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EDITORIAL VAN DIE REDAKSIE

TYPHOID FEVER

The use of chloramphenicol in the treartment of typhoid
fever still .predominates over the use of all other anti­
biotics. There is, however, still no final decision about the
most effective way to uSe this drug.' The la~e initiaJ dose
first advocated is no longer recommended, since .it was
noted .that this .is .liable to produce acute circulatory col­
lapse frOm the release of bacterial endotoxin in large
amounts. Many workers advocate initiarl doses of 1·5­
2 G. a day, reduced by one-third after 2 or. 3 days when
the temperature has fallen to lOO°F., wj,th a ifiUl'ther. reduc­
tion in dose whenttIe patient has become aiebrile. Main­
tenance of treatment for'a further 14 days is generally
adopted. When. treatment is carried out for a shorter
period, there is a risk of relapse. Some workers have
given interrupted courses of treartment on the grounds of
economy' and to reduce side-effects. Thus, doses may 'be
given fo~ 7 days," and afrt~r an intervaJ of 5 - lO days a
ecQnd course is given for 5 - 7 days at a dosage of 1 - 2

G. a day.
There has also been controversy wj,th regard ·to the

pacing of doses. Spacing is often on a 4-hourly basis
while the fever lasts, but there are many who have given
the drug' at 12~hourly jntervals. The inQ.ibitory effect of
chloramphenicol on antibody formation has led several
workers to inject T A.B. va:-ccine in the later stages of
treatment; here too fUIttiher information is needed about
the number of doses required arid ithe e:ffiicacy of this
inoculation:

Steroid therapy during' the early stages of treatment
has produced impr.essive effects, for iilstance in the toxic
crisis that may follow ithe :initial chloramphenicol ·treat­
ment.

The incidence of ileal 'perforation has not been notably
reduced by chloramphenicol therapy. For ,this complica­
tion conservative measures are used. Chloramphenicol
therapy is continued by injection, gastric suction is per-

formed, and continuous intravenous administration of
saline, blood, and nutriment is given. Intestinal haemor­
rhage is also still liable to occur, for which blood ·trans­
fusion minimizes the dangers. Acute haemolysis with
haemoglobinuria is a rare complication of typhoid fever,
which may precede therapy, but may develop during
the tOlQC crises of early treatment with the antibiotic.
Other toxic effects associated with the use of chloram­
phenicol are rashes, nausea, vomiting, and moniliasis;
while diarrhoea, caused by resistant staphylococci, may
be fa1a!l. Avj,taiIIli:nosis (B-complex) and agranulocytosis
may be produced by prolonged admi.I1!istration of the drug.

In the treatment of typhoid carriers cWoramphenicol
has not proved satisfactory. Combined therapy with a
tetracycline has been recommended, and large do es of
penicillin have also been used. Chronic urinary carrier
may respond to chloramphenicol alone given in large
doses, but chronic biliary carriers present a more difficult
problem; and when intensive ohemotherapy fails, cholecy ­
tectomy becomes necessary.

In tthe treatment of typhoid fever, chloramphenicol
does not abolish ithe serious complications of 'the disease,
nor does it reduce the incidence of the carrier state;
nevertheless, <it is Ithe important drug used -in this disease.
In acutely toxic patients corticosteroid is a valuable ad­
junct t.o .the antibiotic and, in the later stages of treat­
ment, multiple doses of T.A.B. vaccine may reduce the
incidence of carriers. While urinary c:a.IT'iers will usually
respond to intensive antibiotic treatment (unless hydro­
nephrosis, stone, or chronic schistosomiasis have caused
structural defects and urinary stasis) cholecystectomy may
still be necessary in many biliary carriers.

1. Fairley. N. H., Woodruff. A. W. and Waiters, J. H. (1961): Recellt
Advances In Tropical Medicine. London: Churchill.
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Op die gebjed van die Mrik<lame geneeskundige termino­
logie moot' elke puMilcasie WliJt: 'n nuwe gebied op 'n
bevredigende manier dek, as 'n besondere bydrae beskou
word. Dit is dan ook die geval met die nuwe kaitalogus
van chirurgiese instrillmoote wat onlangs deur die firma
Medicon-Meister-instrumeDlte in samewerking met die firma
Protea Holdings wygestel is. Hiierdie (sesde) u.we van
hul lmJta!logus is die. eerste in sy soorrt wart: in M1rilcaans
en Engels opgestel is en wait uitslUliilik met die oog op die
beIange van geneeshere en van die hospi1ale in die land
uitgegee <is.

Dit gee ''11 gevoel van besondere bevrediging om te sien
in hoe 'n maJte honderde chirurgiese instrumente, wat
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v,oorheen aan die meeste geneeshere legs deur middel van
hul.Engelse name bekend was, nou ook in Afrilcaans be­
noom is. Daa.r;by moet ook aangemerk word dat die op­
stellers hulle me net van transliterasie bedien het nie.
Hulle het in 'n groot mate ook gebruik gemaak van die
buigba.a:Pheid en soepelheid van die Afrika.anse segswyse­
dikwels met verrassende en treffende resultarte, soos gesien
k!an word uit die volgende vool1beelde: aa!ldvoerders
(needle holders), kJepmes (valvutome), knabbeltange (Ron­
geur forceps), sny,tange (cutting forceps), oordeurslag en
neusde1lf5lag (A~c ear punch, nasal punch), piImesse
(swivel knives), deppentange (sponge-holding forceps), ens.

