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VAN DIE REDAKSIE: EDITORIAL

DIE ARKOTISEUR SE BYDRAE TOT DIE WELS DIE PA GEBOR

. Tiemand weet presies waarom die pasgeborene hoegenaamd
jJegin asembaal nie. Slegs oor een aspek van die saak tem
;1lmal egter saam: 'n gevorderde mate van anoksie bevorder
waarskynlik nooit eruge asemhalingsbewegings rue. Alhoewel
.Henderson1 in 1938 beweer het dat verstikking van die
pasgeborene uit 'n gebrek aan soweI suurstof a koolstof
dioksied bestaan, was Barcroft2 in 1946 een van die eerste
Dm tereg te glo dat koolstofdioksied wel tadig maar seker
Dpb06p in die bloed gedurende die eerste twee uur van on
buitebaarrnoederlike bestaan. Dit is sedertdien bevestig dat
~o 'n verrneerdering in die spanning van kooIstofdioksied
weinig of geen invloed op asemhaling uitoefen nie, en dat
die suigeling sy Iewensbelangrike prestasie van veelei ende
asembalingsbewegings behaal te midde van 'n lae, norrnale,
of hoe koolstofdioksied-spanning. S (Twee tot 24 uur na
geboorte reageer die asemhaling egter reeds kragtig op
stygende koolstofdioksied-spanning in die bloed.) Macldin4

het die intieme verhouding beskryf tussen uitsetting van
alveolere kapilleres en alveolj, oor die algemeen, maar
Jiiykkii 5 was die eerste om in 1954 die interessante hipotese
voor te stel dat die intrede van die pulmonale sirkula ie op
sigself alveolere uitsetting bewerkstellig deur die tot tand
korning van kapillere opswelling.

Die sterftesyfer van suigelinge gedurende die eerste week,
veral gedurende die eerste twee dae, bly nog steeds konstant,
grotendeels as gevolg van gebrekkige asemhaling. Dit is
so in treffende teenstelling met die indrukwekkende voor
uitgang van die lewensverwagting na die eerste week.·
Miskien moet hierdie feit grotendeels toegeskryf word aan
die relatiewe onryp morfologie van die longe in vergelyking
met die van die hart van die pasgeborene'-'n lOestand
van sake wat ongekontroleerde kunsmatige asemhaling met
behulp van positiewe druk uiters gevaarlik maak, oos
Ehrenbaft en sy medewerkers gevind het in drie gevalle van
lOenemende emfiseem.B ogtans is ons heel eerste asemteug
ook verreweg ons moeilikste.9

Alhoewel amnionvog geredelik in en uit die longe van die
fetus beweeg, is die negatiewe druk wat nodig is om slegs
die oppervlakte-spanning te oorwin ten tyde van die eerste
asemteug, 15 - 20 cm. water. Om die elastiese weerstand
boonop die hoof te bied, is daar gevind dat 'n totale nega
tiewe druk van 40 cm. water dikwels nodig is.

Die Amerikaanse narkotiseur, Tovell, het kort na die
laaste oorIog reeds voorgestel dat spierverslappers aan
pasgeborenes toegedien word, sodat huI deur 'n endotrageale
buis noukeurig afgemete getylug onder druk kon ontvang.
Alle narkotiseurs stem vandag saam dat pasgebore babas
'n endotrageale buis sonder enige narkose of spierverslapper
verdra, maar, nes ouer slagoffers van poliomielitis, is dit
moontJik dat spierverslappers tot beter kontrole van kuns
matige asemhaling mag bydra, alhoewel daar in die gevaI
van pasgeborenes tot vandag geen bevestiging ter hand
islnie. Lord .en sy medewerkers10 het wel die waarde van
endotrageale afwisseJende positiewe druk bevestig in die
behandeling van verstikking van die pasgeborene, maar dit
is dringend nood aaklik om daarop te wys dat die vitale

kapasiteit meer as 160 m!. mag bedra met 'n ru tende ge-
tylug in voltydse pasgeboren an le 21 m!., en 0\ at
11 ml. in vroeggebore babas,u 'n pesiaal- oorbereide
konsenina of oortgelyke re-en 'met bepaalde af-
metings en indien moontlik ook lOegeru met n manometer
en boonop die vermoe om druk uit te oefen vir legs'n
kIein breuk van'n ekonde, i du 'n verei te.12

