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terone-dominated as shown by measurement of the urinary
excretion of pregnanediol. In his opinion the placenta is
severely and rapidly damaged, which reduces progesterone
production. The myometrium then becomes oestrogen-domi
nated and uterine activity starts within a day. The abortion
is usually completed in 34 hours on an average. With the
present-day use of highly potent oral progestogens in
threatened abortion, missed abortions appear to be more
frequent now.'"

Fuchs; in Copenhagen, has now completed two series of
cases, the first with 10% saline and the second with 20%.
The results of the second series were the better. Of 230 cases
between 12 and 24 weeks, 90% went into labour with no other
treatment than the injection of saline. Most of the failures
were earlier than 13 weeks, so that one can obtain almost
complete success in termination between 13 and 24 weeks.
This is interesting because the uterus has negligible activity
at this stage of pregnancy, and oxytocin or ergometrine in
fusion is not so frequently successful at this time. Fuchs had
no maternal deaths, and the incidence of complications was
less than after hysterotomy. In later pregnancy oxytocin may
succeed, but most patients do not like to have repeated
infusions. Wood" advises that if induction is decided upon in
missed abortion, foetal death or abnormality, and the uterus
does not quickly respond to oxytocin (within 1 day), then
intra-amniotic injection is indicated. The reason for trying
oxytocin first in these cases is that occasionally infection does
occur, although the abdominal route is much safer in this
aspect than artificial rupture of the membranes.

Occasionally the injection has to be repeated (Fuchs found
it necessary in 1% of cases) and this may be due to (1) intra
foetal injection of the solution, particularly in a macerated
foetus or missed abortion, and (2) failure to remove enough
fluid if the amount is excessive. Wood" prefers 20% saline
before 20 weeks, provided there is no hypertension or renal
disease. After 20 weeks, he uses 200 ml. of 50% glucose,
although smaller amounts will also work.

Why the procedure works has not been discovered.
Csapo' thinks it is a suppression of progesterone produc
tion by the placenta with removal of the local myometrial
block. His evidence for this is (a) histological degeneration
of the placenta, (b) the drop in blood-progesterone level
that occurs after injection, and (c) the delay in the labour
that follows injection if parenteral progesterone is given.
Bengtsson' is of the same opinion; he was able to delay
labour by injecting 250 mg. of acetoxyprogesterone into
the anterior uterine wall. It is not an irritant effect, be
cause some delay occurs before the uterus becomes active
after the injection. In vitro 50% glucose inhibits contracti-

bility.13 Nor is it a volume effect. It might be a local
effect on myometrial electrolytes or some other change
mediated by placental destruction, although the success in
some cases of missed abortion does not support the latter
idea.

S MMARY

A method of inducing labour in cases of missed abortion
and intra-uterine foetal death is described. It may be
applicable to a wider field of foetal abnormality and
therapeutic abortion, but has little if any place in the de
livery of a liveborn foetus.

The amniotic sac is punctured by paracentesis of the
uterus under local anaesthesia, a quantity of liquor amnii
depending on the duration of pregnancy and size of uterus
(usually 100 - 150 mI.) is withdrawn, and an equal amount
or more of 50% glucose solution is introduced. Uterine
contractions resulting in expulsion of the contents usually
start within 10 - 20 hours and the duration of labour
varies from 4 to 11 hours. Details and results of the pro
cedure are given.

The author describes a series of 9 cases and refers to
the work of others in this field. The value of other
methods of induction is discussed. Little is known about
the method of operation of the procedure.

My thanks go to Dr. H. Siertsema, Superintendent of the
Krugersdorp Hospital, for allowing the use of some of the
cases in this series for publication.
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TUBERCULOSIS OF THE PELVIC LYMPH NODES
PAUL BOULLE, M.B., CH.B. (CAPE To\','N), Ec.a.G. (S.A.), M.R.c.a.G., Senior Lecturer, Department of Obstetrics

and Gynaecology, Medical School, University of Natal, Durban

Whereas there appears to be literature in abundance about
tuberculous infection of most lymph nodes, by contrast
tuberculous infection of the 'pelvic' lymph nodes appears
to have received little attention. A description of the fol
lowing 5 cases that occurred in the Department of
Gynaecology of the University of atal may therefore be
worth recording.

CASE REPORTS

Case 1

An Indian woman, R.S., aged 26, gravida-l (an ectopic
pregnancy 2 years before admission), was admitted complain-

ing of lower abdominal pain, dysmenorrhoea and infertility.
Menses regular; no period of amenorrhoea. History of excision
of cervical nodes 8 years previously. Systematic examination
nonnal. Pelvic examination showed a normal cervix and
uterus, but on the right side a hydrosalpinx was palpable. In
addition a large mass of nodes about 3 inches in diameter
was palpable on the left side wall of the pelvis. The full
blood count, Wassermann reaction, urine, and X-ray of chest
and of abdomen, were negative. Erythrocyte sedimentation
rate (ESR) 27 mm. per hour. Mantoux reaction strongly
positive. Curettage revealed tuberculous endometritis on
histology, but culture and guinea-pig inoculation were negative
for tuberculosis. Extraperitoneal biopsy of the lymph nodes
revealed macroscopic and microscopic caseating tuberculosis.
The patient was treated for 10 months on antituberculosis
drugs without reduction in the size of the mass.
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Case 2
An African woman, N.M., aged 29, gravida-2, para-l (the

last pregnancy 8 years before admission), was admitted com
plaining of lower abdominal pain, infertility and poly
menorrhoea for one year. 0 period of amenorrhoea. Syste
matic examination negative. Pelvic examination showed
normal cervix, uterus and adnexa, but large masses of nodes
were palpable on both pelvic side walls, extending to about
an inch above the pelvic brim. Urine, full blood count,
Wassermann reaction, and X-ray of chest and of abdomen,
were negative. ESR 58 mm. per hour. Mantoux reaction strong
ly positive. The normality of the endometrium removed at
curettage was confirmed on histology, culture and guinea-pig
inoculation. Extraperitoneal node biopsy revealed caseating
tuberculosis of the external iliac group of nodes. Antitubercu
lous treatment was given for 1 month, but the patient failed
to return for further therapy.
Case 3

