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.-\ pilonidal sinus is one containing hair and, although the
condition is most often thought of as a sinus in the mid-line
in the sacrococcygeal area, numerous reports have been
published of similar sinuses elsewhere in the body. It was
probably the realization that the condition did occur in other
.tnatomical regions that stimulated further investigation into
_ e aetiological factors concerned. However, the absence of
hese lesions until adult life, their multiple nature in some

.::ases, their occurrence at various sites (as in the webs of

.ingers of barbers, and in the perineum and axilla), and the
'!bsence of growing hair in the sinus, gave rise to reasonable
joubt whether the lesion had a developmental origin.

The main purpose of this communication is to indicate
a modified method or primary suture which has been
successful in 20 cases. The literature on the aetiology,

athology, diagnosis and treatment is also reviewed.
The theories concerning the origin of pilonidal sinuses

fall under the opposing headings of congenital and acquired.

THEORIES OF CONGENITAL ORIGIN

Embryology-' The primitive streak is formed in the 2nd or 3rd
week of foetal life. Shortly afterwards a fold appears on each side
of it and the medullary (or neutral) groove is formed between the
[WO folds. These folds develop slowly and incline towards each
other in the dorsal mid-line until fusion takes place. This converts
the neural groove into a canal, which becomes the central canal of
the spinal cord, and the cells surrounding it become the central
nervous system of the full-term foetus. During this process of
development the spinal vertebrae are forming from primitive
mesoderm. The medullary canal closes first in its cranial part and
spreads downwards to close finally at its caudal end.
Uneq~al growth at the distal end of the spinal column induces

a bend ill the form of a loop. A connection remains between the
skin and the distal end of the cord. This connection gives rise to
masses of cell nests which contain cavities lined with pavement
epithelium. Normally these cords disappear by the 6th month.
(a) Neurogenic

Hermann and Tourneaux' in 1887 and MalloryS in 1893
supported the view that, after separation of the spinal cord from
the superficial. tissues, a. process of epithelial tubes persists for a
time at the pomt of preVIOUS connection of the neural axis with the
skin, forming a vestigial remnant of that connection.

Gage,' from observations of serial sections of embryos, sub
stantiated the neurogenic basis for these abnormalities and con
cluded that pilonidal cysts form from the medullary vestiges and
the dimple from the attachment of the caudal ligament.

Sinuses communicating with the vertebral coverings of the
sacral canal have been reported.6 It was stressed that meningitis
was a common and early sequel of this abnormal condition, but
Aird' and Kooistra6 both point out that the opening in the spinal
cord is usually at a higher level than in the case of a pilonidal sinus.

Oehlecker' held that in the early embryo the lower three or
four vertebrae disappear and become the caudal ligament, which
IS attached to the skin. As the caudal vertebrae undergo rapid
growth, the overlying skin is unable to maintain the same rate of
growth, and is djsplaced upwards and posteriorly drawing \vith it
the tip of the caudal ligament. By the 4th or 5th month, the skin
which originally covered the tip of the coccyx lies over the 3rd and
4th caudal vertebrae; this site is thin, hairless and vascular and is
called by Oehlecker the 'sacral bald spot'. The caudal ligament is
attached to the skin, exerts a pull on it, producing a depression,
the coccygeal dimple.
(b) Ectodermal Invagination

Fox· studied serial sections ofembryos and refuted the neurogenic
theory. He maintained that faults in the process of hair and gland
evelopment give rise to cysts, and that the forerunner of the

pilonidal sinus in man may be a specialized and transient skin
appendage, the function and homologues of which in other species
are as yet undetermined.

Stone'-°'u believed that the sinus is the result of a special down
growth of epithelium fro.m true skin, and not from the medullary
groove; he compared thiS structure with other organs formed by
special downgrowths, such as the breast and the external ear. He
later allie~ this si?us to the .preen gland (glandula uropygii) of
many SpecIes of bLTds, a mullItubular gland embedded in the sub
cutaneous fat over the lowermost caudal vertebrae, whose tubules
converge and empty through an epithelial-lined duct to the skin
of the back.

ewell" believed that the pilonidal sinus is a dermoid fistula
but differing from a true sequestration dermoid in that it is caused
by tr~ction of the underlying tissues upon the median raphe. This
tractIOn IS probably caused by the retrogression of the tail bud and
the structure could therefore be described as a traction dermoid.
He postulated that an epithelial-lined fistula is present at birth
and may remain for a time without giving rise to symptoms. Witb
the growth of the body and enlargement of the buttocks the
secret~on.of this epith~lium is unable to escape by the orifides in
the ffild-line, and retentIOn of secretion may result in sepsis followed
by an abscess.

