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intact mucosa and the possibility of a gastric ulcer in thi
c<1se is suggested. In the absence of an adequate history
\'le can only speculate. Recent autopsy studies in Uganda
sUggest a higher incidence of both gastric and duodenal
uJcers amongst the Baptu than was previously su pected. I •

Death in this case was probably caused by pneumonia.
We are unable to say whether or not this preceded the
ga tric infection. Clark suggests that the presence of a
rumour-like mass in gastro-intestinal mucormycosis may
signify an infection of longer duration than usually occurs. I2

An additional feature was the bilharzial ova in the liver
and lungs. Bilharziasis is common here in the Lowveld.
Dissemination of the ova probably decreased the patient'
resistance and may have been a contributory factor in the
fungus infection.

The clinical diagnosis of mucormycosis is not easy. In
most of the reported cases an antemortem diagnosis was
not made, perhaps because it was not suspected. At least
6 cases reported since 1955, however, have recovered.9 Of
these, 5 were cranial cases and the diagnosis was confirmed
either by a culture or by a biopsy in 4 of them. The 6th
was a pulmonary case, in which a lobectomy was done for
lung abscess.7 All 6 cases were in uncontrolled diabetics.

The pos~ibility of mucormycosis should be kept in mind
in any severe disease that is being intensively treated with
antibiotics, steroids or antileukaemic agents. Also, in such
a disease, worsening of the patient's condition should arouse
suspicion that a fungus infection has possibly occurred.
To confirm the diagnosis, cultures on Sabouroud's medium
can be made from sputum, bronchial washings, nasal smears,
gastric contents, stool, cerebrospinal fluid and the exudate
from chronic ulcers. Biopsies may be taken from suspicious
lesions. Laboratory contamination of cultures is likely
and the spores of these fungi may be found in the nose,
sputum and stomach of healthy persons. Thus close co
operation is necessary between clinician and mycologist to
assess the significance of positive cultures.·

The treatment of mucormycosis is difficult. If diabetes

i presem, the hyperglycaemia hould be carefully controlled
and all teroid and antibiotic therapy stopped or at least
re-e aluated. I Diabetic control was the chief feature in the
6 recovered ca es. The following have also been used in one
or more of the e cases: potassium iodide, de ensitization
to the fungus, parenzyme, antibiotics and mycostatin.9

The foeu of infection was excised in 2 ca es. The use of
antibiotics in the treatment of 1 case and al 0 myco tatin
i interesting, although of doubtful value. In another report
the u e of amphotericin B i ugge ted."

UMMARY

A ca e of gastric mucormycosis in a Swazi man, as ociated
\ ith a necrotizing pneumonitis, is pre ented. Mucormycosi,
especially of the lung and brain, usually occur econdarily
to some other di ea e such a uncontrolled diabetes and
leukaemia. Ga tro-intestinal mucormyco is i les often
een and may occur primarily. The fermented foods and

beer of the Bantu may possibly be factors in gastro-inte tinal
fungu infection by the introduction of exces ive numbers
of spores.

\ e wish to rhank Dr. H. J. Lurie for his helpful sugge tions
and the Armed Forces Institute of Pathology, Washington, for
the photomicrograph.
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DUPLICATION OF THE ALIME ITARY TRACT: REPORT OF A CASE

J. E. Roos-ScHoLTZ, M.B., CH.B., F.R.C.S.E., Pretoria

A 4-month-old White male child was admitted to the Pretoria
General Hospital with a history, given by the mother, of diarrhoea
and vomiting for a week before admission. The vomiting occurred
after each feed, it was not projectile in nature, and the vomited
material consisted only of ingested material. The stool was green
in colour, copious and watery, but was never blood-stained.
The child had been feverish and irritable but never definitely
suffering from cramp-like pains or abdominal distension.

