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SUMMARY

A report on the result of treatment of 20 cases of
vitiligo with Meladinin is presented. Two long-standing
African cases failed to respond and treatment was
unsuccessful in the one European case. The remaining
Indian cases responded well to treatment, showing
repigmentation in more than 50 % of the lesions.

POSTSCRIPT

Since this paper was written further work has -been
carried out by the authors along these lines particularly
with European cases. It has been found that white skins
show a much more marked photosensitization in areas
where Meladinin paint has been applied than do Indian
or African skins. As a result of this it is strongly recom-

153

mended that in treating such cases an initial application
of a 25 % solution of the paint in S.V.R. be used and
exposure of treated area be limited at first to a maximum
period of 5 minutes, the strength of the paint and the
duration of exposure can then be gradually increased.
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GASTRIC DIVERTICULA

E..ALAN PRICE, M.B., B.CH. (RAND), D.M.R.D., R.c.P. & S. (E G.)

X-Ray Department, Johannesburg General Hospital

Gastric diverticulum is a comparatively rare condition.
It was first described by Moebius in 1661 and later by
Fourier in 1774.5 Radiologically it was first demon­
strated by Brown in 1916. According to Feldman 3

the radiological incidence is 0·4 % and the autopsy
incidence 0·2 %. Statistics available (1946) indicate
that about 155 cases have been reported in the literature.7

This apparently innocuous pouch, whether congenital
or acquired, is not infrequently responsible for disturbed
health.

Schmidt and WaIters' classification,S which is based
on the commonly accepted aetiological factors, recog­
nizes: .

I. Congenital {'true') diverticulum-in which all
layers of the stomach are intact. These are due to mal­
formation or interrupted development during foetal life.

2. Acquired ('false') diverticulum, of which there are
2 types:

(a) Pulsion diverticula, which are due to increased
pressure and are mucosal hernias through weak spots
in the muscular wall.

(b) Traction diverticula, resulting from perigastric
adhesions due to inflammatory conditions.

The commonest site is at the cardia. Feldman 3

states that 85 % occur at the cardia on the lesser curve
(on the posterior wall just below the cardio-oesophageal
opening). Other sites are rare, though cases have been
described at the pylorus and the greater curvature.

The aetiology is difficult to attribute to any particular
cause. Tracey 9 points out that 'an anatomical weakness
exists near the cardiac orifice, due to. a thinning of the

circular and oblique fibres at that site, while the longi­
tudinal bundles continuing down from the oesophagus
divide into two muscular groups at the cardia'. This
localized point is therefore comparable to that existing
at Killian's dehiscence, where oesophageal diverticula
occur. Review of the literature shows that diverticula
are found inost frequently in middle life. This may
suggest that the general loss of muscular tone in middle
age may be another contributory factor in the causation
of pulsion diverticula. The fact that the cardia is a
pressure point for all food entering the stomach and
is also the site for the passage of large blood vessels
and ducts through the wall are other points worth
mentioning. A curious fact is that gastric diverticula
are a common occurrence in monkeys and hogs 1 and
some writers suggest that in the human this may be a
form of atavism. The study of these cases has been
prompted by certain unusual features which they
exhibit, the association of clinical symptoms with this
generally assumed harmless condition, and the diffi­
culties and pitfalls in the radiological diagnosis.

CASE REPORTS

Case 1. M.J.E.; a European woman aged 62, was admitted to
hospital on 10 September 1951 complaining ofepigastric discomfort,
pain over the left costal margin, distension and very severe belching,
of about 4 months' duration. Food aggravated the pain, while
eructations and lying down relieved it. Her appetite was poor and
she was afraid to eat because food seemed to 'stick' at the epigas­
trium. She had lost about 16 lb. in weight. There was no history
of haematemesi , melaena or vomiting. She had a similar episode
2 years ago, when she received con ervative treatment for dyspepsia.
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Fi .. I. Case I. Erect left anterior oblique view of the barium-filled stomach showing the gastric volvulus. ote pyloric antrum
points downward as is usual in this type of volvulus. See accompanying diagram. Arrow indicates direction of rotation of the

stomach which res ulted in a volvulus.
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Fig. 2. Case I. Supine right anterior oblique view showing the large gastric diverticulum with a wide neck. See accom­
panying diagram.
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There was nothing else relevant in the present or past history.
On examination the only objective clinical signs were constant

belching accompanied by 'weird noises' and aggravated by deep
breathing. There was also a constant passage of flatus. 0

succussion splash was heard over the stomach and there was slight
tenderness in the left hypochondrium.

