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This desire to separate them arises from ignorance of the true scope
of obstetrics and gynaecology.

We cannot blame practitioners of the older generation for this
ignorance, which is due to the way the subject was taught until
comparatively recent times. The clinical training in obstetrics
consisted originally in the collection of signatures to certify that
we had been present when a certain number of babies entered the
world. No antenatal training, no insistence upon attendance during
the first stage; no emphasis upon the abnormal and the importance
of its early recognition; nothing but a number of certificates
collected with the mentality of a boy acquiring postage stamps.
Clinical gynaecology consisted largely in watching the performance
of a number of operations, with a few perfunctory demonstrations
in methods of examination; but, as in those days our ability
to perform a pelvic examination was not tested in the final examina
tion, I fear little attention was given to it.

Can it be wondered at, that medical men, trained in that period
and without subsequent clinical training in the subject, considered
the obstetrician to be little more than a beneficent attendant at an
act of nature which an all-seeing providence terminates in its own
good time, provided that the attendant has the necessary patience
to leave nature unassisted; while gynaecology consisted in the
surgical removal of organs provided by providence for this purpose.
No realization of the training and experience required in making a
decision when to interfere, or of the skill necessary to make that
interference successful. No realization of the number of patients
with gynaecological ailments who are cured by other means than
operation or, if an operation is required, that conservatism must
be emphasized in all other than malignant conditions. This general
ignoranCe of our work is due to the old methods of teaching.

Now, united, we have been able to obtain a reasonable-amount
of the students' time, with full- facilities for teaching and for
examination. Only the full realization, by the whole profession,
of the extent and importance of our branch of medicine will ex
tinguish these attempts to absorb us into other organizations. If
the rising generation shows the same abysmal ignorance as mine,
that is the fault of the teachers, and in· the future that is your
responsibility. Having obtained these facilities, it is your duty to
see that full use is made of them and that they are not whittled
away.

TIlE COLLEGE IN TIlE DOMTh'lONS

When the College was founded it was acclaimed not only through
out the British Isles but in all the Dominions. Its development was
much quicker than its sponsors in their moments of wildest
optimism had dared to hope, which is merely a proof of the great
need of such a College to bind together the obstetricians and
gynaecologists. One of the earlier of the Dominions to realize its
import and send forth candidates in considerable numbers was

South Africa. Up to the present time Fellows and Members in a
Dominion have the same privileges and responsibilities as the
Fellows and Members in the UK, but being so far away from the
centre, and themselves unable to serve on the Council, and to
help to guide the destinies of the College, they cannot be expected
to take the same personal interest in its development. Moreover,
each Dominion has its own problems-problems which cannot be
fully understood by the Central Council. We therefore decided
upO.J] this new venture. .

In the British Isles and in each Dominion the number of men
devoting their lives to the practice of obstetrics and gynaecology
alone must always be fewer than those in general medicine or in
general surgery. If we separate, Great Britain and each Dominion
forming its own College, we have less likelihood of getting what
we know to be necessary for teaching and practice. 'Unity is
strength', and therefore we hope that all will adhere to the parent
body. Realizing, however, that South Africa has its own problems
and that something more is required to stimulate unity, this Royal
College has established a South African Regional Council which
will have autonomy in purely South African matters. This Council,
will consist of elected members, representing both Fellows and
Members, and it is your duty to nominate and to vote for those who
will best represent your views, and we hope that it will be the
ambition of every Fellow and Member to serve on the Council.
This Council must be a success, and it is entirely in your hands to
make it such.

What we want to emphasize is this. This new Council is neither
Cape Town, Pretoria, Johannesburg nor Durban. It belongs to
East London, Port Elizabeth, Pietermaritzburg, Bloernfontein and
any other centre where Fellows and Members reside, as much as
to any of the other great centres, and I do ask you to keep its
outlook a national one.

Now for one word of warning. You will realize that the South
African Regional Council can be given authority- only upon
matters which relate to South Africa alone. Resolutions which
affect our Fellows and Members elsewhere must be ratified by
the Central Council. Anv other method will lead to chaos. It
means, however, that at tUnes both sides must show patience and
forbearance, and at times some delay may be inevitable. Differ
entiation between local and general matters will not always be
easyl, but an attempt to understand the other point of view will
always clear away difficulties.

I conclude by reiterating that your destinies are largely in your
own hands. We wish you luck, success and happiness. We have
little doubt that you will attain all.

I have very much pleasure in proclaiming the new South African
Regional Council duly inaugurated.

