
4 Junie 1955 S.A. TYDSKRIF VIR GENEESKUNDE 543

compensated for the small working unit, and the larger
floor space compensated for the larger working units;
so that factory size is not shown to be a controlling
factor here as in the Boot and Shoe Industry. The
density of our workers, as mentionl(d above, decreases
as the factory gets larger, contrary to what was shown
in the Boot and Shoe Industry.

In our survey we have not noticed any difference
in the prevalence of pulmonary tuberculosis in the
more modern factories, as compared with the older
factories where the machinists are placed face-to-face.
The modern factories have their workers working one
behind the other with the goods moving down the
lines from the back forward, and one is tempted to
think that these methods are preferable.

The prevalence of pulmonary tuberculosis is higher
in this industry than has been found in industry as a
whole in Durban, l and this might possibly be due to
the continuous close contact resulting from the working
conditions of this industry, which favours the spread
of any infectious disease.

As previously stated, it is considered by most workers
to be a suitable employment for ex-tuberculosis patients.
Tbe majority of the workers are non-Whites, who are
not always particular whether they have treatment or
not, as long as they can hold a job and earn a living.
In other industries the workers are rarely grouped so
closely together throughout the working day, and
tuberculous cases deteriorate more rapidly and so have
to stop working sooner, with the result that they possibly
infect fewer of their fellow workers:

Stage of Disease. The extent of pulmonary involve­
ment shows that 69·5 % of the cases were minimal,
20 % moderately advanced and ]0 ·5 % far advanced
(Table Ill). It is interesting to note that the extent of
the disease present in the various races does not show
any significant differences. It is also to be noted that
the group of ]84 workers caught up in the second
attempt did not make any difference to the original
results, and could not therefore be considered as a group
who defaulted purposely.

. :

CONCLUSIO S

This 99 ·28 % mass X-ray survey of the workers in the
clothing industry has shown that with the co-operation

of the Industrial Council and the management of the
industry a complete survey is possible in Durban.

The prevalence of pulmonary tuberculosis is high
in the clothing industry at present compared with
other industries in Durban.

Active pulmonary tuberculosis is more prevalent
amongst the Natives than other races.

There is a definite increase of pulmonary tuberculosis
with age.

Pulmonary tuberculosis may be more prevalent in
males than in females.

There appears to be no relation between the size
of a factory and the prevalence of pulmonary tubercu­
losis.

SUMMARY

A survey of the clothing industry in Durban is de­
scribed in which 7,456 workers were X-rayed out of a
total group of 7,510 (99 ·28 % coverage).

The material consisted of workers in 4 different
races, all age-groups and both sexes.

The material is presented in charts and tables, with
conclusions drawn from the statistically significant
data.

We wish to express our thanks to Mr. B. Brinton and Mr. S. H.
Curtis of the Clothing Industry for their great efforts in organizing
this survey. We should also like to thank Mr. E. A. Pillinger and
Mr. J. H. Fleming for their invaluable assistance, Dr. B. A. Dormer
for his advice, and the Secretary for Health for permission to
publish this report.
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ONGEWONE GEVAL VAN PYN IN DIE REGTER ILIAC FOSSA

P. W. HATIINGH, M.B., CH.M. (RAND)

Eertydse Chirurgiese Registrateur, Mile End-hospitaa/, Londen

Dit is welbekend dat daar verskillende oorsake van pyn
in die regter iliac fossa is en dit kan nooit met sekerhe~d

voornit gese word wat die bevindings sal wees by die
operasie vir die pyn in die buik in daardie geweste nie.

Hierdie geval was opgeneem -met 'n diagnose van
akute blindedermontsteking, maar by' operasie bet dit

. geblyk 'n ongewone oorsaak van die pyn te wees en in
die ·literatuur kon geen a'nder soortgelyke geval opge-

spoor word rue. Hierdie ongewone bevindings kan in
gedagte' gehou word as 'n oorsaak van pyn in die regter
iliac fossa, maar daar is geen metode waarby die diag­
nose voor die operasie vasgestel kan word rue.

RAPPORT VA GEVAL

'n Skooldogter van 13 jaar was toegeIaat tot die hospitaal
met die k]agte van maagpyn, opbring en frekwensie van
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urinering. Die aanval het dieselfde dag begin terwyl
sy op skool was en dit was so erg oat sy moes gaan le.
Die pyn het in die regter iliac fossa begin en het net
daar gebly. Sy het eenmaal opgebring, maar dit het
geen yerskil aan die pyn gemaak nie. Haar ontIasting
was normaal, eenmaal per dag. Menstruasie het nog
nie begin nie.

