
Case Reports
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CASE No.1: A Chinese patient (No.
2036) aged 24 years was admitted from the
Ante-Natal Clinic in the 32nd week of
pregnancy. This was her second preg-
nancy and a diagnosis of Mitral Stenosis
complicating pregnancy was made. Her
first pregnancy and labour had been
normal. Her previous medical history of
Importance Included reference to attacks
of sore-throats and joint pains at the age
of 8 years. On examinatIon. she appeared
healthy. Her blood pressure was normal,
there was no oedema and her urine was
clear. The heart was not enlarg-ed. The
first sound in the mitral area was accen-
tuated and a typical diastolic mitral mur-
mur was heard. Radiological screentng of
her chest showed clear lungs. The heart
was of normal size with a promment
border. There was a moderate backward
deviation of the oesophagus behind the
upper part of the heart. The findings
were consIstent with a mitral lesion.

CASE No.2: A Chinese patient (No.
2126) aged 33 years. She was admItted
on 22nd February 1956 in the 32nd-week of
her fourth pregnancy with symptoms and
Signs of Congestive Heart Failure. There
was a previous history of similar decom-
pensation In her previous pregnancies. She
had sutrered from sore throats and joint.
pains when aged 12 years. On examina-
tion, she looked 111with an irregular pulse
of 110 per minute. The heart was clinic-
ally enlarged. The pulmonary second
sound was accentuated and a mid-distol1c
murmur and thr111were present In the
mitral area. The lung bases were wet. the
neck veins were engorged and the liver
w.as enlarged. The size of the uterus
corresponded to about ~2 weeks gestatIon
With the presenting part of the foetus the
vertex. A diagnosis of Mitral Stenosis
<Heart Disease Grade lID complicating
pregnancy was made.

The patient was confined strictly to
bed and digita1Isation commenced. Her
condition improved and five weeks after
admission. she went into labour spontan-
eously and delivered normally a live pre-
mature infant weighing 4 pounds and 6
ounces. Labour lasted 3t hours. Morphine
was given during the labour and her
puerperium was uneventful.

Discussion
Professor G. Ransome ,- Medical Con-

sultant, in a short dissertation empha-
sised that Mitral Stenosis complicating
pregnancy in Singapore was common and
that the management of the case was
largely a matter of common sense. There
were two types of Failure:-

(1) Ordinary congestive heart rallure
with regular or irregular rhythm.
Treatment was the same as that
for congestive heart failure un-
complicated by pregnancy viz:
Bed rest. morphine and digitalIs.
The patient should be kept In bed
until delivery. This type was less
dangerous because there were
some warning signs.

(:&) The second type of fallure usually
appeared in people who seemed to
be well-compensated without a
large heart-Grade I or II. Quite
suddenly In a matter of hours she
could develop acute pUlmonary
oedema. She maybe seen sitting
up In bed shocked and sweatIng.
The pulse would be weak and
rapid and the respIration rapid.
There may be some venous con-
gestion. Over the lungs, fine
crepitations may be heard and
she may produce salmon-coloured
sputum. If not treated promptly,
she may die of acute pulmonary
oedema. The treatment basically
was for acute pulmonary oedema.



The immediate treatment Was to
try and reduce the respiration
rate and to calm her mind. Mor-
phine should be given LV. for this
purpose. The position of the
patient was important - either
sitting up In bed or sitting in an
arm chair with the legs hanging
down. ~nesection was also a life-
savmg measure in some cases. To
be eifective, the blood had to be
let out rapidly so a very large
bore needle was necessary. If no
such needle was available. the
vein may be cut transversely. the
blood being allowed to drip into a
bleeding bowl. I.V. Digoxin or
Strophanthin in a fairly large dose
with an injection of a mercurial
diuretic was given at about the
same time. If the case were treat-
ed promptly and eifectivelY, this
episode could often be controlled.
As far as the mechanism of this
type of failure was concerned., It
was usually thought to be due to
the increase in plasma volume In
pregnancy simulating the condi-
tion of a patient quite like that
of one Who had been given too
much LV. saUne, or in the wet
type of nephritis. This type of
may also occur 3-4 days after
delivery even though the patient
may have been quite well before
and during labour. The mechan-
ism of this other type of
failure may not be due to an in-
crease in plasma volume alone.
A neuro-muscular mechanism in
the lung itself may contribute t:J
it. In mitral stenosis, there was
usually some degree of pulmonary
hypertension. This was thought
by some to be a protective
mechanism against pulmonary
oedema. It had been found that
those patlents who developed thIs
syndrome had low pulmonary ten-
sion and this may account for the
fact that this syndrome may
occur with the early type I or II
cases.

The first case presented was a fairly
straightforward one. The lesion was most,
pr·obably a purely stenotic one. She was
a Grade I case and the prognosis very
good. The treatment consisted of rest and
careful supervision. If her condition did
not deteriorate she could be allowed to

have three or four children. The question
of sterilisation should be considered. If
she desired to have more children. she
should be encouraged to have them whilE'
she was young. There was no necessity in
this type of casel to space the babies.

The second case obviously belonged to
Grade III-the gloomy category. Accord-
ing to Morgan James. the proportion of
living children in these cases was only
26%. the incidence of heart failure 47%
and death from heart failure in pregnancy
13%. This case was very lucky to get
away with a live babY and her own life.
and she should certainlv be sterillsed.
Valvulotomy in these types of cases had
not been contemplated chiefiy because in
this country the operation was still largely
in the experimental stage. In the first
case the patient was well compensated so
there was no Question of valvulotomy
unless her condition deteriorated. In the
second case the heart was verv much
enlarged and her other clinical signs indi-
cated that there was probablY a marked
degree of mitral regurgitation. In this
type of case. valvulotomy was not indi-
cated.

In pregnancy. certain functional
murmurs could sometimes be heard in thp.
heart. but these murmurs were systolic in
timing and never diastolic. and with the
experienced clinician would rarely confusf'
these murmurs with those produced by an
organic lesion in the heart. A great. num-
ber of case of Mitral Stenosis go into
failure because of anaemia. so it was very
esswtial to carry out haemoglobin estima-
tion in every case of mitral stenosis. The
normal blood count in these cases wall
about 5.25 millions RBC. and if it dropped
down to about 3 millions. the patient was
in imminent danger of heart failure. In
pregnancy this was all the more important
because of the haemo-dilution which nor-
mally occurred. If the failure was due
to anaemia the patient could be transfused
with packed cells provided she was bled
fil:St. If she had been bled then the
packed cells could be pushed in as rapidly
as the blood had been withdrawn 1.e. in a
matter of minutes. The cardiac tone
should be maintained by exhibiting IV
Strophanthin. If there was any question
of embarrasing the heart with a blood
transfusion this danger could be reduced
by giving the transfusion through the
l,eg and not the arm. Diamox was a good
diuretic but if the blood volume was to be



Episode of Failure did affect the prog-
nosis of the case. The failure could in
Itself do harm to the heart. One failure
was usually an indication for sterilising
the patient.

Cardiac tolerance tests to assess the
functional capacity of the heart were not
of very much value in assessing the prog-
nosis of a case. It was more important to

note the tolerance of a patient to ordi-
nary activity like going for a walk.

Antibiotic cover during the puerperium
to reduce the likelihood of bacterial endo-
carditis is rarely indicated in cases with a
well-developed mitral stenosis. Endocarditis
usually complicates heart disease during
the early stages of rheumatic disease.
Professor Ransome concluded by sug-

gesting that propping the patient up in
bed during the third 'Or fourth day of the
puerperium could mitigate against failure
developing at this time.

After a short discussion on general
lines the meeting closed.


