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as reported above, have had salpingitis and possibly endometritis.
Though the numbers are small, the high proportion showing
pelvic spread must invite attention.

Estimation of the incubation period of salpingitis in gonor-
rhoea is classically difficult. We consulted a wide variety of
the literature and standard textbooks of the last half-century
and found them uninformative on the subject. A questionary
was sent to 100 venereologists seeking their views. Forty-three
of the 57 replies gave definite opinions. These suggested an
association between the onset of salpingitis and recent menstrua-
tion-that is, at a time when reflux of menstrual debris and
blood into the Fallopian tube is common. The consensus of
the venereologists, not surprisingly, puts the incubation of
salpingitis in gonorrhoea at two to five weeks. In our three
cases the incubation period thus appears to be shortened-
considerably so in Cases 1 and 2. Our experience suggests that
the morbidity of gonorrhoea is increased by the presence of an
I.U.C.D.

It is of interest to speculate on the mechanism of this process.
The World Health Organization report referred to points

out that various endometrial changes may occur in response
to the action of an I.U.C.D. as a foreign body. In some women
an I.U.C.D. may provoke menorrhagia and metrorrhagia. Such
disturbances may well encourage spread of gonococcal infec-
tion, the damaged cells and blood forming a nutrient transport
medium. Further, the uterine endometrium is a relatively
anaerobic structure, much of its energy exchange being served
by anaerobic glycolysis (Cohen et al., 1964). Kar et al. (1965)
found consistently raised oxygen utilization in the uteri of
rhesus monkeys fitted with I.U.C.D.s. Such a situation in
humans would tend to make the uterine cavity relatively more
anaerobic, especially if associated with excessive mucus produc-
tion, as is commonly found with the I.U.C.D. The viability
and spread of a facultative anaerobe such as the gonococcus
would thus be favoured.

In this connexion it is of interest to note that in our Case 1
the development of salpingitis took place while the patient was
receiving penicillin. In Cases 2 and 3 there must be some
margin of doubt whether the early reappearance of infection
really was due to reinfection and not perhaps to a failure to
eradicate the organism. The subsequent history of these two
cases gives some support to this possibility.

In contrast to Lippes's view (1965) we would suggest that
in the presence of a gonococcal infection, even if apparently
uncomplicated, any I.U.C.D. found in situ should be removed
before antibiotic therapy is begun. This is now our practice.
This recommendation follows the sound surgical principle of
removal of a foreign body to assist drainage, potentiate treat-
ment, and prevent or minimize complications.
As is widely agreed, pelvic infection in women fitted with

modem I.U.C.D.s is not common. Our experience suggests
that where pelvic infection does occur in a woman fitted with
an I.U.C.D. gonorrhoea should be a prime consideration. The
presence or absence of the gonococcus should be established
by smears and cultures. It should thus be possible to make
a prompt diagnosis in acute cases. Subacute or chronic cases,
as our short series demonstrates, may prove more difficult.
Examination of the sex partner or partners can be helpful.
Gonorrhoea can be diagnosed with certainty and speed only by
bacteriological methods carried out in conjunction with a
laboratory familiar with the fastidiousness of the organism. In
our opinion the gonococcal complement fixation test is not a
reliable diagnostic aid ; neither are smears taken from the
vagina.

In our increasingly permissive society the I.U.C.D. is being
more and more prescribed as a preventive. We submit that
the above considerations have broad social, medical, and
gynaecological implications and should arouse proportionately
wide concern.

We would like to thank colleagues for their co-operation.
Postal expenses concerned with the questionary were met by a

donation from a patient.
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Medical Memoranda

Anomalous Appearance of Peritoneum
Brit. med. J'., 1968, 4, 625-626

A recent single case of a peritoneal anomaly may prove of
interest and stimulate the report of similar cases, the like of
which I have been unable to find in the medical literature.

CASE REPORT

A 31-year-old married woman, gravida-8, para-7 (of which only
five were still alive), requested during pregnancy that she be
sterilized after delivery. She was a Kenyan Asian domiciled in
England for three years, whose only significant history was of
myxoedema seven years- previously for which she received a main-
tenance dose of thyroxine (0.1 mg. daily). She booked late at
30 weeks, and was found to be anaemic-haemoglobin 63%. No
abnormal haemoglobins were detected on electrophoresis, but the

serum iron was low at 40 ,ug./100 ml. Iron-dextran (Imferon) was
given as a total-dose infusion, and despite an initial poor reticulocyte
response the haemoglobin rose to 75 % at 39 weeks. She was
surgically induced at term + 15 days for postmaturity, and 15 hours
later spontaneously delivered a living female infant weighing
7 lb. 3 oz. (3,260 g.) after being in labour for 10 hours and 40
minutes.
With the written consent of both husband and wife, on the fourth

day of the puerperium, laparotomy was undertaken to perform sterili-
zation by cornuectomy. The abdomen was opened through a lower
median incision and a 3-in. (7.5-cm.) layer of fat was incised to
reveal the rectus sheath, which was also opened in the midline by a
vertical incision. The peritoneum was picked up between Spencer
Wells forceps in the usual manner, but on palpation to exclude the
adherence of bowel the peritoneum was felt to be abnormally thick.
The commonly found peritoneal transparency was absent. A provi-
sional diagnosis of old tuberculous peritonitis was considered, and a
site for incision of the peritoneum was chosen as close to the umbilical
end of the incision as possible, for though the bladder had previously
been emptied by catheter the possibility that this thickened structure
might be bladder was not absolutely excluded.
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The peritoneum was incised-there was a little free straw-coloured

