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Automobile accidents it seems will always be with us and we
know that the most serious injuries will occur to occupants of
vehicles on open roads at high speeds.

There is obviously a great deal of work to be done from
the point of view of the prevention of accidents and the pre
vention of serious injury once the accident has occurred, i.e.
better design of cars and better 'packaging' of occupants. I
do not propose to discuss this aspect in this paper.

The one thing that can be done from the medical angle is
to organize the care of the already injured person thoroughly.
It is the individuals who are in a critical state with multiple
injuries, or sometimes even a single injury, who are at present
dying at the roadside because the arrangements for their
care are not integrated.

Roadside Resuscitation
To ensure adequate care of the injured, one must organi:z:e

from the scene of the accident until the injured person IS
well resuscitated and in a fit condition for any definitive
treatment he may require.

It has been established without doubt that the sooner the
accident victim and the expert in trauma are brought together
tbe better are the chances of survival for the patient. On
the gold mines of South Africa this has been proved time and
time again. It has also been proved in the resuscitation of
sbark victims.

It is always delay in the start of resuscitation that results
in death from shock and haemorrhage in the early stages,
or from renal failure at a later stage. It must be borne in
mind tbat a patient does not have to be in a hospital or even
a house or a shop to be resuscitated. The patient can be
resuscitated at tbe scene of the accident, providing the doctor
can get there quicker than tbe patient can be taken to the
doctor. Since some sort of first aid must always be carried out
and transport has to be made available, it is invariably quicker
for the doctor to go to the accident rather than wait for the
injured to be brought to him.

In theory all will agree the above is, on the whole, the
ideal. I do not know whether or not arrangements of this sort
exist anywhere in the Republic, but there are a number of
areas where there is no organization for accidents and lives
are being lost solely because of this lack.

Rural Arrangements
Since most high-speed accidents occur in rural and semi

rural areas, the organization in these areas will be discussed
first. The basis should be the Medical Association of South
Africa. The local executive or representative members in each
town or village should make sure that there is someone, and
a deputy, in the immediate area who is expert, or who is
prepared to make himself expert, in trauma and resuscitation.
This doctor must always be readily available, and the police,
the hospital and the ambulance driver(s) must always know
how to find him. He should have a resuscitation kit with
plasma, intravenous equipment, and a few essential instru
ments. If possible he should have blood readily available to
take with him, preferably 0 group low-titre Rh negative. In
cases where it is imperative to give blood, this blood. can be
given with reasonable safety without a compatibility test.

Roadside resuscitation will probably strike a number of
practitioners as being unnecessarily dramatic and embarrassing,
but there is no doubt about the fact that numerous lives will
be saved if this procedure is carried out.

Objections to the Scheme
There are obvious objections to this organization which im

mediately come to mind. These include the following:
1. Why not a roster system where a different doctor,

reasonably expert in resuscitation, is on call each week? When
the accident occurs there may be doubt as to which doctor
is on call, with valuable time lost looking for him. A patient

with a smashed-in maxilla and mandible needs immediate
attention to ensure an airway.

2. What if the local expert is not available? (attending
another emergency). He is still the man responsible and will
best know wbich of his colleagues can go to the accident or
take over his own present emergency.

3. Who pays the expert? This shculd be the patient or
his family. If the family cannot or do not pay there should
be some sort of arrangement whereby the Province reimburses
tbe doctor. This may well be, but should not be, the point
where the whole system breaks down.

4. Will tbe doctor not be called out to a lot of accidents
where no one is really seriously injured, but everyone has had
a good fright? This situation is, I am afraid, inevitable, but
is hardly unusual enough in the life of any doctor to call for
further comment. Who in any case is better qualified than
the trauma expert to decide whether it is fright or serious
injury? He can assess and dispose of casualties with confi
dence and authority.

A big bone of contention at present is that when an accident
takes place close to one town or village, but not within the
geographical jurisdiction of its local authority, the injured have
to be fetched by the ambulance services of a distant authority.
Surely the nearest help should be summoned. I am sure this
could be coordinated by the police to ensure that two different
organizations are not called out, since the police are usually
the first to be notified. At times one gets the impression that
all local authorities and their agents are more concerned with
'Who will pay?' than with 'Can we be of any assistance?'

City Arrangements
In the big cities the arrangements do not seem to me to need

many changes. The ambulance services are usually well
organized and there is often a telephone within seconds' reach
of the accident. The local hospitals have full-time staffs
capable of dealing with the injured, and the injured can
almost invariably be taken to the hospital far faster than the
doctor can arrive at the scene of the accident. If this is not
the case then surely it is purely poor administration of a
situation that can be made to work extremely well. Another
factor is that the majority of urban accidents take place at
slower speeds and the victims do not suffer from such gross
injuries as those occurring at high speed. For this reason
the same urgency does not exist in irJitiating treatment.

