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of other parts of the Republic as well, but has not been
recognized as such.

In order to determine whether cases of endemic syphilis
presented in other parts of the Cape Province, question
naires were sent to District Surgeons of various towns,
chosen at random. They simply had to answer whether
or not children with the typical oral and anogenital lesions
were seen in their practices. Affirmative answers were
received from the following towns: Aliwal North, Beau
fort West, Burgersdorp, Colesberg, Dordrecht, Garies,
Graaff-Reinet, Hopetown, Jansenville, Kimberley, Klip
plaat, Laingsburg, Molteno, Prince Albert, Sutherland,
Upington, Vryburg, Willowmore, Cradock and Prieska
(Fig. 1). This clearly shows how widespread endemic
syphilis actually is.

In conclusion, it is important that endemic syphilis
should be treated in mass campaigns. Whole communities
should be treated at one time."'''' Treatment of symptom
less contacts and the latent cases is essential. Regions
where endemic syphilis is prevalent must be considered as
'so many reservoirs of world infection, exactly as are
foci of malaria or yellow fever'.'"

SUMMARY

A survey of the incidence of syphilis in a K;:.roo town was
made. It was found that venereal syphilis and endemic non
venereal syphilis coexist in this area. The endemic variety is
identical with the endemic non-venereal syphilis found in other
parts of the world.

It is contended that this is not an isolated focus of endemic
non-venereal syphilis, but that this survey reflects the pattern

of the whole of the Karoo. In support of this contention is the
fact that cases of endemic syphilis are seen in towns over the
whole of the Karoo.

I wish to thank the Government Laboratory, Cape Town, for
doing all the serological tests and commenting on their inter
pretation. I should also like to thank all colleagues who
answered the questionn;;.ire.

REFERENCES

I. Anning. C. C. P. (1948): Leech (Johannesburg), 19, 9.
2. Cockburn, T. A. (1961): Bull. Wld Hlth Org., 24, 221.
3. Grin, E. I. (1956): Ibid., 15, 959.
4. Idem (1953): Wld Hlth Org. Monogr. Ser., No. I I.
5. Guthe, T. and Willcox, R. R. (1954): Chron. Wld Hlth Org., 8, 47.
6. Idem (1954): Ibid., 8, 61.
7. Hackelt, C. J. (1953): Wld Hlth Org. Monogr. Ser., No. 15, p. 129.
8. Hudson, E. H. (1965): Bull. Wld Hlth Org .• 32. 735.
9. Idem (1965): American Anthropologist, 67, 885.

10. Idem (1958): Non-venereal Syphilis. London: E. & S. Livingstone.
B. Idem (1946): Treponematosis, p. B6. New York: Oxford Medical

Press.
12. Idsoe, O. and Guthe, T. (1967): Brit. J. Vener. Dis., 43, 227.
13. Idem (1968): Ibid., 44, 35.
14. Kark, S. L. (1949): S. Afr. Med. J., 23, 77.
15. Marshall, J. (1964): Skin Diseases in Africa. Cape Town: Maskew

Miller.
16. McArthur, D. C. and Thomton, E. N. (1911): S. Afr. Med. Rec.,

9, 18.
17. Murray, J. F., Merriweather, A. M., Freedman, M. L. and De

VilIiers, D. J. (1956): Bull. Wld Hlth Org .. 15, 975.
18. Murray, J. F. (1957): S. Afr. Med. J., 33, 821.
19. Pijper. A. (1921): S. Afr. Med. Rec., 19, 302.
20. Purcell, F. W. F. (1940): S. Afr. Med. J., 14, 453.
21. Sax. S. (1952): Ibid., 26, 1037.
22. Sielf, B. (1965): Med. Proc., 2, 37.
23. Idem (1965): Ibid., 2, 68.
24. Idem (1965): Ibid., 2, 400.
25. South African Institute for Medical Research (1927): Annual Report

of the Director, p. 56. Johannesburg: SAIMR.
26. Taylor, W. N. (1954): S. Afr. Med. J., 28, 176.
27. US Department of Health, Education and Welfare, Public Health

Service (1964): Publ. Hlth Rep. (Wash.), 79, 77.
28. Van Beukering, J. A. (1965): Trop. Geogr. Med., 17, 40.
29. Willcox, R. R. (1951): S. Afr. Med. J., 25, 501.
30. Idem (1960): Brit. J. Vener. Dis., 36, 78.

