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Dosage and administration. The dosage of Buccal Tablets
Pitocin must be adapted to the patient's response. Begin by
placing half a 200-unit tablet in the parabuccal space adjacent
to the upper molar teeth and repeat the dose a t-hour later.
Initial dosage should be limited to half a tablet to avoid the
possibility of excessive absorption affecting an unduly sensi
tive uterus. Thereafter increments in the dose are made at
regular intervals in accordance with the instructions in the
literature until the desired response is obtained, or until a
total of 4,400 units has been administered without labour
having been established. In the latter case attempted induc
tion should be abandoned for that day. The average dose
required to initiate labour in the receptive patient is consider
ably less than 4,400 units.

Presentarion. Buccal Tablets Pitocin are available as white,
rectangular, single-scored tablets containing 200 U.S.P. units
of oxytocin (as the citrate) in foil strips in boxes of 10.

Further information is available from Parke, Davis Labora
tories (Pty.) Ltd., P.O. Box 24, Isando, Transvaal.

WINTOMYLO T

Winthrop Laboratories announce the introduction of Winto
mylon (generic name-nalidixic acid, a naphthyridine deriva
tive) for the treatment of urinary tract infections due to Gram
negative and some Gram-positive organisms, also diarrhoeas
and dysenteries (especially when due to shigella and salmo
nella), and supply the following information:

Wintomylon (nalidixic acid) is entirely unrelated to sulpho
namides, antibiotics or nitrofurans and no cross-resistance has
been encountered. Combined administration of Wintomylon
and any of the abovementioned does not reduce the effective
ness of either.

Adjustment of urinary pH is unnecessary. Tolerance is good
in all age groups. It is effective even in persons with impaired
renal function and no fungal overgrowth, crystalluria or
cumulation has been observed.

For further details, please apply to Winthrop Laboratories.
P.O. Box 74, Mobeni, Natal.
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CLINICAL EVENING, SOMERSET HOSPITAL, TUESDAY 16 FEBRUARY 1965
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Cases Presented
I. Prerenal uraemia. Dr. I. Combrinck outlined the combi

nation of factors which produced prerenal uraemia in a 76
year-old man. Firstly, he had a gastro-intestinal haemorrhage
and was admitted with pulse rate 120 beats/min., BP 170/80
mrn.Hg, and Hb. 8 G /lOO ml. Secondly, as he had a back
ground of chronic bronchitis and emphysema, he was digita
lized and given an intramuscular diuretic with the blood
transfusions as precautionary measures. Once his condition had
improved, he had a barium meal in order to try to detect or
exclude a chronic peptic ulcer which might require surgery
if haemorrhage recurred in an elderly arteriosclerotic patient.

At the conclusion of the barium meal he had been without
fluid for approximately 15 hours. When allowed to drink and
eat, he had anorexia, possibly partly due to the digitalis. That
day was one of the hottest days of the year in Cape Town,
and in addition the patient's bed happened to be in the corner
of the ward which receives the most late afternoon sun. The
combination of all these factors-disease, iatrogenic and
climatic-abruptly precipitated prerenal uraemia. He became
very weak and developed hiccough. On the 4th day after
admission urine output fell to 240 ml. in 24 hours and blood
urea rose to 240 mg./lOO ml. He responded promptly and
excellently to intravenous and forced oral fluid therapy. The
blood urea fell to 66 mg./lOO ml. on the 12th day and he was
clinically better. To date, investigations have failed to indicate
the original cause of the haemorrhage.

Dr. D. Burns reviewed the differential diagnosis between
prerenal uraemia and renal shut-down due to tubular necrosis.
The specific gravity of the urine was not always helpful. Com
parison of the blood and urine urea and estimation of the
urine sodium were very helpful. Hyperosmolar mannitol was
important both in diagnosis and in therapy. In this case the
clinical circumstances strongly favoured prerenal uraemia.

2. Pernicious anaemia. Dr. P. Chidrawi presented a very
unusual case of pernicious anaemia. A 30-year-old Coloured
female was admitted, walking, with Hb. 3·5 G / lOO ml. The
blood smear showed anisocytosis and poikilocytosis. Urobilin
uria was prominent. The main physical signs were a 4-finger-
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DIABETES

On Diabetes Mellillls. Selected topics for students and clini
cians. By W. P. U. Jackson, M.A., M.D., ER.C.P., D.c.H.
Pp. xvi + 393. Illustrated. $12.50. Springfield, Ill.: Charles
C. Thomas. 1964.

