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adequate urinary volume that was observed during the
recovery phase of cases 9 and 10 There is usually a large
loss of electrolytes during the diuretic phase of patients
recovering from renal tubular necrosis.!l

The Nutritional Status ofour Cases
The most striking feature in this series was the good state

of nutrition of the patients, 7 of them still being breast fed.
Of the 11 patients, only 2 were markedly below the average
weight in relation to age.u Furthermore, 'none showed any
stigmata of malnutrition. Thus 81 % of these children were
reasonably well nourished. This contrasts with the fact that
the majority (85 %) of patients suffering from gastro-enteritis
admitted to our wards show evidence of poor nutrition.

This factor of good nutrition in our patients assisted us in
the diagnosis of hypertonic dehydration. We suspected the
condition if a child with a history of diarrhoea showed
marked hyperpnoea and minimal clinical signs of dehydra
tion, and was well nourished. ervous symptoms or signs
with a high rectal temperature were the principal additional
features which strengthened clinical suspicion of hypertonic
dehydration.

Children suffering from malnutrition and dehydration
usually have serum-sodium levels below 130 mEq. per litre,
and extremelytarely is a level of 140 mEq. per litre exceeded.!!
The 11 p.!ltients reported here all had serum-sodium levels
of 145 mEq. per litre or more. Thus it appears that there is
some fundamental difference in the response to diarrhoea
between well nourisped children and malnourished infants.

Studies on the intracellular and extracellular composition
of fluids in malnourished children!,23';S have demonstrated
that' even in the presence of dehydration, the water content
of the cells and of the extracellular fluid is increased when
compared with well nourished infants. The injection of
hypertonic saline solution restores to normal the abnormal
electrolyte content of the malnourished child and benefits
the clinical condition. From this it follows that factors
leading to hypertonicity in well nourished children will
cause a return to normality in the malnourished child. This
may account for our failure to find cases of hypertonic
~dehydration among malnourished children.

The prognosis of gastro-enteritis is better if the child is
well nourished than if it is malnourished. Hypertonic
dehydration, however, constitutes a serious threat even to the
well noup;ished group as shown by comparative mortality
figures of other authors.' In our series the mortality was low.

SUMMARY

1. The clinical and biochemical features of 11 African
children with hypertonic dehydration associated with summer
diarrhoea are presented. There was one death in thi eries
and brief mention is made of the autop y findings in this
case.

2. The factors which may have contributed to the develop
ment of hypertonic dehydration in our patients are considered.

3. The pattern of electrolyte and water excretion in the
urine was tudied in 2 patients for period of 40 and 66 hours
after commencement of therapy.

4. This series of infants were relatively well nourished,
which was in striking contrast to the majority of infants
with gastro-enteritis admitt6d to Baragwanath Ho pital,
who are poorly nourished and often develop hypotonic
dehydration. An explanation for the difference in respon e
between these children and the well nourished infants, \ ho
developed hypertonic dehydration, is suggested by recent
work done on the intracellular and extracellular compo ition
of malnourished infants suffering from dehydration.

We wish to thank Dr. I. Frack, Superintendent, Baragwanath
Hospital, for permission to publi h; Dr. R. Cas el and the labora
tory staff of the South African Institute for Medical Research for
the biochemical estimations; Dr. S. Waybume, who allowed us to
study these patients under his care; Dr. M. H. Shnier for the
photographs, and especially Dr. E. Kahn for invaluable critici m
and advice.
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PRAKTIESE' BE ADER GVA KARSI OOM VA DIE MAMMA*
M. H. WESSELS, Chirurg, Bloemfontein

Karsinoom van die bors vorm omtrent een-vyfde an die
maligniteite wat by vroue aangetref word. Om hierdie rede
en ook omdat dit voorkom in 'n oppervlakkige orgaan wat
maklik berei~baar is, vereis dit spesiale aandag van alle

. praktisyns.

* Lesing gelewer by geleentheid van 'n opknapping kur us
gereel deur die ragraadse Skool-beplanningskomitee, Bloem
fontein, 26 Junie 1959.

Simptome
1. Pyn kom gewoonlik nooit in vroee gevalIe voor nie.
2. Die tumor word die be te gevoel met die plat hand teen

die borska wand, veral as die M. pectorali major aangespan
word deur die pa ient met die hand op die heup te laat druk.
Hierdie tumor j gewoonlik hard, onreelmatig, vry beweeglik,
of gefikseerd.

3. Die toestand van die vel oor die tumor kan onge konde
wee , of ingetrek by be igtiging of wanneer die vel opgelig
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word. Peall d'orange, cancer et cuirasse en ulserasie is ge
woonlik laat verskynsels.

4. Die tepel. Op die volgende tekens moet gelet word:
Hoogstand, intrekking, waterige of bloederige afskeiding, en
ulserasie.

5. UitsaaiIngs vind as volg plaas:
(a) Direk binne in die melkbuise of buite die melkbuise.
(b) Deur die limfbaan na die verskillende groepe van

okselkliere, na die groep van interne borskliere langs die
A. mammaria interna, of oor die rectus. Verspreiding kan
plaasvind na enige van hierdie groepe kliere (afgesien van
waar die tumor gelee is) en selfs na die teenoorgestelde
kant. Hierdie feit is van groot belang by die behandeling
en progno e.

(c) Deur die bloedstroom. Verspreiding langs hierdie weg
is gewoonlik laat, behalwe in die akute vorms, en gaan hoof
saaklik na die longe, lewer, brein en die skelet.

(d) Transsoelomiese uitsaaiing is gewoonlik laat.

Differensiele Diagnose
Die volgende toestande is soms moeilik met sekerheid van

karsinoom te onderskei: chroniese absesse, traumatiese
vetnekrose, siste, displastiese toestande, en fibro-adenome.