The child was found to be weU fed though slightly anaemic
but with no jaundice or dehydration. The pulse rate was rapid
and the temperature lOO' gOF on admission. The abdomen was
not distended but a mass was palpable in the right iliac fossa
which was thought to be an ileocaecal intussllSception, being
sausage-shaped and lying longitudinally in the lower abdomen.
On rectal examination the mass could be palpated on the right
side and it was found to be mobile on bimanual manipulation.

X-ray examination with a barium enema was carried out and,
though the terminal part of the iJeum was not filled, the rest of
the colon filled easiJy and quickly and was normal in outline.
The caecum was seen to be displaced medially. Excretion and
retrograde pyelography showed Ihe kidneys to be normaUy situated,
thus excluding a tumour or anomaly of renal origin. The in
testinal gas shadows were seen to be displaced medially in the
right lower abdomen. The diagno i of.mesenteric cy t wa made,

and the attacks of diarrhoea and vomiting were thought to have
been caused by gastro-enteritis. _

The gastro-enteritis cleared up with regulation of the diet and
oral antibiotics, and the anaemia was corrected by blood trans
fusion.

At operation, under general anaesthetic through a right lower
abdominal paramedian incision, a cystic tumour measuring
about 2t x It x H· inches, and dumb-bell haped, wa een
lying 10ngitudinaIJy alongside and lateral to the caecum. The
appendix wa directed laterally and it tip was firmly adherent
to the anterior aspect of the lower pole of the cy t. A tail of omen
tum was adherent to the wai t, and from both the omentum and
the appendix blood ves els radiated over the cyst wall. A branch
of the right colic artery pas ed behind the ascending colon and
spread over the upper pole of the cy t (Fig. I). Removal of the
cyst was accompli hed by detaching the appendix from the caecum
and ligating and invaginating the tump; dividing the omentum
about It inches above it extremity, and ligating the branch of
the right colic artery to the cyst. The cy t wa ea i1y eparated
from the caecum. The abdomen wa clo ed in layer without
drainage of the peritoneal cavity. Convale cence was uneventful
and the child was alJowed home on the 7th post-operative day.

Anatomy and histology. The dumb-bell-shaped cy t consisted
of an upper relatively thick-walled part upplied by a branch



164 S.A. MEDICAL JOURNAL 20 February 1960

Fig. 1.

of the right colic artery. The waist and the lower pole were thinner
walled and received blood supply from the omentum and the
appendix (Fig. 1). The appendicular mesentery was completely
separate from the cyst, and the cyst covered by peritoneum con
tinuous with that of the caecum, was applied to the posterior
abdominal wall. Histological preparations were made from the
upper thick-walled part and the part to which the appendicular
tip was adherent. The upper pole consisted of a well-defined
muscular coat of smooth muscle arranged in two definite layers.

o mucous membrane could be identified. The section through
the appendix revealed that the muscular coat consisted of a single
layer of smooth muscle, which blended with the outer longi
tudinal muscle of the appendix. The mucous lining of the cyst
was thinned out and a layer of flattened epithelial cells was visible
in certain parts. Although lymphoid tissue was present in abund
ance in the appendix, none was present in the cyst wall itself.

COMMENT

Ladd and Gross',· grouped a variety of embryological anomalies
associated with the alimentary tract under the heading 'Duplica
tions of the alimentary tract'. These anomalies occur as diverti
cula, cysts and duplications and have a common developmental
origin, that of sequestration of part of the developing alimentary
canal in the 6 - 10 week embryo. The anomalies simulate the
bowel structurally; they contain smooth muscle layers and mucous
membrane resembling the mucous membrane of the bowel though
not necessarily of the contiguous parts. The anomalous structure
is usually partially or wholly adherent to the contiguous gut,
and histologically it may be noted that the muscularis intervening
is a common structure to both 'duplication' and contiguous bowel.
The mucous membrane may be well defined, or flattened or parti
ally or wholly absent as a result of enzymic or pressure necrosis.
These anomalies are usually situated along the mesenteric side
of the bowel from which they derive.

