toxaemias of pregnancy. It is generally
accepted in this country that the incidence of pre-eclamptic
toxaemia is lower in the Bantu than in the Coloured or
European races; however, there appear to be no compara­
tive figures to make this perfectly clear. It is also known
in this country that there are apparent geographical differ­
ences in the incidence of toxaemia and eclampsia. These
two features are not explained by F. J. Browpe's theoryll
of the aetiology of pre-eclampsia and eclampsia; viz. that
placental ischaemia results in failure of placental oxygen­
sensitive oxidases to inactivate the pressor hormones from
the hyperactive adrenal cortex of pregnancy. Brownell
states that toxaemia and eclampsia appear to be commoner
in certain areas of the USA where pellagra is endemic,
and suggests that deficiency of vitamin B complex is a factor
in the production of toxaemia and eclampsia., Yet in the
Transkei where deficiency of vitamin B complex is practically
endemic, and pellagra very common, the incidence appears
to be lower than that encountered in the Eur_opean races.

In this series, there were 18 cases of eclampsia in 8,701
cases, an incidence of 1 in 483 or O· 2 %, a comparatively
low figure in an area where properly supervised antenatal
care is minimal. There were 67 cases (0· 77 %) classified as
pre-eclamptic toxaemia, i.e. with systolic pressure over
140 mm. Hg and/or diastolic pressure over 90, and/or
albuminuria. The incidence by parity (as between primiparae

TABLE V. ECLAMPSIA AND PRE-ECLAMPSIA

Primiparae Multiparae
No. of cases 3351 5350
Eclampsia.. 13 (0·39%) 5 (0' 09 %)
Pre-eclamptic toxaemia 35 (1·04%) 32 (0'60%)

and multiparae) is shown in Table V. Unfortunately, the
figures for pre-eclamptic toxaemia in this series cannot be
regarded as a true reflection, for 2 reasons, viz.: (l) As
there is no antenatal or follow-up clinic, and laboratory
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TABLE VI. ABNOR..>.1Al. PRESENTATIO S

AB 'ORMAL PRESENTATIONS

10 the 8,265 cases in the series (exclusive of the 436 cases of
multiple pregnancy) there were 484 with abnormal presenta­
tions (5·9%). They are classified in Table VI.

fa ilities ha e not been a ailable till comparati ely recently
it i- not known how many of these patient \ ere cases of
rlephritis or of essential hypertension. (2) Case record
were often incomplete, blood-pressure readings and result
()["urinalysis being omitted in many instances.

At Baragwanath Hospital, Johannesburg, in 4,625 cases
Lavery' reports 16 eclamptics (0' 34 %) and 408 pre-eclamptics
( ·8%). Is it possible that the incidence of the late toxaemias
C)[ pregnancy is lower in the rural Bantu than in the urbanized
l3anru ?

Breech presentation occurred in 139 cases, an incidence
of 1 in 59 (I. 7 %). Of these, 32 were admitted with the
breech half born, and there was a total of 68 stillbirths a
corrected mortality of 25· 9 % (36 in 139 cases).

Persistent occipito-posterior presentation occurred in 131
cases, or I in 63 (1.6 %). Excluding the cases that terminated
in forceps delivery, there were 4 stillbirths.

Transverse lie or shoulder presentation was seen in 97
cases, an incidence of I in 85 (1. 2 %). The usual incidence
is stated to be 1 in ISO - 200 deliveries.l.2 As might be ex­
pected under the conditions prevailing in this area, with
no satisfactory antenatal care, the stillbirth rate from this
omplication is exceedingly high, there being no less than
3 stillbirths (75 %)-of which 8 cases were associated with

uterine rupture-directly or indirectly due to usually neglected
shoulder presentations. Of these 73 foetuses 28 were macerated,
and in the great majority no foetal heart sounds were audible
on admission.

Face and brow. There were 12 face and 13 brow presenta­
tions, an incidence of 1 in 689 and I in 636 respectively.
Excluding the cases admitted with no foetal heart sounds
audible, the corrected stillbirths rate were 25 % and 15 %
re pectively.

Compound presentation. The 13 compound presentations
(I in 636) were as follows: Arm or hand with head 11,
hand and breech I, vertex, hand, foot and cord 1. They
included 8 stillbirths, and 3 prolapsed cords.

Prolapsed cord. The incidence of this accident is stated
to be about 1 in 200 deliveries.a As might be expected, in
this series the incidence is high, there being 79 cases of
prolapsed cord, or I in 105. In 36 cases the cord was pro­
lapsed on admission, and altogether there were 64 stillbirths
resulting from tbis complication, the corrected foetal mor­
tality being 36 %. (The foetal mort.,uity from this complica­
tion is quoted at between 25 and 40%.) The presentations
as ociated with the prolapse were as follows: Vertex 47
(59'5%), breech 12 (15'2%), transverse lie 16 (20'3%),
face and brow I (1. 3 %), compound 3 (3. 8 %).