Peri-urban
The peri-urban areas have a problem which is unique, in

that they are not part of the city organization, but still have
to make use of the city hospitals. Their roads are more open
and therefore they have more high-speed accidents. The
accidents occur far enough away from the hospitals for there
to be serious delays in resuscitation being started. These
problems are purely administrative, and are often due solely to
lack of cooperation and liaison between various local
authorities.

I am sure that the local practitioners with their knowledge
of t~e local c,:mditions will be able to set matters on a proper
footmg.. The unportant thing is to have the organization. A
responsible body should control this and see that it remains
organized. Whoever is delegated as the expert should willingly
a~ce.pt his resp~)llsibility to care for the injured in his particular
dlstnct at all tunes. .

The fundamentals required are that the medical men must
work in close cooperation with the police, the hospitals and
the ambulance depots so that, whoever is first notified of an
accident, it will be ensured that the expert in trauma is the
next person notified. Instances should not arise where an
injured person is transported through a small town to a large
one only to arrive there moribund or dead, for the sole
reason that the ambulance driver or the police did not know
that adequate facilities existed in the small town.
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Conclusion
To conclude, I hope that this paper, if it does nothing else,

will stimulate thought and action that wiU result in the build-

ing up and maintenance throughout the country of a sound
organization providing adequate care for the seriously injured
victims of road accidents.

A MALIGNANT BRONCHIAL ADE OMA PRESENTI G AS A CARCI OlD
SYNDROME

R. B. K. TUCKER, M.B., RCH. and R. E. YODAlKE , M.B., B.CH., Department of Medicine and Department of

Pathology and Microbiology, Universiry of rhe Witwatersrand, Johannesburg

Biorck er af.l first drew attention to a patient with pul
monary stenosis and tricuspid insufficiency associated with
a carcinoid of the jejunum, which had metastasized to the
liver. They described a peculiar cyanosis of the trunk and
face and vermilion mottling induced by excitement, in this
patient, a 19-year-old boy who died after angiocardio
graphy. Thorson et aP collected reports of similar cases.
With their own,l there were 7 definite and 9 possible cases.
The features of the syndrome were described as follows:

1. Malignant carcinoid of the small intestine with
metastases to the liver.

2. Dependent oedema.

3. Frequent watery stools with borborygmi and
abdominal pain.

4. Widening of the small vessels of the skin with
telangiectases in some cases.

5. Pellagra-like cutaneous lesions.

6. Plethora and cyanosis with peculiar patchy flushing
of the skin.

7. Pulmonary stenosis and tricuspid regurgitation.

8. Attacks of bronchial asthma.

The basis for the symptomatology of the above syn
drome was thought to be serotonin (5-hydroxytryptamine),
since Lembeck had isolated considerable quantities of this
substance from a carcinoid tumour in 1953.3 Early studies
of serotonin activity in animals showed some of the above
effects, viz. bronchoconstriction, hyperperistalsis, increased
pulmonary vascular resistance, and reddening of the skin.'
Subsequent investigation of the humoral effects of

Consolidation and atelectasis in

5-hydroxytryptamine (5-HD and the related histamine
release have further elucidated the mechanism of the
syndrome.so6

In 1958 Dockerty et al.7 first reported the occurrence
of a metastasizing bronchial adenoma with the carcinoid
syndrome. Twenty-one cases have now been published
confirming this association,So9 and two cases of oat-cell
carcinoma of the lung have been reported in association
with the carcinoid syndrome.lOon A further case of
malignant bronchial carcinoid giving rise to the syndrome
is now presented.

CASE REPORT
History

A 57-year-old White female presented in January 1962 with
a history of progressive dyspnoea and severe diarrhoea of
eight weeks' duration. She passed up to 15 stools a day, and
the evacuation of these stools was forceful. She complained
of periodic abdominal cramps. In addition, polyarthralgia had
been present intermittently for 9 months and she had noted
progressive weight loss over this period. For about 15 years
she had had a cough, but recently this had become more
severe and was now associated with copious yellow sputum.
She admitted to being a heavy smoker. She had been in
hospital on 3 previous occasions during 1958 and 1959 for
lung infections and congestive cardiac failure. The extent of
the consolidation and atelectasis in 1958 is seen in Fig. 9A.
She was maintained on therapy against cardiac failure.

Examination
Her face was florid and central cyanosis was present. The

blood pressure was 120/70 mm.Hg. She was in congestive
cardiac failure. The liver edge was palpable 5 cm. below the
costal margin, and it was tender and firm, with an irregular
surface. The spleen was just palpable. The heart was clinically
slightly enlarged, with neither side predominant. A right atrial


