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COMMTh-"'TS ANI> DISCUSSION

The field investigatiop s::howed the unsatisfactory conditions
affecting many urban Bantu invalids. A great number were
suspicious of the in~estigation,and many more were unable to
understand that assIStance was obtainable. Pride and distrust
also influenced many of the families questioned. There was
less reticence in aceeptin;g medical aid than social assistance.
The local health departr:nent h.as for many years provided
essential services, expancfing them as needs have arisen. It is
felt .that a new n~ed.h.as arisen. B~ ~aking use of the existing
seTVlces and applicatlon~:fsuch pnnclples as health education
morale. build~g in invalids and relativ~s, adequate therapy
and diet, aVOIdance of bed-fastness, stImulation of mental
activity, home care supe::rvision and equipment for the dis
abled,6 considerable alle'Viation of these adverse conditions
could be obtained.

SUMMARY

Invalidism in the Rana corrununity of Johannesburg was
investigated. It was founcJ. that 1 family in 4 was encumbered
by an invalid, less th.an one-half of whom received regular

medical treatment, and less tbarJ oJle-quarter received social
assistance, although both are a"ai~ble. The medical, social
and rehabilitation services were ir1v~tigated and the use made
of these services was assessed. Methods of rneeting the problem
are suggested. It is advocated that local autborities with urban
Bantu populations of the type d~Iibed ill this study could
ideally promote a community programme for the care of
long·term patients.

My thanks are due to Dr. J. W. Scctt Miliar, Medical Officer
of Health, Johannesburg, for penoission to pUblish this paper;
and to Dr. I. W. F. Spencer, Ass:istant Medical Officer of
Health, Johannesburg, for many lJ.elf'ful suggestions.
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Fig. 1. Mycotic aneurysm in the
mesentery close to the small
bowel.

urine contained albumin, scanty fi!1el~ granular casts, 15 leuko
cytes per high power field. PI was 97%. The benzidine test
for occult blood was positive.

On the clinical and laboratory findings, a diagnosis of aortic
valve disease with SBE was made. ~aemia of 3·2 0/100 ml.
was th.ought to be unusually sevece for such a diagnosis, how
ever, and anaemia as the primat'Y pathology was then con
sidered. Examination of the bone:: marrow showed active
normoblastic eryiliropoiesis consisten-t with recent haemorrhage
Or haemolysis. No wrnte cell abnorroatities were seen. Aspira
tion of blood from the peritoneal ~vity raised the possibility
of ruptured mycotic aneurysm and indeed could account for

t1:le anaemia and peripheral
a:JId bone·I:JIarrow picture of
blood loss. The presence of
o!Cc~It blood in the stool sug
gest£d that the lesion might
be in one of the vessels sup
plYi~g the bowel.

l1Je patient was therefore
tce,rted with massive doses of
peni-cillin and blood transfu
s~o~ despite which his condi
tiDn deteriorated. FaIling BP
a:JId progressive distension of
tbe abdomen indicated fur
tber haemorrhage into the
peri-toneal cavity. Sudden col
l~Ps£ of the patient necessi
t~ted rapid transfusion of
blo~d. The patient responded
sorn£what to resuscitation but
sorg:ical help was sought since
tber£ was persistent loss of
blo~d At laparotomy 6 pints
ot i?lood were removed from
tbe peritOlleal cavity. The
sour:ce of bleeding was found
to be a I:JIycotic aneurysm,
si tul'lted close to the border

of the small bowel in the mese::ntery, and it was resected
together with a portion of bowel aod mesentery (Fig. 1) an
end-to-end anastomosis being done. '

Postoperatively, the patient developed olig"Uria and the blood
urea rose progressively to 385 mg. pe:r 100 nu. It subsequently
fell to 136 mg./lOO m!. wrnle tbe urinary output increased
gradually from 180 m!. to 1,500 rnl./::24 hours over a period of
a week. Dehiscence of the abdolTJin::a1 wound occurred on the
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Vascu!ar catastrophes sucll as embolism and mycotic aneurysm
are still notable sequelae of subacute bacterial endocarditis
(SBE), despite control of infection. Indeed their incidence
may well .be higher now ~use .antibiotics salvage more and
more pahents from the unmedlate consequences of infec
tion.', 2

