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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.
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,. It may be easier to insert them supinated.

diameter, but does not effect much body narrowing for an
appreciable amount of turning.

The posterior shoulder in this method acts as a fulcrum
and remains hard against the bony pelvis. The foetal
movement during the most difficult part of the extraction
is against the natural axis of the pelvis, making delivery
till more difficult. Even with the assistance of suprapubic

pressure, considerable traction on the head towards the
perineum may be required to free the anterior shoulder.
The force exerted is likely to stretch and injure the brachial
plexus.

From consideration of these points one must conclude
that the method is mechanically wrong. The ideal is to:

1. Reduce the transverse width of the body so that it
will be no more than the AP dimension of the pelvis.

2. Avoid traction on the brachial plexus.
3. Deliver in the line of the natural path - the pelvic

axis.

Described Manoeuvre (Fig. 2)
Again place the baby on its side (oblique when intra

pelvic).
1. Do an episiotomy or, exerting moderate traction on

the head in the body line, stretch the perineum by press
ing backwards with the fingers of the other hand.

2. Draw the posterior shoulder along the pelvic axis
by a finger in the axilla - as far as it will comfortably
go - and assist by fundal pressure. A very narrowed part
of the body then passes through the shortest AP line of
the lower pelvis.

Step 2 should be repeated in the course of step 3.
Until further experience is gained it is still probably

desirable to do an episiotomy.
If a skilled assistant is available he can exert steady

posterior axillary traction while the operator presses and
rocks the anterior shoulder caudally and backwards into
the sacrum, and pulls the head in the direction of the
pelvic axis.

3. Maintaining steady traction on the head in the foetal
body line, insert two fingers* underneath the pubic arch
and press and rock on the anterior shoulder. The shoulder
can be readily tilted caudally and at the same time pressed
towards the hollow of the sacrum. This can reduce the
body width to the narrowest AP diameter without damage
to the brachial plexus. Since the anterior shoulder is then
in contact with the soft foetal chest wall, well away from
the apex of the chest, considerable compression without
damage is easily obtained. The clavicles, now being oblique
in relation to the spine, do not interfere with compression.

The total described manoeuvre can readily reduce the
width of the body passing through the narrowest AP line
by 20%, i.e. about 1 inch. Delivery assisted by fundal
pressure is then continued in the normal axis of the
pelvis, swinging the anterior shoulder in a curve from
behind to under and around the symphysis instead of
forcing it through the AP plane.

This manoeuvre conforms to the applied mechanics
required by analysis and is therefore a theoretically pre-

't'
I

Fig. 1. Standard method of delivery of impacted shoulders.
Fig. 2. Described manoeuvre for delivery of impacted
shoulders.

B
Fig. 3. Diagrammatic representation of the sequences in
the described manoeuvre (scale: 1 to 3). A = anterior
shoulder, B = posterior shoulder, C = symphysis pubis.
Line A,B represents the bisacromial diameter.

Standard Method (Fig. 1)

Place a recently born infant on its side. Compression
of the shoulders in the bisacromial diameter meets with
considerable resistance. Turn the bisacrornial diameter so
that the anterior shoulder moves towards the baby's head
and is 'delivered'. This brings a succession of body planes
into the narrowest lower antero-posterior (AP) pelvic

A2

Explanation of Fig. 3
1. As B becomes arrested against the sacrum, A, swings to

A, and A, becomes impacted against the pubis (C). Com
pression in the line A,B is transacromial and is difficult.
Strong head traction towards the perineum is often used for
furthering the disimpaction of A,; in 29% of cases this
produces an Erb's palsy.'

2. If A, moves to A, the foetal width becomes less instead
of more, and still less as B moves to B4 • A4B4 is therefore the
required position, not A,S. Owing to the practicability of
turning the anterior shoulder round the back of the pubis and
then sliding it out, the full AJ3 position is not essential,
however.
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ferred method to one which is contrary to all
mechanical requirements.

Comment

Of the last two severely impacted foetuses seen here,
the first was delivered more in accordance with the
standard method. The extraction was very difficult and
an Erb's palsy occurred. The second was an 1I lb. baby.
The head had been delivered 5 minutes previously by
experienced midwives and traction by them was ineffective.
When seen the shoulder was well impacted. The described
manoeuvre was then used. Delivery was quickly effected
without undue difficulty, without episiotomy and without
a tear. Anaesthesia was not required.

In support of this having been a very difficult ca e, the
child when born was in respiratory and cardiac arrest. It
was revived by being placed head downwards on an in
clined plane and given external cardiac mas age, mouth
to-mouth breathing, suction and lobeline.

CO 'CLUSIO

This new manoeuvre, based on an analy is of mechanical
requirements, can be readily implemented. It should avoid
most of the present frequent complication
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IN DIE VERBYGAAN : PASSING EVENTS

The SOlllh African Institute for Medical Research, Johannes
btag, Staff Scientific Meering. The next meeting will be held
on Monday II March at 5.10 p.m. in the Institute Lecture
Theatre. Dr. S. Kramer will speak on 'Erythrokinesis of
scurvy'.

