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importan e of combined action and the proper recording of
action taken, but spa e again prohibits its in lusion in thi
paper. I believe that rheumatic fever was often 'over-diagnosed'
on too scanty evidence. Febrile illnesses with monarthritic
joint involvement with or wiihout laboratory e iden e of the
presence of H.slreplococci as the ausative agent may be
quoted as an example. Large numbers of hildren in the
wards were found to have systolic murmurs whi h were often
functional in origin, yet in the presence of pyrexia and vague
arthritic pains the diagnosis of rheumatic carditis was made.
Over-diagnosing was not discouraged, but cases were vetted on
ward rounds; the alternative would have been missing true
cases. With regard to bums and scalds, the preventi e
approach was most important. The negligence of parents re­
garding the potential hazards from cooking and heating
appliances on the floors, coupled with overcrowding, intensified
the dangers.

UISCUSSIO.

The application of the concept of family-community
health practice to an unsophistic:lted community whose
members were poor and lacking in health knowledge, was
no innovation. 1 was associated with the Dep:utment of
Social, Preventive, and Family Medicine at the University
of Natal where the field practice was oriented in a similar
fa hion for African and Indian communities. This type of
health concept and its practical application has been
demonstrated to work effectively in widely differing culture
group>, but in the similar setting of socio-economic under­
development. Cultural modifications and priority assess­
ments are the important considerations in programme
planning and action.

There are certain epidemiological factors that might
fruitfully be explored further:

The 'courtyard group' in this community would be
worthy of study since it involves the implications for
health and disease from the association of its members
with one another.

'Problem families', living in ignorance of health factors
and steeped in rigid beliefs and behaviour patterns detri­
mental to the health of others, and the concerted approach
towards active and interested key members of certain
families, who would promote better health conditions for
others less knowledgeable, are factors for consideration.

Methods must be introduced to fortify cultural beliefs
where these are health promotive and to alter them where
detrimental. The problem of consanguinity presented itself,
and these marriages were sanctioned by religion. I collected
100 families with a history of consanguinous marriage at

either un I -ni e ou 'n 16
howed r

of their off pring. f
intere t.

Ther hould b encouragement regarding ommu-
niry' de ire to help it elf and f r thi to be put into vert
action de pite limited economic m n. ar more is
achieved by the e tabli hment f a ommunity pride than
by the method of 'handout' hich th n become xpect d
a a right.

The u of community h alth educator and culturally
applicable health aid are important technique f r
health promotion. 0 pite pov rt , m mber f thi com­
munity seldom showed e iden of gro malnutrition in
it infant population or gro avitaminotic defici ncie in
it adult population. The feeding habit of thi c mmunity
were conduci e to a fairly \ ell-balanced di t. The u of
yoghurt, goat-milk cheese, green of all kind eaten raw in
salad or a con tituent of ste\ , egetable, cheaper cut
of meat, and fruits of every variety purcha d inexpen­
sively when slightly over-ripe, bread that was unrefin d and
the use of many type of herb may be among the factor
contributing to thi adequate dietary pat! rn.

CO. CL 10

A pecific community (mainl Jewi h) living in a geogra­
phically defined area in Tehran, Iran, ha been de ribed
together with the health service d igned for it on a
family-neighbourhood-community ba i. Epidemiological
factor have been raised for con ideration for further rudy
and action.

It was mo t gratifying to work in an organization uch
as the American Joint Di tribution ommiltee, which
played a complementary role in education, feeding, cloth­
ing, health and other a peet of community development.
Through the organization's policy, local committee contri­
buted financially and accepted re pon ibility for their own
communitie . However important the health programme,
it was but a facet of total welfare enabling thi community
to uplift itself and thereby achieve a place in and a more
productive role for it future.
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THE REGIONAL ASPECTS OF RESPIRATORY ALLERGY IN 0 TH AFRI A*
DAVID ORDMAN, RA., M.B., CH.B. (CAPE TOWN), D.P.H. (R D), South African Institute for

