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In tlle absence of severe cardiac failure, open-heam sur
gery Cll!D. have a low mol't.a!lity. In lth.is series the 4 patients
who died in fue postoperative period were in severe car
diac failure before the operation. There is something to
be said for early operation in patients who are in any
case going to require it lilt some future date.

SUMMARY

The Pemco Heart-Lung Appamtus in use at <the Karl
Bremer Hospital has a few speoiall fellltures: (i) An elec
tronic control unit keeps ilie '!evel of blood in the oxy
genllltor constant, ;thereby eliminating any loss of blood
from the patientt. into ,the machine and allso preventing
the danger of air embolism during perfusion. {it) A pre
cision rotameter flow meter is used in :the circuit to control
the arteria'! flow. (iii) The coronary sinus reservoir has
been designed to handle a laJrg.e volume of blood with
minimal foaming. (iv) The arterial filter-bubble trap unit
is regarded as an essen'tiaJ. partt. of the apparllltus.

The connection of tthe heart-lung apparaltus to the
patient is described and an open approach to ,the mitral
valve through a Jeft antero-lateraJ. tthoracotomy is recom
mended.

The first 22 patients operlllted on at lthe Karl Bremer
Hospital w1th the atid of ilie Pemco Heart-Lung Apparatus
are reportt.ed. Interesting cases amongst these <lire: a pa,tient
in whom a Chiari network ,in ithe ri'ght atr,ium obstructed
the inserttion of :the inferior vena cava cllItheter at opera
tion. This appears to be tthe first case described in tthe
literature where such a membrane caused difficulty at
operation. Another patient with infundibular pulmonary
stenosis had a fistula of tthe sinus of Valsava with ithe
infundibula:r chamber. ThIis jg tthe fourtth case of this
nature described in the literature.

Four of :the 22 patients ,died in the irnmedilllte post
operative period, and there was one deaili 4 months after
operation. All 4 patients who died soon after oper<lJtion
were in severe cardiac failure pre-operatively, and m 2
it was not po ible at operation to correct tthe cardiac
defect_ These 4 patients are reported in detail. The presence
of pre-operative caroiac failure appea'fS to be :the most
important ingle factor in determining tthe sillV'ival of ,the
patient. Tlhe other factor is ,the surgeon' ability to cor
rect ,the hear,t defect at operation.

The postoperative complicllltions in this er,ies of 22
patients are discussed. There were no complications that
could be attributed to tthe heart·lung apparatus itself.

Ek wi! graag almal wat meehe!p om hierdie operasies
moontlik te~ bedank, en in besonder drs. P. A. Foster,
J. J. Heydenryoh en J. S. Marais, die teaterpersoneel, mm. G.
Mead, en dr. R. L. M. Kotze, Mediese Superintendent van
die Karl Bremer-hospitaal. My dank ook aan pmf. A. J.
Brink: en sy personeel vir hulle samewerking.

Die on1JWlikokeliDg van verandercinge aan die hart-long apparaat
is moontlik gemaak deur 'n toekenning van die W. . .R.
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REPORT ON A CASE OF UTERINE LIPOMA

G. E. M. QUESTIAUX, M.B., CH.B. (CAPE TOWN), Hospital UMH.K. du Personnel, Lubumbashi, Katanga

Fat tissue practically never appears in the myometrium. At
the most, fat droplets are found included .in muscle fibres,
as in muscular tissue anywhere. This :is more marked
during pregnancy, when numerous epithelJioid connective
tissue cells with fatty inclusions are seen in the myo
metrium. In the puerperium most cells will show a fatty
infiltration while they rapidly diminish oin size, and some
fatty degeneration may even occur.'

The same findings apply to ·the myomas. Thus, ovak'
considered that fatty degenera,tion might be the cause of
fatty changes m a myoma, following hyaline degeneration
or necrosis. Macroscopically, fat .tissue is never produced
to form demonstrable fat tissue; only differential staining
will make it evident. Occasionally fat droplets will be so
abundant that they may coalesce and produce macroscopic
yellowish areas.

The foinding of true adipose tissue !in the myometrium ris
thus diff.icult to explain. The fact that such tissue is
occasionally found in myomas, sometimes ·in such quantity
as to form a lipomyoma or even a lipoma, has given rise
to many theor~es concerning its origin. The concept of

Cohnheim (1882) of misplaced embryonic fat cells is now
considered unlikely. It provided an explanation for such
out-of-place lipomas as those found in tthe uterus, the
spleen, the kidneys or the brain. Other theories for the
histogenesis of such lipomas were soon propounded. Wilms
(1900) held ,the view that they resulted from the displace
ment of embryonal rests along the Wolffian or Gartner's
ducts. This view has been strongly CI'iticized by Willis.'
Robertt. Meyer enlarged on Wilrns' theory by postulating
that ,these tumoUffi of heterologous origin may be the
result of 'illicit cell connect!ions' between Wolffian and
Mullerian systems. This view is in accordance with
Gruenwald's' recent work.

