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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
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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
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Fig. 2. Explanatory diagram.

The operative field had previously been carefully infiltrated
";ith adrenaline/saline, I: 250,000. and this precaution had
greatly facilitated both the extensive dissection and the meti­
culous planning and execution of the repair. Blood loss also
was minimal.

Finally the vagina was plugged with paraffin gauze and
this pack was left in situ for a few days. The operation was
covered with antibiotics and recovery was uneventful.

Postoperative Recovery
The patient has been seen 3 months later and states that the

menstrual flow is free and that any clots are easily passed.
Vaginal examination shows a smooth cavity which admits 2
fingers. A slight narrowing is present in the middle third but
this should yield to the natural dilatations to be expected in
due course. In the event of pregnancy she would have to be
delivered by caesarean section.

This case history illustrates the fact that circumferential
incisions around a-tubular organ tend to contract and cause
stenoses by virtue of the normal healing process alone. This
can be prevented by suitable plastic techniques.

SUMMARY

A case of a vaginal septum in a 12-year-old girl is presented.
Recurrence of vaginal stenosis after initial incision was treated

75%. Even when the individual limbs of this 'z' contract, the
over-all contracture along the original incision line is negli­
gible. Thus one may both lengthen an incision line and pre­
vent its subsequent contraction. In order to make the maximum
use of this technique, four Z-plasties were used, spaced
quadrantally around the circumference of the anastomosis. The
interposition of these Z-plasties yielded immediate benefits for
the examining fingers now could not detect any narrowing at
the junction of the upper and lower vagina. Inspection by
means of a large speculum was also quite easy.

Fig. 1. Lateral radiograph of pelvis with contrast media.

The problem now remained of dealing with the raw area
formerly occupied by the stricture. Simple plugging, with or
without supplementary dilatations was unthinkable, as resteno­
sis would surely follow such healing with granulation and
fibrosis. However, the mobilized vaginal mucosa of the upper
and lower thirds could now easily be approximated in a plane
at right-angles to the axis of the vagina. All scars and even
the best repaired incisions contract, and a simple anastomosis
of these two vaginal cuffs would again have led to a measure
of stenosis due to the circumferential scar. A way had to be
found to minimize the contraction and increase the length of
the anastomosis.

The plastic surgeon's standby in such cases is the 'Z-plasty'.
This is a double transposition flap consisting of two interdigi­
tated triangles on a common base along the line of the inci­
sion or contracture to be lengthened. ]f the triangular flaps are
planned as equilaterals with angles of 60°. then their trans­
position will lead to a lengthening of fhe original baseline by

tough and extensive. Its removal necessitated considerable
care, for in order to re-establish the normal diameter of the
vagina and to work down to normal tissue, both bladder and
rectum were approached quite closely. This phase of the
dissection would have been hazardous without the aid of a
sound in the bladder and a finger in the rectum. All patho­
logical material having been removed, a proper pelvic assess­
ment could be undertaken. The vaginal passage was of normal
dir..meter and allowed easy bimanual eXilmination of the
uterus. This was soft and enlarged to the size of a 10 weeks
pregnancy. It was anteverted and the os was soft and dilated
and exuded a brown fluid.
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by re-excision and a plastic repair of the apposed cut ends of
the vagina. The use of a plastic technique in such cases is
described and it should be considered in the treatment of
similar cases of septa of the vagina.

We would like to acknowledge the interest shown by Dr.
H. Edelstein, who referred the patient for plastic surgery, and
to thank Dr. J. Smith for providing the illustrative X-ray and

Dr. R. urok, Medical Superintendent of the Somerset Hospi­
tal, for permission to publish this case.
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HYPERTHYROIDISM CAUSING ATRIAL FIBRILLATION IN A YO
H. DAYA, M.B., CH.B. (CAPE TOWN), Resident Medical Officer, Somerset Hospital

GMAN

A 28-year-old male with hyperthyroidism and atrial fibril­
lation was presented at a medico-surgical round at the
Somerset Hospital and the rarity of this association at this
age without underlying cardiac disease was pointed out.'
Hence, it was decided to report this case.

