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tion is impaired - at birth. The procedures shown are those
developed by the Special Committee on Infant Mortality of
the Medical Society of the County of ew York. Through
live-action delivery-room photography of :rctual resuscitations
and through animation, the procedures and apparatus neces-
ary for effective resuscitation are hown. The Apgar scoring

sy tern by which the clinical status of the infant can b~

rapidly a sessed i demonstrated. The phy iology of pre- and
po tnatal oxygenation and the factors that may contribute to
producing respiratory depression in the newborn are d 'cribed.

Booking for thi film may be arranged through local SKF
representatives or by writing to SKF l:"aboratories, P.O. Box
38. Isando. Transvaal. If pos ible, 4 weeks' prior notice and
an alternati e sho\ ing date of at lea t 1 month after the
preferred date should be given.

NUWE PREPARATE EN TOESTELLE

MEXAFORM

Ciba Limited, of Basle, Switzerland, introduce Mexaform, a
new antidiarrhoeal agent, and supply the following information:

Mexaform is a potent intestinal antiseptic containing Vioform
and Entobex, two antibacterial and antiparasitic substances
who e effects supplement and reinforce one another in ideal
fashion. Vioform, a drug long acknowledged as an eminently
dependable intestinal antiseptic, displays a broad range of
antibacterial and antiparasitic activity. Entobex exerts a specific
effect on pathogenic protozoa of various types (amoeba, giardia,
trichomonas, chilomastix) and also possesses good antibacterial
properties. Mexaform contains, in addition, Antrenyl, a spas
molytic, which serves to combat the spasm, colic, and tenesmus
frequently occurring in diseases associated with diarrhoea.
Mexaform is excellently tolerated and can also be prescribed
for children.

Indicarions. Mexaform is indicated for all types of diarrhoea,
including especially diarrhoea of infectious origin due to
bacteria or protozoa, as well as unspecific diarrhoea or
diarrhoea of uncertain aetiology and summer diarrhoea. Mexa
form may be employed both in the acute stage of the disease
and in chronic or relapsing cases.

A dministration and dosage. The average dosage for adults
is 1 tablet of Mexaform 3 times daily; in severe cases, treat
ment can be initiated with 2 tablets 3 times daily. Children
,hould be given I tablet of Mexaform I - 3 times daily,
depending on the child's age. A few days' treatment is generally
sufficient. In areas in which amoebiasis is common, it is
advisable to continue the treatment for 1 week, even where
pathogens can no longer be traced in the stools and where
a symptomatic improvement or a clinical recovery has already
been achieved.

Mexaform is particularly suitable as prophylactic treatment
against diarrhoeal infections, e.g. when travelling to a hot
limate or when otherwise exposed to the risk of intestinal

infection. For this purpose, it is sufficient to take I tablet 2
or 3 times daily.

Each tablet of Mexaform contains 200 mg. iodochlorhy
droxyquinoline+20 mg. 4,7-phenanthroline-5,6-quinone+2 mg.
methyl bromide of the diethylamino-ethyl ester of phenyl
cyclohexyl-hydroxyacetic acid.

Packing. Mexaform is supplied in packs of 20 and lOO
tablets.

EW PREPARATIO S AND APPLIANCES

Further information may be obtained from Ciba (Pty.) Ltd.,
P.O. Box 5383, Johannesburg. ee also adveni ement on p. xv.

HIRUDOlD

Newport Trading Corporation (Pty.) Ltd .. announce the intro
duction of Hirudoid, manufactured by Luitpold Werke, of
Munich, Germany, and supply the following information:

Therapy with Hirudoid aims at inhibiting and shortening
the rigor, calor and dolor of locally circumscribed inflamma
tory processes, which frequently accompany thrombotic and
phlebitic conditions, but above all aims at the dissolution of
blood clots.

Hirudoid is a standardized organic preparation with hepari
noids as active principles contained in a white neutral ointment
base. Extensive clinical experience as well as experimental
laboratory test with Hirudoid prove that a percutaneous
ab orption of the heparinoids takes place, and it is of particular
importance to stress that the organic substance of the product
do not require the presence of a skin-irritating agent to per
meate. The standards against which the anticoagulant effect
of Hirudoid is experimentally measured are the known coagu
lation times of human blood. An average (objective) pro
longation of the clotting time by 52% was found to be the
case as a result of topical application of Hirudoid, when an
optimal specific effect was seen about 6 hours thereafter.
Whilst an undesirable (sometimes unpleasant) pronounced
hyperaemizing effect is avoided, the full absorption of the
specifically active substances bring about the rapid remi sion
of subjective symptoms (pressure, pain). In addition to the
anticoagulant effect, a noticeable antiphlogistic and fibrinolytic
action starts with the first application.