Stengel and Wolferth3 noted mycotic aneurysms of the in
ferior mesenteric artery ilL 38 of 187 cases of SBE and Middle
ton and Burke4 reported an unruptured mycotic aneurysm of
the same artery in a young girl. Armand-Delille et al.5
described rupture of aD a..bdorninal aneurysm in a lO-year-old
child who died of the ca trophe_ Cates and Christie6 reported
2 cases of haemorrhage :from rupture of mesenteric mycotic
aneurysm. Clement and fontgomerv 7 first described massive
haemoperitoneum from a::pparent rupture of a mycotic aneu
rysm of the superior mesenteric artery owing to SBE; the
diagnosis was not made c:Jinically and even at laparotomy the
true source of haemorrhage was not evident. In this paper
we describe a case of SS-:E presenting with haemoperitoneum
from ruptured mycotic allLeurysm; the diagnosis was suspected
clinically and confirmed all.! laparotomy.

CASE HISTORY

An African male, aged.049 years, was admitted to hospital
with a history that 4 da)~ before admission he had experienced
a sudden attack of epigastric pain while walking and that it
was followed by abdorainal distension and weakness. On
further enquiry he admitted to dyspnoea on exertion, paroxys
mal nocturnal dyspnoea al.nd orthopnoea of 4 days' duration.
He also had a non-productive cough and swelling of the legs.
He vomited on the dav of admission but his bowels were
regular. There was no Pre\ious history of rheumatic fever.

On examination the patient looked ill and toxic. There was
marked pallor of the mocosae, clubbing of the fingers and
stemal tenderness. The p se was 96 per min. and collapsing
in character, and the BP '\\"as 160/70 mm.Hg. The heart was
clinically enlarged. A systolic thrill was felt in the root of
the neck, and there ~= a harsh grade-n ejection systolic
murmur at the aortic ar.:ea, conducted upwards and to the
mitral area. An early dias otic murmur was heard at the aortic
area and conducted to thoe left s:ternal border. The liver was
palpable and shifting duIlness was present in the abdomen.
Exudates and haemorrba~oeswith pale centres were seen in the
fundi. -

Investigations
Hb was 3·2 G/!OO r:D1., WEe 28,OOO/cu.mm., ESR 83

mm./hr., MCHC 21%, aa-d blood urea 140 mg./lOO m!. His
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9th postoperative %y. This was repaired under general
anaesthesia. The day after operation the l>atient vomited and
aspirated vomitus into the lungs following which there was
cardiac arrest and r~SIli:ratory failure. Despite resuscitative
measures the patient died 12 hours later.
Necropsy Findings

The body was that of 3 slightly built man in a poor nutri
tional state. Mild Oedema of the sacrurn and ankles was
present. There was {lrOss clubbing of the fingers and toes.
There were chronic 'l.dhesions of the right pleuIa, the lungs
were emphysematous lyUIinly at the apices and anterior borders,
and there was some oedema of the lower lobes. Petechial
haemorrhages were pr~sent on the parietal pericardium. There
was left ventricular ~ypenrophy, the heart weighing 440 G.
The aortic valve shOWed eVidence of stenosis an<t incompetence
owing to rheumatic el\docarditis, the cusps being covered with
friable vegetations, a cUlt\1re from which yielded haemoly;tic
streptococcus. Mild atheroma mainly of the abdominal aorta
was evident. The liver was congested and weighed 1,480 G.
The kidneys had a tyPical flea·bitten appearance. and histology
showed embolic glo'Oeru.lonephritis. There were recent in
farcts in the upper pole of the right kidney and in the spleen.

Discussion
SBE is not uncommon at King Edward VID Hospital, occur

ring in about 1% of adntissions to medical beds. The majority
of cases are diagnose\! On clinical grounds since positive cul
tures are obtained in less than 30% of cas~s. Patients usually
seek medical advice l<itc so that compliC3tions are frequently
encountered and the J)rognosis is therefore poor. The present
case is of interest because the patient was symptom-free until

the catastrophe occu!'(ed and because he presented with aIlae·
llJia and haemoperitDl!eUm. It is probable that SBE was
present for a consid~llthle period of tiIne as is evid~nt from
the patholo~cal mat~xial wi~ .~ross dist0rt!0n of tll.e aortic
vaJ\'e, embolic glometulOnephritlS and mycotic aneurysm. "the
raised blood urea 0\1. adtnissiol) was probably due to em·
bolic glomerulonephritis. aggravated by haemorrhage and
operation. Vomiting after the &eCond operation mi~ht have
been due to the uraelJlia 3nd it is likelY that renal failure was
the ultimate cause of deatQ.

