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PERINATAL MORTALITY AND CAESAREAN SECTION
THROUGH THE AGESastic

Byidiology
Faram, E. Irani,* M.B.,B.S.

Adi. E. Dastur,** M.D., F.C.P.S., D.G.O., D.E.P.
Dina. N. Patel,*** M.D., F.C.P.S., FLLCS.

rgery
ology
eneral

The Department of Obstetrics and Gynaecology, Nowrosjee Wadia Maternity
Hospital, Bombay.tin

The concomitant advances in surgical techniques, the improvementin anasthesia, the increased availability of blood for transfusion and the
use of antibiotics and chemotherapy have resulted in materia] reduction
of the mortality associated with Caesarean Section and have permitted
broadening of the obstetric indications for abdominal delivery. The
avoidance of traumatic pelvic delivery with its associated high foetal
mortality is a desirable goal. Keeping this in mind we have carried out
a retrospective study of 6699 Caesarean Sections at the Nowrosjee Wadia
Maternity Hospital, Bombay over a period of 49 years from 1929 to 1977.

y&
Surgery

Caesarean Section during the past 35 years has become an increas-

reasons for this upsurge in the frequency of use, but the basic justifica-tion lies in the lowering of maternal mortality with an increasingly foetal
salvage rate as compared with certain Operative means of vaginaldelivery. The fundamental concern today is not an arbitary percentageincidence of Caesarean delivery but what is the best method of delivery

ingly popular operation The rise in incidence has been especially note-
worthy in our Hospital since the mid 1960's There are several valid

for mother and baby when intercurrent disease exists or obstetric com-plications arise.

TABLE I
Incidence of Caesarean Section, Perinatal and Maternal Mortality

Years Incidence Perinatal Maternal

*House Surgeon,

Caesarean Mortality MortalitySection

1929-35 0.47% 12.00% 1.88%be had on

1936-42
1943.49

56% 14.00%
1.00% 1.88%

9.88% 1.27%
1957-634233.
1950-56 1. 35% 7.49%

2.10% 0.55%
7.00% 0.45%1964-70

1971-77
2.86% 6.49%
3.40%

0. 32%
5.50% 0.15%yurnals

"Assistant Honorary .
*** Dean and Honorary.
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The overall incidence of Caesarean Section at our Hospital has risen
from 0.47% in 1929 to 3.40% in 1977 (Table I). That this has been a

rewarding trend is shown by the decline in maternal and foetal mortality.

TABLE I
Changing Indications for Caesarean Section

Indications 1929-35 1936-42 1942-49 1950-56 1957-63 1964-70 1971-71

Foeto-pelvic
disproportion 69.5% 718.2% 49.3% 51.5% 29.0% 20.0% 30.3%

Antepartum
haemorrhage 14.8% 8.8% 106% 19.4% 8.0%
Previous
Caesarean
Section 9.5% 22.1% 23.0% 19.6%

Pa
Failed forceps -_ 4.2% 1.6% 1.5% 0.5%

Cord prolapse _- 4.0% 6.5% 7.5% 4.4%

Osteomalacia 13.9% 11.9% 8.2%
Miscellenous 16.6% 9.9% 15.8% 4.8% 11.2% 4.2% 4.9%

a
TOTAL 100.0% 100.0% 100.0%100.0% 100.0% 100.0% 100.0%

presentation -~ 5.0% 11.7% 14.3% 9.8%

Action -_ 4.5% 2.5% 3.4% 1.9%

Foetal distress 11.9% 6.7% 4.8% 12.7% 20.6%

1

patient to deliver from below, the incidence has now fallen to 30.3% by

during the years 1950-63, peaking at 22.1%, as being amongst the leading

in parity of women with previous Caesarean Section and a change

distress and abnormal presentation and partly also because of a
ficant decline in family size including Caesarean parity, previous Caesa
rean Section as the operative indication dropped to 19.6% in 1971-77
Increased awareness of improved perinatal salvage in abdominal delivery

4

Osteomalacia with severe kyphoscoliosis was an indication for Caess-

ing table and a special position was given. Due to good nutrition, one

hardly sees cases of osteomalacia these days. As the incidence of
rean Section has increased over the ages, the incidence of destructive
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operations and versions has decreased considerably to almost negligible
during the last ten years.

TABLE Ill
Perinatal Mortality and Perinatal Mortality in Caesarean Section

Years Perinatal Mortality Perinatal
Mortality in

Caesarean Section

1929-35 12.00% 16.00%
1936-42 14.00% 12.00%
1943-49 9.88% 5.75%
1950-56 7.49% 5.47%
1957-63 7.00% 5.20%
1964-70 6.49% 4.90%
1971-77 5.50% 4.00%

0.5%

Table II shows that the perinatal mortality has, as expected, declin-
ed considerably during the last forty years. During 1929-35, the
perinatal mortality in Caesarean Section was 16%, this figure has now
dropped to 4% during 1970-77. Improved pediatric care of the pre-
mature infant and avoidance of Caesarean Section for known dead in-
fants or those with serious congenital anomalies largely explain this strik-
ing improvement which has continued till today.

