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o SET OF DIFFUSE VASCULITIS (SLE) I PREG ANCY
M. RANCHOD, M.B., CH.B. (CAPE TOWN), SOll1er.lct Hospital, Cape Town

Fig. 5. See text.Fig. 4. See text.

Fig. 3. See text.

III vcsriglll iOlls
rine-normal. Blood-Hb. 12 G I 100

rnl.: PCV 35~o: MCHC 34~o; WBC
IO,DOO/cu.mm. Differential count nor­
mal. ESR 51 mm.,lst hour 0Vestergren).
WR negative; latex fixation test nega­
tive; LE cells negative: blood urea 29
mg./lDO m!.: albumin 4 G/IOO m!.:
globulin 2·1 G1100 ml. Serum electro­
phoresis-some lowering in concentra­
tion of gamm~globulins.

Despite the lack of conclusive labora­
tory support, viz. the demonstration of
LE cells, the diagnosis of diffuse vasculi­
tis on the basis of SLE was made.

Course and Management
Prednisone therapy was commenced soon after admis­

sion ; a daily dose of 45 mg. was chosen. Symptomatic and
objective improvement soon occurred. One manifestation
of this, was the shedding of the gangrenous skin from the
toes (Fig. 4).

After 3 weeks of steroid therapy and definite clinical
improvement, the patient requested to be allowed to spend
the festive season at home. Despite continued steroid
therapy during the month away from hospital, the
patient's condition deteriorated. She developed more pain
in the feet, and on readmission, a new ulcer on the lateral
side of the right leg was noted (Fig. 5). Prednisone dosage
was thus increased to 60 mg. daily, but without avail, and
a further increase to 80 mg. per day was administered.

Two weeks after readmission, the patient developed
ischaemic neuritis resulting in a loss of sensation in the
stocking distribution over both feet.

Hereafter, the disease process showed no threat of
further progression. At no stage was there evidence of
pre-eclamptic toxaemia. The daily dose of prednisone was
maintained at 80 mg.

On 9 February 1966, the patient was delivered of a
healthy male infant weighing 4 lb. l5 oz. The delivery
was free of complications.

Throughout this patient's illness, the impression gained
was that the vasculitis was intimately related to the

malleolus on each side was a dry, crusted ulcer approxi­
mately I x 2 in. in size (Fig. 3).

The remainder of the physical ex­
amination showed nothing of note.

Fig. 2. See text.Fig. 1. See text.

Systemic lupus erythematosus (SLE) has emerged rela­
tively recently from the realms of rarity, to a status where
it can now be regarded as a common disease. Because it
predominantly affects young women, the effects of SLE
on pregnancy, and conversely, the effects of pregnancy on
SLE, have become increasingly important. The influence
of pregnancy on SLE is variable. In some reported cases.
pregnancy appears to have no effect; in others, it appears
to aggravate, or even initiate SLE.'·'

The following is a case report of a patient with diffuse
vasculitis which commenced in pregnancy, persisted
throughout the period of gestation and was kept under
control only by large doses of steroids. A rapid and
remarkable recovery occurred during the immediate post­
partum period, supporting the contention that pregnancy
had an unfavourable influence on the pathological process
in this patient.

CASE REPORT

The patient was a 23-year-old female from Upington, who
was admitted to hospital on 8 November 1965. For 3
months before admission, she was troubled by paraesthesia
and intermittent dull pain in both feet; she also had a
short episode of these symp:oms in both hands.

Shortly afterwards, she developed painful ulcers over
both ankles and a blotchy rash involving the hands, feet,
legs and forearms. Just beiore admission, some of her toes
developed a bluish-black discoloration. In addition she
showed constitutional symptoms such as anorexia and
weight loss.

The patient was 22 weeks pregnant at the time of ad­
mission, this being her third pregnancy. Her 2 previous
pregnancies were uneventful. All the patient's symptoms
therefore, commenced in the second month of her third
pregnancy.

The most striking features on physical examination were
the skin changes. The hands, forearms, feet and legs were
covered by a blotchy, macular, erythematous rash, some
areas of which blanched on pressure while others did not.
There was no evidence of purpura.

The other outstanding feature was a bluish discoloration
of the tips of some of the toes. These were actually areas
of gangrene confined to the skin (Figs. 1 and 2). Both feet

were warm. and the dorsalis pedis and posterior tibial
arteries on both sides had bounding pulses. Over the lateral
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pregnancy, which appeared to be the aggravating, as well
as the precipitating factor. This was in fact well demon­
strated when, during the immediate postpartum period, the
dosage of prednisone was reduced to 10 mg. daily over a
3-week period. During this time, the patient's condition
showed marked improvement. She was free of pain, the
erythematous lesions cleared, the gangrenous skin was
completely shed, the ulcers healed completely, and the
neurological deficit in the feet returned to normal.

