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At this stage it was noted that there was still a steady,
although very slow, advance of the black necrotic edge of
the lesion, and a fourth recompression was carried out on
the day after the excision. It was gratifying to note that the
extension stopped forthwith after this last treatment.

This patient is progressing favourably and there has been a
complete regression of the phlegmon, except for a small area
over the left external inguinal ring. The peri-anal wound and
the scrotal skin defect are already showing signs of rapid
diminution in size. No clostridia have been isolated.

We are grateful to Drs. A. A. Brown, I. Grayce, S. Stein
and J. Gelb for kindly referring this patient to us.

We take pleasure in expressing our appreciation to the
Chief-of-8taff of the South African Naval Forces, Rear­
Admiral H. H. Biermann, and the personnel of the South
African Naval Diving School for the help and cooperation
which we have received, and are still receiving, from them.

We must also express our gratitude to Prof. F. D. du T.
van Zijl, Professor of Surgery at the University of Stellen­
bosch, for his encouragement in our treatment of the patients
mentioned above, and to Dr. R. L. M. Kotze, Medical Superin­
tendent of Karl Bremer Hospital, for permission to publish
the details of the patients.

REFERENCES

I. Haldane. J. S. (1895): J. Physiol., 17, 104.
2. Lambertsen, C. J., Kough, R. H., Cooper, D. Y., Emmel, G. L.,

Loeschcke, H. H. and Schmidt, C. F. (1953): J. Appl. Physiol., 5, 47 I.
3. Boerema, I. (1961): Surgery, 49, 291.
4. Boerema, I., Brummelkamp, W. H. and Hoogendijk, J. (1961): Surgery,

49, 299.
5. Illingworth, C. F. W., Smith, G., Lawson, D. D .. Ledingham, I. MeA.,

Sharp, G. R. and Griffiths, J. C. (1961): Brit. J. Surg., 49, 222.
6. Gray, L. H. (1953): Brit. J. Radiol., 26, 609.
7. Kie1er, J. (1957): Acta pharmacol. (Kbh.), 13, 301.
8. Lawson, D. D., MCAllister, R. A. and Smith, R. A. (1961): Lancet, I,

800.
9. Churchill-Davidson, I., Sanger, C. and Thomlinson, R. H. (1955): Ibid.,

1, 1091.
BIBLIOGRAPHY

Brummelkamp, W. H., Boerema, I. and Hoogendyk, L. (1963): Lancet, 1,
235.

Illingworth, C. (1962): Brit. Med. J., 2, 1271.
Smith, G., Sillar, W., Norman, J. N., Ledmgham, I. MeA., Bates, E. H.

and Scott, A. C. (1962): Lancet, 2, 756.
Smith, G., Stevens, J., Griffiths, J. C. and Ledingham, I. MeA. (1961):

Ibid., 2, 1122.

WEIGHT REDUCING DIET (1,000 CALORIES)-SAMPLE MENU

The following diet, roughly equal to 1,000 calories, can
be arranged to suit the food habits of individual patients.

Breakfast
1 portion fruit from exchange list
1 egg or a medium serving of fish (not fried)
Lettuce and tomato
Tea or coffee with milk from day's ration
One portion 'starch' from exchange list

REDUCING DIETS

PRACTICAL THERAPEUTIC DIETETICS
II: MODIFICATION OF CALORIES

lOAN M. DREOSTI, B.SC. H.Ec. (DIETETICS), formerly Dietitian-in-Charge, Dietetic Department, Groote Schuur
Hospital, Cape Town*

(b) To correct faulty dietary patterns.
(c) To prevent a feeling of hunger or fatigue.

Food Fallacies
Many patients seem unaware of the following points:
(0 Alcohol and cool drinks contain many calories, and

are therefore forbidden to those on a reducing diet.
(ii) Honey may not be taken by patients on reducing

diets.
(iii) Toast and bread contain the same amount of

calories.
(iv) Oil and butter are equally calorific.

exposure to high-pressure oxygen (hyperbaric oxygen
drenching-HOD).

In the remaining 5 cases there was a dramatic cessation
of extension of the local lesion with a corresponding im­
provement in the general condition of the patient.

The possible applications of this new therapeutic
measure in both medicine and surgery are as yet undeter­
mined, but without doubt they will be many and varied.