Table IV shows that the perinatal deaths in Caesarean Section for
foeto-pelvic disproportion fell from 11% in 1929-35 to 1.7% in 1971-77.
The perinatal deaths in Caesarean Sections for antepartum haemhorrage
after improving from 11.4% to 7.1% in 1964-70, was 13.4% for the period
1971-77. Cord prolapse accounted for 20% of the perinatal deaths at
Caesarean Section during 1971-77. Perinatal loss in Caesarean Section
undertaken for evidence of foetal distress continues to be high but has
shown improvement.

TABLE IV
Perinatal Deaths in Caesarean Sections According to the Indications

Indications 1929-35 1936-42 1943-49 1950-56 1957-63 1964-70 1971-77

Foeto-pelvic

Antepartum

Previous
Caesarean

Abnormal

disproportion 11.00% 4.4% 1.6% 2.2% 3.1% 2.4% 1.7%

haemorrhage 2.7% 11.4% 10.0% 7.1% 13.4%

Section 3.9% 2.5% 1.4% 2.9%

Abnormal
12.5% 24.0% 3.7% 1.1%presentation

uterine action 5.5%
Foetal distress 10.3% 11.1% 13.2% 7.1% 3.0%Cord prolapse 18.7% 15.2% 7.8% 20.0%
Osteomalacia 20.0% 25.0% 7.5%
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Recent improvements in medical induction, improvement in pedia-
iric care of Caesarean delivered infants, avoidance of Caesarean delivery
in previable, dead and seriously malformed infants, greater use of x-ray
for diagnosis of abnormal infantis, employment of several parameters for

assessing foetal maturity, amniotic fluid examinations and improved
methods of anasthesia are all measures which have lowered and are

continuing to lower the perinatal mortality in Caesarean Section.

Hence in conclusion it is seen that with the upsurge in the frequency
of use of Caesarean Section over the years, we have significantly reduced
maternal mortality and have increased foetal salvage. With the chang-

ing trends in the indications for Caesarean Section, better antenatal care
of our patients and by an increased awareness to restrict family size we

have been able to successfully use Caesarean Section in the interest of

hoth mother and baby and markedly reduce foetal mortality and morti-

dity.

ig
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STUDY OF PERINATALMORTALITY IN BREECH PRESENTATION
IN PRIMIGRAVIDA

By
Anil Ambedkar,* M.B.,BS.

M. Mataliya**, M.D.
and

D.N. Patel,*** MLD., F.C.P.S., F.LCS.

Perinatal Mortality rate is a very sensitive index of the obstetric and
Paediatric care of a Maternity Hospital. A study of the Perinatal morta-
lity helps to improve the management of high risk Pregnancies. Hence
with a view to improve the management, a study of perinatal mortality in
Breech presentation in primigravidae was carried out at the Nowrosjee
Wadia Maternity Hospital during the year 1979.

In this study perinatal death was considered as one when the foetus
weighed more than 500 gms. and the period of gestation was more than
28 weeks upto 168 hours or 7 days of neonatal life after Birth.

TABLE 1

Total No. of Deliveries in 1979 8606
Total Perinatal loss 385
General Perinatal Mortality Rate 44.7/1000 Births
Breech in Primigravida in 1979 106 incidence 1.23%
Perinatal loss 38
Perinatal Mortality Rate in Breech in Primi 358 .5/1000
Breech in Multigravida in 1979 120 ineidence 1.39%
Perinatal loss 22
Perinatal Mortality rate in Multipara Breech 183.33/1000

In our study the Perinatal Mortality rate of Breech presentation in a
primigravida was almost eight times higher than the General Perinatal
Mortality rate and was almost double the Perinatal Mortality rate of
Breech Presentation in a Multigravida.

Hence Breech Presentation definitely carries a high risk to the baby
and the risk is higher in Primigravida than Multigravida.

It was observed that the Perinatal Mortality in Breech Presentation
was influenced by the following factors:

(1) Parity.
(2) Antenatal Care.
* House Surgeon.

** Asst. Honorary Obstetrician and Gynaecologist .
*** Dean and Visiting Honorary Obstetrician and Gynaecologist, Nowrosjee

at

Wadia Maternity Hospital .
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(3) Form of Pelvis.

(4) Birth weight and Size of the baby.

(5) Variety of Breech Presentation.

(6) Presence of Cord Prolapse.

(7) Presence of Associated Maternal diseases.

(8) Presence of Associated Foetal Abnormalities.

(9) Experience and skill of the operator.

(10) Technique of Delivery used.

We found that the risk of Perinatal loss was almost double in primi-
gravidae as compared to the Multigravidae, with Breech Presentation.

The Perinatal Mortality in Breech Presentation was greatly influenc-
ed by presence or absence of Antenatal care.