Hirudoid is indicated for topical use in traumatic and
pathological conditions near the surface of the skin uch as:
haematomas, contusions, thrombosis, phlebitis, thrombophle
bitis, varicose vein, ulcus cruris, furuncle, and inflammatory
infiltrations due to injections.

Hirudoid is applied in a layer or on a mou selin pad On the
inflamed or thrombotic surface or around the open ulcer
itself once or twice a day, until the condition has subsided.
It has no ide-effects.

Hirudoid is supplied in tubes of t oz.. 11 oz., and 51 oz.
Further information and samples may be obtained from the

importers: ewport Trading Corporation (Pty.) Ltd., P.O. Box
1871, Johannesburg. See also advertisement on p. xxii.

In this difficult task the author is fairly successful. He holds
that while a vast amount of knowledge about the psyche is already
available, it is not put into a form the non-speciali t is able to use.
The general practitioner cannot depend on classical descriptions
of the transference situation, for the emotional attachment of
a mentally normal patient towards his doctor is very different
from the transference of a frankly p ychiatric patient. The
general practitioner must examine his patient physically and,
the author stresses, need not deter him elf with the considera
tion a psychotherapist would entertain (that he might be acting
seductively towards the patient). It i not helpful for the
general practitioner to reflect when he injects his patient that
he might be acceding to coital phantasie in the patient's mind.
General practice is totally different from an out-patient
psychiatric department.

However, when doctors become more widely aware that neurotic
complaints can be hidden in physical disorders, and perceive
the origins of neurosis in the problems of life itself-the stres es

BOEKBESPREKINGS : BOOK REVIEWS
PSYCHIATRY IN GENERAL PRACTICE

Psychiatry in General Practice. By J. A. Weijel, M.D. Pp:
viii + 208. 37s.6d. Amsterdam, London, New York, Princeton:
Elsevier Publishing Company. 1958.

The author has worked in a research team with the famous Dr.
Querido of Amsterdam, who demonstrated conclusively that many
of the patients admitted to general hospitals had psychological
and social problems about which they did not complain. In
this book the way in which a patient's medical problem is inter
woven with psychiatric problems is explored. As psychiatric
knowledge becomes better used in general hospitals, inevitably
general practitioners themselves will want to obtain understanding
about mental mechanisms and will want to train themselves in
psychiatric treatment techniques. The book deals with the nature
of the general practitioner's approach to the patient and the
patient's own attitude to medical treatment, and it attempts to
make psychiatric methods available for general practitioners.
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of living with others, of civilization and culture-the conventional
medical response of reducing a 'case' to a somatic level is no
longer possible. The doctor then needs the techniques of opening
the 'case' to include the psychosocial aspects of the patient's
existence. The author has attempted to provide interested doctors
with a psychosocial 'stethoscope' for discovering the psycho
logical aspects of the patient's life. Few doctors reading his book
will remain unimpressed with the inadequacy of traditional medical
approaches in general practice. H.W.

PLASTIC PROCEDURES IN GE ERAL SURGERY

Fundamental Technique of Plastic Surgery and their Surgical
Applications. By l. A. McGregor, M.B., F.R.C.S. (Eng.),
ER.F.P.S. (Glas.). Pp. viii + 244. Illustrated. 30s. net +
Is. 7d. postage abroad. Edinburgh and London: E. & S. Living
stone Ltd. 1960.

This book is not, as its title suggests, intended for the plastic
surgeon, but should prove a valuable guide to the general surgeon
who is frequently confronted with conditions in which skin cover
age is necessary.
The procedures dealt with are clearly described and well illustrated,
and they cover a wide field of surgery. The chapter on eyelids
should be of considerable interest to the ophthalmic surgeon,
while that on injury to the hand will provide food for thought
for surgeons engaged in accident work.

The author makes a strong plea for immediate skin coverage
of the hand and fingers which have suffered skin loss. Prompt
treatment on these lines will minimize infection and establish
function in a relatively short period, and avoid the frozen hand
so often seen in neglected cases.

That surgical bugbear 'the decubitus ulcer' is also discussed
and its treatment well illustrated. The author should be con
gratulat"d on covering so wide a field is so clear a manner.

N.P.