Haworth and Zachary13 discuss 11 cases of pilonidal inuses in
infants presenting with symptoms, 3 of which communicated with
the spinal canal. In an additional 7 cases pilonidal sinuses were
found as a? associated condition amongst 500 infants attending
a~ o~t-pa!Ient department. They are of the opinion that all
pIlorndal smuses are congenital, and that only in adult Life do they
produce symptoms because of obstruction to the opening of the
sinus by hairs.
Objections

The congenital theory fails to explain the following difficulties:
1. That haits in the sinus lie free.

. 2. T~a.t no one has yet confirmed the presence of skin appendages
~n the IInmg deep to the opening on histological section of the sinus
m the adult.

3. T~e rarity of the condition-in Africans, in whom, when it does
occur, IS seen more commonly in females.

4. The rare occurrence of sinuses or cysts in children.

THEORIES OF ACQUIRED ORIGIN

Warren's in 1854 and Hodges16 in 1894 held that pilonidal sinuses
may be produced by constant pressure, explaining that body hairs
broken off by friction in a pilous region may become matted
together and lodge in a depression, and in the course of time
excoriate the ~urface softened by continuous perspiration and
penetrate the illtegument, finally provoking inflammation and
suppuration. Brearley17 and Patey and Scarf16,19 also suggested
that these sinuses were acquired_

Brearley,17 drawing from .his own cases and those of Patey and
Scarf, suggested the foUowrng cause: In most of the sites where
a pilonidal sinu~ occurs t!Iere are nearly always two opposing flat
surfaces prodUCIng a rollmg movement. This twists the hair into
a bundle and drills it obliquely through the skin. Once this has
happened, suction play~ a part. In the buttocks this is produced
by the fact that the skrn IS attached to the deep fascia and any
for~ which c;rraws .the skin laterally across the butt~ks puts
tensIOn on this fasclal attachment and thereby creates a suction
~orce. Brearley was able;: to measure pressure by insening a needle
IOto the subcutaneous tissue of the gluteal cleft and connecting it
to a manometer filled with saline.

Brearley explains the age incidence of pilonidal sinus by the
fa~t that only after puberty do stiff body hairs appear, and after
mIddle age the halTS soften and those who are likely to have suffered
from the. condition would have already acquired it. The prepon
derance ill men (see below) is explained by the existence of more
stiff body hairs in males.

He ascribes the rarity of the condition in egroes to the fact
that they have less body hair and that what they have is curly and
ill-adapted to having a drilling effect.
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Patey and Scarpo give a rea oned explanation for the presence
of hairs in the sinus with their roots lying deeply. The scales of a
hair are so arranged that their free ends point peripherally. As a
result, if a hair is stroked along its surface from the root to the
periphery there is little movement of the hair, because of its slight
frictional resistance. If, however, a hair is stroked from the
periphery to the root there is considerable frictional resistance from
the free ends of the hair scales and the hair is propelled in the
direction of its roots. This can readily be confirmed by placing a
hair in the palm of the hand and rubbing to and fro with a finger
of the other hand.

]n the natal cleft, therefore, shed hairs will tend to lie longi
tudinally owing to the configuration of the cleft. The normal
frictional movement between the sides of the cleft will propel the
hair either cranially or caudally, according to the direction in which
the roots of the hair happen to be pointing. Jf a dimple or pit is
present many of the cranially propelled hairs will enter its orifice,
invariably root first. The same forces will resist the expulsion of the
hairs and tend to force their roots still further into the depths of
the inus. They also drive an infected hair into the intact skin and
thus initiate a pilonidal sinus.