A lTEPARTUM HAEMORRHAGE

The cases cl ifled under thi heading numbered 130.

Placenta l'raevia
There \ ere 0 cases of thi condition. nfortunatel

the type was not ah ay tated, and 0 it a not po ible
to analyse the various grade of placenta praevia. Cae arean
ection was performed in 52 case , and the remaining 2

were treated conservatively, by forcep deli ery, version
or rupture of the membranes. There were 29 tillbirth
including triplet (35) attributable to this condition. In a
eries of cases with antepartum haemorrhage from the

Cape Town in titutions reported by LOUW,13 there were
48 stillbirths in 224 cases (21 0

0 •

One mother (grav. 3) with placenta praevia died, but
on admission she had a blood pressure of 200/130 mm. Hg
and was bleeding freely. As well as a type 1 or 2 placenta
praevia, a large retroplacental haematoma was found, and
she had a massive postpartum haemorrhage. She died
with oliguria 4 days after delivery.

Accidental Haemorrhage
In the 50 cases of accidental haemorrhage, 34 of the

infants (68 %) were stillborn. This high figure is only to be
expected where antenatal supervision has been minimal
or non-existent, and where there is a chronic shortage of
beds. The accidental haemorrhage was attributed to toxaemia
of pregnancy or hypertension in 7 cases (14 %), and in
one case it followed external cephalic version. In 42 cases
(84 %) the cause of the haemorrhage was unknown. An
interesting feature is that 43 (86 %) of these cases of accidental
haemorrhage were multigravidae.

Maternal Deaths
Two mothers died as the result of haemorrhage. One ca e

has already been described under 'placenta praevia'. The
other was a patient who had an accidental haemorrhage as
part of a generalized bleeding tendency manifest as haema­
turia, bleeding gums, and postpartum haemorrhage follow­
ing delivery. The cause of death was certified as puerperal
sepsis. This case may well have been one of fibrinogenopenia,
of which, however, the incidence in this ser,ies is unknown.

RUPTURED UTERUS

Rupture of the uterus seems to occur far oftener in the
African than in the European. Harris and Angawa14 (Kenya)
reported an incidence of I in 117 births; Lavery15,16 (Bara­
gwanath, Johannesburg), 1 in 137 deliveries and I in 219
deliveries in 2 separate series; and Montgomery9 (Rhodesia)
1 in 300 deliveries.

In the present series there were 57 cases of ruptured
uterus, an incidence of I in 153 deliveries (Table Vll); and
17 maternal deaths were attributable to this accident, a
maternal mortality of 29'8%. In 51 cases the rupture was
associated with a stillbirth (89' 5 %). The parity of the 57
cases ranged from 5 primiparae to I para 10. The bull<
of the ruptures occurred in women between para 1 and
para 5, the largest number (13) falling in para 3. The ages
ranged between 20 and 44 years, the quinquennial age­
group with the most cases (25) being 25 - 30. In 26 case
the uterus was ruptured before admission.

Rupture -through scar. Twelve cases were associated with
dehiscence of the scar of a previous Caesarean section
(4 classical, 8 lower uterine segment). As far as could be

139 1 in 59
131 1 in 63
97 1 in 85
12 1 in 689
13 I in 636
13 1 in 636
79 I in 105

486

Breech presentation ..
Persistent occipito-posterior
Transverse lie
Face ..
Brow ..
Compound presentation
Cord prolapse

Total abnormal presentations ..
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I

TABLE 11. RUPTURED TERUS

Total Rupwres 57
Rupture through scar 12 Cia ical 4

Lower egment 8
pontaneous 31

Tran ver e lie 6
Di proponion 18

nknown .. 7

ociated with ob tetric
interference 14 De truclive operation 4

Inrernal ver ion 7
Forcep 3

Maternal Deaths .. J7
Following repair 7
Following hysterectomy 7
Before surgical treatment 3
A ociated with car rup-

lUre 0

Stillbirths 51

Live Births 6

Surgical Treatl1leJII 54
Repair of uteru 37
Hysterectomy 17

Average Parity of Cases 3·4 pregnancie

Average Age of Cases 28· years

a certained, these were mostly complete ruptures, involving
endometrium, muscle and peritoneum, but this was not
always stated. In 2 cases of rupture of a lower- egment
car, the bladder was ruptured as well. One of these (which

