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verwar en selfs mi lei word deur die menigvuldige
gereklameerde voedselgiere wat blykbaar nie die minste
wetenskaplike grond lag het nie. ,Op hierdie stadium
van hoopvolle onsekerheid' (omtrent ve te en kroon­
slagaarsiekte) ,is dit gerade om mense te waarsku teen
dieetgiere en kwaksalwers . .. Dogrnatiese verklarings
op hierdie tydstip sal waarskynlik onjuis en selfs mis­
leidend wees. Verstandige persone sal hul dit eenvoudig
ten doel stel om redelike matigheid in hul lewenswyse te
handhaaf ten opsigte van spanning, oefening, dieet en
rook.' (Brock-vertaald.)

versus red meat, and on the effect of meat rich in
nucleoproteins, etc. The variations are puzzling to the
layman, who is also confused if not misled, by many
publicized dietary fads which apparently have no
scientific foundation whatever. 'In tills tate of hopeful
uncertainty' (as regards fats and coronary di ease)
'it is best to warn people against dietary fad and quacks.
Dogmatic statements made at this time are likely to be
incorrect and even misleading. Wi e people will aim
simply at sensible moderation of their live in re pect of
tension, exercise, diet, and smoking' (Brock).

THE MANAGEMENT OF HYPERTENSION IN GENERAL PRACTICE*

W. F. Scan, M.D. (RA ID), M.R.C.P.

Johannesburg

standing
Figs. I and 2. The changes in blood pres ure in a conscious

man recumbent and standing (Enderley).

BP. 200

BP· 120

II ins

1-----

BP. 110

,--I~~c>s:::::======::?-O
-1' ~

B.r. 120

l3.P. ClO

pressure in the brain in the erect posltlOn. At heart­
level the blood pressure remains constant but elsewhere,
unless the body is horizontal, there is a gradient of
arterial pressure. Figs. 1 and 2 illustrate the changes in
the blood pressure in a conscious man lying down and
standing Up.4 In the normal individual, the diastolic
pressure is nearly always higher in the standing than

ffg--i R~~u III b~ J1 t

BLOOD-PRESSURE READINGS IN NORMAL INDIVIDUALS

A case is presented here for taking the blood pressures
in the lying position and in the standing position with
the arm resting out laterally from the body at shoulder
level, i.e. in 90° abduction so that the degree of hypo­
tension can be better controlled, particularly in relation
to cerebral blood-pressure. Blood pressures are measured
by the method recommended by the Committee for the
Standardization of Blood Pressure Readings. 3

The hydrostatic effect of gravity on the column of
blood above or below the heart causes a gradient of
arterial pressure throughout the body. For every
15 inches of vertical height above the heart level there is
a reduction of local blood pressure of about 30 mm. Hg,
and below heart-level the pressure is raised by a similar
amount. This effect of gravity influences the blood

* A paper presented at the South African Medical Congress,
Pretoria, October 1955.

The reduction of blood pressure in the hypertensive
patient is desirable in patients manifesting symptoms of
giddiness, noises in the head and headaches, and in
whom a small reduction in blood pressure will usually
give relief. Mortality is highest when the diastolic level
is above 130 mm. Bg and where gallop rhythm, left
ventricular strain, considerable albuminuria and retino­
pathy are present. With such findings adequate lowering
of the blood pressure is beneficial and, no matter what
the aetiology, simple lowering of the blood pressure is
attended by improvement. I , 2

Cerebral oxygenation, reduced to a dangerous level
in the erect position, is the factor which limits the extent
to which the blood pressure may be lowered. At the same
time the lower the blood pressure is reduced, provided
it is not below the limits of safety, the greater the relief.