Jack onlS gebruik die alledaagse chirurgiese rubberhand
skoen as resenve ak. Direkte mond-op-mond inbla in
(met die gebruik van legs wange en agte verhemelte) i
aI eeue in gebruik met verbasend goeie gevolg14• Beric
Jack on, van Durban, en y kollegas15 het goeie re ultate
behaal met n eenvoudige en handige masker, figmomano
meter, en n re envesak met n inhoud maat an 0 m!.
Ingew; kkelde apparate sJuit in die ,Heidbring Infant R u ci
tation Apparatus' en die ,Infant Oxygen Rocker (Robert 
Talley)'. Donald16 het gevind dat die y terlong-tipe kun 
matige asemhaling misluk in die pa geborene ween laas
genoemde e wi elende vorm en die mate van die bor kas.
Hy glo boonop dat, 00 die LOllcer 17 reed in 19 3 kon
berig, alle apparate vir kunsmatige asemhaling by die pas
geborene op slegs een begin el behoort te beru , naamIi ,
op ondersteuning van reed bestaande asemhaling liewe
as op wedywering met die ontoereikende pogings van die
baba. Dit bring ons weer by die probleem of pierver lapper
voordelig al blyk.

Een maatstaf wat vandag oor die lengte en breedte an
Amerika in gebruik is, sal definitief daartoe bydra dat
meer eenstenunigheid bereik word op hierdie netelige terrein
van die pasgeborene e asemhaling; dit i Virginia pgar
se sogenaamde telkaart'.lB Hierdie narkoti eur wag 60
sekondes na die algehele geboorte (die geboorte an die
naelstring en nageboorte word nie in ag geneem nie), en
gee dan 0, I, of 2 punte aan ieder pasgeborene al na gelang
die volgende 5 tekens:

Tekell 0 J 2
Hartspoed Nwesig Stadig leer a 100

(Minder as 100)
Asemhalings- Afwesig wak huil. Goed; Lekker

poging (Hipoventi- kreeuend
lasie)

Spiertonus Pap letwat f1eksie Duidelike
van ledemate f1ek ie

Refleks-
prikkel- Geen reaksie 'n ate van Lekker
baarheid beweging kreeuend

Kleur Blou, bleek Liggaam Pienk van kop
pien ; lede- tot tone
mate blou

Refleksprikkelbaarheid word op y beste bepaal deur 'n
funk klap loodreg op die voetsoo!. an al die genoemde
tekens i die eer te twee, hart poed en emhalingspoging,
die enigste werklik belangrike. Een of ander vorm van
doeltreffende asemhalingsonder teuning i aangedui met 'n
telling van vier of minder. (Diegene wat gewone rubber gebruik
kan slegs 'n druk van 20 - 30 cm. water behaal, omdat
rubber teen dergelike pannings begin rek onder enige verder



584 S.A. MEDICAL JOURNAL 9 July 1960

toename in druk.19 Alhoewel hoer druk gevaarlik is wanneer dit
uitgeoefen word vir langer as sowat 'n vyfde van 'n sekonde,a
is die druk wat behaal kan word in 'n gewone chirurgiese
handskoen13 waarskynlik geheel en al ontoereikend, altans
by die pasgeborene met apnee.

Die uniformiteit en moontlikheid van geldige vergelykings
wat sal volg op die algemene gebruik van bogenoemde
skema moet mettertyd lei tot 'n beter kennis van die waarde
van al die teenstrydige metodes van behandeling ten opsigte
van verstikking van die pasgeborene. Op die manier be
hoort ook die verwarrende bewerings van Bloxsom20 ver
hoed te word in die toekorns. Bloxsom het naamlik 'n
reinigingsmiddel (,detergent') en 'n ,spreidingsfaktor' met
beweerde sukses toegepas saam met sy sogenaamde ,air
lock'. Teoretiese gebrekklghede is egter gevind deur sewe
van tien deskundiges wat geraadpleeg is,!l en 'n behoorlik
beplande ondersoek'2 het absoluut geen voordele van Blox
som se voorstelle geopenbaar nie. Akerren23 se metode van
intragastriese suurstof het veel van sy vroee gewildheid
verloor ook as gevolg van' teoretiese besware en die feit
dat dit die gevaar van maagruptuur inhoU.24 (Vir behoorlike
gebruik is 'n dubbelbuis dus noodwendig; vir diegene wat
glo dat 'n maagbuis in ieder baba na 'n keisersnit gebruik
moet word,25 is die metode egter baie handig.)