fluid, as is often found in the abdomens of puerperal patients-and
the parietal surface of the peritoneum was seen to be " trabeculated "
-that is, the normal-coloured parietal peritoneum was uneven,
viewed from within the abdomen, being raised by a coarse reticulum
of intersecting bands 2-3 mm. wide and separated from one another
by 0.5-1 cm. This combination of facts suggested that the bladder
had been inadvertently opened, but through the wound small bowel
and pelvic colon could clearly be seen sliding on one another with
each respiration. The peritoneal incision was extended and a general
laparotomy was performed. The liver, gall bladder, spleen, and
kidneys were all normal in shape, size, and position. The bowel
showed no abnormality, the caecum terminating in a short appendix.
The uterus was normal for a fourth-day puerperal organ, and the
ovaries and Fallopian tubes showed no abnormality.

Biopsy specimen of parietal peritoneum and underlying tissue stained
with haematoxylin and eosin. The peritoneum is normal. Bundles of
unstriated muscle fibres form a submesothelial layer. Though their
situation is abnormal, the fibres have the usual appearance of unstriped

muscle. (x 61)

Two striking features were present. Th-. first was the entirely
trabeculated appearance of the parietal peritoneum on the anterior
and lateral aspects of the abdominal wall. The peritoneum on the
posterior abdominal wall and all of the visceral peritoneum that was
inspected were smooth and normal in thickness and appearance. No
surface lesions or adhesions were visible on the peritoneum. The
second finding was of saffron yellow abdominal fat, which appeared
otherwise normal. This has occasionally been noted by me in
Indian immigrants.
The cornuectomy was performed, as also was an appendicectomy.

A 1 by 2 in. (2.5 by 5 cm.) specimen of the parietal peritoneum was
taken from the anterior abdominal wall. The abdomen was closed
in layers wiuh clips to the skin. The patient had an entirely normal
postoperative course, and was discharged on the tenth day with a
well-healed scar.

While awaitling the hist-ology of the biopsy specimen several
investigations were carriend out.. It was considered that the abnormal
thickening could have been due to either fibrosis from previous
inflammnation-unlikely in the absence of adhesions-or lymphatic
channel hypertrophy from a tropical infestation. However, the
isaemoglobin was now 82 'J and there were less than 1 )' eosinophils
in a total white cell count of 7,000/cu. mm.

The histology of the peritoneum showed promnent hbundles of
smooth muscle beneath a normal mesothelium, without any evidence
of a pathological process (see Fvig.). The arrangement of the muscle
fibres was in such a fashion that the peritponeum would wrinkle and
pucker awtheir contraction, giving the appearance of trabeculation.

COMMENT

This appearance of the peritoneum had not previously been
seen by me, nor was I able to find any account of this anomaly
in the literature, including Quain's Anatomy, Schwalbe's
Morphologie der Missbildungen, and texts on surgery and
monographs on peritoneoscopy. The description of the histo-
logical structure of the peritoneum by Maximow and Bloom
(1952) does not mention the presence of smooth muscle fibres.
Similarly, Morson's (1966) description of a "single sheet of
flattened mesothelial cells covering dense collagenous tissue
which includes a conspicuous elastic lamina, extraperitoneal
lymphatics, and thin-walled blood vessels with a few deposits of
fat " excludes the presence of any smooth muscle fibres.
The gross appearance might raise the differential diagnosis

of old pyogenic or tuberculous peritonitis, talc granuloma,
carcinomatosis, or the cystic changes that may result from
irritation which alters the mesothelial cells to become cuboidal,
proliferate, and enclose spaces to form tiny cysts (Boyd, 1955).
However, the histological findings are so categorical as to ex-
clude any of these presumptive diagnoses. In the absence
of any histological evidence of past or present inflammation
associated with the layer of smooth muscle fibres, a congenital
anomaly seems to have been discovered in this patient. That
smooth muscle should appear in such a situation is possible
from the embryological point of view, since the parietal peri-
toneal mesothelium derives from the somatopleuric intra-
embryonic mesoderm (Hamilton, Boyd, and Mossman, 1962).
This anomaly does not appear to mimic any similar occurrence
in the vertebrate series so far as can be seen from a search of
the comparative anatomical literature.

Discussion with senior surgical colleagues supports the
inference that this anomaly in relation to the peritoneum has
not been recognized. A gynaecological associate (R. Hegarty,
personal communication, 1968) recalled having once seen a
similar appearance of the peritoneum at laparotomy, but a
report of the case was not published.

I should like to express my appreciation to Mr. D. M. Stern for
permission to publish this case, to Dr. A. Knudsen for advising on
the histological appearance, and to Mr. D. A. Vinten who took the
photomicrograph.

CONSTANCE E. FOZZARD, M.B., F.R.C.S., M.R.C.O.G.,
Senior Registrar, Department of Obstetrics and

Gynaecology, West Middlesex Hospital, Islcworth,
Middlesex.
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