VENOUS THROMBO·EMBOLISM IN THE BANTU*
S. KALLICHURUM, M.B., CH.B., M.D., Department of Pathology, University of Natal, Durban

Ochsner and DeBakey' found that thrombo-embolism
occurred less frequently in Negro patients as compared
with White patients. A racial difference has always been
suspected in Africa, and venous thrombosis has been
considered an uncommon disorder in the Bantu patient.'
It followed, therefore, that pulmonary embolism was also
an infrequent finding in this group, except when it com
plicated heart failure due to cardiomyopathy. Because of
the supposedly rare occurrence of venous thrombosis and
pulmonary embolism postoperatively in Bantu and Indian
patients in Durban, Franz et al.3 investigated the plasma
fibrinolytic activity in Bantu, Indian and White subjects,
and concluded that while the plasma fibrinolytic activity
was twice as high in healthy Bantu controls as it was in
White and Indian controls, the plasma fibrinogen levels
were the same in all 3 groups. These authors also com
mented on the extremely low necropsy in;::idence of this
disorder as reflected in the records of this hospital (King
Edward VIII Hospital, Durban) during the 6-year period
(1953 - 1958) of their survey. It must be appreciated, how
ever, that the veins of the lower limbs are not examined
as a routine and that dissection of the deep veins of the
calf is only rarely performed.

'Abstract from thesis approved by the University of Natal for the M.D.
degree.

In order to assess the occurrence of venous thrombosis
in this group it was therefore necessary to investigate the
problem on the lines followed by earlier workers.·-s Atten
tion was paid to the veins of the lower extremities because
of the major role they play in the incidence of this con
dition in the White races, and also because the clinically
silent nature of this disorder is better appreciated today,
so that lack of symptoms and physical signs in the lower
limbs does not necessarily exclude the presence of venous
thrombosis.

MATERIALS AND METHODS

The material for this study was obtained from consecu
tive routine necropsies performed on Bantu patients of
both sexes, of 10 years of age and over. Similar material
was obtained from Indian postmortem examinations for
comparative purposes. The majority of patients (314) stu
died were inpatients of King Edward VID and Clairwood
Hospitals, coming to postmortem during the period Feb
ruary 1964 - June 1965; of these, 49 were medico-Iegal
cases consisting mainly of acute traumatic deaths, and a
few other acute deaths following upon possible poisoning.

In addition to routine postmortem examination, the
soleus and gastrocnemius muscles were removed from both
lower limbs in every case. Removal of these muscles was
accomplished by a medial incision extending from the
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TABLE L RACE AND SEX DISTRIBUTION OF PATIENTS STUDIED

Analysis of Cases
This analysis is based on 2 interrelated studies: (i)

Achilles tendon to just above the knee joint. The muscles
were then dissected from the posterior aspect of the leg
bones and detached high enough to include as much as
possible of the popliteal vein. The posterior tibial veins
were also dissected. down to their small branches. The
specimens were labelled and fixed for 3 - 4 days in trays
containing 10% formol saline. The calf muscles were then
sliced transversely at intervals of approximately 1 cm. and
macroscopic observations recorded in each case. In every
instance where a venous thrombus was present, several
blocks of tissue were taken for microscopic examination.
The superficial femoral vein was examined in situ on
both sides, and the findings were recorded. Veins of the
feet were not examined. On this basis a total of 363 Bantu
and Indian patients were investigated for leg-vein throm
bosis.

In 343 of these both lungs were also reserved after
routine postmortem examination, and were labelled and
fixed in 10% formol saline. The pulmonary arteries and
their branches were examined for thrombi at the same
time as the calf muscles were sectioned. This was achieved
by first opening the larger vessels as far as was possible
and then making thin sections of less than t cm. for
smaller thrombi. It was found easier to feel rather than
visualize thrombi in very small vessels. Again, in all
instances where thrombi were suspected, blocks were
taken for microscopic examination.

All blocks of tissue were sectioned at 5fJ- thickness and
stained with haematoxylin and eosin, and lung sections
were also stained by Weigert's elastic stain. These sections
were studied for distinction between antemortem and post
mortem thrombi, size of vessel involved, presence or ab
sence of organization of thrombi, and for the presence or
absence of any inflammatory infiltrate in the vessel wall.
Those cases where a pulmonary arteritis was found in
addition to thrombi (all such cases being associated with
infections of the lung) were excluded.

The race and sex distribution of the total number of
cases investigated are shown in Table I.

