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TABLE IV. r CIDENCE OF OCULAR DEFECTS wrrH CEREBRAL PALSY

COMPARISO. \VITH RESULTS OF PREVIOUS INVESTIGATORS. PERCEl\'TAGES.

Table IV is a comparison of the findings of this series
with those of Guibor and Breakey.

of exo- or esophoria or 1 pri m-dioptre of hyperphoria.
The patient was con idered to have strabismus if it
was either constant or periodic at tne time ofexamination.
It was noted that in this series there were 12 cases of
heterophoria, 8 cases ofconvergent trabi mus and 3cases.

DJ C 10 T

It ha been shown previou ly that the incidence, particu
larly of quint ,i higher in the CP patient than in the
general population. Guibor concluded that 75 % of
his CP ca es had motor defect. He tate that thi
percentage i probably higher than the tati tic u ually
found. Hi patient appear to ha e been mo tly een
below 2 year of age. The present re ults how a lower
percentage of abnormalities possibly because (1) the
ca es belonged to an older age-group than Guibor' ,and
(2) evere CP case were not een. The ca e seen
could be considered as a elected group becau e, firstly,
all ca es were White (European) and, secondly, a
requisite for their admissibility into the local chools wa
that they were 'educable'. In other words they belonged
to the rehabilitable 2/7th of Phelps' clas ification. It i
felt that severer igns would be demonstrated in ca es
with more severely damaged brains.

SUMMARY

1. A total of 73 case of cerebral pal y were examined
ophthalrnologically.

2. A larger percentage of squints and other neuro
muscular lesions were demonstrated than would be
expected in a similar sample of the general population.
This bears out the conclusions of previous investigator .'

I should like to thank Drs. M. M. Pretorius and E. du Plessis for
referring cases and giving me facilities which made this survey
possible.
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Amblyopia
Esotropia
Exotropia
Horizontal Conjugate Defects
Ptosis
Spastic Lids
External Ophthalmoplegia

ystagmus
Coloboma of Iris
Congenital Cataract
Papilloedema ..
Optic Atrophy ..
Previous Choroiditis

of divergent strabismus. Table III demonstrates these
findings. It can be deduced from these results that there
is a greater number of muscle defects in these CP cases
than in the general population, a view held by previous
investigators.

3. Other Associated Abnormalities
In this series, the following associated abnormalities

were noted:

Optic atrophy-J cases (4'1 %).
Total external ophthalmoplegia-l case.
Nystagmus-3 cases (4'1 %).
Old healed choroiditis-l case*.
Anisocoria-l case.
Homonymous hemianopia-l case.

* This case was fully investigated clinically and radiologically
(including an examination for toxoplasmosis) with negative results.

SOME OBSTETRICAL PROBLEMS E COUNTERED IN GENERAL PRACTICE*

A. ROSIN, M.B., CH.B. (CAPE ToWN)

QueenstolVn

False Labour Pains
ot infrequently cases are referred to hospital, or the obstetrician

is called into consultation, because in spite of severe uterine pains
there is no progress in labour. Many of these cases are women
witb false labour pains. These women are often told some fantastic
tale about why the baby cannot descend and that tbe only hope
for mother and baby is a Ceasarean section.

Painful uterine contractions do not necessarily mean that
labour has commenced. When tbese patients are examined it is

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

noticed that tbe force of contractions is out of all proportion to
the pain. False labour pains may vary in intensity from niggling
discomfort to severe pain.

The important fact which is forgotten i that dilatation of the
cervix is the only true indication tbat labour is in progress. If a
rectal examination or, under suitable circumstances, a vaginal
examination is done, the doctor will save himself unnecessary
journeys because of a so-called obstructed labour. I can recall
very vividly being called into the country to see just such a case.
The nervous, worried mother and relatives had already been told
that a Caesarean ection was imperative. Examination showed
that the woman was obviously having false labour pains. Un
fortunately, tbe practitioner would not yield and insisted on a
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Caesarean section. Ours is a profession where honesty and in
tegrity are of first importance. The doctor mu t not be afraid to
'lose face'.

