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Postoperative thromboembolic disease and oral contraceptives

SIR,-The relation between postoperative throm-
boembolic disease and the combined oral con-
traceptive pill is now well established. 1-5 Guidelines
have been suggested by Guillebaud' and incorpora-
ted into the British National Formulary in order to
correct misunderstandings and minimise the risk
of unwanted pregnancy.6 In addition, the subject
has been extensively discussed in medical corres-
pondence.7-9
Many anaesthetists, however, have noted with

concern that there is still considerable confusion
about this matter. Women admitted for major
surgery continue to arrive in hospital still using
combined oral contraception; conversely, many
other women have their minor surgery-unneces-
sarily postponed, often for three months. The
anaesthetist is often expected to resolve this pro-
blem at a preoperative visit.
Both circumstances are avoidable. It is clearly

the responsibility of the surgeon to elicit the
relevant history in the outpatient department.
When major surgery is planned the patient should
be counselled and given at least-one month's notice
of admission. This should not be impossible in
view of the fairly small proportion of admissions
accounted for by this population. In the case of
minor surgery the patient can be reassured that any
increase in risk is minimal in comparison with that
ofpregnancy. Whatever advice is given should also
be included in correspondence to the patient's
general practitioner. Junior surgical staff can be
instructed on this topic in a matter of minutes, and
such tuition would need repeating only every six
months.
Why, then, is there still a problem? We believe

that the answer is threefold: firstly, lack of know-
ledge; secondly, failure to organise an efficient
scheme for detecting, advising, and admitting
these patients; and, thirdly, apprehension engen-
dered bv a case reported in the Medical Defence
Union's annual report for 1986.10 This has been
widely misinterpreted as implicating a contracep-
tive pill in the occurrence ofa brainstem thrombosis
under anaesthesia. Careful reading of the report,
however, shows that no such thrombosis occurred,
and when we contacted the Medical Defence
Union for further details we were told that the
settlement made no reference to the contraceptive
pill.

Postoperative thromboembolic disease is pri-
marily a complication of surgery; we suggest that
the onus of counselling the patient, or cancelling
the operation, should no longer be placed on the
anaesthetist. The evening before the list is not the
time to discuss such a matter; the patient suffers
needless anxiety, and no useful contribution to her
management can be made.

NIGEL PUTrICK
MELANIE JONES

Department of Anaesthetics,
University ofWales College of Medicine,
Cardiff CF4 4XW
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Pyomyositis associated with hepatitis

SIR,-Dr R A Watts and colleagues (13 June, p
1524) describe a case of pyomyositis in a patient
with antibodies to the human immunodeficiency
virus; we recently saw a patient with pyomyositis
associated with hepatitis A infection, which has
also not previously been reported.
A 21 year old heterosexual naval engineer was

admitted with fever, hepatosplenomegaly, and
painful swelling of the right thigh. He had just
returned from a four month voyage to the near
east, during which six crew members had fallen
ill with infectious hepatitis. Five of them made
uncomplicated recoveries, but our patient, two
weeks after the onset of jaundice, developed
bilateral thigh pain and swelling. The left thigh
improved spontaneously, but the right thigh
became more painful, and four weeks after the
onset ofsymptoms he could not bear weight on the
right leg. There was no history of trauma,
skin lesions, or intramuscular injections. On exam-
ination he was feverish (38- 5°C) and had moderate
hepatosplenomegaly and a swollen, woody, and
hard right thigh. A test for hepatitis A IgM yielded
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positive results, and white cell count was 14 6x
10/1, with moderate neutrophil leucocytosis.
Bilirubin concentration was 33 nmol/l, aspartate
transaminase activity 56 U/I, and alkaline phos-
phatase'activity 483 U/1. Ultrasound and computed
tomography showed an intramuscular abscess
(figure). Sixty millilitres of thick creamy pus was
aspirated, from which was cultured cloxacillin
sensitive, penicillin resistant Staphylococcus aureus.
He was treated for three weeks with cloxacilin.
Ultrasound examination was repeated weekly,'and
by the fifth week there was no sign of a muscular
lesion. He made a full recovery.

.

S..

Ultrasonic longitudinal view (top) and computed tomo-
gram (bottom) of patient's right thigh, showing intra-
muscular abscess.

Pyomyositis is a bacterial infection of skeletal
muscle that proceeds to abscess formation. It is
endemic among the indigenous population of most
tropical countries'.'I It- re'mains 'rare" in temperate
climates, although it is being re'cognised more
often, but -not always in, association with foreign
travel. It has been reported in association 'with
diabetes mellitus,2 heroin addiction,' and haemato-
logical malignancy.4 In tropical countries men are
affected twice as commonly as women, and the
right hand side of the body is affected more often
than the left; evidence supporting viral -infection
causing mnuscle damage before bacterial invasion
has.been scanty. The abscesses traditionally,require
open surgical -drainage; our patient was unusual in
responding to conservative measure's. Rarely, the
infection spreads to the lung,i heart, and brain.'
We thank Professor J B L Howell for allowing us to

report this case.
LiNDsAY Dow
GINA ALLEN

Southampton Gyenera Hospital,
Southampton S09 4XY'

GiLEs ELRINGTON
Royal Free Hospital,
London NW3 2QG
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Delivery after caesarean section

SIR,-We have recently completed a 10 year
review of lower uterine scar ruptures at our
hospital, and we thus found the article by Dr B G
Molloy and colleagues (27 June, p 1645) particu-
larly interesting.
We strongly endorse their recommendation that

