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3. Go to the clinic or doctor even when not asked to attend,
jf:

ta) Your head aches and does not improve;
(b) you cannot eat and feel sick in the stomach;
(c) you bleed from your woman's parts, even if you have

no pain; .
(d) your water is not right, or there is leaking of water;
(e) there is swelljng of your body.

4. When baby pains start, or blood comes from your woman's
parts, or there is a sudden rush of water and anything hangs
down, come to the hospital or call for your district nurse. You
may have friends who want to have their baby at home. If it is
their first baby, the sun should not set and rise on them twice,
without help being called. If they have had babies normally
before, the sun should not set and rise on them once. If a woman
jerks her arms and legs when with child, her place is in hospital
immediately. A woman should not feel like pushing or opening

her bowels for more than 2 hours in a first labour, or 1 hour if
she has had children-if the baby is not born she must go to
hospital.

5. (a) The after-birth may take up to one hour to come out.
Bleeding should not make you giddy or thirsty. There is to be
slight bleeding for one month after the baby is born. This at
first becomes brown, and then lighter again. (b) If twins are
expected, the second one should start coming half an hour after
the first.

6. Report to a doctor or a clinic after your baby is born:
(a) A sudden loss of red blood that flows freely or forms a

large clot;
(b) a shivering attack;
(c) pain in the lower part of the body.

If you are asked to return to a clinic or a doctor in 6 weeks,
or for your next baby, you must do this wherever you are living.
This is especially important if there has been an operation.

PUBLIC HEALTH SERVICES AND THE TOURIST*

F. W. P. CLUVER, M.P.c., M.B., CH:B., D.P.H.

Former Deputy Chief Health Officer of the Union

Why do people travel? What is it that attracts travellers to visit
certain places? Why do people undertake holiday journeys?
I think fundamentally, if not consciously, the travelling public
is in search of health and recreation. Certainly the travelling
public will not visit an area where they know the standard of
health services is not what can be expected of a well-conducted
local authority.

The proof of this was amply demonstrated last year in Durban,
where the poliomyelitis threat was estimated to have resulted
in a loss of some £200,000 in tourist trade. Another aspect is
reflected in the annual report of the Durban Municipal Transport
Board, which reports a loss of some £5,000 in its revenue as a
direct result of the outbreak of poliomyelitis.

MALARIA

~any will remember the prevalence of malaria in Zululand
before effective control measures abolished this scourge of our
Low Veld areas. As one who was in charge of the campaign
against malaria, I can speak with some knowledge of this subject.
I remember in 1933, calling at a North Coast sugar mill, to find
it standing idle, when it should have been crushing the cane
waiting to be milled. The reason was that the personnel which
should have been manning the mill was down with malaria,
and it was simply not possible,to operate the plant. In fact, in
the early 'thirties' the very existence of the sugar industry was
seriously threatened by the severe incidence of malaria in the

-sugar belt, and it was confidently asserted that you could have a
sugar industry or malaria, but you could not have both.

The Union Government invited Professor Swellengrebel, a
well-known malariologist, to come to South Africa and investigate
the problem which, in the words of the late Dr. J. A. Mitchell,
the first Secretary for Health and the creator of the Union Health
Department, would, if solved, be equivalent to an extension of
the boundaries of the Union. It would bring into production
rich and well-watered areas, which at that time were lying untilled
and neglected, and constituted .an ever-present threat to the
public health. The publication of the SwellengrelJel report, which
emphasized his discovery that only two species of anophelines
(A. gambiae and A. funestus) were the causal agents of malaria
in the Union, had far-reaching results.

The Province of Natal led the way and pioneered a system of
control which later became world-faIIlous. The technique used
aimed mainly at the destruction of the adult mosquito vector by
insecticidal spraying of human habitations. An enabling Ordin
ance was passed by the Natal Provincial Council in 1932, which
established statutory bodies known as Malaria Committees in

• A paper read at the 3rd Annual Conference of the Natal
Regional Publicity Association, Eshowe, 20 April 1956.

malaria areas. Later these Malaria Committee areas extended
from the South Coast to the north-eastern boundary of the Pro
vince. These Malaria Committees were empowered to levy rates
and under the guidance of the officers of the Union Health Depart
ment carried out a technique of control which was crowned with
success. Similar control measures were pursued by the Union
Health Department in the coastal Native Reserves.

