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II:TRODUCTIOid 

In this paper it is proposed to 

demonstrate, by a series of cases which came 

under my care and by reference to others 

described in the literature, the significance 

of high eosinophilia in the African native 

of the Union of South Africa and the neighbouring 

?'rote ctoratès.' . 

An Eosinophile leucocyte is described, 
the staining procedure, its normal proportion 
in the white cell count of the blood given. 

The significance of eosinophilia in general 
and the conditions under which it occurs are 

reviewed. The geographical situation of the 

country and the possibility of conditions 
leading to eosinophilia in the African is 

described, and the possibility of African 
troops picking up the diseases leading to 
an eosinophilia f_om these areas and from 
Other world theatres of war, is assessed. 

The methods of st..dy employed were 
immediate blood counts and differential white 
blood counts of a large number of African 
soldiers admitted to Springfield Military 
Hospital, Durban, South Africa. Where an 
eosinophilia was found present to an appreciably 
high degree (low eosinophilia counts being 
excluded) the clinical course of the disease 
was followed to ascertain if it was specifically 
responsible for the eosinophilia discovered. 
Investigations of these diseases were conducted 
to the full, inci:ding examinations of excreta 
for parasites, and radiolc;ical study where 
indicated. The effect of treatment specific or 
conservative with its relation to the change in . 

the eosinophile count was noted though surveillance 
through the duration of the eosinophilia was not 
in all cases possible, for the native soldiers were 
discharged from hospital when clinically lit for 
military service, and follow -ups were not 
possi -._ le for .nit medical officers had not the 
local facilities to continue investigations 
and submit records. 

A series of cases are recorded with 
revolant positive findings. Considerable 
difficulty was met with in taking histories 
for the native has little education, is not 
trained in time and date memory, and the 
interpreters though impressed with the need 
for gaining accurate histories, in the main 
came up against extreme difficulties in 
their efforts. 



A discussion of the cases with ta;:les 

is conducted and a summary of all findings is 

made, and necessary conclusions arc drawn. 



A The l:osinophil --eucocù 

J 

The white corpuscles of the blood 

numbering approximately 8,000 /c.mm. on the 

average in a healthy individual; are composed 

of different varieties, each apparently having . 

some particular significane of its own where its 

normal proporti n balance L-o the other varieties 

is disturuod. 

Of the three leucocytes, the neutrophil 
eosinophil and basophil, the second type has our 
attention in this Taper. 

The eosinophil leucocyte 10 to 14 
microns in size with pale staining nucleus, 
is normally existant in the ùlood in the 
proportion of one to four per cent of all 
white cells, as assessed by the differential 
white blood cell count in a stained blood film. 
This cell differs from its neutrophil cousin in 
that it contains a type of cytoplasmic granulation 
which.is much bigger in size, more refractiÏ_e, 
more shiny and more acidophilic in character 
so that the granule taking up the eosin stain 
is a bright orange red. It has been suggested 
that these granules are the results of 
haemoglobin from the red -blood corpuscles 
which have been - ..a-oken down and deposited as 

the recognised eosinophilic granules. There 
are 50 to 400 casirophil.s per cubic milimet_re 
of blood in e normal count. 
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B Staining" Procedure 

Apply one end of a clean slide 

to a drop of fresh blood taken f eom the - 

patient's ear. The narrow edge of a second 

clean slide is placed in the drop and held 

there till the blood has spread across it; 

it is then dr. wn slowly over the whole 

length of the first slide. The inclination 

of the second slide to the first is an 

angle of a .:out 45 degrees, and no pressure 
is exerted between the two surfaces. 
Smooth - spreading of the film is aided 
by warming the first slide in the flame of 

a spirit lamp immediately before applying 
it to the blood. After the blood is spread 

it should be waved rapidly in the air to 
dry it without undue shrinkage of the cells. 
Flies should `!e prevented from gaining 
access to the slide for the blood is 

sucked up by them and the film destroyed. 

he film is now fixed and stained 
:),y the -. le of Leishman's stain method. 

The stain is a compound of alkaline 
medicinal metlgene blue and eosin, extra 
D.A. (Grú :ler) , dissolved in pure methyl 
alcohol in the proportion of 0.5. The 
dry film is well covered by the stain, 
which should be evenly distributed over 
the entire slide. After one minute 
distilled water, double the quantity of 
stain, 'peas ;red by pipette is carefully 
,added and mixed with the stain. After 
coven minutes the mixture is poured off 
and the film now covered with distilled 
water for two minutes. The water is 
then washed off with fresh distilled 
water and the stained film gently ::lotted 

with clean blotting paper. 

The Differential bite Count. The film 
is no ; examined under low pourer and then 
high power of a microscope in good light 
and between two hundred to five hundred 
white cells are counted, noting the 
proportion of each type per cent. 
The eosinophils normally numeer from one 
to four per cent, or fifty to four hundred 
per c. mm. Numbers in e. :cers O .' these 
figures constitute the clinical entity of 
Eosinophilia. 



rFIC.í;Cr OF 7('j,",I:,ß" iI_ILIA I_' CT';iFRAL 

'_"::D ITS __ -1 _CÚLüGY. 

Eosinophilin is found in the 

following conditions 

(1) Parasitic 

(2) Allergic 

(3) Skin Diseases 

(A) Acute Infections 

(5) Blood Diseases 

(6) Miscellaneous Conditions 

(1) Parasitic. An eosinophil increase of 
the blood cells is found in 
helminth parasitic and in certain 
other parasitic infestations. 
Taeniasis-(a) taenia solium, (b) 

taenia saginata, (c) dipylidium 
caninum, (d) diphyllobothrium latum 
and diphyllobothriun cordatum, 
diphyllocothrium parvum, diphyllo- 
othriuni houhtoni, and diplogonoporus 

grandis and Braunia jassyensis. 
(e) hymenolu pis nana. 

Also i(lcrease in oxyuris vermicularis, 
in.i)ilaharziasis or invasion with 
schistosoma haemotobium, S mansoni and 
S atthei. Further it is also 
increased in anchylostomiasis where 
anchylostoma duodenale, necator 
americanus, A malayanum, A braziliense 
and A caninum may be the offending 
metazoa. ',nchylostoïniasis may 
be futher co,plicated, as indeed 
may any of the others by chronic 
malaria or chronic amoebic dysentery 
to give the "human shadow" picture 
in man where eosinophilia is also 
evident. 

Other worm infestations producing 
the blood picture are ascaris, taenia 
echinococcus, trichuris, fil aria, 
distoma, coccidioidal granuloma and 
dracontiasis. 



Van der Sar and Hartz descri..:e three 

cases of tropical 3osinophilia 
with miol'efilaria demonstrated in 
eosinophilic abcesses and infiltrat; 
in the enlarged 1ÿ.: 61anci ,. Zne 

clizi.ioc.l symptoms disappeared a._ ar 

a course of rawfrwids. 

.Mites have been discussed in the 
aetiology of eosinophilia, but 

Lahr and \Jug;ïlton have isolt 1 

m_ tes i' ym the intestine in c-sas 
where no demonstraL.Le disease 
existed. 

(2) Allergic. i 

(a) Bronchia. Asthma.. Eosinophilia 
as a manifestation of an allergic 
state has been demonstrated in 
a large v. riety of conditions. . 

It has been shown in a well 
-recognised allergic condition, 
that of bronchial asthma, being 
evident by an increase in the blood 
eosinophils and by eosinophil leucocytes 
being shown in lai.go quantities in 
the sputu,. The eosinopnilia 
said to average six per cent though 
se cr . degl'ees a.ï'e quoted (Herrick) 
varying to ten per cent, thirty -three 

per cent, sixteen per cent, 
twenty -five p ,3r cent and fii i,y- i,lree 
and a half per cent. 

(b) Tran6i,.; -it Lung Consolidation in 
Asthmatic Jhildren. 
3oderling describes cases of 
transient lung consolidation as 
a well defined diagnosis in typical 
cases but it is one Which calls for 
frequent X. Ray examinations. In 
corgi- Ilieated cases the diagnosis is 
substantiated in the first place 
by the transient nature of the 
condition which is usually a re t13r 
of hours. If the condition persists 
for some time then the diagnosis 
becomes more uncertain. It is necessary 
to show an allergic set of manifestations 
by demonstrating asthma, eosinophilia 
on other hypersensitivity. An 
eosincphi Zia here is not always 
immediately shown. The attack of 
asthma may be precipitated by the 
upper respiratory infection and the 
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asthma may then produce these 
transient lung consolidations with 

eosinophilia. 

The condition is not only 
interesting as an allergic condition 
but is important in the differential 
diagnosis of so- called atypical 
broncho and lobar pneumonias - 

the "one day pneumonia" and of 
tuberculosis, which it simulates 

. radiologically, and from pulmonary 
signs especially in cases complicated 
by a t,berculin positive test. 
It is stressed here that eosinophilia 
may not always e demonstrated as 
a simultaneous.infection may change 
the blood picture, but not the 
transiency of the entity. 

Soderling further says that the 
chief significance of eosinophilia 
is probably a reaction against a 

protein which is foreign to the 
species and at the present . time the 
allergen must be considered to be 
protein nature; but other allergen 
substances e.g. carbohydrate, may 
'xist and nothing is known of their 
capacity to give rise to an eosinophil 
blood picture. It is possible that 
different protein allergens may cause 
different degrees of eosinophilia. 

(c) Engel's privet cough. Engel 
described cases in his experience 
in China and which he himself 
contracted. The disease was manifest 
in May and June when a species of 
privet called ligustrum flowered then 
and the pollen was said to produce 
a cough and sp, tum with a metallic 
taste. Engel himself had an eosinophilia 
of twenty to twenty -five per cent, 
13. s. R. 10 mms/ hour and massive 
pulmonary consolidation which cleared 
off in one day after which he was 
fit for work. 

(d) l ï_ergy with Periarteritis nodosa 
This is quoted as an allergic 
condition producing eosinophilia 
in some Recovery followed 
sàiv.rsan substitute therapy. 

Eckles describes two cases cf_. 
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periarteritis nodosa showing lung 
mottlin6s with wide spread dense 
vascular shadows and associated 
eosinophilia, and he quotes ':ciddleton 

and Carter's studies of 
such cases where seventy -seven per 
cent hnoged a marked eosinophilia. 
Eckles suggested a serial of radiographs 
of lung fields in a suspec- :d case 
of periarteritis nodosa would be 
a valuable aid to diagnosis. 

Vice Rich descri _ es post-mortem 
examinations of five patients whor 

had died following therapeutic 
injections of forei611 serum. Vascular 
lesions chareceristic of periarteritis 
nodosa were found in the viscera 
and the polymorph infiltrates contained 
eosinophils. He deduced that cases 
with vascular leCions of this t:,flc 

were a manifestation of an anaphylatic 
type of sensitivity. Rich describes 
a further cars where biopsy was 
conducted on a patient follo.-ving 
a sensivity reation and in the peri- 
arteritis nodosa eosinophils were 
found. 

(e) Allergy with Asthma. It has been 
suggested that eosinophilia is 

produced by certain substances 
elaborated by various agents, and 
in asthma f.and hay fever it is 

dia_=nostic of protein sensitisation. 
1 osinophilia in asthma shows a 
varies _ le increase in some cases, 
and none in others. It is quoted 
that of three h..ndred ands seventy 
diierential leucocyte counts on 
three h,__ndred and fourty-six patients 
with asthma, hay fever and allied 
conditions, non -sensitive asthmatic 
Bronchitis and bronchial asthma 
each produced seven per cent cf u 1e 
cases of eosinophilia, non- asthmatic 
bronchitis two per cent, hay fever 
seven per cent for perennial and 
five and a half per cent f c seasonal. 
Several cases of asthma are recorded 
where no eosinophilia occ ..i'ed. But 
it must not be forgotten thdt asthma 
is by no means one clinical disease 

t rather a sign of iahy and varied 



conditions normally regarded as 
aetiological factors in the production 
of asthma. For example asthma produced 

as the result of psychiatric stimulus 
is not to be closely compared with 

an asthmatic áttack caused by the 

inhalation of a sensitive pollen. 
As a conse;uence it is not to be 

wondered at that the eosinophil 
picture in this asthmatic group 
shows such a variable response 
as recorded .y several writers. 

1.11erf:y due to parar;itic infestation 
sho, n y Ju Lrlonaî y si' ns 

A series of thirty casos reviewed 
by Sousa and Jayawardena investigating 
asthmatic signs is of interest add 
all these had mt rked eosinophilia, 
and an attempt was. made to isolate 
pulmonary acariasis as the main 
aetiological factor. 

Investigation of the sputum for 
mites according the method described 
by Carter, Wedd and D'Abrera (1944) 
was carried out *ithout a. constant 
i it:czi ?ig. The mites reported in Carter, 
Wedd and D'Abrera's cases were of the 
L,enera tyrú ,lyphes, tarsonewus, ca.rpgly- 
piius, blyciphag rs aiid. alley 'etas. 

Most of the cases reviewed were 
occupied in dust laden store rooms 
in which the mites were isolated 
and only one had a family of asthma. 
The stools of these cases acre examined 
for parasitic infstation, and a few 
of the cases had anchylostoma duodenale, 
ascaris. lu nbricoides, trichuris trichura,,. 

blastocystis homy_ li s; t.ri chomanis 
a.aecalis. 

routine asthmatic treatment failed 
to lower the eosinonhilia. It 
was concluded that the syndrome of 
asthma and eosinophilia corresponded 
to that described by Frimodt -Moller 
and Balton (1940) as "pseudo- tuberculosis" 
associated with eosinophilia, and 
by Weingarten (1943) as "tropical 
eosinophilid ", by Treu (194.3) as 
"pseudo- tuberculosis with eosinohilia" 

9 

by Simeons (1943) as "benign eosinophii 
leukaemia" and by Chandhurn (1943) 
as "eosinophil iunj ". 

leingarten gave arsenic in 1936 
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to one of his patients vrh' had 

recurrent syphilis complicating 
the condition and he noted complete 

disappearance of the eosinophilia 

fol:i.owin.g the therapy. 

Acetyl rsan was used by Trey_ -(1941) 

with success, and Simeons mapharside 

in ten per ce t calcium glucona . 

Soysa and Jayawardena used carbarsor.e 
or stovarsol in the treatment of 
their c<-_ ses. 

Howe- - er in spite of the investigations 

carried out by Soysa, and Jayawardena, 
they failed to prove that the mites 

were the causative factor in the 

production of the asthma with eosinophilia; 
in any case they record than. mites 

were not found in the sputum of all 
their cases. Surely if mites were- 
responsible then a vast proportion 
of the general public in Ceylon and 

similar sub-tropical areas would 
show signs of the syndrome, for the 

majority of people work auioi L dusty 
surroundinu including the housewife 
who sweeps the dust of her house 
into the air and it. 

No control examinations were carried 
out and they failed to prove that 
the mites were anything but casual 
non -sensitising parasites, evident 
in ut not affecting a small proportion 
of their cases. In only cases 
infested by mites as examined by 

Carter, r?edd and D'Abrera was agi 

eosinophilia noted. 

Weingarten in his description of 
"tropical eosinophilia" disagrees 
with an allergic hypothesis. He 
stresses the etiological factor as 
being that of proximity to the sea. 
He describes his cases a.s having lassitude, 
evening .pyrexia of 100°F-lasting for 
a week and followed by a dry hacking 
cough with wheezing, which was worse at 
night and lasting many weeks. Sometimes 
the typical picture of bronchial asthma 
was seen in this syndrome. Examination 
of the sputum showed clumps of eosin - 
ophils frequently prsent, but rarely 
any Ch-a.c.ct- Leyden crystals. K. Ray 
examinations of the lungs revealed 
a diffuse mottling. Enlargement of 
the spleen was noted. There ws3 



11 

an absence of gastro-intestinal 

symptoms. 

Emerson contributes arlccrd 
of a case of tropical eos'.- ophilia 

in a U. S.A. 
- ppeari: g eight 

months after his return to the 

United States from India. All 

signs and symptoms disappeared with 

carbarsone. 

Muller gives an interesting 

contribution to the study of allergy 

and eosinophilia in his own self - 

imposed experiment of eating material 

.containing ascaris ova and LEcording 

X Rays of his lungs, which showed 

a mottling as f__eeting multiple 
infiltrates. He suggested the 

radiological pi: ti;re in ascaris 
infection is produced by the passage 
of ascaris larvae throagh the ILL...6 s. 

A further interesting case 
demonstrating an allergic aetiology 
is descried by oi"f s and Hicks. Hera 

eosinophilia was associated with 
amoe -:iasis, Loffler's syndrome being 
discussed in association with the 
latter as a manifestation of allergy. 
There wa® a 19.9 ¡ eosinophilia, and 

the stools contained cysts of entamoebae 
histolytica. It Nas suggested that 
the sp cific allergen of E. histolytica 
was causing the symptoms, :gut that 
tree ù.i.11 6í.71S ca¡Jaols of prccïi sing 
Loffler's syndrome were as variable 
as those giving rise to other 
i na r i f e s t c.. u i c n s. 

A link of tropical eosinophilia 
with certain other medical eatities 
is found with atypical pneumonia, 
trypanosomiasis a .d paroxysmal 
haemoglobinuria in that the cold 
agglutation test is positive in 
each of them. Viswanathan and 
Natarajan found it positive in 87% 
of their sixty -one casef tropical 
eosinophilia. It would be inter- 
esting to know if cold-agglutination 
was positive in the majority of 
all cases evidencing eosinophilia. 

Apley and Grant describe a set 
of five -cases of tropical eosinophilia 
seen in England with couch and wheeziness 
at night, absence of physical signs 
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in the chest; there was an absence 

of pulmonary signs except when an 

exacerbation occured when the signs 
were those of spasmodic bronchitis, 

and a persistent high blood eosin - 

ophilia. 

Parsons -Smith contributes a case 

of Weingarten's tropical eosinophilia 

which he met in Egypt, lasting over 

a prolonged period and responding 
to neoarsphenamine. 

Loff let in 1932 describes his 

syndrome as fleeting lung infilt- 
rations with eosinophilia which 
appears suddenly and disappears 
within a fortnight. 

This sudden appearance and dis- 
appearance of eosinophilia and 
lung change was unlike the series 

of cases described by Frimodt- Moller 
and Barton where the picture lasted 
in some cases over a considerable 
period of years. It is of practical 
importance in the differential diagnosis 
with miliary tuberculosis, though 
in the latter the linear markings 
were not so well defined as in this 

"pseudo- tuberculous condition associated 
with eosinophilia ". Of a hundred 
and seventy five of their patients, 
a hundred and six had more than 
5,000 eosinophil leucocytes per c. mm. 

on admission, 48¡% had intestinal 
infection with the helmìnths, E. 

histolytica or Giardia, and 69% were 
tuberculin negative. The lung 
condition found could not be explained 
by them as due to tuberculosis, 
heart disease or syphilis, and an 
allergic origin was claimed. The 
treatment of two similar cases of 

"pseudo -tuberculosis of the lungs 
with eósinophiia" was contributed 
Treu. One he treated successfully 
with arsenic. The other was cured 
spontaneously by a spontaneous attack 
of lobar pneumonia. Simeons describes 
similar cases and prefers to call 
the condition "benign eosinophil 
leukaemia ". The white rlood count 
of his cases was 8,500 to 20,000 /c.mm., 
antic eosinophil percentage of 
the white corpuscles varied from 
twenty five to ei.gn.ty -two. He treated 
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his cases with bi- weekly injections 
10% of mepsarside in 10% calcium gluconate, 

-iven for two to three weeks. 

Harkavy goes so far as to assume 

eosinophilia and asthma present in 

his cases are dia.jnostic of an 

allergic state. In his cases 
symptom complex pictures are seen 

with .a varying degree of hyper - 
sensitiveness, causing pulmonary - 
myocardial pleuro- pulmonary- 
myocardial_, or a pleuro- pdlmonary- 
myo- pericardial states to final 
polyserositis. The allergic 

response to the toxin was vascular 
reaction with tissue involvement 
giving these distinct syndromes. 
In all a degree of asthma and 
eosinophilia was pì'ese t. 

- 7urther atteiipGs at isolation) 
of a specific cause for eosinophilia 
in Leffler's syndrome of transient 
pulmonary infiltration with. blood 
eosinophils, low grade fever with 

le blood sedimentation 
rate increased and nn eosiiiopiiila 
o: 10 to sc;. , were iiiade by Pirkie 
and .)avin. They described the lower 
luny fields as being particularly 
infiltrated in the radiological 
pictures, these disappeared 
quickly and they do not cavitate. 
They stress its importance in the 
dif. erential diagnosis with pulmonary 
tuberculosis. It is note worthy 
that the stools of all the cases 
exn r,Aned showed no trace of parasites. 
One case is described as having had 
pulmonary radiological signs for 
eight months. A similar case of 
Karen and Singers persisted for 
three months. No .convincing 
aetiological factor for any of 
the cases was ever found, and 
an allergic basis was assumed. 
Comments on Soderling's cases point 
out that the transient lung consol- 
idation probably explains atypical 
broncho- pneumonia, one -day pneumonia 
and so- called rapidly recovering 
tuberculosis. All these are of 
importance in the differential 
diagnosis. 
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further cases of eosinophil 

infiltration of the lungs were 

described by Hennell and Sussman. 
They say that Loftier stressed the 

importance of tuberculo- toxins 

but did not exclude the possibility 
of allergenic factors. Ascaris 
and amoebiasis may furnish specific 

allergens causing symptoms in 

certain cases, while in others 
b acterial toxins, foods or pollens 

may be the responsible factors. 
The shadows in the roentgen plates 
of the lungs were due to eosinophil 
infiltrations. Post -mortem records 
of such cases were furnished by 
Meyenburg, who viewed four cases 
dying of other causes while in the 
acute phase of this disease. 
:-acroscopically the lungs showed 
no f oc_ 1 characteristic infiltration 
analagous to the pneumonias. 
Microscopically a high grade eosin- 
ophil concentration was present 
in the inflammatory exudates. 
Two of the cases presented eosinophil 
bronchitis and bronchiolitis. 
Charcot -Leyden crystals were found 
in one of the pulmonary infiltrates. 
Eosinophilia of blood and bone 
marí'ow was present in all 'the cases, 
and in two cases eosinophil infiltrates 
were also present in the liver. 

