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that a dedicated 'hostess' was an immense help. The senior
radiographer is required to give active supervision, and
priority problems require that a senior radiologist be con­
sulted because he will have to bear the resentment of his
clinical colleagues for whatever decision he gives.

The other side of the picture is the marked shortage
of radiographers, particularly those with three to ten
years' experience who are needed to supervise their more
junior colleagues. Enough radiographers qualify annually
from our training schools. If marriage has not removed
them from the hospital scene two years later, they find
that the reciprocal recognition of the South African
diploma in the United Kingdom enables them to travel
overseas and pay their way. Several years later they may
reappear on a half-day basis when their children go to
school. The shortage in this country is not as severe as
in Britain, where staffing for emergency duty is a big
problem. It is customary for night duty to be paid at
special rates and a commercial firm of radiographers may
be called in to do this chore. In due course, as industry
is better able to offer inducements, this situation will be
with us too.

Under the circumstances, to placate the waiting patients
and use the services of radiographers economically, the
work load must be adjusted. The report! found that radio­
graphers are occupied with radiographing the patients for
less than half their time, and X-ray rooms are in use for
even less of the available working day. Clearly radio­
graphers must confine themselves to work requiring radio­
graphic training, which means that more integrated clerical
and nursing support is needed than there is at present.
Labour-saving devices must be used far more and many
will be surprised to hear that automatic film processing
is not available in all the large X-ray departments in South
Africa. X-ray equipment should have, as standard fittings,
easily accessible controls on the working side, such as
electromagnetic brakes, light-beam delineation of field size,
movable table tops and in due course, when perfected,
automatic exposure timers.

Cassette transport by a conveyor belt system between
the X-ray room and the dark-room should be used.
Disposable containers and table coverings will eliminate
a lot of time spent on sterilization and checking of
laundry. Finally, in the design of the department, more
attention must be paid to function; fortunately in Scan­
dinavia there are examples for architects to follow in this
respect.

In the Republic some departments cater for all races
and this introduces another dimension in an already com­
plex problem. Having regard to the heavy capital invest­
ment (an adequate unit for cardioangiography with some
accessories, but not closed-circuit television, costs more
than R30,OOO) and the high recurring costs of expendable
material (120 sheets of film costing about R60.00 can be
used in one examination), the efficient use of all human
and material facilities needs more than just the shrewdness
and managerial skill that years of experience can confer.
In fact, the integration of all these facilities is becoming
a mathematical problem of great complexity.

Fortunately an answer may conceivably come through
the use of the electronic computer, which has the ability
to 'see' rapidly all the possible solutions to a problem with
many variables. In the process known as 'operational
research' it has been able to re-route economically the
deliveries of a fleet of trucks as well as to calculate the
optimum size for maximum safety of a war-time shipping
convoy. Accordingly there should be no difficulty in
advising a Provincial Administration how to use, efficiently
and economically, its radiological, radiographical and
clerical staff, its X-ray equipment and the rooms in which
they are housed, as well as its expendable material, to
give an expeditious service to patients and provide for the
training of medical and ancillary staff and yet allow for
academic research. We await the answer to these problems
with great interest.

1. uffield Provincial Hospitals Trust (1962): Towards a Clearer View: The
Organization 01 Diagnostic X -ray Departments. London: Oxford University
Press.
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In a previous article! the findings in patients suffering
from post-alcoholic hypoglycaemia were presented. A
concomitant, mild, and transient toxic hepatitis was noted
in all patients where adequate biochemical tests were per­
formed. Among the group of 23 patients there was a
5-year-old African child. Because death occurred within
16 hours of admission, inadequate biochemical results were
obtained. In this report we describe the biochemical find­
ings in the case of a 4-year-old African child admitted to
King Edward VIII Hospital in hypoglycaemic coma follow­
ing the accidental intake of gavine (distillate of shimeyane).

CASE REPORT

An African male child, aged 4 years, was admitted in coma
to King Edward VIII Hospital in June 1961. The mother

stated that the child was well the day before, but had not
wakened on the morning of admission. Her husband was
known to be a heavy gavine drinker, and she thought that
it was possible that the child had taken some of it.
Examination and TreaTment

Semicomatose child of fair nutrition, with breath smelling
of stale alcohol. Bradycardia was present. Deep tendon
reflexes were absent. There were no other abnormalities. Post­
alcoholic hypoglycaemia was suspected. After intravenous
administration of 25 ml. of 50% dextrose solution the child
responded immediately and was able to talk coherently.
Biochemical Findings

Before the administration of the intravenous dextrose solu­
tion blood was taken for biochemical and haematological
examination. The biochemical tests included investigation of
blood glucose ('true' blood sugar), alkaline-phosphatase
activity, total bilirubin, serum glutamic oxaloacetic acid trans-
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In our previous articlel it was stated that we felt the
majority of the patients could not be termed chronic
alcoholics. This case confirms the fact that chronic
alcoholism is not a necessary predisposing factor. The poor
nutritional state of the average chronic alcoholic probably
results in the liver becoming more vulnerable to mild
toxins such as ethyl alcohol. Nevertheless, in the majority
of our African patients it is probably the long-continued
inadequate dietary intake - the result of poverty and poor
dietary habits and not of chronic alcoholism - that results
in the liver becoming more vulnerable to mild toxins.

