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The purpose of this paper is to 
--~ record some observations when corti­

cotherapy is used in conjunction 
with antibiotic therapy to deal with 
all types of gynaecological infections. 
Since the advent of antibiotics, the 
severity of the gynaecological infec­
tions is considerably reduced and the 
residual pelvic masses are reduced to 
minimum. 

In spite of the powerful antibiotics 
we possess, there are occasions (1) 
when infections are resistant to 
available antibiotics. (2) On other 

- occasions the antibiotics control the 
general toxemia but the local inflam­
matory masses persist and take a 
long time to resolve. (3) There are 
also occasions where either as a 
result of inadequate or too late intro­
duction of antibiotic therapy, the 
inflammatory masses persist. The 
offending organisms, buried under 
the shelter of massive and imperme­
able granulation tissue, are no longer 
accessible to the immune bodies, 
leucocytes, and available antibiotics. 
The masses do resolve ultimately but 
one observes that the resolution is 
far too slow. The inflammatory mass 
becomes subacute and chronic giving 

-" 

Paper read at the lOth All India Obste­
tric & Gynaecological Congress at Hyde-
rabad in January 1959. 

rise to various gynaecological symp­
toms such as menorrhagia, dysmenor­
rhoea, dyspareunia, sterility, pelvic 
pain, etc. In such cases, addition of 
corticosteroids to antibiotics helps 
one to control the antibiotic-resistant 
infections and bring about quick and 
complete resolution of inflammatory 
masses. After addition of cortico­
therapy, the inflammatory masses 
resolve, shrink and almost melt away 
within 8-10 days and leave a painless 
pelvis. 

Cortisone and ACTH were first 
introduced for clinical trial in 1949 
as the most powerful anti-inflamma­
tory agents particularly for rheuma­
toid infections, and diseqses of the 
collagen tissue. Corticotherapy then 
carried many contra-indications, one 
of them being presence of acute and 
pyogenic infections in any part of 
the body. Since this date, the con­
ception regarding the relation of 
corticosteroids to inflammation has 
changed considerably · and recently 
the pendulum has swung to the 
opposite side. Corticotherapy which 
was contraindicated in case of infec­
tion is now used extensively in many 
infective processes of the body. Re­
cently, corticotherapy has been used 
most enthusiastically and with great 
benefit in acute infective processes 
like typhoid, diphtheria, smallpox, 



JOURNAL OF OBSTETRICS AND GYNAECOLOGY OF INDIA 

tetanus and also in chronic infections 
like exudative type of tuberculosis 
and tuberculous meningitis. 

Bertrand-Fontaine and Pierre 
Cheymol in 1952, used cortisone in 
certain staphylococcal septicemias 
resistant to all antibiotics. Since then, 
if one glances at the world literature, 
one sees that there is present no 
infectious disease or infective pro­
cess in which corticosteroids have 
not been tried with varying results. 

Billimoria of Bombay and Ghosh 
of Calcutta have reported suc­
cessful treatment of various types 
of tuberculous infections, when a 
small amount of corticosteroids was 
added to the usual anti-tuberculous 
therapy. In 1952, Hurtig reported 
the first series of pelvic infections 
treated with cortisone. The same 
author in 1956 reported a second 
series of 45 cases of pelvic infections 
treated successfully with corticothe­
rapy. Similar reports have been pub­
lished by Wills in 1956. 

Bret and Legros in 1956 used corti­
cotherapy for treating pelvic infec­
tions, under similar conditions. 