It deserves intensive clinical and experimental research,
so as to advance our present scanty knowledge to a stage
where it can be made more generally and scientifically
applicable.

ADDENDUM

Since the above paper was written, a further patient was
offered for treatment.

He is a White male, aged 68 years, a diabetic, who was
treated by his general practitiQner for a small peri-anal lesion
resembling a thrombosed external haemorrhoid. This was
opened with relief, but 2 days later pain in the peri-anal
region recurred, and after a further 2 days a large ischiorectal
abscess was drained. It was noted that the pus was particularly
foul.

Relief was immediate, but 1 day later the scrotum started
swelling rapidly and by that evening a small patch of
gangrene develoPed on the surface of the scrotum in its mid­
line. Crepitus could be felt, and at this stage the patient was
sent to us for treatment.

On examination at this time we found an obviously
gangrenous area extending on to the base of the penis, in­
feriorly, with an inflammatory phlegmon extending on to
the pubis and into the line of the inguinal canal on both sides.

The edge of this was marked and the patient was then re­
compressed to ATA 3 for a full 2 hours. By the next morning
his general condition was much improved, with extension of
the phlegmon by approximately 1 cm. in one small area on
the left side.

He was again recompressed on that and the following day,
with cessation of extension of the phlegmon. The day after
treatment stopped the necrotic tissue was excised without
anaesthesia and sent for culture.

*At present part-time dietitian to the Department of Medi­
cine, University of cape Town.

Overweight is a major problem encountered in medical
practice. Although many different diets have been devised
for the treatment of obesity, these frequently fail because
complicated methods of calculating calorie requirements
and long lists of suggested substitutions confuse and over­
awe the patient and are rrequently deterrents in active
treatment.

The reducing diet compiled for use in Groote Schuur
Hospital was designed with the full realization that the
range of calorie intake was possibly slightly wider than
that found in accurately calculated prescriptions. How­
ever, the intention was to make it simple, satisfying and
economical, thus encouraging the patient to follow it for
a long period.

The objectives of a reducing diet should be:
(a) To bring about a gradual loss of weight (a 1,000­

calorie diet should cause an approximate weight loss of
2 lb. a week).
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Mid-morning
Tea with milk from day's ration

Dinner (Midday or Evening)
Lean meat, poultry or fish (average serving, nor roast or

fried)
Vegetables and salads according to exchange list
1 portion 'starch' from exchange list
I portion fruit from exchange list

Tea-time
Tea with milk from day's ration

Slipper or Lunch
Lean meat, white fish, poultry (small serving, nor roast or

fried) or 1 egg or 1 oz. of cheese.
Vegetables or salad as on exchange list
1 portion 'starch' from exchange list
1 portion fruit from exchange list
Tea or coffee with milk from day's ration

Racion tor the Day
t pint of skimmed milk or t pint of skimmed milk and

t oz. (l teaspoonful) of butter to use on the bread at meals.
Notes

I. Commercial cool drinks and minerals are forbidden. A
home-made drink of lemon juice, soda-water and saccharin is
permissible, if desired.

2. No sugar is allowed in tea or coffee. Saccharin may be
taken as desired.

3. Foods should be boiled, steamed, grilled or broiled
rather than roast or fried.

4. Lower calorie diers: To bring the calorie content of the
diet down to 800 calories, omit all starch exchanges or 2
starch and 2 fruit exchanges. For a 600 calorie diet omit all
starch and fruit exchanges, and take only t pint of milk.

Exchange List

Starches. The following foods are interchangeable. Each
taken in the amount mentioned can be regarded as one
portion of 'starch' (for example, you may take 1 slice of
bread or 3 cream crackers or any other exchange):

1 medium-sized potato 2 tablespoons of rice,
1 teacupful of porridge macaroni or spaghetti

3 cream-eracker biscuits
3 tablespoons of beetroot, 3 Provita biscuit strips (or

peas, parsnips, broad equivalent)
beans, sweet potatoes, or 4 Salticrax (or equivalent)
mealie meal 1 tablespoonful of nuts

2 teaspoonfuls of Ovaltine, 2 tablespoonfuls. of ice cream
Milo or cocoa (or 1 (oz.) slice of bread t-inch
equivalent) thick

Fruit. The following fruit portions are interchangeable,
and one portion may be taken wherever fruit is allowed
on the diet list (they may be taken raw, stewed or baked):

I apple 1 mango
2 apricots 2 peaches
1 banana I pear
Teacupful fruit salad 6 stewed prunes
2 guavas Thin slice of pineapple
12 grapes I orange

The following foods and fluids may be taken without
restriction:

Asparagus, cabbage, cauliflower, celery, carrots, cress,
cucumber, green beans, kohlrabie, horseradish, leeks, lettuce,
marrow, mushrooms, olives, onions, pawpaw, pumpkin,
radishes, rhubarb, spinach, squash, swedes, tomatoes and
unsweetened pickles.

