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DERMATOLOGY IN SINGAPORE 
BY 

Major KEMBLE GREENWOOD, M.B.Lond., M.R.C.P.Ed. 
Royal Army Medical Corps 

Dermatologist, Military Hospital, Singapore 
Lecturer in Dermatology, University of Malaya 

IN this city of many races the practice of Dermatology presents many 
differences, often fascinating, from practice in the United Kingdom. Here 
"Race," in addition to Personality, has to be considered in the evaluation of 
all conditions for two reasons: firstly in that "Race-personality" often shows 
fundamental differences; secondly in that .certain races seem predisposed to 
certain conditions. 

Singapore is predominantly a Chinese city, and the proportion of Chinese 
to Non-Chinese presenting at the clinics is roughly two to one. Other races 
attending include M~Iays, Indians, Ceylonese, TamiIs, Sikhs, and Europeans. 
The following table showsthe disease proportions among 500 cases seen by me 
personally at the General Hospital Clinic. For convenience they are divided 
into Chinese (C) and Non-Chinese (NC). 

Eczema- Pyogenic 
Dermatitis Scabies infections Leprosy Tinea 

C 142 C 39 C 37 C 26 C 12 
NC 50 NC 22 NC 21 NC 5 NC 10 

Lupus 
Prurigo Acne Psoriasis erythematosus Syphilis 
C 8 C 11 C 2 C 3 C 5 
NC 0 NC 8 NC 2 NC 2 NC 0 

Pityriasis Lupus 
Yaws rosea ~ulgaris Miscellaneous 

C 0 C 0 C 3 C 49 
NC 7 NC 6 NC 1 NC 29 

It would be well to say something of the largest, the Eczema-Dermatitis, 
group. These classifications are of necessity somewhat arbitrary, and this first 
group includes all the "Eczematous" processes. Into it comes the Pompholyx 

./ type of eczema tOllS reaction, but since. most of these present with superadded 
staphylococcal contamination, some have been grouped under the "Pyogenic" 
heading, depending on which aspect seemed to me more important at the time. 
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124 Dermatology in Singapore 

Nevertheless there is no doubt as to the significance of the fact that of the 142 
Chineses listed under the Eczema-Dermatitis group, -105 were due to some form 
of previous medication, usually self-supplied, while of the 50 Non-Chinese 25 
were similiarly caused. 

The contrast is in fact more striking, because the variety of Chinese medi- , 
cation is more wide and imaginative, and includes any number of locally 
made fierce preparations, and also such remedies as lime, garlic, onions, ginger, 
herbs, spices, and oils. Also the Chinese are perhaps naturally more stoic, 
and therefore only arrive at a Eur6pean Hospital when gross sepsis or almost 
complete exfoliation makes it impossible for them to remain at home. ' 

On the other hand the 25 Non-Chinese were more homely and conservative 
in their tastes, and had used standard proprietary preparations, antibiotics, 
fungicides, and customary antiseptics. Among these patients were included 
several Europeans, and most of them reported early. In this respect the Malay 
is an excellent patient who usually avoids self-medication. 

It is interesting to notice an extraordinary paucity of "idiopathic eczematous 
states" (other than" those of the feet and hands), seborrhceic eruptions, .and 
even atopic dermatoses. I mentioned this curious feature at a meeting of the 
local Medical Association, and it was seriously suggested by a member that 
possibly the reason was that in Singapore "cleanliness" was much more the 
rule. H~ referred (to the considerable amusement of members) to a British 
Cabinet Minister's pronouncement that one or two baths per week should 
suffir::e. I do not think that increased cleanliness is in fact responsible; hut at 
the same time one should be under no illusions. Two or three baths a day 

. on this island, where water is so plentiful, is almost the rule, and it is salutary 
. to observe young girls and old women emerging from what seems to be practi
cally hovels in immaculate, freshly washed, and beautifully ironed clothing. 

My own view of the scarcity of such conditions is that this is essentially 
a healthy climate, There is a higl1 humidity, a pleasant and even temperature 
which makes restricting and irritating clothing unnecessary, and abundant 
sunshine. Ultra-violet radiation has been shown by Cornbleet (1933) and others 
to increase the sterilizing powers of the skin, and generally speaking the 
European who contracts disease in Singapore is he who is scared of the' sun, 
and who translateS his fears into what he considers preventative 'action, anti
septics, fungicides, prickly-heat lotions, and so on, all of which tend to under
mine the skin's natural resistance. The white skin does not tan easily in the 
sun, possibly because ultra-violet radiation is absorbed to some extent by 
perspiration and humidity (Crew and Whittle, 1938). Nevertheless a good tan 
is also good protection against many of the minor skin irritations which may, 
beset the' new arrival. I believe that ultra-violet light militates also against 
the production of seborrhceic and eczematous conditions. 

