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Aedes circumluteolus and Mansonia africana both frequent
the shady bush habitat, although the latter species is also
known to enter dwellings irregularly at night. 2 Visual ob­
servation2 and the results of precipitin tests on recently
engorged mosquitoes of these 2 species caught in the Ndumu
area have shown that they possess somewhat similar host
preferences, namely, they feed mainly on man and the larger
domestic and wild animals, but infrequently on birds and
rodents.9

Despite the host preferences of 2 species of mosquito im­
plicated in this outbreak, our failure to isolate virus from the
human beings who attended the clinics and the lack of more
definite serological evidence incriminating man, cattle, and
sheep means that the vertebrate host must remain conjectural.

TheiIer and Casals10 reported on the nature of the antibody
response following infection with yellow fever in human
beings, some of whom had apparently been infected previously
with another group B virus. A distinction was made between
the antibody response following a primary group B virus
infection and that following a secondary infection. In a
primary infection the response was more specific to the
infecting agent, especially with the N test, and, if heterologous
antibodies developed, they did so to a lower titre than the
homologous antibodies. In a secondary infection the antibody
response was to a variety of agents, and the only conclusion
that could be derived from serological evidence was that a
group B agent was involved. In these cases a specific diagnosis
can be made only if the causal group B virus is isolated du­
ring the illness. Often the highest antibody levels following
secondary infections were heterologous.

In accordance with these findings and the results of our
serological tests on their sera, C.B.'s illness is considered
a primary group B infection and J.L.'s illness a secondary or
even multiple group B infection if the first. yellow fever
immunization is taken into account. Hence, the diagnosis of
Spondweni infection in these cases would depend on the
following evidence: ---

C.B.
1. The absence of Spondweni and group B, CF antibodies

in the acute serum.
2. The presence of neutralizing Spondweni and CF anti­

body in the convalescent serum and the absence from this
serum of CF antibody against 5 other group B agents.

3. The fact that HI antibody titre in the convalescent serum
w~ highest against Spondweni virus.

L.J.
1. The isolation of Spondweni virus from the acute serum.
2. The rise in group B virus antibody during convalescence.

SUMMARY

1. Nine strains 0f Spondweni virus were isolated in mice
from 13,123 female mosquitoes collected in Tongaland,
South Africa, in 1958.

2. Four strains were isolated from Aedes (Neomelaniconion)
circumluteolus (Theo.), 3 strains from Mansonia (Mansoniodes)
africana (Theo.), and one strain each from A. cumminsi ssp.
mediopunctatus (Theo.) and Eretmapodites siivestris, Ingram
and De Meillon.

3. With the haemagglutination-inhibition, complement­
. fixation and neutralization tests, these strains were found to·

be immunologically similar to the strain of Spondweni virus
isolated in Tongaland in 1955.

t. The outbreak of Spondweni virus activity in mosquitoes
in 1958 followed a 2-year period when the presence of this
virus had not been detected in Tongaland. .

5. The non-arthropod host involved in the outbreak was
not apparent.

6. At the time that strains of Spondweni virus were being
handled in the laboratory, 2 cases of illness occurre.d among
laboratory personnel. Spondweni virus was isolated from one
individual. The nature of the antibody response in the con­
valescent sera of both was studied with the neutrali­
zation, complement-fixation, and haemagglutination-inhi­
bition tests.

The studies and observations on which this paper is based were
financed jointly by the South African Institute for Medical Re­
search, the Poliomyelitis Research Foundation, the South African
Council for Scientific and Industrial Research, and the Rockefeller
Foundation, and were conducted in collaboration with the
State Health' Department and fhe Veterinary Division of the
Department of Agriculture.
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BREAST ABSCESS
SELECTED CASE REPORTS

THro. TE WATER NAUDE, M.B., CH.B. (CAPE TOWN)

Casualty Department, Groote Schuur Hospital, and Department of Surgery of the University of Cape Town

Two recent articles1 ,2 have drawn attention to the large
number of breast abscesses seen at the Groote Schuur
Hospital, Cape Town. Various aspects of the problem of
treatment are discussed, including the probable routes of
infection, the r6l~ of maternity homes, the methods of
treatment, and the use of stilboestrol, antibiotics, and chemo­
therapeutic agents.

In this paper 6 cases are presented which serve to illustrate
certain aspects of the infection:

CASE REPORTS

Case 1

R.e., Coloured female, aged 29 years. This patient developed
a small painful mass in her left breast 3 weeks after the birth of
her second child in a maternity institution. Her breasts were small
and underdeveloped, lactation was poor, and the child had been
bottle-fed after a few unsuccessful attempts at breast feeding.
One week later she was referred' to the hospital for treatment.