Pelvic Assessment
Two cases of vesico-vaginal fistula recently een were both

as ociated with 'failed forceps'. If ome attempt at a pelvic assess
ment had been made, in neither ca e would the hopeles lycontracted
funnel character of the pelvis have been missed. There are senior
practitioners who are unaware of the value of p_lvic assessment,
and some junior men are 0 ready to apply forceps under inade
quate supervision that the simple routine examinations for applica
tion of forcep are forgotten, with disastrous results both for
mother and child.

\ here the foetal head has entered the pelvis and obstruction
has occurred, it is as well to remember the possibility of funnelling
of the pelvis with a small sub-pubic angle and a narrow bi-ischial
diameter.

Is the patient at term?
Cases are frequently seen going 1, 2 or even 3 weeks past term,

and the question arise, is the case truly post-mature? It is extra
ordinary how very unobservant some women are about tbeir
monthly physiological processes, but careful questioning about
the last menstrual period will very often help in coming to a more
satisfactory conclusion about the due date.

Another very important point is the state of the cervix. Cases
are frequently referred because the woman is supposed to be due
and on vaginal examination a long, uneffaced, undilated cervix
is found. Such women cannot be at term and may be sent home.

Premature Rupture of Membranes
Spontaneou rupture of the membranes 2 or 3 weeks from

term without the patient's going into labour is a problem which
occasionally confronts the practitioner. In these cases the following
procedure should be adopted:

I. Examine the vulva for any obvious sign of cord prolapse.
Listen for the foetal heart.

2. Avoid doing vaginal examinations. A woman will seldom
go septic with spontaneous rupture of membranes, but once
fingers are introduced into the vagina tbe risk of sepsis is con
siderable.

3. Use medical induction, giving castor oil, hot sbower and
enema, and repeat, if necessary, 36 hours later.

4. Order the bed linm to be changed completely every 24
hours.

These patients, even if they do not go into labour, seem to come
to no harm.

Premature Labour
The chief danger of prematu~ labour to the baby is cerebral

haemorrhage. The premature mfant has a Iow prothrombin
blood-level. Its cerebral tissues cannot take the strain of the
birth process. 1 give ID mg. of vitamin K by intravenous injection
to the mother.

In these cases the premature infant will easily traverse the pelvis,
but catastrophe occurs at the perineum. Rather tban watch the
foetal head straining at the rigid perineum of the primipara, it
is far better to do an early episiotomy. The doctor will not usually
hesitate to do an episiotomy for a full-term baby, but for some
unknown rea on he always feels that tbe head of tbe premature
infant is too small to be held back by the perineum. I do not
hesitate to do an episiotomy for a premature infant in a primipara.
Jt is much better to have a 2-inch incision in the perineum than a
tear in the falx cerebri.

Keeping the perineum intact has become an obsession with
many midwives and doctors. The teaching of the evils of perineal
tear has been overdone. Every mid\vife feels that the biggest
disgrace in a delivery is a perineal tear, with the result that some
times the foetal head is subjected to so much pressure in an attempt
to maintain flexion and a slow delivery that a 'cerebral' baby is
born. But the midwife or doctor has the boast of an intact peri
neum. What does a small tear in the perineum really matter?
What does matter is a healthy baby. A small tear can be stitched
within minutes.

Crede's Expression
Crede's method is still used on conscious patients, in spite of

the fact that this way of expressing the placenta is universally

condemned. It is indeed a distressing experience watching an
outsize doctor or midwife grasping the uterus and trying to squeeze
the placenta out in spite of the woman's groans of protest. One
has only to see the resulting profound shock, or a woman bleeding
from a9 inverted uterus as a result of this manoeuvre, to appreciate
its danger. Crede's expression should only be attempted under
general anaesthesia, and then only once.

Toxaemia of Pregnancy
There are 2 points worth mentioning. It is most important to

check the blood pressure when a patient is first seen. Very often
this essential feature is left until the patient is 7 months pregnant
or more. Many fail to appreciate that a hypertensive toxaemia,
i.e., a toxaemia superimposed on an essential hypertension, c7.lTies
a far worse prognosis for the infant than a pure toxaemia (pre
eclamptic toxaemia).

The other point is this: A patient manifesting features of a
mild toxaemia is often sent home and told not to eat salt. The
patient, and often the doctor does not appreciate the significance
of the words. In these cases, what is intended is that the intake of
sodium should be restricted. It is most important then that the
patient should not take any antacid preparation containing sodium.
She is told not to eat salt, and thinks in terms of the salt cellar
but the doctor should point out that foods like ham, bacon,
corned beef, smoked fish, are salt foods rich in sodium and there
fore to be avoided.

