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Bush Surgery II
An ectopic pregnancy is one of the surgical 
emergencies every medical officer will meet and 
which he should be able to deal with on an 
outstation. The diagnosis can be extremely diffi
cult and every one of us has been caught out at 
some time. Classically the condition is described 
in the textbooks as four types:

(1) The Fulminating Type.—This is rare in 
the experience of overseas writers, but less rare 
in the African. In our experience these cases 
are obvious from the start. The woman is in 
a state of collapse, shocked cold and clammy. 
One only has to look at her mucus membranes 
to note the extreme pallor, though experienced 
medical officers can detect the grey pallor of 
the dusky skin. Pale they are, frightening the 
doctor into animated activity. The abdomen is 
distended across the hypogastrium. One may 
not feel the uterus, nor indeed expect to do so, 
but there is a boggy resistance to palpation with 
acute discomfort to the patient and signs of 
peritoneal irritation. Vaginal examination may 
reveal bulging of the vaginal fornices. Move
ment of the cervix gives rise to acute pain and 
discomfort. Abdominal and vaginal signs are 
maximal on the side of the pathology.

It is noted that the history has not been 
mentioned. In the majority of these cases we 
have been unable to get a coherent history due 
to the African’s habit of leaving things to the 
last moment. Many cases are moribund on 
admission. With luck, a history of a missed or 
abnormal period may be obtained.

(2) The Common Form.—As elsewhere, this 
is by far the most common form of presentation. 
The history is one of recurrent abdominal pain 
and uneasiness, with a slight vaginal haemorr
hage. The patient may feel faint or complain 
of “fits” A tachycardia is often remarked upon 
by the African in contradistinction to the 
European,

Amenorrhoea deserves special mention. In 
reply to the question, “How are your periods?” 
one will frequently receive the reply, “They are 
normal, doctor.” The subject must be vigor
ously pursued. The date of the last period is 

elicited as well as its duration and the amount 
and type of bleeding. Not content with this, 
the period before and possibly for two or three 
months back are examined. The crux of the 
matter is that one will be surprised how often 
tenacious questioning will reveal abnormalities 
of the last one or two periods. Lucky is the 
officer who gets a clear-cut history of amenorr
hoea, but in 99 per cent, of cases one can pick 
up abnormalities that set one well on the path 
to correct diagnosis. One of us (J.G.) was 
mistaken just after drafting the first copy of 
this article. A patient was admitted with a 
history of lower abdominal pain. It was care
fully noted that the last period was only one 
day in duration. For all this, the case was 
diagnosed as a “salpingitis with pelvic abscess” 
and the “abscess” opened through the posterior 
fornix. The whelter of blood made the diagno
sis obvious and the ectopic was removed by the 
usual route! One has heard many medical 
officers say, “Oh! They all have abnormal 
menstrual histories!” This merely covers up 
inadequate history-taking.

The Examination.—Observation may reveal 
nothing or a little hypogastric fullness. On 
palpation, however, tenderness is experienced 
over the affected part. With gentle deep palpa
tion (as gently as possible) a vague mass or 
boggy resistance may be felt by the astute 
doctor. The peritoneal irritation set up by free 
blood usually gives rise to a marked “release 
sign” on suddenly relaxing deep pressure. The 
mucous membranes are frequently pale follow
ing the moderately severe haemorrhage.

Vaginal examination: The findings vary. In 
the early case firm resistance may be offered 
by a distended fallopian tube. After rupture a 
boggy mass is felt. The constant sign is that 
of tenderness along one of the fallopian tubes, 
with excruciating pain on moving the cervix.

Points seen in European cases and not, to 
our knowledge, common in Africans are:

(a) The ordinary signs of pregnancy. One 
has not met many African women who 
note morning sickness or breast changes.

(b) A decidual cast. This is either missed 
or reported as a “complete abortion.” It 
is very difficult to be sure about its nature 
unless the cast is produced intact to de
cide whether the clot and debris are not 
in fact an abortion.

(c) Dysuria is a common complaint and is 
only of use if the main points noted 
above are positive.

(d) Rectal tenesmus is not common.
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It is interesting to note that the victim of an 
ectopic pregnancy usually readily agrees to sur
gical treatment, whereas a patient suffering from 
a salpingitis often will not agree (B. Lawson, 
personal communication).