The abscess was incised and drained. Postoperatively there
was brisk bleeding from the incision. The blood loss was suffi-
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cient to warrant replacement by transfusion. She was discharged
the following day feeling quite well. Two days later she was seen
again and was now obviously very ill. She had had a rigor the
previous day, and was now pyrexial and toxic, complaining of
pain in the neck, back and buttocks, and had a persistent head­
ache. On examination her temperature was 102°F. and she had
minimal neck stiffness. There had been no further bleeding from
the incision. No other significant finqing was noted. She was
admitted to hospital, blood was taken for culture, and furaltadone
was given. Her temperature rose to 105' 5°F. and after 48 hours
chloramphenicol was administered as well. During this time she
developed a mild transient glycosuria. Fasting blood sugar was
normal. The fever subsided by lysis within 1 week, but she still
had much pain in the lower back. This pain subsequently settled
in the right sacro-iliac region. Repeated X-rays ultimately showed
changes in the right sacro-iliac joint which suggested early infec­
tion. A diagnosis of pyogenic arthritis of the joint was made.

Blood culture, which was positive on the first occasion only,
and pus from the breast both showed a Staphylococcus aureus
with identical antibiotic responses. A similar organism was cul­
tured from nasal and throat swabs from the patient's baby. He
subsequently developed a bronchopneumonia from which he
recovered.

The patient continued to have pain in the right sacro-iliac
region, but this gradually diminished in severity. Furaltadone
was continued until the erythrocyte sedimentation rate was normal
on the 44th day. She was fitted with a corset and discharged.
The breast incision had healed at the end of the second week in
hospital. The pain in her back improved gradually until finally,
after manipulation, her movements were normal and pain free.

This case illustrates a pyaemia resulting in the formation of a
pyogenic arthritis following a lactational breast abscess. It is a
rare complication-the only one in our series of more than 500
cases.

Case 2
D.P., Coloured female, aged 22 years. The patient presented

with a 5-day history of pain and swelling in her left breast. Two
weeks previously her first child had been born at home, with a
nurse from a maternity institution in attendance. She had received
5 daily injections of penicillin and streptomycin, and had received
parenteral and oral stilboestrol to suppress lactation.

A large abscess involving a major portion of the breast was
incised and drained. Furaltadone was prescribed. Large masses
of slough were discharged through the incisions, and after 3 days
daily dilute eusol irrigations were employed. The haemoglobin
evel was 10 G. per 100 tnl. and iron was prescribed orally. On

the 20th day she developed 2 small superficial abscesses, one on
her left calf and the other in the right cubital fossa. It was decided
that the original incisions were no longer providing adequate
drainage, and re-incision with loop drains was accordingly carried
out. Erythromycin was substituted for the furaltadone. Three
weeks later healing was complete.

This case illustrates the extensive breast-ti&sue destruction
resulting from delay in treatment, and also a transient pyaemic
process which subsided without further complication.

Case 3
LR., White female, aged 22 years. A week after the birth of
her first child this patient developed a painful swollen left breast.
While still in the maternity home she was treated with penicillin,
streptomycin, and oxytetracycline. She was seen 5 days later in
the Casualty Department, Groote Sehuur Hospital, with a large
left breast abscess. Her haemoglobin level was 10· 5 G. per 100 tnl.
Oral iron was prescribed. The abscess was incised and drained.
Five days later she still showed constitutional symptoms of the
infection and erythromycin was prescribed. On the 9th day the
left breast required re-incision and an abscess of the right breast
was incised simultaneously. On the 29th day another abscess in
the right breast was incised. After this, healing was uneventful
and she was finally discharged on the 57th day.

This case illustrates recurrent abscess formation even though
the patient was receiving the appropriate antibiotic. This occurs
in about 10% of our cases.

Case 4

M.Ro., White female, aged 23 years. During her stay in the
maternity home following the birth of her first child this patient

developed a tender mass in her left breast. She received anti­
biotics and continued to breast feed her child; the abscess settled,
leaving an indurated, non-fluctuant, and pain-free mass. Lactation
was normal. Three months late.r she presented with a painful
swelling of the right breast of 2 days' duration. The mass in the
left breast was still present and showed no signs of inflammation.
The abscess in the right breast was incised and drained, and
furaltadone was prescribed. Two days later she required incision
of the previously quiescent mass in the left breast. At this time
her haemoglobin level was found to be 9· 5 G. per 100 tnl. She was
given a blood transfusion and iron therapy was commenced.
On a further 3 occasions incision and drainage of recurrent ab­
scesses had to be carried out. At the last of these the previous
incisions were re-incised and multiple adequate loop drains were
inserted. After the 29th day novobiocin was substiruted for fural­
tadone. Healing now progressed normally and she was discharged
on the 47th day.