BRIEWERUBRIEK : CORRESPONDENCE

DOCTOR TO DOCTOR OR THE PROBLEM OF REWARD

To the Editor: The question whether a doctor should payor
otherwise suitably reward a colleague whose professional
services he has sought, has long been a somewhat vexed
and slightly unreasonable subject.

We are brought up - in a medical sense - to regard our
selves as the highly altruistic members of a selfless and learned
profession. With such a slightly Sir Galahad concept of our
selves we set out upon our various medical careers. As time
passes - especially if we later enter private practice - we
finally discover that for practical purposes we are in 'business'.
We also learn that the shining armour of some of our medical
knights is decidedly less pristine than we originally thought
and hoped.

Thus it is that cash and fees loom larger and larger in our
lives and, since expenses steadily mount (more rapidly than
fees), we become more and more conscious of our financial
needs and problems.

That the economics of medical practice play a large part in
our lives is repeatedly reflected in the Correspondence
Columns of our Journal and in the deliberations of the various
councils of our Association; e.g. how to get the medical
insurance companies in line with medical aid societies; how
to extract our just dues on third-party claims; the·se and many
other monetary matters continually exercise our thoughts,
individually and collectively.

Some feel that the very mention of money is indecent; that
all lucre is filthy and that on no account should it be allowed
to contaminate us. Others, more realistic, feel that it should be
seriously discussed whenever necessary and without shame or
fear of being thought either miserly or money-grubbing.
Still others, though they do not say so, consider its un
remitting pursuit to be practically the be all and end all of
life.

But when it comes to dealing with colleagues the vast
majority of us throw up our hands in horror if a fee is
mentioned for our services. For full-time hospital doctors this
is a reasonable attitude, since they cannot in any case charge
private fees; they are still being paid for the use of their
time and they incur no expense to themselves no matter what
procedures may be carried out.

For the self-employed doctor who is consulted privately the
situation is very different. Certainly the consultation will cost
him time, and time, we know, is money. Nevertheless, part
from running the risk of missing paying work, he is not
necessarily out of pocket; it has not actually cost him money
so far.

Suppose the sick doctor lives out of town, then the specialist
or whoever it is he calls upon may have to travel many miles
to his bedside, and petrol, as we know too well, must be paid
for.

A great many sick doctors, not unnaturally, look after
themselves up to a point, and during this period they quite
often call directly upon their ancillary specialist colleagues,
particularly pathologists and radiologists. Those who have close

dealings with doctors in these two specialities know that their
overhead and running costs are very high - especially for the
radiologists.

Thus it comes about that some of our colleagues have to
dip quite deeply into their pockets to help us when we are
sick. Not all of us unfortunately seem to realize this, and
often a phone call or a short note (or even less) is all the
thanks and acknowledgement that we bestow.

What is the solution? Probably the best ·would be for all
of us to belong to a medical aid scheme. At present we do
nothing or give presents according to our various tastes, or
make a contribution to the Benevolent Fund of the Association.

A colleague has devised a compromise system whereby he
sends a cheque to the doctor who treated him for an amount
close to that specified in the Tariff of Fees for Approved
Medical Aid Societies for the service, accompanied by a letter
explaining his 'odd' behaviour. He points out that he is only
doing what he would like to have done unto him. He requests
a receipt as this can then be used for income tax purposes;
whereas receipts from bottle stores -'no matter how much
whiskey you may give your doctor - are naturally not
acceptable to the Receiver of Revenue. This colleague feels
that a small cheque is of more use to most of us than another
bit of silver to be cleaned.

There can be little doubt that some such system would
greatly simplify the dealings of doctor with doctor and make
for greater equity.

When Mr. Eric Louw introduced the £100 allowance for
medical expenses, that was the moment when our profession
should have got its own doctoring house in order. That we did
nothing is typical of our dilatoriness and unreal approach to
money. However~ it's never to late to mend, so let us start
now.

- Medicus
30 September 1960

MELANOGENESIS THE MECHANISM OF SKIN
PIGMENTATION

To the Editor: I should be glad if you would spare me a
little space to correct a statement which appeared in my article
on melanogenesis' in the issue of the Jourrwl for 3 September.

At the top of the second column on page 756 I wrote that
mercury and gold 'unite avidly with copper'. I should have
written that these two metals can displace copper from
tyrosinase thus rendering it inert. The other substances BAL,
sulph-hydryl groups, etc. on the other hand probably form
bonds with the copper producing the same result.

I apologize for the occurrence of this error which must have
offended any biochemical reader.

C. Kevin O'Malley
501 Geneva House
Church Square
Cape Town
27 September 1%0
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