PATHOLOGY, AETIOLOGY AND CLINICAL FI 'D1NGS

The majority of cases in the present series were infected, and
in only one case could the findings of serial sections of an
infected track be seen.

There is always a primary track; it most commonly has an
opening in the mid-line but occasionally this may be to
either side. In this series, however, the majority opened to
the left side rather than in the mid-line. There may be multiple
primary openings but they all open into the main track in the
mid-line. The track runs upwards and ameriorly.

Hairs may be seen lying free and protruding through the
sinus opening but, as most of the cases in this series were
infected or had been treated before, free hairs were seen in
only one case.

Histologically, sections of the one non-infected case con
firmed Aird's statement' that the first few millimetres were
characteristic of the skin, with epithelial lining, but beyond
this the lining was of granulation tissue. 0 hair follicles,
sweat glands or sebaceous glands were seen in the sections.

Both Brearley17 and Patey and ScarP8,19 failed to find
evidence of skin appendages in the sinus track of the cases
they sectioned.

Pilonidal sinus is found predominantly in young, dark,
hairy, adult males. Males are affected more than females in
the ratio of 7 to I. It is rare among Negroes, but by 00 means
uncommon among Indians. A total of 77,6(X) soldiers were
admitted to V.S. Army Hospitals for pilonidal disease from
1942 to 1945.21

Occupation may play a part and Buie22,23 thought it such a
common factor that he named it 'jeep disease', supposing
that the trauma from the continual jolting acted as a sort of
percussing force and assisted penetration of hairs in susceptible
subjects.

It is very rare to have a patient present without symptoms,
but the condition may be a coincidental finding. In nearly
every case, the predominant symptom is recurrent abscess
and associated pain in the coccygeal area. Occasionally it
may be very difficult to find a sin).ls opening but with patient
probing the sinus opening can always be established. Fine
hairs may be seen protruding from the sinus opening, par
ticularly in cases seen for the first time. One patient in this
series, a young univer ity student (White male) showed this
very clearly (Fig. 1).

Systemic symptoms are very rare and, unless a very

Fig. I. Tuft of hair shown protruding through sinus opening.
marked hirsutism.

extensive cellulitis has resulted from the abscesses, pyrexia,
nausea and vomiting are, indeed, a rarity'-

Diagnosis and Differential Diagnosis
A history of recurring pain and discomfort in the sacro

coccygeal region, frequently· with a discharge, is ver)
suggestive.

10 the acute stage an ischiorectal abscess may be mistaken
for a pilonidal, but the former usually presents a definite
systemic reaction. The origin of an ischiorectal abscess is
almost always within the anorectal canal, and the absces
itself is merely a stage in the development of an anorectal
fistula. From its position and tenderness in the anal or rectal
canal, and the discovery of an internal opening at or near
the anorectal line, the diagnosis is clear.

A fistula-in-ano is shown by probing, proctoscopy and
sigmoidoscopy. It should be noted that the mid-line pilonidal
sinus always goes deep and cranially. Boils, carbuncles,
infected sebaceous cysts, seldom give the characteristic pro
longed history, nor that of repeated attacks. Other condition
to keep in mind are osteomyelitis and tuberculosis of the
sacrum, which can be ruled out by X-ray examination.
Actinomycosis may occur in this area and is to be excluded
by bacteriological examination.

Inclusion dermoids, chordomas, teratomas and other
neoplasms have to be considered. In the great majority of
cases of pilonidal sinus careful search will reveal one or more
characteristic mid-line openings, and if hair, as in the
occasional case, is seen protruding from the sinus it will make
the diagnosis obvious.
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TREATME IT

\ :lfious methods of treatment have been proposed, \ hicb is
tnlimony to the fact that no one procedure is outstandingly
,1 cessful in avoiding morbidity and recurrences. f O single
[t hnique can be laid down but the treatment must be uited
t' the local condition.

