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REVIEWS OF BOOKS

TROPHOBLASTIC GROWTHS

Trophoblastic Growths-A Clinical, Hormonal and Histo
pathologic Study of Hydatidiform Mole and Chorionepithe
lioma. By J. Smalbraak, M.D. pp. viii + 342. 66 Plates (8 in
colour) and 9 tables. 72s. Amsterdam-London- ew York
Princeton: EIsevier Publishing Company. 1957. Sole Distribu
tors for the British Commonwealth except Canada: Cleaver
Hume Press, Ltd., London.

Content!: Preface. Introduction by Dr. Emil Novak. Introduction and some
historical remarks. Part I: H.vdatidiform Mole. I. Definition of hydatidiform
mole: some conceptions as to the origin of the trophoblast, the etiology and the
pathogenesis. n. Incidence, symptomatology and clinical diagnosis of hydatidi.
form mole. m. Hormone production In molar pregnancies. rv. Histopathologic
appearance of hydatidiform mole; grading of our cases of mole according to
and compared with the classification of Hertig and Sheldon and of Hunt, Dockerty
and Randall. V. Therapy of hydatidiform mole. Appendix to Part I. Part ll:
ChorionepitMlioma. VI. Some conceptions as to the nature of chorionepithelioma
reflected in the nomenclature of the last decades. vn. Definition of Chorion·
epithelioma; conceptions as to etiology and pathogenesis. VID. Incidence,
symptoms and diagnosis of chorionepithelioma. lX. Therapy of chorionepi
thelioma. App~ndjx to Part IT. Description of seventeen cases of chorionepithe
lioma. Summary. Bibliography. Autbor Index. Subject Index.

This book by Dr. Smalbraak is in the nature of a thesis on hydati
diform mole and chorionepithelioma. The literature is thoroughly
covered and his cases are well put forward. While it is readily
understood that conflicting ideas on the subject have to be handled,
it is with considerable difficulty that the author extracts some of
his ideas from his own mental quagmires. His subject is dealt
with under the age-old yet clear 'definition, aetiology and patho
genesis, incidence, pathology, treatment, etc.'. Much of the bulk
of the book is taken up by case histories. This is a valuable work
for a library, both as a reference book and for the use of any
postgraduate student working on this particular subject or in
allied fields.

J.T.L.

CARDIOPULMONARY PHYSIOLOGY IN MEDICINE

Clinical Cardiopulmonary Physiology. Sponsored by The Ameri
can College of Chest Physicians. Editor-in-Chief: Burgess L.
Gordon, M.D. Pp. viii + 759. 248 illustrations. 32 Tables.
$15.75. New York and London: Grune & Stratton, Inc. 1957.

