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8. Male aged 6 years
He had basal meningitis at 2 months, followed by hydrocephalus

and spastic paralysis. A craniotomy was performed by a neuro­
surgeon in Johannesburg with no improvement.

Before treatment was begun he showed spasticity of arms, legs
.and neck, and was completely helpless. At the end of the 1st
week there was diminished spasticity but no further improvement
resulted even after the dose had been increased twice. Treatment
was then discontinued.

9. Female aged 5 years
Spastic quadriplegia and epilepsy present since birth. Before

treatment she showed moderate spasticity of arms, legs and neck,
and she was completely helpless. As treatment brought about no
change in spite of 2 increases in dosage, it was discontinued in
the 4th wee~.

10. .Male aged 5 years
A boy who developed normally until he was 18 months old,

when he suddenly became comatose and remained unconscious
for a week. "''hen he regained consciousness he was unable to
walk or talk and showed spastic paralysis. An air-encephalogram
showed right fronto-parietal cortical atrophy.

Before treatment was begun he showed spasticity of arms and
legs, most marked on the left, and neck rigidity. He used only his
right hand, was unable to walk, and grimaced continually. At the
end of a week's treatment the grimacing was less marked and the
spasticity of the neck and limbs had diminished. At the end of the
2nd week there was no further improvement on examination, but he
could now stand and take a few steps with assistance. At the end
of the 3rd week spasticity in the left leg and arm had diminished
still further. He could now kneel in his cot unassisted. Further
treatment produced no other improvement, but the improvement
gained has been sustained after 4 weeks on a maintenance dose.

CONCLUSIONS

Of the 10 cases treated with Tolseram, in only one case
(no. 9) could it be said that there was no response at

all, although in 4 others (nos. 4, 6, 7, and 8) improvement
was only transient and the treatment was ultimately
discontinued.

The other 5 cases showed sufficient improvement to
warrant continuation of maintenance doses of the drug,
while in 3 cases (Nos. 1, 2 and 3) improvement can
fairly be described as striking. One therefore feels
justified in stating that Tolseram is worthy of a trial
in all forms of spastic paralysis, more especially as it
appears to be quite safe and unaccompanied by any
serious side-effects.

SUMMARY

Mephenesin carbamate has been administered to 10
cases of spastic paralysis for a period of 8 weeks. Five
cases showed some improvement and, of these, :3
showed a striking improvement.

We are grateful to Dr. I. R. Vermooten, Commissioner for
Mental Hygiene, for permission to publish this paper, and to
Messers. E. R. Squibb and Sons, Johannesburg, for a supply of
Tolseram.
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AMOEBIC PERICARDITIS: A CASE REPORT

CASE REPORT

An African male 29 years old was admitted to King Edward VIII
Hospital, Durban, on 12 November 1954 complaining of severe
pain in the left hypochondrium and slight non-productive cough,
for 6 weeks. The pain had become progressively worse since its
onset. There was no history of previous dysentery or other
significant illness.

Examination. The patient, a well built and well nourished man.
was acutely ill and distressed. His temperature was 103°F. The
jugular venous pressure was not raised and there was no oedema.
There was a very tender fluctuating swelling of the anterior ab­
dominal wall in the left hypochondrium extending down from the
costal margin and about 2t inches in diameter. The surface
of the swelling was smooth, with normal overlying skin.

G. GORDON, M.B., CH.B. (CAPE TOWN)

Former Medical Registrar, King Edward VIII Hospital, Durban

this type' may easily be confused with pericarditis
from other causes, especially tuberculous pericarditis.
The serous effusion may become purulent.

3. Sudden rupture of the liver abscess into the
pericardium may occur, with suppurative pericarditis.
This may present like· the case described' below, but
sudden collapse and rapid death may occur.

The following case-history illustrates some typical
clinical features of suppurative amoebic pericarditis.

Pericarditis is a rare complication of amoebic abscess
of the liver. Reviewing the literature, Carter and
Korones1 reported a total of only 44 proved cases of
suppurative amoebic pericarditis for the period 1885
to 1950. The mortality rate was very high, and diagnosis
during life was made in only 2 cases, one of which
recovered. In an unselected series of 2,000 autopsies
performed at King Edward vrn Hospital during a
5-year period 1950-55, 8" cases of suppurative amoebic
pericarditis were found. The number of autopsies
performed was less than 10 %of all deaths.