Control consisted primarily in spraying Native huts and other
human habitations with a pyrethrum-paraffin mixture (and,
after the second World War, with DDT,) and the elimination as
far as possible of vector breeding foci by drainage and saligna
gum plantings. Incidentally saligna gum plantations have now
become a major economic asset. The Amatikulu leper institution
in Zululand, at which a seasonal outbreak of mafaria occurred .
regularly amongst the patients, was effectively controlled by
planting saligna gums in the surrounding valleys. These trees,
which are very greedy drinkers, dried out the seepages in which
the vectors bred. The work, done largely by the patients, effectively
eliminated the vector-breeding water, and malaria is unknown
there today. Incidentally, the gum plantations have resulted in a
rich revenue (approximately £200,(00) to the Union Treasury
by supplying the raw material to the neighbouring pulp and
paper factory.

It can be confidently asserted that the present prosperity of
Zululand, with its rich sugar production, its profitable saligna
industry, its cattle, citrus, and now its pineapple industry, would
not have been possible had malaria not been brought under
control. The enormous increases in land values are a spectacular
witness to the effectiveness of the control of the scourge of malaria.

THE TOURIST INDUSTRY

But Zuloland, in addition to its agricultural potentialities, also
has a promising tourist industry, which is capable of considerable
expansion. The Hluhluwe Game Reserve and the unique bird
life in the SI. Lucia estuary, as well as its fishing and other recrea
tions, could attract many more tourists providing they are ade
quately catered for. In this, effective public health services play
an important part.

I remember being urgently summoned to Bloemfontein in 1947
to meet the Royal train for consultation with the physician in
attendance on the Royal Family. I was informed that the authori
ties in London were seriously perturbed because the Royal tour
would traverse the malarial areas of Zululand during the malaria
season; also because the Royal train would remain overnight at
Gingindhlovu, which was reputed' to be an intensely malarious
area. I assured the Royal physician that there was no danger
and that malaria control was so effective now that there was not
the slightest risk to the Royal party. He seemed dubious, and
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informed me that he had just received a supply of Paludrin (at
that time the latest malaria suppressive). I insisted that it was
quite unnecessary to dose the Royal party with this suppressant
drug. On their return to Durban from Zululand I had the honour
of being presented to Their Majesties. The late King asked me
if I was responsible for his having to swallow Paludrin tablets
during his visit to Zululand. He also remarked that they had not
seen a fly or a mosquito on their trip through Zululand and en
quired what had happened to these insects. I believe that the
fact that om: Royal visitors were able to travel safely through
Zululand during what used to be the malaria season served to
put tbis part of the Unio'n on the tourist map.

The Public Health Act of the Union, which, incidentally, is a
monument to the late Dr. J. A. Mitchell, was passed by Parlia
ment in 1919, after the devastating pandemic of influenza that
followed the first World War. This act places the prime responsi
bility for the maintenance of public health on the local authorities.
The larger local authorities, which include the chief cities of the
Union, have large, experienced and well-qualified staffs, under
the direction of experienced medical officers of health. The larger
local authorities are well-staffed and well-equipped, and able
to maintain a bigh standard of health in the communities wbich
they serve. They are subsidized by the Union Health Department
in respect of their qualified medical officers of health, health
inspectors, district nurses, and other approved personnel, and
function virtually as autonomous bodies within their areas.

The smaller local authorities, such as Local Boards, Health
Committees and Village Management Boards, which have small
rate incomes cannot, of course, maintain a health staff com
parable with that of the larger centres. Very often they have only
a part-time medical officer of health and one full-time health
inspector. These bodies can, and do, call on the staff of the Union
Health Department for guidance and expert information. It
is often surprising to see what excellent services are rendered

in the promotion of health in thes.e small centres by the available
staff.