Race
Bantu
Indian

Total

Male
189
52

241

Female
94
28

122

Total
283

80

363

venous thrombosis, and (ii) pulmonary thrombo-embolism
as found at necropsy. Since primary pulmonary arterial
thrombosis is known to occur, and one cannot always be
absolutely certain whether a bland antemortem thrombus
present in the pulmonary arterial tree was local in origin
or was the result of embolization, the term pulmonary
thrombo-embolism has been used.

Besides the division into racial groups, the cases studied
were further subdivided into 4 main groups, viz. medical,
postoperative, traumatic and postpartum. The majority
of patients (84'3%) investigated were classified as medical,
and included in this group were patients from medical and
surgical wards on whom no surgery had been performed.
Also included here were 6 medico-legal cases suspected
of dying either from poisoning or from causes undeter
mined. The postoperative group (2'7% of the total) in
cluded all patients who had undergone major surgery.
Included here were 1 Indian and 2 Bantu patients who
had suffered extensive pelvic and abdominal trauma and
in whom surgical intervention was necessary. The trauma
tic group (11'3% of the total) included injured patients on
whom no major surgery had been performed. The ma
jority of these were cases of head injuries, stab wounds
and multiple limb fractures, who arrived dead or died
soon after admission to hospital. The postpartum group,
comparatively a very small group (1'7% of the total),
included mainly cases of abortion, with one case of
rupture of the uterus.

RESULTS

Venous Thrombosis of the Lower Extremities
Of a total of 363 Bantu and Indian patients in whom

deep veins of the thighs and legs were specially examined,
thrombosis was observed in 141 (38'8%). The incidence of
this disorder in the 4 major divisions of medical service
is shown in Table 11. Medical cases were separated into
cardiac and non-cardiac patients, the former group in
cluding cases of congestive heart failure in both races.
Venous thrombosis in the lower limbs occurred most fre
quently in cardiac subjects.

Postoperative Bantu patients followed next, but if one
were to exclude the 2 Bantu and 1 Indian patient suffering
severe pelvic and abdominal trauma necessitating surgery,
the incidence in the Bantu would be 20'0% and in the
Indian 0%. The medical non-cardiac group, the largest
group studied, showed a significantly high incidence in
both the Bantu and the Indian. The lowest incidence
occurred in the postpartum group, which was, in com
parison, the smallest group investigated. No significant

TABLE n. rNCIDENCE OF VENOUS THROMBOSIS AND PULMONARY THROMBO-EMBOLlSM rN THE llANTU A '0 INDIAN AT ECROPSY

Venous thrombosis Pulmonary thrombo-embolism

Bantu Indian Bantu Indian

Total Thrombosis Total Thrombosis Total PTE Total PTE
No. present % No. present % No. present % No. present %

Medical
Cardiac 42 27 64·3 10 5 50·0 38 19 50·0 10 4 40·0
Non-cardiac 209 77 36·7 45 18 40·0 193 42 21·2 45 13 28·9

Postoperative 7 3 42·9 3 I 33·3 7 3 42·9 3 2 66·6
Traumatic 22 6 27·3 19 4 21·1 22 7 31·8 19 5 26·3
Postpartum 3 0 0 3 0 0 3 0 0 3 I 33·3

Total 283 113 39·9 80 28 35·0 263 71 27·0 80 25 31· 3



360 S.A. MEDICAL JOURNAL 29 March 1969

racial difference is observed in the over-all incidence of
venous thrombosis in the Bantu and Indian.

Table III shows the sex incidence of venous thrombosis
in the two racial groups. As is evident from Table Ill,

TABLE ffi. SEX INCIDENCE OF VENOUS THROMBOSIS: COMPARISON
BETWEEN BANTU (283) AND INDIANS (80)

Males Females

Ven. thrombosis Ven. thrombosis
Race Total Total

No. No. % No. No. %
Bantu 189 69 36·0 94 44 46·8
Indian 52 15 28·8 28 13 46·4

Total 241 84 34·9 122 57 46·7

there is no appreciable difference between Bantu and
Indian males, or Bantu and Indian females, in the inci
dence of this disorder.

Fig. 1 shows the age incidence of venous thrombosis in
the Bantu.

Whereas thrombosis of the veins draining the lower
limbs was observed in all age-groups (in decades), it was
found to increase with advancing age. The drop in inci
dence in the patients over 70 years may be explained by
the smaller number of patients of this age-group included
in the present series.

