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Distension of foetal abdomen is an im­
portant cause of soft tissue dystocia. The 
usual causes of such distension are ascites, 
distended bladder, tumours of kidneys, 
liver and spleen. 

In the present communication a rare 
foetal anomaly of 'persistent cloaca' is 
described which gave rise to obstructed 
labour. 

CASE REPORT 
Mrs. M. B., aged 20 years, second gravida 

36 weeks' pregnant was admitted in our hospi­
tal on 19-11-78. She was referred from a 
nearby P. H. C. after in labour for 30 hours. 
She had one term delivery 3 years back. She 
had no antenatal check up in the current preg­
nancy. 

General examination revealed clinical fea­
tures of prolonged labour and obstetric exhaus­
tion. 

Abdominal Examination 

There was undue enlargement of abdomen. 
Uterine contractions were present. Uterus was 
tense and hence foetal parts were difficult to 
locate. Foetal heart sounds were absent. 

Vaginal Examination 

The external genitalia was swollen and 
oedematous due to repeated internal examina­
tions. Foetal head was outside the vulva and 
the anterior shoulder was lying free beneath 
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the symphysis pubis. Attempts to deliver the 
abdomen by pulling on the neck and hooking 
around the axillae failed. 

Etiological diagnosis of obstruction remained 
uncertain at this stage. She was resuscitated 
with Inj. Pethidine and glucose drip. Tetracy­
cline was administered parenterally. One hour 
later, patient was anaesthetized and two fingers 
were passed alcmg the chest wall of foetus 
while assistant was retracting the foetal head 
on the other side. Soft bulge of anterior abdo­
minal wall was felt and diagnosis of foetal 
ascites was made. The abdomen was perforat­
ed with a perforator with difficulty. About two 
pints of meconium stained fluid came out. This 
was quickly followed by the birth of the baby. 
Inj. methergin was given intravenously and 
placenta was removed by controlled cord trac­
tion. Routine exploration of uterus was made. 
Liquor amni could not be measured but ap­
peared normal in quantity. 

The postpartum period was uneventful. Her 
postprandial blood sugar on 4th postpartum 
day was 90 mg. per cent and V.D.R.L. test 
was negative. She was discharged on 6th 
postpartum day. 

Description of Foetus 

(A) External appearance 

The fresh stillborn male baby weighed 2. 5 
kg. The crown-rump, crown-heel and circum­
ference of chest measured 25 em., 38 em. and 
31 em. respectively. The circumference of col­
lapsed abdomen at the level of umbilicus was 
41 em. (Fig. 1). Abdominal skin· was thin and 
overstretched. 

9al. Head, face and upper extremities were nor-
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(B) Internal anatomy (Pertinent findings): 

(i) The most part of the abdomen was oc­
eupied by a hollow organ which measured 25 
1111 x 12 em x 12 em. Both the ureters opened 
separately into this organ and so also the lower 
part of the large gut. Histologically, this show­
ed characteristic fibromuscular wall (Fig. 2) . 
The intel'Ilal urethral opening was absent and 
vethra was atretic. 

(ii) Kidllleys and adrenals were normally 
situated but both the ureters showed marked 
hydrouretic changes. 

(iii) Macroscopic and microscopic examina­
tion of other organs including placenta falled to 
reveal any other abnormality. 

Discussio'lt 

Enlargement of foetal abdomen can 
occasionally be diagnosed by radiology 
(Mehta and Apte, 1969). But more fre­
quently the diagnosis is made when there 
has been unexplained arrest in the pro­
gress of labour after birth of the head in 
cephalic presentation or after birth of one 
or either feet in breech presentation. 
Other conditions which can give rise to 
similar 'surprise dystocia' are contrac­
tion ring, short cord, impacted anterior 
shoulder or conjoined twin (Pal et al, 
1977) . Faced with such circumstances 
one has to pass the hand into the uterus 
beyond the shoulders and thorax so that 
an exact diagnosis can be made with 
certainty. 

Whatever may be the etiologic back­
ground, the treatment of obstructed 
labour due to enlarged foetal abdomen is 
destructive operation. Aspiration needle, 
long scissors or a perforator can be used 
for this purpose depending on the space 
available in a given case. But caesarean 
section will be safer in cases where ob­
struction is caused by a foetal tumour 
which is quite large and solid in nature. 
In the present case, however, a sharp 
stroke by a perforator succeeded in drain­
ing the accumulated fluid. Abdomen col­
lapsed and subsequent birth of the baby 
was easy. 

Summary 

A case of dystocia due to persistent 
cloaca with undue enlargement of foetal 
abdomen is presented. Diagnosis and 
management of such a case is discussed. 
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