In the use of blood pressure reducing drugs, the
measurement of the effect of the drugs by taking the
blood pressure with the patient in the horizontal position
only is unsatisfactory, because some patients who show
little or no fall in blood pressure when horizontal, when
erect, develop lassitude or giddiness, lose consciousness
or develop cerebral thrombosis.
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Figs. I and 2. The changes in blood pressure in a conscious

T BLE I. BLOOD-PRESSURE (MM. HG) IN RECU mE 'T POSITlO '
U NORMALS

TABLE IT. BLOOD PRESSURE (M 1. HG) IN RECUMBENT AND
STA DING POSITIONS I NORMALS

Standing

BLOOD-PRESSURE READINGS AFTER ADMINISTRAno T OF
BLOOD-PRESSURE REDUCI G DRUGS

A similar gradient of pressure exists after the administra­
tion of blood-pressure red ucing drugs, with the difference

Highest Lowest
hlood-pressures blood-pressures

untreated treated

Lying Standing Lying Standing
RA. I. 240/160 260/160 154/120 120/86
P.O.R. 180/140 160/110 150/100 120/80
JAM. 240/130 240/120 174/100 204/100
L.1. 150/100 140/100 138/92 120/80
F.E.A. 198/94 180/80 185/110 120/80
R.O.R 220/120 200/120 150/110 110/80
H.E.R. 195/105 180/110 170/90 110/70
S.C.H. 225/130 220/120 230/130 190/120
CAR. .. 200/110 220/110 180/100 160/100
Average of the

9 patients .. 205/121 200/114 170/106 139/88

that the vasomotor paralysis induced by the drug
inhibits the compensating vasomotor reflexes with
resultant pooling, diminished venous return, diminished
cardiac output, and consequently a fall in blood pressure
in all positions, but most pronounced in the erect above
heart-level.

A reduced blood-pressure at heart-level may be
adequate for the metabolic requirements of all organs
when the body is horizontal, but may not necessarily
be so when the body is erect. The erect posture may
reduce local pressure in the elevated regions of the brain
to such a level that the circulatory requirements cannot
be met. -

Blood-pressure determinations in the erect position
are not an exact indication of the degree of cerebral
oxygenation, bedevilled as this is by variations in cerebral
metabobsm, cerebral oxygen extraction, arterial oxygen
saturation and cerebral blood-flow, and the vascular
supply of the brain has not been sufficiently explored
in controlled hypotension to ensure that, without doubt,
there is nO alteration in vascular dynamics such as, for
example, an arterial shunt mechanism.6

Cerebral function in conscious healthy adults is
slightly impaired when the blood pressure in the erect
posture falls to 60 mm. Hg,7 and electro-encephalo­
graphic evidence supports the view that 55 mm. Hg
systolic is the critical level. Findings with the total
oxygen consumption show that a net debt is incurred at
pressures below 55-60 mm. Hg under light anaesthesia,
and the debt is discharged when the pressure is restored
to higher levels. We must insist that our limits of safety
are on the high side, and as far as possible should be

TABLE ID. SHOWING THAT THE DIFFERENCE BETWEE LYING
AND STA IDING BLOOD-PRESSURES 1 CREASES AS THE PRESSURE

IS REDUCED (ARM IN 900 ABDUCTIO ,)

based on experiments and not assumption.9 The critical
level of hypotension in each individual will vary \vith
the amount of vasodilation of which he is c3.pable,
something which cannot be assessed until the drug has
been used, although high pressures fall further from the
use of hypotensive drugs in older than in younger people.
In Table ITI are shown the highest blood-pressures in
9 hypertensives with the arm out at right angles to the
body, not on hypotensive drugs, in the lying and standing
positions, and the lowest blood-pressures in the same
group under treatment.

The difference between lying and standing blood­
pressures gives an assessment of the efficacy of the drug

Arm
in 1800

abduction
125/70

With arm
in 1800

Abduction
139/81

Arm
in 90°

abduction
134/81

With arm
in 900

abduction
144/83

Arnl
adducted
14\/9\146/85

With arm
adducted
139/82

Recumbent

in the recumbent poslbon (with the reading taken in
the antecubital fo sa with the arm adducted), and the
systolic pressure i usually higher in the standing position,
but may be lower if the blood pressure in the recumbent
pO ition is already low. 5 By taking the blood pressure
while standing, with the arm supported in 900 abduction,
this initial confusion is ebminated, and an assessment is
also obtained of the hydrostatic pressure-gradient in the
body between the heart and the head, and so an indica­
tion of the cerebral blood-pre sure. By actually holding
aloft the arm of the erect patient, the blood pressure taken
at the antecubital fos a is at the same level as the brain
and so gives a reading approximating to that in the brain.
The disadvantage of this position are its awkwardness,
e pecially in the elderly, and the fact that the muscular
stre ses involved must affect the reading.

