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bestaan, moet ons aanneem dat hierdie stowwe ook diali eer­
baar is aangesien die beeld van akute uremie so dramaties
verbeter tydens dialise.

4. Verlies van Aminosure en Vitamiene
Dat aminosure dialiseerbaar is, is reeds in 1913 deur Abel,

Rowntree en Turner aangetoon. Ons het gevind dat die
konsentrasie van aminosure in die dialiseringsvloeistof na
'n gewone dialiseringstydperk nog te laag is om direk met
papierkromatografie te bepaal. Geringe hoeveelhede protelen
is sorns aantoonbaar in die dialiseringsvloeistof, maar ons
het nog nie kwantitatiewe bepalings hierop uitgevoer nie.

Ons dien gewoonlik vitamiene van die B-kompleksgroep,
asook vitamien C, aan ons anurie-pasiente toe weens die
moontlikheid dat 'n tekort aan hierdie stowwe deur dialise,
asook gebrekkige inname, by hierdie pasiente mag ontstaan.
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3. Verwydering van Toksiese Stowwe
Behalwe vir die dialiseerbare metaboliese sure kan verskeie

toksiese stowwe van eksogene sowel as endogene oorsprong
deur dialise van die liggaam verwyder word.

Wat die eksogene toksienes betref, is reeds in 1914 deur
Abel, Rowntree en Turner aangetoon dat salisilate dialiseer­
baar is. Dit is nou bevestig dat pasiente wat ;yergiftig is
met salisilate,6,11 bromiedes,21 fenobarbitoon, en tot 'n
mindere mate pentobarbitoon, goed reageer op hemodialise.
Secobarbitoon en amobarbitoon verbind met die, bloed­
proteine en is feitlik nie dialiseerbaar me.'5,17,19 Strepto­
misien-7 en arnmoniak-12vergiftiging kan ook deur dialise
verbeter word. Ons het nog nie sulke gevalle gedialiseer nie.

Sommige toksienes van endogene oorsprong kan ook deur
dialise beInvloed word. Ureum, hoewel nie as toksies beskou
nie, word verwyder gedurende dialise en kan dien as 'n
maatstaf om die vordering van die dialise aan te toon.
Onder sekere ornstandighede word ureum by die dialiserings­
vloeistof gevoeg en kan die verwydering van ander res-stik­
stofprodukte soos uriensuur of kreatinien vir hierdie doel
gebruik word.

Afb. 6 stel die verloop van 'n dialise met die Travenol-nier
in ons reeks grafies voor soos aangetoon deur die bloed­
ureumgehalte, totale ureum van die pasient verwyder, en
berekening van die ureumafsuiweringswaarde van die kuns­
mer. Mb. 7 toon die gemiddelde bloedureumwaardes tydens
23 dialises met die Travenol-nier aan. Om vergelykbare
waardes te lay, is die bloedureumgehalte uitgedruk as 'n
persentasie van die aanvangswaarde by elke pasient. Afb. 8
toon hoe die bloeduriensuur en kreatinienwaardes verander
het tydens 'n dialise in ons reeks.

Daar bestaan nog die moontlikheid van onbekende
toksiese stowwe wat deels verantwoordelik is vir die kliniese
sindroom van uremie. Indien daar wel sulke toksiese stowwe

SKIN DISEASE IN THE WHITE SOUTH AFRICAN

A SURVEY OF THE INCIDENCE OF SKIN DISORDERS IN 13,500 DERMATOLOGICAL PATIENTS FROM
THE TRANSVAAL AND ORA GE FREE STATE

G. H. FINOLAY, M.D., Section of Dermatology, University ofPretoria, and F. P. Scon, M.MED., Dermato ogist,
National Hospital, Bloemfontein

o publication exists on the frequencies of skin disorders in
the White South African, and we feel that the present survey
needs no apology. The material comprises 3 groups of con­
secutive patient';, one from the Pretoria Hospital skin out­
patient service (4,500) and the other two from the private
consultant practices of each of us (5,OOO-G.H.F., 4,000­
F.P.S.). All the diagnoses in the Pretoria Hospital group were
made by one or other of the writers, except for some 1,500
seen by our assistants, Drs. I. J. Venter and E. J. Schulz.

