
186 S.A. MEDICAL JOURNAL 19 February 1955

prevent any flow. Here the gas is released from solution
and depresses the fluid level and the float with it.

OTHER ASPECTS

Rate ofBlood Flow.~-3 Jones has recently emphasized
that the size of the bore of the transfusion 'needle is the
main factor limiting the volume transfused where gravity
is the force employed. Where positive pressure is used
a large-bore needle is just as important.

Instead of a large-bore needle, polythene tubing of
1· 5 mm. bore may be used, in the following manner:
The tubing is introduced by threading it through a
suitable cannula. It is then passed up a few inches along
the length of the vein, allowing it to reach a vein of
wider lumen. The advantages are obvious. Little splint
ing of the limb is required and there is minimal risk of
dislodgement fr<;lm the vessel. The use of polythene
tubing is also most satisfactory where large quantities
of blood or packed ceUs are to be administered over a
long period.

Venous spasm or collapse is commonly encountered
as a result of massive haemorrhage. Here, however
wide the bore of the needle, positive pressure will be
essential to assure adequate transfusion, if irreversible
shock is to be avoided. Flow rates of 75 to 350 ml.
per minute have been safely maintained under positive
pressure via the arterial or venous route. Experience,
however, has shown that for maximum safety the total
volume replaced in this way should not be more than
70 %of the estimated volume lost through haemorrhage.
Where jugular tracings have been taken in these cases,
they have shown no undue increase in venous pressure.

Where surgical procedures are undertaken which
involve sudden grave loss of blood, a reasonable estimate
of the quantity lost may be made by weighing all swabs
before and after use. All clots removed from the wound
and all blood taken up by the suction apparatus must of
course also be weighed. Thus replacement volume for
volume is much more accurately and beneficially
achieved.

Intra-arterial Transfusion. Those contemplating the
use of intra-arterial transfusion must be fully aware of
the possible complications (apart from air embolism)
which beset this newer method of resuscitation. Compli
cations include the effect on the myocardium of the
excessive plasma potassium in stored blood. Then
there is the possibility of small blood-cell emboli reaching
the arterial system._ There is also the risk of ischaemia
of the member distal to the site of arterial cannulation.

Seeley and Nelson 2 and Melrose and Wilson 3 have
exhaustively discussed this subject; Devitt and
Wigderow 9 report on a successful case of intra-aortic
transfusion. These reports are well worth careful study.

SUMMARY

Attention is drawn to the danger of partially clogged
blood"transfusion filters which may allow a mixture of
blood and air to enter the patient's circulation and cause
fatal air embolism.

A description is given of a simple apparatus for safe
positive-pressure transfusion. The apparatus was tested

-under different conditions to prove its effiCacy.
Means of achieving a satisfactory rate of flow, and the

quantities transfused under positive pressure, are dis
cussed.

A warning is given of the possible dangers of intra
arterial transfusion. These may be avoided if the
literature available on the subject is studied.

Thanks are due to Dr. George Edwards, Head, Department of
Anaesthesia, St. George's Hospital, for permission to publish the
case repo~.·
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FUNGAL DISEASES IN SOUTH AFRICA

H. 1. LURIE, B.SC., M.B., CH.B.

South African Institute for Medical Research, Johannesburg

In recent years there has been a world-wide increase of
interest in medical mycology. Innumerable articles
have been written and several text-books have been
published. In some of them the information on the
incidence of fungal diseases in South Africa is erroneous
or misleading. For example, Conant et aP do not
include this country in the geographical distribution of
Benign liistoplasmosis. They report Maduromycosis in
Africa but not specifically in South Africa.. Langeron 2

has omitted South Africa in the distribution of Torulosis
and states that 3 cases of Rhinosporidiosis have been
reported from this country.

No fault attaches to the authors. The reason is that
after the first report of certain diseases it was thought
that no useful purpose would be served by publishing
subsequent cases. However, it now appears advisable
to publish the incidence of various mycoses in South

. Africa.
The figures given below are based entirely on the

specimens received at this Institute during the past
8 years. This laboratory serves a limited area and the
number of specimens handled by other laboratories is
unknown to the author. Moreover, the large majority
of cases of the dermatomycoses are diagnosed clinically,



S.A. TYDSKRIF VIR GENEESKUNDE

TABLE 1. DISTRIBUTION OF DERMATOPHYTES ISOLATED AT THE
INSTITUTE DURING THE PAST 8 YEARS

TABLE n. TOTAL NUMBER OF CASES OF VARIOUS FUNGAL DISEASES
DIAGNOSED AT THE INSTITUTE DURING THE PAST 8 YEARS

Number Percentage
Microsporum :

canis -. 161 73
gypseurn 2 I
audouini 5 4 ·5

Epidermophyton:
floccosurn 1I 5

Trichophyton:
rnentagrophytes 16 7
rubrurn I 0·5
violaceurn 9 4
schoenleini 9 4
concentricurn .. I 0·5
discoides I 0·5

Total 216 100
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* For a case of cerebrospinal moniJiasis at Cape Town, ee
Emdin, W. and Finlayson, M. H. (J954): S. Afr. Med. l., 28, 68.