At this point mention may be made of a test 
found invaluable here, but frowned upon in 
overseas circles. This is the aspiration of the 
pouch of Douglas, using a 20 c.c. syringe with 
a very wide bore needle. The needle enters the 
pouch through the posterior fornix and aspira
tion of dark blood has confirmed many a doubt
ful diagnosis. The blood is “venous”—dark in 
colour and sometimes slightly diluted by serous 
effusion. Five to 10 c.c. are withdrawn to 
prevent the small ooze due to the puncture being 
taken as a positive sign. In our experience the 
results are good and we have not had infection 
or perforation of a viscus follow its use. It has 
saved us from some serious errors. One has 
seen a case of painless vaginal bleeding with 
an amenorrhoea of a month. Nothing was 
noted on abdominal examination, and vaginally 
a small mass the size of an eight-week gravid 
uterus was noted. There was slight dilatation 
of the cervical os. A diagnosis of threatened 
abortion was made. While dealing with another 
case (an ectopic!) it was reported that the 
woman did not look well and the pulse had risen 
to 100 per minute. Re-examination revealed 
nothing further, but a needle aspiration yielded 
dark blood and clot. At operation she bad an 
early rupture of the right tube due to an ectopic 
gestation.

(3) The Pelvic Haematocoele.—This is not 
often seen. Our cases have taken the form of 
pelvic abscesses in which foetal parts have been 
found.

(4) Cases of the later months are always 
recorded, so these will not be discussed in this 
paper.

The Differential Diagnosis

(i) Threatened abortion can easily be con
fused with an ectopic pregnancy if there is a 
bloody discharge from the vagina. A careful 
history, the site of discomfort or pain and the 
vaginal examination should help differentiate 
the two. The needle aspiration is an aid to 
diagnosis.

An examination under an anaesthetic may be 
helpful, but it has happened that more than 
one tubal pregnancy has ruptured under the 
examining hand and the diagnosis missed. Once 
back in the ward, the patient’s condition de
teriorates and diagnosis is only made at 
laparotomy.

(ii) Appendicitis. Early appendicitis is con
fused with the common form of ectopic preg
nancy, as is the fulminating appendicitis with 
fulminating ectopic gestation and vice versa. 
The point at which the pain commenced, the 
site of pain on presentation, toxicity, white cell 
count and signs of internal haemorrhage must 
be considered. Appendicitis is still fairly rare 
in Africans.

(iii) Perforation of a peptic ulcer is rare in 
our experience. History, clinical picture and 
erect X-ray of the abdomen should be considered.

(iv) Torsion of an ovarian cyst is very com
mon in our wards. Fortunately bimanual 
examination reveals a distinct firm rounded 
tumour quite unlike the boggy feel imparted by 
the ectopic mass. Uterine haemorrhage may 
occur with torsion of an ovarian cyst.

(v) Salpingitis is another extremely common 
malady. It is usually bilateral and associated 
with profuse periods and not amenorrhoea.

(vi) Intestinal colic is relieved by pressure, 
and between spasms the patient is free of pain 
and quite fit.

(vii) Acutely retroverted gravid uterus: The 
first symptom is dysuria and vaginal examination 
reveals a firmer and better defined mass than 
in an ectopic gestation.

Once the diagnosis is suspected, all patients 
seen in the outpatients must be admitted for 
observation. It has happened more than once 
that a patient has collapsed with a ruptured 
ectopic pregnancy not far from the hospital 
gates after attending outpatients. A case is 
recalled where a patient had been previously 
sterilised, but collapsed with a tubal pregnancy 
in a small remnant of the proximal tube.

The Operative Treatment of an 
Ectopic Pregnancy

Anaesthesia
Any words on choice of anaesthesia for these 

difficult circumstances must be prefaced with 
two truisms and the following suggestions viewed 
in their light:

(1) Any method of anaesthesia is as safe as 
the person using it.

(2) The safest technique for any particular 
case, however difficult, is one with which the 
anaesthetist has good experience.

