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stomy plus vagotomy show a return of acid to pre-operative
levels after 4 years (Mayo clinic10) makes one hesitant.
Long-term results should show the way.

For the treatment of recurrent ulcer I perform a thorough
re-resection plus vagotomy.

J am greatly indebted to Dr. 1. Henkel for the sketches.
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VALUE AND RELIABILITY OF THE BACITRACIN SCREEN TEST FOR
IDENTIFYING LANCEFIELD GROUP-A HAEMOLYTIC STREPTOCOCCI

J. A. W. DRESSLER, South African Institute for Medical Research, Johannesburg

Total 520 375 8 132 $

• These columns show idenlical results of the Lancefield grouping and bacI
tracin aensitivity

when apparent alpha- and beta-haemolytic colonies were
picked from the same plate and incubated under an atmos
phere of CO2, both types of colony presented alpha-haemolysis
which was maintained on subsequent subcultures. In the
other 3 cases, however, incubation under CO2 was followed
by the production of pure beta-haemolysis, which also was
maintained during 5 subcultures (this phenomenom is at
present being investigated).

In carrying out the parallel grouping, group-A serum only
was used; cross reactions could therefore not be excluded.
The following results were obtained: With the Lancefield
grouping 380 strains were identified as group A and 140
strains were not. Of 383 bacitracin-sensitive strains 8, i.e.
2· 1%, were found not to belong to group A when tested by
Maxted's modification of the Lancefield grouping, and of
137 bacitracin-resistant strains, 5 i.e. 3· 5 %, proved to be
false resistants. These false results show a slightly higher
pera:ntage than those published by Maxted.

DISCUSSION

In requesting bacteriological examination of specimens from
the upper respiratory tract, or from foci of infection elsewhere
in the body, the clinician is anxious, not only to know the
bacterial flora which is present, but also the exact pathogens
and their sensitivity to antibiotics. In so far as haemolytic
streptococci are concerned, definite tests for classification may
be beyond the capacity of the small laboratory. Few small
laboratories carry out definitive tests f'Or soluble haemolysin,
leucocidin, fibrinolysin or erythrogenic toxin. Even the
serological grouping of haemolytic streptococci is seldom
available in such a laboratory and, in the absence of facilities
for carrying out Lancefield grouping, the laboratory may
rely solely on the presence or absence of beta-haemolysis which
Schottmueller, as long ago as 1903, suggested as a means of
classifying this group of organisms. Haemolysis itself, how
ever, is subject to variation according to the environmental
conditions and, even with the greatest care, is sometimes an

S.haemolyticus is one of the most important pathogens of
man and many of the bacteriological examinations carried
out in a routine diagnostic laboratory are concerned with the
ilentification of this organism.

In examining serial throat swabs of children suffering from
scarlet fever or rheumatic fever, it was decided to evaluate
Maxted's 'bacitracin screen test' as a means of identifying
pathogenic haemolytic streptococci. A Lancefield grouping
was carried out in parallel as a control on the bacitracin
sensitivity results.

The test orginated with Maxted's observation that the
growth of some haemolytic streptococci was inhibited by an
adjacent growth of B.licheniformis, the inhibiting substance
of which is almost identical with the antibiotic bacitracin.

In his test series Maxted showed that group-A streptococci
were sensitive to bacitracin while other groups were resistant.
He grouped or typed all strains in parallel and stated that as
compared with Lancefield grouping, 1· 7 % appeared to be
false sensitive strains and 2· 5% to be false resistant.

The present investigation involved screening 520 strains of
streptococci obtained from specimens of sputa and pus,
nose, eye, vaginal and rectal swabs, and blood cultures.