OTOMYCOSIS is fairly common (19 cases) and the
fungi most frequently found are species of Aspergillus,
particularly A. niger.

SPOROTRICHOSIS. During 1942, 1943 and 1944 an
epidemic of over 2,000 cases of Sporotrichosis occurred

. among gold miners of the Witwatersrand. 3 As a result
of chemical treatment of the timber, the disease has
practically been eradicated from the mines but sporadic
cases still occur, and during the past 8 years 34 cases
have been diagnosed at this Institute.

CHROMOBLASTOMYCOSIS. Since Simson 4 reported the
first cases of chromoblastomycosis in this country, a
further 41 have been encountered. The majority of
cases' occurred in Bantu subjects and diagnosis was
established histologically. In 6 cases from which tissue
was submitted for culture the HormOdendrum pedrosoi
was isolated. In all 6 strains, only hormodendrum and
acrotheca types of sporulation were found. 0 phialo
phora cups were seen in any of the strains in spite of
repeated search on a large variety of media in which
various carbohydrates, trace elements and vitamins.
were incorporated.

MADUROMYCOSIs. 22 cases were diagnosed on histo
logical section. Of these the majority occurred on the
foot, 2 on the hand and I on the scalp. In a few in
stances the site was not specified. The Madurella was·
recovered from 3 cases (2 hand, I foot) and the Mono
sporium apiospermum from I (foot). The remaining:
cases were not cultured.

ACTINOMYCOSIS A D NOCARDIOSIS. These are the
most common of the deeper mycoses; 96 cases were
encountered, over 75 %of which were in Bantu subjects..
In 80 cases in which the anatomical site was known,.
the distribution was as follows: Skin and subcutaneous.
tissue 79 %, lungs 14 %, lymph nodes 4 %, joints, liver'
and ovary I % each. The diagnosis was established by
cultural examination of pus or biopsy specimens in
27 instances. In 57 % of these cases the organism
responsible was Actinomyces israeli, in 35 % it was.
Nocardia asteroides, in 4 % N. gypsoides and in 4 %.
N. madurae. .

RHI TOSPORIDIOSIS. A total of 12 cases was diagnosed.
Of these 9 involved the eye (7 Bantu and 2 European)
and 3 the nose (1 Bantu and 2 Europeans).

TORULOSIS (CRYPTOCOCCOSIS). In all, 18 cases were
diagnosed. Of these 17 presented with meningitis,
of which one also had multiple subcutaneous lesions,
and one suffered from a lung abscess.

MONILIASIS (CANDIDIASIS). Amongst the conditions.
caused by this organism, thrush, glossitis, perleche,
erosio interdigitalis blastomycetica, intertrigo, paro
nychia and vaginitis are frequently encountered. 0

cases of conjunctivitis, meningitis * or endocarditis due
to this organism have been observed.

The incidence of bronchomoniliasis is, as expected,
extremely difficult to establish. Although Candida
albicans is the most common fungus isolated from
sputa it was considered in only 2 cases that a diagnosis
of bronchomoniliasis was justified.

BLACK HAIRY To GUE. This condition is fairly
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encounter~d on the Witwatersrand. In 221 posItive
cultures the distribution was as follows: Microsporum
canis 73 %, Trichophyton mentagrophytes 7 %, Epider
mophyton floccosum 5%, Mic;osporum audouini 4'5%,
Trichophyton violaceum 4 %, Trichophyton (Achorion)
schoenleini 4 %, Microsporum gypseum I %, Tricho
phyton rubrum 0·5 %, Trichophyton concentricum O· 5%
and Trichophyton discoides O· 5 %. -The results are
summarized in Table 1.

A noteworthy feature is the infrequency of Micro
sporum audouini and Trichophyton rubrum as compared
with their incidence in Great Britain.

Tinea versicolor and Erythrasma are common and
Trichomycosis axillaris is occasionally encountered but
neither Piedra nor Tinea nigra palmaris has been seen
by the author.

and only where the diagnosis is in doubt are specimens
sent to the laboratory. Another fact to be borne in
mind is that those areas of South Africa which are set
aside as Native (Bantu) Reserves possess few medical
or laboratory facilities. In one such area it is known on
clinical grounds that Favus is extremely common but
this is not apparent from an analysis of the figures
based on specimens received at the laboratory. The
following figures, therefore, do not indicate the total
incidence of mycoses in South Africa, nor do they
reflect accurately the relative incidence of different
mycoses.

DERMATOMYCOSES. All types of dermatomycosis
occur in S. Africa but no figures are available on their
relative incidence. Any deduction from our specimens
would be misleading, since most cases are diagnosed
on clinical grounds alone. It is of interest, however,
to note the relative frequency of the dermatophytes
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<common. . Several cases were seen even before the
.advent of antibiotics.