winton2' raises a very important point when he states
nat a common pitfall is to regard the treatment of a pilonidal
, I1US as a minor surgical procedure; it is far from being an
I significant surgical problem. How true is the following note
l.· warning:25 'All methods of dealing with pilonidal sinus
I- .lve in conunon the grim determination of their originator
, make them more effective, and by dint of exceptional care
. Ith the operation, or-in open operations-with the

l
i
I
'-

•
Fig. 2. From Buie. L. A. and Curtiss R. K. (Surg. CUn. N. Amer., Augu t
1952, p. (247). Artist. Drake, R.
2A. The pilonidal sinus has been incised partially. A grooved director is in
place. -
2B. The wall of the absces has been scrubbed and a subsidiary tract i
revealed.

dres ings better results are obtained. It i extraordinary that
o imple a lesion hould lax the urgeon ingenuit, but it

i about time to admit the fact that what it tax i nOl the
adequacy of the method employed but how well, ho\ care
fully, and hO\ gently the urgeon executes it .

ln the treatment ufficient allention i often not given to
basic urgical principles. Proper terilization of the kin and
depilation of the area before the operation, elimination of all
dead pace and complete haemostasi , prevention of infection
and avoidance of tension and finally re t in bed until the
skin wound is healed, are all essential.

Proper planning mu l be the primary con iderati n. If
more than one si nu e ists all are to be probed to ee their
connection with the main inu.

2e. Grooved dire tor inserted in ubsidiary trace
20. The wound is being trimmed SO th3t the margins of the skin can be
made to fit the edges of the scar.
2E. The application of a continuous lock stitch marsupializ.es the wound.
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Should there be multiple sinuses that can be incorporated
in a transverse incision, there can be no objection to such
an attack if it avoids massive excision of healthy tissues.28

Pulask.i27 studied 157 cases and concluded that antibiotics
play a minor role and that a permanent cure is dependent on
careful'attention to fundamental surgical principles.

Before the surgical problem of the chronic or recurrent
pilonidal sinus is considered, reference should be made
to the case presenting with an acute abscess. This presents
no problem. It should always be drained, and the incision
hould be so designed as not to interfere with the definitive

treatment at a later date. A block excision of the inflamed
mass is contra-indicated.

THE CHRONICALLY .INFECfED PILONIDAL SINUS

The definitive treatment in these cases can be discussed under
the following headings: (1) conservative, (2) the open method,
(3) the closed method.

I. Conservative Method
This was developed by HardawaY,21 of the D.S. Army, because

of his dissatisfaction with the results of operative treatment. The
entire intergluteal area is shaved every 4 to 5 days; all hair is re
moved from the sinus opening and kept out. Sedulous personal
hygiene is observed, with thorough daily soap-and"water cleansings
of the intergluteal area. HexacWorophene detergent should be
used if possible. Mter defaecation the anal area is cleanse.d with
the movement away from the intergluteal region. The area is
kept as dry as possible. The patient is advised not to drive a
vehicle.

Other non-operative methods have been employed, such as
sclerotherapy'· and electrotherapy, but have not proved very
successful.

2. The Open Method
This can be performed either by liberal excision or with the

cautery.
Excision by hot cautery has been performed by Rogers.29 An

incision is made in the mid-line through the cyst down to the
fascia covering the sacrum and coccyx. The cyst is excised in
two parts and the wound packed with petroleum gauze. The
dressing is changed every second day and replaced by iodoform
gauze, eusol, or saline dressings, according to the amount of
discharge present.

The objection to the open method is the long delay in healing,
with resultant long hospitalization; and follow:up on patients so
treated showed that at east 10 - 15 % required further surgery
because of a discharging mid-line sinus. It should not be overlooked
that these patients suffer a great deal of post-operative discomfort
and great pain; they are also a very trying nursing problem,
requiring constant attention and repeated change of dressings. The
average healing time is 8 - 14 weeks.

To overcome this, a method of marsupialization has been
evolved, first described by Buie.'2 Lawrence and Baker30 give
details of 120 cases treated in this way. The sinus, including any
lateral extensions, is laid open and chronically infected granulation
tissue and hair nests are curetted out. The skin edges are then
sutl:lred to the lateral margins of the scar-tissue bed of the sinus
in such a way that the wound is converted into a saucer with the
fibrous wall of the cavity exposed only at the bottom. The wound is
usually a quarter of the size of the wound produced by excision
and therefore healing time is more than halved (Fig. 2, A - E).