To one who year after year has to plough through the morass
of contemporary teachings and writings about diabetes, this
book is particularly refreshing. The whole field is at present,

breadth firm hepatomegaly, a very firm 4-fingerbreadth
splenomegaly and palpable axillary lymph nodes. These
features initially favoured the diagnosis of acquired haemolytic
anaemia, possibly secondary to a lymphoma. Leucopenia and
thrombocytopenia were also present.

However, the reticulocyte count was less than I %, and there
were no other laboratory features of haemolysis. The bone
marrow showed very active and abnormal red cell prolifera
tion including many megaloblasts. Histamine-fast achlorydria
was demonstrated in the ward. Following vitamin-B" intra
muscular therapy the patient rapidly improved. She claimed
that she felt better the next day. The reticulocyte count rose
to 34% on the 5th day, and the haemoglobin and PCV rose
steadily and progressively. The spleen commenced to regress
in size. Serum folate was normal.

Dr. Bums stated that pernicious anaemia was rare under the
age of 40, and very rare under the age of 30. Referral to
medical literature indicated that a splenomegaly of this magni
tude was a great rarity in pernicious anaemia. The patient had
a persistent pyrexia of 100°F, which subsided after the
administration of vitamin-B" therapy. He drew attention to
Richard Asher's amusing and instructive paper, which stresses
that far more persons would remember that there is often
quite a high fever in pernicious anaemia if it had been given
a name, such as the 'Addison-Castle fever' or 'hypo-cyanoco
balaminic fever'.'

3. Rectal striclllre. Dr. L. Blumberg presented a female
patient with rectal stricture and outlined the surgical manage
ment.

The patient also had episodes of discharge of blood and
mucus per rectum. The stricture was localized. To date, no
definite bacteriological evidence had emerged to indicate
lymphogranuloma inguinale, tuberculosis, bilharziasis, amoe
biasis or lues. Two biopsies had not clarified the aetiology.
There had been no history of irradiation. A portion of mutton
bone was removed proximal to the stricture, but was con
sidered to be more probably secondary to the mechanical
obstruction than the primary cause of the rectal lesion.

REFERENCE
I. Asher, R. (1959): Lancet, 2, 359.

BOOK REVIEWS

in regard to publications and thought, being pervaded by what
our American colleagues call 'the cleaners'. There are so many
differences in old and indeed in some recent monographs that
it is not my intention to labour readers by recounting them.
As I have said elsewhere, the years 1961 - 1965 may be called
the 'Age of re-thinking in diabetes'. Unwittingly Dr. Jackson,
in his first textbook, has appointed himself the official Sybil
of this age.

In his book Dr. Jackson has accomplished the remarkable
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task of presenting to the reader the discussions on and solu
tions to a very large number of practical problems, and at the
same time he has inJiltrated into his discussions an incredible
amount of basic information which is presented in such a light
as to be readily acceptable to anyone, whether experienced
diabetologists or early clinical students. The book should be
in the library of every doctor in South Africa.

Diabetes is an extremely important illness: there are approx
imately 1,000,000 potential diabetics in the Republic and the
disease involves almost every system, structure and metabolic
process in the body. The publication of this comprehensive
book on diabetes must therefore be looked upon as a very
important event.

My warm enthusiasm for this book does not mean that I
accept all the author's views uncritically. It would, however,
be out of place to enlarge here on unimportant detail in the
face of the great significance of the publication as a whole. Dr.
Jackson has long been known to a wide circle of readers as
an outstanding research worker. It is my considered opinion
that the publication of this book will be an important land-
mark by which to gauge his growing stature. G.D.C.

MICTURITION CYSTO-URETHROGRAPHY

Ure£hral Lesions in Infancy and Childhood. Studied by
micturition cysto-urethrography. By E. H. Burrows, M.B.,
Ch.B.(Cape Town), M.Rad., D.M.R.D.(Liverpool). Pp. xi +
112. Illustrated. $5.75. Springfield, Ill.: Charles C. Thomas.
1965.

This book is based on the experience of nearly 1,000 cysto
urethrograms. It lays down guide lines for the interpretation

of the X-ray pictures obtained by taking 'spot films' in the
oblique view during micturition and shows a large number of
illustrative photographs. There is no doubt that this kind of
new approach to examination of the lower part of the renal
tract is likely to be much used in future since it is a simple
procedure, requires relatively simple apparatus, is apparently
usable at any age and is not dependent on the child's capacity
to concentrate and excrete an opaque substance as in excretion
pyelograms.

