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SUMMARY

1. The history, and the clinical and pathological features
of salivary-gland virus disease are briefly reviewed.

2. Two cases of generalized salivary-gland virus disease
in African infants are reported. They are believed to be
the first recorded instances of this disease in Africans.

3. Methods of diagnosis and treatment, and the prog­
nosis of the condition are discussed.

We thank the Superintendent of Baragwana!!h Hospital for
permission to publish, Drs. M. Shnier and S. Waybume for
use of case records, Dr. E. Ka1ln for valualble criticism, and
the Director of the South African Institute for Medical
Research for facilities granted. Mr. M. Ulrich produced the
photomicrographs.

REFERENCES

I. Ribben, H. (1882): Virchows Arch. path. Anat., 88, 11 (quoted in op.
cil. U).

2. Jesionek, A. and KiolemenogJou, B. (1904): Miinch. med. Wschr., SI,
1905.

3. GoodpaslUre, E. W. and Talbot, F. B. (1921): Amer. J. Dis. Child.,
21. 415.

4. Von Glahn, W. C. and Pappenheimer, A. M. (1925): Amer. J. Path.,
I. 445.

5. Cole, R. and Kultner, A. G. (1926): J. Exp. Med., 44. 855.
6. Smith, M. G. (1956): Proc. Soc. Exp. BioI. .Y.), 92, 424.
7. Weller. T. H., MacauJey, J. C., Craig, 1. M. and Wirth, P. (1957):

Ibid., 94. 4.
. Wyatt, J. P., Saxton, J .• Lee, R. S. a.nd Pinkenon, H. (1950): J.

Pediat., 36, 271.
9. Felterman, G. H. (1952): Amer. J. C1in. Path., 22, 424.

10. Nelson, J. S. and Wyatt, J. P. (1959): Medicine (Baltimore), 38. 223.
I!. Swain, I. H. F. and Osmond. R. (1959): ied. J. Aust., 2, 647.
12. Badian. M. (1960): Quoted by Vannier, T. (1960): Thorax, IS. 259.
13. Medearis, D. N. jnr. (1957): Pediatries, 19, 467.
14. Seifen, G. and Oehme, J. (1958): Germ. Med. Monthly, 3, 25.
15. Hanshaw, J. B. and Weller, T. H. (1961): J. Pediat., 58, 305.
16. Symmers. W. St. C. (1960): J. Clin. Path .. 13, 1.
17. Margileth, A. M. (1955): Pediatrics, IS. 270.
18. Birdsong, M., Smith, D. E., Mitchell. F. N. and Corey, J. H. jnr.

(1956): J. Amer. Med. Assoc.. 162, 1305.
19. McElfresh, A. E. and Arey, J. B. (1957): J. Pediat., SI, 146.
20. Blanc, W. A. (1957): Amer. J. C1in. Path., 28, 46.
21. K1uge, R. C, Wicksman, R. S. and Weller, T. H. (1960): Pediatrics.

25, 35.
22. Weller, T. H.. Hanshaw, J. B. and SeOlt, D. E. (1960): Amer. J. Dis.

Child., 100. 469.
23. Gear, J., le Roux, A. F., Kessel, 1. and Sichel, R. (1962): S. Afr.

Med. J., .36, 8.

KERATOCONUS-A FAMILY DEMONSTRATING THE CONDITION AND A

DISCUSSION OF THE TREATMENT

D. SEVEL, M.B., B.OR., Registrar, St. John Ophthalmic Hospital, Johannesburg

Little emphasis has been placed on heredity as 'an aetiological
factor in the <JCCurrence of keratoconus. Sal2Jmann, in 1907,
suggested that it represented a primary anomaly of growth,
and Collins and Magou, in 1925, suggested !!hat it was due to
'failure in the normal toughening process'. It was not until
1958 !!hat Franceschetti et al.' demonstrated that heredity
might be an important factor.