Contents: Foreword: The Impact of Cardiopulmonary Physiology on Clinical
Chest Medicine. Burgess L. Gordon. The Beginnings of Observations on Cardio
pulmonary Physiology. I. Arthur Myers. Normal Pulmonary Physiology. Harok!
Guyon Trimble and Iomes Kieran. The Bronchopulmonary Segment as a Physio
logic UniL Chevalier L. Iackson. An Evaluation of Dyspnea Based on the Res
ponse to Therapeutic Procedures. Alvan L. Barach. Methods of Examination
and Testing. History, Observation and Physical Examination for Determining
Pathologic Physiology. Peter A. Theodas. Fluoroscopy and Roenrgenology.
Paul S. Friedman. Ventilation and Lung Volumes. Ioseph F. Tomashefski and
Robert I. Atwell. The Mecbanics of Breathing. Ernst O. Attinger and Maurice
S. Segol. Bronchospirometry. Chorles M. Norris. Pulmonary Gas Exchange.
Ross C. Kory. Cardiac Catheterization. Howard R. Bierman. Impairment of
the Mechanics of Respiration. Paralytic Conditions. Iomes L. Whittenberger
and Benjomin G. Ferris, Ir. Constrictive Chest Conditions. HolIls E. Iohnson
ond George R. Menee/y. Collapse of the Lung. Andrew L. Banyai. The Diaphragm.
Arthur M. Orsen and H. Frede"c Helmholz. Ir. Surgical Considerations in Con
strictive Diseases of the Chest. Charles P. Bai/ey and Charles A. R. Skowran.
Obstructive Conditions of the Respiratory Tract (Fundameutal). Howard G.
Doyman. Bronchial Obstruction, Bronchitis and Bronchiolitis (Clinical).
Albert H. Andrews, Ir. Bronchial Asthma. Maurice S. Segol and Ernst O.
At/ingn-o The Pneumoconiosis. Pulmonary Function in thePneumoconlosis.
Hurley L. Motley. The Benign Pneumoconiosis. Ovcar A. Sander. Disabling
Pneumoconiosis. Arthur I. Vorwald. The Sequelae of Pulmonary Mycoses.
Alvis E. Greer. Pulmonary Manifestations of Collagen Diseases. Howard A.
Anderson and Herman J. Moersch. Interstitial Pneumonitis, Diffuse Interstitial
P';11monary Fibrosis, Diffuse Interstitial Fibrosing Pneumonitis, Idiopathic
Fibrosis; Harnman·Rich Syndrome. uon H. Collins, Ir. Sarcoidosis. Harold
L. Israel and Maurice Sones. Tuberculosis: Destruction of the Lung and Resultant
Retraction; Fibrosis: Surgical Problems. Seymour M. Farber and Roger H. L.
lVi/son. Emphysema. Edwin Rayner Levine and Chi Kong Liu. Surgical Treat
ment of Obstructive Emphysema. David H. Waterman. Cor Pulmonale. lrving
Mock. Chest Manifestations of Cardiovascular Disease. Wil/wm I. Gefter and
Bernard H. Pastor. Paroxysmal Pulmonary Edema. Aldo A. Lulsada. Acquired
Valvular Heart Disease: Oinical and Hemodynamic Features. i\l/ilton W.
Anderson and Earl H. Wood. Congestive Heart Failure and Coronary Circulatory
Insufficiency. Iohn I. Sompson and Alberr Zipser. Treatment of Cardiovascular
Emergencies. Iohn F. Briggs. The Diagnosis of Congenital Malformations of
the Heart: Clinical and Physiologic Observations. Robert F. Dil/on and Benjomin
M. Gasul. Impairment of Pulmonary Circulation. Primary Diseases of the
Pulmonary Artery. Arthur Grishman and Simon Dack. Pumlonary Embolism
and Infarction. Simon Dack and Arthur Grishman. Index.

In this volume an attempt is made to cover the whole of pulmonary
and cardiovascular disease, with particular stress on recent physio-

BOEKRESENSIFS

logical methods of investigation. The main criticism is its exces
sive length and verbosity, common to so many American books.
It has th~ faults of multiple authorship, in that some chapters are
poor while others are excellent and, despite the editing, there is
a constant repetition of conditions and descriptions throughout
the book.

Despite these criticisms, it is a reference book worth having, if"
only ~or the excellent articles contained amongst the indifferent
matenal. The chapter on normal pulmonary physiology is parti
cularly worthwhile, condensing in a short summary the normal
values and methods of investigation in respiratory disease. The
part played by intermittent positive pressure in the treatment of
respiratory disease is outlined in the chapter on the evaluation
of dyspnoea, based on the response to therapeutic procedures.
The chapter on emphysema is particularly useful.

One-third of the book is given over to cardiovascular disease
and, although it would be better placed in a text-book on
cardiology, it does complete the picture and is the best section of
the book. The final chapter on pulmonary artery disease is parti
cularly worthy of study. Despite the disadvantages outlined, this
book should serve a useful purpose.

V.S.

ATLAS OF CLINICAL ENDOCRINOLOGY

Atlas of Clinical Endocrinology-Including Text of Diagnosis
and Treatment. By H. Lisser, A.B., M.D. and Roberto F.
Escamilla, A.B., M.D. pp. 476. 148 illustrations, including
3 in colour. South African Price £8 Os. 6d. St. Louis: The C. V.
Mosby Company. 1957.