METHOD

In order to use the least time-consuming technique all swabs
were planted on horse-blood agar and the strains grown as
surface colonies. It was thus 'possible to pick off colonies
quickly for further investigation. The following morning
all suspicious colonies were transferred either directly to
fresh-blood plates or subcultured into broth or serum broth.
In a few hours sufficient growth had developed in the broth
tubes to transfer to 'a blood-agar plate, which becomes the
diagnostic or 'sensitivity' plate carrying 4 strains. One half
of each segment of the plate, on which were placed the discs
soaked in a bacitracin solution of 5 units per ml., was in
oculated heavily, and the other half was inoculated with 1 or 2
light strokes only. This facilitates recognition of contamina
tion. It was essential to pick off at least 2 colonies from each
specimen as experience showed that 2 almost identical colo
nies could give different results with regard to their bacitracin
sensitivity.

When a strain produced a doubtful haemolysis it was in
cubated anaerobically. This usually clarified the type of
haemolysis. It occasionally happened that, on the diagnostic
plate, a strain showing bacitracin sensitivity changed its
haemolytic property, became alpha-haemolytic, and grew as a
resistant strain into the area of inhibition. Four such strains
were encountered. In one instance the apparent beta-hae
molytic streptococcus was in reality alpha-haemolytic for,

Throat ,.ab, ..
Sputa ..
Pu! ..
Eye ."ab. ..
vaginal ,.,ab•..
Rectal swabs ..
Blood c:utture ..

TABLE I. RESUME OF RESULTS

LDlfujield La"ceji"ld La"ufield I.tmufielJi
No. of A Pos. A Nell. A Nell. A Prn.

SpeclmeflS &citr. Badtr. Bacltr. Badtr.
Sens{tiv~· Sensitltle R,sistall'· R~ltsta"t

419 326 4 86 3
II 19 I II 0
36 26 3 $ 2
2 I 0 1 0
6 I 0 $ 0
3 I 020
2 I 010
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unreliable criterion of classification. In addition beta-haemo
lysis is frequently. but unjustifiably. equated with patho
genicity.

Under these circumstances a simple. reliable test which can
be carried out in any laboratory. and which parallels the
serological identification of haemolytic streptococci of
Lancefield group A with reasonable accuracy. is to be wel
comed. Maxted's screening test, using bacitracin, appears
to meet this need. It is of no value in so far as anaerobic
streptococci are concerned because, as Colebrook has shown,
few of them are haemolytic. It might also fail in the presence
of haemolytic streptococci acquiring bacitracin resistance
owing to therapy with bacitracin but, so far as we know,
none of the cases reported in this series had been so treated.

SUMMARY

A report is given of an investigation for bacitracin sensitivity
of 520 strains of beta-haemolytic streptococci. The recom
mended concentration of 5 units of bacitracin per mil. was
used with the disc technique. All strains were planted as
surface cultures and incubated aerobically. Of 383 bacitracin
sensitive strains 8 (2· I %) were false sensitive and of 137
bacitracin resistant strains 5 (3·5 %) were false resistant.

I wish to thank Mr. P. Roux, of the bacteriological department
of the South African Institute for Medical Research, for the
encouragement I received from him when discussing this paper,
and Mr. R. Robinson of the same department for his technical
advice.
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ME TAL IT.L ESS IN THE UNIO : DEBATE IN PARllAME T
By OUR PARLIAMENTARY CORRESPOl'o'DENT

ine members of the medical profession spoke in the two-day
debate on the health portfolio in the House of Assembly on
9 and 10 September 1958. The debate covered a wide field. The
chief concern was about three matters-the state of facilities for
the treatment of patients suffering from mental illnesses; the need
for coordination of health policy and services and the high cost
of modem drugs and treatment. The Minister of Health (Mr.
M. D. C. de Wet el) was in almost complete agreement with
all the speakers had to say on these matters.

The main critics of the existing facilities for the treatment
of mental patients were Or. E. L. Fisher, M.P. for Rosettenville,
and Dr. A. Radford, M. P. for Durban-Central. Dr. Fisher said
the position in South Africa had folJowed the pattern throughout
the world. Of all the diseases that beset the population the most
widespread were those associated with mental illness-ID percent
of the population were suffering from some or other mental
ailment yet less was spent on the treatment and study of mental
diseases than any other disease. Ten times as much was spent on
tuberculosis and 50 times as much on cancer.