In the series there were 7 cases of yaws. This most interesting condition 
is common among Malays, and apart from the hospital clinic I have seen 
many such cases, all in Malay or allied races. I have never seen yaws in a 
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Kemble Greenwood 125 

Chinese, although cases do occur occasionally, particularly where the Chinese 
are living on local isolated islands on which there are Malay villages. The 
controversy on the cetiology of yaws, 'and its relationship to syphilis still 
persists. Turner (1942) produced evidence showing that the difference in the 
two diseases is due, to stable biqlogical differences between the causatiVl'" 
organisms. Treponema pertenue is indistinguishable from Treponema pallida 
by any laboratory method we know, and also incidentally from Treponema 
cuniculi which is responsible for the condition "Venereal Spirochcetosis of 
Rabbits." Turner et al. (1947) demonstrated that immunity develops in rabbit~ 
to infection with any two of these Treponemata following experimental 
infection with the third. This immunity is incomplete. They consider that 
genetic stability of the organism is more probable than that mutation occurs. 
There is no doubt that a primary syphilitic sore can develop in a, patient 
previously infected with yaws. , 
, The ordinary clinical features of yaws have been well described by many. 

The case we can scarcely mistake here is the Malay child or young adult, with 
one or multiple granulomata, extragenital in 99 per cent of cases, and frequently 
involving exposed surfaces or in young women the breast. There are other 
features which are less well recognized and which deserve mention. Any palmar 
or plantar condition, keratosis, pigmentary abnormality, or erosion, in the 
Malay races, should be viewed with suspicion. The first case I recognized in 
Malaya was a Dyak who presented himself with a scaly circular patch on the 
medial border of one foot. When I tried to remove scales for identification 
of fungus it became obvious that the condition was more a keratosis than a 
scale, and dark ground examination for spirochcetes was positive. Moth-eaten 
erosions may occur; sometimes in concentric rings; on the sole,sometimes 
scattered over the palms or one finger., Erythematous and keratotic lesions 
are quite common, but most frequently one sees one or two granulomata" 
perhaps between the toes, perhaps on the sole, looking like heaped-up septic 
granulation tissue, while the sole itself is mildly disfigured by a patchy keratosis, 
and patchy pigmentation. Gummatous-type ulceration and periostitis 'are 
common in the later stages of the disease. It is my opinion that this condition 
cannot easily be divided into stages. One can say that a certain type of patho
logy is more commonly an early manifestation, while another type is more 
commonly a late. Yaws, happily, is readily amenable to treatment. Keratoses 
and ulceration perhaps resolve more rapidly with bismuth and iodides than 
with penicillin. Relapse may be expected unless a course of treatment, as for 
syphilis, is given. Blood serology is always posit~ve in this disease. 

There were 31 cases of leprosy in the series, 26 of which .were Chinese. 
The 5 Non-Chinese were representatives of 5 different races; a European, a 
Sikh, a Javanese, a Tamil, and a Malay. There is little new that I can add 
to the already extensive literature on leprosy, but it is my impression hery in 
Malaya that systems of classification are valueless. The tuberculoid case of 
today may produce a lepromatous nodule tomorrow. Mixed cases are very 
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126 Dermatology in Singapore 

common, and this tends to diminish greatly the value of the lepromin reaction. 
I am not responsible for the treatment of leprosy here except in a few instances, 
but good results are being obtained by injections of G.O.2. (1 c.c.) of basic 44 
diamino-diphenyl sulphone in coconut oil intramuscularly. This is given once 
weekly, and after about a month twice weekly, which dosage is continued 
indefinitely. Alternatively sulphetrone can be given orally, in which case a 
system of treatment would begin with 0'5 gramme (one tablet) daily and 
gradually work up, depending on the degree of reaction, to 2 grammes or even 
more per day. Toxic effects do occur; ·nausea, giddiness, fever, anremia, leuco
penia, skin rashes, even photo-sensitization. 