Caesarean Section
Those of us who are practising in the smaller towns must accept

the fact that classical Caesarean section has given way to the
lower-segment operation. It must be most disconcerting to the
young houseman who at his medical school was taught all the
advantages of the lower-segment Caesarean section to start work
at a hospital and see only the classical approach. But he is im
pressed by the apparent ease and drama of the classical section,
and when he starts out on his own, the classical section may be
perpetrated. Therefore I cannot but feel that it is well worth while
repeating the advantages of lower-segment Caesarean section
and the reasons why it has established itself as the operation of
choice:

1. The incision 'is well away from the placental site and the
uterine sinuses, so that less bleeding occurs.

2. It is the part of the uterus which involutes slowly; hence
a stronger scar will form and be less likely to rupture.

3. The scar is low down and covered by peritoneum and,
therefore, there is less chance that adhesions \vill form.

4. It is far easier to suture because of the thinness of the uterus
in this area.

5. The incision is directly over the foetal head, so that the
head is far more easily delivered by a scoop of the hand, and it
is easier to apply Wrigley's forceps should it be necessary to deliver
the head in this way.

I do not completely condemn the classical operation, and I
still feel it is justified in conditions such as the following:

(a) Neglected shoulder presentation where the liquor has
drained away and the uterus is in tonic contraction on the foetus.

(b) Where there is likely to be difficulty in gaining acce-ss to the
lower segment because of adhesions of fibroids.

(c) The presence of placenta praevia.
While on tbe subject of Caesarean se~tion I should like to

mention where considerable time can be saved in the operation.
It should be the primary concern of the surgeon and anaesthetist
to produce a crying infant. The purpose is to avoid apnoea in the
infant, and, as a general practitioner who is also called upon to
give many anaesthetics, I find nothing more exasperating than to
watch a surgeon waste 10-15 minutes in tying off superficial skin
bleeders.

Maniwl Removal of"Placenta
This a far too often done as a routine procedure after the application
of forceps. Having seen the dangers of this method-sepsis or
rupture of the uterus-I feel that it should only be done as a
last resort.

An alternative and, in my opinion, a more satisfactory procedure
is an intravenous injection of O' 5 mg. of ergometrine given when
the head is born. When delivery is completed the cord is grasped
in the right hand and a firm steady pull is applied while the left
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hand carrie out a rubbing-up movement of the uterus. Again I
have seen a complete placenta delivered in this way.

Blood Transfusion
In no branch of medicine does blood loss occur so dramatically
and in such large volume as in obstetrics, and after the haemorrhage
the woman will be more subject to infection and her recovery
back to non_'1al will be slow. However, by tran fusion with whole
blood the general health of these women is quickly restored.

In the smaller towns we are less fortunate than our colleagues
in the citie. We have not got sldLled technicians at our service
24 hours a day, and we therefore have to be doubly careful when
administering blood. It is necessary to remember the following
points:

I. The correct technique must be used and great care taken
in cross-matching donors' cells against recipients' serum; otherwise
fatalities may occur.

2. Infected blood, owing to haemolysis, looks Like red ink,
and the supematant fluid is reddish instead of pale yellow. Such
blood should of course not be administered. Dangerous infection
however, may be pre-sent in the blood without these gross signs.
. 3. Blood whic.h hasyeen cooled down excessively may be
haemolysed, and IS dangerous to use.

4. Blood which has been heated above 40°C may also be
haemolysed, and dangerous to use.

5. The giving of too much blood, and too quickly, is dangerous
especially in cases of anaemia of long standing, and in old people.
The heart muscle cannot deal with the excessive amount of blood
and acute pulmonary oedema may result. _

6. 0 Rh negative woman should e er get Rh positive blood.

The South African Blood Transfusion Servi :e will group and test
the Rh factor free.

A baby developing jaundice after the fir t 24 hour i unlikely
to be a ca e of haemolytic disea e of the newborn.

