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Tubal pregnancy and
surgery
Extrauterine pregnancy, which is almost always tubal, is an
increasing contemporary problem. The incidence has risen,'
as has the proportion of pregnancies ectopically implanted,
more so since 1970. If pregnancy occurs while an intrauterine
contraceptive device is in situ the chance that it will be ectopic
is greatly increased,2 up to nearly 1 in 10-since, however these
devices act, they operate locally in the uterine cavity and
exert little or no influence within the tubes. Other possible
contributory factors are pelvic inflammation (which has been
occurring with increased frequency3), progestogen-only
contraceptives, induced abortion, and tubal surgery including
sterilisation. Ectopic pregnancy's proportionate contribution
to maternal mortality in Britain has recently more than
doubled.' 4 Half the deaths occurred at home or en route to
hospital, so clearly prevention is needed as well as early
diagnosis and efficient surgical management.
The prime role of surgery for tubal pregnancy is life-

saving; but the procedure performed also affects the woman's
future fertility and her risk of a further ectopic gestation.
Ectopic pregnancy is apt to be followed by impaired fertility,
and recurrence is frequent. Estimates5 of the occurrence of
impaired fertility range from 33 to 60%. Recently, in a report
of 1330 ectopic pregnancies, about one-quarter of the patients
were nulliparous, and for this substantial group future fertility
prospects are of special importance. In the same series 123
(9%) patients experienced repeat tubal pregnancies.6
Once surgical treatment for ectopic pregnancy was intro-

duced a century ago ablation of the affected tube became the
usual practice. At first the ovary was removed along with the
tube; but later, on the grounds that it was usually not affected
by the disorder, ovarian conservation became routine and
the tube alone was removed. Sometimes the affected tube may
also be preserved; this approach was readvocated by Hallatt,6
who estimated that 90% of tubal pregnancies are in the outer
two-thirds of the tube, where it is usually possible to perform
a conservative procedure.

It is difficult to know how profitable such operations are in
terms of subsequent child-bearing and how they influence
the chance of a further ectopic pregnancy. In one series of 352
patients with ectopic pregnancies on whom tubal preservation
procedures had been performed 119 achieved subsequent
intrauterine pregnancy, while 21 had repeat ectopics.6 Data
such as these, however, do not enlighten us whether the
prospects would have been better or worse if the affected
tube had been removed.
The prognosis is quite different if the contralateral tube

has already been removed or hopelessly damaged. In the
series referred to 27 women had conservative operations at the
time of second tubal pregnancies, and of these only three were
known to have been successful in having a child subsequently,
while two abortions and three further ectopic pregnancies also
occurred. Though the alternative in these cases was total

sterility, these results suggest that the prospects of normal
function are poor for a tube which has been reconstituted after
bearing an ectopic pregnancy.
An entirely different approach to subsequent fertility was

propounded by Jeffcoate 20 years ago.7 He suggested removing
the ovary along with the affected tube if the opposite ovary
seemed healthy-on the grounds that ova released from
the ipsilateral ovary are more likely to become fertilised than
those from the contralateral ovary. This is rational if account
is taken of the active role of the tube in "fielding" the released
ovum from the rupturing follicle. Lawson Tait8 described
this graphically as "the embracement of the ovary by the
Fallopian tube, this embracement being secured by some
mysterious and intelligent action of the infundibulum," now
attributed to chemotactic influences. This role must be greatly
facilitated when the ovary bearing the follicle is on the same
side as the tube. No doubt pregnancies may occur after trans-
peritoneal migration of the ovum, but the prospect of fertilisa-
tion is reduced: about one in every five ectopic pregnancies is
said to have a corpus luteum on the opposite ovary,6 implying
transperitoneal migration. This figure probably overestimates
the chances of fertilisation, as the very occurrence of
transperitoneal migration may increase the risk of a tubal
implantation, in itself another argument for salpingo-
oophorectomy. Even accepting the one in five figure and given
that each ovary contributes an equal number of ova, removal
of the ovary along with the tube should result in a 60% higher
fertility prospect.

Statistical support for the suggestion has been slow to appear.
One report on 277 women recorded a 4500 conception rate after
salpingectomy as opposed to 40% after salpingo-oophorectomy,
but there was a 16.7% as opposed to 5 7% incidence of recur-
rent ectopic gestation in the respective groups.5 The philosophy
of approach is relevant also to the surgical treatment of
infertility, and its application has been reported. 9 10 Ten
patients with unilateral hydrosalpinx were treated by salping-
ectomy and ipsilateral oophorectomy, as opposed to 13 who
had the ovary conserved. There were five pregnancies in the
first group and two in the second.10 These numbers are too
small for statistical evaluation, but a report at p 631 describes
the results of unilateral oophorectomy performed in cases of
infertility with unilateral tubal blockage. A statistical tech-
nique which compared the incidence of pregnancies in the
total period of exposure, before and after surgery, with the
incidence in the postoperative phase, showed a significant
benefit from the operation. The design ofthe statistical method
was such that a large increase in infertility was required to
show significance and, furthermore, many of the pregnancies
in this series occurred within a relatively short time of surgery,
increasing the probability that the surgery exercised an
influence.
Many patients with ectopic pregnancy come to laparotomy