Super ardua consurgcimus, flarea! collegium

A PHANTASY

S. LEVIN, M.B. (RAND.), M.R.C.P. (EOIN.), D.C.H.
Johannesburg

'Wot ye not ·that such a man as I can certainly divine?' (Gen. 44 : 15).

ADVANCES IN TREATMEl\'T, 1966 ; RESPIRATORY INFECTIONS

As early as 10 years ago practitioners were well aware that respira
tory infections accounted for well over 90 % of all infectious
disease seen in practice. Today this vast unclassified group accounts
for almost 100% of the minute amount of infectious disease still
seen in the western world. With the recent introduction of multi
superimmunization techniques, virostatics, bactericidals and
parasiticides, there are virtually no other infections that have
not been conquered. Respiratory infection itself has now dropped
to negligible proportions in the western world, and medical
schools are having difficulty in finding cases for demonstration
to students, most early infections having already been 'nipped
in the bud' by the use of BGX.

lvfucoviscidosis
The brilliant work at Los Angeles culminated in the epoch

making paper of Bloch1 on f3 globulin X (BGX). In truth it may

be said that the road to his discovery was paved through the
way of paediatrics-in the paper by Anderson2 on the subject of
what used to be called fibrocystic disease of the pancreas. The
emphasis in this disease later shifted to the lungs: mucoviscidosis
was the magic term that wrought a revolution in thought on
respiratory infection. It was then realized that emphasis should
be shifted away from the infecting agent, and that the 'soil' should
be studied instead. What was it, in the nasal, the pharyngeal,
the bronchial mucosa, that permitted micro-organisms to enter
and thrive? It was soon found that the respiratory secretion was
abnormal, and that perhaps all types of respiratory infection
was based on this chemico-pathological anomaly. In 1954 Geddes3

hazarded the view that bronchiectasis was a congenital disorder
due to a localized nidus or a generalized area of lack of normal
bronchial secretion. Six years later the daring exper.ments in
Peiping' demonstrated the truth of this hypothesis both in bron-
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chiectasis and also in tuberculosis. However, of the numerous
studies on bronchial pathology and chemistry, that of Thomas'
in Boston is pre-elTlinent. Since his qualitative analysis of bronchial
mucosal biopsies and secretions on 489 individuals with various
respiratory diseases and 162 controls, the way was open for
SouthamS in Alabama to demonstrate that the lack of f3 globulin X
(BGX) in epithelial secretions was the factor responsible for the
occurrence of respiratory infections.

BETA-GLOBULIN x (BGX)

Purified the same year and synthesized by Ethichem labcratories
in 1961, it became available for large-scale trials in America and
in England. The results were dramatic. It has been hailed as the
greatest advance in replacement therapy since insulin. Using it
as a 1% aerosol inhalant Crackers7 reported on 81 patients with
serious respiratory infections-all cured in a matter of hours.
He also used bactericidins and virostatics, but showed clearly
that the results were better than could be obtained by the use of
these alone. Engelhoff and Van Goons followed with an account
of the value of BGX in coughs, colds and 'flu, and in the same
year the Medical Research Council of Great Britain published
its controlled studies· on 304 patients with respiratory infections
treated with BGX plus VSBCC (Virostatic-Bactericidin Com
pound, Biopharm labs.) and 109 treated" \vith VSBCC alone.
The earlier rate of improvement in the former group was stated
to be statistically significant-indeed very much so-and it was
hailed (albeit cautiously) as a great advance in the therapeutic
armamentarium of this modern age.

In Tokio, Kutisaki's work amply confirmed the English results,'O
and dispelled the pessimistic doubts of Shoenholler et al. ll Further,
its value as a prophylactic in all forms of undifferentiated respira-

. tory infection has been noted by many workers12- 15 and has been
stressed by Cherbakov16 who showed that the exhibition of BGX
does not interfere with the local mucosal production of anti
bodies in the presence of asymptomatic infection.

Diagnosis and Selection of Cases
Patterson and hjs group,17 in London, counsel caution in

BGX therapy. They feel that the irresponsible and frivolous
prescription of BGX for minor respiratory infections is unwar
rented and that care should be exercised in its use. Findlayls
has decried the tendency to high concentrations of BGX and has
reported toxicity in the form of severe nausea in 4 patients who
swallowed large quantities of aerosol. Bergstroml~ insists that
BGX should not be exhibited unless there is a definite indication
for its use, a point also made-with rather more vehemance-by
Brailsford.2° They feel that a diagnosis of bronchial mucosal
BGX lack should first be established, and that BGX should not
be used indiscriminately. They both point out that \vith modem
anaesthesia, bronchoscopy by a competent chest physician is
completely. safe, and examination of bronchial secretion by
chemical means and by Mamanicolaou's technique will either
confirm or vitiate a diagnosis of congenital aglobulinic mucosis.
While ben Yussef21 concurrs with Bergstrom, he points out two
factors that must be kept in mind:

(a) One bronchial aspiration is not sufficient for diagnosis.
A lack of BGX at one examination occurs not uncommonly-for
reasons yet obscure. Repeated examina~ions must be performed
in order to distinguish permanent from temporary hypo- or
aglobulinic mucosis.