The combinations of veins or groups of veins affected
by thrombosis were found to vary considerably and often
differed in the two lower limbs of the same patient.

Thrombi, however, were most frequently observed in the
deep veins of the calf (Fig. 2) and were often bilateral, and

Fig. 2. Venous thrombo-embolism. Multiple thrombosed
veins within the calf muscles.

TABLE IV. THROMBOSIS IN VARIOUS VEINS DRAINING THE LOWER
LIMBS IN 113 BANTU AND 28 INDLANS AT NECROPSY

Thigh ,eins Calf ..ins

Femoral Popliteal Post. tibial Soleal and
gastrocnemius

----
B~n/u Indian B:mtu Indian Bantu Indian Bantu Indian

Limbs:
Right I 0 9 3 17 2 17 5
Left I 0 14 4 27 5 24 5
Botb 4 I 9 4 31 10 56 11

Total 6 32 1I 75 17 97 21
Percent-

age (5·3%) (3·6%) (28·3%) (39·3%) (66·6%) (60·7%) (85·8%) (75·0%)

0L- _

50

60 %
the left leg was slightly more often
involved. The distribution of
thrombi within the veins of the
lower extremities in the Bantu and
Indian is summarized in Table IV.

As is apparent from Table IV,
the deep veins of the calf (soleal,
gastrocnemius and posterior tibials)
were more often affected than any
of the other veins or groups of
veins examined, and of these the
soleal veins were most commonly
involved. Of the thigh veins ex
amined, the popliteals contained
thrombi more frequently than did
the femorals, but the incidence of
popliteal vein thrombosis was sig
nificantly lower than that of
thrombosis in the deep veins of the
calf. In only 3 of the 141 positive
cases were the thigh veins affected
without concomitant involvement
of the calf veins.

The majority of thrombi ex
amined were of recent origin (Fig.
3). In 38 cases (29 Bantu and 9
Indians) varying degrees of organi
zation were observed. Thus, while
venous thrombosis was present in
38·8% of the total number coming
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to necropsy, this was definitely not a terminal event in
10·5% of all cases investigated. Thrombi within femoral
veins measured 10 - 15 mm. in diameter, while those in
the popliteal veins ranged from 7 to 10 mm. Thrombi
situated within the .calf muscles were usually numerous
(Fig. 2), and varied in size from 2 to 15 mm. in diameter,
the majority being 3 - 10 mm.
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Fig. 3. Venous thrombo-embolism. Photomicrograph show
ing a fresh antemortem thrombus in a deep calf vein
(H & E x 60).

Venous thrombosis of the lower limbs in this series
was ahnost always classified as phlebothrombosis. Throm
bopWebitis was encountered on two occasions only.

Pulmonary Thrombo-embolism
The incidence of venous thrombosis and puhnonary

thrombo-embolism in Bantu and Indian necropsy subjects
is shown in Table n. No significant racial difference was
found' in the incidence of puhnonary thrombo-embolism.
The highest incidence of puhnonary thrombo-embolism
in Bantu occurred in patients with heart disease. The fre
quency of this disorder was found to exceed that of
venous thrombosis of the lower limbs in the traumatic
group in both races, and in the postoperative group among
Indians. In 18 Bantu and 7 Indian patients with puhnonary
thrombo-embolism, venous thrombosis of the lower extre
mities was either absent or insignificant. In these the source
was considered to have been sites other than the veins
of the lower limbs, e.g. pelvic veins, right heart, inferior
vena cava, etc., or puhnonary arterial thrombi may have
arisen locally.

Infarction was observed in 9 Bantu and 1 Indian. In
the majority (8) infarcts were of recent origin, being older
and related to previous embolism in the other 2 cases.
Abscess formation was found in 2 of the 10 cases of
infarction of the lungs.

Table V shows the sex incidence of puhnonary thrombo
embolism in Bantu and Indian subjects. No significant
differences are apparent between the corresponding sexes
of the two race groups. As shown in Fig. 1, the incidence
of puhnonary thrombo-embolism increases with advancing
age and parallels the age incidence of venous thrombosis.

The morphology of pulmonary arterial thrombi re
corded in these cases was divided into 3 main groups: (i)

where a thrombus blocked one or both branches of the
puhnonary artery; (ii) where a large thrombus was present
in one or both main arteries with concomitant involve
ment of segmental and more peripheral branches; and (Ui)
where thrombi were present in the segmental and peri
pheral arteries only.