1 saw) howed a tear of the postero-superior surface of the
bladder where it had been in clo e relationship to the lower-
egment scar. The whole interior of the bladder and trigone

were clearly visible. Both of these cases did very well with
bladder repair and continuou uCfion drainage for 3 weeks.
(In 2 other cases, not associated with scar rupture, but
with rupture due to neglected shoulder presentation, the
bladder was similarly torn.) Feeny and Barry17 comment
on this accident to the bladder in rupture of a lower-segment
car, and found 2 similar case out of a total of 16 scar

ruptures (both classical and lower egment). They point
out that excessive or vigorous 'wiping down' or 'mobiliza­
tion' of the bladder and the lower utero-vesical flap during
lower-segment Caesarean ection results in the formation
of scar tissue from the organization of clot in this area of
loose cellular tissue. Thus the po terior wall of the bladder
becomes adherent to the tran verse incision in the lower
segment o' the uterus, and coincidental violent rupture of
both organs is likely to occur jf splitting or tearing should
begin in the uterine scar in a ub equent pregnancy or
labour. These author therefore advise that downward
dis ection of the bladder is both unnecessary and inadvisable
in lower-segment Caesarean section.

Rupture associated with obstetric manipulation. The
series included 14 ruptures discovered after an obstetrical
manreuvre or operation. Of these, 4 followed destructive
operation, 7 internal version, and 3 forceps delivery.

Spontaneous rupture. There were 31 spontaneous rupture,
as follows:

Transverse lie: 6 cases. These were all multiparou patients.
(There were. actually 13 ca es in which transverse lie had been

the presentation, but version had been done in 7 and rupture
was only discovered after version.)

Disproportion: 18 cases. This group included 5 primiparae
who had been in labour for 2 days or more with an ioadeQ.uate
pelvis (3 vertex, 1 breech, I brow). In I case the foetus w
hydrocephalic.

Unknown causes: 7 cases, ranging between grav. 5 and
gra . 10. Of these, 3 gave a history of normal previou
labours.

Duration uf labour. In many of these cases of ruptured
uterus the duration of labour had been shorter than one
would have expected, but the history of duration is often
very unreliable in the Xosa. Nevertheless, one gains the
impression that the uterus ruptures more easily in the Bantu
than in the European. Gillman et al.'8 have produced
experimental evidence that rats fed on certain deficiency
diets become more liable to uterine rupture, and they think
that deficient "diet may be of some importance ilL the produc­
tion of ruptured uterus in the Bantu.

Surgical treatment of ruptures. The policy throughout
seems to have been conservation of the uterus wherever
possible. The uterus was repaired in 37 cases (65%), but
it was not always indicated whether the patient had been
sterilized. Hysterectomy was carried out in 17 cases (30 %)"
In 3 cases the patient died before operation. It is interesting
to note that none of the scar ruptures resulted in a maternal
death. This has also been the finding in other series; Laveryl'
reported no maternal deaths from 25 scar ruptures, and
Feeny and Barry17 I maternal death out of 15 ~car ruptures.
Excluding the scar ruptures in this series, the uncorrected
maternal mortality rate from ruptured uterus is 37·7 %.

LATE INTRA-ABDOMI AL PREGNANCY

There were 7 near-term extra-uterine pregnancies in the
series, including I set of twins. There was only 1 foetal
survivor from the 7 cases.

YESICOVAGI AL FISTULA

'Time was when a vesicovaginal fistula all too commonly
followed a prolonged or difficult labour.' This statement
by Chassar Moir19 sounds very ironical when applied to
our Bantu reserves, for that time still applies in these and
other similar regions. In the present series a vesicovaginal
fistula was found in 38 patients, 6 before delivery (these
were delivered by Caesarean section) and 32 demonstrable
after a difficult or prolonged labour; an incidence of I in
229 cases. As the majority of mothers-even after a pro­
longed labour-are discharged on the 3rd postpartum day
to vacate a bed, the actual number is probably far higher.
One of the commonest obstetrical complications met with
here is in the young primipara with an obstructed labour due
to an inadequate pelvis. One sees a patient who has been
in labour for 2 days or more (some give a history of having
had the head on the perineum for 3 days!); she is some­
what distressed and .has a secondary inertia; there is usually
a very full bladder, and a caput of deceiving appearance
appearing at the very oedematous vulva; there is usually
no foetal heart audible. Of the vesicovaginal fistulae in this
series 23 were in primiparae. All the cases had a prolonged.
obstructed labour. Forceps delivery was done in 13 cases:
and crani"otomy in 3 cases. In 2 cases the uterus was ruptured.
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of the problems of maternity ervices in the reserves are
discussed.

