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when identical twins are available. It remains to be seen
whether a similar advantage over conventional chemotherapy
can be obtained in adult patients with acute myelogenous
leukaemia at the onset oftheir disease. The marrow impairment
precludes the usual maintenance chemotherapy, which might
be a drawback, but there seems to be a case for a trial of this
approach in the initial stages of acute myelogenous leukaemia,
where remission rates are only about 50% and the median
length of remission in most series is less than one year.
The use of marrow from genetically foreign, histoincom-

patible (allogeneic) donors is a much more complex problem.
Rejection ofthe graft by the host must be prevented by immune
suppression and an additional problem exists not accompanying
renal, cardiac, corneal, skin, lung, or liver transplants: the
capacity of the graft to mount a lethal immunological reaction
against the host (graft-versus-host disease, G.V.H.D.). In
addition the graft may have some antitumour effect, as has
been shown in experiments on animals even in the absence of
G.V.H.D. In spite of these difficulties allogeneic marrow
grafting was attempted in the 1950s, almost invariably with
disastrous results-either the grafts did not take or a lethal
G.V.H.D. quickly supervened. A review of 417 published
cases of allogeneic marrow transplants up to 1966 showed that
only three prolonged grafts were obtained and that only 40
temporary responses were attributable to marrow transplan-
tation.4 Recently, however, there has been a new enthusiasm
for allogeneic grafting with the advent of more knowledge of
human histoincompatibility systems, better methods of
immunosuppression, and improved supportive care.

In spite of these advances G.V.H.D. and infection remain
leading causes of marrow transplantation failure. Regular
take of the graft can now be achieved with allogeneic
HL-A compatible sibling donors, but G.V.H.D. occurs in
about 70% of patients with sustained grafts. Most deaths are
due to G.V.H.D. or infection associated with impaired
immunity or both. Even long-term survivors, apparently free
from leukaemia, remain susceptible to infections. Nevertheless,
about one third of patients transplanted for late stage leukaemia
or lymphoma achieve long remissions unmaintained by
chemotherapy.5 Marrow transplantation has also proved to be
of value in patients with acquired aplastic anaemia. Of 10
patients with acquired aplastic anaemia who received identical
twin ma.rrow transplants seven are alive and well years later.6
The risks in this situation are minimal, and if an identical twin
is available clearly marrow transplantation for acquired
aplastic anaemia should be carried out. Eleven out of 24
patients with acquired aplastic anaemia who received marrow
grafts from HL-A identical siblings are alive with grafts and
without G.V.H.D. 141 to 823 days after grafting.7 The optimum
time for allogeneic grafting remains to be determined, and the
balance must be struck between allowing for early recovery in
some of the patients and avoiding a long period of risk of
infection, haemorrhage, and presensitization by multiple
transfusions.
Marrow grafting may in the future play a wider part in

cancer therapy including intensive treatment procedures for
responsive tumours such as neuroblastoma, testicular tumours,
and oat cell carcinoma. Autologous marrow transplants
(taken from the patient before treatment) were used for this
purpose several years ago, but death from infection and the
possibility that marrow recovery was unrelated to the marrow
graft led to loss of interest in the approach. Improved marrow
storage techniques and better management of infection and
haemorrhage suggest that further exploration may be fruitful.
The possiblity of selecting random donors who are HL-A

compatible must be considered in the future, but G.V.H.D. is
likely to be an even greater problem in this situation than in
grafts between HL-A compatible siblings. Any decision on the
advisability of marrow grafting requires accurate knowledge of
the prognosis using conventional treatment and the morbidity
following transplantation. Successful long-term engraftment
is possible using allogeneic HL-A compatible sibling donors,
but since only a third escape G.V.H.D. this reduces the value
of the approach in diseases where a similar proportion would
do reasonably well using conventional treatment.
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Pregnancy without a Uterus
The fifteenth case ofa bizarre late complication ofhysterectomy
has recently been described,' that of tubal ectopic pregnancy.
In this particular case the diagnosis was not suspected until
laparotomy was performed. The patient had had a vaginal
hysterectomy in 1972 when she was aged 35. In March 1974
she had presented with diffuse lower abdominal pain, fre-
quency, and dysuria. The symptoms waxed and waned and it
was 14 days before the decision was made to operate. About
1 litre of clotted and liquid blood was found in the peritoneal
cavity, and a right ruptured tubal pregnancy was discovered.
A nodule at the vault ofthe vagina was noted but not removed.
The diagnosis was fully confirmed on histological examination
of the specimen, there being chorionic villi and decidual
changes in the tube and a corpus luteum of pregnancy in the
ovary.
Most gynaecologists will have heard of this amazing event,

though very few have actually seen a case. The simplest
explanation is probably the correct one: that the cut medial
end of the Fallopian tube establishes a fistulous connexion
with the vagina through the wound in the vault. This can
happen whether the uterus is removed through the abdomen
or through the vagina. The nodule felt at operation was
probably such a fistula. With the lumen patent, with endocrine
function undisturbed and therefore ovulation occurring, and
with the tube damaged and distorted by previous operation it
can be seen how a tubal pregnancy might occur.
Tubal fistulae of the vault are seen occasionally. The patient

complains of a continuing discharge, and examination shows
a bright pink, slightly proliferating soft mass at the vault. This
is usually diagnosed as vaginal vault granulations, and it is
only if the trouble is taken to excise the tissue and examine it
histologically that it is recognized as consisting of mainly tubal
epithelium. Cautery is the treatment both of granulations and
of tubal fistula, so it may be that fistulae are commoner than is
realized and that they are rendered harmless, though quite
unwittingly.
The diagnosis is clearly not easy. This case shows again that

even large quantities of blood in the pelvis may be impalpable,
so that there was no lump which might have justified lapar-
otomy at an earlier stage. The prognosis appears to be excel-
lent: all 15 patients have survived.
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