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tion of the specimen.2 Furthermore, the patient's symptoms developed
only after betamethasone was withdrawn. They subsided with further
betamethasone and the removal of 30 ml CSF.

This case may not be unique. Surgical gloves carry a large quantity
of starch powder, and we suggest that neurosurgeons adopt the pre-
caution of washing off this powder' before undertaking any surgical
procedure.

We wish to thank Mr B H Cummins and Dr D B Brownell for their
advice, Mr B H Cummins for permission to report the case, and all those
who have provided secretarial and technical help.
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Tubo-ovarian actinomycosis and
the IUCD
Actinomycotic infection is not common in the UK, about 40 cases
being reported annually,' and infection of the female genital tract is
rare. The route of such infection was formerly thought to be by
extension from established ileocaecal disease2 but more recently. it
has been suggested the presence of an IUCD may have a causal role.:'
We present a case of tubo-ovarian actinomycosis in association with
an IUCD.

Case report

A 37-year-old woman, para 2 + 0, was admitted to hospital in December
1976 with a 7-day history of increasingly severe lower abdominal pain and
anorexia. She had had a profuse offensive vaginal discharge for two months.
She had no history of amenorrhoea and an IUCD had been- fitted three years
previously. She was pale and ill-looking, but apyrexial. Relevant- clinical
findings were confined to the abdomen and pelvis. She had generalised
abdominal tenderness and guarding, maximal in the iliac fossae. Rebound
tenderness was present and bowel sounds were absent. A limited pelvic
examination was possible and disclosed a foul vaginal discharge and a healthy
cervix. There was appreciable cervical excitation pain and acute adnexal
tenderness. The uterus appeared normal in size. The haemoglobin was
12 6 g/dl, the WBC 111 x 1091l, and the blood film normal. The result of
urine analysis and x-ray films of the chest and abdomen were normal. A
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presumptive diagnosis of ruptured pelvic abscess was made and emergency
laparotomy carried out. On opening the peritoneum, 200 ml of foul smelling
green pus were found free in the abdominal cavity. No sulphur granules were
observed in the pus. Both tubes and ovaries were implicated in large infected
masses, to which large and small bowel were adherent. The bowel was freed
by blunt dissection and bilateral salpingo-oophorectomy was carried out.
Hysterectomy was not carried out. After thorough peritoneal toilet and
instillation of 200 ml Noxyflex, a large corrugated drain was inserted into the
pouch of Douglas and the abdomen closed. The IUCD, a Saf-T-Coil, was
removed.
On pathological examination, the ovaries and fallopian tubes contained

multiple abscesses filled with green pus. Microscopically, continuing
inflammation was present, with abscess formation centring on colonies of
actinomyces, the typical sulphur granules being clearly seen (see fig).
Cultures from high vaginal swabs and the IUCD were sterile but Actinomyces
israelii was grown in glucose-agar shakes, after four weeks' incubation
of abdominal pus samples.
The patient made a satisfactory postoperative recovery. Initial antibiotic,

cover with gentamicin and lincomycin was changed to parenteral benzylpeni-
cillin when the histological diagnosis was made. A search was made for
possible cervicofacial or thoracic sites of actinomyces infection with negative
results, and the patient was discharged home on a three-month course of oral
phenoxymethylpenicillin. She has remained well.

Comment

Actinomycotic disease of the ovaries and fallopian tubes may be
caused by direct extension from bowel, by lymphatic or vascular
routes, or by direct ascension of the genital tract. In our patient the
short clinical history of illness or absence of obvious bowel disease is
thought to indicate that the IUCD may well have been the causative
factor.
The possible association between tubo-ovarian actinomycosis and

the IUCD was first suggested 50 years ago,4 and metallic devices
have been particulariy incriminated, possibly as they provide a focus
for infection together with a chemical reducing action favourable for
an opportunistic anaerobe such as A israelii. Nevertheless, the IUCD
need not be metallic, as is shown in this case. We hope that actino-
myces will remain a rare cause of genital infection, but the continuing
popularity of the IUCD as an alternative to oral contraception and the
increasing use of copper devices mean that actinomycotic infection
should be considered in IUCD wearers who present with clinical
evidence of pelvic inflammation.
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Right-sided diaphragmatic hernia:
neonatal presentation associated
with an unusual physical sign

Diaphragmatic hernia is a well-recognised cause of respiratory
difficulty soon after birth. Recently, however, attention has been
drawn to the fact that right-sided diaphragmatic hernia (RDH) often
presents later and atypically.' 2 In these two cases ofRDH an unusual
physical sign was present, which may help in diagnosis.

Case 1

A 32-week, 1980 g girl developed clinical and radiological features of
idiopathic respiratory distress syndrome one hour after an uneventful birth.
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