In the present series, I have used 
combined antibiotic corticotherapy 
in 20 cases of pelvic infections, mostly 
post-abortal and post-partum, 24 
cases of breast infections and 10 cases 
of post-operative abdominal wound 
infections. In all these cases, the 
antibiotic therapy is given first and 
usually it is under the umbrella of 
antibiotics that corticotherapy is 
started. However, as will be evident 
from a few reported cases, cortico­
therapy helps the antibiotics in some 
way and enhances the antibiotics to 
control even severe antibiotic resis­
tant infections. Hurtig used an ave-

rage dose of 300 mg. of cortisone per 
day (equivalent to 60 mg. of predni­
steroids) and used corticotherapy 
only after antibiotic sensitivity tests 
were carried out. It has been observ­
ed in the present series that such high 
doses of corticosteroids are not neces­
sary. Most of the infections come 
under control and respond favour­
ably with an average dose of 10 to 
15 mg. of prednisteroids. Secondly, 
the antibiotic sensitivity tests are not .,_ 
absolutely necessary as corticothe­
rapy when added to the available 
antibiotic helps to control even anti­
biotic resistant infections. 

In the present series, both predni­
steroids (a combination of predni­
sone and prednisolone in equal pro­
portions) were used but one can use 
either prednisone or prednisolone or 
any equivalent corticosteroid. Pred­
nisteroids were chosen because of 
the minimum side effects and maxi­
mum benefits even with small doses. 
As you are aware, prednisteroids do 
not give rise to retention of sodium 
and water in the body. The average 
effective dose required to control the 
infection was 15 to 20 mg. on the first 
day, 10 to 15 mg. on the second day 
and 6 to 10 mg. a day for 5 to 7 days 
after which the drug is gradually 
withdrawn by reducing the daily 
dose by 2.5 mg. a day. I would like 
to report one case of post-abortal 
severe pelvic infection which did not 
respond to antibiotics and corticothe­
rapy was given hesitantly and as a 
last resort. I was amazed to get a 
favourable response. The case which 
did not show response to various anti­
biotics for a long time showed a quick 
and favourable turn for the better 
after corticotherapy was instituted. 

r 
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tY.f?tC:·AL G/(SE 
, CASE NOJ_ANTIBIOTlCS 

Fig. 1 

Fig. 2 

Case No . 1: Mrs. S. R. M. was 
admitted on 25th December 1957, 
with severe post-abortal inflamma­
tory mass extending up to the umbi­
licus as shown in Fig. 1. In spite of 

_...., several days of treatment with anti­
biotics, the mass would not resolve 

and the temperature did not come 
under control in spite of different 
antibiotics used. Drainage through 
posterior fornix was unsuccessful. 
Laparotomy showed inflammatory 
mass extending up to umbilicus and 
walled all around by glued coils of 
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intestines. With a few insinuations 
with fingers here and there, I was 
able to get at the wall. The pus was 
drained by a .drainage tube. The tem­
perature was normal for 3 days to 
rise again with wide fluctuations. 
On the 11th day after laparotomy 
and an unsuccessful trial of various 
antibiotics, I decided to add cortico, 
steroids as a last resort. I was very 
much afraid that the inflammation 
might spread as a result of breaking 
down of protective adhesions and 
that she might develop general peri­
tonitis with fatal consequences. It 
was ·amazing to see that within 
40 hours of adding corticotherapy, 
the temperature touched normal for 
the first time, and remained normal 
since then. The infection which was 
resistant to previous antibiotics, start­
ed responding to the same antibiotics 
when corticotherapy was added. The 
mass which had extended up to the 
umbilicus started shrinking and 
within 8 days there was no sign of it. 
It just melted away like snow in sum­
mer sun. P.V. examination after 15 
days showed · painless pelvis with 
fairly mobile uterus. 

Case No. 2: Mrs. S. P., following 
a subtotal hysterectomy, developed 
pelvic inflammatory mass around the 
cervical stump on the lOth day of 
operation. The mass would not re­
solve in spite of antibiotics including 
chloramphenicol. 10 mg. of predni­
steroids with H gm. of chloramphe­
nicol were given with complete reso­
lution of the mass within a week. 

would not resolve in spite of various ~ 
antibiotics used after the operation. 
10 mg. of prednisteroids a day were 
added to the antibiotic penicillin 
which she was receiving for 10 days. 
The whole mass disappeared within 
5 .days and the pelvis was normal. 