Our study showed that the Perinatal Mortality in unregistered Breech
cases was as high as 77.77%, whereas it was only 27.27% in the registered
cases. Antental detection of Breech presentation helps to plan the

management in each case and this contributes greatly to the reduction of

Perinatal Mortality.

Pelvic form is one of the most important factor which decides
perinatel mortality in Breech presentation. The primigravida whose
pelvis has not been tested for adequacy by previous vaginal deliveries,
is at a greater risk. The danger to the baby is enormously increased if

primiparity is associated with appreciable degree of pelvic Malforma
tion, Vaginal delivery is even more difficult and dangerous if the child
is much above the normal size. Potter at all States that "the Major
feature of Perinatal deaths due to difficult Breech delivery, is not one of

hasty injudicious delivery but of failure to appreciate the importance 0)

Moderate degrees of disproportion in patients with Breech Presentation.

this foetopelvic disproportion was diagnosed early and the babies were
delivered by timely caesarean section. There was no Perinatal Mortality
in this group. In the remaining 4 cases there was arrest of the after

coming head and in this group only one baby could be saved by deli

Portion should not be missed in Breech presentation as in the presence

of
foetopelvic disproportion Vaginal Breech delivery can be quite haz

appear to be much affected in breech deliveries. But rigidity and sid¥

aas there were 8 case
In our study out of 106 caseSs of Breech presentation in primigravi

f foetopelvic disproportion In of these cases

vering the after coming head with Forceps Hence foetopelvic dispro-

The strength of uterine action and the course of exceptactian and the anurce of except fo"

oo€arly rupture of membrances which occur in 20-30% of ses do not
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dilatation of the cervix in a primigravidae does give rise to more con-
cern in a breech ihen in a vertex presentation and on occasions a caesa-
rean section has to be employed to overcome this specific complication.

TABLE 2

Birth Wt. No. of cases No. of % Perinatal
in kg. Perinatal Mortality

deaths

Less than 1 kg. 8 8 100%
1. -1.499 22 18 81.88%
1.5-1.999 18 3 23 .05%
2- 2,499 35 5 14.28%

35-4 3

Relationship of Birth weight and Perinatal Mortality in Breech in

Our study revealed that Birth weight of the Baby was another im-
portant factor influencing Perinatal Mortality. Prematurity was the
Major cause of perinatal deaths in Breech presentation.

The Table shows that below the birth weight of 1 kg. the % perinatalMortality can be as high as 100%. This percentage perinatal Mortalitygoes on decreasing as Birth weight increases until it reaches a minimumat 2.5 kg. As birth weight goes above 2.5 kg. the % perinatal Mortalityagain starts rising.

25
pence the ideal Birth weight for Vaginal Breech delivery is around

The type of Breech presentation is also another influencing factor.In our study the Perinatal Mortality was high in complete (41.27%) andFootling (41.18%) Breech presentation and it was comparatively less(20%) in Frank Breech presentation,

Another risk of Breech presentation is
prolapse. In our study the incidence of cord prolapse in Breech present-ation in Primi was 5.66% which is much higher than the incidence of

a high incidence of cord

experience and skill of the operator is another important factor.
The

Cox, Hay, Cutts, Abbas and others have shown that if every breech

2.5-2.999 21 3 14.28%
3- 3,49 4 1 25%

Primigravida.

kgs.

cord prolapse in Cephalic
(eae) d only

which is less than 0.1%) Out£6 cases of Cord prolap had perinatal Mortalityone Baby could be saved by Emergency Caesarean. ection
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also influenced the
It

'in our stay
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delivery is conducted by expert obstetrician the perinatal mortality can
be considerably reduced and can be almost equal in primi and multigra-
vidas.

Other factors like association of maternal diseases (like toxaemias)
and foetal abnormalities incompatible with life do increase the perinatal
mortality, but these factors act irrespective of the type of presentation.

Coming to preventable perinatal deaths we found that out of 38

perinatal deaths in Breech in Primi 10 were preventable.

The preventable factors operating were

- Lack of antenatal care in 3 cases of toxaemia.

Failure to do emergency caesarean section and failure of timely
hospital admission in 3 cases of cord prolapse.4

- Failure to do elective caesarean section in 3 cases of foetopelvic
disproportion.

- And madequate resuscitation m one case

From this study it was realised that the followmg factors could
possibly help us to reduce the perinatal mortality in breech presentation
m primigravida

85

(1) Ideally every case of breech presentation m primigravida
should be detected Antenatally and its management must be planned by
careful Antenatal and Intranatal evaluation

(2) If there are no existing contraindications, External Cephalic
version should be tried in every case of breech presentation, especially in
a primi because head is the best pelvimeter. If ECV fails postural treat-
ment can be tried.