Culture of the pus from the breast abscesses and from nasal
and throat swabs of her baby showed STaphylococcus aureus
with identical antibiotic responses. The baby at no time showed
any clinical evidence of harbouring the organism.

This case illustrates the formation of recurrent abscesses, not­
withstanding the use of antibiotics and chemotherapeutic agents
\vith demonstrated in vitro activity against the causative organism.
It also illustrates the reactivation of an apparently resolved abscess.

Case 5
M.M., Coloured female, aged 28 years. This patient was first

seen 3 weeks after institutional delivery of her first children, twins.
Postparrum haemorrhage was excessive and necessitated blood
transfusion. During convalescence in the nursing home she de­
veloped a painful inflammatory swelling in her left breast which
subsided on antibiotic treatment. When she attended hospital
her obvious anaemia and the size of the abscess of her left breast
were striking. The haemoglobin level was 7·5 G. per 100 ml.
This was an iron-deficiency anaemia for which oral iron was
prescribed.

She was given a blood transfusion pre-operatively, and at
operation 24 oz. of pus were drained, and loop drains were em­
ployed. Postoperatively a large portion of the breast parenchyma
sloughed through the incisions. Daily dilute eusol irrigations in
conjunction with systemic furaltadone were employed. Healing
was retarded by the formation of a superficial abscess in the
same breast. This was incised and drained, and chloramphenicol
was substituted for the furaltadone. She was finally discharged
on the 47th day. The breast was considerably smaller than the
right. It was non-tender, slightly indurated, and slightly pigmented.
The haematological picture was normal.

This case illustrates the extreme anaemia and the extensive
tissue destruction that accompanies prolonged pus formation.

Case 6
F.B., Coloured female, aged 20 years. This patient was delivered

early one morning in the Casualty Department, Groote Schuur
Hospital. Her child weighed 3 lb. 10 oz. and was immediately
transferred to the paediatric unit. Postpartum blood loss was
negligible. The haemoglobin level was 10 G. per 100 tnl., and
oral iron was prescribed. A week later she presented with an
abscess in her right breast of 2 days' duration. It was incised and
drained and furaltadone was prescribed. Uneventful healing was
complete by the 15th day and she was discharged.

The interesting features here are the following: The patient
spent only about an hour and a half in the hospital. The child
was never put to the breast. Lactation was minimal and required
DO suppression. The patient was anaemic. The response to early
treatment was satisfactory.

COM1>fE1'.'T

One feature common to these cases is a greater or lesser
degree of aru;emia. Certainly the infection itself aggravates
the anaemia, but in view of Lanskowsky's3 findings, and the
high incidence of breast abscesses seen in the non-European
patients attending tbis hospital, anaemia may well have an
aetiological significance.
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In the great majority of patients seen at this hospitall

and in all the cases reported here, the responsible organism
is the ubiquitous Staphylococcus aureus. In the cases men­
tioned the organisms had similar antibiotic responses. They
were insensitive to the commonly employed agents, viz.
sulphatriad, penicillin, streptomycin and tetracycline. It
appears that one of the reasons for delaying incision and
drainage was that a trial of one or more of these antibiotics
was being carried out. The use of antibiotics and chemo­
therapeutic agents in the treatment of breast abscess is not
beyond dispute. Undoubtedly they have real value in treat­
ment of the infection before abscess formation. Engelbrechtl

showed that there was little to be gained from their use,
although the use of furaltadone2 produced encouraging
results.

It must be stressed, though, that Staphylococcus allreus
produces powerful exotoxins with potent tissue-destroying
properties, and also that the coagulase secretion of this
organism tends to reinforce the natural fibrin barrier pro­
duced by the host in an attempt to localize the infection.4

The abscess thus produced in the resilient tissues of the

breast is well protected from the action of systemic therapy.
This is the strongest argument in favour of early definitive
treatment of breast abscesses by incision and drainage.