Clear soup, meat and vegetable extract (e.g. Oxo, Marmite),
tea, ground coffee (not coffee essence), soda water, lemon
juice, vinegar, salt, pepper, cinnamon, nutmeg, curry powder.

When necessary, saccharin or 'sucaryl' should be used for
sweetening.

High·calorie foods which must be avoided include the
following:

Sugar, glucose, jam, honey, syrup, sweets, chocolates, flour,
cakes, sweet biscuits, pastries, puddings, oil, fats, tinned fruit,
beer, stout, sweet wines, sausages, fizzy drinks, and fried
foods.

LOW·CALORIE PACKED LUNCHES

The following are some suggestions to the overweight· per­
son who takes a packed lunch to work or school:

1. Take your 'starch' allowance as 2 thin slices of bread,
making it more palatable with one of the fillings given
below. N.B. You are not allowed any brllter unless you
rake one teaspoonful INSTEAD OF your meat ration.

2. The meat or fish ration allowed at lunch can be re·
placed with one of the following: A hardboiled egg, a
t-inch block of cheese, a vienna or frankfurter sausage,
2 teaspoons of mayonnaise mixed with a salad (see below),
or a few thin slices of corned beef.

Sandwich spreads which may be taken instead of the
above include:

(a) Skimmed-milk cheese mixed with tomato blocks,
shredded lettuce, sweet peppers, radish or similar vegetables.

(b) Minced haddock and lettuce leaves.
(c) Shredded raw cabbage mixed with I teaspoonful of

mayonnaise.
(d) Grated biltong and gherkin.
(e) Fish paste and tomato.
(f) Minced liver.
(g) One teaspoonful of butter.
(h) Half a canned pilchard, mixed with chopped onion,

vinegar, salt and pepper.
3. To make up bulk in the lunch-box, you can take in

addition:
(a) Salads, e.g. carrots as sticks or grated, radishes, diced

cucumber, celery sticks, cauliflower, tomatoes, unsweetened
pickles and gherkins.

(b) Drinks, e.g. tomato juice (which can be made economi­
cally from tomato paste, water. salt, pepper, vinegar and
Worcester sauce), lemonade (made from soda water, lemon
juice and saccharin) and soup (from fat-free broth and the
unrestricted vegetables).

(c) Pawpaw is the one fruit which is unrestricted.

SIMPLE ECONOMICAL REDUCING DIET

The following diet has been compiled for African patients,
and is also available in Xhosa:

Diets do not have to be expensive. This diet is healthy
and cheap.

Important Rules
(i) Take no sugar. Instead use the white sweetening

pills (saccharin) which you can get from the clinic.

(ii) 'Cool drinks' contain sugar and are forbidden.

(iil) Condensed milk contains sugar and should not be
eaten. Some brands of skimmed-milk powder are cheaper
and better. Mix the powder in a cup with a little cold
water to form a smooth paste. Fill the cup up with hot
water. Pour this on your porridge and take it with your
tea and coffee at meals.

(iv) Bread. The thickness of the slice, either brown or
white or toast should fit into the measure drawn here
(half-an·inch is drawn actual size).

(v) If you leave home early in the morning, always try
to have your porridge before you go.

(vi) It is better to have at least a small piece of meat or

j
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POSTGASTRECTOMY DUMPING SYNDROME

Sample Menu for the Postgastrectomy Dumping Syndrome

Small helpings of low­
calorie vegetables, such as
carrots, pumpkin, squash or
cauliflower tops

t oz. of melted butter over
vegetables

Stewed apple, sweetened
with saccharin
4 p.m.

t a thin slice of bread
t oz. of butter
Peanut butter

Breakfast
2 scrambled eggs
t slice of toast
t oz. of butter

11 a.m.
I oz. of cheese
t a thin slice of bread
t oz. of butter
I banana
p.m.
Medium helping of meat

This is one disorder in which the considerations listed
above for high-calorie diets are not applicable.