GEOTRICHOSIS. The Geotrichurn has been recovered
from 95 sputa, but the same difficulty arises in inter
preting its significance as in monilia.

HISTOPLASMOSIS. Two cases of the virulent systemic
infection were seen during the period under considera
tion. One presented with ulcers of the tongue and one
with ulcers of the epiglottis and palate. Both were
fatal.

The true incidence of Benign Histoplasmosis in this
-country is not yet established. Lurie 5 found 12 %
positive histoplasmin skin-test reactions in subjects
most of whom were members of the staff of this Insti
iute and could therefore have come into direct contact
with the fungus. In a control group of 25 subjects in
the Serum Laboratory of this Institute housed in a
:separate building no positive reactions were found.
Jackson 6 found only 3 positive reactions in 453 subjects
tested. However, Murray 7 while investigating a group
-of 23 speleologists who had suffered from 'cave disease'
found 93 % positive reactions. On the other hand a
-control group of 34 students in the same age-group as
the speleologists showed no positive reactions. It
-seems certain therefore that, however the disease is
-contracted, Benign Histoplasmosis does occur in this
,country.

ASPERGILLOSIS. One case of pulmonary Aspergillosis
bas been found at autopsy and one was proved by
bronchial biopsy. Two further cases were suspected 
from cultural examination of sputa but were not proven.

MUCORMYCOSIS. One case of Mucormycosis of the
·central nervous system was suspected on a histological
-section of post-mortem material but, as is usual in such
,cases, no fresh tissue was available for culture.

The incidence of the various diseases is summarized
in Table H.

As yet no cases of orth American Blastomycosis,
South American Blastomycosis or Coccidioidomycosis
have been encountered by the author. In more than
250 subjects selected at random and in several cases of
undiagnosed pulmonary disease no positive cocci
dioidin skin tests were found.

SUMMARY

1. The incidence _of various mycoses in South
Africa based on the specimens examined at the South
African Institute for Medical Research during the past
8 years is given. The results are summarized in Table H

2. The relative frequency of the various dermato
phytes is summarized in Table I.

3. No cases of North American Blastomycosis,
South American Blastomycosis or Coccidioidomycosis
were encountered.

My thailks are due to the heads of the Departments of Pathology
and Bacteriology of the Institute for access to their records.
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PRESENTATION OF BRO ZE BUST OF PROFESSOR C. F. M. SAINT

A ceremony, unique in being probably the first of its kind in the
.history of South African Universities, took place in the newly

erected C. F. M. Saint Mu
seum of Surgical Pathology
of the Cape Town Medical
School, on 28 January 1955,
when a bronze bust of
Professor Saint, beautifully
executed by H. H. von .
Michaelis, and commissioned
by ex-house surgeons of Pro
fessor Saint, was presented
to the University of Cape
Town. A photograph of the
bust is here reproduced.

About 50 people were
present at the ceremony, the
majority consisting of ex
house surgeons who are now
practising in and around
Cape Town; Mr. C. A. R.
Schulenberg of Pretoria and
Dr. A. G. Blyth of Ladismith,
Cape, had however come to
Cape Town specially for the
occasion. Others sent

messages of good will. The gathering also included other
.former colleagues ofProfessor Saint, and also Mr. von Michaelis.

Mr. W. G. Schu1ze (Hon. Secretary of the Committee) explained

that the bust of Professor Saint, which was to be placed in the new
Surgical Museum, was a special contribution from those who had
been closely associated with Professor Saint either academically or
professionally and, in particular, the house surgeons who had
had the great fortune and privilege of working under him. During
the period 1920-1946, when Professor Saint held the Chair of
Surgery at the University of Cape Town, no less than 72 men and
women had enjoyed this distinction. When it came to asking for
contributions, there had been an almost 100% response, there being
only one previous house surgeon (still living) who could not be
traced. Eight had died. These contributions had come from all
parts of South Africa, the Rhodesian Federation, the United
Kingdom and the United States of America.

Mr. F. D. du Toit van Zyl (Chairman of the Committee) then
spoke. He explained that when Professor Saint retired from the
Chair of Surgery in 1946 he was presented with a gift of £2,500
from his past students. To this sum Professor Saint added an
equal amount and donated the total to the University to form a
nucleus for the building of a new Surgical Pathology Museum.
With a £1 for £1 contribution from the State the sum now available
was £10,000, and this sum has now been utilized in the erection
of the present Museum, which is named after Professor Saint.

Mr. van Zyl spoke of Professor Saint as a great teacher, an
eminent surgeon and a beloved chief. As a teacher he put forward
the great principles on which Surgery was based in a way no other
teacher they had known was able to do-principles which had been
of life-long value in helping them to master the problems with
which they had been faced.

Saint had come to this country as a young man. His fame rapidly


