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VAN DIE REDAKSIE EDITORIAL

STELLENBOSSE BYDRAES

Soos dit nou al gebruiklik geword het om te doen, plaas ons
in hierdie uitgawe van die Tydskrif 'n aantal bydraes wat
gelewer is by geleentheid van die vierde Akademiese Jaardag
van die Mediese Skool van die Universiteit van SteUenbosch.
'n Aantal van die bydraes wat by daardie geleentheid gelewer
is, is alroods gepubliseer, en nog ander is nie gerood vir publi
kasie Die omdat hulle in die vorm van voorlopige verslae
gelewer is oor werk wat nog voortgesit word.

Teen hierdie tyd het die Mediese Skool van die Universiteit
van Stellenbosch al min of meer sy stadium van mondig
wording bereik, aangesien die eerste geneeshere wat aan die
skool opgelei word, vanjaar sal kwalifiseer. In hierdie land is
dit vir ons 'n besondere gebeurtenis om verskeie redes:

In die eerste instansie sal Stellenbosch nou sy plek innoom,
saam met die mediese skole van die Universiteite van Kaap
stad, Witwatersrand, Pretoria, en Durban, as opleiding
sentrum vir geneeshere. Dit is 'n belangrike stap omdat daar
in hierdie land, in terme van die behooftes van al die
bevolkingsgroope, 'n tekort aan geneeshere bestaan wat met
die loop van jare groter in plaas van kleiner sal word.

Daar is alreeds in die mediese pers en by besprekinge deur
lede van die Mediese Vereniging en die Geneeskundige Raad,
herhaaldelik gewys op die bedreiging van hierdie tekort.
Onlangs nog weer het prof. H. W. Snyman,Ondervoorsitter
van die Suid-Afrikaanse Geneeskundige en Tandheelkundige
Raad, daarop gewys dat daar, volgens verwagting, in 1965 'n
ernstige tekort aan geneeshere in die land sal wees.

Hierdie tekort aan geneeshere skyn wyer voor te kom as net
in ons land. Prof. A. J. Brink, van die Universiteit van
Stellenbosch, wat verlede jaar op 'n uitgebreide besook na
Amerika en Europa was om ondersook in te stel na die
probleme van hospitaalbeplanning, veral in soverre dit oplei
dingshospitale betref, het dieselfde tendens ook in die buiteland
aangetref. Dit word byvoorbeeld bereken dat, met inagneming
van die nuwe opleidingshospitale wat alroods beplan en
goodgekeur is, die tekort aan geneeshere in Amerika Die
uitgewis kan word nie; trouens, in terme van die vermoorde
ring van die bevolking en die uitbreiding dus van die behoefte
aan mediese dienste, sal die tekort in Amerika in die volgende
aantal jare so groot word dat dit aan 'n nasionale katastrofe
sal grens.

Dit i du uit die 001' egings wat ons genoom het, duideLik
v aarom ons dink dat dit belangrik i dat die ediese Skool
van die Universiteit van Stellenbo ch nou die tadium bereik
het waar gekwalifiseerde geneeshere gelewer kan word. On
wil elf verder gaan en die gedagte ter bespreking en ernstige
oorweging voorle, soos ons ook alreeds by 'n vorige geloont
heid gedoen het, dat opleidingsgeriewe vir geneeshere nog
verder uitgebrei moet word, byvoorbeeld na sentrums 00

Bloemfontein, Port-Elizabeth, en na Durban, bowe en
behalwe die geriewe wat tans wel in Durban be taan.

'n Verdere rede waarom die mondigwording van die
Mediese Skool van die Universiteit van Stellenbosch belangrik
is, is omdat dit nou die tweede skool in die land sal wees
waar studente deur die medium van Afrikaans opgelei sal kan
word. Die Universiteit van Pretoria het alroods gewys dat dit
gedoen kan word. SteUenbosch salop die pad voortgaan.

Vir die ontwikkeling van Afrikaans as kulturele en weten
skaplike taal is dit van groot belang. Gedurende die afgelope
aantal jare het die Afrikaanse vaktaal met verbasende spronge
vooruitgegaan. As ons studente kan oplei deur medium van
Afrikaans, en hulle darem in staat stel om na enige ander
universiteit in die wereld te gaan vir verdere studie, as hulle
dit sou wou doon, dan sal dit 'n groot dag wees, en dit sal
ook die mondigwording van Afrikaans as mediese vaktaal
beteken.

Alrnal wat kennis het van die standaarde van mediese
opleiding en die mediese praktyk, hier in ons land en in
ander lande van die wereld, woot dat ons tot nog toe rede het
om trots te wees op ons standaard. Die geneeshere wat uit
ons mediese skole stap, is so good toogerus vir hullewenstaak
as die bestes in die wereld. Ons mag egter nooit tevrede word
met die standaard van ons opleiding nie. Trouens, ons moot
altyd daarop bedag wees om ons standaarde so hoog as
moontIik te hou. Dit moet altyd ons doel en ideaal bly om
geneeshere op te lei wat professioneel en akademies onbe
sproke staan en wat op die vlak van die bestes in die wereld
kan beweeg. Daarby moet ons egter ook geneeshere oplei
wat die gesindheid van diensbaarbeid so sterk sal he dat die
mediese professie altyd vir hulle nie net 'n beroop sal woos nie,
maar in die wesenlike betekenis van die woord, 'n rooping.

D JGERS OF LOCAL AESTHESIA

-

Since the advent of relaxant drugs, general anaesthesia has
become increasingly more popular, even for bad-risk, elderly
and frail patients.