(3) When breech presentation occurs in a primi the use of X-Ray
pelvimetry and cephalometry is very helpful in diagnosing conditions
like contracted pelvis, foetopelvic disproportion and it is also helpful in

the type of breech presentation. Foetal maturity can be judged and

4
planning the type of deliver in eac case X-Ray also help to confirm

foetal abnormalities like anencephaly and spina be detected
with the help of X-Ray

(4) As prematurity is the major cause of Perinatal Mortality in
Breech Presentation, the use of corticosteroids in premature labour ca?
help to reduce perinatal mortality from R.D.S.

(5) Timely hospital admission is very important in breech pre
sentation because early diagnosis of conditions like cord presentation and
cord prolapse can help to save the baby.

(6) When cord presentation or prolapse is diagnosed early, the
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baby must be delivered by emergency caesarean section in order to
reduce perinatal mortality.

(7) Elective caesarean section should be performed for indicationslike contracted pelvis, foetopelvic disproportion, precious baby, associa-tion of placenta praevia or when the mother is an elderly primigravida.
(8) When assisted breech delivery is planned presence of ananaesthetist can be of great help if there is difficulty in the delivery ofthe arms or the after coming head.

(9) Adequate resuscitation and a good premature unit will go along way in reducing perinatal mortality in breech.

Hence in conclusion it can be stated that breech presentation in aprimigravida definitely carries a higher risk to the baby but this risk canbe reduced by antenatal detection of this condition and planning the typeof management in each case by careful antentatal and intranatal evalua-tion.
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A TEN YEARS STUDY OF NEONATES ADMITTED TO A SPECIAL
CARE UNIT IN A PRIVATE HOSPITAL

By
Maharukh K. Joshi,*

R. M. Koska,**
R. J. Tiwari,**
S. J. Engineer,**

and
Parminder Kharbanda**

Summary

A 10 year Neonatal mortality rate in a Special Care Nursery of a

Private Hospital in Bombay is presented. Effect of birth weight, sex,
mode of delivery and time lag before admission, on the outcome is

evaluated. The mortality rate improved with increase in weight.
Females had a better chance of survival in all the weight groups. Breech
delivery was accompanied with a very high mortality. Delay in admis-
sion had no effect on survival. The importance of gastric aspirate study
in detecting early infection is underlined. Presence of Pus cells and posi-
tive cultures fore-bode a grave prognosis. Mortality was very high
following Central Nervous system complications and respiratory diseases.
The importance of good nursing care is stressed.

Introduction

Often born before their time, the low birth weight babies are ill

equipped to face and survive their harsh environment. In the last 20

years, considerable progress has been made in understanding their pro-
blems, and both mortality and morbidity have been reduced significantly.
However in our country, where the infant mortality is still very high,
the plight of these handicapped babies is indeed very lamentable.Thirty to forty per cent of the total babies born in our country weigh
less than 2500 gms. Ideally all babies with more than 10% risk to their
lives should receive treatment in special nurseries equipped to care for
them.' Due to the high cost of treatment in such nurseries (Rs. 55-Rs,
75/day) patients are often not able to avail themselves of these fascili
ties in private hospitals, and there are but few government and municipa
hospitals even in the city of Bombay; where these nurseries are ru"
satisfactorily.

Material and Methods

Below we present some of our experiences in running such
15nursery in a private hospital in Bombay. Babies are dmitted to

+Hon, Pediatrician and Head of the Department of Pediatrics.
++House Physician,
The Department of Pediatrics, Masina Hospital, Bombay.

nurse!
Thoug
norm:

Obser

Year

1970

1971 71

1972

1973

1974

1975

1976

1977

1978

1979

29
(12)

(29)

74

(20)

131

(36)

129

(54)
95

(35)

79
(25)

126

(27)
166

(36)

15

5

;

169

(41)

Figure

weig
signif
wher
in 19
mortd
stead
(P <
more
nurs¢
neong

a
5
5

Wald



S the,

PECIAL

ry of a

ht, sex,
ome is

weight.
Breech
admis-
e study
nd posi-
ry high
liseases,

are ill
last 20

sir pro-

icantlyy hig
antable.
, weigh
to their
are for
55-Rs,
fascili-
nicipal
re run

A TEN YEARS STUDY OF NEONATES 35

nursery from all over Bombay and outside within 24 hours of birth.
Though majority of the babies were of low birth weight, some full-term
normal weight babies, requiring intensive care were also referred.

Observations

TABLE I-A
Mortality in relation to Birth Weight

Table-I-B

Year Total <1 kg 1-1.5 Kg. 1.5-2.0 Kg 2.0-2.5 Kg.More than 1.5-2.5 kg.
2.5 Kg.