3. Excision with Primary Closure
The method now to be described was used in 20 cases in

the present series, both White and non-White. All these
patients underwent excision of their sinuses with primary
closure, and they were all healed in 14 days. In a follow-up
of from 3 to 18 months none have shown evidence of re
currence.

Pre-operatively the skin is prepared as for an orthopaedic
operation. Pubic, perineal, sacral and anal hairs are shaved over

a wide expanse. In 2 cases pre-operative depilation doses of
X-rays were given. If any discharge is present, swabs are taken for
culture and sensitivity tests carried out; and a suitable antibiotic
is commenced on the day before operation and continued for
7 - 10 days afterwards. The patient is placed on a low-residue
diet 2 days before operation and this is continued for 12 days after
the operation.

General anaesthesia was used in every case. The patient was
placed prone, \vith a pillow under the pelvis and in a slight head
down and leg-down position so as to make the sacrococcygeal
area more prominent. Elastoplast was then fixed to each buttock
and traction applied to open up the gluteal cleft. The strapping
should be well beyond the field of operation so that later contami
nation may not occur. The operative field is now thoroUghly
prepared for operation. Care is taken to exclude the anal region
from the operative site.

An elliptical incision is made, starting in the mid-line appro '
mately It - 2 inches above the sinus opening and usually including
I - It cm. of healthy skin on either side of the main sinus. The two
limbs of the ellipse meet again in the mid-line, approximately
It - 2 inches below the sinus opening. Lateral extensions to take in
secondary sinuses are in the form of wedge extensions off the
main incision. The proximal part of the ellipse is first freed and
grasped in a Lane's tissue forceps, and the incision is deepened on
either side through fat, down to the glistening sacral fascia, in the
meantime lateral traction being maintained on the edges of the
wound. As the incision on either side deepens and extends caudally.
more Lane's tissue forceps are applied to the freed tissue and, b)
manreuvring the elevated tissue from side to side, freeing of the
block ot: tissue is facilitated. At the lower pole, care is taken not to
approach too near the anal region. As the distal part is freed and
deepened, another Lane forceps grasps this end and, with firm
traction on all the forceps, it is a very simple procedure to free
the whole block of tissue. After excision, a hot saline pack is
introduced into the cavity and firm pressure applied for 5 - 10
minutes. Where necessary the cautery has been preferred for
bleeding points.

The glistening fascia below reveals that ·the sinus has been
adequately removed. Search is made for further sinuses and any
small pocketing in the depths of the wound is adequately dealt
\vith.

With a large curved cutting needle threaded with long medium
strength nylon, the first suture is inserted at the top end of the
wound, approximately It inches from the edge of the wound. The
stitch is so inserted as to penetrate through gluteal fascia on the
same side down to the sacral fascia and across to the gluteal fascia
on the opposite side. The stitch is then made to return so as to
produce a figure-of-eight and emerges on the same side at a distance
of about I inch above its original insertion (Fig. 3A).

The ends are left long and separated, with artery forceps on each
end. A similar stitch on the opposite side is introduced, which
interlocks with the stitch first inserted (Fig. 3A). Three such pair
of stitches on each side are usually inserted. Penicillin and strepto
mycin powder is then dusted into the wound after haemostasis has
been assured. The elastoplast strapping is then cut so as to let the
buttocks appose and evaginating interrupted mattress sutures of
black silk are carefully inserted and tied so as to accurately approxi
mate the skin edges (Fig. 3B).

A large snugly-fitting gauze roll (specially prepared by rolling
gauze swabs together in the form of a sausage) is then laid down
the length of the sutured wound (Fig. 3B), and a similar sized
gauze roU is laid across this one at right angles to it, starting at the
proximal end first. This gauze roll is kept in position by tying the
nylon strands firmly over the roll at its two lateral ends, care being
taken that each corresponding pair of nylon sutures are tied. This
has the effect of reducing the dead-space by drawing the gluteal
fascia together. Two similar rolls are laid across parallel to the
transverse-lying roll and similarly tied (Fig. 3C).