TABLE V. SEX INCIDENCE OF PULMONARY THROMBo-EMBOLISM :
COMPARISON BETWEEN BANTU (263) AND INDIANS (80)

Males Females

No. No.
Race Total positive % Total positive %

No. PElT No. PElT
Bantu 176 44 25·0 87 27 31·0
Indian 52 12 23·1 28 13 46·4

Total 228 56 24·6 115 40 34·8

Thrombi in the puhnonary arteries were commonly
multiple, the lower lobes were frequently involved, and
usually both lungs were affected. Table VI shows the

TABLE VI. THROMBO-EMBOLISM IN VARIOUS BRANCHES OF THE
PULMONARY ARTERIAL TREE IN 71 BANTU AND 25 INDIANS AT

NECROPSY

Main branch Main branch Smaller
of pulmonary plus smaller branches
artery alone branches alone

Bantu Indian Bantu Indian Bantu Indian
Lungs:

Right 3 2 0 0 5 4
Left 1 0 I 0 5 1
Both 2 0 8 6 46 12

Total patients 6 2 9 6 56 17
Percentage (8-4%) (8%) (12·7%) (24%) (78·9%) (68%)

frequency with which the various branches of the pul
monary arterial tree were involved according to the above
grouping. No significant difference in the distribution of
puhnonary thrombo-emboli was observed in the two
races. The segmental and peripheral branches alone were
most commonly involved. Next in order of frequency was
concomitant involvement of one or both main branches
and smaller branches, while involvement of the main
branches alone was least frequent.

In 15 patients (10 Bantu, 5 Indians) thrombi were found
in the segmental and/ or more peripheral arteries of the
one lung only. Of these, 7 showed evidence of multiple
puhnonary emboli in one lung, while the other was ap
parently unaffected. In the remaining 8 cases involvement
was negligible. The great majority of thrombo-emboli
present in the pulmonary arteries were of recent origin.
Varying degrees of organization were found in 19 cases
(13 Bantu, 6 Indians). However, in 15 of these cases fresh
occlusions were present in addition to those undergoing
organization. The size of thrombo-emboli found in the
puhnonary arteries varied from 1 to 15 mm. in diameter.
Large thrombi measuring 10 - 15 mm. in diameter were
found in the main branches of the puhnonary artery, while
those in the more peripheral branches were between 1 and
6 mm.

In all except one case, occluding thrombi were found
to be bland in nature.



362 S.A. MEDICAL JOURNAL 29 March 1969

DISCUSSION

Observations at necropsy and their confirmation by histo
logical examination have shown that, contrary to clinical
evidence, the occurrence of peripheral venous thrombosis
and pulmonary thrombo-embolism is not uncommon in
the Bantu. A comparison of their occurrence among Bantu
and Indian hospital patients coming to necropsy has
shown no appreciable difference. In both races throm
bosis was observed most frequently in the calf veins, was
more often bilateral, and was not suspected clinically in
the great majority. When thrombi were found in the pul
monary arterial tree they were commonly multiple and
showed a definite tendency towards involvement of the
vessels of the lower lobes. Frequently both lungs were
affectcd, and again in a large percentage of cases clinical
evidence of pulmonary embolism was lacking.

Considerable disagreement still exists regarding the sites
of origin of pulmonary emboli, although many authors
have tried to clarify this point by necropsy studies of
various types. It must be borne in mind, however, that
these studies have unfortunately differed widely in patient
populations as regards age, sex and disease state, and
also in the extent of venous dissection, all of which must
have a bearing on the experience and interpretations of
findings of the different authors.

Important sites for primary thrombus formation are
the leg veins, femoral and iliac veins, pelvic veins, inferior
vena cava, arm veins and the right side of the heart.
Although the reported frequency with which the above
sites are involved has varied, it is now believed that pul
monary emboli most often originate in the veins of the
lower extremities.'-n In the present series venous throm
bosis of the lower extremities could have accounted for
74·6% and 72% of all cases of pulmonary embolism in the
Bantu and Indian; respectively. These findings, while show
ing the incidence of venous thrombo-embolism in the
Bantu to be similar to that in the Indian, are in agree
ment with those of earlier authors:-' in that venous throm
bosis in the lower extremities most frequently affects the
deep veins of the calf. This contrasts with the observations
of Ingraham14 and McLachlin and Patterson15 that the
pelvic and thigh veins are the usual sources of pulmonary
emboli. The finding that the soleal veins were the most
commonly involved calf veins confirms the observations
of Hunter et al.'