A further type of eosinophil 
pulmonary infiltration is pointed 
out by Kartagener.. He agrees with 
Loffler's syndrome verified by 
himself and others, and he draws 
attention to chronic types which 
may last for months. which does not 
fit Weingarten's description of a 
case which may last for years. 
Kartagener classifies cases into 
three types; the first is acute 
and short -lived (Loffler's syndrome), 
the second with acute symptoms and 
lasting for months as described by 
Lohr and by Léon -Heidberg, and the 
third type described by himself with 
chronicity of time and a mild 
symptomatology. He postulates an 
alter is factor for them all though 
no bronchitis or asthma was evident 
in the third type. 
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(f) Allergy due to other Causes. 
7osinophilia has been demonstrated 
in food sensitivity, urticaria, 
and other allergie states including 

Henoch's purpura where 10 to 60% 
eosinophilia has been demonstrated. 
eosinophilia has been said to be 

produced by the injection of any 

foreiL;h protein, and is often 
pro :anent in tuberculin reactions. 
In angio- neurotic oedema the count 
may be very high. 

(3) Skin Diseases. 

Any infective or irritative 
condition of the skin is liable 
to produce an increase in the 
eosinophil concentrueion. This 
has been shown in the 

_ following 
skin diseases: pemphigus, deratt .Ls 

horpetiformis, scabies, psoriasis, 
eczema, prurigo and urticaria. 

(4) Acute Infectioils. 

Eosinephiiie. in 6elieval is said 
to diminish in the acute phase of 
an ini ee :.ion which ii ,iates 
and to e_plA_) __ more pi eminently in 
..le convalescent . This 

f be 
-. N v 11 

a.:,..:.,ìrs to bl Vr ue in most infectious 
diseases. Friedman and Holtz N, 3d ^d 
the eosinophil reeLTonse to rheumatic 
fever with par tieular reference to 
e.cute polyarthritic rheumatism, and 
to acute anu _Ironic rheumatic heart 
diseases. They found eosinophilia 
4ue absent or diminished in acute 
polyarthritis and acute carditis. 
During the stage of recovery eosinophils 
appear as they do following any acute 
fever. An important prognostic opinion 
is expressed, in that a continuous 
aneosinophilia or h . j.,o, osinophi :ia 

over long periods, following revovery 
from acute rL erm +ion indicates en 
intenseactivity of the infection. 
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They postulate that the reverse, 
that a recurfen1 er continous 

eosinophilia indicaer a good 

conval6f:, c .;_Zce. 

Brown says that ec:._lophilia 

is frequently observe) in scarlet 

fever which he states is an 

important point of differential 
diagnosis from measles, in the 

laboratory. He also states that 

it is met with in some subacute and 

chronic tuberculous conditions. 
Brown also states that atiss.e 
eosinophilia with or without 
eosinophilia of the blood is seen 
in many cases of c' ro-n ic lymphadenitis, 
chronic apnondic y '-,, and in a varié ty 
of conditions presenting the 
histological picture of chronic 
gr;nulomatosis. 

(5) Blood Discroas. 
In leukaemia the eosinophil 

count t:1 -.y be greatly increased. 
In pernicious ar_u : ia also there 
may be an inc7.4ase. 'ut pernicious 
anaemia does not occur in the African 
native. 

(6) :'iscellanc;o.s Conditions. 1 lons. 

There are a wide variety of 
conditions capable of producing 
an increase in the blood eosinophil 
concentration, and every type of 
toxin of no particular inter -relation 
appears-to be involved in the aetiology 
from simple chemical to complex animal. 

The black widow spider gives a 

-Lite which results in a condition 
simulating an acute abdomen. The 
ite producs an eosinophilia and 
this is diagnostically important 
when distinguishing between the two 
conditions when the history is not 
clear. 

Hunter has recorded eosinophilia 
from chronic benzene poisoning. 
There are other chemical agents which 
may give an eosinophil picture 
on occasion, such as mercury and 
arsenic, sodium salicylate, nirvanol, 
sedormit (La Roche), and crude liver 
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therapy for macrocytic nutritional 
anaemia. Fouadin or trivalent 
antimony compound of pyrocatechin 
sodium disulphate used in the 
treatment of bilharziasis produces 

eosinophilia in some cases. 

Russell studied men taking 

mepacrine in the tropics excludirr 
those without demonstrable hook 
worm ova in their stools. Of a 

hundred and nineteen men taking 
me_aacrine for malaria ninety (i.e. 

75%) had an eosinophilia of 6 or 

more %, the highest being 27;x. 
The average fcr the hundred and 
nineteen men was 8.4 %. Among 
fifty on a suppressive mal,:.._°ial 

course thirty-six (i.e. 70%) showed 

6 or more %, the average for the 
fifty was 7.2`x'. Among thirty -three 
who had never had mepacrine the 
avera_?-e for the group was a '. 

eosiophilia. A _ìopsy of fifteen 
cases showed an eosinohil hyperplasia 
of the bone marrow. It is believed 
to have been the result of , iepacrine. 

Ulcerative colitis, 4.1i.icn has 
been considered by some investigators 
to be allergic in nature, may perhaps 
in some cases be due to parasitic 
infestation e. e;. scnistosom . mansoni, 
or Pargen's diplostrer toccus. 

Hodgkin's disease has bc:rol 

quoted, but it is doubtful if it 

occurs among the natives. Gelfand 
is by no means dogmatic on this 
score in his observations. 

Hosinophilia is noted in cases 
of splenee et:y within two hours to 
two days of the operation. 

rosinophilia is present occasionaÿ.,r, 
according to frown, in idiopathic 
casee whin ;l 'terminate fatally, autopsy 
failing to reveal the cause of the 
caanged blood picture. 

Sex has no relation to tl_e 

occurance of eosinophilia. 
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D Geographical Situation of South Africa 

There is a wide distribution of 
the snail host of tilharzia - physopsis 
africana - aff ectinrgg all rivers draining 
into the Indian Ocean, down to the Kynsa. 
The Witwatersrand appears to have formed 
an efficient barrier separating the 
western rivers drainin into the Atlantic, 
and these are almost entirely free of 
infestation. 

The ilharzia area has been shaded 
in on the map. 

Towns quoted in the caE:s 
have been entered in green. 

40 
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1. The South African natives are a 

primitive people with little knowledge 
of public health and hygiene. 
Sanitation of an inferior kind is 

Practised in the villages, but relatively 
little in the poorer (_ueaters of the 

towns. In many cases old tribal laws 

and customs, under une lnduna or chief, 
are .:eing abandoned :y the native who 

comes into comae t i ith. the white man. 

Without his own primitive social code 
to guide him, and when left undiscipii_iccu 

on his own, this elementary sanitation 
fails and he is then subject to every 
excremental, intestinal parasitic and 
other disease of which there are every 
type in abundance throughout the country. 

Living accomodn.tion is very limited 
and only in the forai of :;n:a.o_.,_,. 

3. Water supply. There is no control, 
for the native obtains his water supply 
direct from the polluted rivers. 

Srface catchment water is coni aw- 
inated oy faeces indicriminately 
dispersed, this in turn drains into 
the river which is the $o'arcc supply 
for the native household. 

1. 

'o,s_bili Lics of African Troops Acquiring 
Di:;Uasc^ causing osit_onh_Llia . 

Schistosomiasi s is widely distributed 
along the line of the infested rivers 
(see map attached). Natives recruited 
from all these areas bring the infestation 
with them. No mass laboratory tests 
on stools and on urine ..we. possible, 
and medical entry into the Army, because 
of the shortage of medical staff was not 
strict. (I boarded one man out of the 
Army w,:no had been categorised as Al for 
two years, and who had no fingers on 
his right nand. He was placed on light 
duties, and posted from unit to unit 
in the C.M.F. ,finally being returned to 
South Africa described as "quite incapable 
of doing manual labour"). 

2. Many of the type who were recruited 
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The Urban Dweller. Where the native in 
a city lives after fatiguing 
days in Industry. Overcrowding 
and had housing. 

The n tive Warrior 

The old customs, 
laws and livin 
retained, in 
heal_ thy surrounds., 

1,, , ,,. 
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1 c,z. the Army were men who had left t 
ilc;á ï kraals and worked in the gold 

mines of Johannesburg and the diamond 

mines of Kimberly. and others. 

There again absence of tri;_.l life, 

close community living and many tribes 

mixing furthered tho dissemination of 

parasitic infestation from one set of 

the community to the next. 

3. South African and Imperial Protectorate 
native troops from Basutoland, Bechuanaland 
and Swazi land served overseas in North 

Africa, Egypt and Italy and were subject 

to diseases prevalent LI these countries 
in their association with the natives 
of these territories. 

T'arsonc -Smith describes Tropical 
EE,osi..o:hilia in Egypt. Mepacrine was 
issued against mal3uia in. Sicily and 
Italy. Russell's observations on 
eosinophilis from mepacrine have already 
been noted. In "'gypt unhygienic conditions 
were worse than those prevalent in South 
"..f rica, and P.: -= flies were very much more 
m merous ccremental diseases such as 
amoebic dysentery were even more common. 

4. To offset the above paragraphs there 
is no doubt that Army hygiene compulsor- 
arily practised, sick parades for dealing 
with the individual's complaints, and good 
food coo'.e and served hygienically 
rPflteriaily helped to cut down the diseases 
producing eosinophilia. 

Mass differential counts of a draft 
of seventy -two native troops who were 
returned as category D (medically unfit) 
for deiaio . ilisation at Durban on G Jan 46 
were done prior to dispersal to their 
homes. They showed only V; eosinophil 
polymorphs in 5.5& of the draft. One 
showed an increase above 10%. The 
remainder showed no increase. As these 
men were returned as unfit the low 
incidence of significant eosinophilia 
is ample evidence of the- better living 
conditions in the Army. 

A cross- section control of hospital 
admissions in the country y differential 
counts hcxlEd of three hundred examined 
with an eos -ncphilia of over ten per cent. 
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G A ::erios of cas(y2, 771th 7osinoli1Aa 
African and Proti.,ctorate 

Tt is again emphasised that Lito 

JYrCall LV.tLvf 1 1()CL 

about the history of a complaint, 
is most vague and unintentionally 

misleccalrf7. The language difficulty, 
in spite of good interpretors, 
further complicated the taking of 

good case histories. Time is 

also oï no meanin:, Lo the negro 
and few can gauge how old he is 

accurately. Time events are dated 

from a period before or after a 

great event e.g. "the great cattle 

drought". 

Names, num.:ors and units of 
the men are not allowed for 
publication y the D. G. M. S. 

Union Defence Force, gouth Africa. 
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Caso 1. 

Age 38 
Town Yryhe id . 

Admitted 6.11.4. 
Discharged 19.1.46. 
Diagnosis on admission Asthma. 

Diagnosis on discharge Bilharziasis 
Bronchial Asthma, 

Comma i.nt Difficulty in breathing 

Previous History 

Had attacks of shortness of 
breath on several previous 
occasions, and was in hospital 
with the same complaint two 
months before for four weeks. 
The attacks first started when he 
.wit.; an adolescent. 

History of Present Illness 

A out a month ago when he was 
still convaloscont fro hic 
previous hospitalisation, his 
breathing, Which had not !'e lly 
got better, began to show signs of 

- 

deteriorating again. He was 
-,nable to do any heavy work in his 
unit, and his unit M.O. put him 
on light duties with a medicine 
for the day and another at night. 
This eased his condition some - 
w ,at, but as he was not getting 
any better he felt he should not 
have left hospital. 'z.he night 
before adi-L..iion he had had a 
bad ati :; of difficult beathing, 
and he had had to sit up half the 
night until the unit doctor gave 
him an injection. 

On Examination 

General Appearance. 
Temperature .33, Pulse 80, 

Respirations 18 per minute 
(henceforth referred to as T P R) 
Was brol.i it in on a stretcher, wit 
expiratory dyspnoea;.mildly toxic 
appeara77t04 does not say very much 
and concentrates on his breathing. 
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Has flabby :,ody with poor musgiature. 

Cardio -Vascular System (C.V.S.) 

Sounds closed, regular, apex 
,feat 4" 5th i-arspa.ce. No enlargement. 

Pulse 80 per minute, regular in 
time - +lu force, good. wave. B. P. 132/:3. 

Res;p..catory System 
Even expansion of ,oth lung 

fie l s, confirmed ,y palpation. 
Vocal frernitus (V.F.) not incretsed. 
On auscultation sibilant ronchi 
s, ,utered tail'ough chest with 
prolonged exp_i ,cn. Harsh vesicular 
reath sounds. vocal F_esonance (V.R.) 

equal both lung f iilds. 

Alimentary System 
No vomiting and no nausea. 

owels open regularly, no diarrhoea. 
Liver Lot enlarged. 

Haemopoetic System 
.Spleen not enlarged. 

J hite Blood Cell count (111.2.C.) 5,500. 
per c. mm. Vosinophils 14/ : 70 /c. mm. 
Neutrophils 42-.c, Large monocytes 

lymphocytes 42¡x. 

Centrai i ervous System (C. N. S. ) 

Not very intelligent man, 
co- operative. x ¿gerated knee jerks. 

Other Systems 
Nil abnormal detected (n. a.d. ) 

Special Investigations 

Treatment 

i. Lxarnination of stools for parasites. 
2. : Ray of chest. 
3. Routine d.iíforen.tial counts to 

watch eosinophilia. 

Of the asthmatic attack with 
adrenaline mini e 1 per minute_ for 
suciuus asthmaticus. Ephedrine gr. 1 

i.d. to control the asthma. 
Search for the cause of the asthma. 

Progress Notes 

7.11.45 Stool Ova schistosoma mansoni. 
Developed status astilmaticu.s. 8 mins. 
of adrenaline injected. 
Treatment of s. mansoni to be delayed 
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until the asthma is controlled. 

T-11. AF, Asthmatic state again last night. 

Adrenaline mins. 15 by a minim per 
minute method. Lung fields: sibilant 
i'cr_chi well. scattered. Still having 
expiratory difficulty. Cough 
with copious non- purulent, rather 

watery and mucoid sputum. 
Rx Linctus Heroin. (gr 1/8) dr 2 

at night when required. Not to 

be repeat:-::6 more than once per night. 

13.11.45 Ronchi very numerous and heard all 

over the chest. 

17.11.45 Chest cls-'.rer. ±'eels better. 

tarted course of tartar emetic 
daily gr.l /2, 1, 1 1 /2, 2, 2, 2, 2 

continued every other da; until 
a total of gr. 30 is reached. 

20.11.45 Tartar emetic is .making him feel 
nauseated. Change to fouadin course. 

Is complaining of nasal blockage. 
E.N.T. specialist records " deviation 
of septum to left ilost_'i, with 
pcol, airway, ma.coid discharge 
present. No inflammation evident. 
Ears n.a.d." 

23.11. 45 Lungs much clearer. Complains of 
nasal blockage and permanent 
coryza. Is havin. ejtdrine and 
menthol nasal drops b.i.d. 

28.11.45 X Ray of air sinuses. Frontal 
sinuses are clear. Loss of 
translucency Is present in left 
maxillary antrum, only the apex 
of the antrum is clear. No horizontal 
fluid level is present. Appearance 
su guests pre._en ce of a large cyst. 
Fairly marked mucosal thickening 
in the right antrum. 

W.R. " :lood.. is negative. 
11.12.45 Vaso -motor rhinorrhoac... T.N.T. 

specialist to carr;g:, -._c ionisation. 
Report is "it his been suggested 
by the radiologist that the patient 
has a left cystic antrum, but in 
my opinion his sinuses sometimes 
show T.L.M. with attacks of allergy. 
Tre-)t with gatta:e ephedrine and 
rgyrol and transfer to a dry climate." 

31.12.45 Urine ova. of B. _Haematobiuxn were 
NOT observed. 

4.1.46 Conjuuectivits of right eye. 
Patient refused cystoscope for a 
test for :ilharziasis of bladder. 
Trine mode, .L.e number of calcium 
oxylate crys ;= 1s, scanty pus cells 
c. 4 per H. P. field. No albumin 
and no sugar. NO ova of S. haematobium. 
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5.1.46 X Ray of chest. No loss of trans- 
lucency of lung field. 
Clinically has'ronchi present in 

both lungs. 
Sputum. No tubercle bacilli present. 

6.1.46 Con junctivit >_k_rkedly improved 
with the z -c sulphate drops. 
Medically boarded out of tho r,rrny 

for asthma and bilharziasis. 
10.1.46 ets asthmatic attacks at 

night. Conjunct'. ß-;_t.5 cured. 
11.1.40 Stool. Still no parasites. 
14.1.46 Stool. No parasites. 

_Ltï a- venous pyelogram. To calculi 
detected. excretion took place fairly 
repidly. Hight kid.n y pelvis 
appeared normal. The dye was poorly 
concentrated in the left isid,iey. 

pelvis. No evidence o.L tethral 
stricturing. Bladder filled nornal1'y. 

13.1.46 Stool. :Jo nasites. 
Dif erential court. W. B. C - 6,400/c. mm. 
Rosinophils 9/ ', C /c. mm. , neutrophilo 
7 ï: baso.phils ¡awl, large mohoostes 
3 %, lym)Lccytes 21%. 

19. 1.46 Stool. Lo parasites. 

Condition 

Appearance much healthier, no 
dyspnoea. Rhinonrcea irapi'oved. 

Comment Ory 

This is a case of eosinophilia 
which gnu have Heen due to either 
the asthma, rhinorrhoea or the 
bilharziasis. As the last was 
treated and s-,_ ccessivo stools 
showed no parasites it may be 
assumed that the bilharziasis was 
cured. On discharge there was 
still an eosinophilia of 9 %, which 
had dropped from 14;x. One may 
as .sume that the allergic state 
of asthma and rhinorrhoea..is the 
cause of the altered blood picture 
in this case. 

The temperature was normal 
throughout the illness. 

It is to be noted that fouadin 
has been recorded to produce. an 
eosinophilia, and this may have 
prevented á more rapid reduction 
of the eosinophil 1.ve1 following 
treatment of the bilharzia infestation. 
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Case 2 

Age 23 

Town Maritzburg 
Admitted 3.1.46 
?Discharged 30.1.46 
Diagnosis on admission Influenza. 

Diagnosis on Disch. rge 7osinophilic infiltration 
of the lungs. Trichuriasis. 

Complaint Cough and not feeling well. 

Previous History 

Has had occasional attacks of 
diarrhoea since adole,_Lcence. Does 
not complain of diarrhoea now. 
No other complaints that he can 
remember. Ha2 had a similar 
attack before in 1942, lasting nine 
days. Me la na 12 years ago. 

History Of Present Illness 

He was feeling perfectly wei l 
until three days ago, when he 
started complaining of a cough 
and a pain in the front of his 
chest, which became worse with 
each out of cou; zing. He has 
brought up about half an-ounce 
of sputum per day since the cough 
started. The sputu, is not streaked 
with _blood. The pain is substern.l. 

OI`? -x. .n;ii_ation 

.neral Appearance T 99.6 °, P 110 R 20. 
A'robust and fit young man of 

good physique, but who has a slight 
toxic appearance. There is no 
clubbing of the fingers. 
C.V.S. Sounds closed, apex 5th space 
3 1/2" from mid line. 

Respiratory Upper respiratory tract 
clear; equal expansion of lung fields. 
No apparent dyspnoea. Slight degree 
of ill- defined dullness over both 
lung fields. On auscultation scattered 
ronchi are heard throughout. V.R. 
not increased not increased on either 
side. 

Alimentary System. Abdomen - pain 
or tenderness not complained of, or 
elicited on palpation. 

Liver not palpably enlarged. 
Vowels regular, once per day. 

Stools usually formed but pometimes 



semi -formed. 

Spleen not enlared. 

C. N. S. n. a. d. 

Other Systems. n. a. d. on clinical 

examination. 

Musculature Some pain in loin 

but rather vague, two days duration. 

Treatment Rest in bed, expectorant mixture 

Rx Ammon. Carb gr 5 
Pot. Iodid. _;r 3 

Tinct. Ipecac. m 10 
Syr Aurant q s 

Aq ad i/6 fl. oz. 

Sig. t. d. s. p. ç. 

Pro;;ress Notes 

4.1.46 

5.1.46 

b.1.4 

7.1.46 

8.1.46 

The following day the patient 
appeared to be worse, and further 
investgation was instituted. 
T 102° F. Ronchi numerous in 

chest. Spleen not enlarged. 
Placed on sulphathiazole course : 

Gm 2, thereafter Gm 1 given four 
hourly till a dosage of 20 Gm had 

.een taken. 
The expectorant mixture was 

coLtilìued. 

Diagnosis is now broncho- 
pre o.monia. 

T still up to 102 °. 3lood 
Sedimentation Rate (_ . S. R.) 11 
mm /ho ur. Haumatocrit 43. 

W.B.C. 38,000 /cmm, 26% Neutrophia_s, 
60 eosi::ouhils : 22, 800 /c. mm. , 

l2¡ß lymphocytes, 2% basophils. 
No improvement. T 102° in the 

morning. 
X Ray of chest. There are multiple 
infiltrations in all zones ':!b ch 

are probably transient and allergic 
in character. in" view of the high 
eosinophilia. For re- examination 
in one week. 

T falling by lysis since 
yesterday afternoon. 
Urine. Heavy deposit of triple 
and amoroous phosphates. 
Stool. Semi- formed, no exudate. Ova' 
of triahtfris and trichomonas found. 
Sputum. Neither amoebae nor fungi 
were observed. Numerous pus cells, 
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5; of which were. eosinophils; 
remainder were mononuclear and 
epithelial cells, very numerous 

mixed organisms, mainly Gram positive 
cocci In chains and pairs. M.T.B. 

negative. 
T falling by lysis. Chest has 

still numerous crepitations as on 

5. 1.46. Sulphathiazole discontinued. 

9.1.46 7onchi still present in lungs, 

crupüat i ons disappearing rapidly . 

Nil present in abdomen. 
T normal. 

12.1.46 T up to 99 °F. 
16.1.46 X Ray of Chest. The multiple 

infiltrations have disappeared 
almost completely. There nre 

still densities in both costo- 
phrenic angles. Slight pleural 
thickening is apparent in the 
periphery of the left lower zone . 