(12) 41.38%(5) 100% (4)-33.33% (2)-22% (1)-50% (0)-0% (3)-25.4%

(29) 40.8% (8) 80% (13) 34.2% (7) 38.8% ]1)-33.33% (0)-0% {8)-38.09%
1972 74 5 31 27 1 4 34

(20) 27% (3) 60% (9) 20% (7) 25.9% (0) 0% (1) 25% (7) 20.6%
1973 131 rl 66 42 li 1 53

(36) 27.48% (9)-81.8% (14) 35.8% (11) 26.19%(1) 9% (1) 100 (12) 20%
1974 129 19 48 51 8 3 59

(54) 41.8% (18) 94.7% (21) 52% (10) 19.6% (8) 37.5% (2) 66.6% (13) 22%

(25) 31.6% (11) 91% (5) 27.7% (7) 20.6% (0) 0% (2) 16.66% (7) 18.9%

(27) 21.4% (4) 66.6% (14) 32.5% (7) 14.89% (0) 0% (2) 11% (7)=11.5%

1970 29 5 12 9 2 1 11

1971 71 10 38 18 3 2 21

1975 95 10 25 39 11 10 50
(11) 229%

(35) 36.84% (8)-80% (12)-48% (8)-20.5% (3) (4) 409

1976 79 12 18 24 13 12 37

1977 126 6 43 47 14 16 61

1978 166 16 4] 68 25 16 93(36) 21.86% (13) 81.25 (10) 26.8% (10) 15.76%(0) 0% (3)-18.75% (10) 10. 8%
1979 169 25 52 48 29

(41) 24.2696 (19) 76% (14) 26.9296(5) 10.476 (1) 3.44%
15 77

Figures in brackets () denotes deaths.

(2) 13.33% (6) 7.89%

Table I shows the mortality figures over 10 years in relation to birthweight. Whilst no constant trend is seen in the over all mortality ratesignificantly steady fall is noticed in the 15kg-2.5 kg birth weight group,where mortality has dropped from a maximum of 38%in 1979 (P 001) Infants weighing less than 1 have a very high
yo 1971 to 7.84

mortality (Mean 82.4% over 10 years),) Table I
steadily fallen with increase in weight from less than 1(P < .001). An increase in mortality is noticed in infants weighing

The death rate has
kg to 2.5 kg.

such a Wan 4.2 This is because these infants were admitted to the
more than

neonatorum.to this nursery only when they had some serious problem like asphyxia

Wales from 1953 to 1975. He has observed that the mortality amongst

Ronald Gordon? has analysed neonatal mortality in England and
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high :

ours of 82.4%.
lity in this Our mortality figures in all the weight groups

% Mo.

TABLE I No. 0:
Mean Mortality in relation to birth weight and Sex No, o:

Wt. Males Females Total
(Kg)

67 52 119

(59) (39) (98)
8% 75% 82.4% admis

hurse

2.0-2.5 64 59
(7) (3) (10)

10.9% 5.1% 8.1%

Total 563 506 1069
(192) (123) (315)

Figures in brackets () denotes deaths.
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Table III shows that the babies born by breech delivery had a very
high mortality (45.28%). The risk of breech delivery is now a well
accepted fact in Obstetrics.®

TABLE IV
Effect of Time lg before admissions on mortality Year 1979

<6 hrs. 6-12 hrs. 12-24 hrs.

No. of admission 128 23 VN

No. of deaths 33 6 2
% Mortality 25.75 26.0 11.76

We admit babies to the nursery within 24 hours of birth only, as the
risk of colonisation by bacteria increases with longer stay in relatively
unsterile environment. From Table IV it can be seen that the delay in

lower in the few babies admitted after 12 hours of birth. The delay itself
may be indicative of the better condition of these babies and hence the
hesitation on the part of the obstetrician in sending them to a special care
nursery.

TABLE V
Gastric Aspirate Examination-Year 1979

V-A V-B
Pus cells Culture Organisms grown
present positive

Normal 13 E. Coli 6

Candida 1
Total 39

Total 148 aspirates sent for examination,

It is our practice to send the gastric aspirate for smear and cultureexamination immediately on admission, provided the babies have notreceived any feed before admission. Out of 148 such samples sent for
analysis in 1979, 39 showed pus cells and cultures were positive in 11babies (Table V). Of these 39 babies, only 13 remained normal, whereasthe rest developed infection, 12 of whom expired. All the 11 babies withpositive cultures showed evidence of infection in the first week, and 5of them expired. Gastro enteritis was the commonest infection noticed(11 cases). The remaining 3 cases showed cord infection, respiratoryinfection and only lethargy. This shows that both morbidity and mortalitywas high amongst babies showing evidence of infection in the gastricaspirate. Bihari Lall e¢ al® have highlighted the importance of examininggastric aspirate within 1 hour of birth for detection of early infection. Wehave taken the aspirate irrespective of the time factor, provided feed wasnot given.

otal

119

98)
4% dmission has not increased the mortality rate In fact the mortality was

374

(16)

1%

74)

.23

10)

80

17)

Developed infection 14 6 Staphylococus 3
Expired 12 5 Pseudomonas 1

J69

15)

5%
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TABLE VI
Complication and cause of death--Year 1979

No. of No. of
cases deaths

T-Respiratory Diseases 28 17 @
(1) Asphyxia Neonatorum 4 4
(2) Pneumonia 4 2
(3) Collapse lung 2 2
(4) Respiratory distress 18 9