By Ondersoek. Sy was normaal in bou en voorkoms,
maar het koorsig daar uitgesien en haar to)1g was nie
skoon nie. Haar temperatuur was 99° F en die pols
88 per minuut. Hart en longe was normaal. In haar
buik kon 'n mens spanning in die regter iliac fossa
opmerk en sy was teer daar. Die res van die buik het
niles abnormaals getoon nie. Later het hierdie tekens
erger geword en klimes is die diagnose van akute blinde­
dermontsteking gemaak en is daar besluit om te opereer.

Operasie. Die operasie was nog dieselfde dag gedoen.
'n Snit was gemaak onderkant die nael net regs van die
middeIIyn. In die peritoneum was geen vrye vog nie.
Die blindederm was lank en dun en het heeltemal
normaal gelyk. Dit was verwyder aangesien dit vry
was en maklik om te verwyder. Histologiese ondersoek
later het dit bevestig dat die blindederm normaal was.

Die blindederm was dus nie die oorsaak van die
akute tekens en simptome nie en gevolglik was verder
gesoek. 'n Klein pers knoppie was gevind aan die
onderkant van die mesosalpinx naby die vry kant en
naby die fimbria van die regter buis.

By nader ondersoek het dit geblyk dat hierdie knoppie
bestaan het uit 3 kiste van Morgagni. Elk van hierdie
was so groot as 'n ertjie en elk het 'n stingel van om­
trent 'n halfduim lank gehad (sien Fig. I). Hierdie
3 stingels was vasgewilckel in 'n ware knoop en dit
het as gevolg gehad die vasknelling van die 3 kiste.
Dit was moeilik om hierdie, knoop te ontrafel. Die
kiste met hulle stingels was gevolglik yerwyder en geen

Fig. 1

ander abnormaliteit was in die buik gevind me. Die
wond is toe toegemaak. Die pasient het gou herstel
en was 12 dae daarna ontslaan. Daarna was daar geen
herhaling van haar simptome nie en tot nou nog toe
is sy gesond. .

Daar was geen twyfel nie dat hierdie knoop wat
gevorm het en die gevolglike vasknelling van die kiste
die oorsaak van die pyn in die regter iliac fossa was
en dat dit so opvallend gelyk het na 'n akute blinde­
dermontsteking.

SUMMARY

A case of strangulation of cysts of Morgagni in a young
girl is reported, resulting in signs and symptoms re­
sembling those of acute appendicitis.

My dank is ek verskuldig aan Mnr. S. W. Holmes, ER.C.S.,
Chirurg van die Mile End-hospitaal, vir toestemming om hierdie
geval te publiseer.

ASSOCIATION NEWS : VERENIGINGSNUUS

IMPRESSIONS OF POSTGRADUATE GENERAL PRACTmONER COURSES IN· LONDON AND NEW
YORK IN 1954

JULlUS H. KRETZMAR, M.B., CH.B. (EDIN.)

Kimberley

The second world war and 6 vears of active service in the war must
have played havoc with the postgraduate aspirations and ambitions
of thousands of doctors the world over. The return from service
to civilian medical practice at the end of 1945 meant for many a
completere-orientation and the start of a long struggle for rehabili­
tation, re-establishment and progress. In different categories it
took different forms. In Kimberley we were particularly fortunate
in the establishment of the Kimberley Medical Practitioners' Pool
-a unique experiment which safeguarded the practices of the men
away on active service, and which we must not be in a hurry to
forget.

With the passing of the years, the need for a general refresher
course in general practice became urgently felt. The idea of studying
for a further degree (with or without ideas of the specialist register)
was dismissed owing to professional and domestic exigencies, and
the final decision was a refresher course extending over not
more than 3 months.

Dr. James Black1 in his report on postgraduate training in Great

Britton dealt mainly with the graduate intending to specialize.
The present question is, 'What is the general practitioner of about
20 years' standing to do with nsgard to postgraduate refresher
work?' Apart from a course held immediately after the war for

·returned ex-servicemen, and the one week's course run by the
University of Cape Town in January 1955 and now pending in
June/July 1955, there has been no other organized G.P. refresher
work.

While all this was under consideration there appeared a letter
in the Journal of 16 May 1953 from Dr. D. Dodds; a Cape ToWn
gra.d~te at .Chica~o, advising South African practitioners of the
facilItIes available m the U.S.A. and offering to obtain information
for inquirers.

I immediately_ wrote to Dr. nodds and in reply he kindly
refer:ed me to postgradu~te courses at New York (polyclinic,
MedIcal School and Hospital), Chicago (Cook County Graduate
School of Medicine) and Boston (Harvard Medical School).
He also mentioned the GP refresher courses held in England, and