2. The maternal and perinatal mortality is high and,
in the main, preventable.

3. The incidence of muLtiple pregnancy (1 in 24 for
twins corrected) is high.

4. AIl the admissions being of an emergency nature, the
incidence of obstetricaL operations (Caesarean section,
forceps delivery and destructive operations) is higher than
in urban areas.

5. The incidence of eclampsia and pre-eclamptic toxaemia,
notwithstandIng the Lack of antenataL care, appears to be
lower than in the European, although the figures given are
possibly not a true reflection for indicated reasons.

6. The incidence of abnormal presentations generally
appears to be higher than in institutions where mainly
booked cases are admitted. This applies, too, to the large
number of cases of ruptured uterus (57) in the series. The
foetal mortality from these compLications is exceedingly
high. Vesicovaginal fistula due to prolonged obstructed
labour is commonly seen.

7. Suggestions are made for improvements in the ma­
ternity services in the reserves.

I should like to thank Dr. Hugh Reid, Medical Superintendent
of Sir Henry Elliott Hospital, for permission to publish these
figures. Also I am grateful to Dr. Dennis Lavery, of Baragwanath
Hospital, Johannesburg, for his interest and figures supplied,
and to Prof. James T. Louw for his encouragement.

SUMMARY AND CONCLUSIONS 15.
16.
17.

1. Some aspects of a survey of 8,701 non-booked obstetric 18.

ases are presented from a Transkei hospital, and somet}.

DISCUSSION

It is possibly unjustifiabLe to leap to conclusions from
figures given by one individual, particularly in this series
of obstetric cases which is probably only 1/50th of the
total number of maternity cases in the Transkei over the
ame period, arid is not a random seLection in that all the

patients had come into hospital, mainly in emergency.
'evertheless, this small representation of the total maternal

and foetal mortality, and the accidents of labour, from one
hospital, shows that there is vast room for improvements.
These improvements must undoubtedly take the form of
many more maternity beds, better antenatal facilities, and
education in matters concerning childbirth and the care
of the neonate. The maternity services of any given area
must surely be as good as its antenatal services. The majority
of the mission hospitals in the Transkei have good antenatal
linies, but these are a drop in the ocean. In the Umtata

district only, there are antenatal clinics under the Depart­
ment of Public Health, but there appears to be no collabora­
tion with the hospitals.

One of the main problems appears to be the distribution
of the population. It is felt that possible methods of im­
provement would be as follows: (1) Three or more large
antenatal clinics should be provided at the bigger centres
where there are hospitals that can deal with maternity
ases. (2) Smaller clinics should be provided in all the

smaller towns and villages in the Transkei. They should be
established either by the provincial authorities or the central
government and, besides giving antenatal services, should
each have about 6 beds for immediate emergencies. These
subsidiary clinics should be managed by one or two full­
time midwives under the supervision of either the local
district surgeon or other interested practitioner in the village
oncerned. (3) Flying squads should be established in

conjunction with the provincial hospitals in the Transkei,
independent of the usual ambulance services and staffed
by trained midwives, who should be instructed in the tech­
nique of intravenous therapy for use while the patient is
being transferred to hospital. Such flying squads have been
established in rural areas of Rhodesia9 with some measure
of success.

DBI (PHENETHYLDIGUANIDE) IN THE TREATMENT OF DIABETES MELLITUS
T. ScITh'EIDER and S. LOPIS, Diabetic Clinic, General Hospital, Johannesburg, and

W. M. POUTZER, South African Institutefor Medical Research, Johannesburg

The successful debut of the sulphonylureas, carbutamide
and tolbutamide as oral hypoglycaemic agents was bound
to act as a stimulus to the search for still more effective
drugs in the treatment of diabetes mellitus.

In 1957 Ungar et af.! were able to report on the effective­
ness of N-p-phenethyl-formamidinyl-iminourea (also called
phenethyldiguanide . or DB!) as a blood-sugar-lowering
agent. Further experimental confirmation of this finding
was provided by Williams et aP and Tyberghein et al., 3

and clinical reports of the successful use of DBI were soon
presented by Pomeranze et al.4 ,5 and Krall et al.l

. All investigators have been unanimous in reporting
frequent gastro-intestinal side-effects which have tended to
limit the administration of DBI, and one of us7 reported
side-effects in 7 of 10 middle-oLd-age cases to which DBI
was first administered. DBI is a white crystalline, water­
soluble substance which is now available in the form of
25 mg. tablets, but was originally provided in both 25 and
50 mg. tablet size.

MATERIAL AND METHOD

The present investigation was undertaken to determine the
effectiveness of DBI in 29 middle-old-age group diabetics