Most of the patients in all 3 groups were Afrikaans­
speaking. The hospital group was gathered from poorer
people, and minor skin ailments were more readily referred
to us by other sections of the hospital than they would be in
private practice. At hospital there were also more patients who
would in private practice sooner find themselves in the hands
of a surgeon or radiotherapist.

The results in the 3 groups of our series are set out in the
accompanying table together with those in the 4 other groups

referred to below, which are included for the purpo e of
comparison.

With a few exceptions, no condition with a frequency
below O· 1 %is noted in the table. The sequence of the diseases
listed is intended to follow roughly the frequencies met with
in South Africa, and thus to reflect their relative importance
to the practitioner. It should be noted, however, that ome
important di orders (e.g. malignant melanoma) are too rare
to find a place in the list.

Comparative figures are not easily accessible, and for this
reason we have quoted the findings from three other source,
re-calculated to permit direct comparison. The Australian
series presented here, incomplete as it i , provide interesting
information from the Southern Hemisphere where White
people also live a sunny outdoor life. It is adapted from a
paper by Summon.1 The London figures of Calnan and
Meara' from St. John' Hospital are doubtles the best that
have appeared from Britain, and are an invaluable source for
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comparative studies. The third and fOllrIh series included
here for comparison are compiled from the Appendix in
Radcliffe-Crocker's classic text-book. 3 They give one an
idea of conditions and practice in London at the turn of the
century. One gathers that the surgeons claimed a greater
share of skin disorders at thar time than now. With ihe

growth in the operative aspects of surgery, the dermatologist
appears to have taken over some of these disorders.

REFERENCES
I. Summons. J. (1955): Austral. J_ Derm_, 3, 15_
2_ Calnan, C_ D_ and Meara, R_ H_ (1957): Trans_ SI. John's Hasp_ Derm_

Sac_ (Lond_), 39, 56_
3_ Radclilfe-Crocker, H_ (1905): Diseases of the Skin, 3rd ed_, vol. 2_ London:

H_ K. Lewis_

PERCENTAGE Er-.'UMERATION OF CASES I DERMATOLOGICAL PRACTICE

I Pretoria General Hospital, skin out-patients, Transvaal, South Africa, 1956-59_ 4,500 cases seen by 4 dermatologists (see text).
II Private dermatological practice (G.H_F.), Pretoria, Transvaal, South Africa, 1955-59. 5,000 cases.

HI Private dermatological practice (F_P.S_), Bloemfomein, Orange Free State, South Africa, 1956-59. 4,000 cases.
IV Private practice of 4 dermatologists, in Melbourne, Victoria, Australia, 1938-52_ 25,296 cases.
V SI. John's Hospital for Diseases of the Skin, London, England, 1952-56. 90,000 cases seen by 20 consultants.

VI University College Hospital (skin out-patients), London, England, c. 1900_ 10,000 cases_ Radcliffe-Crocker.
VlI Private dermatological practice (Radcliffe-Crocker), London, England, c_ 1900. 5,000 cases_
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Eczemas(a)

2 Acne vulgaris(b)
3 Impetigo ..

4 Fungous infections(c)
5 Warts(d) __ ..

6 Rodent ulcer

7 Psoriasis
8 (a) Senile and solar keratoses

(b) Seborrhoeic warts
9 Urticaria(e)

10 Scabies
11 Sandworm(J)
12 Pyodermas(g)
13 Pityriasis rosea
14 Light eruptions(h) __
15 Varicose ulcer
16 Lichen urticatus
17 Furuncle, carbuncle
18 Moles (cellular naevi)
19 Rosacea
20 Puritus ani and vulvae

