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equipped maternity hospital. Constant-attention is necessary
and all facilities should be available for dealing with any
sudden emergency. While the majority of cases will proceed
to a successful conclusion, a small percentage will require
operative interference, and it is only by careful observation
that these cases can be properly assessed.

The fundamental points in the management of abnormal
labour are: (1) Freedom from worry, (2) freedom from pain,
(3) adequate sleep, and (4) adequate nourishment. The
drug of choice used to achieve freedom from worry and
pain and adequate sleep is still morphine, although lately
pethedine in doses up to 200 mg. has been extensively used.
The possible depressant effects of these drugs on the foetus
can now be counteracted by the use of Lethedrone
(Burroughs Wellcome and Co.). This is a specific
antagonist to morphine, pethedine and similar drugs, and
it is either given as an injection of 10 mg. to the mother
shortly before delivery, or to the infant (0· 5-1 mg.) after
birth.

GILX:Ose is of value in providing nourishment and in
combating the acidosis which may develop. The oral route
is better avoided, however, because glucose, if inhaled into
the air passages, is an irritant. The danger of inhalation
of glucose must be considered as a definite possibility owing
to the common tendency of these patients to vomit. A
1O%-glucose infusion given intravenously is the method of
choice.

3. The Use of the 'Pitocin Drip'
In an attempt to improve the uterine contractions the

pitocin drip may be tried. The use of the oxytocic, however,
requires careful rmanagemem and should only be used
where the patient is in a hospital and under constant medical
supervision. The '2-bottle technique', where glucose is first
run into the vein, is advised because in this method there
is no danger of an excessive amount of pitocin bemg adminis
tered at the commencement of the treatment.

Most authorities agree that cases treated by the pitocin-drip
method should be carefully selected, and the most suitable
type of case is one of hypotonic inertia where- no evidence
of disproportion or mechanical obstruction to delivery is
present. It is usually conceded that pitocin is contra-indicated
where incoordinate action is present, since it may initiate
tetanic contractions of the uterus leading to the death of
the foetus and possible rupture of the uterus.

It is of interest to mention that Theobald and Muirhead1

disagree with the opinion expressed here. They maintain
that, provided the primary drip does not exceed a con
centration of. more than 1 in 5,000, and that no untoward
alterations occur in the rhythm or rate of the foetal heart
during the first half hour, pitocin can be used in all types
of prolonged labour during the first stage. Their routine

is to commence the drip with a concentration of I in 10,000
and on no occasion do they exceed 1 in 2,500. In addition
to the pitocin drip they n:;ly on early low rupture of the
membranes and heavy sedation. They claim that thi triple
form of treatment reduces the incidence of Caesarean section
to the minimum.

While the membranes remain intact the patient and foetus
are reasonably safe. Nevertheless, a careful watch should
be kept on the foetal heart. Once the membranes have ruptured
both the maternal and foetal dangers increase the longer the
labour lasts.

The main object in uterine inertia is to encourage full
dilatation of the cervix so that a spontaneous delivery can
occur. Alternatively, the second stage can be completed by
using forceps to extract the foetus.

In a small percentage of cases, where the cervix remains
undilated, or where evidence of threatened maternal or
foetal distress is developing, the labour should be terminated
by means of a lower-uterine-segment Caesarean section.
Attempts at vaginal delivery before full dilatation should be
discouraged.

4. Vaginal Examination during Labour
The only satisfactory way of determining the cause of an

abnormal onset of labour is by a vaginal examination.
Owing to the potential danger from infection, however, this
should be done with strict aseptic precautions. This exami
nation affords an opportunity of determining the presentation
of the foetus and ascertaining whether or not the cervix
is well applied to the presenting part. The thickness and
amount of dilatation of the cervix should be noted, and an
attempt made to feel whether the cord is presenting or not.
A second vaginal examination should be made after 12
hours or following rupture of the membranes. A mal
presentation not previously diagnosed may be apparent
at this stage. Further vaginal examinations should not be
neglected if they are considered necessary. The rectal
examination, to my mind, is unsatisfactory, and can be
dangerous because it may give misleading information.

The Prognosis
An obvious question that the mother will ask (and she

is usually a primipara) is: Am I going to have the same
difficulty during subsequent pregnancies? If the delivery has
terminated naturally OT by the aid of forceps the chances of
a normal delivery in the next pregnancy are good. Where
a Caesarean section has had to be performed the future
prognosis should be more guarded, but even here more
than 50% of cases have a good chance of a vaginal delivery
in a subsequent pregnancy.
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In his informative book Bantu Gynaecology Charlewood1

states: 'Only three cases have been reported of ectopic
pregnancy in association with bilharzial salpingitis (Oibson2

1925, Gilbert3 1943), and the evidence presented in these
cases is far from conclusive.'

The following case is presented because the finding of

an ectopic pregnancy in a tube infested with bilharzia was
substantiated by histological examination.