Contents: Section T. Pituitary Glond (Hypophysis Cereb Anterior Lobe (Adeno
hypophysis). Hyperpituitarism (States of Overfunction) I .Gigantism (Giantism,
Preadolescent Hyperpituitarism). 2. Acromegaly (postadolescent Hyperpituita
rism). Cushings Disease. Hypopituitarism (States of Underfunction). In Children:
3. Hypophyseal Infantilism (pituitary Dwarfism, Levi·Lorain Infantilism.
Ateliosis, Preadolescent Anterior Pituitary Deficiency). In Adulu: 4. Sintmonds'
Disease (Extreme Insufficiency of tbe Adenohypophysis, Hypophyseal Cachexia,
Sheehan's Syndrome). 5. Pituitary Myxedema. 6. Adrenal Cortical Insufficiency
Secondary to Hypopituitari m (Hypoadrenorropic Addison's Disease). 7. Eunu·
choidism Secondary to Hypopituitarism (Hypogonadotropic Eunuchoidism).
Posterior Lobe. Insufficiency. 8. Diabetes Insipidus (pituitary Polyuria). 9. Hand
Schuller-Christian Syndrome (Craniohypophyseal Xanthomatosis) (Defects in
Membranous Bone (Xantbomatous Lesions), Diabetes Insipidus. Sometimes
Exophthalmos). Other Syndromes. 10. onfunctioning Pituitary Tumors,
With an~ Without Hypopituitarism. 11. Adult Aneoplastic Hypopituitarism.
t2. Frohlich's Syndrome. Section 11. Hyporholamus. 13. Hypothalamic Obesity
and Other Fat Dystrophies. 14. Cerebral eurogenic Sexual Precocity (Including
Epiphysis Cerebri [Pineal Gland] in Males Ouly) (MacrogenitosomIa Praecox).
Section 111. Thyroid Gland. Hyperthyroidi,m (Exophthalmic Goiter. Thyro
toxicosis, Parry's Disease, Graves' Disease, Basedow's Disease, Flajani's Disease,
and Toxic Adenomatous Goiter). 16. Progressive Exophthalmos (Malignant
Exophthalmos, Hyperophthalmopathic Graves' Disease). 17. ontoxic Goiters
(Struma). 18. Thyroiditis. 19. Cancer of the Thyroid. 20. Childhood Myxedema
(Congenital, Infantile and Juvenile Types). 21. Cretinic Degeneration. 22. Adult
Hypothyroidism (Myxedema, Gull's Disease, 'Internal Myxedema' (Escamilla
Lisser Syndrome), Primary Hypothyroidism). Section I V. Parathyroid Glands.
23. Hyperparathyroidism (Including Von Recklinghausen's Disease [Osteitis
Fibrosa Cystica]). 24. Hypoparathyroidism (parathyroid Tetany). Section V.
Adrenal Glands. Adrenal Cortex. Adrenal Cortical Hyperfunction (Hyper
adrenocorticism). 25. Cushing's Disease and CUShing's Syndrome. 26. Andro
genic Type (Adrenogenital Syndrome). 27. Estrogenic Type (Gynecomastia in
Male). 28. Mixed Types (Including Achard-Thiers' Syndrome-Diabetes of
Bearded Women). 29. Congenital Adrenal Cortical Hyperplasia (Familial
Congewtal Adrenal Syndrome-Female Pseudohermaphroditism, Male Adrenal
Sexual Precocity). 30. Primary Aldosteronism (Coon's Disease). 31. X-ray
Procedures for Visualizing Hyperplasia or Turnors of the Adrenals. Hypo
function. 32. Chronic Adrenal Cortical Insufficiency-Addison's Disease.
33. Acute Adrenal Cortical Insufficiency (Types: Adrenal Crisis; Adrenal
Apoplexy; Waterbouse-Friderichsen Syndrome). Adrenol Medulla. Hyper
function. 34. Adrenal Medullary Tumor (Pheocbromocytoma, Chromaffin
Tumor, Paraganglioma). Section VI. Pancreatic Islets (lsleu of Langerhans).
Hyperfunetion. 35. Hyperinsulinism (Organic. Relative, Functional). Section
VII. Testes. Hyperfunction. 36. Precocious Puberty in Boys. Hypofunction.
37. Male Eunuchoidism (Preadolescent Origin). 3. Eunuchism. 39. Male
Climacteric. Other Syndromes. 40. Klinefelter's Syndrome (Seminiferous
Tubular Hyalinization With Gynecomastia, Puberal eminiferons Tubule Failure).
41. Male Infertility. 42. Undescended Testes (Cryptorchidism). 43. Endocrine
Turnors of the Testis. 44. Male Pseudohermaphroditi m (Goldberg-MaxweU
Syndrome). Section VUI. Ovotestis. 45. True Hermaphrodilism (Hermaphro
ditismus Verus. Intersexuality). Section IX. Ovaries. Hyperfunction. 46. Pte
cocious Puberty in Girls. Hypofunction. 47. Female Eunuchoidism (preadoles·
cent Origin) (Ovarian Eunuchoidism). 48. Female Eunuchism. 49. Ovarian
Agenesis (Gon~da1 Dysgenesis, Ovarian Aplasia, Turner's Syndrome, Ovarian
Dwarfism. Rudunentary Ovary Syndrome). 50 Gonadal Dy genesis With Andro
genicity (Gordan-Oversrreet Syndrome). 51. Polycystic Ovaries (Stein-Leventhal
Syndrome). 52. The Menopause. Otber Syndromes. 53. Female Infertility.
54. Endocrine Tumors of Ovary. 55. Amenorrhea-Table of Causes. Section X.
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Miscellan~ous. 56. Progeria. (Hutchinson-Gilford Syndrome). 57. Mongolism
1ongoloidi m, Mongolian Idiocy}. 5. Laurence-Moon-Biedl Syndrome (Dys