The histology of tuberculoid leprosy is extraordinarily similar to that of 
lupus vulgaris. Lupus is said by some not to occur in Malaya. I have seen 
4 definite cases among the local-born, but one should be wary of accepting 
such a diagnosis. Many cases so labelled subsequently turn out to be tuberculoid 
lepers. 

The incidence of tinea is riot high in the series, but in the European, 
particularly in the Services, it is very high. Body tinea develops in the European 
soldier with extraordinary regularity between two and three months after his 
arrival in Malaya. In a random series of 30 consecutive cases admitted to my· 
wards at the, Military Hospital 15 started their body involvement three months 
after arrival; 12 two months after arrival; 2 at seven and eight months respec
tively; and J case in transit between Colombo and Singapore. It has hitherto 
been assumed that the source of tinea in the European was probably a reservoir 
in the indigenous population. A research team working 'in Malaya showed 
a rough incidence of body tinea of one in three in 1,700 British Other Ranks 
examined, with a 54 per cent incidence of Trichophyton'metagraphytes, a fungus 
uncommon in the local population (1947-8). There was a 33 per cent incidence 
of Epidermophyton floccosum infection, while other fungi, making up the 
remainder, were unimportant. I have long been convinced that Trichophyton 
metagraphytes is brought out from the temperate zones as Trichophyton 
inferdigitale between the toes of the European (Greenwood, 1949), and that 
the climatic change causes a variation of' the latter into the former, which 
then gives rise to a body infection. The reverse variation has been shown to 
occur under laboratory conditions (Emmons and Hollaender, 1945). Inter
digital foot tinea is common enough in temperate zones and T. interdigita1le 
is the most common fungus type. Figures produced in large scale assessments 
depend on th~ skill and perseverance of the observer. Walker (1950) examined 
1,010 men in U.K. and found that 857 showed no clinical abnormality, yei 
managed to isolate fungus from 30 showing some signs of disorder and 9 
showing no signs. Legge et al., (1933) found, clinical evidence of foot tinea 
among 3,100 California University students in 78 per cent of cases and also 
showed that cultural success could be ·increased from 32 per cent to 66 per cent 
simply by trying harder. Dowding and Orr (1937) found T. interdigitale in 50 per 
cent of cases of tinea pedis in U.K. 
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Kem ble Greenwood 127 

It is difficult to imagine an alternative explanation for the remarkable 
regularity of onset of body tinea in the soldier after arrival in Malaya. The 
same applies to those who come from the Middle East. It is the Malayan 
climate~ to which I refer. . 

I hope to publish details of comparative therapy in these conditions in a 
subsequent paper. It is my experience of.a large number of cases that recent 
discoveries in anti-fungus therapy are no advance over remedies of long standing 
such as chrysarobin and Castellani's paint. Undeclenates are of value in 
eczematized cases, but are not potent enough to control general infection as 
a rule. Foot eczematization is much more of a problem here than tinea, and 
keratolytics should almost never be applied to the toes for that reason. . 

It is vitally important to understand the mechanisms behind foot and 
hand eczematous processes. In these sites there is a .tendency towards vesicle 
formation. A fungus infection of the toes will result in local vesicles; so also 
will a reaction to treatment with fungicides. The vesicular eruptions of the 
sole may be secondary to interdigital tinea, but is very seldom directly due 
to fungus infection. This "Dermatophytide" may also affect· the hands. 
Vesicular eruptions of the sole are often treated with fungicides, and the result 
sometimes is a serious spread of the eruption, complete desquamation of hands 
and feet, and invaliding from the tropics. I have had numerous cases of 
moderately severe vesicular eruptions of the feet; some "ides"; some due to 
trauma, with autogenous sensitization; some due to over-treatment; some due 
to wool-contact and hyperhidrosis. I I have also had the very occasional case 
with vesicles on the sole directly due to fungus, with positive sore scrapings, 
which clears with fungicides. It is safer to assume (as -I now teach all newly 
arrived Army doctors) that vesicles on the sole are almost never directly .due 
to fungus, but-that the toes should be treated with a non-keratolytic, bland, 
fungicidal, spirit paint, and powder. . 