(h) Aspirations must be performed separately from all acces
sible bronchi, as the aglobulinic area may be quite small and
localized.

There does appear to be some evidence to substantiate Patterson's
views on the injudicious use of BGX. Belanger's report" appears
to demonstrate that the constant use of aerosol can decrease OL

even completely stop the normal production of BGX in the bron
chial mucosa.

Weisberger et aP3 are at present engaged on spectrophoretic
analyses of plasma BGX levels, which they feel may do away
with the need for bronchoscopy, but as Kowalski 24 of the Institute
of Chest Physicians points out-the plasma BGX level is not
necessarily an index of bronchial mucosal BGX level. Kowalski
has in fact stressed that bronchial smear examination is insufficient,
and that a diagnosis of aglobulinic mucosis can only be made by
bronchial biopsy. While Rogers25 agrees with this view he feels
that the danger of haemorrhage after biopsy is too great to warrant
this procedure as a routine. He points out that bronchoscopy
with aspiration of secretion is sufficient in the large majority of
cases, and Zsst's controlled study'6 on this subject would appear
to give a correlation of 91· 6 %accuracy between bronchial aspira
tion and biopsy.

Roux27 has since demonstrated a small number of patients
whose infections are not significantly improved by BGX. He
theorizes that BGX is not one substance, but a whole conglomera
tion of protective globulins, and that some patients are lacking
a separate factor which he calls BGX,. Lamer's preliminary
report'S lends credence to Roux's theory, and seems to open up a
whole new vista-reminiscent of the multitudes of vitamins. '.

Smadding'· classifies respiratory infections under 3 headings:
1. Infections in a normal respiratory tract.
2. Infections in a respiratory tract partilllly lacking mucosal

BGX.
3. Infections in a congenitally aglobulinic mucosa.
He suggests that in cases in group 1, therapy should be limited

to a VSBC compound. All patients known to be in group 3
should have daily prophylactic aerosol BGX. He regards this
as replacement therapy in aglobulinic mucosis-in the same
manner that insulin is replacement therapy in diabetes. If a
respiratory infection should supervene-and its incidence should
be negligible if prophylaxis is regular and adequate-treatment
should be as in group I-with VSBCC. Recovery_ can be ex
pected in a few hours. In group 2, BGX need not be used as
a prophylactic measure, but should any symptoms occur which
might conceivably be due to respiratory infection, BGX and
VSBCC should be given early and energetically.

Disappearance of Respiratory Infection
Respiratory infection is finally disappearing because of scientific

treatment directed toward two goals: (a) Destruction or im
mobilization of the infecting agent, and (b) augmentation or
replacement of defective 'respiratory mucosal infection-resisting
f3 globulin X'. The problems thus facing medical science have
become crystallized. The main unsolved enigmas are still acci
dents--cancer, cardio-vascular-renal disease, rheumatism, neu
roses psychoses and mental deficiency, skin diseases and al!ergic
disorders.

SUMMARY

An account is given of the work leading to the discovery of\the
protein fraction lacking in the respiratory mucosa of people
suffering from respiratory infections.

It is felt that BGX should be used prophylactically as replace-
ment therapy in aglogulinic mucosis. .

In hypoglobulinic mucosis BGX should not be used unless an
infection is known to have supervened, when it can be given at
the same time as VSBCC.

Examination of bronchoscopic washings is almost as useful as
biopsy in establishing a diagnosis of aglobulinic mucosis.
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Union Department of Health Bulletin. Report for the 7 days
ended 12 July 1956.

Plague, Smallpox, Typhus Fever: Nil.
Epidemic Diseases in Other Countries:

Plague: Nil.•
Cholera in Calcutta (India); Chittagong (pakistan).

Smallpox in Kabul (Afghanistan); Rangoon (Burma); Phnom
Penh (Cambodia); Ahmedabad, Allahabad, Bombay, C&lcutta,
Cuddalore, Delhi, Jodhpur, Kanpur, KarikaI, Lucknow, Pondi
cherry, Tuticorin (India); Dacca, Karachi (pakistan); Tourane
(Viet-Nam).

Typhus Fever in Kabul (Afghanistan); Alexandria, Cairo (Egypt).