trophia Adiposogenitalis With Atypical Retinitis Pigmentosa, Mental Deficiency,
and Polydactylism). 59. Achondropla tic Dwarfism (Achondroplasia, Chondro
dystrophic Dwarfism, Chondrodystrophia Fetalis). 60. Morquio's Disease
(Familial Osseous Dystrophy, Os,eochondrodystrophia Deformans, Hereditary

-osteochondrodystrophy). 61. Gargoylism (Hurler's Disease, Lipochondrodys
trophy, Dysostosis Multiplex). 62. Disorders of the Epiphyses (Epiphyseal
Dysgenesis. Osteochondritis Deformans Juvenilis (Legg-Perthes Disease, Osgood
Schlatter Disea et Apophysitis of Os Calcis, Scheuermann's Disease, Calve's
Disease and Others)}. 63. Hyperostosis Frontalis Interna (Morgagni Syndrpme,
'Stewart-Morel Syndrome, Metabolic Craniopathy). S~clion Xl. Appendix.

This is a fine book of its type. The purely 'atlas' side of the volume
presents 148 whole-plates of drawings and pbotographs-the
total individual number of illustrations being about 5 times as
many. Common and rare endocrine conditions are included,
together with the usual inevitable 'no man' land' disorders, such
as tbe obesities, mongolism, achondroplasia, gargoylism and
Morquio's disease. Some historically interesting photograpbs are
incl).lded, such as some of the world-famous giants. The reviewer
is disappointed tbat diabetes mellitus is not included, and he
cannot agree witb the authors' statement that it 'does not lend
jtself to graphic representation'. What about the diabetic 'cush-

ingoid' babies with their abnormal pancreas and livers, the obese
bearded diabetics, the patient in diabetic coma, tbe cutaneous
complications, the perforating ulcers, the peripheral vascular
lesions, the retinopathy and many more?

The references are up to date; aldosteronism for instance is
included with 1956 references. On the whole the text is also up
to date, though not quite up to the standard of the photographs.

aturally the former is apt to be ratber scrappy since this book is,
after all, an atlas and not a text-book. The Klinefelter syndrome
is rather incompletely considered; Cushing's syndrome in children
receives no mention. The advice regarding undescended testes is
not consistent with the best teaching-gonadotropin as a routine
in all cases does not seem right.

As well as clinical photographs, procedures such as extra
peritoneal pneumography are illustrated, there are a few drawings
and metabolic-response cbarts (e.g. tests for phaeochromocytoma),
and there is an appendix with growth curves, dental age charts,
etc. Tllis is certainly a book for the library, for the endocrinologist,
and most particularly for tbe general physician and paediatrician,
wllo will find it of great value.

W.P.U.J.

CORRESPONDENCE : BRIEWERUBRIEK

I

"

FULL-TIME MEDICAL omCERs AND LIFE-TNSUR CE
EXAM] ATlO S

To the Editor: I wish to draw the attention of the profession to
a practice that has prung up amongst medical practitioners in
whole-time Government or municipal service.

In some big cities in tbe Union it is common practice amongst
some of these medical practitioners to do life-insurance examina
tions after their hours of employment. It is common knowledge
amongst some of us that one of tbem earns from one assurance
company alone, more tban £100 per month.