Medical Research, Johannesburg

Re piratory allergy is a condition which manife ts itself
in the upper re piratory tract as sea onal hay fever, va 0­

motor rhinitis, nasal and paranasal allergy, and i
characterized principally by nasal congestion, rhinorrhoea
and neezing. In the lower respiratory tract it occur a
a thma. The symptoms in hay fever or seasonal a thma
are confined to certain month of the year and are due to

*Paper presented at the 44th South African Medical Congress
(M.A.S.A.), Johannesburg. July 1963.

the inhalation of the plant pollen present in the atmo ­
phere dunng that time. In nasal allergy or allergic a thma
of the perennial type ymptom are not limited to particu­
lar sea ons and may be a ociated actiologically with
inhalants other than pollen, viz. animal dander, household
or occup3.tional du t , feather, etc.; with the ingestion of
food tuffs to which the patient i sensitive; or, wholly or
in part, with emotional stre . • inusiti' or paranasal
allergy, both asonal and non- nal, may be due to
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Fig. 2. Map showing !he climate of Sou!h Africa. J=Johannesburg,
B=Bloemfontein, D=Durban, K~Kimberley, PE=Port Elizabe!h, CT
=Cape Town.

temperate region with a year-round rainfall. Mists occur in the
mountains of the Eastern Cape Province between the coast and
the Great Escarpment and are most frequent in the winter.
There is a 'mist belt' in Natal associated with southerly winds
where the altitude is between 1,500 - 4,500 feet.

The effect of climate on respiratory allergy can be considered
as being both indirect and direct.

1. Indirect Effect of Climate on Respiratory Allergy
Climate influences the regional types of vegetation and

it is the latter, therefore, and not the climate per se, which
are responsible for the various forms of seasonal respira­
tory allergy. This indirect effect of climate is discussed
below under 'Vegetation types'.

2. Direct Effect of Climate on Respiratory Allergy
The direct effect of climate on respiratory allergy is still

a controversial subject and there are many differing
opinions and impressions, but so far no unequivocal asso­
ciation of climate and respiratory allergy, and particularly
asthma, has been demonstrated.

Our own investigations2.5 in South Africa and our studies
based on this work from observation in and reports from
other countries, have shown that there is a group of
persons, whom we have termed the 'Climate group', whose
symptoms are aggravated and often even initiated at the
coastal areas, especially in warm countries. Symptoms of
respiratory allergy are ameliorated or even considerably
alleviated in these people when they move to or live in
inland areas. This improvement, at first glance, appeared
to be directly associated with the local climatic circum­
stances. At the coast the temperature and the relative
humidity are generally higher; but of greater significance
perhaps is the fact that these are both confined to a
narrow range in the 24 hours of the day and during the
year. This feature is in striking contrast to that of the
inland regions where there is a wide range in both tempera­
ture and humidity in the corresponding periods. This
difference is illustrated in Fig. 3 where Kimberley, an
inland town, is compared with Durban on the East coast.
Nevertheless the mechanisms of the effect of such climatic
differences on respiratory allergy are not clear if a purely
'climate' agent is sought. We have shown that in the coastal
areas the local 'house dust' has a greater allergenic potency
than that from the inland regions. A partial explanation
for this is that in the clear atmosphere the house dust of
the inland high altitude regions is subjected to, and so
modified by, the ultraviolet radiations. At the coast,
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>acterial infection, but it is frequently based on allergic
:ensitivities with or without superimposed infection.

Respiratory allergy is common in many parts of South
\frica. The incidence, seasonal occurrence, manifestations
md even the severity of symptoms may vary in the
lifferent regions depending upon certain local factors
vhich include principally climate, vegetation distribution
lnd even sometimes race-group distribution.

