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The levels obtained from femoral-artery samples taken
before bypass reflect the concentration attained by giving
halothane 2 %via the dogs' lungs during preliminary thoraco
tomy and preparation for bypass. Their variation may,
in some part, be due to fue duration of anaesthesia-and
to variations which occurred in minute volume of manual
pulmonary ventilation-up to this point in the surgical
procedure.

Throughout bypass, adequate anaesthetic levels were
maintained and in no case did the upper limit of concentra
tion reached give any indication that a safe level was ex
ceeded.

Information regarding oxygen uptake and the effect on
acid/base balance has not yet become available and in

O·'-----.....----......----......-----~ vestigation on this aspect is proceeding.
10 20 30 40 This technique of anaesthesia has recently been carried

TIME OF BYPASS. IN MINS!. into clinical use and is at present standard practice during
open-heart procedures, both at the Red Cross War Mem
orial Childrens' Hospital and at Groote Schuur Hospital,
Cape Town. Up to the time of writing 20 consecutive cases
have been anaesthetized by this method, with excellent results.
This will form the subject of a further communication.

Fig. 1. Values of samples a: '0' minutes indicate halothane
levels of femoral-artery samples just before start of bypass.
Other points indicate time and halothane level of samples
from arterial line during bypass.
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after priming and standing, and the variation is probably
due to:

(a) The low rates of oxygen flow used during priming,
i.e. less than 2 litres per minute, which is known to be the
lowest flow at which the 'Fluotec' vaporizer used will function
accurately according to its settings.

(b) Inconstant gas/blood flow ratios through the oxy
genator during priming.

(c) The probability that some halothane may be taken
up by the plastic tubing of the pump oxygenator system.

(d) Dilution of helix reservoir blood with saline used
during the de-bubbling process.

(e) Difficulty in accurate timing of sample-taking during
this critical phase of bypass.

KERATO-ACANTHOMA: AN ILLUSTRATION OF ITS BEHAVIOUR AND
SURGICAL MANAGEMENT

R. I. H. WELSH, M.B., RCH. (RAND), ER.C.S. (EDIN. AND ENG.)

Formerly Surgical Registrar, Department ofPlastic Surgery, Johannesburg General Hospital

'How poor are they that have not patience!
What wound did ever heal but by degrees?'

Shakespeare - Othella IT, 111.

A kerato-acanthoma (molluscum sebaceum) is an epithelial
tumour, commonly situated in the middle third of the face,
most often solitary, and usually benign. The growth is more
prevalent in those over 60 years of age. Squamous-cell
carcinoma of the skin occurs twice as frequently and ba~al-eell

carcinoma is 8 times as common.1 The tumour has the
habit of growing vigorously, and alarmingly, to reach its
maximum size in about 6 weeks, and then resolve. It was
for this behaviour that the growth acquired the title of
'self-healing carcinoma'.

Marshall and Findlay2 expressed the opinion that kerato
acanthoma is derived from the pilar apparatus and that the
tendency to spontaneous healing may be due to the fact
that the turnour is extruded after a time in the same manner
as hairs are from the hair follicle. The unilateral distribution

in a case of multiple lesions (Ferguson-Smith type) led
Marshall and Pepler3 to suggest that the condition might
be naevoid in origin. Thomson1 regarded the changes,
whatever the excitant, as neoplastic and connected with the
pilo-sebaceous follicle. He attributed the self-healing nature
of the tumour to a dilution and destruction of the irritant
by the violent reaction of the cells.

In the case here reported the patient, with an unusually
large kerato-acanthoma of the nose, was observed over a
period of 3 months.

CASE REPORT

Mrs. M., a naturalized South African born in Holland, and aged
68, was referred to the plastic surgery department of the Johannes
burg General Hospital on 24 April 1955. Her story was that 6
weeks before admission she had noticed a small pimple-like
elevation on the end of the right side of her nose, that this small
lesion was excised in the casualty department of the hospital,
and that the wound failed to heal. Out of this area a progressive
growth of a tumour-like mass of tissue had occurred.
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Fig. I. Microscopic features of portion of tumour senl for examination. Normal skin is shown on the left and the keratotic plug on the right.

Fig. 2. KeraIo-acanthoma of nose 1 month after its maximum size. (A) side

view, (B) fronl view.

Fig. 3. KeraIo-aCanthoma of nose 2 months afrer reaching its maximum size.

Fig. 4. Defect in rim of right nostril 3 months after the kerato-acanthoma reached
its maximum size.
Fig. 5. Reconstruction of rim of right nostril with a composite graft from ear.
(A) from view, (B) side view. -
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. This embossment projected about 1·5 cm. from the end of the
right side of the-nose, and its diameter was 3 cm. It was a rounded
tumour, smooth l!-t the sides, and had a black crust over the distal
surface where ulceration had occurred. Firm in consistency, it
was attached to the integument intimately and encroached onto
the nasal septum. It partially occluded the right nostril. The
edges of the ulcerated area tended to roll inwards. Beneath
the crusted surface the tumour substance was composed of a
SGlid mass of whitish-grey string)f tissue.