Postpuerperal breast infections 
are quite common, nowadays. The 
offending organisms in most of the 
cases are penicillin-resistant staphy- · ~ 
lococci which are commonly found 
and cultured from hospital wards 
where penicillin therapy is daily in 
use. 

It is a common experience to find 
mastitis not responding to antibiotics. 
In most of the cases, general toxemia 
subsides but the inflammatory reac­
tion in the breast persists. It forms 
a hard sclerotic mass which neither 
resolves nor spreads nor suppurates 
as long as antibiotic therapy is conti- • 
nued. This sclerotic encystment per- ' 
sists for a long time. If it is incised 
at this stage, very little or no pus 
comes out. It is just a sclerotic mass 
of granulation tissue which would 
bleed. In most of the cases if corti­
cotherapy is added to the antibiotic 
therapy, the sclerotic mass in the 
breast disappears very quickly. In 
other cases where pus has already 
formed, an aspiration of pus or a ... 
minimum drainage is necessary. The 
inflammatory mass around the drain­
age tube melts away quicker if corti-· 
cotherapy is added to antibiotic the­
rapy than with antil'>iotics alone. One 

· is amazed to see how quickly the 
Case No.3: Mrs. J . B.S. She was masses disappear. This combined 

brought to me on the 18th day of a cortico-antibiotic therapy has been . 
pelvic operation with low fever and tried in 24 cases of breast infections " 
a marked left parametrial mass which with quick remissions in all cases. 

J 
i 
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Fig. 3 

A Case of Breast Abscess: Mrs. 
P. M., aged 20 years. Delivered in 
Goa. F.T.N.D. in July 1958. About 
15 days after delivery, she developed 
acute breast infection on the left. 

. This was treated with antibiotics and 
later incised. The inflammation 
showed temporary remission with 
reappearance of the infection. She 
was put on various antibiotics one by 
one and the breast was incised at 
various places thrice with surgical 
knife. Once the whole tract of the 
sinus was cauterized. The abscess 
persisted for nearly 4 months. As 
there was no improvement, the 
patient was advised to go to Bombay 
for treatment. She was admitted in 
Motlibai Hospital. On examination 
it was found that there was a hard 
indurated sclerotic mass around a 
centrally situated chronic discharg­
ing sinus. The treatment given was 
as follows: She was put on penicillin, 
streptomycin, and then with a wide 
bore needle, about 4 cc. of thick 
yellowish pus was aspirated. With 

7 

the same needle, -! cc. of hydrocorti­
sone acetate was introduced in the 
abscess cavity. Four days after, a 
second aspiration was attempted and 
a serosanguinous fluid came out. 
Then ! cc. of hydrocortisone acetate 
was instilled. Four days later, noth­
ing came out on aspiration and 1 cc. 
of hydrocortisone acetate was inject­
ed. A week later, another 1 cc. of 
hydrocortisone acetate was injected. 
The same process was repeated after 
another week. The patient became 
perfectly well at the end of 4 weeks 
of treatment and there was neither 
any sign of inflammation nor indura­
tion persisting in the breast. 

My observations are the same as 
regards post-operative infective indu­
ration in abdominal wall around the 
abdominal incision. The incidence 
of post-operative sepsis and stitch 
abscesses has considerably come 
down after the advent of antibiotics, 
but still one finds occasional 
cases where indurated inflammatory 
masses develop around the incision or 

. . 
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around the sinus where in spite of 
drainage the indurated mass persists 
and takes a long time to subside. 
Very often the infection is due to 
staphylococci resistant to antibiotics. 
In all these cases, combined cortico­
antibiotic therapy brings about 
quicker resolution and the hard mas­
ses disappear within 4 to 5 days. 