This syndrome is caused by the absence of the normal
gastric reservoir for food, with the result that food is
rapidly delivered to the upper jejunum. The rapidly diges­
ted carbohydrates produce a hyperosmolar solution which
results in the attraction of fluid and electrolytes from the
blood, and symptoms such as giddiness, light-headedness,
unsteadiness and an overpowering desire to lie down soon
after a meal, occur. A less common type is the late or
hypoglycaemic syndrome, occurring 2 - 3 hours after a
meal. These symptoms frequently subside when carbohy­
drates-especially concentrated types such as sugar and
sweets-are restricted and the calorie intake is mainly de­
rived from protein and fat. Saccharin may be used to
replace sugars for sweetening. It is often advisable to try
to determine whether specific foodstuffs cause the syn­
drome to become manifest, since symptoms may disappear
with the omission of one offending food.

Further weight loss is likely to occur on a restricted
carbohydrate diet, and care should be taken to ensure that
the patient consumes an adequate amount of protein and
fat.

Owing to the restricted capacity of the small stomach
remnant, small meals are desirable and may be taken 6
times daily in preference to 3 larger, bulky meals. The
meals are eaten 'dry', i.e. the patient is instructed to take
no liquids within 30 - 45 minutes of eating. Vitamin and
mineral supplements are usually necessary, and iron is
particularly important in this respect.

(iv) Fibrous bulky foods should be included in the mini­
mal amounts needed for peristalsis.

The following foods should be encouraged:
Milk, cereals (macaroni, rice, bread), honey, syrups, choco­

late, salad dressings and mayonnaise, sauces, puddings,
cookies, cakes and pastries. Lactose may be added in small
quantities to beverages for extra calories. It does not impair
the flavour.

Approximately 500 calories in excess of daily needs
should effect a weekly gain of 1 lb.

High-calorie Milk Recipe
Whisk together the following and serve cold:

I pint of milk
I large tablespoon of full-cream milk powder
1 - 2 teaspoonfuls of sugar
Colouring (e.g. cochineal, orange) and flavouring (e.g.

vanilla, cocoa).

HIGH-CALORIE DIETS

Naturally, when a patient is underweight the cause of the
condition is an important feature in treatment. However,
after diagnosis several general principles should be taken
into consideration in planning the diet:

(i) There should be frequent small and concentrated
meals.

(ii) The patient should not drink water before or during
meals.

(iii) Meals should be eaten in calm and pleasant sur­
roundings.

fish every day than a lot on one day and none for the
rest of the week.

(vii) Try to eat at least one piece of fruit or some raw
vegetables every day.

(viii) Bantu beer (400 calories per pint) and marewu
(240 calories per pint) are seldom allowed, but ask your
doctor about these.

The following foods are forbidden:
Sugar, glucose, jam, honey, syrup, sweets, chocolates, flour,

buns, cakes, sweet biscuits, pastries, puddings, custards, ice
cream, oil, fried foods, tinned fruit, beer, stout, 'cool drinks',
and sausages.

Eat as much as you like of:
Clear soup, meat extract (Oxo, Bovril. etc.), tea, ground

coffee (not coffee essence), soda water, lemon juice, vinegar,
salt, pepper, mustard, cloves, cinnamon, nutmeg, curry powder
cabbage, cauliflower, celery, cucumber, green beans, lettuce:
m.u:r0w, spinach, mushrooms, onions, pawpaw, pumpkin,
radishes, rhubarb, squash, tomatoes, turnips, and unsweetened
pickles. Sweeten with the saccharin pill where necessary.

Fruit: You may take fresh fruit instead of the apple
allowed in the diet as follows:

I medil!m pear, apricot, nectarine, peach, grenadilla, mango,
plum, qurnce or orange or two guavas a thin slice of pine­
apple, a thin slice of melon, a teacu'pful of grapes or a
medium slice of watermelon. '

Instead of one slice of bread, you are also allowed to
take a large banana or two medium potatoes or a small
helping of sweet potatoes or 'uintjies' or three tablespoons
of rice or mealie-rice.