The average of the blood pressure taken in the hori­
zontal position in 18 apparently normal individuals with
the arm adducted, in 900 abduction, and in 1800 ab­
duction are shown in Table 1. It is apparent that there
is very little difference in the pressures. A comparison

of the average blood-pressure taken in 30 apparently
normal individuals recumbent; and standing with the
arm adducted, in 90° abduction, and in 1800 abduction,
is shown in Table IT, where the hydrostatic pressure­
differen~es are apparent. Both the young and the old
may show big differences between the lying and standing
blood-pressures.

Vasomotor control is responsible for maintaining the
lumen of the dependent small arterioles and veins against
the dilating effect of gravity and, by combating the pool­
ing effect of gravity in the dependent parts and splanchnic
area, ensures an adequate venous return in all positions,
and consequently ensures a sustained output and
sustained arterial blood-pressure. The heart can thus
debver sufficient blood to the brain in the upright
position, although the pressure will be about 30 mm. Hg
lower than at heart-level. In the young untreated
hypertensive the lying and standing blood-pressures are
closer to each other than in normals, but in elderly
hypertensives the differences may be great.



17 Maart 1956 S.A. TYDSKRIF VIR GE EESKU'DE 263

in treatment, for the greater the reduction in pressure
the greater the difference between the lying and standing
blood-pressures. In patients taking effective doses of
hypotensive drugs the alteration in blood pressures with
change of position is rapid; and therefore the blood­
pressure readings taken in quick succession afford a
fair estimate of the effect the drug is having. One feel
that it is unwise to reduce the systolic pressure to less
than 150 mm. Hg standing. This allows a margin for
any fur,ther fall which may occur, in rapid resumption
of the upright position, in hot or stuffy atmospheres, on
prolonged standing, and after alcohol. The patient
should be warned that a combination of these circum-
tances may, while he is taking hypotensive drugs, reduce

his labile blood-pressure to a dangerous level, and that
should he experience symptoms he should sit, or if
necessary lie down, immediately.

Griffiths10 has pointed out the added danger of a fall
in blood sugar with the administration of Methonium
and, as the brain is intolerant of hypoglycaemia; it is
unlikely to be able to withstand the combined action of
extreme hypotension and hypoglycaemia at the same
time without showing symptoms.

Because. blood pressures are notoriously variable, the
general practitioner is probably the person best placed to
regulate the hypertensive's blood pressure and life.
For, to know how effective drug treatment is, it is
necessary to take many readings over many months, at
different times of the day in the patient's own environ­
ment. As many patients with long-standing hypertension,
have some degree of left ventricular failure, pulmonary
oedema unrecognized clinically may be produced, and
mercurial diuretics are valuable adjuncts to treatment.
It is also necessary to know the factors producing stress
in the patient's life; to be able to discuss them; to
advise and, when appropriate, administer sedation, or
terpporarily increase the dosage of the hypotensive drug.
His remaining life-time is in fact one of constant
adjustment.

Vegolysen Retard
Vegolysen Retard, given by subcutaneous injection, is

a satisfactory drug. Given 8-hourly in a well-adjusted
dose it produces a satisfa<:tory fall. in blood pressure
over most of the 24 hours. Even the most stoic patients,
however, seem to revolt against the injection regime
sooner or later.