Peake (1943) and Riess (1950) thought that the fatty
tissue was only a proliferation of subserosaI fat cells from
neighbouring structures and from perivascular fat cells
into the uterus. Van Jacobsen (1902) explained it as being
the result of infiltration of connective-tissue cells by fat
globules. This can occur as a normal phenomenon (in the
puerperium). The age incidence of these lipomas (all are
seen 1n women over 30 years of age and 89% tin women
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over 40) has, on the other hand, given 1'1ise to the view that
loss of ovarnan function may play some part in the forma
tion of ,the uterine lipomas:

Willis' 5taJted thllit fat cells are occasionally seen among
muscle fibres in muscular tissue and that they sometimes
become so abundant that a lipoma lis formed rather than
a myoma. Bland-Sutton (1922) and Wiliiarnson and Brock
man" have given rather similar views, but ~ still remains
to decide the origin of those fat cells. ovak' thought that
they represented some form of mixed tumour, arising from
immature cells of multiple differentiating potency, and
this view is shared by many authors.

Gruenwald4 stated that 'epithelial and mesenchymal
tissue of the uterus and tubes are much more closely
related to each other in their development and presumably
in their potentialities than in other organs'. He has given
sound and convincing evidence of this in many articles.
W,iJ;tz and Olivtiers' staJted that these lipomas arose from
mesenchymal cells (fmm the broad ligament) caught
between the two Mullerian ducts as they fuse at the 3rd
month of life. Later on, they may proliferate to form
various tumours.

OberS (in a study of the histogenesis and taxonomy of
uteIine sarcomas) supported the claim of Stout" that these
tumours should really be called 'mesenchynomata'. This
is useful for classif,ication purposes, but does not answer
<the essential question about the origin of this mesenchymal
tissue in ,the uterus, embryonic rests, cell displacement,
metaplasia of muscle fibres, or invasion from adjoining
tissues.

C1i.nica1ly, .these tumours present as would any myoma.
Thus, the symptomaotology vanes from ·the case with no
signs or symptoms aot all to the one with marked signs and
symptoms (such as pain in the loins, dysmenorrhoea,
haemorrhage, metrorrhagia, and so on).

Uterine lipomas are mainly seen in postmenopausal
women; they can be located anywhere in ,the uterus, but
most are in the fundus, and their size varies from a few
millimetres to 2 or more centimetres in diameter. Their
prognosis is that of a myoma, except in ,those rare cases
where malignant changes have occurred.

Three main types of tumour can occur according to
Ikonomou's classjf'ication, but they are perhaps simply
different stages of development of the lesion and not true
pa,thological variants.

One may thus <talk: of lipomyomas (where muscular and
adipose tissue are present) and of pure lipomas where only
fat tissue is seen. The lipofibroma and the lipofibromyoma
are merely normal variations of the myoma or the
f,j.bromyoma, and ,the lterms are self-explana.tory.

A third type is the so-called 'imma.ture lipoma'. Here are
mcluded the liposarcomas. Some of -the 'mixed' tumours
of the uterus contain fat (petersen, 1922, quoted by
Crossenl 6), and this may bring the 'immature lipomas' into
the group of 'mixed tumours' rather than into the group
of lipomas as such.

CASE REPORT

Mrs. Th., aged 49 years, was examined in July 1958. Her
complaint was that she had had rather more profuse menstrual
periods over the past few months than was her custom. Over
1!he past 2 months she had also had some dysmenorrhoea,
crampli:ke in nature.

The last menstrual period had been particularly heavy, and
at the tinle of examination she was still bleeding slightly,
although she had started her menstrual period at the expected
date (for a normal cycle of 28 days) 12 days previously.

Her past history revealed nothing of relevance. The general
examination was entirely normal, and her haemoglobin was
13 G. per 100 ml.

The gynaecological examination was also negative, the
cervix being closed (with a very small erosion on the anterior
lip), and the external os was that of a pluripara (3).

The uterus was freely mobile, very slightly enlarged, regular
in shape, anteverted, and smooth in contour. The adnexa
showed no abnormality.

To investigate further what appeared to be 'functional
bleeding of premenopausal type' (and also to exclude a malig
nancy which the patient was convinced she had), we decided
to do an endometrial biopsy.

This was done on the 24th day of her cycle under 'pen
tothatl' .anaesthesia. Scraping the postel1ior wall of the uterus
gave the impression of meeting a ridge which half-blocked
the smooth motion of the biopsy curette.

The cervix was dilated with Hegar dilators to allow a blunt
curette to be llSed instead of the- small diagnostic curette and,
on scraping the posterior wall, a rubbery mass, about the
size of a cherry, slightly ovoid and well-encapsulated, was
removed from the uterus.

On pathological examination, the endometrium was entirely
normal for the period of the cycle.

The mass proved to be a pure lipoma (Fig. 1) with typical
adipose tissue throughout, except for a few fibrous bands and

Histology of uterine mass showing large amount of adipose
[issue.

some muscle fibres at the base where it was fixed to the
myometrium.

No signs of infection or of malignancy were seen.
After the biopsy, normal menstrual cycles occurred for

another year and 3 months (the metrorrhagia and dysmenor
rhoea having disappeared). Some irregularities in her menstrual
cycle then occurred for 7 months, owing to the onset of the
menopause.