The condition may present in the following ways:
1. Cases of liver abscess with which is associated a

pericardial friction-rub or electrocardiographic changes
suggestive of pericarditis. There is no pericardial
effusion or cardiac distress and the condition clears
up as the liver abscess is treated. This is probably not
very uncommon with abscesses of the left lobe of the
liver.

2. As a serous (sympathetic) pericardial effusion
without frank rupture of the abscess into the pericardium.
When the diagnosis of liver abscess is not apparent



Fig. 1. A: Taken on the day of admission, showing elevation of the left dome of the diaphragm. B: 12 hours after rupture
into the pericardium showing great increase in the size of the heart shadow. C: 1 mODth after discharge from hospital.
"The heart is now normal radiographicaUy.

Fig. 2. A: 4 days after admission, showing inverted
'T' waves. B: I day after rupture into the pericar­
dium. C: I month after discharge from hospital.
The 'r waves have become normally upright. Note
also the increase in voltage of 'R'.
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Blood: Hb. 5·6 g.% (38::tJ. P.C.V. 20%. M.C.H.e. 28%.
White blood-ceUs 23,000 per c. mm. polymorphs 90 %, Iymphocytes
9 %, eosinophils I % mononucJears 0 ::tJ. ESR 76 rnm.jhr
(Wintrobe).

Stool: orrnal.

Radiograph of chest on admission (Fig. lA): 'The left dome
of the diaphragm is elevated, with some pleural reaction at the
left base. A radiograph of the abdomen and fiuroscopy of the
chest indicated that the stomach with its nOlmal air bubble was
being displaced posteriorly by a large abscess in the left lobe of
the liver.

An electrocardiogram taken 4 days after admission showed
'r wave changes compatable with pericarditis (Fig. 2A).

Progress. Treatment with Camoquin' was started on tbe day
of admission and a blood transfusion of 1 pint of whole blood
was given on the 4th day. Three days after admission 500 C.c.
of thin 'anchovy sauce' pus was aspirated from the abdominal
swelling. FOUT days later annother 300 c.c. of pus of a similar
nature was removed from the same site. The patient was now
very much improved and his temperature was normal. This
improvement continued until the evening of his 11 th hospital
day, when he developed a sudden severe lower substernal pain.
His condition deteriorated rapidly and he became very dyspnoeic.
The neck veins became engorged and there was pitting oedema
over the sacrum. Pulsus paradoxus was present. There was now
no palpable cardiac impulse and the heart sounds were faint and
distant. Immediate aspiration from the original abdominal site
yielded 300 c.C. of typical 'anchovy sauce' pus. The following
day a radiograph of the chest showed a great increase in the size
of the heart shadow (Fig. 1B). The pericardial sac was aspirated
through the left 5th intercostal space 3/4ths of an inch lateral to
the mid-clavicular line and 600 c.c. of thin 'anchovy sauce' pus
was removed. The laboratory report on this fluid was as follows:
Macroscopic: Turbid blood-stained fluid with a large clot.

Microscopic: Pus ++. Erythrocytes +++. Organisms not
detected (neither acid-fast bacilli nor amoebae
were detected).

Protein 4·6 %.
The patient improved almost immediately. The apex beat

was now palpable in the mid-clavicul¥ line and the heart sounds
became louder.

Treatment with Camoquin was stopped and a course of emetine
hydrochloride. I gr. daily for IO days and procaine penicillin,
600,000 LV. twice daily by injection, was started. He was also
given 2 C.C. of mersalyl intramuscularly and this was continued
twice weekly. The emetine was followed by a course of Chloroquin,
250 mg. twice daily by mouth for 20 days.

Five days later the pericardium was again aspirated and 150 C.C.

of a light-chocolate-coloured pus was removed. The abdominal
swelling was aspirated through the original site immediately
afterwards and 800 c.c. of a similar chocolate-coloured pus was
obtained. Aspiration of the pericardium and liver abscess was

S.A. TYDSKRIF VIR GENEESKUNDE
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The pu1;e was normal and the blood pressure 140/60 mm. Hg.
The ap<x beat was easily palpable and not displaced. The heart
sounds were of DJrmal intensiry and a pericardial friction-rub
was heard at the apex.

Special investigations were as follows:
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attempted 7 days later, but no pus was obtained. The patient
improved steadily and was discharged from hospital 40 days after
admission symptom-free and with no signs except that the ECG
was still abnormal, showing inverted 'T' waves in the limb
leads and leads V3-V6.