Serpasil
The action of Serpasil is central, on the sympathetic

ganglia in the mid-brain, and it is its depressing of this
centre which is responsible for the hypotensive action.
Evidently, under certain conditions and in some patients,
the hypotensive activity of Serpasil is potent. Many
patients are resistant at dosages which produce no
side-effects. The fall in blood pressure is frequently
preceded by flushing, which is ancillary evidence of
.distinctive action on the vascular system. In the recom­
mended daily doses of O· 75-1 .5 mg., Serpasil frequently
does not produce impressive falls in blood pressure, and
often doses as great as 3 mg. a day do not produce a
satisfactory fall. By toe time these large doses are used
most patients exhibit side-effects such as conspicuous

conjuncti al congestion, na al blockage, sen ation of
fatigue and sleepiness, depression, hivering, restIe ne ,
nausea, vomiting and diarrhoea, and a feeling of heat
within one or two hour of the admini tration of
Serpasil.ll When, after the blood-pres ure has been
reduced by Serpa il, and the drug i di continued
a significant fall in blood pre ure often per i t for 12
and sometimes 24 hour .

Ansolyen
Ansolysen (pentapyrrolidinium bitartrate, M. and B.
2050A) is u ually effective in reducing blood pressure.
An effective oral do e lies between 30 and 2100 mg.
daily. It is recommended that the drug hould be given
thrice daily before meals. But many patients Ii ing active
lives find it difficult to remember to take tablet before
meals. I have found a sati factory alternative regime
is t,) take the oral dose with early morning tea, mid­
moming tea, mid-afternoon tea and la t thing at night.

Significant falls in blood pressure are obtained with
as little as 5 mg. 4 times daily but, if the patient's resist­
ance to the drug is high and as the tolerance to the drug
(which eventually reaches a level) develops, dose a high
as 700 mg. may be required for a ingle dose.

The advantage of An olysen over the other methonium
drugs is the relative absence of side-reactions particularly
constipation, diarrhoea, mouth dryness and visual
disturbances. The maximum effect of Ansolysen is at
It-3 hours after oral administration, but it remains in
the system for about 6-8 hours, and the duration of the
fall in blood pressure depends largely on the dose and
on capricious absorption from the alimentary canal.
Even wben the effect of Ansolysen has worn off, a
judged by the blood pressure, some may still be retained
in the system so that the subsequent doses during the day
may have to be reduced.

In hospital practice it is probably good to give a
subcutaneous dose of 4 mg. and measure the effect on
the blood pressure over tbe first 4 hours, or do the same
with an oral dose of 40 mg., but in general practice the
facilities seldom exist for this assessment. It is practical,
therefore, to start with a small dose of (if deemed
necessary) 5 mg. daily, which can be increased by 10 mg.
every few days. Frequent blood-pressure reading taken
at the same time every few days will establish the effect
of and required increase of dosage of the drug. The
blood pressure should be taken at a time when the effect
on the blood pressure is known to be maximum after
the dose. After 10 minutes' rest, the lying blood pressure
is taken and, after standing for 60 seconds, the blood
pressure is again taken with the arm in 90° abduction.
The standing test,12 in which the do e is increased until
the patient experiences hypotensive symptoms on
standing for 60 seconds, has the objection of giving no
information of how progress i being made between the
hypertensive state and the hypotensive state where
symptoms are experienced. The first ymptom
experienced may be a 'black-out' or vascular occlusion,
and not the symptoms of faintness and languor. Although
in most patients there is a comparatively narrow margin
between the dose which has an inadequate effect and that
which has an excessive one,12 it is not 0 small tbat the
progress from one to the other cannot be followed by
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the method of taking the blood pressures as proposed
above, and so making for better blood-pressure control.

Where patients are resistant to oral Ansolysen,
subcutaneous Ansolysen should be used. A suitable

initial dose is 4 mg., with an increase of 5 mg. every few
days until the required level is reached. Some patients
are resistant to this too.

Three illustrative case histories are tabulated.
I

CASE I

WA.L, aged 50 years. Breathless in bed and on exertion, palpitations, retinal haemorrhages.