Daarom is daar net een metode om 'n juiste diagnose te
maak, en dit is proefeksisie. Ons oogmerk is om juis in
hierdie gevalle so gou as moontlik sekerheid te kry. Ons
gaan dus tot 'n biopsie en wel 'n eksisie-biopsie oor, d.w.s.
sonder om aan die tumor self te sny, maar dit te verwyder
saam met 'n rand van gesonde weefsel. Die diagnose kan
dan met sekerheid mikroskopies vasgestel word.

BEHANDELING

Daar bestaan verskeie behandelingsmetodes en daar is in die
laaste tyd groot vordering, veral met betrekking tot laat
gevalle, gemaak.

1. Chirllrgiese verwydering: Dit bestaan uit 'n radikale
mastektomie met opruiming van die okselkliere. Sommige
chirurge volstaan hiermee in die vroee gevalle. Vanwee die feit
dat in 'n sekere persentasie van gevalle, veral waar die tumor
oor die mediale kwadrant voorkom, die uitsaaiIngs na die
interne groep van borskliere gaan, is daar chirurge wat ook
hierdie groep kliere verwyder. Dit is natuurlik 'n groot
ingreep en die tyd sal leer of dit as roetine aangeneem moet
word.

2. Bestraling. As'n behandeling op sy eie word dit waar
skynIilc vandag net as 'n versagtingsmiddel in laat gevalle
toegepas.

3. Kombinasie van chirurgie en bestraling. (a) Bestraling
van die bors en sy dreinasie-gebied gevolg deur operasie
word nie algemeen toegepas Die.

(b) Lokale mastektomie gevolg deur bestraling van die
bors en sy dreinasie-gebied. In die hande van McWhirter
gee dit net sulke goeie resultate as radikale chirurgie, maar
ons moet onthou dat hy 'n baie groot ervaring het en sy
tegniek perfek kon ontwikkel. In ons land. bestaan Die
daardie geweldige hoeveelheid materiaal Die en dit is dus
moeiliker, veral in die kleinere sentra, om hierdie metode met
dieselfde vertroue toe te pas.

(c) Radikale operasie, gevolg deur bestraling met spesiale
klem op die interne borskliere en supraklaviculere groepe
van kliere, is waarskynlik onder ons omstandighede die
aangewese metode van behandeling.

4. Hormonale behandeling het in die laaste jare sterk op die
voorgrond getree. Dit het geblyk van groot nut in gevorderde
gevalle te wees, d.w.s. waar uitsaaiings deur die liggaam
reeds bestaan.

(a) Tot 5 jaar na die menopouse word testosteroon as
metieItestosteroon na kastrasie toegedien soos volg: 10 mg.
b.d. vir eerste week, 25 mg. b.d. die tweede week, en 25 mg.
t.d.s. daama vir ten minste 3 maande. Hierdie behandeling
veroorsaak vermanlikingsimptome wat soms taamlilc lastig
kan wees.

(b) Estrogeen word vanaf 5 jaar na die menopouse as
stilbestrol toegedien. Die dosis word geleidelik tot 0·6 mg.
t.d.s. verhoog.

Wanneer die hormone sy effek begin verloor, word 'n
tweesydige adrenalektomie of 'n hipofisektomie gedoen.
Hierdie hormonale behandeling. veroorsaak 'n groot tydelike
verbetering by sommige pasiente. Dit laat hulle 'n ty~ank

in betreklike gemak voortIeef.
5. Kombinasie van hormone en:anti-mitotiese stowwe, by.

mosterdgasderivate soos tiotepa, wat intramuskuler toegedien
word, skyn besliste belofte in te hoil.

oPSOMMlNG

Die simptome, differensiele diagnose en behandeling van
kanker van die hors word kortliks bespreek.

SUMMARY

The symptoms, differential diagnosis and treatment of
carcinoma of the breast are discussed briefly.

FORTHCOMING INTERNATlO TAL MEDICAL CONFERENCES

The Third Imernaiional Congress ofPhysical Medicine will be held
on 21 - 26 August 1960 at The Mayflower, Washington, D.e.,
USA. A preliminary programme may be had on request by
writing to Dorothea C. August in, Executive Secretary, Third
International Congress of Physical Medicine, 30 . Michigan
Avenue, Chicago 2, fIIinois, USA.

The Sevenih Intemaiional Conference of the Socieiy for Biological
Rhyihm will be held at Siena, Italy on 5 - 7 September 1960. The
theme of the Conference is endogenous rhythms and the third day
will be held in conjunction with the Iniernaiional Basimetric
Society. The President of the Conference is Professor Dell Acqua
of the Univer ity of Ferrara.

Application for lectures or participation are to be sent to the
Secretary of the Society, Dr. A. Sollberger, Department of
Anatomy, Caroline Institute, Stockholm 60, Sweden before

I June 1960. In regard to lectures on basimetry, the applications
should be sent to Dr. J. Wilder, 11 SO Fifth Avenue, ew York 28,
N.Y., USA, and a copy to Dr. Sollberger. Preference will be given
to lectures on endogenous biological rhythm and basimetry as well
as to presentations documented by adequate experimental material
and methods. Applications should be accompanied by a brief typed
half-page summary. On the day of presentation a typed copy, not
longer than 3 typed pages, of the actual lecture including adequate
copies of figures, should be delivered to the Secretary.

Lecturing time is 45 minutes for referees and 20 minutes for
lecturers. The Conference languages are English, French and
German. The participation fee is 6.00 it. lire for non-members and
4.00 it. lire for members to be paid at Siena. At the Congress
Bureau the Reports from the 3rd (Hamburg), 4th (Basle) and
5th (Stockholm) Conferences may be ordered. Members will
receive these reports free of charge.