The patient is returned to the ward and placed flat in bed in a
supine position with one head pillow. On regaining consciousness
he is instructed to remain in this position and, although the wound
area is tender, there is slight discomfort for the first 48 hours, and
only one or two post-operative injections of pethidine are required
in most cases. It is felt that by lying in this position further
obliteration of the dead-space by pressure is obtained.

Tinct opii (10 minims) is given to keep the bowels costive, and
low-residue diet without milk is continued. The antibiotic given
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Fig. 3. Memod of suture of wauna alter excision of sinus.
A. Shows figure-of-eight sutures (thick nylon) passing through skin and
gluteal fascia on same side~ picking up gluteal fascia on the opposite side,
and returning to same side as entering suture.

beforeAhe day of operation is continued for 10 days. The patient
is not allowed up, and remains recumbent for 10 days.

Although some of the patients complained of abdominal dis
comfort because of constipation, in no case did it require any
alleviation or treatment. A close watch is kept on the temperature
chart and the dressings are examined each day by rolling the
patient over. In no case was it necessary to remove the dressings
until the 14th day. Every case healed by primary intention, and in
only one case was a mild degree of sepsis present in the lateral
stitch wounds, which quickly responded to saline dressings.

Attention to fundamental surgical principles has given good
results. To this must be added the fact that the chance of soiling
from faecal contamination is eliminated as far as possible and
plays a very important part in the prevention of infection.

SUMMARY

1. The various theories of the formation of a pilonidal
sinus are presented. A combination of both acquired and
congenital factors appear to play a greater or lesser part in
anyone case. .

2. The histopathology is considered, which)ends to support
the role of an acquired factor.

3. The diagnosis and differential diagnosis is discussed.
4. The various methods of treatment are described and,

finally, a particular operative method is presented in detail.

I should like to express my thanks to Dr. S. Disler, Medical
Superintendent, King Edward VIII Hospital, and to Mr. I.
Goldberg, under whose care some of these cases were, and who
allowed me to operate on them.

I am indebted to Mr. D. Lang-Stevenson, of Whipps Cross
Hospital, -London, without whose guidance I could not have
learned the finer details of this technique.

Finally; I am grateful to the artist, Mrs. K. Wolfson, of the
Social Preventive and Family Medicine Department of the Uni
versity of Natal, and to Mr. C. R. Stewart, of the Photographic
Unit, Department of Pathology, University ofNatal.

ADDENDUM

Since tbe time of writing a coincidental finding of a sinus over
the sacrococcygeal area was made in a male child 6 weeks old,

B. Atter tigure-ot-eignt sutures insened, skIn apposed \\ illl SUh Sutures and
first longitudinal roll of gauze applied.
C. Horizontal gauze ToHs now applied and figure-of-eight sutures tied over
end of each horizontal roll.

Fig. 4. See text.

who was admitted to a children' medical ward for gastro-enteritis.
Fig. 4 shows the sinus clearly in the characteriSlic position. The
motber said that no secretion or discharge had ever emanated
from the sinus opening. The child was otherwise perfectly normal.
Both lower limbs were carefully examined to rule out any lesion
of the central nervous system, and X-rays revealed no evidence
of spina bifida or agenesis of the sacrum. Probing under strict
aseptic conditions howed that the sinus extended upward for
a distance of 1·5 cm. and ended at the pinal column.

o specific treatment has been instituled at the moment but
it is hoped to follow the case as an oUI-patient and to exci e the
inus at a later date.
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The lesion is certainly what Haworth and Zachary'3 describe
as a congenital sacrococcygeal dermal sinus, and supports their
contention that pilonidal sinuses at this site-discovered later in
adults -may be developmental in origin.
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PASSING EVENfS
N.B. Groote Schuur Hospital, Cape Town. Will members
please note that the telephone number of thi hospital will
be changed to 55-1111 as from 30 - 31 July.

* *' *

Dr. Pericles Menof, of Johannesburg, will leave for the
Continent on 3 August. While in Europe Dr. Menof will atiend
the 6th International Congress of Internal Medicine in Basel
on 24 - 27 August where he will read a paper on the thyroid
treatment of essential hypertension. He will be away for 3
months.

