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'N KOLLEGE VAN ALGEMENE .PRAKTISYNS

£en van die probleme wat 'n geruime tyd lank al sorg baar
in wye mediese kringe, is die probleem van die status van
die algcmene praktisyn en sy ware plek in die mediese pro
fessie. As gevolg van die invoer van die register vir spesiale
registrasie van spesialiste 'n aantal jare gelede, en ook van
wee die snelle uitbreiding van die omvang van mediese
kennis, het daar 'n neiging ontstaan om die algemene prak
tisyn as 'n ,mindere' geneesheer te beskou.

Hierdie neiging om die algemene praktisyn met 'n soort
stigma te bejeen is verkeerd, ongesond en dit kan selfs nood
lottig word vir die mediesc professie as geheel. In die wereld
in die algemeen, en in 'n land soos Suid-Afrika, met sy
wyduitgestrekte landelike gebiede, in die besonder, sal die
algemene praktisyn altyd die spil bly waarom die mediese
professie draai.

Maar dis Die net ar~nte wat gegrond is op ruimtelike
en gebiedsoorwegings wat bier van belang is Die. Dit word
vandag al meer algemeen aanvaar, in die kringe van den
kende mense, dat interpersoonJike verhoudinge tusscn mense
van deurslaggewende belang geword het in 'n wereld wat
deur ideologiese verskille en magsonewewigtigheid bedreig
word. Ook in die medisyne is daar 'n kentering aan die
kom en dit word al meer in die vooruitsig gestel dat die
algemene praktisyn iets van sy ou plek en status in die
samelewing moet herwin~mdat sy besondere plek in die
samelewing en die besondere aard van die werk wat hy
doen, hom by uitnemendheid in staat stel om Die net 'n
onpersoonlike medisyne-man te wees nie, maar 'n dinamiese
vertroueling van mense.

Soos die mediese praktyk vandag in mekaar steek, behoort
daar plek te wees vir die man met toegespitste vakkennis
(die spesialis) wat mense net by geleentheid om 'n spesiale
rede ondersoek en behandel, aan die een kant, en die man
met geDoegsame wydlopeDde vakkennis van al die vertak
kinge van die medisYDe (die algemeDe praktisyn) wat mensc
elke dag behandel eD ondersoek en wat hulle in hulle binne
kamers ken eD nie net in hulle kisklere Die.

Die vraag wat ons dus moet beantwoord is hoe ons te
werk moet gaan om 'D gesonder verhouding tusscn spesialis
en algemene yraktisyn le bewerkstellig e~ wat OrIS ~an doen
om die status van die algemene praktlsyn weer 10 ere te
herstel.

Dit is besoDder verblydend om te sien dat optrede in·
die regte rigting en langs positiewe wee reeds al van die
algemene praktisyns self afkomstig is. Elders in ODS blad1

het ons 'D uiteensctting geplaas waarin die Weskaaplandsc

tak van algemene prakti yns (M.V.S.A.) een moontlike
rigting van optrede aan die hand doen-naamlik die stigting
van 'n Kollegc van Algemcne Praktisyns. amens die
Mediese Vereniging wil ons ons hiermee hcelhartig vereen
selwig.

Die algcmcne praktisyns voel self dat daar 'n werklike
gevaar bestaan dat hulle vanwee ekonomiese of praktiesc
oorwegings, en 'Ook vanwee isolasie en gebrek. aan ~
langstelling, akademies geisoleer mag raak. Op dIe mamer
loop hulle gevaar om die bestaande fasiliteite wat opleidings
hospitale bied, mis te loop. Hulle het in die verlede voort
gegaan sonder 'n hoofkwartier, met geen invloed op die
opleiding van ongekwalifiseerde mediese studente nie en
met geen beheer oor nagraadsc opleiding nie-dus ook
solider die status van hul spesialis-kollegas wat ook nog
oor 'n Kollege van hul eie beskik.

Op die oomblik is daar geen bestaande Kollege of akade
miese liggaam wat primer die belange van die algemene prak
tisyn behartig nie. Die aangewese weg in hierdie verband
is dus om die stigting van 'n Kollege van Algemene Prak
tisyns te bewerkstellig. So 'n Kollege sou van onskatbare
waarde wees vir praktisyns op baie gebiede. Dit sou byvoor
beeld kon lei tot die stimulering van akaderniese leierskap,
tot verbetering van die moontlikhede van nagraadsc studie
vir algemcne praktisyns, tot verhoging van die akaden;uesc
status van algemene praktisyns en dit sou selfs kon lel tot
die heel praktiese ideaal dat iemand sou kan spesialiseer as
spesialis-algemene praktisyn!