Puerperal Pyrexia
I hould like to gi e a cheme of approach in the examination of
patients \ ith temperatures during the puerperium:

I. terine and Vaginal Sepsis. 11 laceration hould be utured
and blood clots cleaned away after delivery or any ob tetrical
manoeuvre. The anaerobic streptococcus will multiply rapidly
in the presence of blood clots. A udden rigor with temperature
and headache early in the puerperium is very sugge tive of haemo
.lytic streptococcal infection. Both the e organisms r pond well
to penicillin. The character of the lochia and the rate of uterine
involution, will give a good indication of the ource of infection.

2. Respiratory-TracT lnfecti~ns. Examine (a) the throat and (b)
the chest, for pneumonia or . mall areas of ollapse, particu.larly
if an aneasthetic has been administered.

3. Thrombosis. Examine the legs for thrombophlebitis or
phlebothrombosis. A woman developing signs of white leg will
respond dramatically to paravertebra.l block.

4. Renal Tract. If a temperatu~e develops from the 6th day
onwards, it is well worth while to examine the urine for pus.

5. Engorgement of Breasts. This rarely produces a temperature
of more than 100°F.

6. Megaloblastic Anaemia.' This should be remembered as a
cause of pyrexia, especially when dealing with the poorer sections
of the community.

OFFICIAL ANNOUNCEMENT : AMPTELIKE AANKONDIGING

MEDICAL AID SOCIETIES

The following new Medical Aid Societies were approved by
Federal Council at its meeting held at Vereeniging on ll-l3 April
1956:

1. Anglo-Alpha (Dudfield) Medical Aid Society, P.O. Box
7727, Johannesburg.

2. Federated Employers' Medical. Aid Society, P.O. Box 666,
Johannesburg.

3. Federation of Master Printers of S.A. Medical Aid Society,
P.O. Box 1200, Johannesburg.

4. The General Motors Medical Aid Scheme, P.O. Box 1137,
Port Elizabeth.

5. Joseph Liddle (Pty.) Ltd. Medical Aid Society, P.O. Box 106,
Johannesburg.

6. Sun Insurance Office Ltd. Staff Medical Aid Fund, P.O.
Box 429, Johannesburg.

A complete list of approved societies will be -published in the
Journal shortly.

L. M. Marchand
MedesekrelGrisMediese Huis

Kaapstad
18 April 1956

MEDIESE HUlPVEREr-'lGl 'GS

Op sy vergadering van 11-l3 April te Vereeniging gehou het die
Federale Raad onderstaande nuwe Mediese Hu]pverenigings
goedgekeur :

l. Ang.lo-Alpha (Dudfield) Medical Aid Society, Posbus 7727,
Johannesburg.

2. Federated Employers' Medical Aid Society, Posbus 666,
Johannesburg.

3. Federation of Master Printers of S.A. Medical Aid Society,
Posbus 1200, Johannesburg.

4. The General Motors Medical Aid Scheme, Posbus 1137,
Port Elizabeth.

5. Joseph Liddle (pty.) Ltd. Medical Aid Society, Posbus 106,
Johannesburg.

6. Sun Insurance Office Ltd. Staff Medical Aid Fund, Posbus
429, Johannesburg.

Biunekort sal 'n volledige Iys van goedgekeurde verenigings
in die Tydskrif verskyn.

L. M. Marchand
AssociaTe SecretaryMedical House

Cape Town
18 April 1956

NEW PREPARATIONS AND APPLIANCES NUWE PREPARATE EN TOESTELLE

Glaxo Laboratories announce Suavitil (benactyzine hydrochloride)
which they state provides a new approach to the treatment of
psychoneuroses. It has an effect upon the central nervous system
differing from that of substances previously used in the treatment
of these conditions. It can help to resolve a neurosis by a selective
action which involves no classical sedative or hypnotic effect
of the barbiturate type, nor any general suppressive effect such
as that produced by some of the more recently introduced com
pounds. The patient remains alert and objective during treatment.

Suavitil is a member of the group of anticholinergic substances,
several of which have selective activity upon various functions

of the brain. There is a wide margin of safety between therapeutic
and toxic doses. It has no detectable chronic toxicity in animals
receiving large doses daily for periods exceeding a year. Patients
on high dosage for several months have shown no signs of organic
damage.

When given in therapeutic dosage the substance is eliminated
from the body within a few hours, so there is no practical likelihood
of cumulative effect. It produces no euphoria and no withdrawal
symptoms have been detected.

It raises the threshold for external stimuli, so that the patient
in a state of tension arising from excessive strain no longer react