CASE REPORT

The patient, a Coloured provision store manager, was
admitted to King Edward Ward on 17 February 1966.

Four months before admission he was treated for
laryngitis by his general practitioner. One month later he
developed symptoms characteristic of hyperthyroidism,
with profuse sweating (even in cold weather), preference
for cold weather, irritability, and approximately 20 lb.
weight loss. Appetite was unchanged, and there was no
diarrhoea. 0 angina pectoris. Three days before admis­
sion his wife noted that his eyes were proptosed and the
goitre was then noted by his general practitioner.

Examination
The patient was a well-built Coloured male, with warm

sweaty palms, profuse sweating during the examination and
striking, abrupt and overactive mannerisms. Eyes were charac­
teristically staring with marked proptosis and lid lag.

The thyroid gland was diffusely enlarged, soft in consistency,
with a smooth surface. There was no retrosternal prolongation.
No bruit was audible on auscultation. There was no enlarge­
ment of the draining lymph nodes, and no signs of involve­
ment of the carotid sheath.

Pulse rale. 100 beats per minute, totally irregular-atrial
fibrillation, confirmed on the electrocardiogram (FIg. 1). Sleep-

Fig. I. ECG done On 22 February 1966, showing atrial fibrillation.

ing pulse rate was 90 beats per minute. Blood pressure was
125/60 mm.Hg. .

Heart. No abnormality other than the atrial fibrillation. No
signs of congestive cardiac failure. All tendon reflexes were
brisk and there was a fine tremor of the hands. All other
systems were normal.

Urifle. Showed I + glycosuria on Tes-tape examination.

Special Investigations
X-ray of the chest was normal. The heart was normal in

size and shape. Radioactive iodine studies confirmed the

clinical diagnosis of thyrotoxicosis, viz.: 6-hour uptake 84%,
24-hour uptake 85'to, red blood cell uptake 33·3~o.

The serum protein-bound iodine was 11·6 p.g. / 100 m!' The
glucose-tolerance curve was normal and the Wassermann
reaction was positive.

Methimazole (Neomercozole) 20 mg. three times per day,
together with thyroxin, 0·1 mg. per day, was commenced on
22 February 1966.

During his stay in hospital the patient became generally
calmer, his tremor was less marked and his weight increased
from 162 to 184 lb. The white cell count remained within
normal limits. Proptosis receded somewhat, but the improve­
ment was not as marked as the other signs.

The patient also received a course of penicillin for his
positive Wassermann reaction.

He was discharged on 27 March 1966 and therapy was
continued as an outpatient, and 2 months after its commence­
ment, the atrial fibrillation was replaced by a sinus cardiac
rhythm. This was confirmed by the electrocardiogram which
was within normal limits (Fig. 2). Re-examination of the heart
did not show any evidence of valvular lesions.

Fig. 2. ECG done on 21 April 1966, showing sinus rhythm (after 2
months on methimazOle).

On 23 June 1966 a subtotal thyroidectomy was performed
by Dr. D. Stein. Histology of the gland showed minimal signs
of residual hyperthyroidism.

The postoperative course was uneventful, and the patient
resumed work in July 1966.

DISCUSSION

The most common ectopic cardiac rhythm in hyperthy­
roidism is atrial fibrillation. However, it usually occurs in
hyperthyroid patients who are elderly or those who have
some underlying hypertensive, valvular, coronary or other
form of heart disease. Its occurrences in a young hyperthy­
roid patient with normal cardiac function is not unknown,
but is definitely rare,' and then usually occurs only with
a severe degree of hyperthyroidism.

Atrial fibrillation in patients without apparent heart
disease helps arouse the suspicion of hyperthyroidism when
it might otherwise be overlooked.

The mechanism of atrial fibrillation in hyperthyroidism
is not clear. One suggestion is that it may be precipitated
by vagal activity; transient atrial fibrillation being in-