Date

J953

October 2

5
7

10

14
17
19
21
24
26
28

oV~~ber 2
4
7
9

16
20

Drugs

Veg. Ret.* 20 mg. and
readings of blood pres­
sure taken at 15-minute
intervals ..

Veg. Ret.* 40 mg. tds ..

50

90
100
100
100
120
130
140
150
160
170
160
160
160

Lying

260/130
230/126
260/130
260/146
260/148
240/120
230/120'
210/110

210/130
200/120
210/110
200/120
210/120
200/120
200/125
200/130
210/120
220/120
220/110
230/130
210/130

Arm ad­
ducted

252/115
222/130
260/122
256/122
256/110
260/140
190/110

Standing

Arm in 900

abduction

I 9O/ll0
(I) (2)

190/105 204/106
184/94 170/96
170/80 175/95
160/80 160/80
165/80 166/86
175/90 200/120
165/80 165/90
165/100 165/90
180/80 180/80
120/70 140/85
140/70 140/70
185/115 165/90
160/85 140/80

Remarks

2 m!. Theurin diuresis

tightness in chest
constipated

diuresis

diarrhoea
dizzy fatigue
diarrhoea
bowels troublesome

1954

J3Iluary

ovember 13

April'
May
June Ser. 4 tab: daily and

Veg. Ret.* 70 mg. nacre 177t lb.
Theurin 2 ml. (6 pints)

Diamox I tab. daily
Fatigue excessive

Theurin 2 m!. (4 pints)
Theurin 2 ml. (5 pints)

giddy, weak
168t lb. (5'3')
168i lb.
17H lb. Theurin 2 ml.
tired in morning

205/95
190/85
190/85

210/130
110/70

210/100
190/90
220/90
150/80
178/90

146/85
190/100
210/100
160/100

200/110
210/110
220/100
220/120

260/120
240/130
260/125

230/140
200/95

230/120
180/80
260/120
180/100
230/120

" 160 "
0·25 mg. tdsSe~.

Ser. 4 tab: daily and
Ans. 4 tab. daily

Ans. 8 tab. 'daily
Ans. 12 tab. daily

15
23

Feb~ 6
27

5
8
6

July 24
August 21

" 28
September 1
September 11

20

25

1955

February 5
March 26
April 13

27

Ans. 5 tab. daily 220/140
240/120
230/120
230/140

180/115
19O/ll0
170/100
170/120

176 lb.
178t lb.
1751 lb.

• Vegolysen Retard given subcutaneously.

(1) Standing before lying blood-pressure taken.

(2) Standing after lying blood-pressure taken.
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CASE 2
B.E. ., aged 42 years. Dizzlness.

SIGnding
Date Drugs Lying Remarks

Arm ad- Arm in 90° Arm il/ 1800
1952 ducted abduction abduction
May 29 210/30 Albumin and hypertensive
June 12 230/134 Weight 183

"
19 224/140 Blood urea 36 mg. %

August 23 Lumbodorsal sympathectomy
December 9 176/114 1 4/126
1953
February 17 224/132 210/140 no albuminuria
March 11 220/120 170/116 hivering
April 18 206/128 190/126 looks and feels better
1954
March 12 208/138 20 /140
May 14 214/142 212/146
June 25 216/144 216/146
August 6 196/124 202/128

30 Ser. 2 tabs. daily 204/126 210/124
Sept~~ber 22 Ser. 5 192/120 168/104
October 13 Ser. 5 194/116 140/112

22 Ser. 4 180/108 134/86
Ans.3

November 10 Ser. 6 166/100 128/92
Aos.3

24 Ser. 6 210/116 116/80 Giddy when standing
ADs.3 for any length of time

December 10 Ser.5 224/126 152/114
Ans.2

December 24 Ser.3 194/116 156/110
Ans.2

1955
January 21 Ser. 6 . 192/116 132/106

Aos.2
February 18 Ser. 6 204/114 168/114

Ans.2
June 13 Ser.6 240/130 150/JJO

Ans.2
July 18 Ser. 2 185/115 145/100 140/90 125/75

Aos.2
August 25 Ser.4 210/120 150/100 150/90 150/90 Had stress

Aos.4
September 13 Ser.4 160/100 50/40

Ans.5
September 16 AnsA 190/110 1I0/75
October 7 AnsA 190/130 140/105

ovember 28 Ans.4t :: 208/130 170/102

1956
January 25 Ans.4t " 176/120 114/70

Serpasil tablets-· 25 mg.
Ansolysen tablets----40 mg.