General Anaesthesia.—Should a doctor or 
other person with some experience be available 
it is perfectly sound practice to use either open 
ether or, better, gas/oxygen/ether after judi
cious induction with thiopentone in quantity of 
0.25 and 0.4 grams. As light anaesthesia as 
possible should be used and no attempt made
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to obtain full relaxation. Shocked and exsan
guinated patients can be anaesthetised using 
surprisingly small quantities of any agent.

A surgeon completely alone has two possible 
techniques:

(1) Spinal.—In general, spinal anaesthesia 
has little place where bleeding may be extreme, 
but the introduction of Nor-adrenalin has offset 
this criticism to some degree. Good operating 
conditions are obtained with spinals and a 
simple technique can be used. To anaesthetise 
the lower abdomen, heavy Nupercaine (1/200 
Nupercaine in 6 per cent, glucose put up in 
3 c.c. ampoules) is an extremely reliable agent. 
Lumbar puncture is performed at the second or 
third lumbar space with the patient lying on 
her side. When the needle position is confirmed, 
1.8 to 2 c.c. of heavy Nupercaine is injected 
and the patient placed on her back, the table 
being given a five degrees head down tilt. After 
five minutes the drug will be “fixed” on nerve 
tissue and any suitable position for operation 
may be utilised. Significant fall in blood 
pressure is unlikely, but any drop must be cor
rected. Should a trained person be present, the 
use of a Nor-adrenalin drip (1/500,000) gives 
almost perfect control of blood pressure; but if 
not available, the injection of 5 to 10 milligrams 
Methidrine, both intravenously and intramus
cularly, will prevent any alarming fall. This 
technique will give good anaesthesia for about 
one and a half hours.

(2) Local.—Good techniques for regional or 
local anaesthesia of the lower abdomen are not 
easy and involve, as a minimum, paravertebral 
blockade of T 10 to L 1 on the appropriate side 
and infiltration of the incision line. With a 
unilateral block a paramedian rather than a 
midline incision must be made. Emergency 
surgery can be performed using a simple tech
nique, but shock is greater than if all autonomic 
pathways are blocked. The simplest method is 
to infiltrate the midline with about 50 c.c. -J per 
cent. Xylocaine, waiting five minutes, and then 
to incise down to peritoneum, which should be 
flooded with 20 c.c. of 1 per cent. Xylocaine. 
After a further few minutes the belly is opened 
and, after gross bleeding has been controlled, 
the pelvic contents sprayed with 20 c.c. of 1 per 
cent. Xylocaine.

Replacement of Blood

An ectopic pregnancy constitutes a surgical 
emergency. On an outstation the medical officer 
must undertake the responsibility of the opera
tion. If he has a supply of donated blood avail
able he is indeed fortunate. Here one may offer 

a suggestion that causes consternation overseas, 
but has proved invaluable to us. Many of us 
have had to resort to autotransfusion to save our 
patient. Before operating, the patient is placed 
on a Dextran drip to maintain the depleted 
blood volume. Once the belly has been opened, 
the extravasated blood is collected for retrans
fusion.
Apparatus

A sterile drum is kept for such an emergency. 
Its contents are:

(a) A sterile funnel with large gauze squares; 
these squares are the filters to strain 
aspirated blood.

(b) Two vacoliters with their glass air vent 
tubes and rubber corks.

(c) Sucker tubing of the pressure type.
One or two suction bottles from the electric 

sucker (which should be standard equipment on 
all electrified outstations now) are sterilised by 
boiling, along with their metal caps and all 
connecting tubing.

An ampoule of sodium citrate—100 c.c. of 
3.8 per cent.—completes the apparatus.
Use

The sister or an assistant, fully scrubbed as 
for any surgery, sets up the suction apparatus 
in the usual manner in which it is used. Both 
bottles contain about 100 c.c. sodium citrate 
which is sucked up through the sterile pressure 
tubing into each bottle to prevent initial clotting 
in the sucker tubing. During the operation all 
intraperitoneal blood is sucked up. When a 
sterile bottle is full the scrubbed assistant filters 
it through the gauze-lined funnel into the vaco- 
liter. The funnel should be lined by six layers 
of gauze at least to act as an efficient filter. 
The vacoliters are then fitted up and used as 
is the usual blood bottle.