An African woman, T.Z., aged 30, gravida-3, para-3 Oast
pregnancy 4 months before admission), was admitted com
plaining of lower abdominal pain. No periods since birth of
last child. Systematic examination negative. Pelvic examination
showed normal cervix, uterus and adnexa, but large masses
of nodes about 3 inches in 'diameter were palpable on both
pelvic side walls. Urine, full blood count, Wassermann
reaction, and X-ray of chest and of abdomen, were negative.
ESR 48 mm. per hour. Mantoux reaction strongly positive.
The normality of the endometrium recovered at curettage was
confirmed by histology, culture and guinea-pig inoculation.
Extraperitoneal node biopsy revealed caseating tuberculosis
of the external iliac group of nodes. Antituberculosis drug
therapy was given for 2 weeks, but the patient failed to report
back for further treatment.
Case 4

An African woman, A.Z., aged 38, para-4, gravida4 (last
pregnancy 3 years before admission), was admitted com
plaining of gradual loss of weight and amenorrhoea for 2
months, with a previously normal menstrual cycle. Systematic
examination negative. Pelvic examination showed normal
cervix, uterus and adnexa, but large masses of nodes were
palpable on both side walls of the pelvis and were just
palpable abdominally. Urine, full blood count, Wassermann
reaction, and X-ray of chest and of abdomen, were negative.
ESR 52 mm. per hour. Mantoux reaction strongly positive.
Endometrium removed at curettage proved normal on his
tology, culture and guinea-pig inoculation, but extraperitoneal
node biopsy showed caseating tuberculosis. The patient was
treated for 1 month on antituberculosis drug therapy with no
improvement in the size of the nodes. She did not return for
further treatment.-

Case 5
An African woman, D.N., aged 18, gravida-2, para-l (last

pregnancy 1 year before admission), was admitted when she
was 36 weeks pregnant, suffering from cervical and pelvic
lymphadenopathy. The pelvic nodes were so large as to
prohibit a vaginal delivery. Urine, full blood count, Wasser
mann reaction, and X-ray of chest, were negative. ESR 47 mm.
per hour. Biopsy of cervical lymph nodes revealed caseating
tuberculosis. Pelvic lymph node biopsy was considered to be
redundant, and caesarean section was performed at term.
Three months' antitubercul05is drug therapy resulted in no
change in the size of the lymph nodes, and the patient then
absconded.

DISCUSSION

In these cases the lymph nodes were almost certainly in
volved during the primary phase of the tuberculous in
fection, which may have occurred many years previously,
because, as Thompson' has stated, gross tuberculosis oc
curring in lymph nodes infected other than in the primary
phase is extremely rare. The cervical and mesenteric
lymph nodes are most commonly affected, presumably
because they are associated with a convenient portal of

entry for the tubercle bacillu , viz. tonsil and small bowel.
By contrast, po tmortem studies have hown that pelvic
lymph nodes are not commonly involved, probably be
cause of lack of a suitable portal of entry for the organ
ism.

In view of the fact that two of the cases showed tuber
culous cervical lymphadenopathy in addition to the pelvic
pathology, one can postulate that the infection was pro
bably a generalized disease in the fir t instance, with its
origin in the lung. The pelvic node-s may then have be
come infected either by direct haematogenous spread, or
by the secondary infection of a local organ with subse
quent regional node involvement. Lincoln' and lones'
favour the former route of infection, but most authors,
including Thompson,' maintain that such a direct blood
spread infection of lymph nodes is rare, and we will there
fore confine our attention to the latter consideration and
a discussion of the various viscera that may be affected.

Large bowel, rectum, and bladder, are rarely involved
and if they had been in the cases here presented one
would have expected some measure of local symptoms,
which was absent in this serie. Gale' and others have
shown that tuberculosis of the sacro-iliac and hip joints
may spread to the iliac and obturator nodes, but no
osseous involvement could be demonstrated. In one of our
cases there was unequivocal evidence that the source of
infection was from the endometrial cavity. In the remain
ing cases the endometrium was normal, although in two
of them the symptoms revealed a gynaecological distur
bance. It is postulated that primary tuberculosis may
spread from the genital tract to the regional lymph nodes,
and that in a few cases the primary will continue to
flourish, but in others it will die out, leaving only a legacy
in the local nodes.

In view of the poor follow-up of these cases, little can
be said regarding the treatment, but one case on intensive
therapy was followed for nearly a year and showed no
improvement at all, and one must lean towards the opinion
of Hinden et al.: Lester: Lester and lones,' and Heat,"
who maintain that once caseation ha occurred, surgical
excision under antituberculosis drug cover is probably the
treaTmenr of choice.

SUMMARY

Five cases of caseous tuberculous pelvic Iymphadeniti
are described. It is postulated that the infection may have
occurred many years previou ly at the time of the pri
mary complex and reached the lymph nodes via the geni
tal tract. It is suggested that the use of antituberculo i
drugs only may be an inadequate form of therapy.

I wish to record my gratitude to Prof. Derk Crichton, Head
of the Department of Gynaecology and Obstetrics, for hi
advice and help in the preparation of this paper, and to Dr.
T. M. Adnams, Medical Superintendent of King Edward VIII
Hospital, for allowing acces to the case record.
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