A typical case may be cited. I was 
called upon to see a case of abdo­
minal sinus following a caesarean 
section 20 days back where all 
antibiotics were tried and the 
latest on the scene was syner­
mycin. On putting the patient 
on combined cortico-antibiotic 
therapy, the discharge dried away 
within 48 hours, the temperature was 
under control within 24 hours for the 
first time after 18 days of fever and 
the mass around the sinus just melt­
ed away within 4 days, thus saving 
the patient, the trouble of reopening 
the sinus and scraping. 

The patient who was unable to 
walk about before corticotherapy was 
given, was able to move about freely 
on the third day of corticotherapy 
and came walking to my consulting 
room on the 5th day. 

Various opinions have been put 
forward regarding the mechanism of 
action of corticotherapy in potentiat­
ing the antibiotics. A few of them 
are recorded below: 

( 1) Corticosteroids act by hormo­
nal substitution (Adrenal Cortex). 
Severe and virulent infections put 
severe stress on the body and it is 
the s~retion of adrenal cortex which 
would help the. body to fight this 
severe stress. If the intrinsically pro­
duced corticosteroids by the patient 
are not enough to fight the stress, 

then corticosteroids are given by-" 
mouth or injection and the patient is 
capable of overcoming the severe 
stress put on the body. If extra corti­
costeroids are not given, the adrenal 
cortex of the patient might get ex­
hausted, and a fatal termination 
might result. 

(2) Corticosteroids suppress the 
toxic phenomenon brought about by 
exo- or endotoxins of the invading 
bacteria. Thus they help to protect" '"' 
the vital organs like brain cells, 
heart muscles, liver cells and the 
cells of adrenal cortex, so that the 
body can fight out and tide over the 
crisis. 

( 3) Cm:ticosteroids act as power­
ful anti-allergic agents. It is argued 
that the local inflammatory process 
in any part of the body is a sort of 
local allergic manifestation by the 
body, bringing about aggressive in­
flammation and formation of massive 
granulation tissue. Corticosteroids 
by their powerful anti-allergic pro­
perties would prevent and inhibit the 
formation of masses and local inflam­
matory granulation tissue. 

( 4) Corticosteroids act by inhibi­
tion of inflammatory phenomenon. 
The so-called protective local inflam­
matory reaction by the body, becomes 
a protective wall that shelters the 
bacteria from the effects of circulat­
ing leucocytes, immune bodies and 
antibiotics (see Fig. 3). Corticoste­
roids dissolve the thick massive gra­
nulation tissue and allow the circu­
lating leucocytes, immune bodies and 
antibiotics to kill the offending orga­
nisms as they are freed from the 
shelter of granulation tissue. Thus 
the favourable action of corticoste­
roids is explained. It is quite reason-

l 
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- able to think that this mode of action 
intervenes when corticotherapy is 
combined with antibiotics when deal­
ing with local inflamn;J.atory masses. 
The way the massive granulation 
tissue melts away has to be observed 
to be believed. · 

Summary_ 
Combined antibiotic-corticotherapy 

has been given in 20 cases of pelvic 
infections, 24 cases of breast infec­
tions and 10 cases of post-operative 
abdominal wound infections. 

Four typical cases have been cited 
in support. 

The evolution of corticotherapy in 
infections is recorded. 

The mechanism of favourable 
action of corticosteroids along with 
antibiotics is discussed. 

Conclusions 
It appears from the above observa­

tions that today corticotherapy is 
very useful and beneficial for inflam­
matory processes. Corticotherapy 
along with antibiotics should be 
given as a routine in all cases of 
infections resistant to antibiotics and 
also in those cases where the inflam­
matory masses are likely to persist. 
Corticotherapy brings about very 

,. 

quick improvement in general condi­
tion and progressive and rapid dis­
appearance of inflammatory masses. 
Corticotherapy enables to avoid thus 
the formation of painful inflamma­
tory masses compelling surgical inter­
vention. 
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