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CHAPTER 1   

LITERATURE REVIEW   
 

INTRODUCTION 
 

After Johannesburg, Cape Town is South Africa's second-most populous city. The city's 

population was 3.8 million in 2018.[1] The socioeconomic status of inhabitants in the city is 

variable. Some people can afford private medical care because they have sufficient funds or 

medical insurance. According to the World Bank Group (Poverty & Equity Brief South 

Africa Sub-Saharan Africa) in 2020, around 55.5% (30.3 million) live below the national 

poverty line, with approximately 1 in 7 (13.9%) households in South Africa living in informal 

housing settlements, (Statistics South Africa, StatsSA).[2] Unemployment was estimated at 

23.6% of the adult population in 2018.[3]
 While good quality water is available in all areas, 

families living in informal housing areas may have to share an outside water tap and water 

trough. There are three state tertiary dermatology units in Cape Town, located at Groote 

Schuur Hospital (GSH), Tygerberg Hospital, and Red Cross War Memorial Children’s 

Hospital (RCWMH), serving the population of Western Cape Province. Local clinics and 

district hospitals provide primary health care.    

According to a study in the United States in 2001,[4] appointments for skin disorders account 

for up to 6% of office visits in primary care settings, and up to 25% of patients visiting a 

primary care doctor have a skin disorder, even if this is not the reason for the appointment. In 

India, skin disorders were reported by 9% of people seeking primary care in 2015.[5] This 

compares with a study from South Africa in 2012, with 5.2% of patients attending primary 

care for a skin complaint.[6]  

Most people in South Africa receive specialist care through a referral from primary health 

care or community health centres to tertiary hospitals. Patients may have to travel hundreds 

of kilometres to get to a tertiary hospital and there are long waiting lists.[7]
 

Admission to a state tertiary hospital is expensive for the state and may have occupational 

and psychosocial impacts on the individual. However, does such an admission ultimately help 

to reduce future costs, while reducing the long-term impact of skin disorders on the 

individual, their family, or their community?  
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POSSIBLE BENEFITS OF HOSPITAL ADMISSION  
 

People with skin disease may benefit from hospitalization in one of many ways, including (1) 

close monitoring of their condition, medical treatment, and skilled nursing care for a small 

percentage of seriously ill patients; (2) learning how to manage their condition themselves in 

the future and (3) the absence of domestic pressures; with a potential reduction in anxiety and 

depression. Overall improvement in the quality of life has been demonstrated in patients 

admitted to hospitals for skin disorders.[8-10] However, there are no defined admission criteria 

for dermatologic patients.[11] 

LITERATURE SEARCH 
 

The literature search was conducted using PubMed, with the following search terms: 

Dermatology ward; hospitalization; in-patient; admissions; the impact of skin disease. 

SUMMARY AND INTERPRETATION OF LITERATURE 

 

Dermatology is mostly an outpatient specialty, with inpatient services playing a minor but 

important part.[12] According to Jessop et al in 2002 the majority of admissions to GSH's 

dermatology unit in South Africa were for eczema, psoriasis, leg ulcers, skin infection, and 

bullous disease.[7] Adverse drug reactions have also been identified as a frequent cause of 

admission.[12]     

 

The mean patient admission age is variable in different countries according to studies from 

South Africa in 2002[7] (34.l years) and Nepal in 2012[12] (34.l years), with older ages 

reported from Iran in 2008[13] (44 years) and from the United Kingdom (UK) in 2002[14] (53 

years). 