He returned to hospital for review I month after discharge.
He was feeling well and no abnormal signs were found. The
electrocardiogram' and radiograph-of the. chest were now both
normal (Fig. 2C and Fig. IC), as was the blood count. The ESR
was 4 mm. per hour (Wintrobe).

When he was last seen 2 months after discharge from hospital
he was quite well.

DISCUSSION

The patient presented with an amoebic abscess of the
left lobe of the liver and a pericardial friction-rub.
On the 11 th day of admission the abscess ruptured
into the pericardium.

The pericardial friction-rub was a significant finding,
indicating that more serious pericardial complications
were likely. This has also been the experience of other
authors.1 ,3

The electrocardiograptllc findings shortly after
admission confirmed that pericardial involvement had
already occurred.

I have, however, seen cases with friction-rub and
similar electrocardiographic changes that recovered
uneventfully on conventional treatment without showing
any evidence of serious cardiac involvement.

There are too few records of successfully treated
cases to indicate clearly what are the best methods.
It is clear, however, that emetine or Chloroquin must
be given to eradicate the amoebae in the tissues. One
might argue that there is cardiac embarrassment and

for this reason emetine should be avoided, but I am
not convinced that Chloroquin is as rapidly effective
in tissue amoebiasis as emetine and would prefer
the latter drug, at any rate up to a total dose of 6 gr.
Chloroquin could be given simultaneously with, or
after, the emetine.

Huard and Meyer-May4 recommend surgical
drainage of the liver abscess and pericardium but,
unless aspiration was technically very difficult because
of thick pus or inaccessabihty of the abscess, I should
prefer to avoid surgery since the patient is gravely ill
and the risk of secondary infection is greater tnan with
aspiration. Both pericardium and liver abscess should
be aspirated.

As with uncomplicated liver abscess it seems logical
to give an intraluminal amoebicide such as diiodo­
hydroxyquinoline to eliminate bowel parasites, when
the patient has recovered from the acute episode.

In the case reported here recovery seemed complete,
but the follow-up is short and eventual constrictive
pericarditis may be a possibility. The remarkable
absence of scarring in the liver following amoebic
abscesses- encourages one to think that the cure may
be permanent.
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ELECTRICAL APPARATUS FOR MEDICAL PURPOSES

A letter on this subject dated 15 December 1954 from the Post­
master General to the Registrar of the South African Medical and
Dental Council was published in the Journal' on 19 March 1955.
The Postmaster General has since addressed two further letters,
dated 27 June 1956 and 21 August 1956, to the Registrar, who
has sent them to the Journal for publication:

(1) 27 June 1956

With reference to my ... letter of 15 December 1954, I have to
inform you that the period allowed for the conversion of electro­
medical equipment at present in use to new frequencies has been
extended by one year to 1 January 1958.

The tolerances applicable to the various frequencies are:

Frequencies Tolerance
13,560 Kcs :'::: 0·05 % of frequency
27,120 Kcs ± 0·6% of frequency
40·68 mcs :'::: 0·05 % of frequency
2,450 mcs :'::: 50 mcs of frequency
5,850 mcs :'::: 75 mcs of frequency

(2) 21 August 1956
With reference to my ... ' letter of 27 June 1956, it has now

been decided that old apparatus may continue to ..be used in­
definitely on a non-interference basis but if interference with
radio reception is caused the ovmer will be requested to convert
the apparatus to one of the new frequencies.

I. Frequencies of Electrical Apparatus for Medical Purposes (1955): S. Afr. Med. J., 29, 287.

COST OF THE AMBULANCE SERVICE

Mr. J. M. Williams, Deputy City Treasurer, Cape Tovm, has
addressed under date 11 July 1956, the following letter to the
Secretary of the 1eclical Association of South Africa:

I have been requested by the Secretary for Health to com­
municate with you in connection with the high cost of running
the ambulance service incurred by this Council as the controlling
local authority for the conduct of the Cape Peninsula Local
Authorities Ambulance Service.

While local authorities are responsible for. the conduct of the
ambulance service, the Department of Health accepts responsi-

bility for the cost of conveying· incligent patients to and from
hospital.

The ambulance service is not part of the free hospitalization
scheme conducted by the Provincial Hospital Department, which
is responsible only for the free treatment of patients when within
its hospitals.

It is enquired whether the assistance of your Association could
be enlisted to seek the cooperation of the medical profession to
reduce the COSt of the Cape Peninsula ambulance service, whose
vehicles convey nearly 100,000 patients a year over a distance