II-C.N.S. Complications 16 u @
T-Gastroenteritis 31 5
IV-Jaundice 15

(Bilirubin levels more than 14 mg)
Required Exchange transfusion-3

V-Prematurity 9
VI-C.V.S. disease 4 1

(1) Int. Obst. 4 1

(operated)
(2) Cellulitis 1
(3) Hydrocephalus 1 _-

(4) Gen. oedema 1
(5) Cord infection 1
(6) DIC and Septicemia 1 1

@ 4 patients had Respiratory distress with termmal CNS complications

The major complications and causes of death m the year 1979, are
hsted in Table VI The diagnosis was purely clinical, as no post mortem

were available in our hospital The term Respiratory Distress
was used where no gross pathology like collapse, consolidation was seen
on x-ray We have avoided using the term hyaline membrane disease, aS

histopathological documentation was lacking A diagnosis of intracramal
complication was made when babies became unconscious with dilated
slowly reacting or fixed pupils It was the terminal event in 4 cases of
respiratory distress Though gastro enteritis was the commonest compl
ation, respiratory disease and central nervous system complication
accounted for the maximum deaths Prematurity per se was given 45
the cause of death, when the infant was very immature, and experienced
repeated cynotic spells, with normal activity in between the attacks
Jaundice with serum bilirubin levels exceeding 14 mg% was seen IP
15 babies Only 3 required exchange transfusions and remaining were
treated with photo therapy

We cannot overemphasize the importance of good nursing care The
nsk of complications increased, when the number of babies in the

nursery increased Quality of nursing is all important, and frequent
changes im the nursing staff should be discouraged Since the equipmentavailable to us has not changed remarkably in the last 10 years, the sig™

dficant drop in mortality in the group of 15-25 kg. can be attribute
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mainly to the improved nursing care and the experience of the attending b
physician. 7.
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TORSION OF THECA LUTEIN OVARIAN CYST IN A
CASE OF VESICULAR MOLE

By
U. S. Bhagwat,* M.D., D.G.O.

M. Y. Raval,** M.D., F.1C.S., D.G.O.
S. K. Shah,*** M.D., F.C.P.S., F.LCS.
S. S. lyer,**** M.D., D.G.O., M-A.MS.

The presence of theca lutein cysts associated with vesicular mole has
been reported in literature frequently. Coppleson states, it occurs in 28%
of cases.

Review of the literature shows that 50% of vesicular mole cases
have theca lutein cysts and 27% of these tend to be bilateral. They have
a tendency to regress spontaneously. Torsion and haemorrhage in a large
lutein cyst is a rare complication and we are presenting one such rare
case.

Case Report:

18 years old Mrs. D.S. was admitted on 30-12-1978 with excessive
bleeding per vagina. She was having continuous per vaginal bleeding
for the last 3 months. She also complained of pain and a palpable lump
in lower abdomen.

Her past menstrual cycles were regular and painless. The flow used
to be moderate.

Past History: Patient gave history of irregular excessive bleeding
per vaginum for which dilatation and curettage was carried out three
times out of station. Unfortunately histopathology reports were not avail-
able. The discharge card from the institution where dilatation and curet-
tage was done, stated that vesicular mole was evacuated.

Obstetric History: She was married for 5 years and was primi-
gravida.

On Examination: Patient was fairly built and nourished. There
was no oedema on the legs. Skin and mucous membranes showed pallor.

Systemic Examination: Heart sounds were normal. There were 10

c
*Reader Dept. of Obst. & Gyn. B.Y.L. Nair Ch. Hospital & T. N. Medical

ollege ,

***Hon. Assoc. Prof. Dept. of Obst. & Gyn,yn B.¥.L. Nair Ch. Hospital &

****Lecturer, Dept. of Obst. & Gyn. B.Y.L. Nair Ch. Hospital & T. N

Medical College.
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TORSION OF THECA LUIEIN OVARIAN CYST IN A CASE 61

murmurs. Lungs showed good air entry and no abnormal oscultatory
findings. Central nervous system examination did not reveal any abnor-
mality.

A lump was palpable in the lower abdomen more in left paraumbili-
eal region, which was mobile and tense. On palpation, lump was arising
from the pelvis. The size was 6" & 6" x 6".

Per speculum examination showed cervix with bleeding from the os
which was moderate in amount. There was no evidence of cherry red
growth in paraurethral region or in the posterior fornix.

On Per Vaginal Examination Cervix was downwards and forwards.

Uterus was anteverted, soft and bulky, about 8 weeks in size.

A large cystic mass was felt in left fornix which was well defined.The upper border of that mass was in the paraumbilical region. This
mass was mobile and was felt separately from the uterus. Right fornix
showed an enlarged ovary about 2" * 2" x 2" in size.

Following investigations were undertaken and their reports were asfollows:

Hb. was 9 gms%. Total WBC count was 8,600/c.mm. Differential
count, PMN-60%, Lymphocytes-33% and Eosinophils-7¢. E.S.R.was 15 m.m. at the end of 1 hour, Blood group was IB Rh + ve, VDRLwas negative, BUN was 11 mgms.% Fasting Blood Sugar was 90 mgm.%,X-ray chest and skull were normal.