 

Adverse drug reactions were found to be a common reason for dermatology admission, with 

12.7% noted in Nepal in 2013[12] and 5% and 8.3% in Spain and South Africa respectively.[7, 

15] The most likely explanation for a higher percentage of adverse drug reactions is the high 

incidence of tuberculosis and human immunodeficiency virus/acquired immunodeficiency 

virus (HIV-AIDS) in some communities. According to the World |Health Organisation 

(WHO), the HIV prevalence in SA in 2019 was 20.4%, with  one in five people living with 

HIV,[21] while the WHO estimates that 360,000 people fell ill with TB in 2019.[22] It has been 

shown that in people with HIV/AIDS there is an increased occurrence of severe drug 
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reactions.[18,19] Furthermore, a genetic predisposition may play a significant role in many 

types of drug reactions, based on two studies from South Africa 2015 and 2017.[19,20]  

 

Mosam et al[21] conducted a study from 1995 to 2001 in KwaZulu-Natal, South Africa, to 

compare and evaluate HIV frequency, disease spectrum, and demography in inpatients with 

skin disease. The authors found that seborrhoeic dermatitis, adverse drug eruptions, psoriasis, 

and erythroderma are the commonest diagnoses in HIV-positive people admitted. However, 

the indications for admission are likely to vary in different countries. The majority of visits to 

emergency departments and inpatient admissions for skin disorders in the UK are due to 

cellulitis and other infections of the skin and its appendages.[22] Dermatology inpatient 

admissions continue to rise as a percentage of overall admissions in the United States.[23] The 

main reasons for admission are reported to be a severe or extensive skin disease, outpatient 

treatment failure, need for observation and/ or investigations to establish the diagnosis, need 

to assess the progress, or for certain psycho-socio-economic reasons.[24,25] A similar study 

carried out in Scotland and Northern England showed disease severity, concomitant social 

conditions, and medical issues to be the most common reasons behind hospitalization.[22] 

CONCLUSION  
 

The literature reviewed suggests that the most common dermatological reasons for admission 

to a tertiary hospital include drug reactions, psoriasis, eczema, and bullous skin disorders, 

while connective tissue disorders, infections, and vasculitis were also observed.[7, 12, 21] The 

key indications for admission were the extent of the disorder and severity, the failure of 

outpatient care, and the psycho-socio-economic factors. The generally favourable outcomes 

might support the future use of inpatient care for people with severe skin disorders.  
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ABSTRACT  

Background: Groote Schuur Hospital (GSH) Division of Dermatology receives many 

referrals from local clinics and hospitals. Some of these patients are admitted to the 

dermatology wards for diagnosis and/or management. It is important to look at the spectrum 

and outcome of these patients who are admitted to dermatology wards at the hospital, to 

inform policy.  

Objectives: To characterise the spectrum of dermatological conditions requiring admission, 

to determine the outcome and to describe the factors that may influence the outcome of 

dermatological conditions in patients admitted to the dermatology wards at Groote Schuur 

Hospital in South Africa. 

Methods: This research employed descriptive retrospective analysis to describe the 

dermatology inpatients who were admitted to dermatology wards at Groote Schuur Hospital 

over the period January 2017 to December 2017. 

Results: There were a total of 120 admissions to Groote Schuur Hospital Dermatology wards 

in 2017. Of these, 89 (74.1%) were new admissions and 31 (25.8%) re-admissions. The most 

frequent diagnosis was drug reaction (27.5%), followed by psoriasis (23.3%), eczema 

(17.5%), and bullous disease (10%). Less common indications for admission were infections, 

lupus erythematosus, scabies, ulcers, pyoderma gangrenosum and cutaneous small-vessel 

vasculitis. The outcome of the admission was usually favourable. 

Conclusions: The most common diagnoses on admission were drug reactions, psoriasis, 

eczema, and bullous diseases. The generally favourable outcomes would support the future 

use of inpatient care for people with severe skin disorders.  