SUMMMtY

A. case of subacute bacterial endocarditis presenting With
artlle:rnia and haem~peritoneum from rupture of mycotic
aneu.I}'sm of a branQ{l of the lltesenteric artery is described.
The literature is brieflv reviewed. The clinical and pqthol()gi.
ca} findings are briefly discussed.

I should like to tQ.:lJIk: professors B. E. Adams af\d A. 1.
Wihnot under whose care the patient was admitted; Mr. C.
levine who performed the operation; Prof. J. Wainwtight for
the pathology report; and t1Je Superintendent of King Edward
\fIll Hospital, Dr. T. M. AdnaIllS, for permission to publish.
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WORLD MEDICA.., AS!OCIATlON

TWELVE l>RINCIPLES ():f SOCIAL SECURrrr·

To help those respollsible for professionlll negotiation, the
World Medical Associlltion. has adopted the follo~ing 'Twelve
points of social securitY':
I. The conditions of I1le-dical practice in any social security

scheme shall be dCltcrmined in consultation with the repre
sentatives of the Professional organizations.

Outside the frll1-tlfWOrk of completely free medicine, it
is necessary thC'tt cOntractural relations be established
between the doctOr and social secW'jty administration.
It is the duty Of the medical associations to see to it
that working conditions tendered to the doctors are
compatible with their honor, dignity and professional
co.nscience.

2. Any social security scheme should allow the patient to
consult the doctor of his choice, and the doctor to treat
only patients of ~s choice, without tile riV1ts of either
being affected irt artY way. The principle of free choice
should be applied also in cases where medical treatment
or a part of it is Dr0vided in treatment centers.

All compulsory systems are detrimental to the confi
dence which is indispensable to the doctor/patient re
lationship. The vatient must be free to choose his own
doctor. The dOCtOr must be able to free himself at any
time from his d4ty provided no harm will result to his
patient and that /le will have the usstlranee that con·
tinued care will be ensllred to the patient OfId complete
information be gNen to him by the doctor IVho takes
his place.

3. Any system of s\)cial security should be open to all
licensed doctors; I\eith~r the Illedical Drofession nor the
individual doctor should be forced to take part if they
do not wish.

With regard to rfoCtOrs, no socia-medical system should
resort to a pre-agreefrZent or to comp4lsory recmitment.
Even though soc:j(l/ laws are prepared with the agree·
ment of the repreSen talives of the prOfessiOnal organiza-

'Reprinted from the World MetLicallournal. 1964. Vol. 2, No. 5. p. 288.

tions, they sholt.IJ be so fleXible as to allow doctors, as
individuals, a t!rgree of freedom reqUired by their
personal dignil),.

4. ne doctor shoul<t be free to practise his profession where
he wishes and «Iso to linUt his practice to a given
speciality in whiCh be is qu<Uified. The medical needs of
the country concerned should be satisfied and the profes·
sion, wherever ~ ible, should seek to orient young
doctors toward tile areas where they are most needed. In
cases where thes~ areas are less favorable thart others.
doctors who go ~ete should be aided so that theit eqUip
ment is satisfact()f)' and th~ir standard of living is in
accordance with their professional responsibilities.

The (;onfidential relationships which are the b~is of a
cruty humane medicine 1V0~ld disappear if, in the coun'
tries having acltirved a Certain level of development,
the doctors did /lOt have rhe freedom to choo/fe their
field and place of practice. But when the needs cue
very great and the means limited, cooperation for the
good of the pUbli~ makes an eqUitable distribution of
doctors necess~ between t/le various urban and rU"al
parts of. the population. The representatives of the
medical professio~ :!>hould make every effort to /fee that
chis distribution ~e Q:£Complished on a basis 01 freely
taken decisions.

5. ne profession sQ.Duld be adequately represented on all
official bodies deitling "ith problems concerning health
l:>r disease.

It is unfortunate that care Cllul prevention organizations
should develop lI·it1tOllt the medical profession being
represented in rhr/n. The JVo rid Medical Association
wishes that the professional medical organization be
always represenred in these bodies, providing them with
the advice nece/fsif'Y in view of the steady increase of
the standards Of medical Care aTId in cu:cordance with
the ethical prin~irJes that govern medicine.

6. l>mfessional secrecy lD1.LSt be observe<! by all those who
collaborate at any sIa~e of the patient's treatment or in