3lood. 12, 800 /c. mm. , 

61% cosinophils : 7,708/c. mm. , 
18¡ Neutrophils, 19 lymphocytes, 

monocytes: 
1'7.1.46 Stool. Trichuris ova present. 

01. Chenopodium started. 
21.1.46 ?eels well. 

Stool. No parasites seen. 

Chest clear. 
Blood. W.B.C. 9,200 /c. mm. , 42 
coinophils : 3; 864 /c. mr. 

29.1.46 Stool. No parasites, trichomonas 
'r. B. C. 8, 600 /c. mm. , 29' eosinophils 

?,554/c. mm. 
Chest perfect y clear. Jo cough 
no pair.. Feels very well. 

30.1.46 Dischar;_.ed. Condition appears 
perfectly well. 

;Follow -up No record of eosinophil count 
after the patient left hospital. 

Commentary A case of eosinophilia of lung 
with transitory eosinophilic 
infiltration. Cleared wi shout 
specific treatment. Trichuriasis 
was not suspected as the cause for 
the eosinophil count of 22, 800 /c. mm. 
was very. high. Trichuriasis is 
well known as an intractable infestation 
and it was felt the therapy would 
be only apparently successful. 
However the pulmonary condition 
may have beer a phase in the life 
history of the parasite producing 
a marked aller. ,ic response. 
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Case 3 

Age Unknown ? 40 years. 

Town Tola 
_'_dmitted 21.8.45 
Discharged 23.9.45 
Diagnosis on Admission Bronchitis 
Diagnosis en Discharge Eosinophilic infiltration 

of lungs. 

Complaint Coughing for one week especially 
at night. 

Pravio'_s History 

He was employed at the Dagga 
mines in Johannesburg in 1939 for 
one year. Had not had any chest 
trouble or cough before in his 
life. No other illnesses that he 
could remember. 

History o Present Illness 

Has had a severe cough for the 
past week which started while 
living here in Durban. The cough 
was worse at night. There has 
been substernal pain of a burning 
character associated with it, which 
is more .marked on coughing and 
during deep breathing. The 
sputum accompanying the cough is 
not blood- stained and is muco- 
purulent. 

On Examination 

General Appearance T 100, P 90, R 20. 
He looks ill and does not 

appear to be a fit type. 
C.V.S. All cardiac sounds are soft 
and systolic in time - fu ctional. 
Apex beat 5th space, 4" from mid - line. 
3.P. 125/75. 
respiratory System Equal ovement 
both sides, palpation and V.F. not 
increased in either field. No 
dullness on percussion.âles, 
moist and si ilant ronchi present 
over the whole chest. Expirations 
are NOT prolonged. 
Alimentary System Bowels regular 
and stools formed. No abdominal 
tenderness. Liver not enlarged. 
I-Iaemopeetic System Spleen not 
enlarged. 
Blood film for malaria. Malaria 
sme_:rs negative. 
Blood.' W. C. l,', 600 /c. mm. neutropliils 
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18 %, eosinophils 69% : 11,000 /c. mm. , 

large mononuclears 1%, lymphocytes 

i5» . 

C.N.S. Equal jerks. 

Other Systems n.a.d. 

Stimulant expectorant mixture 

(see previous case for drugs) . 

Course of 20 Gms. of sulphathiazole. 

Progress Notes 

24.8.45 Stool. semi- formed with mucus, 

r. b. cs. , trichomonas. 

25.8.45 X Ray of Chest. Fibrosis with 

bilateral basal emphysema. No 

sign of active pulmonary tuberculosis. 
Numerous calcified peri- bronchial 

glands. 'Emphatic bronchial 
striations both sided, upper and 

mid zones. 

27.8.45 T 99.4 °, improved in appearance 
and general condition. Examination 
of Respiratory System - same results 
as 21.8.45. 

28.8.45 W. . C. 12, 500 /c. mm. , neutrophils 
13 %, eosinophils 68% : 8,500 /c. mm. 
lymphocytes !9%. 

Stool. To parasites. 
Sputum. No parasites, no T. B. 

29. 8. 45 Viewed -,y .T. -s. :_specialist who 

diagnosed eosinophilic infiltration 
of the lungs. 

1.9.45 Improved. 

2.9.45 Chest clearing no coughing. 
3.9.45 Emietine gr. 1 daily for six days 

to treat possible amoe_iasis. 
11.9.45 'r'. C. 9,300 /c.mA. neutrophils 27 %, 

eosinophils 20% : 1, 860 /c. mm. , 

large mononuclears 3 %, lymphocytes 50 %. 
13.9.45 X Ray_ Chest. Chest clear, n.a.d. 
16;9.45 No complaints, feels very well. 
17.9.45 R.C.C. 4,700,000/ mm. Rb 105% 

Colour Index (C. I.) 1.1 
W. C. 6,200 /c.mm. neutrephils 20, 
eosinophils 12% : 744 /c. mm. , 
lymphocytes 62 %. 

3.9.45 Discharged as fit. 

Condition on Discharge 

Commentary- 

No complaints, feels very well, 
no cis., + _'owels regular. 

Similar case to tl...Lu of 

1:o. 2. l;.,o ca:use ascerta..; ,eú 
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Thcl a lived pulmonary 
effect. Diac,nosis from pulmonary 

T. b. ocl'tain after the second 

Ray )ic .ure. The oosinopi is 

ives rnark dly improved on discharge. 

This may have been a hidden case 

cf _t:loebiasis. 
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Case 4 \J (. 1. 

44 

Town Adden, Transvaal. 

Admitted :_.6.6.45 

Discharged 9.7.45 
Diagnosis on Admission Acute _ironchitis. 

Diagnosis on Discharge Eosinophilic infiltration 
of lungs, aid ascariati.. ;. 

Complaint Cou ,n for one week. 

Previous Histo_ry 

Tas. -i_ i heL, .;. 1 . i Eg .pes por 
"kidney trouble" last year. Has 
never hed cough before. 

?o other ìllnesse . 

±-i) Lor rr Of 'r,,,' :! i, i_i_n ,,.. 

-Tis cough commenced in 

Durban Ti(rj Ti(. seek" ago, and has 
been gra4tally getting worse 
especially at night, when he ¿.3ts 

pain all over his chest at the 
sides and substernally, which is 
made worse by coughing and deep 
breathing. He finds some diffic:__lty 
in breathing out. Sputum is not 
easily expectorated. He has not 
noticed anything else amiss. Has 
not lost weight recently. Had 
some marked night swims over the 
1.asì; few months. 

On Examiilat ̂ _en 

f c.noral Appearance T 98, P 80, R 20. 
Coughing sli' fitly. Does not 

look very ill. No evidence of 
anaemia, no jaundice, no clubbing 
of fingers. 

Pharynx is slid -fitly congested. 
C.U.S. Sounds closed, apex 5th 
space 3 1/2" from mid -line, regular 
rhythm. 
Respiratory System.. Even 
movement. Expiration prolonged 
oth sides. V.F. not increased, 

no dullness on percussion. 
Bales and ronchi scattered throughout. 
A few scattered crepitations at right 
base. Expiration prolonged. 

hiomen. 'owels regular, no 
abnormality of the stool noticed. 
.Liver not enlarged. No history 
of diarrhoea. 

Spleen not enlarged. 
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Other Systems n. a. d. 

Sedative e;ípectorant mixture 

Rx Potassiuu: Citrate gr. 30 

Potassium Iodide gr 3 

Tinct. Ipecac. m 10 

Tinct. Opii camphorat. m 20 
g; ad 1/2 F1. Oz. 

Taken three times a day al ter meals. 

Linctus scillae co. 2 drs. at night. 

( IC. P. C.) 

_'est in bed with fresh air. 

Progress Notes 

27.6.45 Complainin of vague pains in the 

lumbar region. Tc have Tab. Codein 
Co. 1.P. b. i. d. 

28.6.45 Little change noted in the patient. 
29..4 General appeara:ce slightly improved. 

Is coughing a little less. 
Chest stil numerous ràles and ronchi, 
but not so marked. 

iTrine. Scanty with epithelial cells. 
Tlood. N) 102. "r C. 9,200 /c. mm. , 

neutrophils 17iß, eosinophils 58;' 

: 5,356 /c. mm. , basophils 
lymphocytes 23¡'. 

30.6.45 Sputun is T.B. negative. Pus cells 
in lerve numbers are present in 

the spu-i,uin. Lcsi ncphils pro-dominate 
the ?icture. No parasites. i`lo 

elastic fibres. ?sosinophils 
compose about 80/, all pus cells 
present. 

Ray of Chest. infiltrations 
in ,oth luny f . -ids are ill -defined 
and fluffy in appearance, and are 
consistent ,vi th transient eosinonhilic 
lung. 

.45 Condition improving. 
Stool No parasites seen. 

4.7.45 Further improvement. 
Stool. bemi -i oriiied. Ova of ascaris 
prebe.. No exudate. 

Treatment of ascariasis commenced, 
sentonin gr 3 in the morning, 
calomel gr 2 at night, followed 

ina;_;nesium sulphate oz 1 in the 
moaning. Repeat on the following 
äáy. 

Flood. W. C. 11,900 /c. mm. , 

neutrophile 19; , eosinophils 
. 6,426/c. mm. , oasophil3 1;;, 

lymphocytes 26;. 

7.7.45 Chest is clear. 
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Ray confirmation - nil in 

chest. 
Stool. Po parasites. 
No complaints feel:. 

8.7.45 Stool Ho parasites. 

Lungs clear, feels very well. 

9. ;'.45. Discharged. No folla -up of 
áinophili possi ?le as the 

man was posted - outside 11,11J area. 

6om.inentary 

Similar type of case to 

Nos. 2 and 3. The ascarisis 
here would give an eoeinophilia, 
the initial count was eosinophils 

5, 33E/ß. mm. during _pulmonary 
symptoms,. and after their subsidence 
it remained hi Lh to 6,426/c. mm. 

The ascariasis may well have Lcen 
responsible for the "acute bronchitis", 
or eosinophilic infiltration of 

the lungs, ui ari allergic manifestation 
of the infestation during a phase 
of its life cycle. 



Case r 
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Town -.iaritz urg. 

Admitted 25.3.45 
Discharged 4...45 
Diagnosis on Admis. ion 
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Influenzal bronchiits. 

Diagnosis on Dischar7e Pneumoni_tis 

Asca.riasis. 

Complaint Cough and pain in his chest. 
------.__ 

Previous History 

?'_as not been in Hospital before. 
Cannot remember having any special 
illnesses. Towels ha if anything 
have been consti ated, never 
diarrhoeic. 

History of Present Illness 

He carted coining three 
days ago and felt toxic since then. 
The cough :vas worse at night and 
has kept him awake. He has 
had a su sternal pain .4dich has 
been aggravated by the uoughing 
bouts. 

On Examination 

General Appearance. T 100.4 °, P 90, R 22 
Ali i. ly toxic appearance. 

Does not look CaciieC Vie. A well 
pro )oi tiOned man. 
C. T'._" . Sounds closed, apex 6th space 
4" from mid -line. 7. P. 136/85. 
T.espiratory System Equal movement. 

P. .-_ot increased, breath sounds 
diminished at the base of the right 
lung. Scattered ronchi throughaut 
both lung fields, especially at the 
right base. No dullness on percussion. 
Alimentary and Abdomen 

Splee;_ and liver not palpa',:ly 
enlarged. Nil else. No clinical 
evidence of dysfunction. 
Other Systems Clinically n.a.d. 

Treatment ;s_ the diagnosis is acute 
bronchitis, and as there is a 
query of incipient broncho- pneumonia 
developing from the right base 
a course of sulphathiazole Gm 20 
+ai s given, together with a sedation, 
expectorant mixture (see previous : case). 
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27 and 28 No pulmonary change of note. 

March 45 Condition is static. 

29.3.45 ^_bc.u,nen is distended. Lungs still 

have scattered râles. J.P. 138/82. 

30.3.45 Iib 108,.x: R.,. C. 5,330,000 /c. mm. 
W. C. 15,050/c. ruin. , neutrophils 
24%, eosinophils GO% : .:,v00 /c. mm. 

lymphocytes 16%: 
Sputum. Negative for T.B. 

Ray of Chest. 1_,u0s of translucency, 
not of un'_form density, is present 
in both lower zones. ore extensive 
on the left than on uhe ri ht. 
Costo- ol.lrenic anler. clear, 

',ppearance is consistent with 
silateral r)neumonitis. 

1. 4.45 Sp _,turn is negative for T. 
,00 l. Ascaris ova present. 

4.4 -:45 Couch and pain much reduced. 
5.4.45 Stools. Ascaris ova present. 

Co,-rse of santonin, calomel and 
ma-. sul-Oh. commenced. (see previous 
notes as to detail) 
Blood. W.E.C. 9, 600 /c. mm. neutrophils 
2T , eosino phi is 51;': : 4, 896 /c. mri. 
basoyhils 1%, large monocyue., 1 ¡, 
lymphocytes 20%. 

7.4.45 Slight cou.;;h. Feeling better. 
15.4.45 Chest clear clin í t li.z , feeling 

very well. 
20.4.45 X Ray of chest - clear. 
2 ;`.4.4.5 Stool. No parasites. 

_Mood. B.B.C. 9,400 /c. uiw. , 

neutrophils 25%, eosinophile 33% 
. 3, 102 /c. ;:. , lyr_nphocytes 42%. 

4. 45 o_di ycr, Lormal, chest clear. 
Feels very well. Discharged. 

Comrehtary 

further case of pulmonary 
suns of eosino,ihilic infiltration 
in so- called pneumonitis,radiologically 
complicating parasitic infesta ,on. 
The eos inophilia was reduced somewhat 
after cessation of pulmonary 
symptoms and treatment of the 
ascariasis. 
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Cas ,. , 
`, t, 

_. -'itz 

ittec. lc. 2.45 

c1-, ;, , 10.10.45 
ï ' ';-_osis on Admission Pulmonary tuberculosis 

_o;.7.s on Discharge Los-.-^`opl ilic 
iili -Ltrat 1on of l u:f' n-. 

Couh over long period. 

Frt'\'=í',,,, ' 7_s t,or;' 

',:,,_s disabled in 1945 with 
pulmonary disease, and boarded 
out of the Army with pulmonary 
tuberculosis. Has been co ; hinb 
of e nu on since 1943 with long, 
periods of coin)iete freedcL. from 
symptoms. He has according to 
his statements "coughed blood on 
many occasions ". Has had a certain 
degree of dyspnoea since 1942, 
and lost weight to some extent in 

1941. Details of this history 
? indefinite. V 

History of Present Illness 

Coughing on this occasion 
commenced 16.9.45 and this 
time the man had no haemo_ tysis. 
He was also short of breath but 
had no pains. 

On lxamlnation 

General Appearance 7 100, P 88, R 24. 

Asthmatic, ill -nourish F.d, 
weedy type of individual. Does 
not look unduly toxic. 
C.V.S. Sounds closed, not very 

Apex 5th space, 3 1/2 ". clear. 

P. 130/80. 
Respiratory System. E ual e p nsion. 
Ho dullness on percussion. No bronchial 
breathings detected. Ronchi and 
râles over both lung fields. V. R. 
not increr_ sed. 
Alimentary System 2owels regular, 
once daily. No history of diarrhoea. 
Liver not palpably enlarged. 
Other Tys _:ems Clinically n. a. d. 

Opinion -'elapse of tul:erci.losis, treatment 
sedative linctus at nijnt. Complete 
r st in the fresh air of the 
verandah and ni' tritious light 

t? rlu 
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Progress Notes 

20.9.45 T has diurnal range of 97 - 100° 
^-.1 :L previous records verified. 
No actual evidence of tuberculosis 
was ever recorded; the man has 
a marked tuberculosis phobia, 
and as he was chronically ill 
at sick parades he was ;,ive n the 

benefit of the doubt and dischvrged 
from the Army. 

21.9.45 Clinically the condition appears 
more now in the nature of an 
asthmatic bronchitis. Placed 
on ephedrine gr 1/2 b. i. d. for 
t. ;n days. 

23.0.45 Fools much better, T has remained 
normal for the last two days. 
Sputam._.'o T.B. 
nastin: Gastric Juice: No T. 

Ray of lungs. Infiltration 
of all zones of I:oth lungs. No 

cavitation. '_ -.sidu.al lipiodol 
present. Distribution of infiltration . 

is not typical of tuberculosis. 
Stools. No. parasites. 
Blood. W. . C. l6, T00 /c. mm. neutrophils 
33'': eosinophils 66.6 9,352/ c. nm, 
lymphocytes 11 %, 

7.10.45 Symptoms subsided. No complaints. 
Flood. C. 8,300 /c. mm. , 

eosinophils 33 % . 2, w39 /c. mm. 
Ray of lungs._ All infiltrations 

disappeared. Residual lipiodol 
still present. 
Sputum. No í. ;iced organisms. 
No abnormal cells. No T. 

_ )..Le. :5 Feels -!alto well no complaints. 
Di schar`:ed. 

i G FuYI Ìi i^ST Or1 i 

A case of Loffler's syndrome 
superimposed on a bronchial asthmatic 
and chronic :-ronchitic 'base. The 
l .,ei appears to ,_ c the cause of 
the former and an allergic factor 
is claimed to/ he initiating agent 
in this case. 
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'2c) 

mown vOnters+;Lirü 

AcTaitted 17.4.45 
nischar-ed 19...45 to Ladzrsrrith Sanatorium 

'rosis on .t1_d'"lissloil 'ii0ebiasiS 

J_,.osis on "`ischar;;e: nul rnon< ry Tu,_erculosis 

DL:.ins in his chest. 

i' -VlO 11; _18tory 

This soldier was in hospital 
in Octo'. er '44 with a similar eo._s_L.i nt 
of pain in the left side of his 
chest. He had then been unfit 
over a Honth or two that he could 
rernem er. The Ray of his chest 
at.-he time was re_;acive, and 
he was dia; nosed as nleurody:::ia 
which cleared up after four weeks 
in hospital. ',p.:.tum had been 
T.P. ne[- ative. Cysts of 

amoeba histolytica were isolated 
From his stool on routine examination 
and he was treated for ar.oebiasis. 

History of ?resent Complaint 

There has ::een pain on the 

ri; ht side of his chest on .his 

occasion which has occurec on 

and off for the last four r:onths. 

The pain when present is continuous 
and ruuiútes into his interscanular 
area. It is ag"ravated by exercise 
and he has a.L'L,oc:ther very little 
relief from the pain. It is 

stab ping in character when he 
e::ercises, and is r_awin when 
not exercisin. He does not 

vet plain of acough. He 
says he has peen losing weight, 
and he doer not sleep well. 
He sweats most nights and he does 

feel at all well. 

On Examination 

General Appearance T ie 0. 5, P 86, R 20 

poorly= nedi°ished asthmatic . 

looking individual. Looks older 

than the age he has deduced. He 
looks toxic. 



Treatmént 

Sounds closed though 
Ruud, apex 5th space, 4 ". 

73.P.11/82. 
Sesoiratory System -Diminished 
movement of runt side. 
diminished right base. Percuss ion 
is impaired at right mid and base 

zones. :reach sounds throughout 
are vesicular 1,ith harsh quality 
at le ' , :..,e,_ -.. No crepitations 
herd. V.R. is im_P aired at right 
base. 

Anterior 
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Impaired percussion 

Impaired percussion 
and diniisn_ished 
Vocal Resonance. 

Alimentary System No liver 
unL:i.ge ent, no tenderness. 

Stool semi -formed occasionally 
.:t usually normal in consistency; 

no diarrhoea. Is of regular habit. 
Other Systems n. a. d. 

est in bed on oun verandah 
nourishing diet, tab. codein co. S. P. 

2 t.d.s. to relieve pain in chest. 

Investigation 

Of stools for amoebiasis, 

blood estimation for cosinonhilia, 
and Pay of chest for si :ms of 

eosinophilic infiltration as this 

condition is a possible amoebiasis 

of lungs. 

Progress Notes 

18.4.45 Slood. 2. .R. 16 mm/hour, R.S.C. 

4, 880, 000 /c. mm. :.. B. C. 7, 300 /c. mm. 

? eutrophils 33%, eeinophils 35;X : 

2, ;,28/ c. mm. , lymphocytes 27g. 

The pain is relieved L.ut his 

appetite re nain_s poor. He required 

nembutal gr 3 to sleep last nivht. 

19. 45 Better this morning. Slept fairly 

well.. 
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Ray of Chest. Report from 18. 4. 4 5 
"old diarbras matic plc; risy rift 
base, shadows of left apex consistent 
with pulmonary tuberculosis. 

20.4.45 Stool. Pus cells scanty, no 
parasites. No cysts of E.histolytica. 
'venin.g rises of temperature to 
100 °. 

24.4.45 Sputum. Ne,a.tive for pilly.lenary 

T.. 
28.4./I F Shut.;. :m. a t i 

lY for T. 

W.R. ne(°ative. 

T unsettled. 
Stool. Liquid, fair number of r.b.cs. 
trichmonas present. 

Sputum. T.B. Positive 
T 100.5° last night, T 100° this 

niorninL . 

T normal over the past four days, 
except for an occasional flicker 
to 99 °. 

11.5.A5 Sputum. Negative for T.B. 

1:3.5.45 ditto 
Fasting Gastric Juice. Negative for T.B. 
Pot.Iodid. gr 5 t. d. s. for four days 

for comencing cou.J . 

22..45 K Ray of chest. Ri;1zt basal opacity 

resol-ring. Left apex unchanged. 
the appearance is not consistent 
with a state of allergy, but is 

more like a tubercular shadow. 

1. 6.45 _food. B. R. 24. lib 82;', R. 3. C. 

4, 600, 000 /c . mm. w. 2. C . 11, 400 /c. mm. , 

neutro hils lymphocytes 32 %, 

eosino»hils 10, : 1,140/c. mu. 

Stool. No parasites. 

;'.6.45 Transferred to Ladys.n'tb Sanatorium. 

Pulmonary: tu'-.erculosis still active. 

1.. 5.45 

2. 5. 45 

8. 5.45 

Commentary. 

This case was first regarded as 

arnoebiasis with lung complications 

because previous hospitalisation 

failed to demonstrate lung pathology 

and a.""zcc sae were found it the stools. 