Keywords: dermatology ward, inpatients, admission, hospitalization, and impact of skin 

disease.  
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Groote Schuur Hospital…………………………………………………………....(GSH)  

Red Cross War Memorial Children’s Hospital…………………………………....(RCWMH)  

Human Immunodeficiency Virus…………………………………………………. (HIV) 
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Adverse Drug Reactions…………………………………………………………...(ADR) 

United Kingdom…………………………………………………………………...(UK) 
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Human Research Ethics Committee………………………………………………. (HREC) 
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Stevens-Johnson Syndrome………………………………………………………...(SJS) 

Toxic Epidermal Necrolysis………………………………………………………. (TEN) 

Drug reaction with eosinophilia and systemic symptoms…………………………(DRESS) 
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INTRODUCTION AND BACKGROUND  

 

Cape Town is the second-most populous city in South Africa after Johannesburg. In 2018 the 

population of the city was 3.8 million.[1] The socioeconomic status of the people in the city is 

variable. Some people have sufficient funds or medical insurance to have the benefit of 

private medical facilities. According to the World Bank Group (Poverty & Equity Brief South 

Africa Sub-Saharan Africa) in 2020, around 55.5% (30.3 million) of the population in South 

Africa live below the national poverty line, in low-cost or informal housing settlements. 

Unemployment was estimated at 23.6% of the adult population in 2018.[2]
 While good quality 

water is available in almost all areas, families living in informal housing areas may have to 

share an outside water tap and water trough. In Cape Town there are three state tertiary 

dermatology units, situated at GSH, Red Cross War Memorial Children’s Hospital 

(RCWMH), and Tygerberg Hospital, serving the population of Cape Town and the province 

of the Western Cape. Local clinics and district hospitals provide primary health care. 

Dermatology at GSH is an outpatient-oriented specialty, as 8617 adult patients were seen in 

the dermatology outpatient clinics in 2017. 

A study done in the United States in 2001[3] showed that in the primary care setting, the 

consultations for skin conditions account for up to 6% of office visits, and as many as 25% of 

patients visiting a primary care doctor have a skin condition, although it may not be the 

reason for the visit. In India, 9% of people presented to primary care with skin disorders in 

2015.[4] This compares with a study from South Africa in 2012, with 5.2% of patients 

attending primary care for a skin complaint.[5] 

In South Africa, specialist care for most people is available on a referral basis, from primary 

health care or community health centres to tertiary hospitals. Patients may sometimes need to 

travel several hundred kilometres to reach a tertiary hospital and the waiting lists are 

generally long.[6] 

Admission to a state tertiary hospital is expensive for the state and may have an occupational 

and psychosocial impact on the individual. However, does such an admission ultimately help 

to reduce future costs, while reducing the long-term impact of skin disorders on the 

individual, their family, or their community?  
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The Division of Dermatology at GSH has 18 beds dedicated to dermatology inpatient care. 

According to hospital outpatient records, 8617 adult patients were seen in the dermatology 

outpatient clinics and there were 120 admissions to dermatology wards in 2017. Admission to 

a tertiary institution in South Africa costing between R2,637 and R4,257 daily in November 

2020.1 Patients are usually admitted either for disease control or diagnostic workup or both. 

According to the researcher’s knowledge, the spectrum and outcome of these admitted 

patients were last documented in 2002.[6] Limited reviews of inpatient dermatology exist in 

the current medical literature. This study could contribute to the improved selection of 

patients considered for admission to dermatology wards in South Africa. 

Dermatology is mainly an outpatient specialty in which inpatient service has traditionally 

played a small but significant part.[7] Jessop et al[6] documented that most of the admissions to 

the dermatology unit at GSH were for eczema, psoriasis, leg ulcers, skin infection, adverse 

drug reactions and bullous disease.  

 

Mosam et al [8] conducted a study aimed to compare and assess the HIV frequency, disease 

spectrum, and demography in inpatients with skin disease in KwaZulu-Natal, South Africa, 

over the period from 1995 to 2001. The authors found that the majority of admissions in the 

HIV-positive group were for seborrhoeic dermatitis, adverse drug eruptions, psoriasis, and 

erythroderma. However, the indications for admission are likely to vary in different countries.  