The blood picture was norm~l. The blood urea was 28 mg. per
100 ml. Serum proteIn: albumIn 5· I g. per 100 ml., globulin 1·6 g.
per 100 ml. The electrocardiogram was normal. The cholecysto­
gram made in the out-patient department was normal.

A barium-meal examination made 3 years prior to admission
showed 'a biloculated stomach of the 'cup and spill' type. No
other abnormality seen.' A similar examination made 2 years
prior to admission showed 'marked gaseous distension of the
stomach' and small and large bowel. The stomach presented the
appearance of a partial volvulus. No other pathology was noted and
no cause for the volvulus was discovered'. Barium studies following
the present admission revealed: 'A volvulus of the stomach on
the cardiopyloric axis of the organo-axial type. The greater
curvature had swept upwards and underneath the diaphragm
(Fig. 1). The oesophageal entrance is now on the lateral side of
the stomach. This volvulus is associated with a large gastric
diverticulum of the cardia (Fig. 2). The follow-through also showed
diverticulosis of the colon. Stasis in the diverticulum was present
6 hours after the examination (Fig. 3)'.

Surgical exploration disclosed a capacious stomach with a bulge
medial to the spleen. The spleen itself was extremely mobile and
it was suspected that it might be partly responsible in the production
of the volvulus by traction on the stomach. A splenectomy was
performed. A distinct gastric diverticulum was then brought into

Fig. 3. Case 1. Prone 6-hour film showing stasis in the large
gastric diverticulum.

Fig. 4. Case 2. Erect postero-anterior view of stomach show­
ing (I) the irregularity at the fundus resembling an ulcer.

view. Its neck was 2 inches in diameter and the body 3~ inches
across. A diverticulectomy was then performed. The rest of the
stomach and bowel appeared normal.

Symptoms recurred 6 months later and the partial volvulus was
still noted on radiological, examination. A partial gastrectomy
was performed subsequently. At present, 2t years after the operation
the patient is well.

Case 2. E.l., a European male aged 63, was·admitted to hospital
for stabilization of his diabetic state, from which he had suffered
~or the past 25 years. Apart from his diabetes he gave a 2 months'
history of distension and the passage of large amounts of foul­
smelling flatus by the mouth. He had lost about 15 lb. in weight.
There was nothing else of importance in his present or past history.

The physical examination was essentially negative except for
bilateral early cataracts. A provisional diagnosis was made of
diabetes mellitus with query carcinoma of the stomach. A barium­
meal examination performed 2 months before admission had
revealed no abnormality.

On the 2nd day after admission, 3 haematemeses of 'coffee
grounds' vomit took place. totalling 2 pints. The blood pressure
dropped io 85/65 mm. Hg and ketosis developed. Whole blood,
500 c.c.. was immediately given and the appropriate treatment for
ketosis instituted. Recovery and stabilization was reached 48 hours
later.

A week after this recovery from haematemesis a barium-meal
examination was performed. 'Some irregularity was noted in the
rc-sion of the fundus of the stomach, the nature of which was
indeterminate, and re-examination was suggested to exdude
malignancy. The rest of the tomach and duodenum were normal.'

Ten days later the barium meal was repeated and again the
deformity in the fundus was seen. 'There was a persi tent fleck
or barium at the fundus high up, with rugae radiating towards it.
The appearances were strongly uggestive of a healed or healing
ulcer.' A barium enema, a cholecystogram and a radiograph of
the chest all appeared to be normal.

The patient was discharged and returned periodically as an
out-patient. His diabetes remained well controlled, and he gained
8 lb. in weight in the cour e of the next few months. Clinically
he felt reasonably well, but still complained of disten ion, es­
pecially towards the evening and when lying down, epigastric
discomfort, and flatulence with foul-smelling eructation.