The b gh eosinophilia on this 

occasicn seemed to confirm this 

opinion, but Ray confirmation of 

old pleurisy with an apical shadow 

suggested a change of diagnosis. 

Re Ray after being hospitalised 

showed the apical shadow to be constant 

and unlike the Loffler!s syndrome 

-,icture. 
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l`utercle bacilli morphologically 
and culturally shown, further 
confirmed the diagnosl of 

pu l.morary T.3. 
The eosinophilia was thought 

to be due to amoe pia,;;.;; 
recorded in the man's hibtory, 
though amoebic cysts were not found 
in the stools. As I had 
carried out 10 differential 
counts on non -complicated 
proved tuberculosis cases without 

finding an eoSinophilia among 
then, I felt certain that the 
eosinophiliü in this case was 

not d _t: to tuberculosis. 
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Case 

Age 

T o wll 

Ad,fli ued lO. C. 45 

Discharged 21. . g5 

Dir gnosis on Admi6,,i -n Amoebic Hepatitis 
D:;.a;;nosis on Discharge Ascariasic 

bcmplaint Pain in abdomen and cough. 

Previous History 

The patient had rheumatic 
fever in March '45 which left no 
cardiac impairment. After leaving 
hospital he had gonoccal urethritis 
in May '45, which cleared up with 
sulphathiazole treatment; then a 

secondary syphilitic rash appeared 
with a W.R. and Kahn positive. 

This was treated. 

History of Present Complet 

He had abdominal pain 
comr :encing four days ago while 
he was herein Durban. The 
pain was burning ih character 
and continued for several hours. 
It was irre;ular and- unassociated 
with frig or with time during 
the day. Thé pain was situated 
gTererclly but mainly around the 
umbilicus. There was no vomiting. 
He has had a cough without pain 
and without sputum for four days. 

On 7xamination 

General Appearance T 98, P 80, R 18. 

Of average build, powerful 
musculature, not over intelligent. 

Not toxic in appearance and does 

not look acutely ill. No jaundice. 

C. S. Sounds closed and regular. 

Apex bth space, 3 1/2 ". 

No evidence of rheumatic carditis. 

There is no clubbing of fingers. 
es_>iratory System Equal expansion 
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of both lungs, percussion notes 
unimpaired, breath sounds are 
vesicular in character with 
ronchi over both fields. No 
increase in V.R. Sputum is muco- 

- purulent and not blood stained. 
Alimentary System The abdominal 
wail is tender on palpation, but 
entirely without rigidity. 

Liver is tender but not 
eniared. 

?owels open four times a. day, 
with recently some blood in the 
stools, continuous over the past 
fortnight. 
Genito- T_rinary System No dysuria 
and no haematuria. No albumin, 
and no sugar. 

üaem000etic System No ob- ,rous 

pallor of conjunctiva:, spleen is 
no enlarged. For blood irvestigati n. 

Other Systems n. a. d. 

Stim.lant expectorant to 

clear his cough, t. d. s. for five 
days. 

For further investigation 
of chest and stools. 

Progrese . Not s 

il. S.45 Feels better. Slept well. Little 
cough this m,.. 'iIif1g. 

stool. Ova or ascaris °resent. 

Blood. , . R. 3 mm. /lour. Ho -e¡Yo 

Eaematee it 50 ¡,% k. -. 5,2Q0,000 
/c. <<em. , L.I. 0. 4. W.B.C. 8, 400 /c . mmi. 

::eutronhils %, eosi n_ophils 8 % : 

572/c. mm. : monocytes 4%, lymphocytes 

12.8.45 Santonin commenced as for 

case "4". 
14. 8. _L5 ?assed twelve rounds worms 

during the last two days. 

11 Ray of Chest. 7.ight dome of 

diaphrz. gm is raised s li jl tly. 

Lungs clear. No amormality in 
__un;g fields. 

20. 8.45 Blood. W.3.C. 8,150/c. mm. eosincphils 

4 : "28/c. mm. 

Feels very well. There is now 

no cough. No diarrhoea, no - 

abdominal pain or discomfort. 

Stool. Formed no iarasites. 

T,iscbarged. as fit. 
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:r; 9 Case - 

Town Johannesburg, Transvaal. 

Admitted 5.10.45 

Discharged 20, 11.45 

Dignos s on úmission . Coronary Thrombosis 
and chronic bronchitis. 

Diagnosis on Disch :rge bronchitis, amoebiasis 

and coronary thrombosis. 

Complaint Cough over a long period, 
and précordial pain for one day. 

Previous History 

Has had no serious illness 

that he can remember. 
Lia: occasionally _-assed 

round worms. 

liistooy of Present Illness 

He has complained of a cough 

of.L' and on for four years. He. 

was der - ectly well until 1941 

when he was posted to Durban, 

and here his cough. commenced. 

The cough was worse in the 

morning though it w s never very 

troublesome. It always seemed to 

disappear when he went into the 

high veldt towards home. Since 

his return to Durban three months 

ago it reco,_,enced with all its 

old vigour, and it bothers him 

quite consierably at night. It 

is persistently dry with no sput.un 

e cent only during the last few 

weeks when it has been productive. 

The s ll.Itum has never been blood - 

r:ta_ned. The cough is not accompanied 

by pain. 
During last night the patient 

woke up with a. pain over the precordium, 

continuous but not very severe. 

There was some numbness of both arms 

associated with the pain. He still_ 

has a tight discomfort over the 

precordium. 

On ï:_.a .ination 

General Condition T 97, P 76, R 16. 

The patient is fairly well 

uit, slightly on the obese side. 

No pallor, cyanosis, or jaundice. 

C.V.S. So_ands indi tinct but closed. 

Apex 5th, 4" from mid line. Pulse 



47a 

Electro -cardiograph 

in case 9. 

Altered T wave in lead 111. 
Coronary thrombosis. 

- --as . w:iG 
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is regular in time and force. 
. 'D. 134/90. 

7espiratory System. Poor c _pansion 
generally, equal both sides. Percussion 
note is good, unimpaired in either 
field. Auscultation reveals 
vesicular breath sounds with ronchi 
over all areas, -and spe.cialiy 
at the bases 01 the lungs. 
Alimentary System -'oor a nominal 
Lone. No bender :.ess over the intestines. 
Liver not tender or enlar ced. 

.owels regular, sometimes 
semi-formed stools, and gives history 
of occasionally gassing round woruis. 

Spleen not enlarged. 
Other Systems n. a. d. 

Treatment Morphia gr 1/4 on admission. 
Total rest for six weeks. 

Sedative expectorant mixture 
with linctus at night. 

Verandah bed, light dieting 
multivite tablets. 

Investigation Of heart, chest and stools. 

Prn gres , bote 

7. ,.0.4.5 '_-.lectro- cardiograph (E.C.G.) Normal 

1 and 2 leads, inverted T wave in 

lead 3 - coronary thrombosis. 

Stools. Scanty r. ::. cs. , cysts of 

7. coli and E. histolytica and ova 

of trichuris _present. 

lood. S. 15mm. /hour. Fib 

R. C. 5,090,000 /c. mm. , 

7,000/c. mm. Neutrophils 33, 
eosinoohils 29;% : 2,030 /c. mm. , 

lymphocytes 38¡x. 

_: Ray of Chest. No shadows, no 

evidence of tuberculosis or_ of 

eosinophilic infiltrations. 

C.V.-shadow appears within normal 

limits. 
8.10.45 E.N.T. specialist. "No E.N.T. 

patholoJÿ to account for his 

chronic bronchitis." 
No recurrence of precordial 

pain or brachial discomfort. 

To commence course of emetine 

;r 1 and carbasone 0.25 Gm ampoule 

daily for ten dass. 

11.10.45 - Still has a cough with sputum. 

18;10.45 Emetine and careasone courses 

completed, but still has some 

cough. 
Blood. W. C. 7, 400 /c. mm. E os lnophils 
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15 : 1,110 /c. min. 
Stool. :To parasites. 
Sputum. No T. B. present. 

18.11.45 ecovery uneventful. No further 
attack of coronary thrombosis or 
its complications. 

Still has slight cough. No 
further improvement in respiratory 
symptoms. 

';0.11.45 Di schaa"rged and medically 
boarded to a lower category, to 
be employed in the Transvaal at 
high altitndos only. 

Commentary. 

This is a caso of bronchitis 
due to climatic ms- .__ita:,ilit r. 
Parasitic and coronary diseases 
were coincidental and involving 
the clinical picture. 

The eosinophi lia wos _77robably 

the result of parasitic invasion, 
but it may be associated with the 
condition being thus an expression 
of bronchitic allergy. However 

- no opacities wero demonstrated 
radiologically and as the thoracic 
symptoms showed no effective 
response to carbarsone therapy 
it was therefore felt that the 
,iule :ionary sins and parasitic 
infestation were disassociated. 

There was no evidence to 
assume that the coronary thrombosis 
in any way altered the eosinophil 
cont. 
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Case 10 

Age 31 

Town Korrnatiprot 

Admitted 29.11.45 
Discharged 11.12.45 
Diagnosis on Admisgion Bronchitis 
Diagnosis on Discharge . "_cute 2ronchitis 

Ascariasis. 
Coffplaint Cough and thoracic pain. 

Previous History 

Ho similar attacks before. 
NO ser tov.s it i_nesses. 

He could not remember having 
had any illnesses apart from 
"pain in the chest" some years 
efore. 

History of Present Illness 

Pour days ago, at Clairwood 
Camp in D-_:rban he developed a cough 
with s;?.' sternal pain. The cough 
is hackin;J in character, and it 
is beco Ang worse. There is no 
special periodicity. It is 

productive - a muco- p.rulent 

sputum and the patient thinks it 
has Peen blood- stained on one or 
two occasions. 

On ?: xa,ainatic.n 

Treatment 

C eneral Appearance T 98.7 °, P 90, R 24. 

Nutrition is good, :ell wilt 
ad_lt, not very toxic in appearance. 

Sounds closed, regular in 
time and force. Apc,x 5th, 3 1/2 ". 
-.P. 130/90. 
respiratory Syste?. Pqual expansion 
of oth lungs, V. P. not 

diminished. No impairment of 
percussion. Breath sounds are 

vesicular with moist râles and 

ronchi over all fields. 
Alimentary System :Bowels regular. 

No diarrhoea. Liver not enlarged. 

Other Systems n. a. d. 

Stimulant expectorant mixture 

;liven to increase expectoraon. 
Linctus codein dr. 2 at night. 

;est in bed. Light diet. 

Progress Notes 
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No imp:co-rerlent. 

vv. 11. 4.) JLucl: better. Rdles still 

rese -!t over both lungs but no 
ronchi today. 

of Chest. Old diaphragmatic 
pleurisy shown. Oti:erwi :E, 

ùL> -1,i.ïil. iiV u.,erCiG ú.v i l wï 13.000G'nu. 

1.12.45 011est fields clear th> - -- - 
c,.. agn still occasionally present, 
and still has a water.` utum. 

N, . - now heard. 
- 

. 

cant; Ova of ascaris 

ïuPe-t.t. 

blood. . . . P. 5Lr... /nour. R. -. C. 

C/(c. !(r. C. i. 

J' 1, :JVV/c. t... iTeul+ro_Jhi1.7 

. eosi_io )hils 14': . l,93%/c. fril:°:. 

nlnnnnytee lympho:yt3dS 

Trine. HTt%w pus cells present. ?il 
else. 

Couja less productive, expect- 

orant 

ct- 

ora:t mi.tur,6 SaiV0--a; n 

corse coi:nenced. 
10.1_2.45 Lung* fields clear. =ound 

-,.=s have -peer Pasv:d. 

; tcc,l. .o oars.sites. 
-9 

, 

?} . e3. . , lO'O/C. wn. .í.,o slL:op4Jlb! 

. -Jrc.m:. 

t.. 1:). 45 Discharged as fit for duit y. 

It is felt 

_ a_..:onarü° signs 

associated 
iulfesta.tion, - 

t tn..- is 

C . ide -,-- ,: ...-., .,---- t 

was so. 

,. 

been an i?":dCT)end 

hos 7 i t= _sa ti oT$ `"_ 

_;o7,?ryd 
= y 

e==.,_ 

ti" a .. 
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Cas:: 11. 

Age 25 

Town 
Admitted 18.10.45 
Discharged 11.12.45 
Dia"nosis on Admission Haernoptysis 
Diagnosis Ariloe:; ia,.is 

scariasis 
Comnlaint Pain in chest with some couglï_ng. 

Previous History 

?'o serious illnesses. Has 
not worked it the gold or diamond 
mines. Hen -..ot had this 
complaint ?;ef ore . No history 
of tucerculosis ir, :pis family. 

History 2r-.;sent .T_117,a,,s 

There is nothing very clear 
in this soldier's history. It 
ep -years that for t wo weeks while 
in Durban he has had a cou j , 

which is `stting worse and is most 
troublesome esorne at night. He 
also has an associated subster_-.al 

nain when coughing and on deep 
breathing. A non- copious 

muco- purulent sputum is brought 
up with the cough. During this 
last week the sp turn has frequently 
been blood -stained. He thinks 
he has lost a slight degree of 
weight. 

On xamination 

Ceneral Appearance. T 99, P 80, R 21. 

. Reasonably well built, anpears 
young rnd not a jhthisical ty2s, 

No pallor, cyanosis or jaundice. 

Is not coughing d- .:ring th. 
cr,Lnation. 

ounds closed and regular. 
Apex 5th space, 3 1/2 ". :5. P. 126/84. 

Hesoiratory System Equal expansion 

of .oth lungs on inspection, 

confirmed by palpation. V. P. not 

increased, percussion notes are 
uni repaired. breath sounds are 

vesicular scattered ronchi. 

V.R. not increased. 
r. l i_mentary System. Bowels regular 

occasional semi -formed stools. 

Liver not enlarged. 
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Sp-leen not enlarged. 
Other Systems n. a. d. 

Treatment Sedative expectorant mi;_t1J.r, 

- - for rtironchiti:s ". 

InvestiLation Of lunbs and stools *required. 

- ;'r, C, ú r e S S Totes . es 

19-10.45 T riYc . n. a.. d. 

19.10.45 Stool. Ova of ascaris and cysts of 
T. 'riistolytica found.. 

20. 10. 4--5 I rT. tine ;:.]r 1 daily for ten days. 
Carharsone ampoules 0.25 Gm . i. u.. 

for ten days. 
-.3.10.45 Stool. Ova ascaris present. 

. or cal',-.on tetrachloride course. 
13lood. Fib 90:. W. L. ,,. 4,000/c. mm. 
;"eutro_,hil: 18, lymphocytes 49, 
lar. c mononuclears eosinonh.iïs 

3? ;:- : 1,280/c. mm. 
_ 

1-)Lay 
' of chest. Chans T.r,-. -_ 

1. 
_ 

both b«ses, sore thickening of 
the pleura. 

:s0.10.45 No rre: ent. 

'tool. I?o parasites seen. 
_- . 11.45 The s; very much ir;;aroved. Occasional 

rc._.n.i heard. 
,. 1.45 :.7uch i-_îoroved.. Chest clear. 

S1 i 't coU-:;7in7. 

7,.;,tum. _.. . :'e ; - tice. 
9.11. 5 '"'li ht nain r cross chest. 

7-lay GI Slest. Tï:. .) , ereit :n 

basal thick-:-,:in:. 

Sputum. for ±.L. 

tool. :o arûsites. 
-rane. :"o bilharzia- seen, no 

parasites. 
lood. Hb 90; . ... -. G. 7, 400/c. mrrd. 

::-,utro.,p1ils 22. Lymphocytes 44';', 

7osir_c,_ lils : 2,516/c.mm. 

1. 1-. /i.5 atif.nt's condition has now ::een 

static since 3.11.45. Still 

coul-_inz sli8htly'T. 

Sputum. T.:. ?'ejative. 

7ayr of Chest. Clear. Still slight 

pleural thicke nin:. 

2;1'.11.45 Stoo1. -,c.,.. -f orrmed. Cysts of 

._'isto-ytica present. 

l0od. ", %00/c. mm. 

_:ea? trophils C'rw. lymphocytes CÏ-, 

: 1,00°,,c. ri-im. 

etine LT 1da s " 
for six days. 

"tovarsol -tabs. 1 b. i. d. for 

six days- 
I:a comts, chest clear. 

Clinically tI'_ , man is quit fit. 



1.1.25 `,tool. Cysts of E. I ±isto.Lytica 

)resent. rmetine- ismuth- Iodide 
(I. -_. I.) doses of ;,°rs 3 nitly 
for 8 days. 

9.12.45 Stool. No exudate, no parasites. 

11. 12. 45 Discharcd as fit for duty. 

Commentary 
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A case oi parasitic infestation 
with amoebae and ascaris, complicated 

bronchitis. 
The parasites were the cause 

of the cosinophilia and thy, bronchitis 
may be associated, :,ut this is 
unlikely :..c,Lea.ted __ Ray filas 
failed to show any infiltration 
o-1* the lungs with eosi ophils. 
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Case 12 

Age 52 

Town Pretoria, Transvaal 
Admitted. 9.9.45 

DischarÜed 29.9.45 

Diagnosis on Admission Ascariasis. 

Diagnosis on Discharge Ascariasis 
'ronchitis 

Complaint Co;.?, b and pain in his 
chest ..nd abdomen. 

.r r t; V.i. o Ü á History 

He has never been to a 

hospital before and to his knowledge 
has always been fit. 

He has not had diarrhoea but 
his stools are sometimes semi- formed. 
He has never served in the mines. 

History of Ilresent i l ines:; 

He was posted to Durban two 
months ago, when he felt :iuii.e 

ti.Ell. Three weeks ago he became 
ill. A' out two days after the onset 
he began to cough and this has 
gradually become worse so that the 
past five days have been very 
trying. Asso'ciateó with the 

cough is a sharp pain, situated 
sub -sternally which was more marked 
when he coujled. He has been 

expectorating a thick mi_coid sputum. 

He also complains of a colicy 
Fain all over his a _domen which is 

moderately severe in inteñsity. 
This nain he has had on and off 
for the last three weeks. His 

owels have been rather loose over 

this period of malaise and he 

has been having about two motions 

each day. There has been no 

-blood or maJ,,s to his knowledge. 
He noticed he passed a :round 

.worm in a stool 16 days ago. 

He says he has been having 

slut nit sweats recently 
(for a .'out two weeks) . 

On T`xamination 

General Appearance- T 1 00.4 °, P 86, R 24 

An elderly male, moderately 

robust. Is no sthmatical Lut 

is coughing severely. ZO cyanosis 
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and no pallor. 

C.V.S. Soa.lus 1-Luff led but appü:o 
closed. Apex 6th uPace 4 ". Regular 
rhythm. P. 142/96. 

Respiratory System Expansion is 

equal but not very good - 1 1/2". 
Percussion note is equal over 
bell -pulmonary fields, with a deep 
note. Treath sounds on auscultation 
are harsh vesicular, not too 
clear in 'quality, acco:_1panied by 
moist ràles Duel: Loth bases. 
Alimentary System. Colicy pains 
are present. A dominal tone is 

oou. There is some sJ -iht tenderness 
over both iliac íossae. 

There is also some slight 
tenderness over the liver, which 
is not palpably enlarged. 
Other Systems n. a. d. 

Treatment Treat the bronchiti3 by 
rest in bed, a stimulant expec ï a.nt 

mixture ( as detailed airaúy), 
linctus at night to prevent sleeplessness 
with coughing. A light nourishing . 

diet. 

Investigation To ascertain if round worms 
are the cause of his illness. 

Progress ITotes 

1 0.9.45 Condition is static. Coughing 
severe. Did _ot sleep well last 

ni ht. To have me: trol inhalations 

one hour before sleeping at night. 
T-100.2°, P 94, R 22. 

Stool. Occasional pus .Ells, few 

r. b. es. , (numerous ascaris ova. 

Vermifuge course of santonin 
rnm dented. 

11.9.45 Condition is slightly improved. 

Still coughing a Brest deal. 

T 99.5 °, P 82,'R 20. 

Passed a large number of round 

worms today. 

12.9.45 Feels much better. T 98.8°, 

P 78, R 20. 

Still is coughing, though 

without undue discomfort.. I3.P. 135/80. 

food. d. C. 12,200/c. mm. Neutrophils 

42¡x, eosinophils ; 2, 684 /c. mm. 

larg; u.o iocytes 2, lymphocytes 34 26. 

X Ray of Chest. Emphasis of the 

bronchial markings of both mid zones. 

ilateral basal emphysema present. 

14.9.45 No more worms passes.. Is feeling 

much better and coughing is 
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considerablÿ icss today. 
T 97.5°, P 74. 

Stop expectorant mixture. 
19.9.45 E.B.C. i©, X00 /c. mm. Neutrophile 

4 "/, eosinophils 18% : 1,902 /c. mm. 
large monocytes 4%, lymphoc tes 
31%. 

Repeat course of santonin. 
22.9.45 No more worms were passed. 

W.B.C. 9, tv.i /c. rnm. Tleutrophils 
52%, / 52 ¡, eosinophils 1`,': 1,128 /c. mm. 
large monocytes 3%, lyrnj oytes 23%. 

8,150 /c. mm. Eosinoohils 7 %. 

568/c . mm. 
No i,u,nonary signs, no complaint,;. 

..r of chest. Lung fields are 
clear, the emphasised striations at 
mid zone are now a :sent.- =.asal 

.emphysemapresent. 

Discharged as fit for light 
duty. 

Commentary 

This man i l_astrates another 
case of eosinophilia caused by 
asc..riasis. The eouLJ.3 »hilia 
was high cor ¿ n intestinal-infection 
and it was felt that the high levés 
was due to a pulmonary phase of 
the escaris life cycle infestation; 
though there 'is no strong evidence 
other than the h i gh eosinophilia 
before and after treatment, 
coupled with the mid zone striations 
in the _'_ Ray picture. It is 

to be remembered that the man 
was ill for three weeks before 

admission. 'ad it been available 

an < ray of his lungs during the 

height of his coughing and malaise 
would havé been interesting. It 

is possible a deu.ei' lung opacity 

would have been demonstrated of the 

Loffler's syndrome type. 