Cellulitis and other infections of the skin in the United Kingdom (UK) are the reasons for the 

majority of visits to emergency departments and inpatient admissions for skin conditions.[9] In 

the United States, the numbers of dermatology inpatient admission continue to increase as a 

percentage of total admissions.[10] The main reasons for admission are reported to be a severe 

or extensive skin disease, outpatient treatment failure, need for observation and/ or 

investigations to establish the diagnosis, need to assess the progress, or for certain psycho-

socio-economic reasons.[11, 12] A similar study carried out in Scotland and Northern England 

showed disease severity, concomitant social factors, and medical problems to be the most 

common reasons for hospitalization.[9] 

 

 

 
1 Direct communication with the general medicine department in GSH.  
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Possible Benefits of Hospital Admission  

People with skin disease may benefit from hospitalization in one of many ways such as (1) 

the small percentage of seriously ill patients who benefit from careful monitoring of their 

condition, medical treatment, and skilled nursing care; (2) the opportunity to gain the skills to 

manage their condition themselves in the future and the absence of domestic pressures; (3) 

potential improvement in measures of anxiety, depression and overall quality of life, which 

have been shown to improve notably in patients admitted to hospital for skin conditions.[13-15] 

However, no admission criteria for dermatologic patients have been defined.[16]  

RATIONALE AND RELEVANCE 

 

This study could make a contribution towards establishing the reasons for and benefits of 

admission. This could lead to improved selection of patients for admission and possibly cost 

saving in the health sector. 

OBJECTIVES OF THE RESEARCH 

 

The main objectives of this research are: 

1. To determine the disease profile of patients admitted to a tertiary dermatology ward, 

including the possible change in comparison with the previous study at GSH. [6]  

2. To determine the outcome of dermatological conditions in patients admitted to the 

dermatology ward, as shown by: 

a. Change in body surface area (BSA). 

b. Description of the condition in ward discharge notes, e.g., completely clear/ 

partially clear/ not clear on discharge. 

c. Degree of healing of erosions and ulcers (unchanged or partially or completely 

healed). 

d. Telephonic communication with patients, to gain their perspective on possible 

benefits or problems encountered. 

3. To investigate the relationship between diagnosis, age and duration of admission, and 

the degree of skin clearance. 
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METHODS 

 

This was a descriptive retrospective study, conducted in the dermatology ward at GSH. It 

included all patients who were admitted under the care of dermatology staff, over the period 

from January 2017 to December 2017.  

The inclusion criteria for the sample were:  

● All patients admitted to the dermatology ward  

● All patients admitted to other wards at GSH, such as the paediatric department, for 

skin problems  

● Children and adults of all ages  

 

The exclusion criteria for the sample were:  

● Ward consultations from other units  

● Patients who were admitted to the dermatology ward by another unit  

● Outpatients attending the ward for treatment, e.g., dressings or phototherapy 

Approval to conduct the research was granted by the Human Research Ethics Committee 

(HREC REF: 550/2019) of the University of Cape Town.  

The data, originally recorded in patients’ notes by registrars, was collected from patients’ 

folders in the Medical Records office at GSH. Patient privacy and confidentiality were 

carefully maintained in the management of the data. At enrolment, names and file numbers of 

patients were entered into a study register. The study register was kept at the division of 

dermatology, and only study staff could access this information. The following data was 

captured (see Appendix 1): 

● Age 

● Diagnosis for the current and previous admission 

● Admission state  

● Outcome (body surface area for psoriasis and ADR; degree of clearance for other 

diagnoses) 

To determine how the patients had experienced their admissions, patients were asked to 

engage in a telephone interview, after discharge. Twenty patients were available to answer 

questions. The questions asked during the telephone call are shown in Appendix 2.  
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Statistical analysis  

Data analysis was performed by a clinical epidemiologist/biostatistician. Data capture was in 

Microsoft Excel and exported to Stata 13.0. For descriptive statistics, the categorical 

variables were summarized using frequencies and percentages. To examine the associations 

between demographic and clinical factors with the duration of admission, the non-parametric 

Kruskal-Wallis test was used for continuous variables and univariate logistic regression 

analysis for categorical variables.[17] Duration of hospitalisation, a continuous skewed 

variable, was stratified into a binary categorical outcome (below and above the mean duration 

of the cohort). A similar analysis approach was used to examine the associations between 

demographic and clinical factors. Looking at a complete clearance of skin lesions the 

outcome was categorized as a binary variable: complete clearance vs. little plus almost 

clearance. P-values were 2-sided and considered statistically significant if <0.05. 