Treatment
Refraction cannot materially overcome tthe complex hyper­

bolic curve of the cornea. Newcastle, in 1854, was the first
to suggest that animal jelly, contained in glass capsules, should
be placed in front of t!he eye.

It was not until 1918 that van llippel suggested that contact
lenses be used as 'a method of treatJrnent, aooat !!he present
time these lenses are the method of choice in tJhe treatment of
keratoconus. Ridley' considered that, in addition to !!he improve­
ment in vision, contact lenses might arrest the progress of
tbe disease.

CASE REPORT

On 14 April 1961, M.E., aged 20 years, and this ,sister A.E.,
a,ged 19 years, both SoutJh African born Indians, presented
themsel'ves at the outpatient department of SI. John Ophthalmic
Hospital.

History
They both complained of imIPaired vision since early child­

hood.

Family History and Examination
The parents and svblings of these patients were examined

and none of them showed signs of t!he condition. On careful
questioning it was elicited tha1 no one else in !!he fiamily had
any ocular complaints.

Examination
Both patients had bilateral keratoconm (Hg. lA) and

showed t!he foHowmg si,gm:

Fig.!. A. Showing keratoconus in patient A.E. B. Sbowing contact lens in place in patient A.E.

1. Thinning of the
cornea at the apex.

2. An endothelial
reflex in the central
portion of the area
at the apex of the
cone, owing to in·
creased concavity of
the posterior surface
of !!he cornea.

3. An increased
visibility of the nerve
fibres.

4. Vertical lines in
the deeper layers of
cornea probably
from tretching.

5. No rupture of
Descemet's membrane.

6. Using a Placi­
do's disc, the typical
peculiar distortion of
the rings was ob­
served.
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Treatment
Contact lenses were fitted to both patients by Mr. E. Levey

of the Contact Lens Centre in Johannesburg, with the c0­

operation of Mr. C. L. Field, the Technical Director of the
Precision Contact Lens Laboratories.

llhese lenses, known as 'ker.ataco', were made by the Preci­
sion Contact Lens Laboratories in Johannesburg. The lenses
are a development of an original idea of Dr. Voss of the
Argentine, who suggested using a fairly steep, curved lens with
3 dimensions.

The lenses used in the 2 patients reported here have a base
curve of 6'35 mm. They were made in ICI plastic known as
'shade 912 neutral'. The diameter of these panicuI.ar lenses
is 9·50 mm., although in many cases they have been made
as small as 8'70 mm. The actual specification of the lenses
(Fig. I B) are: base curve 6'35 mm., secondary curve 7·00
mm., third curve 7'50 mm., fourth curve 8·00 mm., fifth
curve 8·50 mm., and the edge curve 12'55 mm. The thickness
of the lenses at the centre is 0'12 mm.

The physical characteristics of the fit of these lenses, under
fluoresceine with an ultra'Violet lamp, show a minimal touch
at the cone of the cornea, the lenses then following a fairly
parabolic curve until the final edge curve rests on the cornea.
A good flow of fluoresceine and teans was seen behind the
lenses, 'and this gave even movement as the patient blinked,
allowing oxygenation and general metabolism of the cornea
to take place. The lenses were finally ventilated with a hole
of a diameter of 1/64 of an inch, to increase the flow of
tears and oxygen, etc., behind the lenses.

TABLE I. IMPROVEMENT I VISUAL ACUITY

Without contact lenses With contact lenses

R. eye L. eye R. eye L. eye
6 Hand 6 6

M.£. movements
36 at 6 metres· 9 9

6 6 6 6
A.E.

60 36 9 9

Both patients tolerated the lenses well. Table I shows the
improvement in visual acuity resulting from the use of these
contact lenses.

SUMMARY

1. A brother and sister, both with keratoconus, are
described. The possible import.ance of heredity as a factor
is discussed.