The busy general practitioner refuses to do ,examinations
during his con ulting hours, and will only examine candidates
for insurance by special appointment at his consulting rooms.
Many general practitioners refuse on principle to examine a
healthy person at hi house, generally at night. Insurance agents
divert work from this type of practitioner for fear the candidate
for insurance may change his mind if he i not examined im
mediately.

These full-time Government and municipal medical practi
tioners seem to be available at all times after 5 p.m. Many times
the agent collects 3 or 4 candidates, and then tbe agent accom
panies tbe doctor from one house to another, sometimes in towns
several miles apart. At two guineas per examination it pays them.

Late one afternoon when visiting a woman patient of mine
I found one of these practitioners examining the husband of my
patient for insurance, although this couple had been, and are
still, patients of mine for many years.

Many a young struggling general practitioner would be only too
pleased to do this type of work as a side-line. I think it is grossly
unfair to them to take away this type of work from them. to be
done by whole-time Government or municipal medical practitioners
with good salaries. I am certain the agents know they are full
time men.

It is incumbent also on tbe senior medical officers of assurance
companies to satisfy tbem elves that examinations are not done
by full-time personnel. To stop tllis kind of practice it should
also be the duty of all general practitioners to report such men
to their various departments if they have positive proof. In my
part of the world it is very common practice.

I may state in conclusion that this practice is not confined to
whole-time general practitioners, but extends to some whole-time
'specialists as well.

Jaap

6 October 1957.

CHEST PAIN AS THE 0 LY SYMPTOM OF GASTRJC ULCER

To the Editor: I have read with intere t the article under this
ititle by Dr. A. Shedrow1 in the Journal of 10 August. I think

he rightly draws attention to the fact that gastric ulceration higll
up on tbe lesser curve, gastric ulcers in hiatus hernia, and hiatus
hernia complicating any other condition, sometimes present witb
chest pain as the initial symptom. However, I must cross swords
with Or. Shedrow when in case 1 he states that lung tumours
were considered but were eliminated by clinical examination.
Lung tumours cannot be eliminated by clinical examination
without an X-ray.

Or. Shedrow is apparently unable to decide in the first case
wbether tbe patient had 'extensive fibrosis of the oesophagus'
which, under diagnosis, he state was present, or, as in his terminal

. passage, that there was an 'ulcerative lesion' present. It is just
this difficulty of differentiation that makes oesophagoscopy neces
sary in these ca es, for in the pre ence of ulceration early reduction
of tbe hernia by surgical methods is mandatory to prevent develop
ment of the fibrous stricture.

The author is also a little uncertain whether persistence of
symptoms after operation for hiatus hernia is due to the presence
of anotber lesion, as he sugge ts under the heading discussion,
or to the recurrence of the hernia, as he states under treatment.
It must be obvious that if a patient is suffering from Saint's triad
with gall-stones, it is useless repairing the hernia unless at the
same time treatment for the gall-stones is embarked upon. The
bald statement that 'we have seen cases where surgical repair
did not succeed in maintaining the hiatus hernia under control'
is valueless unless we are given a statistical background stating,
for example, that 4 cases recurred out of 5, or 2 out of 100.

Under case 2 I find it difficult to understand the author's state
ment that the patient---...48 years old-had no history of digestive
troubles when he states that 'food actually quietened the pain,
which often came on at night'. I thought that was typical of
hunger pains and certainly was a digestive symptom.

The same applies in case 4 in that Or. Sbedrow states that in
recent months the chest pain had eased off but abdominal pain
had made an appearanC6. In tbe next paragraph he states that
there is absolutely no sign or symptom pointing to gastric disease.

In passing, it should be noted that Barrett's is spelt thus and
not as in the script.

Despite the above criticisms I enjoyed reading the article for
I tbought it brought into focus the fact tbat hiatus hernia, if
present, lay in the chest and therefore chest symptoms were
common. ln an article published by Mr. Fuller and myself! in
the Journal of 27 November 1956, we stated that in 68 % of our
cases of hiatus hernia retrosternal pain was present.

David Adler
22 Kotze Street
Johannesburg
19 September 1957

1. Shedrow, A. (1957): S. Afr. Med. J., 31, 802.
2. Fuller, D. and Adler, D.: Ibid., 28,1007.