We give penicillin cover to all autotransfusion 
cases. Another point is, in the event of no 
suction apparatus being available, one may use 
a vacuum blood bottle with sterile thick donor 
tubing. A hand is inserted into the abdomen 
to form a “sump” into which the blood drains, 
but clot is kept out as far as is humanly possible. 
The needle at the donor end of the tubing is 
cut off to give the sucker the largest bore pos
sible. With luck, a bottle of blood may be 
obtained, but remember that this must be 
filtered again before use.

Use of the autotransfusion method has un
doubtedly saved many of our patients, and it 
has had to be used recently in a large hospital 
when the well-organised blood bank failed for 
political reasons.
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The Operation

Incision.—The subumbilical midline incision 
suits the conditions of outstation surgery best. 
There are many against this incision, holding 
that it gives rise to incisional hernias. However, 
gynaecologists still use it to good effect and it 
gives clear and rapid exposure of both iliac 
fossae and the pelvic cavity. The moderately 
expert surgeon may prefer a paramedian inci
sion on the affected side. One has been really 
red in the face using this incision and finding 
that the opposite side is affected or, as in one 
of our cases, there was an ectopic pregnancy on 
either side!

We will not go into the minutiae of the opera
tion, but will mention points.

(1) Blood is sucked out of the pelvis. With 
the advent of antibiotics there is a recent trend 
to leave free blood in the peritoneal cavity 
where the iron content is eventually re-absorbed. 
It is of course necessary to obtain a clear view 
of both tubes. So far we have not tried this 
method of therapy.

(2) Both tubes and adnexae are examined. 
It is fairly frequently observed that an haema- 
tosalpinx is present in the remaining tube. At 
all costs this must be recognised and care taken 
that only the tube with the ectopic pregnancy 
is removed.

(3) The affected tube is removed. In most 
cases this is very easy, applying two large 
haemostats in a “V” on either side of the 
offending area and removing it. The cut edges 
are closed with haemostatic sutures.

The distal end can be turned back like a cuff 
instead of merely tying it off. It may be helpful 
to hitch the ovary up into a position near the 
tubal remnant.

Postoperative Therapy

Blood transfusion may be necessary. Anti
biotic therapy is instituted, especially if the 
needle aspiration test has been employed. We 
have found a combination of penicillin and 
streptomycin adequate. Iron is supplied by Im- 
feron intramuscular injection or by tabs-ferrous 
sulph orally.

Conclusion

Every medical officer is faced by this problem. 
He must act at once. Operation is life-saving, 
and the more bled out the patient the faster he 
must act. If he does not operate the patient 
will very probably die, but if he operates she 
has every chance of living. Not to operate 
constitutes an act of negligence. The oft in
superable question of blood supplies can be 

overcome by autotransfusion. Let us stress that 
we do not advocate autotransfusion where blood 
supplies are available, but it is for use in 
circumstances where no supply is to hand.
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A Decade of Steroids*

* A talk, illustrated with slides, given to the Southern 
Rhodesian branch of the British Medical Association 
in November, 1959.

BY
M. E. L. TONKIN, m.b., b.ch. (Rand.)

Ten years have elapsed since cortisone was first 
given by Hench and Kendall and their co
workers at the Mayo Clinic to a patient with 
rheumatoid arthritis, with the well-known drama
tic results, and ten years of experience in the 
use of the adrenal corticoids are now available 
to us.

As with any new drug, there are three phases:
(1) Firstly, the stage of discovery, with its 

attendant drama.
(2) Secondly, the phase during which the 

drug is used for every illness.
(3) And thirdly, the stage of analysis and 

retrospection.
We have now reached this last stage. But be

fore discussing it, it is pertinent to observe that 
so much controversy and conflicting reports from 
either sides of the Atlantic probably stem from 
the fact that the Americans had an almost 
exclusive reserve on Stage 2. Whilst they were 
trying cortisone for every disease, due to diffi
culties of production and supply, England and 
Europe had only very limited allocations of 
cortisone until 1953, and in fact it was not 
generally made available to practitioners until 
the end of 1955. As a consequence, England’s 
meagre supplies probably resulted in very care
fully screened usage, whereas freedom of supply 
in the United States probably accounted for 
grossly excessive dosage regimes and a legacy 
of side-effects. No wonder there have been 
differences of opinion.

Natural Steroids

The first diagram (1) shows the products of 
the adrenal cortex.
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