The scope of this article is too limited to discuss many of the conditions 
which are seen here in Singapore. Some are too commonplace: some too_ 
rare, There are some. points of interest. Ankylostome" creeping eruptions" 
are not uncommon, and seem to run a self-limiting course of about two to 
three months. Local freezing is effective in treatment. The Chinese tend 
to develop hyperkeratotic areas at the sites of old trauma, particularly on the 
lower legs. I have not observed this feature in any other race. Pityriasis 
versicolor is very common. The colour of the lesions varies according to the 
"natural colour" of the individual. The Malay, a beautiful chocolate brown, 
is "naturally" light coloured, and in him P. versicoloris always apparently 
depigmented. The Siamese, in fact, refer to the condition as "Tinea alba." 
But in the Tamil, who is black-skinned, the patches are equally black. In the 
European they may be light, dark, or erythematous. Pityriasis rosea tends 
to occur in Indians, Malays, and Eurasians. It is often difficult to make a 
diagnosis in dark-skinned people, but the disease runs a typical course. It is 
often more extensive than one usually sees at home .. 
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-128 Dermatology in Singapore 

Follicular keratoses, of the type mentioned by Sequeira et al. (1947) are 
quite common. An icthyotic appearance of the legs, with follicular spines 
over the thighs and lateral aspects of arms is probably indicative of vitamin-A 
deficiency, as described by Fasal (1945). I have seen this in Chinese children 
not infrequeritly, and sometimes the forehead also is affected. In Tamil adults 
a similar condition is seen, and often complicated by a pustular folliculitis. 
This also occurs in Ghurka soldiers. The former group responds to vitamin A, 
but the latter does not seem to react even to very large doses. One Tamil. 
soldier had an extensive chronic folliculitis of arms and legs, and also patches 
in the scalp causing alopecia; a picture in so far as the scalp was concerned 
not unlike folliculitis decalvans. I have also seen several cases of lichen 
spinulosus in Chinese children, and these of course are unaffected by vitamin A. 

Patients with psoriasis do very well in Malaya. This is contrary to the 
opinion of others (Fergusson, 1948). Europeans particularly clear. up and 
remain, clear. Some of the few Europeans I have seen with psoriasis have 
developed it where. previously they have had tinea. This example of the 
Koebner Isomorgh reaction has caused some confusion. 

In conclusion I should like to express my gratitude to the Singapore Medical 
Services for the opportunities I have had of working in the Dermatological 
Department. Malaya (in spite of bandits) is a fascinating and colourful land. 
There is unlimited scope for the practice of Dermatology. I should like als~ 
to thank Dr. W. J. Vickers, C.M.C., D.M.S. Singapore, Brig. J. T. Collins, 
O.B.E., D.M.S. F ARELF, and Col. J. H. Anderson, O.C., B.M.H., Singapore, 
for permission to publish. 

REFERENCES 
CORNBLEET, T. (1933') Arch. Derm. Syph. N.Y., 28, 526. 
CREW, W. H:, ami WHITTLE, C. H. (1938) f. Physiol., 93, 335. 
DOWDING, and ORR (1937) B.I. Derm. Syprh., 44, 298. 
EMMONS, C. W., and HOLLAENDER, A. (1945) Arch. Derm. Syph. N.Y., 52, 257. 
FASAL, P. (1945) Arch. Derm. Syph. N.Y., 51,163. 
FERGUSSON, A. G. (1948) Modern Tl'ends in Dermat()logy. 
GREENWOOD, K. (1949) f.R.A.M.C., p. 284~9, June. 
LEGGE, R. T., BONAR; L.,and TEMPLETON, H. J. (1933) Arch. Derm. Syph. N.Y., 27, 12. 
SEQUEIRA, J. H., INGRAM, J. T., and BRAIN, R. T. (1947) Diseases of the Skin. 
TURNER, T. B. (1942) Trans. Assoc, Amer. Physic., 57, 265. 
--, McLE()D, C., and UPDYKE, E. L. (1947) A mer. 1. Hyg., 46, 287. 

WALKER, J. (1950) B./. berm. Syph., 62, 6. 
W.O. Report on Skin Disease F.A!RELF 1947-8 . 

• 

guest. P
rotected by copyright.

 on M
ay 22, 2023 by

http://m
ilitaryhealth.bm

j.com
/

J R
 A

rm
y M

ed C
orps: first published as 10.1136/jram

c-97-02-08 on 1 A
ugust 1951. D

ow
nloaded from

 

http://militaryhealth.bmj.com/