Dr. Burrows' book is very valuable as a guide on how to
perform the examination and read the answers. All paediatri
cians and urologists will find it of great value in their work.

F.J.F.

VERTEBRAL MANIPULATION

Vertebral ManipulaEion. By G. D. Maitland, A.U.A. Pp. viii
+ 146. Illustrated. R3.75. London and Durban: Butter
worths. 1964.

The author details the examination of the spine from the
occiput to the sacrum. The mobilization and manipulative
techniques most often used are clearly described and it is
stressed that minimum force should be used to gain maximum
improvement. In the final chapter of the book, treatment
techniques are associated with patients' signs and symptoms
rather than with diagnoses.

Mr. Maitland is a chartered physiotherapist and states that
all treatments as described in his book are only carried out
by physiotherapists on the referral of a doctor. M.D.O.

CORRESPONDENCE

A copy of this letter is being sent to all Branch Secretaries
for information with the request that they take the necessary
action.

It is realized that further financial research will be necessary,
and it is hoped that this will be organized by Headquarters.
A concerted effort by all concerned along the lines which we
are advocating, will ensure that a most worthy cause will be
placed permanently on a sound financial footing.

GASTROENTERITIS IN A GENERAL PRACTICE

To the Editor: I should like, without any ideas of superiority
or patronage at all, to offer through your columns, my con
gratulations to Dr. L Movsowitz on his article' dealing with
gastroenteritis in an isolated community. It is in my opinion
a valuable contribution and one of the kind which is so
regrettably rare in the documentation of medical affairs
throughout the world. This is paediatrics as it is seen in
practice, not in outpatient clinics or in hospitals.

It would be wonderful if more doctors in similar communi
ties would tell us, with supporting figures and other data, as
Dr. Movsowitz has, what the state of affairs is in the many
other aspects of medicine which the general practitioner finds
to be his major or even frequent problems. And in medicine,
of course, I include surgery or the other specialties. Facts,
from the hinterland, are 110t really obtainable by question
naires or by asking for opinions. And anyone who wants to be
fussy can work out the statistical significance for himself.

I hope more people will follow Dr. Movsowitz' example.

F. J. Ford
University of Cape Town Professor of Child Health
Observatory
3 March 1965
I. Movsowitz. L. (1965): S. Afr. Med. l .. 39. 179.

BRIEWERUBRIEK

THE BE EVOLENT FU D OF THE MEDICAL
ASSOCIATIO

To £he Edi£or; There are surely few, if any, members, Divi
sIOns or Branches of the Medical Association of South Africa
who are complacent about the state of health of the Benevo
lent Fund.

The Border Coastal Branch has long shared these misgivings,
and about two years ago initiated a scheme to improve the
situation. The object of this scheme was to make a capital sum
available to the Benevolent Fund, which, when invested,
would provide sufficient interest to meet all commitments. In
order to achieve this, it would be necessary:
1. To provide some hundreds of thousands of Rands.
2. To have the participation of a very high proportion of

medical practitioners in [he country.
3. To enlist the participation of a high percentage of doctors

entering practice in the future.
4. To arrange for all funds collected in this manner to be

used to provide interest-producing capital.
A pilot scheme was launched in the Border to test the

feasibility of the scheme. A canvass of all doctors was made
and each doctor was asked to donate seventy-two rand (Rn)
either in cash or in stop orders over a period of three years.
To date, in twenty-seven months, we have succeeded in collect
ing R2,956.50, of which R2,400.00 has already been sent to
headquarters.

The percentage of doctors contributing towards the fund in
East London is 65 0

0 and the percentage contributing from
the country districts is 100

0.

It will be noted that a lower percentage of doctors in the
country districts have contributed than those in the city. We
feel certain that the only reason for this is the fact that doctors
in the country districts were not personally canvassed, whereas
those in East London were canvassed on a personal basis.

The project was explained to Federal Council by our
representatives and met with general approval.

The next step, however, is the all-important one, i.e. the
implementation of the scheme by the whole Association. To
achieve this the full cooperation of Headquarters, Secretarial
Staff, Central Executive and all Branches is required.

Border Coastal Branch
5 Belgrave Road
East London
II February 1965
(See also Editorial article on p. 243 of this issue-Editor!

A. W. Smit
Chairman