South African Institute for MedicaL Research, Johannesburg,
Staff Scientific Meeting. The next meeting will be held on
Monday 8 August at 5.10 p.m. in the Institute Lecture Theatre.
Dr. Regina Schoental, of the Toxicology Research Unit,
M.R.C. Laboratories, Surrey, England, will speak on 'Experi
mental liver lesions caused by pyrrolizidine alkaloid and their
bearing on human liver diseases'.

University of Cape Town and Association of Surgeons of
South Africa (M.A.S.A.), Joint Lectures. The next lecture in
this series will be held on Wednesday 3 August at 5.30 p.m.
in ·the E-floor Lecture Theatre, Groote Schuur Hospital,
Observatory, Cape. Drs. S. Cywes, G. Efron and L. C. J.
van Rensburg will report on the current research being carried
out in the experimental-surgery laboratory of the University of
Cape Town. All members of the Medical Association are
welcome to attend this lecture.

*' * *

*

'"

"

*

'"

"

'"Dr. Louis Schrire, of Cape Town, has recently returned from
a trip overseas where he visited ophthalmological clinics in
Europe and England, and has resumed practice at 517 Medical
Centre, Heerengracht, Cape Town.

Dr. PericLes Menof, van Johannesburg, sal op 3 Augustus na
die Kontinent vertrek. Gec\urende ~y verblyf in Europa sal
hy die 6e Internasionale Kongres vir Interne Geneeskunde te
Basel op 24 - 27 Augustus bywoon en ook 'n voordrag lewer
oor die behandeling van essensiele hipertensie met gedroogde
skildklier. Hy sal 3 maande lank weg wees.

* .* -.'

Dr. P. J. Mitford Retief, Ch.M., of Cape Town, has recently
returned to South Africa after visiting urological centres in
the UK and attending a meeting of the British Association of
U rological Surgeons.

Dr. Lom Shore, paediatrician, of Cape Town, has recently
returned from a trip overseas where he visited allergy units
in Paris, London and Copenhagen. Dr. Shore has now resumed
practice.

Dr. and Mrs. A. G. Paterson have recently returned to Cape
Town after a three months' overseas visit to the UK. While
in England Dr. Paterson attended a meeting of the British
College of General Practitioners. Dr. Paterson is a member of
the Federal Council of the Medical Association.

IN DIE VERBYGAAN

'"**

THE MEDICAL ASSOCIATION OF SOUTH AFRICA
BALANCE SHEET 31 DECEMBER 1959

1958
£

22,153
Loss
(8,805)

13,348

Accumulated Funds
Balance, 31 December 1958 ....
Add: Excess of Income over

Expenditure for the year .... ....

£ s. d.
13,347 18 6

922 8 10

£ s. d.

14,270 7 4

1958
£

7,279

3.861

Fiud Assets
Landed Propeny-'Byrness'. lew·
lands Avenue, Newlands, Cape
-at cost .... ....
Office Furniture. Fixtures and

Machines .... .... .... .... ....

s. d. £ s. d.

7,278 18 9

3,872 9 I

Dr. J. S. du Toil Memoriol FUlla
Capital Account

175 Contributions Received and
Interest

Visiting Lecturers' Fund
Liabilities

15,823 Sundry Creditors
1,322 Bank Overdralt

225 10 3
480 7 6

,267 7 7

3.080 et &ok Value I January 1953 2.991 19 O.
3,114 Purchased since that date at COSt 3.584 11 2

6,194 6.576 10 2
2.333 Depreciation since 1 January 1953 2.704 I I

Invesunents
11.170 Sundry Investments-at cost 11,170 0 0

Quoted Union Government Stock
(Market Value, 31 Decembet

1.350 1959 £1,122 - 1958 £1,097) 1,350 0 0
9,820 Unquoted Shares .... .... .... 9.820 0 0

Currenl Assets
Sundry Deb"'rs less Provision

.140 for Doubtful Debts .... .... .... 8,273 13 2
43 Cash on Hand and at Bank 2,423 I 5

Dr. J. S. du Toil Memorial Fund
175 Cash on S3vingS Account 225 10

00.668 03.243 12 00.668 03.243 12