Ultrasonography findings were as follows:

The uterus showed some molar tissue. A large cystic intra abdominalmass separate from the uterus was visualized on transverse section. Theright ovary showed moderate enlargement.

Immunological pregnancy test report on 1-1-1979 showed positiveresult in 1 in 200 dilution.

On 5-1-1979-A repeat thorough evacuation of the uterus undergeneral anaesthesia, was done. The abundant material received was sentfor histopathological examination and was reported as benign vesicular

Post didatation and curettage pregnancy tests were as follows:

On 17th January, the pregnancy test in undiluted urine was negative,
The patient was discharged > but due to unavoidable circumstances

Eh

mole

On 11-1-1979, ie. 5 days post D & C, pregnancy test was positive 132in dilution

was unable to leave hospital
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On 25th February she developed signs and symptoms of acute
abdomen.

On Examination: There was guarding, rigidity in lower abdomen.
The abdominal size had increased. Diagnosis of torsion of the ovarian
cyst was made and exploratory laparotomy was undertaken, The opera-
tive findings were as follows:

(1) Left sided ovarian cyst 8" * 6" in size which had undergone
torsion through 180°. The cyst was haemorrhagic and tense.

(2) Uterine size appeared bulky.

(3) Multiple cystic enlargement of right ovary was visualized.
a
cor
of

Left sided ovariotomy was undertaken. To preserve ovarian func-
tion, right ovarian multiple cysts were punctured and straw coloured
fluid was aspirated. Hemostasis was carefully achieved and abdomen
closed Her post operative period was uneventful and incision healed

ant
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Patient continued to bleed for the next three weeks. In the light of

the history and findings at laparotomy; she was considered as a high risk
case for future choriocarcinoma and was given a full course of metho-
traxate i.e. five mgms. five times a day orally for five days. During the

therapy she was monitored by repeatedly doing haemoglobin, while blood
cell count, platelets count and bleeding and clotting time.

two
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The patient is being followed up in the out patient department and
is advised pregnancy. Pregnancy test done so far have shown negative
results,

me
we
one

Summary we
an

A case of vesicular mole with a large theca lutein cyst of left overy
which underwent torsion and haemorrhage has been presented.
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ROBERTS SYNDROME

By
Z. M. Patel,* M.D., D.C.H.
D. S. Krishnamurthy,** M.Sc.

L. M. Ambani,* M.D.

This 3 day old male infant was born after 38 weeks of gestation to
a 32 year old mother and 35 year old father, belonging to the Muslim
community, who were first cousins once removed. There was no history
of fever, irradiation exposure, rash or drug administration during the
antenatal period. The pregnancy was uneventful and it was a full term
lower segment creasarean section delivery. Weight at birth was 2 kg.
Physical examination revealed the following abnormalities in a large head
with circumference of 37 cm (75% tile) frontal prominence, small eyes,
small low set ears, bilateral cleft lip with protruding maxilla. The right
arm was absent, the left arm appeared as a rudimentary limb bud with
two flaps. Lower limbs showed small thighs and legs with cutaneous
dimpling. The feet were everted with cutaneous syndactyly between 3rd,
4th and 5th toes. External genitalia showed a well formed penis and
scrotum with large testes (4 ml) (Fig. 1). The examination of other
systems was unremarkable.

The Giemsa banded karyotype revealed a 46, XY complement. On
X-ray examination there was bilateral absence of radius and ulna. Three
metacarpals and a humerus were present on left side. Vertebral bodies
were bifid. The femur was present bilaterally. However, there was onlyone bone in the foreleg on the left side. The metatarsals and phalangeswere present (Fig. 2). The child expired at the age of one month due to
an acute illness. The parents refused autopsy.

Discussion
In 1919 Roberts described a brother and sister with marked shorten-

ing of all limbs, cleft lip and palate. Since its original description, onlya few cases of this rare syndrome have been documented2? A similarbut genetically different condition has been described under the nameof pseudothalidomide or SC syndrome by other workers®10 Roberts
syndrome differs from the SC syndrome by lack of silvery hair, presenceof ulnar rather than radial defect, lack of facial hemangioma and hypo-plastic alae nasi. It is as yet not resolved whether the Roberts and theSC syndromes are two different entities or variable manifestation of asingle gene defect.5 This view tends to be supported by the report of afamily with children having features of both Roberts and SC syndromes.

Our patient had the features of Roberts syndrome ie. cleft lip,
*Unit of Medical Genetics Institute for
**Department of Zoology

Gujarat University .

Research in Reproduction.
(Cell Biology) University School of Sciences,
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Fig 2 X-ray showing bilateral absence of radius and ulna, absent femur of

left side and bifid vertebral bodies
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ROBERTS SYNDROME 65

tetraphocomelia and genital hypertrophy. There was no silvery blonde
hair or joint contracture characteristic of SC syndrome.