Die narkotiseur se oogpunt, soos hier uiteengesit, neem
nie in ag die behandeling van pneumonie soos sorns aangetref

word na langdurige membraanruptuur of ander pediatriese
toestande nie. Nogtans behels dit 'n benadering wat 'n
groot bydrae lewer tot die nog steeds onopgeloste probleem
van 'il onveranderde en aansienlike sterftesyfer gedurende
die eerste week van menslike bestaan buite die moeder.
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THE SECRETARY FOR HEALTH

Early in August Dr. J. J. du Pre le Roux will retire from the
position of head of the Union Department of Health, which
he has held with great distinction since 1952. During his
term of office important advances have been made in the
administration of preventive medicine in this country. In
the achievement of these Dr. le Roux's enlightened wisdom
and vigour have played a vital part, and South Africa owes
him a debt of gratitude. As head of this Department he
will be greatly missed by his professional bretheren, for
cooperation has been the keynote of his administration.
The President of the South African Medical and Dental
Council has given eloquent expression to that Council's
appreciation of the excellent and fruitful relations that have
been maintained with successive Ministers of Health through
Dr. le Roux's mediation. 'Dr. le Roux' said Professor
Oosthuizen, 'had been a tower of strength'. The Medical
Association of South Africa will heartily agree with this
appreciation, for under Dr. le Roux's administration the
Association, too, has been able to cooperate harmoniously
with the Department and the Ministers in national health
affairs.

A fundamental condition of successful health administra
tion is a close liaison between the medical profession and
the Department of Health; and to maintain this relation
it is most advantageous that the head of that Department
should be a medical practitioner understanding the problems
of the public health and speaking the language of the pro
fession.

The position that Dr. le Roux has held is in a formal
sense a dual one, in that it combines the statutory office of
Chief Health Officer (a post which under the Public Health
Act of 1919 can be held only by a medical practitioner with

prescribed additional qualifications in public health) and
the administrative office of Secretary for Health, which,
though it carries with it the position of head of the De
partment of Health and accounting officer, does not require
its incumbent to be qualified in medicine. Great concern
has been caused in the profession by a report from a political
correspondent that Die Burger has published, l viz. that the
possibility is being mentioned 'in official circles' that the
position, now that it is being vacated by Dr. le Roux, may
be divided into two separate posts, - an administrative
head 'who will be able to control administrative and financial
matters' and a professional head 'who will be able to make
expert professional decisions'.

Evidently the idea is similar to that which arose in 1940,
at the time of the appointment of the late Dr. Peter Allan
as Secretary for Health. A proposal was then under con
sideration to appoint a lay Secretary for Health as head of
the Department of Health with a Chief Health Officer of
lower administrative authority than head of department.
The Association strongly opposed this proposal, with the
result that the proposal was dropped and Dr. Allan was
appointed as Secretary for Health and Chief Health Officer.

It may be that the idea ventilated in Die Burger (and
elsewhere) is in the nature of kite-flying; but should it turn
out to be a serious proposal it is to be expected that the
Medical Association will again express its strong opposition.
It will in no wise object to the salutary principle that the
Government of the country should be in the hands of states
men, and not professional experts, but it holds the view
that in matters of health the structure of Government should
be a Cabinet Minister with a medical head of a Health
Department who should be responsIble to the Minister
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[Or the work of the Department and for the carrying out
ef the policy of the Government. 0 matter what may be
suitable administrative arrangements for other State de
~>artments, the department that is responsible, so far a
(iovemment functions extend, for the health of individual
c:itizens (for that is what makes up the public health) hould
t>e under the direction of a competent medical officer, who
hould be immediately responsible to the Minister, without

the intervention of a lay civil servant. The background of
rlUblic-health administration is the science of medicine,
,"'ith its basic sciences and associated professions, and this
structure of government which, it may fitly be mentioned
in this Jubilee year, has been in operation since the pa ing
of the Public Health Act, is the best suited for tbe health
,ldministration of the Union Government. Moreover, it
jS the best calculated to bring the medical (and allied and

auxiliary) professions into that contact 'with the Govern
ment that i 0 valuable on question of health.

