
BRITISH MEDICAL JOURNAL VOLUME 283 12 DECEMBER 1981

Lesson of the Week

Perforated duodenal ulcer after perioperative steroid
treatment

J L BEYNON, CATHERINE E JAMES, JANET E WHITEWAY

In an attempt to improve the success rate of tubal surgery for
infertility gynaecologists have tried using the operating micro-
scope and giving steroids to minimise the formation of adhesions
after operation. We report on a patient with postoperative
perforation of the duodenum that was presumed to be related to
these steroids.

Case report

A fit 23-year-old housewife with primary infertility was first
treated in 1978 by the operation of bilateral salpingostomy to
correct hydrosalpinges. Having failed to conceive within two
years, she was referred to a second hospital where in June 1980
laparoscopy showed a right hydrosalpinx with gross fimbri-
ovarian adhesions. The left Fallopian tube appeared patent, but
there was kinking at the ampulla and adhesions over the left
ovary. It was decided that her chances of conception would be
improved by a second attempt at tubal surgery. Therefore a
laparotomy was performed in October through a Pfannenstiel
incision. There were no signs of active peritonitis, although the
upper abdomen was not palpated. Using a microscope and
microsurgery salpingolysis and ovariolysis and plication of the
round ligament were performed on the left side. No recon-
structive surgery was thought to be feasible on the right side.
During the operation 1-5 g of hydrocortisone in solution was

instilled into the pelvis and 100 mg of Hydrocortisone Hemi-
succinate was given intravenously. She was given dexametha-
sone 2 mg four times a day on the first postoperative day; 1 5 mg
three times a day on day 2; 1 mg four times a day on day 3; and
0 5 mg four times a day for four days thereafter. She was also
prescribed ampicillin 500 mg four times a day and metronidazole
200 mg three times a day for one week. Postoperative analgesia
was provided by two doses of intramuscular papaveretum 15 mg
and a total of 14 tablets of dextropropoxyphene over the first
three days.

She made an uneventful recovery, apart from nausea and
vomiting for the first four days despite normal bowel sounds and
the passage of flatus on the second post-operative day. At no
time did the vomitus contain blood or coffee grounds. Her
temperature chart remained normal, and she had a bowel action
on the fifth post-operative day. She was discharged home on the
seventh day; this was earlier than normal but she was becoming
distressed because her husband could not visit regularly as he
lived too far away from the hospital. While travelling home she

Patients who are given steroids during abdominal
surgery to prevent adhesions occurring may
develop a perforated duodenal ulcer

had a sudden onset of abdominal pain of such severity that she
interrupted her journey to seek medical attention.
On presenting to our casualty department she complained of

constant abdominal pain exacerbated by inspiration and
radiating to the shoulders. On examination she was in obvious
pain but not shocked or sweating. Her pulse was 60/min with a
blood pressure of 120/70. She had tenderness with guarding on
the right side of the abdomen, maximal in the right iliac fossa.
The bowel sounds were normal. Vaginal examination showed an
anteverted normal-sized uterus, with right adnexal tenderness
but no obvious swelling.
A chest and abdominal x-ray film showed gas under the

diaphragm but was otherwise normal. The haemoglobin was
13 8 g/dl, with a white blood count of 33-7 x 109/1 (33 700/mm3).
A mid-stream urine specimen showed no cells on microscopy
and was sent with an endocervical swab for culture. Despite a
number of unusual features, which were thought to be explained
by her recent steroid treatment, an interim diagnosis of right-
sided salpingitis was made. She was admitted for observation,
steroid treatment was stopped, and she was restarted on
ampicillin and metronidazole.
The following day the abdominal pain was worse, with

rebound tenderness on the right side of the abdomen, and her
temperature was 37-3°C. Because her condition was deteriorating
and she had signs of peritonitis, a laparotomy was performed
through a right paramedian incision. This showed a perforated
ulcer in the anterior aspect of the first part of the duodenum,
with one litre of free seropurulent fluid in the peritoneal cavity.
The Fallopian tubes appeared unaffected and free of adhesions.
The ulcer was oversewn with an omental patch, and peritoneal
toilet was performed.
Her recovery was uneventful and she was discharged home

nine days after her operation on treatment with cimetidine
400 mg at night and 200 mg three times a day for six weeks.