Die stelsel wait by die spelling gevoLg is, is die aanvaarde
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spelreels van die Akademie in vel'band met die skryfwyse
van vreemde woorde en baster-vorme (veml van Grieks­
Laitynse herkoms). Desnieteenstaande het daaJr tog 'n aantal
foutjies mgesluip, soos byvoorbeeld urethm ~.p.v. uretra,
ofthaJlmoskop ·i.p.v. oftalrnoskoop, ens., wart: afwykings van
die spe1reels is. Ook is daar sulke foutjies soos die verkeerde
gebruik van die.woord Ius ~.p.v. lis (vreerndevoorwerplus)
en 'n effense vefWa!rring wait betref die aanmekaarskryf
van selfstlandige ,naamwoorde, wait sorns loo geskry[ word
as twee woorde (trommel¥lies lanselite), soms met 'n
koppelteken (uterus-sondes), en soms as een woord (his­
terek<tomiek!lemme).

By 'n bydme soos hierdie sou dit egter vitterig wees om
die betreklike kleinaantal foutjies te veel te bekJemtoon.

HWle word aangetoon met die doel om die opstellers se
aandag op moontlike vembeteringe te vestig wanneer 'n
volgende uitgawe van die kaitallogus OOIiWeeg word.

Die £irma wat hierdie ondememing aangepak het, sowel
as die kollegas wat daarmee behuIpsaam was (maaT wa.t
ongelukkig anoniem moet bly), mom met 'hierdie poging
gelukgewens word. Dit kan sekel'lik as 'n goeie vOO11beeld
dien vir baie ander persone en instansies om elkeen op sy
eie roamer en ,binne die perke van sy eie gebied 'n waardige
bydrae te probeer maak ,tot die skepping en bestendiging
van 'n Afrikaanse ,geneeskundige terminologie wat die
hele gebied van die mediese wereld, in ail sy baie uiteen­
lopende l'igtings en fasette en afdelings, dek.
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Until such time as the clinical picture of acute uraemia
has a sound physiological basis, treatment will remain
largely empirical. The excellent results obtained with the
introduction of fluid restriction and non-protein diets, and
the use of the artificial kidney, have obscured our lack of
knowledge of the underlying processes producing most of
the symptoms and signs that we associate with this syn­
drome. We know that hyperpotassaemia may cause cardiac
arrest, that severe metabolic acidosis may be fatal, that we
must avoid overhydration, and ,that a blood-urea level of
over 350 - 400 mg. per 100 m!' implies that other retained
meta!bolites are reaching high levels. Recently, tile poor
prognosis in septic and traumatic cases has been stressed.
However, (a) no explanation has yet been found for the
gastro-intestinal lesions, pericarditis, anaemia, bleeding
tendency, or extensive neurological manifestations of
uraemia; and (b) there is no correlation between the blood
urea and these clinical manifestations, and there is no
correlation between the clinical manifestations of uraemia,
the degree of renal impairment, and the chemical abnor­
malities found.

If death is not attributed to sepsis, hyperpotassaemia,
metabolic acidosis or congestive failure from overhydra­
tion, it ~ vaguely described as 'uraemic'. Alternartively,
if the blood or serum levels of urea, potassium, or carbon­
dioxide content did not reach those commonly considered
dangerous, it might be tempting to think that the extreme
metabolic upset did not cause the patient's death.

Uraemia has therefore become a useful term to cover
our ignorance, and we have begun to use 3 biochemical
estimations as a yardstick of the course of acute oliguric
renal failure, despite the fact that they do not necessarily
parallel the clinical state or one another.

As long as this position exists, there is little incentive
to discover the true physiological basis of symptoms and
signs, since we can dialyse earlier and earlier to avoid
running into unexplained difficulties. However, haemo-

dialysis is still an expensive and highly specialized pro­
cedure available in very few -centres in South Africa, and
it is essential that medical treatment be understood and
practised as widely as possible. Further advances in medical
treatment can come only when we know more of basic
physiology.

This introduction is not aimed at belittling the value of
the artificial kidney. There is no doubt that haemodialysis
is oflten a Me-saving procedure. We contend,though, that
improvements are necessary in the machine itself, to enable
it :to clear the blood of .etained meta!bolites more ade­
quately. Further, we shall show how some complications
such as hyperpotassaemia and acidosis can usually be
medically contro11ed, whereas other problems, such as
unexpected deaths, hepatorenal failure, and infection in
uraemic patients, require emphasis and study.

MATERIAL

We present here the records of the first 51 Bantu patients
referred to our renal unit for opinion, during the 21
months up to February 1961. This number does not re­
present all hospital uraemic patients over this period, since

TABLE t. DIAGNOSIS IN 51 PATIENTS REFERRED FOR POSSIBLE DIALYSIS

Survival in
Diagnosis Patients No. dialysed

dialysed patients
Prerenal uraemia 3 1 1
Renal uraemia .. 39 18 6

Acute oliguric renal failure
(uncomplicated) 8 4 3

Acute oliguric renal failure
and severe sepsis or trauma 4 4 2

Acute oliguric renal failure
and jaundice 11 9 1

Acute oliguric renal failure
and chronic disease 5 1 0

Chronic renal disease 11 0 0
Postrenal uraemia 7 2 1
Miscellaneous .. 2 2 0