ETHICAL CONSIDERATIONS 

This research was approved by the Departmental Research Committee of the medical 

specialties of the University of Cape Town UCT, and the ethical approval was granted by the 

Research Ethics Committee, Faculty of Health Sciences, UCT (HREC REF: 550/2019). 

Telephonic consent was obtained using the UCT standard format as in the appendix, for those 

patients who were interviewed by telephone. Privacy and confidentiality were maintained 

throughout the study. 

 

BUDGET 

None required. No remuneration for either patients or staff. 
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RESULTS 

Of the 120 admissions, 75 (62.5%) were female and 45 (37.5%) male. The age range was 

from 11 to 94 years (mean 41.5 years). Six (5%) of the patients were less than 18 years old, 

87 (72.5%) were between 18 and 60 years old, and 27 (22.5%) were more than 60 years old. 

The new admissions were 89 (74.2%), while the re-admissions number in and before the 

study year were 31 (25.8%). No deaths were recorded during admission. Appendix 1 shows 

the diseases in each group. The numbers of each group (new admission and re-admissions) 

are presented in Table 1.  

Table 1  Diagnosis at Admission  

 

Final Diagnosis 

Type of Admission 

Total (n)% New Admission 

(n) Re-admissions (n)   

Adverse Drug Reaction 

(ADR) 
27 (30.3%) 6 (19.3%) 33 (27.5%) 

Psoriasis 19 (21.3%) 9 (29%)  28 (23.3%) 

Eczema 18 (20.2%) 3 (9.6%)  21 (17.5%) 

Bullous disorder 6 (6.7%) 6 (19.3%) 12 (10%) 

Infection 8 (8.9%) 1 (3.2%)  9 (7.5%) 

Others 7 (7.8%) 1 (3.2%)  8 (6.6%) 

Ulcer 1 (1.1%) 3 (9.6%)  4 (3.3%) 

Lupus erythematosus 2 (2.2%) 1 (3.2%)  3 (2.5%) 

Scabies 1 (1.1%) 1 (3.2%)  2 (1.6%) 

Total  89 (100%) 31 (100%) 120 (100%) 

Based on table 1 the most common indication for admission is ADR in which the SJS/TEN 

spectrum was the most common (11 of 33), followed by the drug reaction with eosinophilia 

and systemic symptoms (DRESS) (9 of 33). Among the ADR admissions the incidence of 

tuberculosis was 13/3) and HIV-AIDS (9/3). 

Admission notes indicated that the main reasons for admission were severity, the extent of 

the disease, and outpatient treatment failure. Psych-socio-economic problems were a further 

reason for the admission. 
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Table 2      Admission Status based on the BSA for psoriasis and drug reaction 

(SJS/TEN* spectrum) 

BSA Psoriasis Drug Reaction (SJS/TEN* spectrum) 

 Number Mean Range Number Mean Range 

< 10% 2 

 

22.8 

 

482 

7 

 

11.2 

 

54 

10 – 30 % 7 6 

30 – 50 % 13 9 

>50 % 5 8 

Erythroderma 11.66% (12/120) of all admissions (6, 4 secondary to ADR, psoriasis, 

respectively). 
*Stevens-Johnson syndrome /toxic epidermal necrolysis. 

As noted in table 2 most of the patients presented with body surface area involvement (BSA) 

of 10 - 50%, 20/27(74.07%) for psoriasis and 15/30(50%) for SJS/TEN spectrum 

respectively. Erythroderma was seen in 11.66% (12/120) of all admissions (6, 4 and 4 

secondary to ADR, psoriasis, and eczema, respectively). 

The duration of admission was between 2 and 84 days, with a median of 14 days (mean 9.82 

days). The median duration of admission for each group of diseases is illustrated in Figure 1 

below. 