Case 13 

. ;e 3 J 

Town =--im erlL,J 

'Amitted 22.5.4b 

Discharged 21. 6. 45 

Diagnosis on Admission 
Diagnosis on Discharge 

Influenza. 
Left basal pneumonia 
Ascariasi s. 

Complaint Coughing and pain in his 
chest for two days. 

.Df eVloUS ilistol'"y 

:Tot previously hos oIt tlise i. 
T',o orevous illnesses of a serious 
nature; has always been very fit. 
Worked in the Kimberley diamond 
mines. 

Dowels have always been 
regular. There is no history 
of diarrhoea. 

History of 7resent Illness 

Two days ago in Durban his 
cough started. It is getting 
worse and he is not sleeping 
well at night. This was followed 
_;y generalised pains and a frontal 
headache. He complains of dyspnoea 
at night time. 

On Examination 

General Appearance. T 102.6 °, P 104, R 28. 

Young well no ur°ished adult.- 
He looks ill, his breathing is rather 
rapid and he is coughing during 
examination. The cough is harsh 
and unproductive. He has herpes 
labialis. 

There is no sign of anaemia 

of of jaundice. No clubAng of fingers. 
C.V.S. Soumds in all areas witi soft 

.lowing systolic murmurs, wLich are 

not pro_:agated. Apex 5th space, 
4" from :id line. Flegular rhyythm. 

a /P 125/72. 
Respiratory System Expa°-sion 

appears to be equal. There is 

no pleuritic pain on expansion. 

''ercussion note is duller over 

the left base posteriorly. The 

breath sounds are vesicular over 

the lung fields, except over the 

eft base, where is bronchial 

breathing is dicernacle with fine 
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crepitations at the ', c _. It of 
inspiration.. Over -h apices 
and mid zones there is some 
wheezing with a slight prolonging 

- 

of expiration. There are scattered 
'Pales and ronchi throughout. 
Alimentary System_ . Rio diarrhoea 
or vomiting. Liver id not enlarged. 
o,Icis arc regular and the stool 

Loaned. There is no abdominal 
tonuerness. 
Other Systems n. a. d. 

basal louar pneumonia, and 
treatment accordi:igl decided: 
course of sulphathiazole 

. Gm 20, 
to be given four hourly over four 
days. 

Syrup Codein Phosph. -iven 

as a linctus - dr 2 rour=hoarly. 
Pot. 3rom and Chloral Hydrate 

of each gr -O b. i. d. given as a 
sedative for three days. 

Antiïhlogistine to left chest 
and base, to be changed when cool 
and at most four hourly. Three days. 

Lo rest in bed with nourishing 
diet, avoiding food containing 
sul_hur, and with a controlled 
intake of copious fluids, at least 
5 pints per diem. 

progress Notes 

22.5.4-5 

23. 5. 45 

24.5.4-5 

25.5.45 

T 103.2 this p.m. 
T 99 °, P 100: R 28. 
Still very ill and is coughing 

considerably with little J1J _l Alll. 

ro cyanosis. 

to examination signs of dense 
lobar pneumonia at the left base. 

Some improvement in the condition. 
Little coughingu, there is some slight 
ain on the left of the thorax. 
'lood. W.B.C. 1G, 800 /c. mm. Neutrophils 

c 38, eosinophils 525 8,736/.mm. 
large mononuclears 35: lymphocytes 
135. 

Urine. :o r. ù.c:5. , no bilharzia. 

Stool. No parasites seen. 
Sputum. No tubercle bacilli seen. 

Improvement is now marked. 
T 98, P 90, R 18. On percussion 
and auscultation some signs of the 

resolution of the lobar pneumonia 
are seen. 

_,lccd. IL 94;x' : 24, 700 /c. Msn. 
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iquùL.1:cphils 26;x, eosinophils 58% 
: 14,326/c. mm.. 
Stool. Formed, mucus present, ova 
of ascï :ris seen. 

Ray of chest. Slight loss of 
translucency right lower zone 
where there are some mottled 
densi lcs present. In the 

left lung at ths level of the 
4th to 6th ribs are pi'.:,,ui.t the 
typical appearances of consolidation. 
The ._,er.eral appearance is consistent 
with a broncho- pneumonia which is 

ore extensive on uhe left tiaah 

on the right. 
Sims of consolidation much 

the same clinically. S,.?lphathiazole 

stopped. 

sß. 5.45 Stool. S. .i- roomed with mucus strings 
a. d pus cells. 

31.5.45 The soldier is fe_;ling much 
better. He is apyrexial. Sputum 
is much reduced in quantity. It 

is white and mucoid. Chest on 
auscultation is clua.s in both 
lungs, except for a few coarse 
crc »itations at the left base. 

2.6.45 Stool. Formed with mucus strings 
and pus cells. Ova of ascaris pressii .. 

3.6.45 `'antonin co_,rse commenced. 
?food. W..0. 8, 700 /c. mm. Neutrophils 
40, eosinophils 10% : 870 /c. mm. 
large monocytes 6, lymphocytes 41¡. 

4.6.40 X Ray of Chest. '.oth lung fields 
are `,u_te clear of all signs of 
consolidation. Normal translucency. 

3.7sss» The patient passed ;Nos7is 

during the 4th and 5th June. 

Po further worms passed. 
11.6.4. so further complaints, chest q ,utc 

clear. 
12.6.45 Patient has some pharyngitis 

Po rise in tempe.ature. Garbles 

with pot. chlor. 
13.6.45 Stool. i:o _ as .sites present. 
17.6.45 Patient is feeling much 

improved but somewhat weak. 
20.6.45 Convalescing well. 

W.B.C. 7, 800 /c. re. Neu trophils 

43 %, eosinophils 6% : 468 /c. mm. 

large monocytes s %, lymphocytes 46 %. 

26 6.45 mhs Patient is fit. Discharged. 
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A case of eosinophilia 
associated with pneul;tonia and 
ascariasis. The eosinophilia 
was him. during the )yrexial 
phase and was lowered when the 
pneumonia was controlled in 
spite of no vermifuge treatment. 

The vermifu e therapy 
when instituted lowered the 
eosinophilia still further. 

''tether the XRay mottlings 
at the right side of the chest 
were associated with the ascariasis, 
and whether the latter had a 

direct association with the lobar 
pneumonia it is impossi..de to 

assess. 
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Case 14 

Age 29 

nowr Durban 
'.d fitted 19.7.45 

Discharged 27.8.4.5 

Diagnosis on Admissi:m Amoebic dysentery 
Diagnosis on Discharge Amoebiasis 

Complaint Diarrhoea and abdominal pain 

previous History 

He was previously in hospital 
17.12.44 with ascariasis associated 
with ec. s.inophilia. The worms 
were treated successfully with 
santonin and calomel verriif.. -ge. 

He cannot remember having 
any other illnesses. 

History of Present Illness 

About five weeks a; o while 
in Durban, he comenced to have 
colicy pains in his abdomen, 
situated around the umbilicus. 
These were not severe and were 
not generalised. He has had 
diarrhoea during this period, 
evacuating his bowel about nine 
times a day. 

During the last eight or 
nine days his S "r :toms have become 
:ore marke.l. He has been feeling 
nauseat;d. He has generalised 
aches and ,ls ins over his _:otiy 

without any specific distribution; 
he has a frontal headache. 

He is not coughing, has no 
t.horac.c pain, is not spitting up 
r legs and is :rr ̂2 thing without 

On Examination 

General Appeí'ance T 98, P 80, R 20. 

A young man who appears 
fairly fit. 

Not apparently toxic, no pallor 
of his conjunctivae, no cyanosis. 

C.V.S. Sounds cosed. Apex 5th 
space, 6 1j0. Regular rhythm. 
D.P. 120/3. 
respiratory System E;a_zb expansion, 

p.;I :eussion unimpaired. :reath 
sounds vesicular. No increased V.R., 
no ad' entitio_ 3 o .... 

reflexes normal and equal. 

r,1ithentar1T System Tender ess on 

palpation_ of both iliac o:sae 
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Liver is not enlarg d nor is it 

tender. 

Other Systems n. a. d. 

Treatment provisional diagnosis of 
amoebic .dysentry made; sodium 
sul)h.._ LE, .Mixture given four 
hourly; rout in bevi; ligït 
with plenty o fluidi and no 
rough.aa3. 

P-^ ̂ gross dotes 

20.7.45 -i,C,ol. Semi- formed, pus ' eells 
mucua +,recent bat no 

parasites. 
23.7.45 diarrhoeic, is fe. ling 

better. 

Stool. Liquid with blood present. 
Thcre are numerous pus and red cells, 
free forms of entamoebae histolytica. 

24.7.45 Emetine gr 1 and carbarsone ampoules 
0.25 Gm daily for ten days. 

26. 7.45 Is improved. towels acting 
once per day. Do blood or mucus 
in the stool. i'o abdominal 
pain and 1..o colic. 

Has now commenced to have 
quite a severe cough. He finds 
the cough is interfering with 
his sleep at night. Sputum is 
muco -purulent but not blood 
stained. T 100, P 84, R 24. 
Pulmonary e ; :amination reveals 
equal expusion, slightly 
prolonged expiration and slight 
dullness over _oth fields on 
percussion. -3reath sounds are 
vesic-lar with numerous ronchi 
over both sides. To have 
menthol steam inhalations twice 
daily, also a stimulant expectorant, 
t. d. s. 

Blood. W.B.C. 11,300 /c. mm neutrophils 
0%: eosino..hi is 10% : 1,130 /c. mm. 

large monocytes 7, lymphocytes 23. 
27.7.45 

_ Ray of chest. ':umerous areas 
of infiltration particularly 
infraclavicular. Smaller and less 
well defined mottlings in other 
zones. .'appearance is very suggestive 
of pulmonary tu_erculosis. 
Sputum. negative for T.3., culture 
and guniea pig innoculation. 
food. W.B.C. 9, 600 /c. mm. 
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Neutrophils 52¡ó, eosinophils 16% 
: 1, 536 /c. mm. lymphocytes :::226. 

T still swin, ing from 99.5° to 
100.8° daily. 

29.7.4.5 Slight improvement, is not 

coughing so persistently. Chest 

clear of signs, is now apyrexial. 

30.7.45 Sputum. Negative to T. 3. and amoebae. 

31.7.45 ditto. 

3.8.45 'metine course completed. Much 
improved. Auscultation of the 

chest - a few ronchi are occasionally 
heard, nil aise. 

Stool. Semi -liquid, contains mucus 
and pus cells, and ascaris ova. 

4.8.4 Santonin and calomel course. 

5.8.45 Has passed five round worms. 
W.B.C. 8, 800 /c. mm. Neutrophils 35% 
eosinophils 36% : 3,168 /c. mm. 
large monocytes 1 %, lymphocytes 28%. 

7.8.45 Lungs clear clinically. No co .plaints. 

X Ray of chest. The multiple 
infiltrations have completely 
disappeared. 3oth fields are 

practically clear. In view of 
the rapid disappearance of the 

opacities this cannot be a case 
of tberculosis. 

10.8.45 Stool. Ova of ascaris present. 
No complaints. Feels much improved. 

12..45 Stool semi -formed, occasional pus 
cells, cysts of E. nistolytica 
resent. 

i3. 8. 45 iatren 1, 8 oz. enemub nióFltly 
for six nights. 

20.8.45 Stool. No parasites. 
23.8.45 __ Ray of chest. _-ormal lung 

translucency, no shadows, a normal 
picture. 

2G. 8.4,E Blood. W.B.C. 8,150 /c. mm. neutrophils 
48 %, eosinophils 12% : 973 /c. mm. 

large monocytes i% lymphocytes 39%. 
27.8.45 Discharged as fit. 

Commentary 

Eosinophilia is evident 
here in an old standing ascariasis 
infestation, a:::_;ravated by 

amoebiasis with transient pulmonary 
infiltration. It is difficult to 
assess here if the lung changes 
were due to ascariasis or to Ule 

aroolAasis, but it is presumed that 

it may due to the former. 
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Case 15 

Age 42 

Town Sekukuniland 
Admitted 29.8.45 
Discharged 11.10.45 to Ladysmith Sanatorium 

Diagnosis on Admission Influenza 

Diagnosis on Discharge Pulmonary tuberculosis 

Complaint Cough and pain in his chest. 

Previous History 

Has always been healthy 
till the last three weeks. 
He has had no illnesses that 

he can remember. No history 
of coughing. 

History of Present Illness 

Six days ago he felt a pain 
in his chest which cane on with his 
cough, and with the taking of deep 
breaths. The pain was a niggly 
stabbing kind 'hich made him 
afraid to cough. 

He only had the couh for 
a week or ten days, it had 
troubled him since the pain came 
on and its character is dry and 
irritating. 

He has not had anything 
wrong with his urine and his bowels 
are acting normally. 

On examination. 

General Appearance T 100.5 °, P 88, R 26. 

A well built adult of slightly 
toxic appearance; some pallor of 
the conjunctivae, no jaundice. 

C.V.S. Sounds closed except at mitral 
area. Apical systolic, not propagated 
to the ax.i.11a. Regular rhythm. 

. P. 15O/60. 

Respiratory System. Diminished 
expansion of right side of chest 
wi i,h some dullness on oercussion. 
V.7. not increased either ss.de. 

Breath sounds are broncho- vesicular 
at the right mid zone with many 
í ine cr, -:ptta eons. There is a 

,ple _ rai rub over tiie right middle 
lobe of the lungs. 
Alimentary 'ystem Liver not enlarged. 
Nil abnormal found. 
Other Systems n. a. d.- 
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Treatment Rest in bed with a back 
support on the verandah. A - 

good nourishing diet. Syrup 
Codein posphate dr 2 to control 
the coughing and relieve the 
pleurodynia. Course of 

sulphathiazole Gm 20., four hourly 
over the next four days, to treat 

the diagnosed pneumonia. 

Progress Notes 

2. 9. 45 Some slow improvement. 
Sul:thalhiazole course finished. 
Stools. Ova of ascaris were 

present in the specimen. 

8.9.45 There is no response to 

the sulDha thiazole. Coughing 
is somewhat improved and the 

man looks less toxic but his 
pulmonary signs are unchanged. 
The pleurodynia has now stopped, 
and there is some increase of 

the area of dullness on the right 
side of the chest with diminished 
breath sounds. ? effusion. 

Blood. 'I. C. 6,400 /c. mm. neutrophils 
53 %: eosinophils 18% - 1,152 /c. mm. , 

large monocytes 4% : lymphocytes 25 %. 
X Ray of Chest. The right dome 
of the diaphragm is not elevated. 
There is some loss of translucency 
of the right middle zone suggestive 
too of a cavity, with some slight 
mottling of the right lower zone. 
PleJral thickening of both fissures 
of the right lung. The picture 
is suggestive of to er culosis 
,;ith cavitation. 

14.9.45 T 99.8°. Ascaris not to be treated 
till the Pyrexia is settled. 
Flood. B.S.R. 43mm /ho :r. W.B.C. 

5, 55O /c. mm. rjeutrophils 50 %, 
eosinophils 25% : 1,376%c. mm. , 

lymphocytes 75%. 

Sputum is T.B. negative. 

15. C. 4 Sputum. T. negative. 
T 100.4 °F. 

17.t.45 Sputum. T.B. negative. 
19.9.45 .>putum. T.3. positive T 98.8 °. 
6. 10. 45 No improvemeñt. 'Transferred to 

Ladysmith Sanatorium. 



Commentary 

This case of eosinophilia 
has an ascaris background 

and an immediate pulmonary 

tuberculosis complicatin the 

picture. 
It is felt here that the 

ascaris is the responsible 
factor for the alteration 
in the eosinophil concentration, 

and that the tuberculosis lad 

not any dirent effect in 

altering the eosinoDhil blood 
picture. 
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Case 1G 

Age 33 

Town Ladysmith 
Adi_ii t ted 7.10.45 
Discharged 28.10.45 
Diagnosis on Admission Bilharziasis 
Diagnosis on Discharge Ascariasis 

Complaint Pain on micturition. 

Previous History 

The patient gives a previous 
history of bi;_harzia infection. 
He was treated before entry into 
the Native Military Corps at 
l'_ari tzburL: from November 141 to 
February '42. He states that 
he there had 38 "special" injections 
and that "the doctors were very 
pleased with his recovery ". 

H : has occasionally had loose 
motions but not acute diarrhoea. 

History of Present Illness 

He had dysuria for the first 
time since 1942 one week 
ago at Congella. The nain came 
on just before micturition. 
He did not notice any blood 
passed i _ his urine though he 
was on the look ou for haematuria. 

He has had no rigors. His. 
aonetite is good. He does not 
complain of his bowel action. 

On Examination 

General Appearance T 97.8°, P 80, R 20. 
A well built male who does 

not appear to be in pain and who 
does not look ill. 

There is no evidence of anaemia, 
jaundice and no clu.- Bing of the 
fingers. 
C.V.S. Apex 5th space 4 ", sounds 
closed and regular. B.P. 140/84. 
Respiratory System No cough or 
sputum. Good expansion, no dullness 
on percussion. 3reat'_i sounds 
vesicular without adventitious 
accompaniments. V.R. equal both 
lung fields. 
Alimentary system Liver not 
enlarged, abdomen is not tender 
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over the bladder or eleegaere. 
There is no hr.perperistalsis ,:o the 
;,vowels. V 

C.N.S. Reflexes equal and present. 

Genito- Urinary System . Eo 

Lugar, 3r oloecl iii t.ae 

eeeii.13n oí urilie. For investigation. 
Other Systems n. a. d. 

Treatment ,_ecpitalised for investiagtion. 
lil specific at once except at 

G pint fluid intake daily. 

Progress Notes 

8. 10. 45 Slept '.. ;__ last night. No 
loss of ap»etite. pool was 
semi -formed and bowels moved 
twice yesterday. 
Urine. No albumin, blood or s»gar 
present. 

Says he is not having any 
pain now. 

9.10.45 Stool. Scanty r. b. cs. Ova of ascaris 
and trichuris present, with cysts 
of E. coli and E. histolytica. . 

nine. Ca ii7.n1 .pxylate. No ova 
of oiiharzia oi'ser7ec . 

Blood. Rb 100 /4 
R. B, C. 5,400,000, C.I. 0.9. 

W.B.C. 8,150/c. min. ,±31 aehiiu 
eos inophi is 12% : 9 ;'3 /c. mm. large 
monocytes 2g, lÿ.apocytes 29g. 
Pic; , >.tic and Ureth1 L:= smears - 

negative for gonoeocc i . 
3lood W.R. Negative. 

is still not complaining. 
It is felt his dysuria was due 
to urinary calculi which must 
have been passed on day-of admission. 

11.10.45 Intra Venous Pyelogram. No calculi, 
and excrMion was normal at both 
ru_ pelves. There is no a pp?.r,ent 

pathological ' hange in the urfr --°11 
tract, and no evidence of urethral 
obstruction. There may be a 
small calculus in the pelvis of 
the rght kidney. 

12.10.45 Cystoscopie Exaininatior-. There is 
no apparent pa th.c ..egy of the 

bladder mucosa: the ureteral o:piff es 
are not sclerosed. 

13.10.45 Santonin and calomel course 
commenced. 

14.10.45 Several round worms passed, 
feels very well. 

15.10.4-5 Emetine -Bismuth - Iodide gr 3 
ni;htly for ten nights to treat 
the amocuic dysentei°y, together 
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with retention er --mas of yatren 

2.5 solution 8 oz given each 

morning daily for ten days. 

25.10.45 Has tolerated E.B.I. well. 

Feels quite fit. 

Urine. No ova of bilharzia present. 

Stool formed, no parasites see 

Blood. W. C. 8,210/c. m. neutrophils 

54'x, eosinophils 8% . 357 /c. mtn. , 

large monocytes 2%, lymphocytes 36x2. 

26.10.45 Stool. No parasites present. 

27.10.45 ditto 
28.10.45 Discharged as fit for duty. 

Commentary. 

The eosinophilia was not 
marked In this case but was 

definitely present. It may 

have been due to any one of 
three factors; 

Bilharzia, ascariasis or 
amoeì)iasis. 

The first was ruled out by 

urinary, cystaropic and renal 

I.V.P. ivestigations. 
The last two were evident in 

th stool thou iz they were 
apparently symptomless. The 

eosino :hilia was reduced prior 
to discharur following treatment 
of the infestations. 
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Case 17- 

Age 30 
mown Maritzburg 
.Admitted 12.9.45: 
Discharged 8.12.45 
Dia`liosis on Admission Amoebiasis 
Diagnosis on T`ischarge Amoebic dysentery 

"_scar ia.sis and liver abcess. 

Complairt Loss of- weight, headaches 
and diarrhoea. 

Previous History 

Was treated for syphilis, 
in :'aritz urg in 10cs. heated 
for head injuries- in Egypt in 

April 45. ? o,zer serious 
illnesses. 

Has not usually had diarrhoea 
thou. h his stools are sometimes 
semi- Formed. 

History of Present Illness 

Has had intermittent diarrhoea 
a; out six days, malena has 

also been present and as bright 
red ùlooci. 

He has been hatin f i.u. 6al 

and occipital headaches more or 
or less constantly for about 
two or the weeks, and he has 
recently been losing weight. 

On "'-xa minat i or. 

General Appearance T , P 74, R18. 
A ;.all thili individual Who is 

ra -per quiet. No obvious malaise. 
C.-7.S. Sounds closed, eular, 
apex 5th space, 3 1/2". B.?. 130/75. 
Respiratory System There is 

impaired exp..- .,.Dion at the base on 
the right side. Hepatic dullness 
extends one inch up. Breath sounds 
are vesicuial° and no adventitious 
sounds heard. 
Alimentary System. T. nder over 
8th to 12 ribs on right side extending 
anteriorly. Liver appears to be 

one inch enlarged and is tender on 
pal ration. 

Proctoscopy. Mucosa is not hyperaer.ic, 
Thcre are a few pin -point submucous 
haemorrhages. No excess mucus. Ho 

haemorrhoids. 
Other Systeiis n. a. d. 
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Investigation Of liver and alimentary 
tract bacteriologically. 

Progress Trotes 

14.9.45 T 102° flood smears negative 
for malaria. Four aowei motions 
today. 

food. B.S.H. 20mirj hour. R. B.6. 

