
246 S.A. MEDICAL JOURNAL

(S/lpplemenl-Sourh African Journal of Obstetrics and Gynaecology)

2 March 1963

24. Embrey, M. P .• Garrelt, W. J. and Pryer. D. L. (1958): Lance,. 2. 1093.
25. Vaslcka. A. and Kre,chmer. H. E. (1961): Clin. Ohs,e!. Gynec .• 4, 17.
26. Crawford. J. (1962): Bri!. J. Anaeslh., 34. 179.
27. Mon,gomery, J. B. (1961): Ibid., 33. 156.
28. Hodges. R. J. H. et al. (1959): Ibid., 31. 152.
29. Sliom. C. M., Frankel. L. and Holbrook. R. A. (1962): Ibid .• 34. 316.
30. Apgar. V., Holaday. D. A .. James, L. S. and Weisbron. 1. M. (1958):

J. Amer. Men. Assoc., 168. 1985.
31. McKecbnie. F. B. and Converse. J. G. (1955): Amer. J. Ohs,e!. Gynec.,

69. 7 O.
32. Crawford, J. S. (1956): Bri!. J. Anaesth., 28. 146.

33. Idem (1962): Ibid .• 34. 179.
34. Savage. D. (1955): Ibid., 27. 346.
35. Dundee, J. W. and Moore. J. (1961): Anaesthesia, 16. 95.
36. Eckenhoff. J E.. Helricb. M. and Rolph, W. D. inr. (1957):

Anesthesiology. 18. 703.
37. icholl. R. M .• Moote, J. and Dundee, J. W. (1962): Brit. J. Anaestb.•

34. 287.
3 . Dawkins. M. (1950): Anaesthesia. S. 81.
39. Flagg, P. J. (1944): The Art of Resuscitation. ew York: Rbeinbold

Publishing Corp.
40. Goddard, R. F. (1955): Aneslh. Analg. CUtr. Res., 34. 1.

AMOEBIC VAGI ITIS
HERMA A. VA COEVERDE DE GROOT, M.B., CH.B., Registrar, Division of Obstetrics and Gynaecology,

University of Cape Town and Cape Provincial Administration

Amoebic vagmllts is a rare though well-recognized form
of amoebic infestation of the human female. In 1928 - 1929
Dr. Carl G. Hartman discovered amoebae, morphologically
indistinguishable from Endolimax nana, in vaginal wash
ings from certain Rhesus monkeys during experiments.
This appears to be the first time amoebae of any kind
have been reported from this site.s

Since then, sporadic reports have appeared, mostly from
China, India, the former Dutch East-Indies, Egypt and
America. Weinstein and Weed,a reviewing the literature
until 1946, were able to find only 10 cases to which they
added 4 of their· own collected over a period of 9 months.
Bhoumik2 stated that by 1951 about 20 cases of amoebic
infestation had been described, 18 of which had vaginal
lesions. The exact number of cases reported by the end
of 1961 is difficult to calculate, but is estimated as between
40 and 50. As far as can be ascertained the only case
reported from South Africa was by Garin.7 Several writers
have emphasized the importance of routine search for
amoebae in vaginal discharges. Bhaduri1 found 14 cases
of genital amoebiasis in a series of 123 patients with
leucorrhoea in Calcutta. Bickers3 detected 1 case .in a
similar series of 200 patients. A few authors describe
secondary invasion of carcinoma of the cervix uteri by
EnIamoeba histolYIica.4,5,1O

There is almost always a history .of past or present
dysentery, and amoebae can usually be detected in the
stools. The presenting features are a profuse purulent or
sanguinous vaginal discharge and often severe pain. The
condition is usually mistaken f9r advanced carcinoma
of the vulva, vagina or cervix. This illustrates the obvious
necessity for insisting on histological proof before starting
therapy in every case of suspected carcinoma.

CASE REPORT

M.M., a Coloured female aged 48, attended the gynae
cological outpatient department, Groote Sehum Hospital, on
26 March 1962, complaining of a profuse watery discharge
'for the past 2 weeks. For the past week the discharge had
become bloody. She WilS in great paid .and had very marked
dysuria with some frequency: In June 1958 the patient had
a total abdominal hysterectomy for fibroids and menorrhagia.
Histological examination had confirmed the presence of fibroids
and showed a few dilated glands filled with secretion in the
cervix. There was no evidence of malignancy. Until 2 weeks
before her present visit she had been perfectly well. She
had not bled vaginally since the operation. She had never
been pregnant. There were no fu.rther relevant features in
the past hisfory. .

Examination revealed ah obe e, well-looking female i~

obvious pain. General examination showed no abnormalitie3.
The haemoglobin was 12·5 G. per 100 ml. The vagina was
filled with a necrotic slough appearing at the vulva. The
vulva itself showed no lesions. Speculum examination was
impossible owing to extreme tenderness. Vaginal examination
was unsallisfactory, but showed the slough to fill the whole
length of the vagina (Fig. 1).

The patient was admitted with the diagnosis of carcinoma
of the vagina and a snip was taken from just inside the
introitus for histological examination. As there seemed to
be no doubt about the diagnosis, routine investigations for
genital carcinoma were started; these included a Wassermann
test, blood-urea estimations, a skeletal survey, chest X-ray,
intravenous pyelogram, and cystoscopy. The histological report
by Dr. J. A. H. Campbell read as follows:

'Histology shows an intact surface epithelium with an
intense underlying acute inflammatory reaction. In this
inflammatory response are many amoebae and though the
abundant polymorphs are unusual· in an amoebic lesion one
feels that this is, nevertheless, the diagnosis in this case.'
(Fig 2.)