2. The patients were successfullY treated with modified
Vass lenses.

I wish to thank Dr. C. G. Booker. Superintendent of St. John
Ophthalmic Hospital, for allowing me facilities to investigate this problem,
and for his encouragement in connection with the writing of this anicle.
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OBLIGATIONS OF MEDICAL PRACI1TIONERS UNDER THE PNEUMOCONIOSIS ACf NO. 57­

OF 1956

Evidence is accumulating to the effect that it would appear
that there are many doctors throughout ·the Republic who
are not aware of their legal obligations towards the Pneu­
moconiosis Bureau as set forth in section 29 of the Act.

This section reads as follows:

'(I) The director may in writing authorize any medical
practitioner to perform postmortem ex:aminations under this
Act, ·and a medical practitioner so authorized who has
performed a postmoItem examination of the cardio-respira­
tory organs of a deceased person who has worked in a dusty
atmosphere at a controlled mine, shall forthwith st-lbmit
to I!he director a report as <to the result of the examination.

'(2) A medical practitioner in the Union or South-West
Africa who attended a deceased person at the time of such
person's death, and who knows or h.as reason to believe
<that such person worked in a dusty atmosphere at a con­
trolled mine, or any such medical practitioner who has
opened tJhe ,body of a deceased person and who knows or
has reason to believe that such person worked in a dusty
atmosphere at a controlled mine, shall remove the cardio­
respiratory organs of the deceased and send the said organs
to the Bureau or any other place specified by me director,
in accordance with any instructions which may be issued
by or on behalf of the director.

'(3) When a person has died in the Union or South­
West Africa, and the director knows or has reason to believe
that such person worked in a dusty atmosphere at a con­
trolled mine, the director may in writing direct any medical
practitioner in the district in whiah the body of the deceased
<happens to be, to remove the cardio-respir.atory organs of
the deceased and to send the said organs to the Bureau or
any other place mentioned by the director.

'(4) Notwithstanding anything contained in sub-section
(I), (2) or (3), no medical practitioner shall perform a post­
mortem examJnation on any person or remove his cardi()­
respiratory organs without the consent of the widow, if

any, or an adult :near relative of that person, if such widow
or relative can readily be consulted.

'(5) When the director has received.a report on the
postmortem examination of the cardi()-respiratory organs of
a deceased person who performed work in ,a dusty
atmosphere at a controlled mine, he shall forthwith submit
that report to the colll.Dlittee together with all other available
medical reports in regard to such person and a detailed
report as to the various classes of employment in which
such person was en'lf<lged during his lifetime.

'(6) A medical pra<;titioner who fails, without reason­
able excuse, to comply with any provision of this section or
any requirement of the director under sub-section (2) or
(3), shall be guilty of an offence and liable on conviction to
a fine not exceeding fifty pounds.' •

In practice all that js required of any medical practitioner
who finds himself subject to tJhe 'Pro~ions of this section
is to remove, or cause <to be removed, the cardi<Hespiratory
01lgaDS of any deceased person who during life was covered by
this section and to ensure that these organs are sent to the
Bureau. In cases where death was not due <to natural causes
·this function devolves upon district surgeons. Containers for
the despatch of such cardi()-respiratory organs are obtainable
from all police stations.

No fee is payable for the work involved ID the actual
removal of the cardi()-respiratory organs - this service is an
obligation demanded by law. However, any expense whiah a
practitioner may incur, e.g. mortuary fees, cost of the transfer
of a body to a 5Uitable place for purposes of :removal of the
organs, etc., will 'be refunded when claimed.

It should be noted that ,the law provides for certain penal­
ties u faLlure to comply with its provisions on ,the part of
medical practi·tioners can he proved. Fur<t:hermore, in view of
the tmanciaI implications, medical !ptlIctitioners should safe­
guard themselves by always insisting on refusal of permission
to remove the cardio-respiratory organs of deceased miners
to <be given in writing.

Failure to perform the postmortem examination may de­
prive dependants of deceased miners of the fin.alIlcial benefits