3 , 200, 000 /c . mm. C.1. 0.7 
W.3.6. 9,','00 /c. mm. I,ieutrophils 

74%, eosino »hils 5`;' : 485 /c. mm. 
basophils 1%, large mop iocytes 5%, 

lymphocytes 5%. 

Blood "Film. No parasites detected. 
Stool. Fluid, r. b. cs. in abundance 
with mucus. No parasites seen. 

15.9.45 T 100° 

Stool. Vegetative forms of E. 
histolytica with blood and mucus 
-present. 

'metine- Bismuth- Iodide course 
commenced. 

16.9.43 'T is settling. 
17.9.45 T is normal with an occasional 

flicker to 99.3° 
Ray of Chest. Cardio- vascular 

shadow is normal. Lungs - no 
evidence of tuberculosis. Right 
dome of diaphragm is .1 and 3/4" 
a ;rove the left, with diminished 
movement under the screen suggesting 
upward enlargement of the liver. 

18.9.45 Stool. Liquid with .quantities of 
blood and pus. Vegetative forms 
of 'i. histolytica, and ova of 
ascaris are present. Culture - 

b. asciaticus were isolated. 

21.9.45 T running intermittently from 
98.6 to 99.6". Diagnosis of amoebic 
dysentery with hepatic abcess, 
complicated by ascariasis. 

27.9.45 T normal during the whole of 
today; the man says he feels much bette 

1.10.45 T is still normal. Allowed up. 
2.10.45 Santonin course of gr 3 with 

calomel gr 5 nightly for t.io days 
started. Followed each morning 
with mag. suleh. 1/2 oz. 

'9.10.45 has NGJsed many round worms. 
10.10.45 Stool. Semi -formed. No exudate. 

No parasites. 
12. iO. 43 Blood. B.S.R. 17/hour. N .b 74% s 

W. b. U. 10,300 /c. mm. Neutrophils 
60;x, eosino.phils 3; 309 /c..mm. , 

large monocytes 55, lymphocytes 32%. 
15.-10.45 Feels very well. Repeat ten 

day course of E.3.1. 
25.10.45 Liver on palpation and percasJioh 



can now be regarded as of 
normal dimensions. The man 
is r,ainin weight. 

31. 10. 45 blood. B.S.R. 4mm /hour. Nb 74% 
W.B.C. 6,500 /c. mm. Neutrophils 
66%, eosinophils 7% :455 /c. mm. , 

lymh6c;ytes 24;x, 1«. (qc,nocvtes 3¡'. 

6 to 8 Acute pyrexia ter 48 hours 
.11.45 to 103 °. ? :ilielcurrent influenza. 

Blood. B.S.R. 31mm /hour. W.B.C. 
10,850/c. irm. , neutrophils 67%, 
eosinophils 10w : 1,G85 /c. rm-n. , 

monocytes 7%, lymphocytes 16 %. 
X Ra of c.ies iv- ovemen_t of the 
r :i jit dome of u.i.4phr'a rn 

di inished under the screen, the 

right dome is two inches above 
the left on deep inspiration. 

12. 11.45 Emetine hydrochloride :r 1 

daily for ten days; as a third 
attempt to control the amoebae 
and reduce the liver enlargement. 

19.11.45 T is normal no symptoms. 

3.12.45 The man feels very well. 
Lire dir1ensions are not greatly 
reduced. 
Stools. :Formed, no exudate, no 
parasites. 
Blood. i . 2. R. 7mm/hour. Nb 82% 
W.B.C. 9,150 /c. mm. Neutrophils 6l;ó 

eosinophils 14% : 1,276 /c. mm. , 
monocytes 4 %, lymphocytes 21%. 

4.12.45 Stool. No parasites. 
Patient feels very well. 

5.12.45 Stool. No parasites. 
6.12.45 it for discharge. 

Although no parasites were found 
in the stool and he is gaining weight, 
nevertheless he must be watched 
for symptoms of amoebic hepatitis. 
In category "C" for light duties. 

Commentary 

The eosinophilia in this case 
is not marked. It is within normal 
limits at the acute stages of the 

man's illness, and only appears during 
his convalescence. his may be 
significant, especially as he had 
ascariasis and amoebic infestation. 
The raised eosinophil count on the 
man discharge from hospital was-no 
doubt due to the amoebic hepatitis 
as the ascariasis was cured at a much 
earlier date. 
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Caso 18 

Age 35 
Town 3arbistorl 

Admitted 22.9.45 
Discharged 20.10.45 
Diagnosis on Admission ronchi ti s 
nisgnosis on Discharge_ Amoebiasis 

Ascariasis 
Complaint Coughing and pain in his 

chest. 

Previous History 

There is no LListory of 

major illnesses. He has not 
had a similar attack before, 
and is not subject to attacks 
of diarrhoea. 

History of Present Illness 

About six days ago he 
commenced to have a cough which 
soon became worse, giving him 
substernal pain and prodLctive 
of non -blood -- stained sp:itum. 

IIc has not had any night 
sweats but thinks he has lost 
wei jit during the last few months. 

On Examination. 

Cenerai Appearance. T 99, P 88, R 20. 
The man does not look unduly 

toxic but he is poorly nourished 
and he appears to have lost weight. 
He is very haggard. 

He is of average build; without 
pallor or cyanosis, coughing a little 
during examination. 
C.V.'S. Sounds closed, regular, 
apex beat 5th space 3 1 /2 ". B. P. 

124/80. 
Respiratory System. Equal expansion 
and no reduction of the percussion 
note. There are vesicular breath 
sounds with scattered moist ràles, 
and ronchi throughout. 
Alimentary System. No liver 
enlargement. No abdominal tender- 
ness. 3owels regular 1 -2 per day. 
O iiel' Systems n. a. d. 

Investigation Of lungs, alimentary canal 
and blood. 

1rüútment "lest in :.ed. Good nourishing 



diet, and stimulant e.poctorant 
mixture. Linctus code in at 
night to tr,.;vent cough. 

Progress Notes 

22. 9. 46 

2T. 9. 4(3 

28.2.45 

29.9. 45 

30.9.45 

5. 10.45 
.10.4 

16.10.4!) 

1'7.10.45 

18. 10.45 

19. 10. 1.1- 

20.10./2.: 

74 

Stool. Semi - oiined, with scanty 
r.b.cs. Ova ascaris, cysts of 

E. coli, E. histolytica, and 
trichomonas intestinalis. 
Sputum. 80;: polymorphs, 15 

eosinophils, remainder of white 
cells are mononuclears. Mi -ed 

or ,ani sms present. 
Emetine gr 1 i. m. i. daily for 

10 days to control the amoebic 
dysentery, with ampoules of 
carbarsone 0.25 Cm b. i. d. p. c. 

over the same period. 

T not quite settled. Feels much 
better. 
lood. 1035, P. C. 4,230,000, 

H.I. 1.08. W.T.C. 5,800 /c.mm. 
:ieutrophils 325; eósinophils 35,. 

: 2, 030 /c. mm. , large mononuclears 1 %, 

lymphocytes 325. 
Sputum. No T.3. 

T is still unsettled. 
Sputum. :o T. 

T is still unsettled, up to 99.8° F 
today. 

_: Ray of chest. Right costo- phrenic 
angle partially obscured due to 
apparent pleural thickening. 
path logical change in lung fields. 
Stool. Ova o ascaris present. 
Stool. ' _scaris ova and scanty cysts 
of M. _=istolytica observed. 

New course of emetine- bismuth- iodide 
grs 3 nocte for 10 nights, given 
in an attempt o control the 
amoebias i s. - 

Feels very well. Santonin grs 3 with 
calomel grs 3 given for two niEhts 

followed each morning with Lag sulph. 
1/2 oz. to control the ascariasis. 
Passed round worms. 

Stool. No parasites present. T 

is now quite settled. 
Stool. I'o paresites present, 

ditto 
Blood. W. C. 7,310 /c.m:. ieutrophils 
395, eosinophils 245 : 1,752/c. mm. 
monocytes 5, lymphocytes 32 %. 
Discharged as he was fit for duty. 
No complaints. 



Commentary 

J 

-Fosinophilia was hiji as 

compared. to case 17, with almost 

the same set of complexes 

less amoc:ic hepatitis, but 

in this case the patient was not 

so acutely ill. 
It was probably due to 

infestation with ascariasis 

and chronic amoebic dysentery. 

Unfortunately an X Ray 

picture was not ordered at 

the commencement. It is felt 

that if this had been done 

the luny parenchyma may have 

been demonstrated to be infi] trated 

with eosinophils producing scattered 

shadows of a transient nature. 

This assumption is reasonable as 

there had been cosine hilia 

demonstrated in the 
In_ this case the bronchitis 

was really eosinophi lic irf it tratic n 

of the lungs due to ascariasis 

or amoebiasis. 
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Casa, 19 

Age 33 

Town "kinodt, Transvaal 

Admitted 16.2.46 

Discharged 28.2.46 

Dianosis on Admission Acute Bronchitis 
Diagnosis on )iF ;charge 'bronchitis, scaria: is 

Trichuriasis. 

Complaint Cough and substernal Pain. 

Previous Histor: . 

Had not been in hospital 
previously. No history of 
chest complaints before, none 
of diarrhoea, loss of weight or 
of night sweats. 

Has felt. "sick" at times 
but has felt fairly well since 
being in the Army. 

History of °resent Illness 

Two days ago he was feeling 
fairly well but the same night he 
corn..enced have a cough which 
was somewhat spasmodic and he 
did not breathe very easily 
during the intervals of coughing. 

The pain also eowmencwci the 
Säwi night gradually becoming 
it,oi'C severe, it was sharp in 
character and was felt mainly 
during a bout of coughing. It 
was situated lste_-_-_ally 

` 
He broujt /some sputum with 

the cough which was frothy and 
not blood stained or mucoid. 

He has no oLher somplaints. 

On Examination. 

4. eneral Appearance. T immediately 
on admission 100, P 90, R 24. 
T io hours later normal. 

Awell built male o. small 
stature who looks dyspnoeic and 

asthmatical. There are 
no suns of anaemia, jaundice 
or c lubbin ; of the fingers . 

C.V.S. Ly stolic soft blowing 
mitral murmur, not pro`uag` mac. to 
the axlla. Other sounds are 
closed. Regul r. Apex at 5th space 

4" from mid line. P. 140/84. 



Respiratory System 7._qual 

expansion of both lung fields, 
percussion note is slightly 
impaired equally at both sides - 

normal for his build.. - " reath 
sounds are harsh vesicular with 
prolonged expiration and 
accompanying iLl c and ronchi 
through both phases. V. p. 

equal at each side. 

Alimentary System. Liver is 
not enlarged or tender, abdominal 
tone is good and moves freely 
with respiration. No palpa _ le 
tenderness. neristaisis sounds 
are not excessive. 
C.N.S. Equal and unexag,erated 
reflexes. 
Other Systems n. a. d. 

Treatment For asthmatical bronchitis. 
Ephedrine tias gr 1/2. One 
tablet given morning a_id evening. 
Mixture of potassium Iodide 8r 10 

sod. bicarbonate gr 10 
tinct. belladonna m 10 
Aq. ad oz. 1/2 

given t. d. s p; c. for net t 
ten days. 

Investigation Of chest and blood. 

"rogre ̂ s Notes 

Slept indif_ erently last night. 
Breathing was impro-. ed. Had about 
five hours-sleep with gr 1 1/1:. 

nembutal. 
blood. W.B.C. 14, 500 /c. mm. Neutrophils 
lî; ros inophils 34¡' : O, 2ß0/c. mm. 
lymphocytes 25. 

18.2.46 X Ray. Chest. There i., ú diffuse 
mottling of both lung fields. 
especially amid and ,over zones. 
In view of the high_ eosinophiliE. 

1Jicture is consistent with 
eos i nophilic infiltration of the 

lun e. 

Slept well last right. 
Ci1.38 ,, is clearer today but there 
ar.. still numerous ràles and ronchi 
'resent. 

10. . 
4.6 Stool. '`emi- fàrmed, no exudates, 

ascaois and tri chlris ova present. 

No dyspnoea today, suosternal pain 
quite relieved. Peels much 
better. is much less and 
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sputum is scanty. ñ ere are 
a few ronchi but râles are still 
present. 

Santorin 1,nd calomel course 
started, to treat the ascaris. 

21. á. %('. Many ascaris worms _gassed over trie 

last two days. Cough is vefy 

much improved, râles and ronchi 
are no loner present in the chest. 

The T has been consistently down 
since admission to the ward. 

Stool. Semi -formed, no exudates. 

`I'richuriá ova. present. 

=2. 46 01. Chenopodium 9: 5 c. c. given at 

G, 3 Erd 10 a.m. followed. by 1 oz 

of m sulph. at 12 a.m. -to 

treat the whip worm. 

'lood. W. B. C. 10, 600 /c. mm. 

?Teutro phiT <.G, eosiriophils 48;x: 

: 5,088 /c.mm., large monocytes 1 %, 

baso: i s 1%, lymphocytes 242ß. 

24.2.46 Couch now absent, man is feeling 
qu?te fit. _'o dysnnoea. 

Ra of chest. c. f. with previous 

report. Sig-n_s of infiltration 
on the last picture are now quite 
cleared. Both fields are free 
of areas of opacity. 

26.2.46 Stools. Formed, no parasites. 

Blood. W.B.C. 8, ~00 /c. mm; 

Neutrophils 31%, eosinonñils 38;x: 

3,306, large ¡nocÿtes 2`':, 

1 ; r hecytes ? %. 
Lungs - no clinical signs. 
General condition is good. 

Discharged as fit for duty. 

Commentary. 

The main complaint here with 

its recent appearance of symptoms 
was one leading to a diagnosis of 
acute bronchitis. 

In the ordinary course of 
events this may have responded to 
routine treatment of bronchitis, 
ut as the blood eosinophilia 

was shown by a differential count, 
and an Ray picture ordered with 
investigation of bowel natholoy 
tp determine the true: course 
of the symptoms, the real nature 
of the illness was discovered. 

Undoubtedly the eosinophil 
lun . infiltra.t.ion was associated 
with the a s ca.r ias i s. 
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Case 20 

Age 37 

Town Maseru, Basutoland 
Admitted 18.12.45 
Discharge,... 19.1.46 
Diagnosis on .]..,,- .ssion Acute Bronchitis 
Diagnoele on D.iecharge Amoebiasis of 

lungs. 
Cor; la int Recent couji. and feverishness 

.21i0a3 l,i;,tory 

Does not remember having 
had diarrhoea at any time 
thou: adm:_ts his stools have 
ocassionally been semi- formed. 
He had not paid any attention 
to his motions. Has been 
sometimes constipated. 

He has not had a simil: r 
attack before and does not 
normally have any chest complaints. 

He is often troubled .y evil 
spirits who make- him "ill". He 
is frequently accompanied by a 

"togoloshi" . 

History of Pr,^ent Tl;_nCs` 

Two days ago in Durban he 
started to have a cough which 
he fo'_.nd was tirin him very 
much, and at the same time he 
begat fee lin feverish with cuts 
of shivering. He felt very 
hot at 

He spits up a fair quantity 
o greenish stained sputum which 
is mucoid but not blood stained. 

He has sweated considerably 
during the las week or two and 
has not felt equal to labouring 
work for a few weeks. 

He has no dysuria. He has 
Seen slightly constipated recently. 

On Fxamination 

Ce _eral Appearance T 982.P 92, R 20 
An adult male of medium build. 

Not specially toxic in appearance. 
Has a heevy, frequent and productive 
cough, without any apparent dyspnoca. 

There is sliht yellow tinging 
o.' the conjunctivae, no cyanosis. 
C.V.S. Pulse 92 /minute, regular 
in time and force. Ape__ 5th space 
3 1/2" fro... the mid line. B.P. 128/T8. 
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Respiratory System. Equal expansion 
on ,oth sides with some impairment 
o_ the percussion note on the left 
side. Breath sounds are vesicular 
on both sides with prolonged expiration. 
A few scattered coarse crep.tions 
heard at the left mid zone, with 
many ronchi_. On the right side 
very few crepitations were heard 
and ronchi were present but to 
a dimished degree as compared to 
the left. 

Alimentary System The 'bdomen moves 
freely with respiration, good tone, 
no pain or tenderness on palpation. 

Liver not enlarged, no pa pa -ble - 

tuu,ours, no hyperperzsta Isis. 
C.N.S. Reflexes equal, knee jerks 
present. No Argyll-Robertson 
pupils. ITo apparent reason for 
his illusions, other than native 
superstition. 
Other Systems n.á.d. 

1r. . esti utioii o oUlmviló-l',y" condition. 

TreaLlilent Sedative expectorant mixture, 
routine treatment of rest in 
bed on the verandah and nourishing 
diet, and encouragement 
of sleep by warm drinks uiu 

coucin phosphate gr 1/2 in aspirin 
and phenacetin n wders of grs 5 each. 

Progress Notes 

20.12-45 
21.12;45 

22.12.45 

No-change, slept fairly well. 
Sputum. No T.E. seen. 
Stool. Formed,no exudate, cysts of 

. coli seen. 

'lood. Hb 104;' R.B.C. 5,100,000. 
C.I. 1.0 W.B.C. 14-,100 /c. mm. 

Neutro 'hill 25, eosino phils 62¡x: 

8,74:x, lymphocytes 13 %. 

Film - no malaria parasites seen. 
Pulmonary signs - crepitations 

with vesic lnr bre_.thing and ronchi 
equal in both lun,; fields. The 
left side has now lost its increased 
number of adventitious sounds on 
admiss ion. 
Stool n. a. d. 

Chest X Ray. Ill defined mottled 
shadows in both luny Melds, 
particularly of the right lower 
zone and the upper part of the 
left lower zone. The aetiology 
is uncertain. For re- __ Rai, in 2 weeks. 
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24.12.45 Sputum. Negative for T.B. 
Fewer crepitations today. Ronchi 
much diminished. 
W.R. Negative. Togoloshi is not 
worr,yinE him now. 

25. 12. 45 Stool. Cysts of 7.. histolytica seen. 
26.12.45 Stool. n.a.d. 

Commenced emetine hydrochloride gr 1 
once daily for ten days, with 
carbarsone 0.25 Gm in capsule b. i. d. 
p.c. for ten days, to check the 
amoebiasis. 

31.12.45 Cough considerably i ::proved. 

of expectorant mixture today. 
5.1.4 Couh is quite cleared now. No 

pulmonary signs elicited. 
Stool. n.a.d. 

8.1.46 Stool. n.a.d. 

9.1.46 Stool. cysts of E. histolytica seen. 
__ Ray of chest. c.f. with last on 
21.12.45 - both lung fields are 
now cleared. Points to the 
condition having been due to 
amoebiasis. 

10. 1. 4 6 Stool. c, sts of E. histolytica 
again present. 
To have course of Yatren and E-B-I 

11.1.46 Emetine- 3ismuth- Iodide gr 3 nightly 
for ten days, Yatren capsule 1 gr 

t. d. s. for ten days. 
17.1.46 Stool. n.a.d. 

Pulmonary si ;ns remain totally absent. 
18.1.46 Stool. Ova trichuris present. 

Flood. 'R. 3. C. 6, 9.00 /c. mm. Neutrophils 
51%, eosinophils 12% e 828 /c. mm. , 

large monocytes 1%, lymphocytes 36 %. 
19.1.4 Discharged. Fo complàints. Fit for 

duty. 

Coen entary 

This case yet again illustrates 

the value of an eosinophil count 

in G ease where pulmonary symptoms 

are present and there arc none of 

an alimentary origin. ( In fact 

the patient was constipated) 

The blood picture eee. _í Ray 

picture gave one a clue where to 

look for the ca;;ee. The aÌLJG-Üiasis 

co nmenced to clear wi -e emetine and 

,,;13 peee.avalent arsenical, and later 

with E -B -I and yatren, together with 

eapid improvement of the lung picture. 

This case shows the vital necessity 

of frequent stool examinations when 

eosinoehilia is found, and for one not to 

ee led astray with negative reports. 
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Case 21 

Age 3S 
Town Flethor 
Admitted 11.2.46 
Discharged 24.2.46 
Diagnosis on Admission Influenza 
Diagnosis on Discharge Eosinophilic 

ina J J t ration of lungs. 
Complaint Pain in chest, coughing and 

spitting ci 

PI Ev:.L)as History 

Lo illnesses at ail, has 
ver previously had 'a similar 

complaint. I; 11)1 subject to 
cous, has not lost weight, 
dcc.: not get tired very casily. 
Bowels have always regular. 

History of Present I- 1nes.. 

The illness commenced 6 days 
ago in Durban. he soldier 
began to cough, and this has now 
become worse with pain on both 
sides of his chest. The pain is 

sharp and is made worse by coughing, 
and deep breathing. For the 

last few days he has expectorated 
a fair amount of whitish, semi- mrccid 

sputum, which has been frothy and 

on two occasions tinged with blood. 
His bowels are not troubling 

him. 

Or '-xamination. 

General Appo'lraYCe T 08, P 90, R 22. 

Sli2hly built adult who looks 

mildly ill. Expectorating sputum 

tinged with bright red blood during 

the examination. 
C.V.S. Apex 5th 3 1/2" from mid line. 

Sounds closed and regular. P.124/82. 

7u1se JO/ rein. regular in time and 

force. 

Respiratory System. Equal expans ion 

of both sides on inspection and 

pal; ation. V.F. equal in correspondin`; 

areas. Breath sounds q-se vesicular 

throu;hout except at the right base 

which also has d minished note added 

to broncho- vesicular element. V.R. 

sli ht increase at right base. 
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ilimentary System Liver not tender 
nor ,nln.rged. 

Haemopoetic. F3istem Spleen not 
enlarged. 

C.N.S. Reflexes present and equal. 
Other Systems n.a.d. 

Investigation Of pulmonary system and blood. 

Treatment Sedative expectorant mixture.. 
Rest in fresh air and nourishing 
diet. 

7r egress PTJ:,v^ 

3.2.4,3 

4.2.4 

3.2.46 
8. 2. 4 

14.2.46 

Still complaining of pain in chest 
:ind a cough." Sputum:, is no longer 
tinged with blood. T has been up 
to 100° F each evening. 
Respiratol-y System. Suns at the 
right ease are now cleared, and 
harsh vesicular breath sounds are 
more pronounced on the left side. 
No dullness on percussion and no 
increase in V. R. 