Figure 1 Duration of Admission (days) 

 

*Miscellaneous: cutaneous small-vessel vasculitis, hidradenitis suppurativa, generalized morphoea, metastatic Crohn's disease, nodular 

prurigo, palmoplantar keratoderma, pyoderma gangrenosum. 

 
The high value of the range resulted from the fact that one of the psoriasis patients stayed in the hospital for 53 

days, while the lowest admission period was 5 days. 
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The duration of hospitalisation (Figure 1) for all diagnoses did not differ significantly (all p 

values>0.05), and there was no association between median duration of admission and age. 

The patients in the BSA > 50% group had a significantly higher median duration of 

admission than that of the whole cohort (p=0.046). A difference was not observed for the 

other BSA groups. 

The skin improvement for patients on discharge is presented in Figure 2.  

Figure 2 Skin Lesion Outcomes 

 

    

On discharge, 94% of the patients had cleared or almost cleared skin lesions, while only 6% 

showed a slight improvement in their condition.  

Healing of the four patients with cutaneous ulcers was partial in 3 (2 with venous stasis, and 1 

with Kaposi’s sarcoma). The ulcers secondary to pemphigus vulgaris healed completely. 

The median age was similar among those with complete clearance compared to those with 

incomplete clearance, 41 years (11-94) vs. 42 years (14-75) respectively (p<0.596). Similarly, 

the median number of admissions was similar among those with complete clearance 

compared to those with incomplete clearance,1 (1-8) vs. 1 (1-6) respectively (p < 0.205). 

There were statistically significant associations observed between complete clearance of 

lesions and diagnosis at admission (all p-values < 0 .05), more obviously with infection, 

lupus, scabies, bullous disorders, ADR and eczema, in comparison with psoriasis and ulcers.  

43%

51%

6%

  Cleared   Almost cleared Slight improvement
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Admission status was not related to complete clearance of lesions except for patients with 

psoriasis with BSA 30-50% (32.0% vs. 20.6% for complete clearance vs /almost cleared, p < 

0.037). 

The results of telephone interviews with 20 of the 120 patients are summarised in Table 3.  

Table 3 Telephonic interview outcomes 

Positive Feedback Negative Feedback 

● Helpful as my skin much better (13/20) 
● Food not nice as it’s public hospital 

(1/20) 

● Nice doctors and nurses (13/20) ● Away from family (10/20) 

● Helpful staff (13/20) ● Crowded and busy (3/20) 

● New friends (5/20) ● Wake me up early (1/20) 

● Yes, treatment on time (1/20)  
● Night nurses sometimes not helpful 

(2/20) 

● Yes as treatment worked well (6/20) ● Worry about my work (1/20) 

● Saved my leg, helpful staff (1/20)   

● Comfortable place (1/20)   

● Good experience (2/20)   

The results of the telephonic interviews indicated that the 20 people who were able to 

respond all knew their diagnosis and most (17/20) indicated that while in the ward they had 

gained a better understanding of the causes and triggers of their diseases. Only one did not 

know his treatment. Most patients gave positive feedback about the experience of being in the 

hospital. However, 17 patients did give some negative feedback namely, that they missed 

their family, found the staff very busy, worried about their work and did not enjoy the food. 

One patient complained that the night nursing staffs were sometimes unhelpful.  

Based on the average standard cost of R3447 (R2637 to R4257) daily for each patient, the 

total cost of admission for 537 days for 33 psoriasis patients was approximately R1 851 039. 
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DISCUSSION  

 

Dermatology at GSH is an outpatient-oriented specialty, as 8617 adult patients were seen in 

the dermatology outpatient clinics, whereas 120 patients (1.39%) were admitted to the 

dermatology wards in 2017.  

The severity, the extent of the disease, and possible outpatient treatment failure were the main 

indications for admission. Some of the patients appeared to have been admitted for psycho-

socio-economic reasons. This is in line with what was found in other studies.[9,11,12] The 

majority of patients admitted were females, 75 (62.5%). The mean patient age was 41.5 years 

(11 to 94 years), older than that reported at the same institution in 2002[6] and from Nepal in 

2012[7] (34.l years), but younger than that reported from Iran in 2008[18] (44 years) and from 

the UK in 2002[19] (53 years). 