The greater portion of South Africa has an elevation in
he interior of over 3,000 feet bounded by the Great
~scarpment (Fig. I-thick black line), formed by mountain

Fig. 1. Map of South Mrica showing the approximate
distribution of the principal vegetation types. The 'grass­
lands' are shown as stippled areas. The thick black line
indicates the Great Escarpment. CT=Cape Town, PE=
Port Elizabeth, D=Durban, W=Windhoek, B=Bloem­
fontein, P=Pretoria, and J=Johannesburg.

anges running from Namaqualand in the West to the
)rakensberg in Natal on the East and falling away
Dwards the coast in a series of terraces. The narrow strip
long the coast has a height of 500 - 600 feet and, in parts,

width of up to 30 miles. The low-lying parts of the
ountry include portions of Natal, the lowveld of the
iastern Transvaal, the greater part of the Northern Trans­
aal and a considerable portion of the North-Western
:ape.

CLIMATIC FACTORS

'he Map in Fig. 2 indicates the climates in the different
~gions of South Africa according to the classification of
~open and Thornthwaite.1 In general the climate of the
ountry is temperate. It should be noted, however, that the
astern and southern shores of the country are washed by
le wa!TIl Mocambique and Agulhas sea currents and are
IUS warmer than the western shores, where the influence
f the cold Benguella current is apparent.
The highveld region of South Mrica has a summer rainfall

od is the high plateau (4,000 - 6,000 feet) in the interior,
)vering a considerable portion of the Cape Province, Orange
ree State and the Transvaal. The 'grasslands' of South Mrica
"ig. 1) practically coincide with this Highveld region and will
e referred to below.
It will be observed that a considerable portion of the western

art of the country (1 and 2 in the map) consists of arid and
esert regions. A predominantly winter rainfall is limited to
le extreme south-west corner of this subcontinent (3 in the
lap) where Cape Town is the principal city. The relatively
arrow strip on the east and south coasts (4 in the map) is a
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DURBAN.

the low-lying country in the extreme Eastern and Northern
Transvaal, grasses also occur in quantity, but their flowering
season extends well into the winter, i.e. beyond March into
June and even into July. The forest regions (6 on the map)
along the mountain ranges parallel to the South and Eastern
coasts of the Cape Province have but a scanty grass cover.

In Fig. 4, the vegetation distribution of the Natal region is
shown in greater detail. This map is based on the aero-ecologi­
cal map by J. A. Pentz and information kindly provided by
Prof. J. D. Scott. It will be observed that there is a narrow
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Fig. 3. Comparison of the climate patterns: Inland (Kim­
berley) and at the Coast (Durban), based on diurnal and
monthly figures of temperature (OF) and relative humidity
(%).

especially in the Port CItIes, the ultraviolet-light effect is
reduced by the prevailing moisture in the atmosphere and
by the smoke in the air emanating from harbours and
industries. We have noted that a number of persons in this
'Climate group' have benefited by desensitization with
extract of house dust obtained from the coast, when they
were once more able to live at the coast in relative comfort.
The suggestion is therefore that it is not climate itself but
an intermediate agent-house dust in this instance-that is
responsible for the influence of climate on this type of
respiratory allergy. By 'climate' is meant the grosser
climatic factors such as temperature, humidity, atmospheric
pressure, etc. We have suggested 3 possibilities for con­
sideration regarding the way in which climate might affect
respiratory allergy:

I. Certain climatic circumstances, or changes of climate, act
as irritants and, like any other irritant, are able to pro­
voke symptoms in a basically allergic person.

2. The local 'house dust' is rendered more allergenic under
. certain conditions and a susceptible patient is affected,

not by the climate directly, but by the more potent house
dust at the coast.

3. The effect of climate on the allergic subject may not be
due to any gross climate factors at all, but may be asso­
ciated with the state of the ionization, both qualitatively
and quantitatively, of the atmosphere in different regions.
Sufficient information on this subject in South Africa is
not yet available for comment to be made, or for conclu­
sions to be drawn regarding the significance of atmosphe-
ric ionization. .

VEGETATION DISTRIBUTION IN RELATION TO SEASONAL

RESPIRATORY ALLERGY

The approximate vegetation distribution in South Africa is
shown in Fig. 1. In the 'grasslands', shown as a stippled
area on the map, there is a relatively massive growth of
the long and the short grasses and there is consequently
much grass pollen in the atmosphere during their flowering
time in the summer.