A representative section of the tumour was taken for 'histological
examination on 26 April. 1955 (Fig. I). The pathologist reported
that the tumour was a kerato-acanthoma and that no
evidence of malignancy had been found in the section received.
A 'tulle-gras' dressing was applied to the surface of the growth.
Two weeks later the rolled-in appearance of the edges of the ulcer
had flattened out and the surface crust had softened. After 4
weeks the edges of the ulcer had everted and the tumour looked
rather like a toadstooL (Fig. 2A). The ulcerated surface, originally
a shallow depression, had become convex and its area much
increased (Fig. 2B). One month later the projection of the tumour
had considerably diminished and the ulcerated area had almost
encroached on to the base of the lesion (Fig. 3). The intranasal
projection had flattened considerably. Three months after the
rumour had reached its maximum size, extrusion and disintegration
had left a defect in the upper rim of the right nostril (Fig. 4).
Throughout its course the lesion was painless.

Mr. D. H. Walker reconstructed the right nostril with a com
posite graft taken from the rim of the patient's ear (Fig. 5 A and B).

DISCUSSION

The expected resolution of the tumour occurred. However,
since in this proces the papillary body is destroyed, healing
involved destruction, scarring, and distortion. In a site
such as this, primary excision and reconstruction of the
defect is a speedy and precise means of treatment. In other
sites, such as'the lower eyelid, where scarring might result in
ectropion, a similar policy is advocated. Other forms of
treatment include -qmterization and X-ray therapy. The

cautery may cure the condition but causes destruction and
denies a biopsy. X-ray therapy may result in radio-dermatitis
or radio-necrosis, particularly if concentrated on nasal·
lesions.

Although a kerato-acanthoma is usually a benign lesion
recent reports have indicated that malignant change may take
place}·;; An earnest surgical approach is needed to avoid
recurrence, as had happened in this patient.

SUMMARY

1. An unusually large kerato-acanthoma of the nose
observed for 3 months, is reported. •

2. Its tendency towards self-healing is illustrated.
3. Illustrated, too, is a plastic surgical technique for the

repair of the tissue loss occasioned by resolution of the
tumour.

4. The inaications for the compl'ete surgical excision of
the tumour are emphasized.
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THE ATOM BOMB 1\1\1]) CIVILIAN DEFENCE FOR THE CAPE PEl\1JNSULA*

J. P. DE VILLIERS, C.B.E., E.D., M.D., D.P.H., Cape Town

The reason why I am introducing this grim subject to medical
men is that, wherever any catastrophe occurs which involves
casualties through injury and sickness, there the medical profession
will always have to play a major part. To do so effectively we must
know what to expect and, furthermore, with that knowledge we
should help in developing a plan of campaign to cope with any
situation that might arise.

With this in view I propose looking at the problem before us
from 4 different angles:

1. The destructive powers of the atom bomb and the hydrogen
bomb.

2. The possible dangers to us in South Africa from the use of
nuclear weapons in another world war.

3. The necessity of an emergency organization for the Cape
Peninsula.

4. The ABC practical approach for such an emergency organiza
tion.

THE DESTRUCTIVE POWERS Of THE ATOM BOMB AND THE HYDROGEN
BOMB

In the last war the dangers to the civilian population were from
high explosive bombing from the air, in the form of detonating
bombs of various sizes up to 'blockbusters', time bombs dropped by
manned aircraft, the V2 rocket, or the VI pilotless aircraft. The

.chief dangers were from (I) blast caused by the explosion, (2) flying
splinters, (3) falling masonry and flying glass, (4) fires caused by the
explosion, or (5) disruption of essential services such as water
supplies and water mains, sewage disposal works and mains, and
power mains (electricity and gas). The ordinary civilian had a

* Paper presented at the 3rd anniversary of the Stellenbosch Medical School,
BeUville, Cape, 8-9 October 1959.

reasonable chance of escaping from these perils. He could find
shelter in his slit trench in the open or Anderson shelter at his home,
or in some other refuge, and become active immediately after the
explosion, if there was no direct hit, to help his family and his
neighbour and to rescue those who could be rescued and help
extinguish the fires. Even when chemical warfare threatened he
could take precautions in order to be active and helpful both to
himself and his neighbour (oilskins, masks, protective ointments,
etc.).

Then, on 6 August 1945, we were introduced overnight to the
atom bomb. In quick succession we had the horrors of Hiroshima
(6 August) and Nagasaki (9 August), and from that time on-
wards we have had to realize that the dangers of high explosive
bombing would be multiplied a rnillionfold, and that there would
be two additional horrors to add to the list, viz. (I) heat flash and
fire storm, and (2) radio-activity (immediate and delayed). Let us,
then, study the nuclear bomb and see what we can expect from this
terrible menace. '

The atom (or fission) bomb comprises two blocks of uranium-235,
which, when brought together by the firing of a charge ofexplosive
within the bomb, explode by nuclear fission. The hydrogen (or
fission-fusion) bomb consists of an atom bomb surrounded by a
mass of hydrogen isotopes (deuterium and tritium), which when
raised to an intense heat by the explosion of the atom bomb
explodes by nuclear fusion with the conversion of hydrogen into
helium.

Vast as is the explosive power of the atom bomb (the one dropped
on Nagasaki was equivalent to 20,000 tons of high explosive), the
hydrogen bomb is still mightier, attaining to the power of 10 million
tons (l0 megatons) of high explosives.




