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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.
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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.