Case Report
An Indian female aged 27 years was admitted to hospital on

22 October 1956. She has 4 children-all were normal pregnancies
delivered at term. The last pregnancy was in 1953. Aoart from
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an occasional delay of 7-9 days, her menses were regular and
lasted 5-6 days. Preceding her admis ion to hospital her menses
had been regular and normal. The la t menstrual period was
from 2-7 OclOber. On 22 October she was well till 4 p.m. when
she experienced severe lower abdominal pain, which she de
scribed as labour-like. She described something bursting supra
pubically. At 6 p.m. pain prevented her from walking and she
experienced difficulty in passing urine. There were no symptoms
of pregnancy.

On examination she appeared to be in severe pain which was
aggravated by movement. The findings on examination were as
follows: Pulse rate lOO per minute. Temperature 98°F. Blood
pressure 120/60 mm. Hg. The patient appeared anaemic. The
abdomen wa tense and distended and the subumbilical portion
was very tender. As the patient was obese the fluid thrill could
Dot be relied upon.

On vaginal examination a normal parous cervix was found.
The uterus could not be defined owing 10 acute pain.

A diagno i of ruptured ectopic pregnancy was made. At
operation 2 pints of fresh blood were removed from the peri
toneal cavity. A ruptured ectopic pregnancy in the right tube,
was found. Small whitish tubercles, the size of pinheads, were
scattered over both tubes, and these tubercles appeared to be
in the serosal layer. Tuberculosis was suspected and the specimen
was sent for histological examination. The histological report
reads as follows: 'Part of tube shows haemorrhage and placental
villi. A few fibrotic nodules with calcifying bilha17jal ova are
present in the subserous layer of the tube.' (Figs. 1 and ~.)

Fi~. J. Fallopian tube showing a solirary bitha~al granuloma.
Fig. 2. The associated extra-uterine pregnancy in the tube shown in Fig. I.

Distribution of Bilharzia
According to Monnigt the Schistosoma haematobium is

found in the whole of Africa with the exception of two
large areas corresponding roughly to the Sahara and Kalahari
deserts. The parasite has a terrnioal-spined, elongated oval
egg which is, as a' rule, passed in the urine, but sometimes
also in the stool. In the Union of South Africa the inter
mediate host is the Physopsis africana. S. mansoni occurs in
parts of Africa; this parasite has oval, lateral-spined eggs
which are passed in the stool and is rarely found in South
Africa.

Pathology of Bilharzial Salpingitis
The main pathological feature is the deposit of ova in

the tube and the formation of tubercles around them. The
end result is fibrosis. The bilharzial tubercles are the size
of sago-grains and are white in colour. There is some differ
ence between the lesions caused by S. haematobium and
S. mansoni as regards the tube. Charlewood and associates5

stated that in their series the tubal lesions were found almost
exclusively in the wall of the tube without affecting the
mucosa. This produced thickening of the wall and some
narrowing of the lumen without occlusion.

Thus fertilization of an ovum is not prevented, but pro
gression of the inseminated ovum may be impeded resulting
in an ectopic pregnancy.

In Arean's6 cases of S. mansoni infestation, by contrast,
mo t severe lesions were found in the mucosa and to a lesser
extent in the wall. The mucosa in some cases was so ex
tensively replaced by granulomas that no traces of the
mucosal linings were left. This led to segmental occtusion
of the lumen and dilatation of the distal segments which
contained inspissated material made of cellular debris,
cholesterol crystals and round-cell infiltration.

Symptoms alld Signs of Bilharzial Salpingitis
The history usually is that of pains in the lower abdomen

in a woman who h-as bathed in infected rivers. In the less
severe cases the pain is indistinguishable from that of ordin
ary salpingitis. The pains, although of long duration and
varying intensity, may commence suddenly and simulate
an acute abdomen. Menses are usually unaffected. On
pelvic examination it is unusual to find departure froJD the
normal because in the Union of South Africa we are mostly
dealing with a S. haematobium infection. Occasionally a
thickened tube may be identified. Gelfand7 ,6 stresses the diffi
culty in making a correct diagnosis. A history of having lived
in an infected area, the finding of ova in the urine or stool,
eosinophilia, cystoscopy, bilharzial complement-fixation test
and rectal biopsy help in the diagnosis. It is helpful to
remember that a vigorous massage of the bladder during
a pelvic examination may liberate ova in the urine which
otherwise may be free of ova. It is surprising that whilst
the S. haematobium affects the mucosa of the bladder and
rectum, the mucous membrane of the tube escapes.

Treatment
A course of sodium antimony gluconate (Triostam),

containing 30 % trivalent antimony-225 mg. dissolved in
3· 5 c.c. water and injected slowly I.V. daily for 6 days
should be given. This is used in preference to antimony
tartrate since side-effects are less frequent. Vomiting and
paroxysms of coughing do not occur.

It is important to submit all eperative specimens, which
appear suspicious, for histological examination. Tubes
which have tubercles scattered on their serosal surfaces
should not be removed. Gelfand7 reports a case of a female
aged 24 who had a grossly distorted bilharzial tube removed.
At operation the other tube was found to have a few tubercles
on the serous surface, but otherwise appeared normal. A
course of antimony was prescribed. Two years later she
was pregnant. The antimony had prevented loss of function
of the remaining tube.

SUMMARY

A case of ectopic pregnancy in a bilharzial-infested tube is
presented. The pathology and diagnosis are discussed with
a review of the literature. .
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in preparing this article.
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