OTHER PREVENTABLE DISEASES

Dr. Cluver then went on to speak of other preventable diseases
that are the concern of health authorities. He mentioned the
enteric fevers, dysenteries and diarrhoeas; tuberculosis; food
poisoning and tapeworm; plague, typhus, yellow fever and try
panosomiasis; and bilharzia disease. In this connection he dis
cussed the importance of water supplies, sewerage, milk and
food supplies, insect pests, and bilharzia control. He referred
also to the 'duties of health authorities in relation to nutritional
diseases and mental disorders.

CO 'CLUSION

The values of human health are not to be measured in monetary
terms alone. The preamble of the World Health Organization
constitution states that the enjoyment of the highest attainable
standard of health is one of the fundamental rights of every
human being. There is a moral, not merely a financial, issue
involved. It is clear, however, that it will be easier to obtain the
support needed for an effective health programme if it can be
shown that such a programme will not only enrich the individual
human life but will also bring tangible economic benefits to the
community which invests in health. Prevention is not only better
than cure, it is also cheaper than cure.

o centre which wishes to encourage visitors or to maintain
an existing tourist industry dare neglect essential health services.
There is no single factor which can so easily destroy a tourist
industry as an outbreak of infectious disease; and this could
often have been prevented if the authorities had adopted measures
now available to enlighten communities.

RESEARCH FORUM, Ul\'lVERSITY OF CAPE TOWN

PRIMARY ALDOSTERONISM*

L. EALES, M.D., M.R.C.P.
and

G. C. LINDER, M.D., ER.C.P.

The first case of primary aldosteronism reported in'South Africa
was presented and is to be reported in detail elsewhere. The
case was in the person of a Cape Coloured female aged 32 years,
who pre.sented with a 5-year history of recurring temporary
paralyses of the limbs 'and severe tetany with paraesthesia. On
examination there was evidence of chronic renal disease, viz.
persistent hypertension, slight but constant proteinuria, polyuria,
and a fixed urinary specific gravity. The urine was always alkaline
or feebly acid.

Biochemical investigation of the serum showed a hypokalaemic
alkalosis with intermittent hypernatraemia. The hypokalaemia
was temporarily reversible on heavy potassium loading. The
electrocardiogram showed changes consistent with hypokalaemia.

Extensive studies during the past 3 years showed that there was
a gross depletion in total body-potassium and that this depletion
was related to an excessive urinary wastage of potassium. An
enlarged (R) adrenal was demonstrable by perirenal insufflation
of air by the pre-sacral route (Dr. D. Brink) and an increased
urinary aldosterone excretion was found (Dr. B. Lewis). Reversal

* Summary of a paper read at a Research Forum meeting held
at Groote Schuur Hospital, Cape Town, on 10 April 1956.

NEW PREPARATIONS AND APPLIANCES

'Tes-Tape' (Urine Sugar Test Tape, Lilly).Eli Lilly and Co. an
nounces this test tape (originated by Dr. Albert S. Keston, New
York) for the rapid colorimetric percentage determination of
the sugar in urine by the patient. It is supplied in a handy plastic

to normal of the many abnormaiities followed the operative
removal on 30 November 1955 (professor J. H. Louw) of a bright
orange tumour weighing 28 grams. The histological appearance
of the tumour was that of a benign cortical adenoma.

Among the more ipteresting aspects discussed was the observa
tion that the kidneys did not show the 'vacuolar nephropathy' of
potassium depletion in marked degree, possibly on account of the
prolonged potassium repletion she had undergone. Although the
finding of organisms in the urine in similar cases has led to a
diagnosis of chronic pyelonephritis, it is probable that potassium
deficiency in producing severe tubular lesions acts as a locus
minoris resistentiae for infection, but the abnormal urinary pH
may be an additional contributory factor.

Follow-up to date shows that she is well. Renal function, as
determined by clearance techniques, had deteriorated before
operation and has since improved, although the glomerular filtration
rate has not yet returned completely to normal. Despite this, the
abnormally high urinary potassium wastage has been abolished;
on clinical testing there is no proteinuria; and a maximal urinary
specific gravity of 1,025 has been obtained after 12 hours of
fluid deprivation.

NUWE PREPARATE EN TOESTELLE

dispen.ser that resembles those used for cellophane adhesive tapes.
Each dispenser holds enough tape for approximately lOO tests.
The tape is made of a fine-grain filter paper, and is impregnated
with enzymes.


