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figure (Cape Town) of about 85% for the older methods,
to approximately 50o~.

Certain sections of women appear to be more receptive
to family planning by this means and their higher interest
rate makes them more likely to apply the methods suc­
cessfully and regularly.

Broadly speaking these sections are:
Coloured women between the ages of 23 and 32 who

have had more than 4 pregnancies.
Bantu women from 28 years onwards who show a

marked reduction of failure rate after the age of 32,
which is unrelated to the number of pregnancies.

Asiatic women from 23 years onwards who show a
steady decline in patient failure and a high interest rate
among those with 3 - 5 pregnancies.

Lippes Loop and Margulies Coil
Realizing that family planning by oral contraceptives

still showed too high a patient failure rate, my colleague
Dr. M. Kemp, and I decided to explore the possibility of
inserting intra-uterine devices at certain of the Cape Town
clinics.

In cooperation with the Department of Obstetrics and
Gynaecology of the Medical School, it was agreed to carry
out a detailed pilot project on 1,000 women in order to
ascertain the acceptability of the method, any initial diffi­
culties, possible side-effects including extrusion and the
incidence of pregnancy with the device still in situ.

The project was completed at the end of 1965 and the
results will be analysed and published at a later date.

I wish to record my thanks to Dr. M. Kemp and Mrs. M. G.
Hawson for their help in compiling the records, to Dr. 1.
Robertson, Maternal and Child Welfare Officer for the City of
Cape Town, and Mrs. R. Choughulay for the follow-up of
cases and to my daughter, Mrs. P. M. Barnes, M.Sc., for her
help with the statistics.

I am indebted to Dr. L. Cohen, of Johannesburg, for the
figures relating to 211 African women attending her Johannes­
burg clinic and to Dr. W. Fabian of Pietermaritzburg for
those of 203 Indian women who attended his clinic at Grey's
Hospital, and also to Dr. E. D. Cooper, M.O.H. of Cape
Town, for allowing one of the senior health visitors, Mrs. R.
Choughulay, to visit a number of these women to find out why
they had given up.

SYSTEMIC LUPUS ERYTHEMATOSUS EXACERBATED BY ORAL CONTRACEPTIVES
BER ARD PI MSTOI\'E, M.D., M.R.C.P., Department of Medicine, Groote Schuur Hospital

and University of Cape Town

The widespread use of the oral contraceptive agents has
been followed by reports of direct side-effects and other
disease processes purporting to be associated with their
administration. The statistical validity of many of these
remains under review. The following case report illustrates
yet another association, not yet recorded to my knowledge.

CASE REPORT

S.J., a 23-year-old teacher, was admitted to Groote Schuur
Hospital with a history of malaise, 10 lb. weight loss, diffuse
adenopathy, pyrexia, muscle pains, and Raynaud's pheno­
menon of one year's duration. The condition had been com­
pletely static for 6 months and she was referred for investiga­
tion before her marriage.

Examination showed a fit-looking female, with some facial
oedema, soft tissue swelling around the proximal I-P joints
and a diffuse, somewhat tender adenopathy.

Erythrocyte sedimentation rate (ESR) was 26 mm./hr. (Wes­
tergren), haemoglobin 12·6 G /100 ml., white blood cell count
(WBC) 7,OOO/cu.mm. with a normal differential pattern, and
the platelet count was 212.000/cu.mm. Analysis of the urine
was normal.

Relevant investigations included positive lupus erythema­
tosus (LE) cell preparations on four successive occasions, nega­
tive Wassermann and Paul-Bunnell agglutination tests, normal
bone marrow, renal biopsy, intravenous pyelogram and crea­
tinine clearance. Plasma electrophoresis showed slight eleva­
tion of the gamma,globulin fraction.

The patient remained in excellent health and it was decided
to observe her closely and avoid specific therapy apart from
analgesics. She was advised against immediate conception in
view of the adverse effect this occasionally has on the course
of systemic lupus erythematosus (SLE),'·3 and was discharged
to attend a bi rth control clinic.

Two weeks later a compound containing 3 mg. of nor-ethis­
terone acetate and 0·50 mg. of ethinyI oestradiol was com­
menced 'at a dose of one tablet a day. A week following this
she noticed a severe exacerbation of her joint pains and
general muscle aches, felt increasingly weak and developed a
painful mouth. She was readmitted two weeks after the

exacerbation commenced, acutely ill with high fever, severe
oral moniliasis and increased interphalangeal joint stiffness and
swelling. A typical facial erythema of butterfly distribution was
noted as well as purpuric spots in the pulp spaces and around
the nail bases of all fingers; haemoglobin, WBC and differen­
tial count were all normal, but ESR was elevated to 65
mm./hr. (Westergen). Analysis of the urine was normal.

Oral contraception was immediately stopped and prednisone,
60 mg./day, commenced. The oral lesion was treated with
Nystatin suspension.