It goe without aying that in any Government depart
ment, administrative and financial matters require expert
handling, and a health department is no exception; indeed
expert in other non-medical matters may be needed on the
staff. Thl need give ri e to no difficulty; the services and
advice of the variou ub-heads will of course be available
to the head of department. The view of the edical ocia
tion of South Africa, expressed in 1940, i that the health
need of the public require that the head of our nion
Health Department. should be a medical officer in touch
with the realities of the public health and not a lay financial
and administrative officer. The tail should not wag the dog.

I. Dje Burger, 13 June 1960.

SURGICAL CONYALESCENCE*

R. D. H. BAIGRlE, B.A. (CAPE TOWN), M.B., CH.B., ER.C.S. (Em '.), Department of Surgery, University of Cape Town

urgical convalescence is of vital importance on a personal,
social, and economic level to everyone concerned with an
operation, especially the patient, his family, his employers,
and the community in which he lives.

It is, fortunately a normal occurrence.
A constant review of ideas which seem easily acceptable,

of procedures which seem obvious, and of syndromes which
eem commonplace is necessary to appreciate the unusual,

the abnormal, or the new. A simple example of this is
early, controlled, post-operative activity. Where John
Hilton said, in his writings on rest and pain, 'under injury,
pain suggested the necessity of, and indeed compelled ...
rest', we say today that pain suggests the necessity of the
limitation of activity only to the extent that this causes
something more than discomfort.

General reading of the works of Hardy,8,lO from the
University of Mississipi, and of Dunphy!4,15 and above
all of Moore4,Il,12 and the Harvard school, suggests that
surgical convalescence may be reviewed under the heading
of 6 questions: When does it start? Whence come the
stimuli for the whole response to injury?' Where lie the
origins of the whole syndrome? What are the landmarks
of its normal progress? How can we aid the whole process
to follow its normal course? and, When does it end?

In surgery it is always well to consider the end before
embarking on the beginning. Let us start, therefore, with
tbe question: When does convalescence end?

Objectively, convalescence ends when the patient has
returned to a normal physical and psychological state of
well-being, of effort potential, of resistance to fatigue, and
to a state of normal social relationship and of economic
usefulness.

Subjective convalescence may coincide with objective
convalescence, but the patient carries a scar to the end of
his days . . . a sensitive-to-the-weather, touchy, or even

* Paper presented at a meeting held under the auspices of the
University of Cape Town and the Association of Surgeons of
South Africa (M.A.S.A.) at Groote Schuur Hospital, 7 April 1960.

adherent scar . . . and is never quite the same after the
operation. So, although healed to a ten iIe trength even
beyond that of nearby tissue, the wound remains an area
of continuing, special metabolism. In experiments on the
recovery of the tensile strength of fascia in wounds, Douglas1

shows that this process continues for at lea t a year (Fig. 1).

Fig. 1. The continuing recovery of tensile strength in a wound.

In this connection the breaking down of wounds in evere
scurvy during the long sea-voyages of exploration comes
to mind. In 1772 Lind showed tbat fresh fruit-juices could
prevent such afllictions as beset George Auson in his cir
cumnavigation in 1748, when he recorded that ' . . . old
wounds, long healed, broke out afresh', and that' ... the
callus of a broken bone that had been formed for a long
time, was found to be completely di oIved'.

When does convalescence begin? Although it cannot
begin before accidental injury, it may, and should, begin
before elective surgery. Thi hould be the point of com
mencement of return to p ychological normality. The
sufferer's complaints have been patiently and ympathetic
ally explored, his questions answered imply, as far as
pos ible, and his fears have been rationalized. ot every
shoal of differential diagno i , nor treacherou current of
prognosi, nor adverse wind of complication has been