Three months after being discharged he presented himself for
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Fig. 5. Case 2. Supine left anterior oblique view of stomach
showing (1) pear-shaped smooth diverticulum, (2) narrow
neck, (3) level of cardio-oesophageal opening.

another barium-meal examination. The irregularity and con­
vergence of rugae at the fundus simulating a healed ulcer were
noted again (Fig. 4). When the patient was placed in the supine
position, a pouch appeared near the upper pole of the fundus;
this was localized to the posterior wall near the greater curvature,
at a level above the cardio-oesophageal opening (Fig. 5). The
diagnosis of a gastric diverticulum then became obvious; the
films taken show a well-defined, smooth, pear-shaped projection
with a narrow neck. Barium remained in the diverticulum for
over 6 hours (Fig. 6). Tenderness was not elicited, but the area
was inaccessible to palpation. There was no spasm near or op­
posite the diverticulum and the mucosal pattern of the fundus
was otherwise normal. The rest of the stomach and duodenum
showed no abnormality.

DISCUSSION

The prevailing general impression is that gastric diverti­
cula are seldom associated with symptoms. Love 4

mentions that this condition receives much less recogni­
tion in England than in the United States.. Moses 6

states that I in every 3 diverticula will give rise to
adverse symptoms. According to Fawcitt 2 'if evidence
of an ulcer, neoplasm or gall-stones cannot be found
in a patient who complains of unorthodox dyspepsia,
flatulence, pain in the chest, etc., and who is not suffer­
ing from an obvious condition, then the presence of
diverticulum may be suspected'. The symptoms which
the diverticulum of a stomach may cause are not speci­
fic. They are many and varied. Stasis and decomposi­
tion of food may cause irritation, inflammation and
ulceration.

Both the cases reported above exhibited symptoms
which appear to have been due to the gastric diverti­
culum or the complications which it has precipitated, viz.
a gastric volvulus in case 1, and haematemeses in case 2,
with subsequent failure of diabetic control. .

Case 1 is a rare and interesting one. A large gastric
diverticulum appears to have been the primary cause

for the gastric volvulus, though the extremely mobile
spleen was possibly also a contributory factor. No
similar record of a gastric diverticulum associated with
a gastric volv.ulus could be found in the available
literature.

An interesting feature about case 2 is the relatively
uncommon site of the diverticulum, being on the greater
curvature, near the upper pole of the fundus at a level
above the gastro-oesophageal opening. -

Gastric diverticula may be easily missed on radio­
logical examination. The first 2 barium studies in
case 1, and the first 3 in case 2 failed to reveal the con­
dition. Feldman 3 states, 'Many cases are overlooked
in routine radiological examination'. Our case 2 would
suggest that this may occur particularly in the presence
of a narrow neck (Fig. 5). Such a situation may give
rise to a serious diagnostic problem. In all cases of
unexplained symptoms referable to the upper gastro­
intestinal tract, and in which barium studies are negative,
the possibility of a gastric diverticulum should be
investigated. A slight modification of the routine
technique is suggested. This involves the examination
of the patient in the supine and prone. position soon
after the first few mouthfuls of barium have been
swallowed, for otherwise a full fundus may obscure
the diverticulum. Time should be allowed for the
diverticulum to fill, because a narrow neck may be
present. It is therefore advisable to re-examine the
patient after he has been lying on his back for 10-15
minutes. .

SUMMARY

1. A rare case of a gastric diverticulum associated
with and causing a gastric volvlPus is recorded.

Fig. 6. Case 2. 6-hour film showing retention of barium in
the diverticulum.
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2. Another case of a gastric diverticulum at an
uncommon site and associated with symptoms is re­
'Corded.

3. The literature is briefly reviewed with reference
to the incidence, classification, site, aetiology and
-symptomatology.

4. The difficulties which may be encountered in the
radiological diagnosis are discussed.

I wish to thank Dr. Josse Kaye, Chief Radiologist, Johannes­
burg General Hospital, Mr. A. Lee McGregor, and Dr. Julius
Buch for their advice and permission to publish the cases. My
thanks are also due to Mr. Broadway for the reproductions of the
rndiographs.

157

REFERE CES

1. Boppe, M., qu'oted by Buckstein, J. (1948): The Digestive Tract
in Roentgenology, p. 223. Philadelphia, London and Montreal:
J. B. Lippincott Co.

