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where from the mouth to the anus. This illness has 

been increasing in incidence over the past several de- 

cades. It is a chronic, progressive, granulomatous, 

transmural disorder, with the clinical hallmarks of skip 

lesions, periods of remission, a tendency toward fistula 

formation, and a high incidence of occurrence in the 

second and third decades of life, with a second lesser 

peak occurring in the elderly. 

A Pl-year-old, white, nulligravid woman had a yellowish 
discharge for 18 months prior to admission. She had con- 

sulted several physicians and received various treatments 
without improvement. Shortly prior to admission, the dis- 

charge became brown and malodorous; finally the patient de- 
scribed the passage of flatus through the vagina. The patient 

could recall occasional episodes of mild diarrhea over the past 

year but otherwise was well. There was no history of genito- 
urinary or intestinal tract instrumentation or trauma. 

Pelvic examination revealed a watery brown discharge in 

the vaginal vault and a punctate, red, raised area high in the 

posterior fornix. The genitals were otherwise normal. Rectal 
examination revealed small hemorrhoids. 

A complete blood count, urinalysis, and SMA-20 chemistry 

panel were within normal limits. Barium enema and intrave- 

nous pyelograms were normal. Barium was used in an upper 
gastrointestinal series. and the small intestine films revealed 

only internal hemorrhoids and a hypertrophied anal papilla. 
After bowel preparation, an abdominal procedure was per- 

formed. The gross findings were typical of Crohn’s enteritis of 
the terminal ileum. An inflamed loop of bowel was found in 

the rectouterine pouch. This bowel was firmly attached to the 
upper vaginal wall. The involved portion of the bowel was 

widely resected with primary end-to-end ileoascending colos- 

tomy. The associated portion of the vagina was excised and 

closed in two layers. There were no other areas of involve- 
ment noted in the remaining intestine. Pathologic diagnosis 

confirmed Crohn’s disease. The patient made an uneventful 
recovery and one year later remains asymptomatic. 

Fistula formation is a common, well-recognized 

complication of Crohn’s disease, with an overall inci- 

dence of 25% to 40%. Spontaneous ileovaginal fistula 

in this disease, however, is quite rare. Kyle and Sin- 

clair,’ in 1969, reviewed the world literature and found 

11 cases reported at that time; they added one case of 

their own. The overall incidence of formation of a fis- 

tula to the genitourinary tract in Crohn’s disease ranges 

from 1% to 8.5% in several series, with ileovesical and 

rectovaginal fistulas being the most common. 

Enterovaginal fistulas. in general, are most often rec- 

tum to vagina and are usually caused by obstetric in- 

jury, diverticulitis, tumor, or radiation. In a series of 

256 cases of acquired intestinal-vaginal fistula reported 

by Hudson,z only six cases of ileovaginal fistula were 

found. Of these six cases, four were traumatic in origin 

(one was due to chicken bone ingestion), one was ma- 

lignant, and only one was due to Crohn’s disease. 

The diagnosis of Crohn’s disease is unlikely in pa- 

tients with a vaginal discharge but should be consid- 

ered in refractory or atypical cases. Our patient 

complained of vaginal discharge but described mild, 

episodic diarrhea when specifically questioned I-en-c,-- 

spectively about these symptoms. kn involved loop 01 

intestine lying in the pelvis will cause initial inflamma- 

tion of the adjacent structures prior to formation of a 

fistula. Therefore, cystitis may precede an enterovesical 

fistula. Vaginitis or cervicitis will precede an enterovag- 

inal fistula, usually by several months. The patient re-- 

ported on by Hudson was initially diagnosed in error as 

having only monilial vaginitis. The fistula was not de- 

tected. 

Once the diagnosis of Crohn’s disease with fistula is 

made, surgical treatment is required to achieve closure. 

There is no evidence that spontaneous closure will 

occur or be achieved by conservative management. The 

preferred operative treatment is resection of the in- 

volved area of ileum and fistulous tract. In the series of 

Steinberg and associates,” 32 of 35 patients with 

Crohn’s disease and primary hstula (i.e., patients with 

previous laparotomy) were successfully treated with re- 

section of the fistulous tract and involved bowel. No 

closure was achieved without resection. There is a role 

for preoperative bowel rest, however, along with total 

parenteral nutrition in certain of these patients. It has 

been noted that the fistula may become quiescent dur- 

ing this therapy; however, if Crohn’s disease is truly 

present, eventual resection will be required. 
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THEARRHYTHMOGENIC POTENTIAL. of epineph- 

rine, norepinephrine, and isoproterenol is well recog- 

nized. Labor-inhibiting fi-sympathomimetic drugs are 

derivatives of catecholamines and share a common 

structural nucleus (Fig. 1). It is reasonable to expect 

that they may also produce arrhythmias. We report the 

occurrence of atria1 fibrillation during hexoprenaline 

administration for treatment of premature labor in a 

young woman. 
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A 20-year-old Hispanic woman, gravida 1, at approximately 