CASE 3

RAJ. Age 65 years. Chronic Nephritis with Hypertension. Original RP., 8 October 1953. 220/160

Standing
Date Drugs Lying Remarlcs

Arm in 90°
1953 abduction
October 8 Veg. ReI. 220/160

26 90 mg. tds. JJ7/1I5 180/150 Vomited
28

"
90 190/130 165/115 Blood urea 81 mg. %

Nov~~ber
30 80 180/130 180/126 Work not a hardship
2 90 154/120 120/86
9 90 175/125 144/110 Muzzy head

16 80 170/118 120/95 o energy, diarrhoea,
nausea.

19 60 200/130 180/120 Feeling well
25

"
60 180/140 126/95 Alternating constipation

and diarrhoea.
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Date

December 21

1954"
28

January 4
1I
18

Feb;~
25

1

2

March 5

April'
22
22

September 21

28

November 2

ovember 16

ovember 22
December 6
December 28
1955
January 4

11
18

Feb;~ary 1
23

Drugs

40
" 6() J,

50
50

" 50 "
Sec. 3 tab. bd.

ego Ret. 50 mg. bd. and
Sec. 3 tab. bd.

Veg. Ret. 50 mg. bd. and
Sec. 3 tab. daily

Ans. 4 tab. daily
Ser. 2"

.. Ans. 4 "
Sec. 2"
Ans. 4 "
Sec. 1"
Ans. 4 "
Ans. 4 "
Ans. 4 "

Off Ansolysen

ks. 4 t~b. daily
dosage umeliable

Standing
Lying

Arm in 90°
abduction

204/140 180/130
200/140 140/110

180/120 158/1I5
I 5/130 145/96
200/120 160/110
215/120 175/120

200/120 140/100

230/130 155/105
210/120 17~/115
195/100 135/100
210/130 160/100
210/140 170/125

210/140 200/140

190/140 190/130

230/150 170/130

210/140 190/130
210/160 190/140
210/150 190/150

240/160 260/160
190/130 150/1I 5
160/120 140/100
190/120 210/140
220/140 210/130

Remarks

Constricting chest pain

Cholecystitis
Diarrhoea.

From this date onwards
touring in Europe

Vomiting, no appetite.

Serpasil tablets - . 25 mg.
Ansolysen tablets - 40 mg.
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THE MANAGEMENT OF ALCOHOLISM*

C. BICCARD JEPPE, M.B., B.Cu., D.P.M.

Johannesburg

It is generally accepted that alcoholism is on the in­
crease; and so, therefore, is interest in and research
into the problem. It is not easy to estimate the number of
alcoholics in any given population. Jellinek has developed
a formula whereby he computes the number of alcoholics
in America to be about 1%of the population. Various
estimates of the figure for South Africa have been made;
it seems likely that the number is in the region of 90,000.
The significant figure which has emerged from a study
of the statistics, however, is not so much the nUlllber of
alcoholics, but the number of other people whose lives

* A paper presented at the South African Medical Congress,
Pretoria, October 1955.

are affected. The effect on the family-wife, children,
and so on-is obvious. In industry the effect of alcoho­
lism has been of far-reaching consequence, and it has now
been realized that it is profitable to treat the alcoholic
rather than to discharge him and train another man in
his place. This realization has had its impact on the
Rand, where the gold-mining industry and the Johannes­
burg municipality have well-established schemes for the
treatment of the alcoholic and are carrying out research
into his problems, with consequent benefit both to the
alcoholic and to the general policy of conservation of
man-power.


