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ONOMKEERBARE KONSTRIKSIERING VAN DIE UTERUS TYDENS BARING
P. F. VE TER, M.MED. (0. & G.) (PRETORIA), M.R.C.O.G. EN F. W. VA ' DER WESTHUlZEN, M.B., CH.B. (RAND)

Departement Obstetrie en Ginekologie, Universiteit van Pretoria

'n Konstriksiering kan gedefinieer word as 'n getokaliseerde
ring van kontraksie en hipertoous van die miometrium wat
in eruge stadium van die baring kan voorkom en wat die
uitstoot van die produkte van swangerskap verhoed.' ie
teenstaande duidelike uiteensettings deur verskeie skr)'\vefs
in die verlede2,3 heers daar nog baie verwarring oor hierdie
onderwerp. Twee soorte konstriksiering word beskrywe
in baring. 2

1. 'n Spasmodiese, omkeerbare konstriksiering wat ver
slap onder die invloed van narkose, insnyding, morfien,
rus, adrenalien, of na die dood.

2. 'n Permanente, ooornkeerbare konstriksiering wat Die
verslap onder narkose of ander rniddels nie, seIfs Die na die
dood ingetree het Die.

Die ornkeerbare kODStriksiering word redelik dikwels in
die verloskunde teegekom eo dit is 'n erkende entiteit. Baie
min outentieke gevalle van die onornkeerbare tipes word
egter in die literatuur gevind. Al sulke gevalle behoort ge
pubtiseer te word om ons in staat te stel om die ware voor
koms van die toestand te kan vasstel en die geval wat hier
aangehaal word regverdig dus publikasie.

VERSLAG VA DIE GEVAL

n 36-jarige aturellevrou is op 4 Oktober 1956 om 8.15 vm.
toegelaat tot die aturelle-kraamafdeling van die Algemene
HospitaaJ, Pretoria. Sy is met 'n ambulans na die hospitaal
gebring vanaf 'n afgelee distrik en slegs 'n baie swak geskiedenis
kon verkry word.

Ceskiedenis
Die pasient was 'n para 7, maar geen besonderhede kon verkry

word van die vorige of die huidige swangerskappe nie. AI wat
bepaal kon word was dat die pasient reeds 2 dae in kraam wa .
Die fetale hart was waargeneem 6 uur voor opname, maar het
daarna verdwyn.

Ondersoek
Die pasient was in 'n baie swak algemene toestand. Sy was

koud en het gesweet. Die pols was nie voelbaar nie en die bloed
druk kon nie bepaal word nie. Asemhaling was vinnig en opper
vlakkig. Die buik het die grootte van 'n voltydse swangerskap
gehad. Die uterus was hard saamgetrek, het hoog opgestyg in
die buik en daar was geen verslapping nie. Die laer segment
was teer en die kop was gefikseer. Die posisie van die skedel was
beskou as regter oksipito-posterior. Geen fetaJe hart was hoor
baar rue.

Met rektale ondersoek was die voorliggende deel stand 0, en
geen cervix kon gevoel word nie. Die vulva was baie edemateus,
en 'n bloederige vaginaJe afskeiding was teenwoordig.

'n Voorlopige diagnose van uterusruptuur is gemaak en daar
is dadelik begin met pogings tot resussitasie, maar die pasient
is 30 minute na opname oorlede.

Post-mortem-ondersoek
Die Iykskouing is uitgevoer op 5 Oktober 1956. 'n Algemene

peritonitis was teenwoordig en omtrent 200 c.c. groen-ettenge
loeistof is in die perilOneale holte gevind. Die hart, longe, spys

verteringskanaal, en organe, asook die niere, was normaal, maar
die ureters was uitgesel.

Die uterus het 'n voldrae fetus bevat waarvan die kop gedeeltelik

in die vagina was. Daar was 'n kJein skeur teenwoordig in die
linkerkant van die vaginaJe wand. Geen ruptuur van die uterus
is waargeneem by uitwendige ondersoek rue. Die uterus met die
fetus is in toto verwyder en ondersoek van die monster het gewys
dat die uterus baie sty[ om die fetus saamgetrek was. 'n Sagitale
seksie van die uterus het bevestig dat die uterus baie sty[ om die
fetus was (Afb. I). 'n Opvallende konstriksiering by die aan
sluiting van die laer en hoer segmente, wat die fetus rondom die

AI/>. I. Oopgesnyde uterus (met fetus gesien van kant). A. Konstrik
siering.
Afb. 2. Konstriksie om fetus. B. Ring om fetus.
A/b. 3. Oopgesnyde uterus (gesien van kant). G. Konstriksiering,
D. Vagina. E. Cervix. F. Blaas, P. Plaseola en H. Penorasie.

borskas omknel het, was sigbaar en 'n baie duidelike induiking
is rondom op die kind gelaat (Afbs. 2 en 3). Die kind het IO lb.
3 onse geweeg en die skedel, wat in die bekken ingekerkef,was
wa vervorm met 'n groo! kaput.

Die cervix was vol ontsluit met 'n dun uitgerekte laer segment.
Die plasenta was anterior geimplanteer. Daaf was 'n opening
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omtrent 3 cm. in deursnit tussen die vagina en die sak van Douglas
(Mb. 3). Hierdie opening was net distaal van die rand van die
cervix. Die opening was good afgerond met skerp rande en het
die voorkoms gehad van 'n druknekrose en nie van 'n skeur nie.
Patologiese Diagnose . . , . . .

Die pasient het 'n obstruktlewe banng met n konstnkslenng
gehad. 'n Perforasie was teenwoordig tussen die vagina en die
sak van Douglas as gevolg van druknekrose wat aanleiding gegee
het tot 'n algemene peritonitis.