21 Jchthyosis(i)
22 Lupus erythematosus(d)
23 Lichen planus
24 Squamous carcinoma
25 Vitiligo . _
26 Erythema multiforme
27 Alopecia areata
28 Corns and calluses
29 Excoriations and artifacts
30 Haemangioma(d) ..
31 Leukoplakia
32 Toxicodermas(j) ..
33 Herpes zoster
34 Erythema nodosum
35 Pityriasis versicolor
36 Prurigo group(k) _.
37 Prutitus (various) ..
38 Granuloma annulare
39 Herpes simplex
40 Pernio, cold injury
41 Hyperidrosis
42 Exfoliative dermatitis
43 Folliculitis and sycosis barbae
44 Chloasma(l)
45 Hairfa1J(m) ..
46 Molluscum contagiosum. _
47 Porphyria __
48 Milia
49 Cysts (mainly sebaceous)
50 Cornu cutaneum
51 Kerato-acanthoma(n)
52 Keloid

I
28%

8%
7-8%

6-9%
5-9%

4-5%

'3·2%
2-1%
1%
2-3%
2-5%
2-4%
1-6%
1%
1%
1-2%
1-2%
1'1%
I-I %
0-2%
0-4%

0-3%
0-9%
0-5%
0-7%
0-4%
0-6%
0-6%
0-6%
0'3%
0-5%
0'5%
0-2%
0-6%
0-5%
0-4%
0-2%
0-6%
0-2%
0'3%
0-3%
0-2%
0-1%
0-6%
0-1 %
0-1 %
0-2%
0-2%
0-1%
0'2%
0-2%
0-1%
0-1 %

Jl
35%

10%
2-2%

3-3%
4%

2'2%

4-6%

3-6%
2·7%
1-1%
1-2%
0-5%
2-3%
1-5%
0-3%
0'7%
0-4%
1-1%
1%
1'1%

1-1%
1%
0-9%
0-4%
0-7%
0-7%
1-2%
0-36%
0-5%
0-5%
0-4%
0-6%
0-3%
0-4%
0-7%
0-3%
0-3%
0-4%
0-3%
0-1%
0-3%
0'3%
0-5%
0-4%
0-4%­
0-2%
0-2%
0-2%
0'1%
0-2%
0-1%
0'1 %

III
29-4%

11-3%
3%

5-3%
4-2%

2-5%

4-8%
4%
1%
1'2%
1-6%
0-4%
0-45%
1-3%
1-6%
2%
1-2%
0-9%
1-3%
0-4%
0'8%

0-85%
0'8%
0-4%

'0-8%
0'9%
0-4%
1%
0-2%
0-1 %
0-4%
0-8%
1%
0-4%
0-1%
0-45%

incl_ III 16
0-6%
0-4%
0-2%
0-15%
0-35%
0-1%
0-3%
0-5%
0-25%
0-1%
0-2%
0·1 %
0-8%
0-35%
0-25%
0-05%

IV
27'3%

+ 5'66%(v)
4-85%
4-78%

(incl. 12 and 43)
2-59%

11-78%

7-88%
(incl. 24)

2-57%
4-95%

1-08%
0-08%

see :3
0-8%

12-8%(w)
?
?

1-73%
1-8%

incl_ 37

0-3%
see 6

? 2-7%

see 20

see 3

?

?

V
±35%

5-7%
1'9%

2-4%
7%

0-87%

5-6%
0-1%
0-5%
1-7%
0-8%
nil

0-8%
1'5%
0-4%
0-41%
0-5%
0-5%
1-2%
1-4%
t-l%

0-3%
0-4%
1'3%
0'08%
0'4%
0-46%
1'9%
0-2%
0'2%
0-9%
0-05%
0-6%
0-2%
0-02%
0-2%
0-1%
0-9%
0'14%
0-4%
0-2%
0-2%
0-03%
2-12%
0-3%
1-3% (?)
0'2%

2 cases
0-1%
0·2%
0-07%
0'2%
0·1 %

VI
27-2%

2-5%
9-6%

13-1%
? nil

or 0-1 %
0-1%

7-2%
? nil

orO'I%
4'4%
8%
nil
?

0'4%
?

nil
?

0-35%
nil

2%
? incl. in 37

0-54%
0-6%
1%
nil

0-2%
1·1%
2-5%
nil

4 cases
3 cases

nil
0'1%
0-6%
nil

0-3%
0'2%
0-9%
nil

0'5%
? nil
0-1%
0-14%(z)
0'8%

2 cases
5 cases
0-2%

?
1 case

? nil
?