Seasonal pollinosis hardly constitutes an aetiological problem
in South Africa.6 Almost all the seasonal, respiratory allergy
patients in this country develop symptoms in the summer. This
is the flowering time of the 'grasses', and consequently grass
pollens are abundant in the atmosphere and are responsible for
the symptoms. The sufferers are derived mainly from the
'grasslands' of the country (Fig. 1) and manifest symptoms in
the period October to March.

In brief, therefore, the patient sensitive to summer grass
pollen tends to find relief from his symptoms in the sclero­
phyll, thornveld, desert, and semi-desert areas, as well as in
the coastal regions of the East, South and West, where there is
relatively little grass. In the lowveld regions (2 in the map),
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Fig. 4. Map of Natal showing the coastal bush and grass distribution.

coastal bush area up to 30 miles wide along the East coast­
indicated on the map by stippling-where there is hardly any
grass. This means, in effect, that grass-sensitive persons from
the interior will find relief from symptoms in the summer when
visiting the Natal coast. Virtually the whole of this coastal
bush area has been cut into for the growing of sugar cane.
Sugar cane is of course a 'grass' (Graminae), but in the grow­
ing of this plant for industrial purposes, the pollination stage
is not reached and thus pollen from the sugar cane is not
present in the atmosphere. In the more inland parts of Natal,
forests have been replaced by grasslands, with scattered clumps
of trees. Extensive areas of grassland are thus present in Natal,
generally above an altitude of 3,000 feet and summer grass
pollinosis is therefore to be expected.

Hay fever confined to spring (Aug. - Sept.) is frequently
reported in many parts of the country. Certain exotic trees­
Plane (Platanus spp.), Oak (QuerclIs spp.) and Poplar (popllls
spp.), in particular pollinate in this season. Spring hay fever
constitutes only a small proportion of seasonal hay fever cases.
The Compositae plants blossom throughout the year in some
parts of the country, but principally in the spring in the Karoo
districts of the Cape Province, and also further north in the
Namaqualand region. The pollen is mainly insect-borne and
thus not likely to be responsible for respiratory allergy. In
parts of these arid and semi-desert regions the veld composites
occur in profusion in the spring. but the population there,
mostly a farming community, is rather small and Compositae
pollinosis is thus hardly significant. Some of the weeds of this
group---Cosmos (Cosmos bipillnara) and the Khaki weed
(Tagetes minura)-f1ower in the late summer (March - April),
and may be associated with a few cases at that time of the
year. With the extension of building activities into the rural
areas, these weeds are being eradicated and their effects
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Fig. 5. Map of South Africa showing the race distribution in some of
the bigger centres.

ecome less significant The Prosopis (Prosopis spp.) is fairly
ommon in parts of South West Africa and gives rise to
fmptoms of seasonal pollinosis mainly in October and
lovember. These trees are rather scant in South Africa, but
o occur in isolated places.

urban and district, respiratory allergy, including asthma,
'pears to be more common than in the Europeans. The reason
r this is under investigation, but it seems that the greater
~otional instability in this group is probably a factor in the
usation of perennial allergy, vasomotor rhinitis and asthma.
udies are being made to determine whether specific food-

stuffs used by the Indian peoples may be of significance.
Although definite figures for comparison are difficult to

obtain in a condition which is not notifiable, it would seem
from the impressions of persons who have practised medicine
in different parts of the country, that respiratory allergy is
relatively common in Durban and district. The reasons for
this are probably that in that sub-tropical coastal region the
high temperature and the high humidity, both within relatively
narrow range daily and annually, contribute the significant
factors favourable for the production and maintenance of the
'Climate group' type of respiratory allergy; and that the Asiatic
population, who are probably more susceptible to respiratory
allergy, are present in large numbers. Durban itself is an ideal
natural laboratory and clinic for the study of respiratory
allergy, and we have frequently visited Durban and Pieter­
maritzburg, some miles inland, for purposes of investigating
the condition. The 4 racial groups-Europeans, Eurafricans,
Indians and Africans-live almost side by side, and the com­
parison of the incidence, aetiological factors, manifestations
and effects of respiratory allergy can be made without undue
difficulty.