"trial of scar" patients should have electronic fetal
monitoring, as all of the babies in our cases of scar
rupture that were delivered abdominally showed
cardiotocographic abnormalities. We were, how-
ever, surprised at the absence of lower abdominal
pain or tenderness in all of their cases of scar
rupture. Unlike Dr'Molloy and coworkers, we
classified our cases as complete or incomplete
rupture depending on whether the visceral peri-
toneum was affected. All four of our patients with
complete rupture experienced abdominal pain,
including the two who received epidural analgesia.
In contrast, the only three patients in the incom-
pleterupturegroupwhoreceivedepiduralanalgesia
did not experience abdominal pain, although the
other three patients in this group, who did not
receive epidural analgesia, did experience pain.
This difference leads us to conclude that the pain of
complete rupture may break through the epidural
blockade, whereas the pain of incomplete rupture
does not.
We believe that the lack of standardised classi-

fication of uterine scar ruptures, together with a
failu're to correlate the severity ofscar rupture with
the presence of abdominal pain, may be the reason
for the controversy regarding the use of epidural
analgesia in such patients.

P MAOURIS
P MACROW

Department of Obstetrics and Gynaecology,
University Hospital of South Manchester,
Manchester M20 8LR

SnR,-Dr B G Molloy and colleagues (27 June,
p 1645) report that in 1781 patients allowed to go
into labour after one previous caesarean section in
Dublin between 1979 and 1984 the emergency
caesarean section rate was 9-2%. In London we
studied the outcome in 546 similar patients during
1980-4 and found that the emergency caesarean
section rate was 27- 1%. Labour was induced in
35-7% of cases (n=195) compared with 23-5%
(n=418) in the Dublin series (p<0-001). There
was also a higher rate of scar rupture in our series:
1-7%(n=9)comparedwith0A45%(n=8)(p<0v01).

Ir 1985 a more selective approach to induction
of labour was adopted in patients who had had
a previous caesarean section. As a result, in the
next 128 such patients the induction rate fell to
22-7% (p<0 02). These changes in management
were also associated with a fall in the repeat
caesarean section rate to 2190/o (p<0-01), and
there was only one case of scar rupture, a rate of
0 8% compared with 1-7% (p>05).
We believe that the better results reported from

Dublin are due to differences in obstetric manage-
ment rather than differences in population. This
belief is supported by the improved results in
our unit after changes in obstetric management.
Furthermore, we have previously shown that the
same management of labour may achieve similar
caesarean section rates in a London population as
in a Dublin population. '
The statement made by Dr Molloy and co-

workers that "induction of labour does not in-
crease the risk of either a repeat caesarean section
.or rupture of a uterine scar" must be treated
with caution. Between 1980 and 1985, of the 10
patients with scar rupture whom we studied,
eight had had labour' induced and seven had been
given oxytocin infusions. This evidence and the

fall in the caesarean section rate associated with the
fall in the rate of induction of labour suggests that
spontaneous onset of labour is safer in mothers
who have had a previous caesarean section.

R P GLEESON
M J TURNER
H GORDON

Northwick Park Hospital,
Middlesex HAl 3UJ

I Turner MJ, Fox R, Gordon H. Active management of labour.
La*cet 1987;i:7534.

Randomised comparison of early versus late
induction of labour in post-term pregnancy

SIR,-Dr Kare Augensen and colleagues (9 May,
p 1192) make interesting and controversial judg-
ments about trial ethics. They state that "Seeking
informed consent of the mothers would, in all
likelihood, have invalidated the trial." It is not
clear, however, what they mean by invalidated.
Would the seeking of informed consent have
resulted in a low enrolment rate? This would not
necessarily have biased the trial unless the volun-
teers to be in the studywere systematically different
from patients in general. This is certainly some-
thing that can be evaluated in the trial and does not
necessarily invalidate the trial, merely limiting its
generalisability to patients dissimilar to those
entered in the trial. Is there some other form ofloss
of validity that would be caused by seeking
informed consent?

"Given the short time available between the
decision on eligibility and randomisation, we could
not expect mothers fully to understand the trial,
much less to make a decision on whether to join."
This statement, if generalised, would have enor-
mous implications for trials in perinatal medicine.
Are we to presume that women are incompetent to
make decisions when time is short? Surely, this
would apply -to a wide range of interventions in the
intrapartum period and in various antepartum and
postpartum emergencies, which future studies
might address. It has not been an impediment
to many studies in the past to obtain informed
consent from patients before entering them
into trials. Dyson et al obtained informed consent
in a multicentre clinical trial addressing the same
question,' and another similar trial is currently
in progress in Canada, in which informed consent
is also being obtained.

Surely, at this end of the twentieth century we
must. assume that women are reasoning and com-
petent and have the right to be informed. It would
be interesting to know whether the chairman of the
ethical boardoftheNorwegianMedical Association
or members of the Haukeland Hospital ethical
committee were in any way representative of, or
sensitive to, the target population in this study.
Were any of them women? Were any of them
pregnant or of reproductive age? Were there any
non-professional consumer representatives on the
ethical committee? It would be interesting to
survey a group ofwomen in the same circumstances
and with the same eligibility criteria as those
included in the study to determinetheir preferences
with regard to participation in such a study and
their expectations with respect to being informed
and having their consent requested to participate
in such a study. Obtaining informed consent has
been both feasible and acceptable in the conduct of
at least two other similar randomised clinical trials.
Are we to assume that these trials are invalid, and,
if so, on what basis are they judged to be invalid?

Finally, I believe that medical journals have a
special responsibility in publishing articles of this
type. I would not suggest that the British Medical
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