2. Fawcitt, R. (1949): Brit. J. Radio!., 22, 427.
3. Feldman, M. (1948): Clinical Roentgenology of Digestive Tract.

London: Bailliere. Tindall and Cox.
4. Love, M. (1942): Brit. J. Surg., 30, 180.
5. Martin, L. (1936): Ann. Intern. Med., 10,447.
6. Moses, W. R. (1946): Arch. Surg., 52, 59.
7. Resnick, B. (1946): Amer. J. Roentg~nol., 55, 713.
8. Schmidt, H. W. and Waiters, W. (1941): Amer. J. Surg.,

52, 315.
9. Tracey, M. L. (1943): Gastroenterology, 1, 518.

REVISION SERIES

VII. THE NERVOUS BREAKDOWN

AN APPROACH FOR GENERAL PRACTITIONERS

ZALMO WOLF, M.B., B.Ch., D.P.M.

Assistant Neurologist-Psychiatrist, Tara Hospital, Johannesburg

=

•And the Lord God formed man of the dust of the ground, and
breathed into his nostrils the breath of life; and man became
a living sou!.' (Gen. n, 7)

'Therefore, good Brutus, be prepared to hear:
And, since you know you cannot see yourself
As well as by reflection, I, your glass,
Will modestly discover to yourself
That of yourself which you yet- know not of.'

(Julius Caesar, I; 2)

Considering our present stage of scientific development
it is anomalous that.a group of diseases should be desig­
nated by such a non-descriptive term as 'nervous
breakdown', particularly when sufferers from nervous
-disease are variously estimated to comprise 10-20% of
all illness, and to complicate about 30% Qfthe remainder.
A psychoneurosis or neurosis is an illness with specific
etiology, pathology, symptomatology and treatment.
For various reasons the natural history of the neuroses
have as yet not been clearly defined. A vast pool of
empiric knowledge exists about them and'many theories
·of pathology, or more precisely psychopathology, have
been evolved. These have permitted a clearer llQ.der­
-standing of the diseases and a more rational manage­
ment; it is unfortunate, therefore, that in the evolution
·of these concepts terminology was employed which
tends to obscure existing knowledge.

A psychoneurosis -is an illness of which the symptoms
·are an effort to re-establish' a satisfactory equilibrium
between the individual and his environment. This state of
equilibrium is not static; the individual is constantly
readjusting so that he remains within an optimal range,
a process which may be likened to the heat-regulating
mechanism of the body. Physiologically the heat-state
,equilibrium can be measured and a normal optimal range
for the individual has been charted. When the individual
becomes pyrexial, i.e. the range of heat equilibrium
extends beyond the normal, the' individual (though

unaware of any norms) is able to appreciate that he is
ill. And similarly, when behavioural patterns cease to
remain within an optimal range of equilibrium, again the
individual knows he is ill.

Recently Burt 1 defined personality as 'the whole
system of relatively permanent tendencies which are
distinctive of a given individual and determine that
individual's adjustments to the material and social
environment.' It is when these 'adjustments' prove
unsatisfactory to a degree demanding medical attention
that the individual is mentally ill, i.e. he is said to have
had a nervous breakdown. Implicit in this definition of
personality is the concept of a unique individual with
innate and acquired tendencies inter-acting with his
environment, which is primarily psychological or
social.

Nosological designations for various psychoneurotic
syndromes have been in.common usage for many years.
Because of a lack of precise knowledge of etiology and
pathology, they are ill-defined; such names as anxiety
state, reactive depression, neurasthenia, obsessional
states, hysteria, etc., have been and are in common use.
Many are satisfied with the use of the term 'neurotic'
or 'hysteria' as a designation of all psychological illness:
vaguely, a neurosis is thought of as a junior psychosis
and a psychosis as a state where the patient is really mad.
The exasperation exhibited towards the psychoneuroses
(which stems from a lack of knowledge about them)
leads to an attitude which regards the symptomatology
as purely imaginary on the part of the patient; if he
wanted to, and had more 'guts', he would 'snap out of it'.
There is a feeling of something reprehensible about this
type of illness.

The diagnosis of psychoneurosis is frequently made
only after exhaustive examinations and investigations,
i,e. by a process of elimination.

Because of the above attitudes and beliefs which I