without a precise diagnosis (often the diagnostic label is "acute
abdomen" or "intraperitoneal haemorrhage"), and the operator
may be a general surgeon not accustomed to thinking in terms
of the individual's subsequent fertility. Furthermore, even if
this is in the surgeon's mind at operation, his decisions are
unlikely to be good ones if he does not know the patient's own
wishes. Before every laparotomy for suspected ectopic
pregnancy, therefore, the patient should be asked about her
wishes for future fertility. Frequently, particularly in parous
patients, the ectopic will be a consequence of failed contra-
ception; if it is certain that the woman and her husband want
no more pregnancies then a sterilising procedure may be
wise-not only to save a further operation for sterilisation but
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because of the hazard of another ectopic. Repeat ectopic
pregnancies in the sole remaining tube or where the contralateral
tube or ovary has been removed or rendered useless by disease
form a special case: if future fertility is wanted conservative
operation offers the only hope. If fertility should be preserved
and the opposite tube and ovary are normal, the choice rests
between a conservative operation on the affected tube or
removal of both tube and ovary on the affected side. Sentiment
may favour the former course, but logic and some statistical
evidence support the latter.
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Thoracic discs are different
Problems from lumbar and cervical discs are familiar enough.
Backward bulging of lumbar intervertebral disc material
usually occurs as a sudden event, stretching the related nerve
root in the extradural space. Pain in the back and leg is
accompanied by limited spinal movement and signs of tension
and impaired function in the nerve roots. Cervical disc
protrusions tend to develop slowly, again affecting mainly the
nerve root, but here in the intervertebral foramen. Pain in the
neck and arm is associated with paraesthesiae and neurological
deficit in the root distribution. The neck is stiff, but signs of
root tension are exceptional.
The comparatively rigid thoracic spine has thinner discs,

and all but the lowest two are constrained posterolaterally by
the rib heads. The thoracic nerve roots are relatively small and
unimportant, but the spinal cord, swollen by the lumbar
enlargement opposite the last four thoracic vertebrae, lies in
the narrowest section of the spinal canal and here has its least
profuse blood supply.1 Thus, while a clinically evident thoracic
disc protrusion is seen perhaps only once per million popula-
tion per year,2 when it does occur the effects are predominantly
on the spinal cord and only to a small extent arise from root
irritation or damage. The resulting clinical syndrome may be
confusing and may mimic many other disorders-not only
other causes of paraplegia but many painful conditions of the
trunk and legs.

Protrusions of the thoracic discs occur most often in the
lower joints and in later adult life.3 The onset of symptoms is
usually gradual but it may be sudden after a fall or lifting
strain. The principal clinical effect is weakness of the legs,
preceded in over half the patients by pain, not only in the back
but in the lower legs, knees and groins, and in the trunk. Back
pain is usually not severe and is poorly localised. Radicular
pain is most often unilateral; when felt in the abdomen it may
mimic a visceral disorder. As with disc syndromes at other
levels the pain may be made worse by coughing and sneezing
and increased by neck flexion, but the pattern may be bizarre.

Unpleasant paraesthesiae may occur, with numbness or cold-
ness ofthe legs or burning pains. The usually spastic muscular
weakness ranges between minor unsteadiness of one leg to
complete and sudden paraplegia. Selective weakness of the
lower abdominal muscles may be noted, and about one in three
patients suffers decreased bladder control. Some sensory loss
is the rule, with or without a clear sensory level. Local signs in
the back tend to be scanty, but in nearly half the patients plain
radiographs helped by tomography offer a valuable clue-
calcification of the relevant disc, sometimes visibly displaced
into the spinal canal. Careful myelography is diagnostic.

Unlike other disc syndromes, little is to be gained from
conservative treatment, for the paralysis usually increases with
time. While a lumbar protrusion may be safely approached
from behind by gentle displacement of the cauda equina, the
results of laminectomy for thoracic disc protrusions have not
been encouraging, further damage to the spinal cord occurring
all too easily. Benson and Byrnes4 have called attention recently
to the relative safety of the lateral approach first advocated by
Hulme.5 Of 15 patients subjected to laminectomy, six im-
proved, six became worse, two did not change, and one died.
Of seven treated by lateral rachotomy, six improved and one
was unchanged. These encouraging results emphasise the
value of early diagnosis. In comparison with the much
commoner lesions at other levels thoracic disc protrusions are
clinically very different, considerably more difficult, and
much more dangerous. Remember the possibility: and, perhaps
above all, test those plantar responses.
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Soft contact lenses

Soft contact lenses are manufactured from hydrophilic
plastic polymer materials and were first used in Prague in the
early 1960s. Since 1966 they have been used in the contact
lens department at Moorfields Eye Hospital, London, where
many soft lens materials and designs have been subjected to
clinical trials. The United States Government has decided that
a soft contact lens should be regarded as a drug, and as such
requires FDA approval before its general clinical use. In the
United Kingdom all ophthalmologists and ophthalmic or
dispensing opticians are legally entitled to fit a patient with any
form of soft contact lens they may choose. The consequence
has been that a plethora of soft contact lens materials and
designs are currently available and are being used. No official
guidance is being given to contact lens manufacturers or
practitioners on the use of soft contact lenses or on the solu-
tions used in conjunction with them.
Two types of soft lenses are in current use. "Daily wear"

soft contact lenses usually have a low water content and must
be removed from the eye at night. So-called "constant" or
"'permanent" wear soft contact lenses have a higher water
content (and hence greater oxygen permeability) and need
not be removed at night-indeed, they have been worn by
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