SUMMARY

Six cases of breast abscess selected from a large series are
presented to illustrate certain features of the disease. Atten­
tion is drawn to the anaemia accompanying the disease.
The mode of abscess formation by Staphylococcus aureus
is mentioned. Early incision of breast abscesses is advocated.

I wish to thank Dr. J. G. Burger, Superintendent of_the Groote
Schuur Hospital, for permission to publish these cases; Prof.
J. H. Louw, Head of the Department of Surgery; and Mr. T.
Schrire, Surgeon-in-charge of the Casualty Department, Groote
Schuur Hospital.
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THE VALUE OF THE MEDICAL ASSOCIATION*

F. N. GILLWALD, President, Orange Free State Goldfields Branch. (M.A.S.A.), 1960

The choice of a subject for a valedictory address is not always
easy, but, luckily, recent events in this Branch have provided a
ready-made theme.

This Branch is today officially one year old and has, I venture
to say, conducted its affairs with efficiency and honour. The retiring
Branch Council has set a high standard for its successors, and the
incoming Council has a solid foundation on which to build. To
conduct its affairs, heavy expenditure is incurred, and it became
obvious at a very early stage that the most pressing internal problem

would be that of finance. Office
expenditure, delegates, expenses
and official functions all absorb
money, but they are vital functions
of the Branch. Do not forget that
your Branch has exactly the same
commitments as the older Branches
which have had years to accumu­
late such funds as they possess.
They were able to do this, in most
cases, before the present rapidly
increasing tempo of medical
politics.

At one of our Quarterly General
Meetings the proposal was adopted
that a levy of R20.00 should be
placed, for this one year only, on
each member of the Branch, to
avoid a recurrence of the cramping

Dr. Gillwald financial restrictions of the past
year and the necessity of asking for

additional funds from time to time, especially on occasions such
as this meeting. Now that the time has come when we must actually
dig into our pockets, an outcry against the levy is heard from many
quarters. In discussing the matter, one of the objectors asked,
'What do I get Ollt of the Medical Association?' Now, I think (and
hope) that what he meant was 'What extra do I get out of the
Branch for this large amount of money you are asking?', because
I find it difficult to understand why every medical practitioner of
whatever category does not belong to the Association and actively
support it. No sensible, thinking person can fail to see the ad­
vantages of having a nation-wide, unified body speaking for the
whole profession and guarding its interests. In actual fact, non­
members of the Association are being carried by the Association

·Valedictory address, 4 March 1961.

and receive many of its benefits, particularly in the financial field.
However, they deprive themselves of many of the other

advantages that come with membership of the Association, and I
would like to list a few of these advantages that come readily to
mind. These include the right to attend clinical and other meetings
organized by the Association, culminating in the biennial Medical
Congress, where the best that South Africa has to offer is on show
and is strongly reinforced by overseas visitors who are leaders in
their respective fields; the value of the South African Medical
Journal with its scientific articles written mainly by South African
doctors, its instructive editorials, its information on current trends
in medical politics, and its advertising facilities; the opportunities
ofjoining cheap 'group' insurance plans, the Professional Provident.
Society and other schemes aimed at providing additional security
for members at the cheapest possible rates. -

Other advantages are: participating membership of the Medical
Services Plan, which we all hope will be able to extend its field of
action rapidly throughout the country in the near future; the right
of appeal to the Association in disputes with Medical Aid Societies
and other organizations, and the vast experience available in the
settlement of such disputes represented by the full-time secretarial
staff in Cape Town and Pretoria; the protection offered by the
Branch Ethical Committees (with their confidential methods of
operation) against attacks, whether justified or not, by patients
or others; the social activities of the Association, either those after
more serious meetings, or the purely social, which represent an
important advantage to members, allowing them to relax with
colleagues, to meet old acquaintances, make new friends, and bring
their wives into communal medical life in recognition of the
assistance they give on so many occasions; and finally there is the
Benevolent Fund which is there to help in times of great necessity.

From the wider view of the Medical Association, let us focus
our vision on the Orange Free State Goldfields Branch. Does it
justify the R20.00 we are asking from you? I think that the answer
will always remain a personal one. Those who take an active part
in the work of the Branch, meeting the problems and solving them,
or taking them through the various levels and Groups until a
solution is reached by one of the higher Committees or Councils,
will, I think, find the money well spent. Those who support the
Branch, but less actively, will have to decide whether the higher
status, in medical eyes, of being an independent Branch, is worth
while in terms of money. The voices of our representatives are now
heard directly in the highest Councils, without the delays our
previous status involved. We can speak: of our problems with the
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