The patient is now postmenopausal and has no further
symptoms or signs.

This case was reported in view of the relative rarity
of these tumours, although authors differ on the number
that have been reported.

Novak' stated, in 1952, 'tha.t only 40 cases had been
described. Decker,'· a;lso in 1952, gave the fugure of 23
recorded cases; Robertson and Gerber' reported in 1953
what they considered to be -the 24th case. Chachutow and
Brill" cla.imed, in 1947, to have descI'ibed the 35th case
since 1816 (when Lobtein described the fu-st one). Walsen13

put ,the number of cases reported at 50 in 1957, but Pena
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and Guixa," in reporting 2 cases of their own, put the
figure at 68 repotted cases in 1957.

Brandfan and Everts-Suarez'" and Walsen'" have given
-Very good reviews of the whole problem of uterine
lipomas.

SUMMARY

A case of lipoma of the uterus is reported. A brief account
of the aetiology, pathology, symptomatology, prognosis
and frequency of this lesion is given.
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THE OBSTRUCTED URETHRA*
G. C. 'fHOMSON, 'Roundabout', P.O. Paddock, Natal

'And if any man thill!k that he knowetIh any thing, he knoweth
nothing yet as ,he ought to know.'

1 Cor. 8. 2.

The obstructed urethra is still a problem. In spite of recent
advances which all aim at producing a urethra which will
require no subsequent dilatation, the fact remains that
there is still a choice of several methods. Further, two
stage operations have in the past been the bugbear of
urological patients; so much so that many a patient with
an adenomatous prostate has avoided surgery, and a fair
percentage of patients undergoing urethroplasty have been
satisfied to accept the inconvenience of a first stage, rather
than submit to the physical discomforts of further surgery.
Actually, in my view, it was Terrence Millin, with his
outstanding contribution to prostate surgery, who led the
way to a more humane approach in our speciality.

ONE-STAGE OPERATION

With this in view, an attempt has been made to relieve
the lot of the patient who has a defective urethra, and
so far the results have been encouraging. Nothing new
is claimed for the method; it is simply an adaptation of
previous ~ttempts, and possibly owes more to Hamilton
Stewart than anyone else. The basis of the repair is the
extraordinary viability of skin which has muscle imme
diately subjacent, such as that found in the scalp and the
scrotum. Provided a pedicle of dartos muscle is retained,
skin from the scrotum can be used for plastic work in
any part of the urethra.

Essentially, two methods are used: (1) the patch graft,
and (2) the tube graft.

1. The Patch Glaft
When easily exposed, the stricture is split longitudinally,

the incision extending into normal urethra at either
extremity (Figs. 1 and 2). A self-retaining Foley catheter
is then passed into the bladder and the balloon is dis
tended.** Selecting a convenient portion of the skin of the

'- Paper presented at the Third Congress of the Urologica1
Association of South Africa (M.A.S.A.), Johannesburg, 27
February - 2 March 1%1.

** For the ~ake of clarity the catheter is not shown in the
diagrams (except in Fig. 7).

scrotum, a patch is outlined to fill the defect. From the
margin of the original incision curved scissors are then
used to separate the dartos muscle from the loose, sub
jacent areolar connective tissue. The skin is put on the
stretch and, as the patch is defined, the edges spring apart
and their separation is encouraged with a few light strokes
of a sharp scalpel (Figs. 3 and 4).

The patch now stands out clearly, lying on its muscle
base, and the distal portion is mobilized. Forceps now
draw the graft back into position over the catheter, where
a few sutures fit the patch to the defective urethra (Fig. 5).
At the extremities, the graft is pushed into the lumen of
the urethra and fixed (Fig. 6); this manoeuvre appears to
prevent the stricture formation so liable to occur and to
cause frustration. Drains are left in the wound for 48 hours
and the catheter is removed on .the 7th - 10th day,
depending on the degree of healing of the wound (Fig. 7).

2. The Tube Graft
This is used where the defect extends up into the

triangular ligament, and where visualization of normal
urethra is well-nigh impossible. The distal undamaged
urethra is exposed and opened, and an attempt is made
to trace back through the stricture to the prostatic urethra.
In the gross injuries, which I frequently see, this often
ends in failure. Then the bladder has to be opened and
a sound passed in reverse to reveal the opening.

The whole urethra is now dilated and a self-retaining
Foley catheter is placed in position. The area to be bridged
is next marked on the catheter, the bag is deflated and
the tube withdrawn into the wound. A scrotal graft, using
the marked catheter as a guide, is then outlined, drawn
back and sutured as a tube round the catheter. The
proximal end is tied firmly round the catheter and pushed
into position with non-toothed forceps, and the bag is
inflated. The distal end of the graft is guided into the
lumen of the normal urethra and a few stay sutures are
inserted. It is advisable to stitch the repaired scrotum to
the abdominal wall so that the perineal wound is not over
lapped. If the bladder has been opened, it is closed at this
stage.

This, of course, is just a modification of the pull-through
operation, and, so far, I have had no failures, although
on occasion I have had to operate again to repair a sinus.




