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cortisol concentration was 3174 nmol/l (115 fg/100 ml) at 9 am and
2981 nmoljl (108 KLg/100 ml) at midnight, while there was no suppression
after giving 8 mg dexamethasone. Bronchoscopy showed a tumour of the
left upper lobe bronchus. His condition rapidly deteriorated, and he died
six weeks after admission. Necropsy showed an oat cell carcinoma of the
left upper lobe bronchus with widespread metastasis. Both adrenals were
twice normal size because of diffuse cortical hyperplasia. The pituitary was
normal. There was no evidence of lymphoma, leukaemia, or myeloma.

Discussion

In idiopathic late-onset immunoglobin deficiency there is usually an
interval of several years before the malignancy develops,2 whereas in
this patient both conditions presented together. Agammaglobulinae-
mia may complicate lymphoma, chronic lymphatic leukaemia, and
myeloma but is not a feature of other malignancies. The exact relation-
ship, if any, between the malignancy and the immune deficiency in this
patient therefore remains obscure.

Since side effects from corticosteroids are so common it was assumed
at first that they were partly responsible for both his oedema and
hypokalaemia. In retrospect clearly this was not so: the severity of the
metabolic upset was out of keeping with the 7-mg dose of prednisolone
he was receiving. The biochemical and histological changes were
typical of ectopic ACTH-production, as was his rapid deterioration.3
It is important to remember that, although drugs may cause many
diseases, in each case alternative aetiologies should also be considered.

I thank Dr P W R Harris for permission to report this case; Dr P Forgacs,
who kindly performed the respiratory function tests; Mr A R Makey for the
bronchoscopy; and Dr Max Millard for the necropsy.
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Management of cervical pregnancy
with- circumsuture and intracervical
obturator

A gynaecologist may encounter a cervical pregnancy only once or
twice in his professional lifetime, but there is no knowing at what stage
of his training the first time will be. The inexperienced may be taken
aback at the very considerable haemorrhage that can occur in such a
case and the technique we describe in the following history is of value,
not only as a first-aid measure, but also as a definitive treatment which
aims at avoiding hysterectomy.

Case report

A 22-year-old unmarried foreign girl was referred to a private nursing
home for termination of pregnancy on psychiatric grounds, having had 12
weeks' amenorrhoea at the time. Her only previous pregnancy had been
terminated at eight weeks, two years before. At operation a soft pelvic mass
the size of a 12-week pregnancy was found pushing the uterine body, a small
firm mass, upwards and forwards. A thin effaced external cervical os was
found to admit a finger and the pregnancy was terminated by aspiration. A
large haemorrhage of about 2 1 occurred, and digital examination, which
disclosed a cavernous cervical canal with a closed internal os, enabled a
diagnosis of cervical pregnancy to be made beyond doubt. The cervical canal
and vagina were securely packed with gauze, a replacement blood transfusion
was given, and the patient was transferred to the local district general hospital.
On the second postoperative day, under general anaesthetic, the packs were

removed and a measured blood loss of 2550 ml ensued. This was halted by
inserting a 35 FG (11-14 mm diameter) stiff polyethylene Argyle sucker tube
into the cervical canal and compressing the cervix against this by a 5-mm

mersilene Shirodkar-type circumsuture, inserted according to McDonald's
technique, as high and as tightly as possible. (Even despite the tightness
there was a tendency for the polyethylene obturator to slip out, and so it
was tacked to the cervix with a silk stitch.) A further blood transfusion was
given.
On the thirteenth postoperative day (the eleventh after the second opera-

tion) the obturator and circumsuture were removed, but a further blood loss
of about 500 ml occurred shortly afterwards and they were replaced. The
obturator was finally removed 31 days after its first insertion and the patient,
who suffered no further bleeding, was discharged with the circumsuture in
situ a few days later. She was instructed to avoid intercourse for the next
three months, after which time the circumsuture was removed. The cervix
was reported to appear normal at this time and the patient was menstruating
regularly.

Comment

Most authorities recommend immediate hysterectomy in the man-
agement of cervical pregnancy, certainly for all cases of over eight
weeks' menstrual age.' Successful cases of conservative management
have been reported,' but in none of these was the bleeding of the
torrential quantity that we encountered. We report our technique
simply because it enabled us to avoid hysterectomy.

Several writers state that cervical pregnancy has been preceded by
cervical trauma and specifically by therapeutic abortion,4 as in this
case. It has even been suggested that the incidence may rise from
about 1:16 0003 to as many as 1:1000 in communities where a liberal
abortion policy is practised.5 Presumably a fertilised ovum failing to
implant in the endometrium nevertheless finds an attractive nidus
within a scarred cervical canal.

This being the case, the above technique, and the understanding
that stitch and obturator must be left undisturbed possibly for several
weeks, may have a useful place in modern gynaecological practice.
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Contralateral renal artery
fibromuscular dysplasia after
nephrectomy for renal artery
stenosis

Progression of fibromuscular dysplasia of the renal artery in patients
presenting with hypertension due to this condition is common.' It
usually occurs at a site already affected, and we have found no reports
of new lesions arising in an unaffected renal artery. We report this
sequence of events in a young woman and the problems of manage-
ment that it caused.

Case report

Our patient was aged 18 when she was admitted to hospital in 1974,
complaining of headaches for three weeks. Hypertension during pregnancy
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