2 cases

Vll
26'1 %

6-2%
1%

3·1%
0-9%

0-7%

6%
nil

or ? 3 cases
3-8%
1'2%
nil
?

1'2%
0-4%
nil
?

0-6%
0'4%
6%
l'6%(bb)

0-7%
1'8%
2'3%
0'16%
0'4%
1-3%
4·8%
0-2%
nil

0'24%
ni

0-3%
0-4%
nil

0'3%
nil

0-8%
2 cases
0'4%
? nil
0-3%
0-3%Z
1-1%
0-2%
9'8%
0'2%

?
2 cases
2 cases

? nil
?

0-2%
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excluding impetigo, boils, carbun les.
(h) Solar eczema_ etc_
(i) Severe xerosis.
(J) Including drug eruption _
(k) Excluding Besnier type_
(l) And allied disorders_

(m) Excluding alopecia areata_
(n) Molluscum sebaceum_
(0) Uncomplicated_
(p) All types with exanthem.
(q) Including lice. myiasis, ticks, cercaria. and other

insect bites.
a

0-3%
0-3%

0-6%
0-2%

?

2-6%
1%

161

VU
?

?

?

I case
0-9%
nil

2-3%
3 cases

?

nil
3 case

nil
')

nil
0- %
nil

purpura, and

?
5'4%
1-3%

VI
')

?
?

nil
3 cases
0-4%
3-9%
1 case

?
nil

0-1 %(00)
nil

?

nil
0-2%
nil

6 case
0-3%

0-1%
8 ca es

v
0--4%
0-03%
nil

0-()6%
0-1 %
0-04%
0-1%
0-02%
0-1%
0-06%

? 0-2%
0-2%

?

0-0_%
0-3%
0-05%
0-05%
0-1%
0-1%
nil
nil

0-06%
0-06%(y)
0-03%

4 cases
nil
nil

11 cases
29 cases
53 cases

(r) Including capillaritis, itching
Schamberg's disease.

(s) Frequency about equal.
(1) In 13,500 (Otal_
(u) All from Transvaal.
(I') Seborrhoeicerupnons.

(w) Chronic ola.f dermatitis.
(x) Pediculosis_
(y) ? Wbit~s.

(z) 'Pityriasis rubra'.
(aa)'Purpura'.
(bb)'Local pruri,us'_

IV
?
?

?

0'2%

0'06%

± nil(x)

?
?

16 cases
?

III
0-25%
I case
0'1%
0'25%
0'1%
0-05%

1 case
0-2%
0-3%
0-1%
0-3%
0-4%

3 case
0-2%

Il
0-1%
0-1%
0-1%
0-1%
0-1%
0'1%
0'1%
0'2%
0-3%
0-2%
0'3%
0-2%
0-5%
0'2%
0-3%

I
0'1%
0·1 %
0-1 %
0-1%
0-1%
0·1 %
0-2%
0-2%
0-2%
0-2%
0-3%
0-1%
0-1%
0-1%
0-2%
0-2%
0-1% 0'1% 0-1%
0-1% 0-1% 0-15%
0-1% 0'1% 3 case

13 cases(t) (0· 1%)
7 cases(t)
5 cases(t)
2 cases(t)
4 cases(t)
8 cases(t)
4 cases(t)(u)
2 cases(t)(u)
I case(t)
2 cases(t)
1 case(t)

(a) [neluding infantile, atopic, con titutional. sebor­
rhoeic, pompholyx, contact, eczematide, varicose,
chronic, infective, pityriasis alba. traumatic,
seasonal, neurodermatitis, lichen simplex chroni­
eus, and unclassified; excluding solar eczema.