The incriminating factors of the pregnancy were so
over-riding that it was felt obligatory for some form of
contraception to be instituted for at least some years. This
was achieved by inserting a Lippes loop 6 weeks after
delivery.

Four months after discharge, the patient was perfectly
well. She had gained weight and was symptom free. There
was no evidence of skin lesions or of any peripheral
vascular abnormality.

SUMMARY

A case of diffuse vasculitis (SLE), commencing in pregnancy
is presented, which required high doses of steroids to contain
it during pregnancy. Dramatic improvement occurred in the
immediate postpartum period, illustrating one of the effects of
SLE in a pregnant patient.

I wish to thank Dr. Mark Horwitz, of the Department of
Medicine, for his constant encouragement, Dr. R. urok,
Medical Superintendent of Somerset Hospital, for permission
to publish; and the medical staff, Gordonia Hospital, Uping­
ton, for cooperation in the continued care of the patient. The
photographs were taken by the Department of Medical Photo­
graphy, Somerset Hospital.
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THE TREATMENT OF TRANSVERSE VAGINAL SEPTA-A PLASTIC
SURGICAL APPROACH

B. BINNEWALD, M.B., CH.B. (CAPE TOWN), D.OBST. R.C.O.G., F.R.C.S., Plastic Surgeon, AND A. M. DHOODHAT,
M.B., CH.B. (CAPE TOWN), Registrar, Department of Obstetrics and Gynaecology, Somerset Hospital, Cape Town

A transverse septum in the vagina is due to partial failure
of canalization of either the urogenital or the Mullerian
component of the vagina. It may be found at any level in
the vagina but most often occurs just above the hymen.
The septum, if complete, will result in a haematocolpos
and haematometra, but if incomplete, may cause dyspa­
reunia and obstructed labour during delivery.

The treatment described in the standard textbooks of
gynaecology is to make a cruciate incision in the occluding
membrane if it is thin. But if the membrane is thick, it is
divided and the septum removed by cutting around its
periphery and uniting the upper and lower edges of the
mucosa by a transverse ring of interrupted catgut sutures.

However, the danger of a cicatrix forming after excision
of the septum is very real and we therefore wish to
describe an alternative method of treatment using the
technique of Z-plasty. The following case describes the
failure of the standard methods of treatment and the
successful restoration of the patency of the vagina by a
simple plastic procedure.

CASE REPORT

A l2-year-old female was seen at the surgical outpatient
department complaining of cramp-like, lower abdominal
pains. On examination she was found to have a tender
cystic mass arising from the pelvis. Vaginal examination
was inconclusive but on rectal examination it was felt that
the mass was probably an ovarian cyst. However, because
of a previous laparotomy at the age of 7 years, a surgical
condition could not be excluded. The circumstances sur­
rounding the previous laparotomy are unknown.

At laparotomy, a large uterus with tarry blood escaping
from the ends of the faIlopian tubes, confirmed the diagno­
is of a haematometra. A further examination of the

vagina disclosed a complete transverse septum in its upper
part. The septum was incised and found to be about I

inch thick. After the tarry blood had drained away, a
dilator was left in the septal opening, but over the next
few weeks this opening began to close. A further attempt
was made to incise and dilate the track but without
success.

When she was referred later for plastic surgery, a careful
pre-operative assessment seemed obvious. Ordinary pelvic
examination was not at all helpful as the patient was tense
and non-cooperative. The vagina appeared to end It
inches from the introitus in a smooth, rounded, firm vault.
Rectal examination did not indicate the position or size
of the uterus.

A contrast medium X-ray study of the area was then
undertaken with each of the pelvic viscera outlined with
dye or barium. As can be seen, the contrast-medium filled
bladder and rectum indicate the anatomy surrounding the
vaginal problem (Figs. I and 2). The dye-filled swab in the
lower vagina is separated from another dye-filled cavity
which lies in the position of the vault of the vagina. 0

definite track joining the upper to the lower vagina can
be discerned. The strictured length of the vagina therefore
seems to extend over nearly one-third of its length. The
uterus did not fill with dye. The presence of a dye-filled
vaginal vault gave reassurance that some sort of a track
was present which might be probed and followed at
operation.

Operation
Operation was performed with the patient in the lithotomy

position. Probing along the line of the posterior vaginal wall
vielded some drops of dark-brown fluid. The probe was then
followed with a knife (No. 10 blade), the incision being
directed anteriorly in the sagittal plane. The upper vagina was
suddenly entered releasing a great gush of the ame dark­
brown fluid. The strictu red area was then fully divided and it
was striking to note that its extent corresponded very closely
to the impression gained from the pre-operative X-ray. The
fibrosis involving this middle third of the vagina was very