33 weeks, gestation, was admitted to the hospital because of 4 
hours of painful uterine contractions occurring every 4 min- 

utes. The cervix was closed, long, and posterior with the ver- 
tex floating. Despite hydration and bed rest, regular contrac- 

tions continued every 5 minutes. Reexamination of the patient 
an hour after admission showed the cervix to be dilated 1 cm, 

long, and at the midposition. Because of cervical change and 

after informed consent was signed, treatment with an intrave- 
nous infusion of hexoprenaline was begun. The infusion was 

begun at 0.15 mcglmin and increased to 0.3 mcg/min over 20 
minutes, and onIy irregular contractions were noted. The 

dose of 0.3 mcg/min was felt to be effective, and the infusion 
was continued at that rate. The pulse, which had been 80 bpm 

at the start of the infusion, had increased to 112 to 124 bpm. 

Blood pressure was unchanged at 90160 mm Hg. Approxi- 
mately 1% hours after the start of therapy, without any 

change in hexoprenaline dosage, the pulse abruptly went to 

160 bpm and was irregular. Hexoprenaline was discontinued. 
The pulse remained irregular and between 156 and 160 bpm; 

blood pressure and respirations remained unchanged, and 

temperature was 98.0” F. The patient complained only of 
palpitations. On physical examination the lungs were clear; 
heart sounds were of normal quality but irregular, and no 

murmurs were heard. An electrocardiogram revealed atria1 
fibrillation. Serum electrolyte levels were sodium, 137 mEq/L; 

potassium, 3.7 mEq/L; chloride, 109 mEq/L; and bicarbonate, 
20 mEq/L. Flight hours after hexoprenaline was discontinued, 

the heart rate spontaneously converted to a normal sinus 
rhythm. The patient received no other drugs during the 
hexoprenaline infusion, and her only medications during the 

pregnancy were iron and vitamins. She was a nonsmoker. 

Cardiac evaluation of the patient revealed no history of any 
prior cardiac symptoms, a normal cardiac examination, and a 

normal electrocardiogram; an echocardiogram showed nor- 
mal aortic and mitral valves. Hemoglobin was 13.6 gm/lOO ml, 

and thyroid function tests were within normal limits. Serial 

titers for echo and coxsackie B viruses demonstrated no rise. 
The remainder of her pregnancy progressed without any 

further episodes of palpitations or tachycardia. Labor began 
spontaneously at term, and she was delivered by cesarean sec- 

tion, because of failure to progress, of a 3,220 gm female 

infant with Apgar scores of 6 and 9 at 1 and 5 minutes. An 
echocardiogram obtained 5 months postpartum again dem- 

onstrated normal aortic and mitral valves. The patient has had 

no further episodes of palpitations or tachycardia. 

Atrial fibrillation in a young patient may be caused 

by a variant of the preexcitation syndrome (Wolff- 
Parkinson-White syndrome), thyrotoxicosis, acute in- 
fections, mitral stenosis, acute myocardial infarction, 

potassium deficiency, drug administration, or the “lone 
auricular fibrillation” syndrome, where atria1 fibrilla- 

tion occurs asymptomatically for no apparent reason. 
Transient atria1 fibrillation occurs only rarely in preg- 
nancy and is usually seen in patients who have hyper- 
thyroidism or mitral stenosis. Although pregnancy is 

said to predispose women to arrhythmias and may un- 
mask such conditions as Wolff-Parkinson-White syn- 
drome, serious arrhythmias usually occur only in 
women with underlying heart disease.’ Although the 
presence of paroxsysmal atria1 fibrillation as part of the 
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Fig. 1. Structures of hexoprenaline and the parent adrenergic 

compounds. 

“lone auricular fibrillation” syndrome cannot be defi- 
nitely excluded in this patient, the occurrence of atria1 
fibrillation during hexoprenaline therapy in a young 
patient without any demonstrable cardiac disease, in- 
fection, or metabolic abnormality should be considered 
as a complication of the P-adrenergic drug and should 
be added to the list of reported cardiovascular compli- 
cations of the P-adrenergic drugs, including pulmo- 
nary edema, ventricular tachycardia, and angina pec- 
toris. 

All the p-adrenergic drugs share structural similari- 
ties with the parent catecholamine agents and show 
varying degrees of /3, or & effects. The labor-inhibiting 
P-adrenergic drugs have been designed to maximize 
the pZ- adrenergic effects. In studies comparing various 
/3-adrenergic agents, hexoprenaline was shown to have 
the greatest effect on uterine smooth muscle with only 
weak /3r activity as demonstrated by pulmonary and 
systemic cardiovascular changes2 Nevertheless, be- 
cause hexoprenaline is, in reality, two norepinephrine 
molecules joined at the amine position by a hex- 
ane connecting bridge (Fig. l), it is not unreason- 
able to expect that arrhythmias and other adrenergic 
side effects may occasionally be produced by this 
drug. 
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