Sputum. Nil for T. 

Patient is feeling somewhat better. 
X Ray of Chest (3.2.45) 
Screen - heart not enlarged, no 

deviation of th oesophagus with 

the 5arium swallow. 
` h re are multiple ill -defined 

ini i i_ gyrations in the right lure;, 

fields and in the left middle zone. 

The aetiology is not certain f'roin 

this e. :amina pion. Further examination 

requested in two weeks. 

T is not raised ton_i;.ht. 

atool. N.A.D. relief 
Steady une- :entful pf symptoms, with 

only slight cough which iN unproductive 

ar.0 ì2e0 from pain. sedative e pt ct- 
orart mixture discontinued. 

3outum. . T. B. not seen. Mites not 

isolated. 
Stool. N.A.D. 

Blood. W. B.C. 23,300/c. mm. Nttl'ophi is 

32%, eosino,)hils 45`, : 10,485 /c. mm. 

large mono L; tes 4 ;t:, lymphocytes 19%. 

R. B. CS. and Platelets no change 

from the normal. 
Mood Film. No parasites seen. 

Malarial parasites not present. 

fli`moidoscopy - no ulcers -seen, 

mucus membranes healthy. 

Stool. No parasites. 

Blood. W.B.C. 10, 500 /c.,mm. 
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Neutrophils 25%, eosinophils 44% 
: 8, 620 /c. mm. , lym phocytes 31%. 
Sputum. Pao T.B. present. none. 
isolated on culture. 

18.2.46 Twenty -fOLLr hours sputum. T.B. 
-not observed. Gastric contents- 
T.B. not observed. 

20. 2. e 6 Chest. Clinically clear. 
21.2.46 _' Ray of Chest. ! oth lun fields 

completely clear. In view of the 
h ±_ ? eosinophil count this must 
have been a case of eosinophilic 
infiltration. 
Blood. W.B.C. 7,900/c. mm. 
Neutro phils 29%, eosinoph i is 36% 
: 2, 84!4/c. mm. , basophils 1%, 
lymphocytes 34;x. 

The pulmonary symptoms and 
sins are cleared,. and X ray pida?re 
of the luny satisfactory. The 
eosinophilia has fallen considerably, 
from 10,485 to 2, 844 /c.:mn. , thout 
specific treatment, although it is 

still at a hiÙh le Jam. The patient 
is however fit for duty. He is 

shortly due for leave and is 

anxious to lea7e hospital. 
DischarLed. 

Commentary 

This case is unsatisfactory 
as it dives the picture of 
eosinophil infiltration of the 

la.s of a transient charactaf 
with a hi h blood eosino philia, 
but the c use was not foukid iL 
spit._: of caeful inquiry ilto the 

sputum and stool. 
However it is felt that too 

c.:::ci cannot be dismissed as 

idio;.r e and it is believed that 

if an efficient follow -up were 

possible or the patient'J NL5y in 

hospital plclonsed, continued stool 

examination would ev:nt_ ally have 

shown the cause, and that the 

transient pulmonary infilLf-Uions 

was merely a phase in a Para; itic 

lif L cycle. 



85 

Case 22 

Age 27 

Town Johannesburg 
Admitted .0.12.45 
Discharged 3.4.46 
Diagnosis on Admission. 
Diagnosis on Discharge 

Influenza 
Endocarditis 

Complaint Headache, cough, epistaxis 

Previous History 

There is no record of 
previous illnesses, and the 
man cannot remember having 
been ill before. 

History of Present Illness 

About three days ago, when 
in the transit camp in Durban, 
and 3f t(r. arriving from the 
Middle East the previous week, 
he complained of gcnerall s ed 
headache which lasted most of 
the day. He also had an 
epistaxis three days ago whcin 
cleared up after about half an 
hour. He did not lose much 
blood. 

He has had a cough dúring 
the last week which is not troub- 
lin, him very ìm ch and not giving 
him any pain. 

He is unable to give any 

detail in his history, and 
appears to be a somewhat stupid 
fellow - on the other hand he 
appears rather tonic and is 
perhaps not gi-rirg as good 

account of himself as he might. 

On Examination 

General Appearance T 100, P 85, R 20. 

A thin weedy young adult of 

poor nutrition. He locks ill. 

There is considerable pallor of 

his mucous membranes, no oedema of 

feet, saru_m or hands. 

C.V.S. Apex 5th space 4" regular. 

No thrill felt. Mitral systolic 

blowing murmur propagated to the 

axilla, and a mitral diastolic 

blowing murmur heard loudest when 

propagated up the left border of 

the sternum. Aortic, hi stupid and 

pulmonary sounds unimpaired. 
Pulse water hammer type, 85/ minute 
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regular in time aid force. B. P. 

13048, there must have been 
some impairment of the aortic 
valve associated with the mitral 
stenosis and incompetence. 
Respiratory System Equal 
expansion, percuss' en unimpaired. 
Breath sounds vesicular without 
any adventitious sounds. V.R. 
good and equal in both lung 
fields. 

Alimente.ry System Bowels open 
regularly, stools of normal 
consistency. No history of diarrhoea. 
Liver not enlarged. No abdominal 
tenderness or guarding. 

"resent and equal. 
Other Systems n.a.d. 

Investigation of cardic, blood and alimentary. 

Treatment The patient is toxic, pyrcxial 
wit t_i e headache and hae ú cough. 
hest in bed, N<.tch temperature 
chart, give veEai?in - 2 t.d.s. 

and thereby control the headache 
and u .1 ,res.; ;,i.e ccug . 

Progress Notes 

14. 12.45 iitral stenosis and incompetence 

with aortic incompetence suns 
confirmed. Not dyspnoeic, compensated. 
T3.13. 124/46. Sitting and lying 

baci: in bed alternately, ray idly for 

twenty times raised his pulse from 

85 to 133 and this did net fJl 
to 82 for a -'cried of nine minutes. 

The cardiac condition is either 

aYyetiv:, eÿ poorly compen7 sat_.d. 

There is howa e1.' no oedema present. 

varied between 99.8° and 100.2° 

today. 

15.12.45 L.C.G. I,crmal rhythm. The pulse 

wave is wilewhat increased in amplitude 

-e-at is not bifurcate. 

B. ". R. 64mí: /hour. 

Blood. The _s,.3. Gs. show a moderate 

degree of anioscytosis - 2,890,000. 

HB 5A% C.I. 0.98 W.B.C. 5,400 /c. mm. 

Neutrophils 22%, eosinophils 3% 

: 1, 242/c. mm. lymphocytes 25% 

',lood film. To parasites observed 

T rises to 100.6° at 0600 hours 

and 99.8° at 1800 hours. 

16.12. 46 T is norma throughout the 

day. Cough not af..ecting him 

now, and headache improving. 

Continue veganin tab 1 t.d.s 4 days. 



20.12.45 

21. 12. 45 

22.12.45 

23. 12. 45 

24. 12. 4 

26. 12. 45 

28. 12. 45 

4.1.46 

11.1.4' 

20.1.46 

27. 1. 46 

3.2.46 
4.2.46 
11.2.46 

46 

8'¡ 

T remained normal. Pulse has been 
70 to 78 per minute during the 
last five days. Veganin stopped 
as the patient is not complaining 
'of cough or headache. 
Stool. Cysts of E coli seen. 
Blood culture. Contaminants only. 
Trine. No r.b.cs., no bilharzia. 
n.a.d. 
Urine. No parasites seen, n.a.d. 
Stool: No parasites present. 

The patient is comfortable 
and without symptoms. T normal, 
and pulse 74. 
Urine. Very scanty r.b.cs. less 
than one H.P. field. Scanty 
pus cells c. 1 per H.P.F. No 
parasites. 

Condition is stisfactory, cardiac 
murmurs unchanged. 
W.R. Negative. 
Provocative mepharside .04 Gm 
for W.R. 
Urine n.a.d. 

Blood. Hb 64%, R.B.C. 3,230,000. 
C.I. 1.0 

Feeling well, no pain, no cough. 
W.R. t: ken following provocative 
mepharside was Negative. 
Stool. No ,parasites. No exudates, 
formed. 
E.C.C. Pulse wave amplitude not 
regarded as significant. No change 
since previous cardiogram. 
3.2.R. 45. Haematocri t 38;x. 

'Mood culture. B. faecalis alkaligenes. 
B.S.R. 38. Haematocrit 39 %. 
Diagnosis of rheumatic endocarditis 
was made because of anaemia, 

high B. S.R. , and cardiac condition. 

B. .R. 30. Haematocrit 47%, Hb 83 %, 

R.B.C. 4, 700, 000 /c. mm. C. - . 0.9 

W.B.C. 5, 500 /c. mm. Neutrophils 

52 %, eosino Nils 6¡$: 0/c. mm. , 

basophils 1 %, large monocytes 2 %, 

lymphocytes 35%. 
Blood culture. B. faecalis alkali genes. 

B. R. 23. Haematocrit 44 %. 

B.S.R. 23. Haematocrit 44 %. Hb 80% 

R.B.C. 4, 400,000 /c. mm. C.I. 0.9 

w. B.C. 4,150 /c. mm. iyeutro_dii'is 48% 

eosino-2hils 5%: 206/c. mug. lymphocytes 

44 

Condition still very satisfactory. 

B.S.R. 10 Haematocrit 48% 

Hid 94% R.B.C. 4,950,000 /c. mm. 

C.I. 0.9 W.B.C. 4,750/c. mm. 

Neutrophils 51 %: eosinonhils 7% 

: nl/c.mm. .large monocytes 4% 
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lymphocytes 38%. 
1.3.46 Stoel. Negative, 
2.3.46 X. Ray of chest. Slut incre ase in 

the heart/ lung ratio. Cardiac 
shadow not characteristic of any 
particular valvular disease or 
lesion. Left ventricle a little 
enlarged. There is some general 
cardiac enlargement. 

12.3.46 ti'. R. 5. To get up gradually. 
72.3.46 No ill effects from getting up. 

Diastolic murmurs at ba._e of 
heart propagated to left -order of 
sternum. Apical systolic murmur 
propagated to arilla. 

3.4.46 Discharged from the Ar L . 

Condition much improved and heart 
compensated. Feels very well.. 

Unable to be employed permanently 
on light duties. 

Commentary 

This case of endocarditis 
presumably rheumatic in origin, 
was accompanied .y a sharp rise 
in the eosinophi]. count. The 
stools were negative, urine was 
without positive finding and 
pulmonary suns negativ : to a 

parasitic aetiology. 
The high erythrocyte sedimentation 

r, to showed that the man was toxic, 
and his cardiac condition pointed 
to the probable cause of this. 
It can only be assumed that the 

eosinophilia was the result of 

the endocarditis and associated 
with it. 

';ithout specific therapy the 

eosinophilia fell dramatically, 
as did the B.S.R. and the severity 

of symptoms. 
It can only be concluded 

that the eosinophilia was a definite 

entity in this case. It may have 

been a direct result of the 

particular endocarditis, or a 

result of a sensitisation by 

the endocarditis of latent disease. 

In the absence of alimentary and 

urinary sits it can only be 

assumed that the eosinophilia in 

this native was directly associated 

with the endocarditis. 



Case 23 

Age 43 

Town Atherstone 
:'admitted 28.12.45 
Discharged 22.3.45 
Diagnosis on Admission 
Diagnosis on =3ischarge 

of lung. 
Pain in Complaint 

previous History 

89 

Right pulmonary congestion 
T,osinophilic infiltration 
:'_scariasis. Syphilis. 

the chest for one day. 

Has had coughs once or twice 
a year for the last three years 
but has not been incapacitated by 
them. Ha's not had pain in his 
chest before. Has not attended 
hospit:..1 previously. He 
cannot remember having had any 
specific as a child. 

History of Present Illness 

Pain in his chest commenced 
yestrda: morning when he woke up. 

It was slight at iirst but gradually 
became worse so that when he takes 
a deep breath i t hurts him. 

He does not feul tne pain if 

he holds his breath. It is sharp 

in character, and situated o- the 

ri ht side below the aX ilia. Tt 

does not radiate. 

He is not complaining of a cough 

and his appetite is good. His 

bowels are regular, micturition 

five and one per diem without 

dysuria, or obvious haematuria. 

On Examination 

General Appearance T 97.4, P 78, R 20 

Well built adult male, lying 

:uietly without any signs of obvious 

respiratory embarrassment. Phsrynx 

is clear and. without inflammation, 

mucous membranes are not pale 

cyanosed or jaundiced. 

C.V.S. Pulse 78, regular in time 

and force. 73.P. 130 /80. Apex 

5th 3 1/2 ". All sounds closed, 

rhythm regular. 
Respiratory System E:ual expansion 

in both lung fields. Percussion 

note unimpaired on either side. 

3Peath sounds are vesicular and 

without ronchi or cre)itations, 

but a friction rub is, just audible 
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i 1/2" below the right nipple and 
1" lateral to it. V.R. slightly 
increased at right mid zone. 
Alimentary System Abdomen 
moves with respirations, no 
palpable tumou-2s, liver not 
enlarged, no intestinal hurry 
on auscultation. 
Cenito- Urinary System Renal angles 
not tender. No supra -pubic 
'tenderness on palpation. Urine 
no albumin or sugar. 
C.N.S. Reflexes equal and present. 
Other Systems n. a. d. 

Treatment Paintin . the ri ht side of 
the chest with Tinct. Iodid. Mitis 
t.d.s. Rest to reduce dyspnoea 
and pain. Full nairisiting, diet, 
may get up to toilet. 

Investigation of cause of ae rexial pleuro- 
dyri ., and Tiuimonary congestion. 

'rogress Notes 

29.12.45 P.in in right chest less severe 
but he is not breathing deeply 

sine- he is resting effectively. 

Still no cough. 

30.12.45 X Ray of chest. Fairly large 

opacity shown at the middle right 

zone. Similar fainter shadow 

shown medial to tip of second 

right rib. Radiological diagnosis 

not possible. May be 1. pneumonia, 

2. lung abcess without cavitation 

3. primary atypical pne_monia 

4. very doubtful tii;ercu'_ous 

pneumonitis. 
General condition is good. Pulmon- 

ary signs are unchanged. Not - 

complaining of pain today. T is 

cónstantly 97 - 98.2° F. 

Sputum. T.B. not o served. 

Ur._ne. No parasites seen. No 

r. b. cs. or leucocytes. 

Stool. Ova ascaris present. 

Blood. S.R. 8mm /hour. lib 84%, 

R.B.C. 5, 210, 000 /c. mm. C.I. 0.84 

W. B.C. 9, 200 /c. mm. Neutro )hill 

57 %, eosinophils 9% : 828; /c. mm. , 

monoruclears 3 %, lymphocytes 31%. 

5.1.4; No complaints and still resting 

Good appetite. 

rulmonary signs absent. 

7.1.46 General condition is still good. 
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9.1.46 Ray o :' chest. ase of right 
Luna' a little clearer, otherwise 
no change. 

16.1.45 Lun fields clear clinically. 
B.S.R. 5 Hamatocrit 47%. Hb 82%, 
R.B.C. 4, 860,000/c.:rm. C.I. 0.85 

6, 900 /c. mm. Yeutrophils 38%, 
eosino ohils 18 % : 1, 242 /c. mm. 
large monocyte 4%, lymphocytes 40%. 

17.1.46 W.R. double positive. 
Placed on penicillin 80,000 U 
4 hourly for five days. 

20.1.46 X Rayof chest. No change noted 
since last picture. 
Sputum. No T. B. observed. 

23.1. 6 .liniclly sti. ne _pulmonary signs 
1ronchogram suggested if nc 
improvement shown. 

'7.2.46 X Ray of chest. The opacity cf 
the part 6he ri;t middle 
zone if anything is sli fitly less 
clearly do i.ie d. n6.6 been 
;)L'oviously 6ì1Own to Le near the 
apex of the lower lobe. Opacity 
to the right of the upper ncdiastinum 
has ;.;egun to clear, bat *,here is 

now some infiltration lateral to 
and below it. There appears to 

be a density in the left hilum. 
he condition may be 1. Gumma 

2. T. 3. ITeopl, sm. 
15.2.4 6 Th' man feels well. He 

refuses to have gastric aspiration 
for T.3. eamination. 

22. 45 E.N.T. specialist rc,o2t. Vocal 
cords are intact and move freely. 
'!here is some slight corges ±i' n 
^rounO .Jut no 

ulceration is present. 
rr o ?vi.ous T. or sy_thi lic 

lesions. 

25.2.4E Stili. no eiiliica 

General condition is gccu. 

W.R. is ne,atl ve. 
_: Ray of chest. GpL. -L;,- in lower 

part o_' right r l :.)le has become 

less extensive. The fresh infilt- 

ration commented on in the previous 

report has disappeared almost 

comnletcly and the opacity seen 

ad jac.en . to t1 7ig_ht upper, 

bred i.a.stinum has alrc disappeared. 

The density in the left hilum 

appears less sharply defined. 

. 3.3.46 W.B.C. 9,450 /c. mm. Neutrophils 59%, 

eosinoehils 15% : 1,520 /c.mm., 

monocytc .: lymphocytes 39 %. 

12.3.46 X Ray of chest. Slight improvement 
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appears to have taken place in 
the lesion of the lower part of 
the right mid zone. Above this 
however, there appears to be some 
fresh infiltration. The density 
_.n the left hilum is less distinct. 
The aetiology of these lesions is 
still not clea . 

14.3.46 Clinically the man is very fit. 
and calomel of each gr 3 

for two fights to be given followed 
by 1/2 Oz. mag sulph each morning 
after the night's dose. 

15.3.46 Some round worms passed. 
May get up. 

18.3.46 Stool. _ormed, no exudates and 
no parasites seen. 

Carbarsone 0.25 Gm pulvule b. i. d. 

for ton days. 
25.3.46 .4. r;. Negative. 
20.3.46 r Ray of chest. There is morked 

improvement in the right mid zone 
lesion, only a very slight density 
renaining. Other lung areas 
are quite free of infiltration 
signs. 

W. 3.C. 8, 600 /c. mm. ::eutrophils 47 %, 
eos inophi is 8% : 688/c. mm., 
iarge monocytes 2; , basophil:: 

lym phocytes 42 %. 
29.3.46 Discharged as fit. To re_)ort to 

a 'i n3reologist for tests of cure. 

Commentary 

This is a mild case of 

eosinophilia with an obscure 
aetiology. Short duration of 

pulmonary referred pain was 
present, with densities she 

radiologically. These densities 

had a more or less constant position. 

The case was complicated :y 

syphilis and ascariasis. The 

eosinophilia and lung infiltrations 

may have ,peen produced as the 

result of either syphilis or 

ascariasis - or some other cause 

not demonstrated. 
illefe appeared to be no 

,,i cure of allergy present. There 

was no history of sensitivity. 

The pulmonary picture improved 

slightly after anti -sy hilitic treatment, 

but markedly so after santonin and 

cL,:i°parsone therapy. 
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Unluji, nately it is not clear 
which of the latter two, if 
either were responsible for 
clearin ;the densities in 

the lung fields. 
The case is not ;;n 

entirely satisfactory one 
aetioloVieal point 

of view, the eosinophilia 
was not hi.i in comparison 
to that oli;: may expect 
from the exis ink pulmonary 
picture, out in view c,l' -61, 

findings it may be safely 
decided that the causal factor 
.vas ascariasis. 
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Case 24 

Age 

Town Crickwaland 
'dniitted 20.6.45 
Discharged 30.7.45 
Diagnosis on Admission 
Dianosis on Discharge 

Amoebic dysentery 
Worm infestation 

Complaint Ai,u.,linal pain for one week. 

Prviol-.s Hi story 

The patient says he had 
amoebic dysentery when he was 
in the Middle East in 1942. 
There is no documentary 
confirmatory evidence of this. 
He gives a history of diarrhoea 
in 1942 while in the M.E.F. with 
passage of stool containing red 
blood. Su seq._.ently he has had 
diarrhoea alternating with constip- 
ation. 

He says he has been subject 
to attacks of asthma for several 
years - he cannot remem-ver +mien 

it commenced. There is sometimes 
a period lasting a month or two, 
of freedom from asthmatical attacks. 
He occasionally wakes up at nights 
with dy6pnoea. 

uj 4tory of Present Ilïness' 

He col menced to have pain 
in his abdomen one week ago. 

It was cramp dice in character 
and situated mainly around the 

woilicus. He noticed the 

craps especially after taking 
food. He has vomited on a 

few occasions d ring; the last 

week about ten minutes after 

eating his food. 
He has had diarrhoea over 

the sanie period with the passage 

of mucus in his stool but with 

no r_ e mena. 

On Examination . 

General Appearance T 97.6, P 88, R 18. 

A well built adult who does 

not look particularly ill. No 

signs of pallor, cyanosis or 

jaundice. He is not dyspnoeic 

and has not the appearance of 

being in status asthmaticus. 
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C.V.S. Apex 5th space, 4" Cardiac 
sounds closed, regular. ._:P. 132/85. 
Pulse 88/ minute, regular in time 
and force. 
Respiratory System Txpansion 
and percussion notes Unimpaired 
and equal both sides. Breath 
sounds are vesicular throe lout 
accompanied by expiratory ronchi 
of sli It degree. 7.R. good, 
equal in corresponding ;::l'eas of 
both lung- fields. 
limentary System . Abdomen 

moves free- 1_7 on respiration, 
on palpation no abdominal 
ri :idity, no palpable tumour. 

There is marked tenderness over 
thy caecum, and ela_ost as iilach 

t the left iliac fossa over 
the pelvic colon. Liver and 
spleen are not palpable. 

Bowels have been irregular 
since 1942. At present he has 
diarrhoea - four times daily, 
the stool containing mucus. 
He has not noticed the passage 
of any worms. 

reflexes are equal and 

present. 

Investigation of alimentary di-ease by 

stool examinations and blood 

)ictures. 

Treatment . Is s-, m)tomatic the 

aetioiû, elucidated. 

_ <vst in bed but allowed up for 

toilet and bed making. 
As he has had diarrhoea for 

a ::eel-, he is to take five pints 

of fluid daily To control he 

diarrhoea a mikture taken :afore 

illl'.c .1. containing tinct. 