There was a dramatic response to therapy. Body pains, fever
and arthralgia diminished and the moniliasis disappeared.
Prednisone dosage was rapidly reduced and then stopped, and'
after two months she appeared in perfect general health apart
from mild pains in the I-P joints, her condition being similar
to that when she was first seen. ESR was 15 mm./hr.

In view of the possible consequence, further treatment with
oral contraceptives was considered inadvisable.

Comment
The effect of pregnancy on the course of SLE is contro­

versial. Though an adverse effect is denied by some:"
other reviews suggest that a varying percentage of preg­
nant sufferers do deteriorate'·3 but that in the individual
case, this is unpredictable. As the patient was young and
the disease static, conception was considered to be ill­
advised at the time.

The association of a clear exacerbation is of interest,
therefore, as contraceptive tablets induce a 'pseudo·preg­
nancy', at least in relation to some hormonal changes, so
that an adverse effect on SLE in certain instances is not
entirely unexpected.

To my knowledge, no similar example has been re­
ported. The case is presented in the belief that this might
be a definite, although unusual hazard of the oral contra­
ceptive which in certain circumstances may be precipitat­
ing precisely what it has been given to avoid. Clearly, a
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single association may be fortuitous and confinnation must
await further reports.
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HAEMANGIOMA OF THE PLACENTA
J. ADNO, M.B., B.CH., DIP. O. & G. (RAND), Obstetrician and Gynaecologist, Johannesburg, and Department of

Obstetrics and Gynaecology, University of the Witwatersrand

The commonest benign tumour occurring in the placenta,
is the haemangioma.; The exact incidence varies in dif­
ferent reports, and comprehensive reviews have already
been written by Siddal," Marchetti,' DeCosta et al.,' Shaw­
Dunn' and Wentworth.; These reviews, however, represent
only a small series of cases and, as the clinical significance
of this tumour is still unexplained, it was thought pertinent
to report two further cases of haemangioma of the pla­
centa - especially as both cases were associated with
another mysterious obstetrical condition, namely hydram­
mos.

CASE REPORTS
Case 1

This patient was seen during her first pregnancy at the
fifteenth week of gestation. She was 28 years of age. The
previous history was not contributory. The pregnancy pro­
gressed favourably until the 32nd week, when the patient
complained of sudden enlargement of her abdomen and also
gross swelling of both her lower limbs. This was also asso­
ciated with some breathlessness.

On examination: BP 120/ 100 mm.Hg. Haemoglobin
12 G/100 m\. The urine was clear. Her girth at that stage was
42 inches, and the size of the uterus had enlarged dramatically
since her previous antenatal visit. Hydramnios was diagnosed.
An X-ray of the abdomen showed a normal foetal skeleton.
She had gained 1St lb. in weight over a period of 4 weeks.
She was given an oral diuretic and put on to a salt-free diet.

Two days later, the girth had reduced to 41 inches and she
seemed to be a little more comfortable. Blood pressure was
110/90 mm.Hg. The weight had come down by 4 lb. Eight
days later there was slight albuminuria. Weight again rose by
4 lb., the girth was 4It inches. BP 120/80 mm.Hg. Four
days later, the girth had come down to 40 inches, but 4 days
after this it had gone up again to 4H inches. After 2t weeks,
the weight had come down to the previously normal weight of
145t lb., and the girth to 38t inches. The patient was feeling
much more comfortable. and the oedema of the feet had dimi­
nished and there was no further breathlessness. The girth re­
mained at 38t inches until she delivered, which was on her due
date.

The patient was admitted in fair labour, The membranes
ruptured during the second stage, and the liquor was heavily
stained with meconium. The heart beat, however, was normal.
A low forceps extraction was done, and a female infant weigh­
ing 7 lb. 13 oz. was born. There was no asphyxia and the
infant cried immediately. No congenital defects were noted.

The placenta was delivered normally, and at the base of the
insertion of the cord, and involving this area, was an obvious
swelling about 2t inches in diameter. On the maternal side,
this area was covered with old. brownish clots, and this re­
sembled an old haemorrhage (Fig. 1). On sectioning the area
of the tumour, it was found to be the size of a tennis ball,
consisting mainly of old necrotic material and blood clot. It
seemed to be involving the area of the base of the umbilical
cord.

On microscopical examination the picture was that of a
haemangioma of the placenta.

Postpartum and neonatal periods for both mother and child
were absolutely ·normal.

Fig. 1. Foetal surface of the plal;enta showing the haemangioma
adjacent to and involving the umbilical cord.

Case 2

Case no. 2 was a para 2, gravida 3, aged 22 years. Her two
previous confinements were absolutely normal. She was first
seen at 9 weeks of her pregnancy. There was nil of note in
her history, and everything on examination was normal. This
patient and her pregnancy progressed normally until the 31 st
week of her pregnancy, when the size of the uterus seemed to
be very much larger than her period of amenorrhoea. At that
stage it was thought that a twin pregnancy might be the cause

Fig. 2. Foetal surface of the placenta with bulging haemangioma.

I I