The mechanism of post-alcoholic hypoglycaemia is not
fully understood. It is known from liver biopsy findings
that there is a depletion of liver glycogen.! This probably
results from the increased utilization of carbohydrate that
occurs during the metabolism of ethyl alcohol,6 from lack
of intake of food during alcoholic coma, and from
decreased synthesis of liver glycogen during this period.
The last might be the result of failure of gluconeogenesis,
which might take place because of liver dysfunction pro­
duced by the toxic hepatitis. Further investigation is being
made into the adrenal and pituitary function of patients
suffering from post-alcoholic hypoglycaemia. At this stage
it can be said that some of the malnourished patients
appear to have associated pituitary dysfunction. It is
possible that this factor plays a part in the decreased
synthesis of liver glycogen.

Finally, it should be emphasized that prolonged coma
following the intake of alcohol, in adults or children, can
result from hypoglycaemia. Early recognition and trea~­

ment is essential since, in our experience, long-standing
hypoglycaemia in children often results in permanent
damage to the central nervous system, or in death.

~
"""c
~

Negative301419

TABLE It. DAILY BIOCHEMICAL ESTIMATIONS

Serum Serum
SGOT bilirubin alkaline Urinary

Days (Karmen (mg.per phospharase urobilin
units per ml.) 100 ml.) (K-A unirs)

I 92 0·8 30 egative
2 162 0·8 25
3 220 Negative
4 136 0·7 Positive
5 130 0·2 Negative
6 Negative
7
8 0·3 14
9 58

10
11 40 0·2

aminase (SGOl), prothrombin index, urinary urobilin and
bilirubin, and blood volatile reducing substances. The first three
tests were estimated by standard routine laboratory methods,'
the SGOT by Hergt and Langin's' simplified modification of
the original method of Karmen et al." the prothrombin index
by Quick's method, and the volatile reducing substances by
the method of Bowden and McCallum.' The SGOT, serum
bilirubin, alkaline phosphatase and urinary urobilin and biliru­
bin tests were repeated until normal results were obtained.

The findings on admission are shown in Table I, while
Table 11 shows the results of tests performed daily. From

TABLE I. BIOCHEMICAL FINDINGS ON ADMlSSIO

• Test was done a day after admission.

these results it was apparent that the patient had been ad­
mitted in hypoglycaemic coma and suffered from a transient
and mild liver dysfunction.

A glucose-tolerance test, performed after recovery from the
hepatitis, showed a normal, but 'flat', glucose-tolerance curve.

DISCUSSION

The findings in this patient are thus similar to those in
the adult group described in our previous article. l In that
article it was suggested that the intake of ethyl alcohol
had resulted in the hypoglycaemia and the consequent liver
dysfunction. In cases where gavine has been consumed,
it is possible that impurities, produced during its dis­
tillation, could play a part in the production of the toxic
hepatitis.

SUMMARY

The clinical and biochemical findings in a 4-year-old
African child suffering from post-alcoholic hypoglycaemia
and toxic hepatitis are described.

We wish to thank Prof. H. L. Wallace and also Dc. J. M.
Adnams, Superintendent of King Edward VIII Hospital, for
permission to publish the case.
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PAROXYSMAL NOCTURNAL HYPERTENSIVE EPISODES
A CASE REPORT

M. BLEIMAN, M.B., CH.B. (CAPE TOWN), Parow, Cape

The concept of paroxysmal hypertension is usually asso­
ciated with phaeochromocytoma, hypertensive encepha­
lopathy and tbe paroxysms of hypertension occurring in
patients with a labile vasomotor system. Diencephalic
hypertensive attacks and. bouts of hypertension in patients
suffering from lead poisoning, tabes dorsalis and spinal
cord injury may present a similar picture.'

CASE REPORT

Late on 29 April 1962 I was called to attend to a European
male, D.B., aged 49, who since that evening had developed
weakness of the right upper and lower limbs. On examination,
a right-sided hemiplegia was found. The blood pressure Wa3

200/120 mm.Hg. The patient was subsequently referred to
hospital. The diagnosis was confirmed and the hypertension
was treated with 'rautrax' tablets.