The time had come for a courageous Minister of Health to
set a pattern for the rest of the world by setting aside large sums
in South Africa for an investigation of the treatment, housing
and nursing of mental patients.

THE STAFF PROBLEM

First of all the right incentive would have to be provided to attract
sufficient staff of the right sort to this type of work. The con
ditions of employment must be made more attractive, they must
be given opportunities for study and research and they must be
guaranteed employment after qualifying. It was unfortunate
that medical officers often were transferred from one mental
hospital to another on promotion. This disturbed not only their
own home life but also the continuity of treatment of the patients.
Medical officers working in mental hospitals would have to be
assured of promotion without having to move to other hospitals.

Dr. Fisher produced a petition signed by 1,000 friends and
relatives of patients in Valkenburg Hospital, Cape Town, com
plaining that the conditions of service for the staff there were not
such as to attract the best people.

To alleviate the shortage of accommodation in mental hospitals
and to obviate the necessity for many patients to be taken hundreds
of miles from their families for treatment, Or. Fisher suggested
that the provincial hospitals be asked to make beds available
(for the treatment of mental patients who were not dangerous)
under the supervision of the Commissioner for Mental Hygiene.

Provision could also be made in the provincial hospitals for
fhe accommodation of immediate acute cases pending their
removal to a larger hospital and for the treatment of chronic
patients in an out-patients department. These chronic patients
could return to their home every day to be cared for by their
own families or visiting nursing aides. He felt sure that all psy
chiatrists in the districts concem.ed would be happy to cooperate
in schemes of this nature.

Dr. Radford said the responsibility of the State towards mental

patients was a peculiar and a grave one because the inmates of
mental hospitals were deprived of their liberty without their
consent. It was the duty of the State to see that they were well
cared for and where possible returned to the community. But
conditions in this country were such that this was well-nigh im
possible. A few gallant doctors were doing their best and re
turning some people but on the whole they were frustrated.

ACCOMMODATION PROBLEM

The problem of accommodation had become so acute that last
year there were 2,213 more patients than beds in mental institu
tions. Over-crowding had a deleterious effect on the mentality
of patients. It made it impossible to separate the noisy from the
tranquil; the dirty from the clean; the maniacal from the harmless.
It placed a tremendous obstacle in the way of recovery-one
which could not be overcome by any conceivable method of
therapy.

Beds were only a few inches apart and in some cases were
in the centre of the room as well leaving no open passage. It was
not surprising in view of the excitable patients occupying these
dormitories, that recently a patient had murdered a fellow-patient
in the next bed before the attendants could intervene. Non
Europeans in some dormitories lay shoulder to shoulder and
feet to shoulder as well, making a solid layer of humanity with
scarcely room to put a foot between them. .

Fort Napier Hospital was built as a barracks in 1861. Tt was
a wood and iron building propped up in places by gum poles
to stop it from blowing over. There was no heating and fires
could not be lit there. Among the patients were aged European
females. The place had been condemned in 1936 but was still
being used as a mental hospital.

THE MINtSTER'S REPLY

The Minister admitted frankly that he was unhappy about the
situation. His predecessor had also. been concerned about it
and had appointed a commission whose report had just been made
available. He was studying that report and in the meantime a
start had been made on the vast backlog that had to be over
taken. There was to be a big mental hospital at Stikland which
would cost £2,500,000 and would provide for 1,800 patients.
Provision would be made for the establishment of accommoda
tion for a further 2,592 mental patients when that hospital was
completed. There was an amount in the estimates for the re
building of Fort apier where the conditions were truly shocking.

Dr. Fisher's suggestion about the treatment of less dangerous
cases in provincial hospitals had already been advanced by some
of the provinces them elves and discussions were being held with
provincial authotities to see in how far the scheme was practicable.

Replying to points raised by other speakers Mr. de Wet el
agreed that the ational Health Council had become unwieldy
and ineffective-in fact it had long ago ceased to function-and
that there was need for a revision of health policy and services
with a view to better coordination. He had been holding dis
cussions for some time already in this conneCtion. There was