University of Cape Town and Association of Surgeons of
South Africa (M.A.S.A.), Joint Lectures. The next lecture
in this series will be held on Wednesday 6 March at 5.30 p.m.
in the E-floor Lecture Theatre, Groote Schuur Hospital,
Observatory, Cape. Dr. P. J. M. Retief will speak on 'Signs
of ureteral reflux'. All members of the Medical Association
are welcome to attend the lecture.

The SOlllh African Regional Council of the Royal College of
Obstetricians and Gynaecologists. The following office-bearers
were elected on 31 January 1963 - Chairman: Dr. F.
Daubenton; Vice-chairman: Prot. D. Crichton; Hon.
Treasurer: Dr. F. . Charnock; Hon. Secretary: Dr. J. M.
Samson; Fellows: Dr. N. E. C. de la Hunt, Prot. F. G.
Geldenhuys, Dr. P. J. H. Massey; Member: Dr. H. M. G.
Agnew, Dr. F. eser, Dr. G. Steere.

Dr. Alan L. Penn, ear, nose and throat surgeon, of Johannes
burg, who was formerly a registrar at Baragwanath Hospital,
Johannesburg, the Royal ational Ear, ose and Throat
Hospital and Golden Square Hospital in London, and Groote
Schuur Hospital, Cape Town, has commenced practice at 402
Medical Arts Building, Jeppe Street, Johannesburg. Tele
phones: Rooms 23-2334, residence 41-4108.

Dr. Alan L. Penn, oor-, neus en keelheelkundige, van
Johannesburg, voorheen registrateur by Baragwanath-hospitaal,
Johannesburg, die Royal National Ear, ose and Throat
Hospital en Golden Square Hospital in Londen, en Groote
Schuur-hospitaal, Kaapstad, het begin praktiseer te Medical
Arts-gebou 402, Jeppestraat, Johannesburg. Telefone: Spreek
kamers 23-2334, woning 41-4108.
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Dr. A. P. Blignault. editor of the South African Medical
Journal, and Mrs. Blignault, will visit the United States of
America and Canada during the period March - June 1963,
under the auspices of the United States - South Africa Leader
Exchange Programme.

Dr. Blignault's itinerary will include visits to Kenya.
Italy, Holland and Great Britain, and he will meet and
confer with the secretaries of the British Medical Association
and the Netherlands Medical Association, and with the editors
of the official journals of those Associations.

In the USA Dr. Blignault will attend meetings of the
American Society of Group Psychotherapy and Psychodrama,
as well as congresses of the American Psychiatric and
Psychoanalytic Associations. He will also visit the head
quarters of several pharmaceutical firms and will spend a
week at the head office of the American Medical Association
in Chicago, and a week at the head office of the Canadian
Medical Association (and the Canadian College of General
Practitioners) in Toronto.

Dr. and Mrs. Blignault left Cape Town on 23 February
and hope to be back on 15 June.

* * *
Royal College of Obstetricians and Gynaecologists. London.
At a recent meeting of the Council of the College the follow
ing South Africans were elected as Fellows: Prof. J. N. de
Villiers and Drs. J. F. C. Grant, M. M. Kriseman and G.
Maizels; and the following as Members: Drs. T. P. Boulle,
G. C. M. Clarke, D. V. Cohen, M. G. H. Mayat, D. K.
Quinlan, M. E. Rivlin, S. T. Trezise and J. J. H. B. van der
Wat.

* * *
Klinies-patologiese Besprekings, Karl Bremer-hospitaal. Die
volgende vergadering in hierdie reeks word gehou op Dins
dagmiddag 5 Maart om 4.30 om. in Lesingkamer 2, Farma
kologiegebou, Karl Bremer-hospitaal, Bellville. Dr. P. W. A.
Botha sal as spreker optree oor ,Akroparestesie'. Alle dokters
wat belang stel, word uitgenooi om hierdie vergaderings by
te woon. Kliniese besprekings word ook om 9.0 vrn. op
Saterdagoggende gehou in die Groot Voorlesingsaal, Kliniese
Gebou, Karl Bremer-hospitaal, en is oop vir bywoning deur
dokters.

NUWE PREPARATE EN TOESTELLE : NEW PREPARATIONS AND APPLIANCES

PROVERA/DEPO PROVERA

In introducing Upjohn's Provera, Tuco (Pty.) Limited supplies
the following information: This product is unmatched in
providing progestational activity without androgenic or
oestrogenic effects. It is available in two dosage forms:

Provera rablets, for convenient oral administration, sup
plied as 5 mg. tablets of medroxyproge terone acetate in
bottles of 24, and

Depo Provera, a long-acting form for intramuscular injection.

Each m!' contains 50·0 mg. of medroxyprogesterone acetate.
Indicariolls

Tablers: Threatened abortion, habitual abortion, infertility,
premenstrual tension, dysmenorrhoea, secondary amenor
rhoea, functional uterine bleeding, and oral pregnancy test.

Illjecrioll: Threatened abortion, habitual abortion, and
endometriosi .

Dosage. See literature.
Furtber information is available from Tuco (Pty.) Ltd., 255

Jeppe Street, Johannesburg.