Benadolna m 5 and codein phosphate 

gr 1/4 to be given. - 

Progress Notes 

22. C. 45 Stool. Semi -formed, scanty r. ú. cs. 

ova trichuris trichura present. 

Blood. Hb 111 , R.B.C. 5,470,000. 

C.I. 1.01, W.B.C. 5, 800 /c. mm. 

Neutrophils 48%, eosinophil 21 

: 1,218/c. mm. , lymphocytes 31 

The parasite ïounu is not 

suf . 
icient to warrant the eosinophilia. 

The let or may be due to an allergic 
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basis manifested by the asthma. 
In this event the diarrhoea 
itself is not explained. Repeat 
stool examinations. 

24.6.45 Stool. Semi-formed, occasional 
pus cell, no parasites. 

Not complaining of much 
pain now. The intestinal 

sedative does not appear to be 
having rr:uch effect, apart 
fro,r: relieving him of umbilical 
pain. 

26.6.45 Stool. Ligaid, no exudate, no 
-,araLit.es. 

28.6.45 Stool. Semi -formed, r.b.cs. with 
vegatative forms of biardia lam_lia. 
Mepacrine hydrochloride 0.1 Gm 
t. d. s. p. c. for five days, to 

clear this flagellate infestation. 
30. 45 Stool. Permed., scanty r.b.cs. ova 

of asceris and trichuris present. 
Santonin an d calomel corse 
commenced. 

4.7.45 Condition has improved, 
several round worms .assed. 

8.7.4e Still complains of some 
diarrhoea. 
Stool. ='ormed, no e_ uda-:.e, no 

parasites. 

17.7.45 Stool. Liquid, occasional r.b.cs. 

No parasites seen. 

19.7.45 Complains of some bachache 
which hesays he has not mentioned 
before but he says he has had for 

some time. 

20.7.45. H Ray of Lum:..ar spine . 110 a: normal 

bony change seen. 

There is complete movement of 

all the spinal joints. 

2 7.45 He says his back is better 

after the "magic %' ray". 
29.7.45 bowels have been formed for 

the last four days. 

Stool. No exudates, no earasites. 

Blood. B. R. 2mm /hour Haematocrit 

50%. W. C. 5,900 /c.mr. Nrutro_hiis 

43 %, eosinophils 8% : 472/c. m . 

basoDhils 1% large mononuclears 

2%, lym ihocvtes 4S. %. 

30.7.45 b:o com plahts, feels well, 

discharged. 



Commentary 

9? 

This case of eosi_ophilia 
due to ascariasis infestation 
and complicated by giardia 
lamblia and tricI- uris super- 
imposed on a history of amoebiasis, 
at first failed to show parasites 
in the stool to account for , e 

symptoL s. 
A slight increase in 

cosino: ilia can be expected 
with mepacrine therapy. 

Repeated stool examinations 
were carried out before parasitic 

infestation was confirmed. 
It is stressed that where 

eosinophilia is present the 

aetiology should be consistently 
sought for in the alimentary 

tract; and failing success only 

then should other causes of 

eosinophilia be investigated, 
when dealing with the South 
African native. 
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Case 25 

Age 32 

'i'o.+ii Germiston, Transvaal. 
.dmitted 15.10.45 

Discharged 9. 11. 45 to Ladysmith Sanatorium. 
Diagnosis on Admission Influenza 
Diagnosis on Discharge iilateral pulmonary 

tueerculosis. 
Co,npla.int Generalised body pains, 

headache and anorexia. 
Previous History. 

He states he had no previous 
illnesses and has not i,ccn affected 
similarly before. 

History of Present Illness 

He was feeling quite well 
until two days ago, he then 
commenced to have pains all 
elder his body, head, back, 
chest, legs and abdomen. The 
headaches were not localised 
and lasted for se7erel hours at 
a stretch. They were not very 
severe. His appetite has been 
Poor for about two months and 
he has not felt completely fit 
for this time. This last 
week he has felt even less 
inclined for takin food. He 
has also had nausea during the 
last two days. 

There is no history, of 

ni ht sweats and he is not 
aware of sweating unduly during 
the day. He does not complain 
of having a coujl and does not 
expectorate to any extent. 

On'T?<tamination 

General =ipnearanc e T 97.8, P 106, R 24. 

A man of average build, poorly 

nourished and round shouldered. 

The accompanying Y.C.O. says he 

is easily tired at his military 

duties, and has been frequently 

falling out with petty complaints. 
'pnears to be someW 1a :lGrvous. 

C.V.S. Pulse 106, regular in 

time and force, úecd wave. P 
160 /100. ?'o oedema of legs, 

sacrem, face or lia :.ú.e apparent. 

Apex 5th apace, 3 1/2" from raid 
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line. Cardiac sounds closed 
and regular. 
Respiratory System Re.ar-, iii; not 
congested, sputum frothy and 
mucoid - not coloured or foul. 
,c_ual xpansion of moth sides 
of the thorax. Total chest 
expaiiuiun 2". Chest 30 ". 
Percussion equal at all correspond - 
ing areas at each side. rote 
unimpÜ fired. Breath sounds are 
när:.L vesicular with no adventitious 
sounds. 7.R. god. and equal. 
Alimaal,ar System Bowel action 
regular, orce daily, normal 
consistence. No history of 
diarrhoea. Abdomen moves i -roely 
on respiration. No guarding, 
and no particular tenderness 
on oalAation. Peristalsis soulius 

are regular and not increased in 
number or intensity. Liver 
not tender or -_ nlarged. 
?aemonoetic System Spleen and 
ly,npn glands not enlarged. 
C.N.S. Reflexes equal and present. 

Treatment 0f_Influenza, rest in bed, 
relief of pain with aspirin and 
phenacetin as gr 4, codein 
phosph. r 1/8 ( Tab Codein Co) 
2 tablets c. i, d. Nourishing 
full diet. Is sleeping well 
and does not require narcotics. 

Progress 'r:otes 

16.10.45 ":fehrilc. Still complaining of 
generalised body pains. Respir- 
ations are 40 per minute. 
Pulmonary sounds are harsh 
vlaicular with slight ronchi all 

over the lung fields. 

Reduce Tab Codein Co tabs to 

1 t. is d. 

1'7.10.4F, T 102, R40. 
Block: smear. No malarial parasites 

found. 

18.10.45 T 102, R 40. Complains of 00117h. 

No pleurisy, sordes on lips, alae 

nasi are not moving. 

N. Ray of ?,ungs. Mottled opacities 

are present from infra-clavicular 
areas to bases of both lung fields. 

Appearances are: those of tuberculous 

infiltrations. 
loud. Smear - no malarial parasites 

brine. No albumin, no sugar. No 

bilharzia, no pus or red cells. 
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19.10.45 Blood smear - negative for 
malaria. 
Stool. Formed, no e:x °.:date, 

no-parasites. 
T 100.7,° F. R P 112. 

Dullness over the left base 
on percussion. 'reath sounds 
are diminished and vesicular with 
fine crépitations. Diminished 
vocal resonance. 
Blood. W. B.C. 16,000/c. mm. 
Neutrouhils 26 %, eosinophils 65¡0 

: 10,400 /c. mm. , lymphocytes 9 %. 

20.10.45 T slowly fallin :.y lysis, today 
99.8; _° 28. 

Stool. No parasites. 

21.10.45 Sputum - positive for T.?. 
Feelinff better, no pains and no 
heF:dache. 

.2.10.45 Sputum - positive for T. 
Stool. -o .parasites. 

Cough is now only slit. 
73.P. has remained at a h_ jh level 
throu Jhout. 160- 140/110 -100. 
He is on essential hypertension 
case with pulmonary tuberculosis. 
Urea concentration rf nge. Blood 
Tirea 55 mgs /100 mis. iaiai,,'ur1 
concentration 2. 8. Gms % for 86c. c. 
Normal range, no polyuria - essential 

hypertension. 
24.10.45 :putun:. Positive T.B. 

T 99 °. 

Stool. No parasites. 

28.10.45 Afebrilr. 
30.10.45 Lung si`- :s still present, dullness 

now at ri j t base. 
T showed daily variatio:Is cf 

9.9.6° to 98.8° F until ?,q.10.45 

Disposal 

Commentary 

.in view of positive T.B. 

findings this case-has been 

transferred to the T.B. Sanatorium 

at Ladysmith. 

This caso presents an 

unsolved picture of high 

eosinophilia. The history of 

the patient did.not suggest 

pulmonary tuberculosis _:r. 

the first place. 
the pyre. >ia was short lived 

and Jeon settled on routine 

rest i,reatmert. 

she.: eosinophilia was 

very high as 
rural 

white cell count. Routine 
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celltrol e_ee Gxaminations 
made by myself on proved 
cases in the African native 
. i.d not present a similar picture 
- indeed there were no increases 
in The cosinophil count. 
Therefore eos inoph :Clio. is not 
na thornomic of a tuberculous 
native. 

Stool examinations were 
negative throughout. 

Unfortunately the case 
v.as compulsorily disposed of 
to a T.B. sanatori m 1thi ej, 

prevented a follow -up by further 
Rays, áoed estill,ations and 
1.L:istent L.,aminaion of the 

J UVG1J 
is felt that could the 

case have been folloae, up tae 
final picture have been 
as follows: - 

A case of ..:::.cntial 

hypertension and chronic mild 
pulmonary tuberculosis on 
which was superimposed a 
parasitic infestation undergoing 
a pulmonary phase in its life 
cycle. This would complicate 
the X Ray findings. The 
parasites were not demonstrated 
at the time in the stools, but 
at a later date would have 
shown evidence of their presence 
by earing in the alimentary - 

or Benito- urinary tract, 
accompanied by clearing up or 
improvement of the pulmonary 
suns, leaving only the nre- 

eisting tubucular lesion. 

This deduction is a hy-_othesi s 

based on the fact that pulmonary 

tuberculosis alone did not 

produce an eos ino ?hilia, a .d 

there was no evidence that this 

case w, s exceptional. 
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DISCÜSZIOi? 

Much has been written and discussed 
concerning the cause of eosinophilia in 
general; and its presence noted in a 
wide variety of diseases and conditions. 

There is no known definito 
factor common to all, producing the 
increased output of eosinophil leucocytes 
in the blood. 

Full reference has already 
been made to the literature in the 
Introduction to this Thesis. All 
reported causative factors and recorded 
cases have been fully reviewed. 

The eosinophils appear to be 
stimulated in their prodr:ction by 
certain agents ela. orated by a number 
of parasites, by some infections of 

bacterial origin, by some diseases of 

an allergic nature and by some diseases 
which appear to attract the eosaophi is 
as it were by positive chemotaxis giving 
a tissue eosinophilia. 

Thus blood and tissue eosinophilia 

may vary and little is known of tissue 
eosinophilia, which may be much more 
common than is realised. The transitory 

pulmonary striations seen in several of 

my cases are an example of tissue eosinophilia 

accompanied by ár increase in the . Mood. 
In Hodgkin's disease the tissue eosinophilia 
is said to be higher than that of the blood, 

but Hodgkin's- disease is ri.rely seen in 

the native. 

Biggart (1932) suggested that 

Cne injection of an animal protein 

stimulated the ,)Po uetion of ; osinohils. 

Campbell, Drennan and hattie (1K5) showed 

Lilac :i oï ei » , LüiS, e; ;peel aiiy 

repeated, ? o ;. c: ;. -;i ._;o:3ìno)hilia. This 

alone is most suggestive of an allergic 

response. 

It is assumed that eosinophilia 

caused by certain drugs is the result 

of a protein product liberated by the 

toxic action of the drug concerned in 

the tissue cells. 

Twenty -five cases of cosinojhilia 

have been presented and studied, in an 
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attempt to determine the significance 
of this sign as affecting the-South 
African native, and a tabular summary 
of the case findings together with 
the comments on each, is attached. 

The series' have been chosen 
more or less at random, in the main 
only considering those with a fairly 
high degree of eosinoohilia. 

It will be seen that the 
disease commonest to the majority, 
evidenced in sixty per cent of the 

cases, is-infestation with ascaris. 
Ascariasis appears to be very prevalent 
in the native. 

Transitory pulmonary infiltrations 
were noted in several of the cases 
and the symptoms and signs of the 

pulmonary affection appeared to risk the 
underlying disease producing it. In 

most of the cases with eosinophil 
infiltrations of the lungs a parasitic 
infestation was demonstrated concurrently.. 
This fact is of some considerable 
significance as it has an important 

bearing on first the d i erential diagnosis 
cli'hically and radielogically of pulmonary 
disease, and secondly it points to the 

necessity for- thorough investigation 
of the alimentary tract, and the need for 
eradicating the causative parasite. 

It is of interest to note 

that it was frequently found necessary to 

-do repeated stool examinations before 

the parasite or its' ova were isolated. 

Some of the cases did not meet with 

success in this direction., because for 

v.:rious reasons examinations of the 

stools were not __persistently persued. 

According to Weingarten 

proximity to the sea produced the 

syndrome of "tropical eosinophilia", 
but it is suggested that a clearer 

picture of the aetiological factor would 

have been elicited if he had concentrated 

on a thorough investigation of the parasit- 

olo _,y of the alimentary tract. The 

geographical distrib,tion of his' cases 

is significant, not from its proximity to 

the sea but because of the possibility 

of ingestion and infestation with parasites 

ende ..ic in the area, which arc capable 



104 

of eroducin the syndrome. 

The syndrome of eosinophilia, 
pulmonary infiltrates and ascariasis 
demonstrated in the cases bear out Mailer's 
auto- experiment. His ingestion of 
ascaris ova material and his follow -up 
observations of pulrnon_.ry infiltrates 
seen by X Ray leave no doubt of the 
associated clinical relation of the 
three signs. 

It was found that uncomplicated 
tuberculosis in the native did not 
produce an eosinophilia. In the 
cases of tuberculosis where an casino ehilia 
was evident the transfer to Sanatorium 
hospitals ;prevented a follow -up which 
would determine the exact cause of the 
altered Mood picture, and the complicating 
disease was therefore not discovered. 

Amoebic dysentery is also - 

relatively common, and amoebiasis is 

seen in association with ascariasis 
in several of the cases. In one 

pulmonary sym )toms were the first complaint. 
It was only by routine eosinoohil count 
that suspicion was directed to the 
alimentary tract, and entamoeba histolytica 
was isolated. 

Amoebiasis with liver abcess 
may conceivably produce pulmonary signs, 
if the abcess is subcapsular and if it is 

situated just below the diaphragm. In 

this case the marked eosinophilia and 
pulmonary signs were cleared by anti - 
amoebic therapy. 

In one case of endocarditis 
an eosinophilia was found. No other 

cause was demonstrated to produce the 
blood change. It is pres med that the 

endocarditis was the inftiatin; :rector 

and the eosinophilia appeared as it does 

following any acute toxaemia in the 

convalescent stage. 

Bilharziasis in another case 

was shown to be associated with bronchial 

asthma in the production of an increased 

eosinophil count, and in a second case 

a history of infestation with bilharzia 

was given, though causal parasites and 

lesions wore not seen. This disease 
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has a fairly wide distribution among the 
natives of South Africa, and is shown to 
be mainly limited to those residing in 
the vicinity of the rivers infested by 

J 

the intermediate host - physonsis africana 
principally. The attached map of South 
Africa gives the location of the rivers 
which are mainly ai l ,;u ed. 

Trichuriasis is frequently met 
with and is dif :. icult to curs 
and contributes to the incidence of 
cosinophi1ia. Trìchuriasi,. 27r -o does 
not produce a high cc:, nt. 

Drug eosino.hilia cf a niila 

form from taking i,lepacrine was not 
seen in the soldier rcturnin7 from 
malarious aroás overseas e.g. Italy, 
where sunpressi_zie anti -m. larial 
mepacrinisation was practised. This 
was expected as the results of the 

mepscrine haci worn of long before 

disembarkatisr in South Africa. 

r --T G=i C Id 

In the approach to the sick 
native it ghn ld be remei 'Ared that 
little if any reliance can be )laced on 

a histo.,;-. In any case histories are 

frequently lacking. in the first place 

cneir 'revious illnesses are inadequatcl: 

reatcd by "first aid workers in the 

shape of medicine men, and occasionally 

ae in the Army by qualified attendants. 

`i'he diagnosis therefore is never available 

for them to remember and refer to when 

subsequently ill. Secondly, as already 

stressed, the time factor is misleading 

due to lack of education and time /event 

memory. 

In many cases the patient: 

have lived len`; in a state of comuarativ. 
symbiosis with their parasits, and intestinal 

symptoms are most frequently lacking in 

their histories. This is imncrtant 

as the majority of cases were traced to 

have an alimentary pathology. 

In three hundred differential 

counts on hospital patients six per 

cent-were `'e nd to have an oosinophilia: 

of over 10' of the white blood colis. 

In ;mi.- aty native patients coing from 
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a troopship returning from overseas, 
only two showed an cosinoahilia above 
4%. These men had been away from 
the country for a considerable period, 
under the control of military hygi:mne 
wid medically treated when necessary. 

It is felt that a six per cent 
ratio in hospital among the small numbers 
casually tested is a sufficiently high 
figure showing an eosinophilia, to merit 
conducting a differential count on all 
hospital medical admissions, whatever 
their symytoms. Those with a. positive 
cosinoohil finding should then be most 
thorouily investigated to ascertain 
the cause, and as demonstrated in my 
series, and if necessary by repeated, 
and again repeated la:_- oratory search. 

Only i.hus will treatment of 
some cases of asthmatic broachi_tis, 
and bronchitis, grove to require a 
vermifuge rather than an anti- spasmodic 
for a final cure. Again others of 
snag diagnosed "pulmonary tuberculosis" 
may show no need for sanatorium treatment, 

Out require no specific treatment a6 all 
as in Loffler's syndrome or parasitic 
eradication as in what may be called 
?,Miller's syndrome. 

Apart from routine cosino ahil 
count Illere is very little else to 

assist d. i_agnosis in the every -day 

investigation or these cases._ 

Pyrexia in cosinoohilia producing 

disease- is not a co::stant finding. 

The history as already discussed is quite 
tE :less to depend on unless it is a chest 

complaint, in which case it is often 

more useful than an =alimentary one. 

History of durs 1. _ ,n o f symptoms is also 

unreliable for periods are usually given 

as 3 days, 1 week, 3 weeks or years ago 

with fey, exceptions. The age of the 

sick African is also unreliable and has 

no significant standing in the investigation 

of a case of eosino philia. 

Towns of origin are of c,;ì le 

asúis c.ance as thus a notoriously infested 

Area may give some clue as to the nature 
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of the disease e. along rivers infested 
by the host of bilharzia. The native 
may claim to belong to a town when in 
fact his villas_, may be several miles 
from it, but should he actually work 
in a large community the inna.nitory 
conditions prevailing for the poor 
may accc..4, L, for his having fallen 
P re3, o the. i'esult of these conditions. 

In particular the investigatici. 
a case of eosinophilia should if 

necessary be directed to several examinations 
of the stools and urine fey parasites. 
7rrther radiological pictures of the 
respiratory system, taken at intervals, 
are also of considerable assistance. 
W"aL,, show positive signs which in the main 
are trana_:.ert and are frequently missed 
if not screened at the ;,i:ne. 

Finally treatment is based, 
not on the finding of th eosinophilia 
in a particular case, but in the 
eradication of the aetiological factors. 

It is felt that in the teaching 
of medical students d qualified 
practicioners handling the african native, 
sufficient stress has not been placed in 

the p;,st on the need for routine eosinophil 
counts, and sufficient inoortance has 
not been laid on. the possibilities of 
other signs and sym2toms masking the 
true disease causing the eosinophilia. 

The routine check on all 
admissions will serve to lower the 
high incidence of excremental disease 
due to parasitic invasion, which is 

so prevalent in the black. Instructions 

concerning wate hygiene and sanitation 
are not ci -sufficient use. The man is 

too primitive to benefit practically 
by education alone, and there are too many 

adverse conditions - mainly economic, which 

are beyond his control. or example 

poverty, breaking of tribal laws and 

customs, overcrowding in inadequate shack 

accomodation outside the cities, insanitary 

water supply and ill- organised refuse and 

e creta disposal. Adequate medical 
troatent of all cases diagnosed coupled 

with a drive by public health authorities 

will provide the ultimate answer to the 

problem. 
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In this thesis the aetiology 
and significance of eosinophilia in general 
has beer. discussed. 

A series o i,,;ehty -five cases 
is reported fully where an increase in the 
blood eosinophil: count was present in all. 

O soryations on all the cases 
have Been made in the comment ries on each and 
a discussion of the findings is finally conducted. 

The signif_icesee cf eosi nonhilia 
in the native of South Africa has an important 
boaria;_; on the public health eradication of 
aricrei,,e étal disease and prevention of 
pulmonary tuberculosis. 

In the solution of these 
¡,rcblems three as jor facts are evident 
from this study. They are:- 

1. The native who is 

responsible through his own peculiar 
7 conditions, for the dissemination 

o_ .;:..c,remental disease seldom eowpiaii.s 

of alimentary tracts disorders :iill, i. seeking. 

medical attention. 
If a :articular symptom be 

_;resent in his case it usually is attributed 
to the re: pira'6ery system. 

The sick African native 
with ? pulmonary= symptoms should be closely 

studied with a view to the exact aetiology 

of his 1.17onary syndrome. 
This was shown in the case 

series to be almost invariably due to a 

paraeit.ic a.7.imcnta rethology; which when 

eradicated spontaneously cleared the pulmonary 
picture. 

The , u imonary signs seen 
ra:diologically simulated tuberculosis in 

several of the cases studied and unless the 

medical sttendan on the watch for a 

parasitic cause tha man may fnadvertently 

be diagnosed as tuberculous and suffer 
hardship. 

3. In many instances-parasites 

Were only isolated after repeated and again 

r.. peat ed examinations of the stool. 

It is unfortunately too easy 

a- practice to treat the patient symóto lati call`%, 
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search once or even three times in the stools 

for parasites, and discharge him after a short 

This attitude will not help 
to clear the country of infestation. 

If an oosinophil count Were to be 

taken of every medical admission to hospital 
whatever the symptomatology, and when found 
positive the cause searched for and eradicated 
much saving; of pulmonary syndrome and other 

symptom complex therapy would be effected 

and the interests of public health in South 

Africa advanced. 
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