Measurement of the large thrombi within the calf
muscle veins also correlated with the findings of Hunter
et al. and supported their view that fatal pulmonary
emboli can and do arise in these veins. It has been the
experience here that the left leg is slightly more frequently
involved.

When one considers the occurrence of thrombo-embo
lism in the various age-groups (Fig. 1) it is evident that
while thrombosis and embolism occur in all groups, there
is a definite tendency towards a higher incidence as age
advances. In the present series almost 50% of Bantu
patients, 40 years and over in age, showed evidence of
venous thrombosis at necropsy. With increasing age many
diseases favouring the production of venous thrombo
embolism are encountered, but diseases of the heart, par
ticularly when decompensation is present, appear to be

the most important single predisposing factor in this
study.

The frequency with which leg-vein thrombosis has been
recognized clinically, varies from 4 to 20% in different
series. Of the 141 patients with venous thrombosis shown
here, the condition was suspected clinically in 2 instances
and was diagnosed with certainty in another 3. Pulmonary
embolism or infarction was also infrequently diagnosed
clinically, being suspected on 5 occasions and diagnosed
with certainty in another 6 cases.

While the over-all incidence of pulmonary thrombo
embolism was found to be 28% in 343 patients investiga
ted, the patterns of distribution of occluding thrombi and
the degree of arterial involvement varied widely. How
ever, it was usual for multiple smaller pulmonary arteries
to be involved. The incidence of 28% is high, but it
should be appreciated that this includes even solitary
emboli in the central and peripheral portions of the lungs
in addition to those involving major branches. Twenty
three patients (15 Bantu, 8 Indians) were found to have
thrombus obstructing, either completely or partially, one
or both main branches of the pulmonary artery. In 16
(10 Bantu, 6 Indians) both main arteries were blocked.
In no case was involvement of the main stem of the
pulmonary artery observed. Of the group with smaller
thrombi, 7 patients (6 Bantu, 1 Indian) were observed to
have a significant number of segmental and/or more peri
pheral branches of one lung occluded by thrombi, while
the contralateral lung appeared unaffected. The only ex
planation for this is that a large, friable thrombus must
have lodged temporarily in the one main branch of the
pulmonary artery, then broken up and passed into smaller
branches centrally and peripherally, Gorham," in his ex
tensive study of pulmonary embolism, mentioned this
phenomenon and added that its occurrence was very
rare and that in such circumstances recovery was likely.
It is possible that of the two cases reported recently by
Sautter et al." as examples of complete resolution of
massive pulmonary embolus, one may fall into this cate
gory.

In 20 patients (17 Bantu, 3 Indians) significant numbers
of thrombi were observed in segmental and smaller
branches of both lungs. Without the aid of angiography,
however, it is impossible to comment with any degree
of accuracy on the true extent of vascular obstruction. Of
the remaining 46 cases, a solitary thrombus involving a
segmental or smaller artery was found in 8 patients, ,while
the rest (38) showed evidence of multiple but less signifi
cant affection of both lungs. Whereas the latter degree of
arterial obstruction may not be fatal, it is reasonable to
assume that it could place an added burden on an already
embarrassed heart.

While both observations on patients and experimental
evidence in animals·"·' support the mechanical theory and
agree that obstructive embolus in the main pulmonary
stem or in one or both major branches must be present to
be fatal, there is no unanimous opinion regarding the
effects of multiple, smaller emboli. Reflex vasospasm may
be an important factor here, but will not be considered
in this paper.

Measurements of venous thrombi in calf veins (2 - 15
mm. in diameter) and those in the pulmonary arterial
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tree (1 - 15 mm. in diameter) do suggest that the majority
of the latter could have arisen in the deep veins of the
legs, and are therefore examples of pulmonary embolism
as opposed to primary arterial thrombosis.

The incidence of venous thrombo-embolism was signi
ficant in the postoperative group, but negligible in the post
partum group. It must be appreciated, however, that these
two groups contain comparatively fewer patients, and the
findings may therefore not be truly representative. Its
frequency in the traumatic group is significantly high. The
incidence of pulmonary involvement here exceeded that
of venous thrombosis (Table ill), thereby suggesting
sources other than leg veins, or possible local thrombus
formation.