In an Editorial in 1950 in this Journal,! it was stated that
important steps to remedy deficiencies in the training of
anaesthetists had been taken at certain centres by the estab
lislunent of a full-time teaching staff.

A letter to the Editor in November 1951 2 stated that the
introduction of these full-time .departments would benefit
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the aspirant specialist only and not the intern or houseman
who was going into general practice.

A very large number of general anae thetics are till
given in this country by general practitioners, many of whom
have become increasingly proficient in their administration.
Quite often, however, a local anaesthetic is preferred for a
bad-risk patient where a speciali t anaesthetist is not avail
able.

Procaine has very largely been replaced by lignocaine
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and it now appears likely that carbocaine, which has recently
been added to the list of local anaesthetic drugs, may well
replace lignocaine. A recent article in the Journa[3 describes
the advantages of this drug over lignocaine, and is well
worth the attention of those who make frequent use of local
anaesthetics.

Lignocaine, marketed as 'xylocaine' or 'xylotox', is, how
ever, till the local anaesthetic drug in most common use in
this country at the present time, and deaths have occurred
recently from overdosage and the high concentration of
adrenaline being used. It i unfortunate that lignocaine for
injection purposes is usually supplied to hospitals in a 2%
solution plain, or in a 2 %solution with 1 : 80,000 adrenaline.
When a large amount of local anaesthetic is required for
infiltration purpose, e.g. for herniorrhaphy, amputation of
limbs, abdominal field blocks, etc., a 0·5 % concentration
of lignocaine is quite adequate. The concentration of adrena
line should never exceed 1 : 200,000.

It is suggested that the following solution be prepared
for use when any large amount of lignocaine is being used:

Lignocaine 2% plain, 25 ml.; normal saline, 75 ml.; and
adrenaline, O· 5 ml., 1 : 1,000.

The above solution will contain 500 mg. of lignocaine
in a O' 5% solution and the concentration of adrenaline will
be 1 : 200,000. 500 mg. of lignocaine should not be exceeded,
and for the elderly and frail patient a smaller dose or a
more dilute concentration should be used.4

A small dose of thiopentone should always be immediately
available fOJ; intravenous administration if convulsions occur
and should be followed by oxygen given under pressure
from some simple apparatus.

I. Editorial (1950): s. Afr. Med. J., 24, 656.
2. Barton, J. D. M. (1951): Ibid., 25, 832.
3. Voss, T. J. v. (1960): Ibid., 34, 926.
4. Bryce-Smith, R. (1960): Brit. Med. l., 1, 1039.
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To estimate the dilfusion of gases across the alveolar-eapillary
membrane, one needs to know the partial pressure of the gas
in the alveoli, its partial pressure in the blood, and the volume
of gas transferred from alveoli to blood per minute. A gas
such as carbon monoxide (CO) has a negligible partial pres
sure in blood.

Two methods exist for estimating CO diffusion: In one,
rebreathing of CO in small concentrations until a steady
state existsm the alveoli, is employed, and in the other a single
breath which is- held for approximately 10 seconds. The
various criticisms which have been applied to these two
methods need not be fully considered here.1 The main difficul
ties are to obtain a representative alveolar pCO in abnormal
subjects by the first method, and the fact that disappearance
of CO is -not truly exponential in the second method and
that D

L
so calculated tends to decrease with the time of

CO
breathholding.1

The first method seems to be most commonly used, and
results are expressed either (i) as the percentage of CO re
moved or extracted from inspired gas mixtures, when only the
CO concentrations of inspired and expired gases need be
known, or (ii) as the diffusing capacity of the lungs D ,

L
CO

when in addition to the above measurements, the alveolar
CO concentration, as determined in end-tidal samples, should
be known.

McNamara et al. 2 have already compared these 2 measure
ments and found that percentage CO extraction and D

L
CO

are both of equal value in differentiating between normal and
abnormal diffusion. They2 also compared these results with
the measurement of conductance of the lung (CL), a term

* This work was carried out in association with the Degenerative
Diseases Group, CSIR.

which they borrowed from Dornhorst. 3 Conductance gives
'an accurate measure of gas transfer from air to pulmonary
capillary blood at the time of the test' and serves 'as an index
of the efficiency of the whole conducting pathway'.2 It does
not however discriminate as effectively between normal
and abnormai diffusion as D or CO% extraction.2

L
CO

The infrared CO analyser gives reliable results in deter
mining the CO concentrations in the various gases. The
capital outlay required for an infrared CO analyser precludes
this technique from being used in most hospitals, and in
South Africa even the pulmonary physiology units of the
larger teaching hospitals do not have such facilities.

The recent description of a technique by Milledge,4 in
which a pallado-sulphite detector is used for estimating CO
concentration, has made diffusion studies an office procedure.
It also allows such studies to be carried out at the bedside of
severely disabled patients. This technique has been employed
to measure the CO percentage uptake. CO percentage uptake,
however, falls on exercise, while DL and CT> increase as a
larger surface area for diffusion, and an increase in pulmonary
blood flow are established. The fall in CO percentage uptake
on exercise could be explained on the basis of the fact that
ventilation is not taken into account. Hyperventilation in
creases the volume of gas absorbed, but lowers the percentage
of the gas removed from the inspired air.2 As it is confusing
to express an increased function by a decrease in the deter
mined values, it seems advisable to use CL when the pallado
sulphite technique is used for determining diffusion capacity
in exercise studies.

This paper records our experience with Milledge's4 tech
nique in 18 normal subjects and in patients with emphysema
and fibrosis. The CL was done at rest and during exercise in
normal subjects and in patients, and the results are compared
with those of other workers using an infrared CO analyser.