(b) And related types.
(c) .1 ncluding tineas and moniliasis; excluding pity-

riasis versicolor.
(d) All types_
(e) Excluding lichen urticatus-see 16_
if) Larva migrans_
(go) Including ecthyma, ahscess, paronychia, etc_;

53 Intertrigo (uncomplicated)(o)
54 . Chondrodennatitis helici
55 Colloid milium
56 Radiodermatitis
57 Telangiectases
58 Fevers(p)
59 Parasitoses(q)
60 Fibroma
61 Cheilitis(d) ..
62 Keratosis pilaris
63 AIlergide, etc.(r) __
64 Granuloma pyogenicum
65 Keratolysis exfoliativa
66 Erysipelas and erysipeloid(s)
67 Tail dystrophies _. _.
68 Cellulitis
69 Lichen sclerosus et atrophicu
70 Dermatitis herpetiformis . _
71 Scleroderma
72 Lipid proteinosis
73 Pellagra
74 TuhercuLides
75 Leprosy
76 Pemphigus __
77 Pseudoxanthoma elasticum
78 Sporotrichosis
79 Chromoblastomycosis
80 Sarcoid Boeck
81 Syphilis
82 Lupus vulgaris
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GASTRIC MUCORMYCOSIS REPORT OF CASE I A SWAZI
JOHN C. SUTHERI.A1';'O, M.D. (MARQUETIE), and T. HAROLD JONES, M_B., B.CH. (RAND)

The Ethel Lllcas Memorial Hospital, Acornhoek, Eastern Transvaal

Fungi such as the aspergilli, penicillia and mucors that
were once familiar chiefly as laboratory contaminants are
sometimes the cause of severe and often fatal disease. This
is perhaps part of a changing pattern of disease effected
by antibiotic-, steroid- and chemotherapy. Cases of mucor­
mycosis are being reported in increasing numbers from
the Americas and Europe_ Usually they occur secondarily
to some other disease, especially uncontrolled diabetes and
leukaemia_ Cortisone, broad-spectrum antibiotic and anti­
leukaemic therapy may be predisposing factors. l The follow­
ing case is the second to be published from South Africa
although several others have been seen at the South African
Institute for Medical Research in Johannesburg,2 at the
University of ata1,3 and possibly elsewhere.

CASE REPORT

J_D., a Swazi man of about 50 years, came to the hospital on
31 May 1958 because of cough, blood-stained sputum, and sharp
pain in the chest which began 3 weeks previously. Occasionally
there was postprandial abdominal pain_ The patient was weak
and emaciated_ Moist rales could be heard in both lungs and
there was a palpable epigastric tumour_ The temperature was
subnormal_ The urine was not tested_ 600,000 units of procaine
penicillin were given after admission and again the following
morning_ The patient died early in the morning of the third day

in hospital. The clinical diagnosis was pulmonary tuberculo i
and carcinoma of the stomach_

An autopsy was performed 48 hours post mortem_ The principal
findings were in the lungs and stomach_ The left lung wa dark,
heavy and firm and from the cut surface a frothy haemorrhagic
fluid could be expressed. '0 cavities were noted. The lower
lobe of the right lung was similar to the left but in a le er degree_
Within the stomach there was a greyish-white tumour, about
3 x 2 inches, along the greater curvature near the cardia. The
surface of this tumour was elevated about 3j8th inch above the
surrounding mucosa and was covered with a gelatinous exudate_
The remainder of the gastro-intestinal tract was normal by palpa­
tion, but was not opened_ Sections of the stomaCh, lungs, liver,
one kidney and aorta were put in 10 % fonnalin and sent to the
Armed Forces Institute of Pathology in Washington, D_e., who e
report, by Elson B. Helwig, M.D_, was as follows:

'The lesion of the stomach is composed of necrotic and haemor­
rhagic material which is diffusely infiltrated by numerous
and non-septate hyphae typical of muconnycosis (Fig_ I)_ Vascular
invasion, a characteristic feature of mucormycosis is also pro­
minent in this case (Fig- 2)_ Since this fungus is not liable to penetrate
intact mucosa it is likely that the infection followed ome muco al
defect, possibly a gastric ulcer. Diligent search of sections of
other organs did not yield any evidence of sy temic pread by
the fungus_ Only one other ca e of gastric mucormyco i , very
similar to the present one and contributed from Korea, is on
file at the A.F_I.P. In addition, ection of the liver and lung
hO\ evidence of scbistosomiasi ; several ova with minimal

tis ue reaction are present, but are not sufficiently characteri ti