The medical group was the largest of all groups investi
gated, and the occurrence of this disorder in these patients
was common. On separation into cardiac and non-cardiac
patients, the former showed the highest incidence of both
venous thrombosis and pulmonary embolism in Bantu
patients (Table II). Whereas a difference of opinion exists
regarding the source of emboli in cardiac patients, it
should be appreciated that in many instances incomplete
search in the veins of the lower limbs was carried out, or
that thrombi were found both in the right heart and in
the leg veins. In the present series, 64·3% of Bantu and
50% of Indian patients with congestive heart failure were
found to have venous thrombosis of the lower extremities,
and the incidence of pulmonary embolism/thrombosis in
this group is also high, being 50% in Bantu and 40% in
Indian patients. Infarction was noted in 10 of 96 patients
with pulmonary arterial obstruction caused by thrombus.
Congestive heart failure was present in 8 of the 10
patients showing pulmonary infarction. Abscess formation
was noted in 2 instances and was believed in both to
result from secondary infection of a bland infarct.

While it is agreed that other sources for embolization,
partic\llarly the right side of the heart, may also have been
present in these patients, it is nevertheless obvious that the
incidence of venous thrombosis of the lower extremities in
patients with cardiac decompensation is extremely high.

The fact that the majority of cases were classified as
phlebothrombosis indicates that at necropsy thrombo-

phlebitis is the rarer of the two conditions in the Bantu,
as in the Indian. Because of the very few cases of throm
bophlebitis encountered here it is impossible to draw any
conclusions regarding the likelihood or otherwise of
embolization in such patients.

SUMMARY

Necropsy evidence has shown venous thrombosis in the African
to be very much more common than is presently believed.
While the over-all incidence of this disorder in Bantu subjects
of 10 years and over in age was found to be in the order of
40%, the highest incidence occurred in patients with congestive
heart failure.

Venous thrombosis of the lower limbs involved particularly
the deep veins of the calf, and such thrombi were sometimes
large enough to give rise to fatal pulmonary embolism. Pul
monary emboli were usually multiple and more frequently
involved the smaller intrapulmonary branches of the pulmonary
artery.

I wish to thank Dr H. R. J. Wannenburg, Medical Superin
tendent of King Edward VIlI Hospital, for facilities, and
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BOEKBESPREKINGS : BOOK REVIEWS

SURGERY FOR STROKE

Surgery for Cerebrovascular Insufficiency (Stroke). With
special emphasis on carotid endarterectomy. By J. E. Thomp
son, BA., M.D., F.A.C.S. Pp. viii + 96. illustrated. $9.50.
Springfield, ill.: Charles C. Thomas. 1968.

This monograph documents the author's experience of more
than 400 carotid endarterectomies for frank strokes, transient
ischaemic attacks, chronic cerebral ischaemia and asymptoma
tic carotid bruits. His results parallel Rob's claim that carotid
endarterectomy offers the patient who suffers transient ischae
mic attacks an opportunity to return to normal cerebral
function without the mental perturbation that another episode
of deficit is about to occur. The author also makes a strong
case for operation upon the patient who presents with an
asymptomatic carotid bruit.

The author's surgical attitude and the figures he produces
must be balanced against the success achieved in the treatment
of transient ischaemic attacks by the use of anticoagulants. The
state of mind and health of the patient often determine
whether surgical or medical means shaH be used; certainly
there is little case for an attitude of laissez-faire.

7

The physician, neurologist or general practitioner will find
this brief monograph easy reading and may find themselves
swayed to press more vigorously than heretofore the need for
surgical arterial decoking upon their patients. The vascular
surgeon needs no persuading! C.F.

TUMOURS OF THE GALLBLADDER

Tumors of the Gallbladder and Extrahepatic Bile DUCls.
Atlas of Tumor Pathology, Section VII-Fascicle 26. By
H. A. Edmondson, M.D. Pp. 167. llIustrated. $3.35. Wash
ington, DC: Armed Forces Institute of Pathology. 1968.

This fascicle, as the author aptly describes it, is another
valuable publication from the Armed Forces Institute of
Pathology. Tumours of the gallbladder and extrahepatic bile
ducts are admittedly rare, and the average histologist is un
likely to encounter many. So much more valuable, therefore,
is this very well-illustrated and documented fascicle, compiled
as it is from a vast coHection of surgical and autopsy material.

A very useful inexpensive reference volume for any medical
library and a most welcome addition to the reference library
of the practising histologist. D.M.