SUMMARY

The relative incidence of respiratory allergy in the different
parts of South Africa is discussed with the aid of maps, in
relation to geographic, climatic and vegetation distribution
features as well as in relation to the racial distribution of
the population.

Thanks are due to Miss E. J. Walker for drawing the maps
in Figs. 1,2,4 and 5 and to Mr. M. Ulrich of the Photographic
Unit of this Institute for the photographs.

Various details regarding climate and vegetation have been
obtained from the Official Year Book ot the Union of South
Africa7 and the data of race distribution from the Year Book
and Guide to Southern Atrica.8
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RACIAL DlsTRmurION

ienerally speaking it has been observed that the incidence
f respiratory allergy is considerably lower in the Bantu
eoples than it is in the European population. The approxi­
late racial distribution in some of the bigger centres of
outh Africa is indicated in Fig. 5.
The Coloured or Eurafrican population constitutes a con­

derable proportion of the community in the Cape Province
.pecially in Cape Town and Kimberley as shown in the map,
~d in them the incidence of respiratory allergy is virtually the
tme as in the Europeans. In the Asiatics-the Indian popula­
on-who form a large proportion of the community in

ASSISTANCE TO COLLEAGUE
•October 1962, a special appeal for funds was made by the

mevolent Fund of the Medical Association, through the
edium of the Journal, to aid a young colleague, Dr. J. A.
Lchs, who required an urgent aortic-valve repair operation,
lich could only be performed overseas. Through the great
nerosity of the medical profession and various pharmaceuti­
I firms, Dr. Sachs was enabled to proceed to England where

the operation was performed on 5 March 1964.
A letter has now been received by the Secretary of the

Association from Dr. Sachs, advising that the operation was a
great technical success and, although he will require a long
period of convalescence, he is now almost fully recovered. Dr.
Sachs wishes once again to thank most sincerely all the contri­
butors who gave him such great assistance and encouragement.

KONFERENSIE OOR PREVENTIEWE GENEESKUNDE BY DiE BANTOE

Konferensie oor Preventiewe Geneeskunde by die Suid­
'rikaanse Bantoe, gereel deur die Soutpansberg Tak,
.V.S.A., sal gehou word by die Universiteitskollege van die
Jorde, Pietersburg, Transvaal, vanaf 25 tot 27 Junie 1964.
:gistrasie vind plaas vanaf 10.00 vm. op Donderdagoggend
Junie. Die konferensie word verdeel in drie afdelings en die

orlopige program is soos volg:

mderdagmiddag 25 Junie:
Tema: Invloed van lewenswyse en gewoontes op gesond­

heidstoestande (Voorsitter dr. I. S. Steyn).
,Die volkekundige agtergrond tot hierdie afdeling', prof. E.

Potgieter.
,Voedingsgewoontes', dr. P. J. Quin.
,Sekere verloskundige gebruike', dr. J. A. Rosset.
,Waarde van en probleme met gesondheidsvoorligting op

skool', prof. W. Kware.

Inleiding tot die besprekings in hierdie afdeling, Sy Edele,
dr. W. W. M. Eiselen.

Donderdagaand 25 Junie:
Amptelike opening van die Konferensie deur Sy Edele, dr.

A. Hertzog, Minister van Gesondheid.

Vrydagoggend 26 Junie:
Tema: Die siektebeeld en siektelas by die Bantoe (Voorsitter

dr. Sunley Uys).
,Die siektebeeld in die stamgebiede', dr. H. P. Botha.
,Die siektebeeld in die stedelike gebiede', dr. V. H. Wilson.
,Patologiese aspekte van die siektebeeld', prof. F. Wain-

wright.
,Psigologiese aspekte sover dit gesondheidstoestande beln­

vloed', prof. T. van Dyk.