Several warm stools were then' examined, but no amoebae
found. Sigmoidoscopy to 21 cm. was entirely normal. A random
biopsy taken showed normal colonic mucosa on histological
'examination with melanosis coli, and no amoebae were
observed. On 5 April the patient was examined under anaes
thesia. Mter removal of the vaginal slough the whole under
lying mucosa was fiery red and bleeding. 0 ulcers or other
lesions were seen. Several biopsies were taken which showed
histologically 'extensive superficial necrosis showing the pro
nounced autolysis so characteristic of amoebiasis. In areas
numerous amoebae were demonstrated'. A vaginal swab was
taken at this time and showed vegetative forms of Entamoeba
histolyticq.. Microscopic examination of Entamoeba histolytica
showed ingested red corpuscles and exudate containing
numerous pus cells (Fig. 3).

Treatment· consisted of: Emetine, gr. 1 daily, intramuscu
larly for IQ days; diiodoquin, 9 gr. t.d.s., orally for 21 days;
and achromycin, 500 mg. 6-hourly, orally for 6 days.

The patient was kept strictly in bed. After a few days the
pain disappeared and the discharge became less. After little
more than a week the discharge had cleared up. On 9 May
the patient was re-admitted for a check-up. She was symptom
free, and there was no vaginal discharge. A barium enema
proved normal. Repeat swabs were negative. The vagina was
stenosed from about I inch from the introitus. These ad
hesions were separated under general anaesthesia and the
patient instructed in the use of vaginal dilators. '

. On 30 July the patient was seen again. She had not con
tinued with dilatati.on of the vagina. She felt quite healthy
.and though the vagma only admitted one finger for a distance
of about 5 cm., no further therapy was contemplated. The
patient is separated from her husband and is not considerino
remarriage. '"

DISCUSSIO.

This case is unusual in several respects. As has been
stated, most patients have a history of dysentery. Careful
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Fig. I. Slough pouring out of vagina following insertion of speculum.
Fig. 1. Biopsy of vagina. A = intact epithelium, B = amoebae.
Fig. 3. High power magnification (x 1.(00) of Entamoebae histolytica showing ingested red blood corpuscles and exudate containing numerous
pus cells.

questioning could not elicit such a history in this patient.
She has lived in the Cape Peninsula all her life. No
fistulous communication between rectum or colon and
the vagina was found. She had not had intercourse for a
number of years.

In all the cases reported in the literature the patients
had one or more discrete ulcers on the vulva, vagina or
cervix. This appears to be the first case of diffuse amoebic
vaginitis involving the whole length of the vaginal mucosa
without ulceration. This may be due to the fact that the
lesion had only been present for a few weeks before treat
ment was begun. Usually the history is of many months
before a doctor is consulted.

The pathogenesis of the condition in this case remains
obscure.

SUMMARY

A case of diffuse amoebic vaginitis of unknown patho
genesis is reported. Several unusual features are mentioned.
The importance of histological diagnosis before starting
treatment in every case of suspected carcinoma of the
female genital tract is well illustrated by this rare condition.

OPSOMMING

'n Geval van amebiase van die skede word beskryf. Ver
skillende ongewone bevindings word bespreek. Die oorsaak

van die letsel in hierdie geval bly onbekend. Die seldsame
geval beklemtoon die absolute noodsaaklikheid van
mikroskopiese diagnose voordat met die behandeling van
'n klinies-vanselfsprekende geval van karsinoom van die
vroulike geslagsdele begin word.

I should like to thank Prof. James T. Louw and Dr. P. J.
Massey for their interest and help, Drs. C. J. Uys, J. A. H.
Campbell and C. E. Watson from the Department of
Pathology for their kind cooperation, and Messrs. Todt and
Middleton for the photographs. I am also indebted to Dr.
J. G. Burger, Medical Superintendent of Groote Schuur
Hospital, for permission to publish.
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A NEW MANOEUVRE FOR DELIVERY OF AN IMPACTED SHOULDER,
BASED ON A MECHANICAL ANALYSIS
M. S. HOLMAN, T.D .• M.B., B.S., D.T.M. & H. (LaND.)

Medical Superintendent. Alexandra Health Centre and University Clinic. Johannesburg

The present accepted primary method for delivery of an
impacted shoulder is to deliver the impacted shoulder first.

This is often very difficult and not infrequently ends
in a permanent Erb's palsy (29 %) or death (17 %) of the
foetus. l The problem, therefore, is a serious one. If the
primary approach fails, various other methods are described
and these include traction on the posterior axilla, or
extraction of the posterior arm; with either being generally
followed by delivery of the anterior shoulder. Other means
are rotation and delivery of the turned posterior shoulder
as an anterior shoulder, and cleidotomy.

Nearly all authorities use traction of the head towards
the perineum, contrary to de Lee's recommendation.2 This
would seem to be due to the difficulty of delivering the
anterior shoulder by the standard method.

Figs. I and 2 are diagrammatic representations of the
standard method and the described manoeuvre, respec
tively. The two sketches illustrate the advantage of using
the described manoeuvre. Fig. 3 gives a diagrammatic
picture of the sequences in the manoeuvre - full details
are in the accompanying legend.