BESPREKING EN OPSOMMING

Post-mortem-ondersoek van hierdie geval het die teen
woordigheid gewys van 'n opvallende konstriksiering, in
die gebied tusS€<n die hoer en die laer segmente. Hierdie
ring het die fetus so styf omknel dat 'n duidelike induiking
om die fetus gelaat is. Tot hoe 'n mate die konstriksiering
die oorsaak of die gevolg van die obstruktiewe baring was
kon nie met sekerneid bepaal word nie.

Die perforasie wat aanleiding gegee het tot 'n peritonitis
het die voorkoms gehad van 'n druknekrose. Rudolf2
beweer dat die uterus nie sal oerforeer met 'n konstriksiering
nie, tensy dit gekompliseer word deur een of ander faktor
wat druknekrose van die uterus veroorssaak.

By hierdie geval' was daar dus 'n konstriksiering teen
woordig wat bly voortbestaan het na die dood van die
pasient. Dit bewys dus beslis dat 'n onornkeerbare kon
striksiering mag voorkom.

Graag bedank ons prof. F. G. Geldenhuys vir sy advies.

VERWYSINGS
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OPEN PANEL OR CLOSED PANEL? *
E. S. ADDERLEY, M.B., B.CH. (DUBL), D.T.M. & Hy. (R.C.P. & S. ENG.)

President, Vaal River Branch, Medical Association of 'South Africa

For the third time I am about to vacate the chair of local medical
politics-twice when we were a Division and now when we are
a Branch. I feel, therefore, I can speak with a certain amount of
authority on medical politics; but I would stress at the outset
that I speak purely from the
general practitioners' point of
view and not that of the specialists.

Throughout the years certain
slogans and policies have been
dinned into us, with the hope,
I imagine, that continued repeti
tion will eventually make us feel
that they are right· and every
thing contrary is wrong. I refer
to such catch phrases as 'free
choice of doctor', 'doctor-patient
relationship', 'open panels in
preference to closed', 'medical
aid society in preference to
medical benefit society', etc. Such
things as these are supposed to
make up our bible; and I shall
try to analyse some of them.

I think we all agree that the Dr. A<:!derley
medical aid system is the one we
prefer. Most of us prefer it to private practice, where the f~es

are medical aid plus 50% and the bad debts are up to 33 %, l~avmg
a nett amount the same as in medical aid practice but With far
more book-keeping. Then again the medical aid member uses
his doctor more than the private patient because he feels he can
afford it. I feel that I am on safe ground if I say that the vote
in favour of medical aid practice would be unanimous if we had
to choose between private practice, medical aid practice and
benefit society practice. However, it is not as easy as all that.
What has happened when new medical aid societies have been
started? The new society has submitted its constitution to the·
Medical Association and immediately we have sought reasons
for turning down the project. We object to this and that, such
as the non-limitation of the higher income group, too much
income being spent on administration, the possibility of someone
getting a profit .Qut of the society, etc. These are but a few of the
objections that have been raised in the past and they are only
put up as examples. .

In private practice, is it our custom to charge higher fees than
the normal to the upper-income group? I say it is not; we charge
the same fee for visiting the managing director of a firm as we
do his typist. And surely this is fair enough-the managing
director buys his groceries at the same price as his typist; why
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shouldn't he buy his medical attention at the same rate? Then
why do we try to exclude the higher income group from member
ship? We reply that we are giving a reduced rate and that th.e
higher group is not entitled to it. Le~ ~s be honest and admit
we love tills so-called reduced fee, even if It comes from the upper
income group, provided it is 100% guaranteed.

Surely the cost of administration of a society, or for that matter
any other costs it may incur, is its own bus~ess. It would seem
that the Association wants to tell these socletles what they must
do or may not do with their own money. We tell them we are
entitled to do this because we are giving them reduced fees; but
in our heart of hearts we have to admit that we love these so
called reduced fees.

I sugoest that we stop interfering in the business of medical
aid soCi~ties and forget our 'high-falutin' , ideas ab.out the upper
income group. Instead of this, I suggest that prOVided we ge~ a
fair deal-and in my opinion we dcr-we welcome them With
open arms.

What happens when a society or group of persons say that
they cannot afford to form a medical aid society? Then our A~

sociation replies that its members are prepared to be magnam
mous and accept a still further reduction in fees and al.low the
formation of a medical benefit society. However, agam, they
must conform to our requirements, and one of the first limita
tions is an upper income scale which is either in the pauper class or
near-pauper. In any case, there are few White persons in the
country who qualify for membership of a me~ic.al benefit scheme
according to the requirements of our ASSOCI~tlon. So the As
sociation promises assistance to the lower Income group and
in the same breath makes the income limitation so low that hardly
anyone qualifies. The public are not fools; they see through
these gesture-s and the reputation of the profession suffers.

However, supposing they overcome the last ~bstacle a~d form
a medical benefit society, then our AssocIatiOn reqUITes that
there must be an open panel. Why do they require an open panel ?
Because it is in the best interest of the public, etc. It gives
free choice of doctor and maintains the 'doctor-patient relation
ship' amongst many other things. This co~orms to the p~licy

of our Federal Council, whose last resolutiOn on the subject,
taken in April 1958, is as follows:

'That the policy of this Association in regard to the open panel
system shall be to ensure a free choice of doctor by. the patient
and of the patient by the doctor. In pursuance of thIS policy, all
future appointments to benefit societies and other bodies. s.hould
be made on the basis of open panels for general practItiOners
and specialists. Recognizing that there may be practical difficulties
in the implementation of this policy exceptions may be made
with the approval of Federal Council or its Executive Committee.'

Did it occur to Federal Council what a contradictory statement