Adverse drug reaction (ADR) was the most common indication for dermatology admission, 

(27.5%). This is high when compared with the 12.7% noted in Nepal in 2013 and the 5% in 

Spain in 2002.[7, 20] The most likely explanation for a higher percentage in our study is the 

high incidence of tuberculosis (13/34) and HIV-AIDS (9/34), which reflects the prevalence in 

our community. According to the World |Health Organisation (WHO), the HIV prevalence in 

SA in 2019 was 20.4%, with  one in five people living with HIV,[21] while the WHO 

estimates that 360,000 people fell ill with TB in 2019.[22] It has been shown that in people 

with HIV/AIDS there is an increased occurrence of severe drug reactions.[23, 24] Furthermore, 

a genetic predisposition may play a significant role in many types of drug reactions, based on 

two studies from South Africa in 2015 and 2017.[24-25] Among the ADRs, the SJS/TEN 

spectrum was the most common (11 of 33), followed by the drug reaction with eosinophilia 

and systemic symptoms (DRESS) (9 of 33).  

Psoriasis was the second commonest reason for admission (23.3%) and eczema was third 

(17.5%), while in the previous study at GSH in 2002, psoriasis (21.8%) was the third reason 

and eczema (33.1%) was the second.[6] However, psoriasis is the main reason for re-

admission. Reasons for this may be the frequent difficulty in obtaining medications from 

primary care, treatment relapse or failure, and the difficulty for some patients in attending 

phototherapy or outpatient visits at the tertiary level. 
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There was only one oncology patient admitted, with Kaposi’s sarcoma, which could be 

explained by the fact that other disciplines are admitting such patients.  

The mean duration of stay of 18.29 (2-84) days was longer than reported in studies in 

Pakistan (9.82 days) in 2009[11] or Nepal in 2013 (6.83 days).[7] The explanation for the 

longer stay at GSH could be the higher prevalence of severe ADRs, such as SJS/TEN and 

DRESS, as department staff tried to attain maximum benefit and clearing before the patient 

was discharged, to reduce the need for domiciliary treatment and to decrease the chance of 

flare-ups. Also, there is a shortage of home nursing services in South Africa and some 

patients have limited resources at home.   

Most of the feedback from patients on their experience of treatment during admission was 

positive, although 75% had non-medical issues, such as missing family and feeling concerned 

about work. Most stated that they had gained further understanding of their diagnosis and 

their treatment (85% and 95% respectively).  

There was a degree of satisfaction expressed by the small group of interviewed patients with 

the medical services of the division. This satisfaction is supported by the results showed in 

Table 3, with 94% of patients on discharge having either complete or nearly complete 

clearance of skin disease. However, some people expressed dissatisfaction with the general 

services such as food and overcrowding.  

LIMITATIONS OF THE RESEARCH  
 

As this was a retrospective study, we depended on the discharge letter and notes, so much 

detailed information was not available, as was noted in a study in Australia in 2016.[26] A 

prospective study would provide much more accurate figures for the outcome of hospital 

stay. As the telephonic interviews included only 20 of the 120 patients, the information 

obtained might not be truly representative. Also, the researcher was unable to interview the 

children admitted to the children's wards. 

CONCLUSIONS 
 

The most common dermatological reasons for admission to a tertiary hospital in Cape Town 

included drug reactions, psoriasis, eczema, and bullous illnesses, while other important but 

less common conditions included connective tissue diseases, infections, and vasculitis. The 
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extent of the disease and severity, outpatient treatment failure, and psycho-socio-economic 

reasons were the main indications for the admissions. The generally favourable outcomes 

might support the future use of inpatient care for people with severe skin disorders.  

Author Recommendation: A prospective study is needed as this study did not record the 

effect of skin disease on the patient’s quality of life and could not accurately identify the 

degree of improvement after admission. 
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