Discussion

The diagnosis of perforated ulcer in this patient was compli-
cated because the recent pelvic surgery and the steroid treatment
apparently masked the physical signs. The subdiaphragmatic
gas seen on the x-ray films would normally have been diagnostic
of a visceral perforation but was attributed to her recent
laparotomy. Gas under the diaphragm has been reported to
persist for up to three weeks after an abdominal operation.
Peptic ulcer perforation is known to be associated with steroid
treatment but would not be expected after such a short course,
especially in this case where the patient gave no clear history of
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dyspepsia, even on direct questioning after the second laparo-
tomy.
The use of steroids after microtubal surgery on the Fallopian

tubes is widely practised to try to minimise adhesions forming
after the operation. The pathogenesis of adhesions, although it
has been extensively reviewed,1 is still unclear and likely to be
multifactorial. The evidence from animal experiments suggests
that steroids decrease adhesion formation, whether used alone or
in combination with antihistamines.'4 The few reported trials
on humans reinforce this view.2 5 Others, however, have
expressed concern about a possible high morbidity, especially in
infants, from gastrointestinal bleeding, wound infection, and
wound dehiscence.6 The experience of most gynaecologists who
specialise in tubal surgery, however, is that the incidence of
complications is extremely low. We were unable to find any
reports of peptic ulcer perforation after such a short course of
steroids. We therefore present this case to report a rare and
serious complication apparently related to the use of periopera-
tive steroids.

We are gratcful to Wing Commander M J McCluskey, consultant
gynaecologist, Princess Mary's Royal Air Force Hospital, Halton, for
information on this patient and kind permiission to present this report.
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Letterfrom . . . Chicago

Gentle Mackinac

GEORGE DUNEA

This summer we spent three days on Mackinac Island, at the
junction of the main part of the State of Michigan with its
upper peninsula, where the Lakes Huron and Michigan come
together under a long suspension bridge. From each side of the
bridge small ferries cut swiftly through the northern mist and
glide gently into a harbour flanked by white houses with flat
grey roofs or steeples shaped like inquisitors' hats. The main
street lies behind the landing dock, lined by old-fashioned
buildings with awnings overhanging the sidewalk, mostly
restaurants and souvenir or candy shops for tourists; and from
the harbour other roads fan out into the rest of this small island
covered with fine vegetation and colourful flowers. The smell
and sound of horses is everywhere, for no cars are allowed to
spoil the quaint atmosphere of this island, so that one has to
travel in small horse carriages or in larger radio-controlled taxis
pulled by teams of powerful horses. A short walk leads to the
stately Grand Hotel, whose vast halls and picturesque grounds
convey a feeling of old-fashioned elegance, a fitting place for the
filming of "Somewhere in Time." In the evening the auto-
dealers of Michigan had a banquet on this carless island and we
all watched this romantic story of a playwright who travelled
back in time to 1912, here on Mackinac, and amidst the
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Edwardian elegance of that time met the most beautiful woman
he had ever dreamed of. Then the next day we went around the
island in a carriage pulled by an old horse that knew the way and
automatically trotted along, stopping periodically to rest and
frothing alarmingly at the mouth as though about to develop
pulmonary oedema.

Wasteland of recall

In the afternoon I sat by the lake, looking at the ducks and
the ugly gull-like birds with strangely curved necks, and sorting
out my clippings for the next Letter. Then the pretty waitress
-closest approach to romantic 1912-brought a drink and
asked what I was writing, for she was going to college herself,
taking French and communications at Ann Arbor, and hoping to
write a book of poems some day. Later, getting tired of my file,
I began to read Gentle Vengeance,' the story of a freshman in
medical school at Harvard, and also Talking Medicine,' a
collection of recorded interviews with people in various stages
of becoming or being doctors. And I was reminded, at the
distance of almost three decades, of much of the unpleasantness
of medical school, which appears to have changed but little
despite an intercurrent interlude of campus activism and student
protest.

It is still all there, it seems: the fear, the competition, the smart
students asking too clever questions and showing off by quoting
the journals, the learning by rote, the obscene mnemonics, the
skipping of lectures to go home and swot for exams, the flying
rumours, the dry lecturing on seemingly irrelevant material, the
endless metabolic pathways, and the exclusion of all humanistic
or liberal subjects. Perhaps this was less resented at 19 than at
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