Duplications of the alimentary canal occur most commonly
in the ileocaecal region.'" Manifestations of 'duplication' ano
mal.ies of the appendix are relatively rare, occurring as multiple
diverticula· or as true duplications. 7 A case of a giant cyst of the
appendix has been described,· but this appears to have resulted
from a possible inflammatory process and the formation of a
mucocele. I have been unable to find any descriptions of true
enterogenous cysts of appendicular origin in the literature.

In the present case the cyst presented most of the features of an
enterogenous cyst on macroscopical. and histological examination.
Owing to tenseness caused by the 'accumulation ofa large quantity
of mucous fluid, the mucous membrane has survived only in
parts of the cyst. The situation of the cyst relative to. the caecum
was unusual, and the cyst was found to 'be completely separable
from that part of the bowel. It was, however, firmly attached
to the tip of the appendix and adherent to it on its mesenteric
aspect, although the mesa-appendix was not involved. On the
other hand, the absence of lymphoid tissue in the cyst wall, and
the fact that the blood supply was derived mainly from the right
colic artery, with a secondary supply through the adherent greater
omentum and appendix, preclude the presumption that the cyst
is derived from the appendix.

SUMMARY AND CONCLUSIO

An enterogenous cyst in the ileocaecal region of a 4-month-old
boy is described. This cyst may have resulted from a develop
mental fault in the developing appendix. The cyst was discovered
incidentally when the child presented with gastro-enteritis.

REFERENCES

I. Ladd, W. E. and Gross, R. E. (1941): Abdominal Surgery of Infancy and
Childhood, p. 83. Philadelphia and London: W. B. Saunders.

2. Gross, R. E. (1953): Surgery of Infancy and Childhood (1953), p. 221. Phila-
delphia and London: W. B. Saunders.

3. Evans, A. (1929): Brit. J. Surg., 17, 34.
4. Hughes-Jones, W. E. A. (1934): Ibid., 22, 134.
5. Dobn, K. and Povlsen, O. (1951): Acta chir. scand., 102,21.
6. Wilson, R. R. (1950): Brit. J. Surg., 38, 65.
7. Menten, M. L. and Denny, H. E. (1945): Arch. Path., 40, 345.
8. Laurel, J. (1948): Presse med., 56, 732.

BURSARIES AND STUDY GRANTS OFFERED BY THE ITALIAN GOVERNMENT

The Italian Government has decided to award a number of Bur
saries to suitably qualified Soulh African citizens who wish to
complete a course or continue Iheir studies in Italy, for the academic
year 1960 - 61, beginning on I 0 ember 1960.

The duration of the Bursary is 8 or 10 months and the amount
granted is It. Lire 60,000 (approximately £34 Os. Od.) per month.
If the Bursars wish to spend a few months in Italy before the
beginning of the academic year, for the purpose of attending
courses in the Italian language, this monthly grant will also be
given them for that period.

The Bursaries of 10 months' duration win be assigned to South
African students who intend to complete a full course leading
to a degree or diploma at an Italian university and, subject to
satisfactory reports on progress, will be renewed from year to
year; or to university teachers and qualified artists who wish to
continue their studies at universities, institutes, academies of
fine arts or of music. The Bursaries, which expire on 31 August

1961, may also be renewed for the follo\ving year, subject to the
above-mentioned condition.

Bursaries of 8 months (12 November 1960 - 30 June 1961)
will be granted to students or scholars who intend to spend only
I academic year in Italy and who \vish to return to Soutc Africa
at the end of the Italian academic year.

The Italian shipping company Lloyd Triestino will allow success
ful applicants a 75 % discount on the return fare.

In selecting candidates, preference wi]] be given to applicants
specializing in scientific research and study, or in experimental
and technical work relating to mathematics, chemistry, civil
engineering, architecture, industrial engineering, biology, medicine
and pharmacology, agriculture and zoology, geography, geology,
mineralogy, etc. But candidates who are qualified in other disci
plines may also apply.

Applications (4 copies) should reach the Italian Consulates
in Cape Town for the Cape Province and South West Africa,