Several observations suggest that Roberts syndrome is a genetic dis-

pregnancy the couple has a 25% risk of having an affected child. At
present no prenatal diagnosis for this condition is available but the use
of ultrasound could allow identification of limb defects. Fetoscopy, a
iechnique that allows direct examination of the fetus can be a useful tool
in the prenatal diagnosis of this condition. However this technique is still
highly experimental and carries a risk of 53-10% to the mother even in
expert hands.

8 With every35order transmitted in an autosomal recessive

In a recent report,' the mother of a child with Roberts syndrome was
reported to have had consumed clonidine for her hypertension throughout
pregnancy. Although this could be a chance association, since all the
malformations associated with Roberts syndrome could also result from
a disturbance in development before seventh week'? this teratogenic possi-bility must be considered. Further documentation of cases may aid in
establishing whether a teratogenic form of the syndrome does indeedexist. It is imperative that an accurate diagnosis be made for the purposeof genetic counselling.

Summary

A 3 day old newborn, born of a consanguinous marriage, having arare malformation is described. He had features of Robert's Syndromeconsisting of tetraphocomelia, bilateral cleft lip and genital hypertrophy.
Acknowledgements
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THE ASSOCIATION OF MEDICAL WOMEN IN INDIA
BALANCE SHEET AS AT 31ST DECEMBER 1978

CAPITAL FUND
Balance per last Balance Sheet
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CONFERENCE FUND
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year

GOLDEN JUBILEE FUND
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Less Excess of Income over

2,064.28
Lotal Rs. 60975 .76 60,975.76

Pp. N De SaM.
20 Co



222.06
2,064.28

Yotal Rs. 60,975.76 Total Rs. 60,975.76

THE ASSOCIATION OF MEDICAL WOMEN IN INDIAINCOME AND EXPENDITURE ACCOUNT FOR THE YEAR ENDED 31ST DECEMBER 1978
EXPENDITURE

INCOME

,» INTEREST:
6,469.21 M.I.D.R,. 23/268 Central Bank ofGENERAL ADMINISTRATION India (10,000) 999.96Audit Fee 150.00 M.I.D.R. 22/194 Central Bank ofBank Charges 57.00 India (4,000) 399.96Postage 92.60 M.1.D.R. 22/112 Central Bank ofRent 360.00 India (5,000) 458 .26General expenses 110.16 Central Bank of India Savings BankBooks & Magazine 228.17 Ac. No. 16585 673.87

997 .93
2,532.05AFFILIATION FEE

» AFFILIATION FEE 5.00Paid to Medical Women's International » INCQME AND EXPENDITUREAsociation (Stockholder SWEDEN) 4,539.47 » ACCOUNT:
Excess expenditure of over income 222.06

Total Rs. 12,006.61 Total Rs, 12,006.61

J. M. DeSa Souza For and on behalf ofD. N. Fatel Ratan S, Mama & Co.,Members Governing Council. Chartered Accountants,2~5-80.
N. B. Daruvala

M. De Sa Sousa For and on behalf ofD. N Patel
Ratan S Mama & Cn

To Expenses on the object of the Trust By Membership SubscriptionEDUCATION (JOURNAL) +

Annual Contribution 8.514.00Printing 5,412.00 . Advertisement receipt 657 .00Salary 400.00
+» Journal receipt 76.50Postage 657.21

Partner (F. 6271)

trenee eny oarpeeven ap
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With best compliments from:

J. M. PARIKH
MANUFACTURERS OF

"MICRO-AID" BRAND SCIENTIFIC AND LABORATORY
GLASSWARES

ALSO STOCKISTS FOR
"REMI" BRAND CENTRIFUGE MACHINES, MIXERS, ETC.,
"WESWOX" BRAND MONOCULAR & BINOCULAR

MICROSCOPES ETC.,
"SYSTRONICS" BRAND PHOTOELECTRIC CALORIMETER,

FLAME PHOTOMETER,
"NEOLAB" BRAND INCUBATORS, OVENS, SEROLOGICAL

WATERBATHS, ETC.

BRANCH OFFICE: REGD. OFFICE:
11, M.G. Road, Durgadutt Nathmalwadi,
Red Cross House, 1st Floor, Amersi Road,
Behind Canara Bank, Malad,
POONA-1. BOMBAY 400 064
Tel. No. 25688 /22600 Tel. No. 691573

a

4

a

7

WE CONDUCT VARIOUS INTERNATIONAL TOURS ON

MEDICAL & SURGICAL EXHIBITIONS AND CONGRESSES

PLEASE CONTACT US FOR FURTHER DETAILS:-

Compliments from :

Parekh International Travels
Consultants on International & Domestic Travel Technick,
Mangaldas Market, Bldg. No. 6,
2nd Floor, Room No. 409,
Kitchen Garden Lane,
BOMBAY-2.
TEL: 292444

An
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