Kolleges van Algemene Praktisyns bestaan alreeds in
Groot-Brittanje en in Amerika. Dr. lan Grant, van Glasgow,
is die huidige president van die Britsc Kollege van Algem~e

Praktisyns en hy siU Suid-Afrika binnekort. besoek .0P. Ult
nodiging van die nasionale groep van algemene praktis~

van die Mediese V.ereniging van Suid-Afrika. Hy sal al die
belangrike sentrums in Suid-Afrika gedurende September
1958 besoek. Ons wil almal wat belangstel in die toekoms
van 'n kemgesonde mediese professie in Suid-Afrika uitnooi
om mee te werk om die besoek van Dr. Grant 'n sukscs tc
maak. Ook wil ons almal wat in die saak belangstel, of wat
oor nuttige en nodige informasie mag beskik aangaande
die stigting en werking van so 'n Kollege van Algcme~e

Praktisyns, uitnooi om deur rniddel van hulle onderskele
takke of ook deur middel van die meningskolomme van oDS
blad, uiting te gee aan hul mcnings en aanbevelings.
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EDITORIAL

WEIGHT LOSS AFIER GASTRECIOMY

lbe indications for surgical treatment of peptic ulcer are
~airly well defined; and in most cases the operation of choice
IS partial gastrectomy. The results of this procedure are
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usually good and significant ide-effects are uncommon.
However, loss of weight is a common consc~uencc; when a
Polya operation is performed, 60-80% of pauents fall below
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predicted: the 'gourmet' type usually does better after
radical gastrectomy than the 'bird-like' individual who has
never attained his ideal weight. He suggests that more
conservative procedures should be considered in those
thought likely to lose much weight; but one must remember
that a healthy thin person will be happier than a person with
a stomal ulcer.

One must not forget -that the patient who has had a
gastrectomy has a reduced stomach capacity; and meals
should, if necessary, be frequent and small. As soon after
the operation as possible solid foods of minimal volume
and low bulk should be introduced; hypertonic fluids should
be avoided. Full use should .be made of the fact that the
patient can now take seasoned foods. Unless the loss of
weight is extreme, simple measures should suffice; and only
if malabsorption is intractable should measures like the
conversion of a gastro-jejunal to a gastro-duodenal anasto
mosis5 be contemplated.

their ideal weight, the average loss being 18 Ib.1,: This is
not necessarily bad, although it may have something to
do with the alleged high incidence of tuberculosis after
gastrectomy.

Malabsorption seems to be the principal factor causing
this weight loss. While frank clinical evidence of st~torrhoea
is rare, a significant defect in fat absorption can be demon
strated in most persons who have undergone gastrectomy.S
It has been suggested that the weight loss is related to the
amount of stomach removed, but this cannot be the sole
explanation, for loss of weightS and indications of mal
absorption" are found in many patients who have been
treated by vagotomy plus gastro-jejunostomy. Inadvertent
gastro-ileostomy causes very gross malabsorption because
of the long blind 100p;4 and du Plessis5 has invoked this
mechanism to explain the milder defect when a gastro
jejunal anastomosis is made-he suggests that stagnation
in the side-tracked loop of duodenum is partly to blame.
Others have indicated that structural changes may develop
in the small-bowel mucosa, but these are not thought to
be of great significance.' The incidence and degree of weight
loss appears to be lower when a gastro-duodenal anasto
mosis is made (Billroth-I gastrectomY),7 but ·this may be
partly due to the fact that less stomach is usually removed
in this operation.

Ellisonl feels that post-operative weight trends can be

MALARIA CONTROL IN THE NORTHERN TRANSVAAL'
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The object of this paper is to present a short review of the
present position in the orthern Transvaal as regards
malaria control over an area of over 60,000 square miles
with a population of about a million and a half with a
relati~ely thin rural distribution.

As far back as 1930 a beginning was made to control
malaria in the Northern Transvaal, when the late Dr. Siegfried
Annecke started work from his headquarters at Tzaneen.
With the materials then available a significant measure of
success was attained by 1943. -The anti-malaria organization
was expanded after the war and it reached its present strength
by 1947. Since then it has not failed in its purpose even
during seasons most favourable for the epidemic spread of
malaria. It is considered that well over 80%of the population
at risk 10 years ago are now protected and free of risk from
malaria. l A stage has now been reached where the disease
may be considered as eradicated over large parts of the

orthern Transvaal and hypo-endemic in the remaining
areas, where the vector density had been greatly reduced by
anti-mosquito measures and the parasite pool in man had
consequently died out. The contact between vector and
parasite, however, is subject to considerable fluctuations
caused mainly by climatic variations. Control measures
must therefore continually be adapted to these fluctuations.

Other factors, like the cost of malaria control, the possible
development of resistance by the vector to the residual
insecticides, or the development of resistance in the parasite
against the 4- and 8-amino quinoline anti-malarial drugs like
daraprim, make it necessary that methods of malaria control
should be continually reviewed and adapted to changing

circumstances. In his annual report for 1955 the Director
General of the World Health Organization! draws attention
to the danger that threatens tropical and sub-tropical coun
tries if the malaria parasite or the vector develop the resistance
that have been observed in certain areas such as Northern

igeria and the Middle East. In the introduction of his
report Dr. Candau! states that 'in the field of communicable
diseases the main development in 1955 was the new approach
to the malaria programme by the VIII World Health
Assembly, who decided that, as the capacity of anopheline
vectors to acquire resistance to insecticides can now be
considered as an established fact, the only rational pLan was
to aim at the eradication of the disease in the shortest possible
time wherever this is technically feasible'. '

The further fact that the boundaries of the Northern
Transvaal are common with those of 4 other territories
where malaria occurs, has now become OJ:le of the most
important factors)o be taken into account in planning our
future methods of malaria controL This factor has also been
stressed by the WHO at its various recent Regio~al Malaria
Conferences," and elsewhere.4 It is therefore necessary to
show here how the malaria control measures which are being
applied in the Northern Transvaal are designed to comply
with the requirements of the VIII World Health Assembly,
namely to eradicate malaria in the shortest possible time
wherever this is technically feasible.

Malaria Incidence and Case Distribution
The number of cases of malaria that occur in an area i

the most important indicator of the size of the malaria
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