Daily Allowance (1,000 Calories)
Breakfast

Soft mealiemeal porridge - I cupful cooked
Milk (fresh, sour or powder-skimmed is best) - half a

cupful for porridge and coffee
Fruit - I apple or other fruit on list

Lunch
Bread (brown or white or toast)--l slice, thinner than the

measure given
Fish or egg or Jean meat - boiled
Milk - to have with coffee
Margarine or lard - thin scraping

Dinner
Samp or dried beans or mealie-rice or potato or sweet

potato - I small cupful (can be added to your stew)
Meat, fish, tripe, mince, liver or other meat without fat ­

t cupful boiled or stewed with very little fat
Vegetables - as much as you like from list

If you are very fat, it may be necessary to take less
than this. Your doctor will tell you.

In particular, eat less bread than you do now, eat less
mealies, eat no sugar, drink no 'cool drinks', and eat no
fried food, fat or oil.
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7 p.m.

Medium helping of fish
- either baked or grilled
with butter sauce

t a thin slice of toast
t oz. of butter
Baked custard, sweetened

with saccharin
I oz. of cheese

9.30 p.m.

t a thin slice of bread
t oz. of butter
t a medium avocado pear

Calories-approximately 2.700; protein-120 G.; fat-180 G.

Between meals, at least one pint of milk should be taken.

Grateful acknowledgement is made to the physicians at
Groote Schuur Hospital who have read and assisted with the
script. A dietetic bibliography will appear with the last article
in this series.

NATIONAL CA CER ASSOCIATION OF SOUTH AFRICA PRESIDE T'S ADDRESS*

LEWIS S. ROBERTsoN, M.B., CH.B., D.P.H.

It is my privilege to report on the considerable progress made
by the National Cancer Association in the fields of cancer
research, dissemination of information to the medical and
allied professions, education of the public, and assistance ren­
dered to cancer patients during 1%2.

In the current annual report you will find details in respect
of the activities of the Association, but I should like to refer
briefly to a few items of special importance.

Under the heading 'Cancer control activities' attention is
directed to certain fundamental requirements if cancer is to
be effectively controlled. You will observe that the Cancer
Association has an important part to play in the fields of pro­
fessional and public education. It is perhaps unfortunate that
since cancer is not a contagious or communicable disease, it
is not notifiable, hence the State Department of Health does
not play an active role in the fight against cancer, which is
the cause of death of one in every 6 of the population. As
far as Provincial Administrations are concerned, the time is
opportune for them to take active steps in introducing a free
service to South African women in the taking and the
examination of exfoliative cytology smears with a view
to reducing the scourge of uterine cancer. Certain local
authorities, notably those of Durban and Brakpan, have taken
the lead in making such services available free to their adult
female populations. When local authorities, whose duties nor­
mally do not include diagnostic and treatment services, regard
these services of such importance, it should serve as an incen­
tive to the Provincial authorities to take up the matter. The
seriousness of the disease of cancer makes it imperative for
the authorities to advance with the times in order to achieve
maximum results.

The National Cancer Association is concerned about the
plight of cancer patients who belong to the middle-income
group and therefore do not qualify for free treatment. It is
estimated that the cost of treating a single cancer patient may
be as much as R2,OOO, hence many medium-income individuals
are not in a position to afford this expenditure. More and
more needy cancer patients are being assisted by the Cancer
Asso.ciati0!l' In my vie~ ~his matter is worthy of the personal
consIderatIOn of the MInIster of Social Welfare and Pensions
in that the legal situation appears to make it possible for th~
Government to subsidize the salaries of social workers em­
ployed by certain. a~encies only, and not those employed by
the Cancer ASSOCIatIon. I do not for one moment claim that
the rela~ive State Department is not sympathetic, but where
the publIc make such generous contributions towards the fight
against cancer, it does appear that the sum total of the annual
s!lbsidy of R2~ received from the State is out of all propor­
tIOn to the senousness and magnitude of cancer. I make an
urgent appeal to the Government to reconsider this matter
and render assistance which would be worthy of the State.

The National Cancer Association was much encouraged by
t~e response to the appeal I made last year for the introduc­
tIOn of more effective anti-quack legislation. Although no
legislation has yet been placed on the Statute Book I am
able to report considerable progress. I particularly ~ish to
thank the Honourable, the Minister of Health and the
S.ecret~ry for Health for. t~eir, courteous and sympathetic con­
s!deratlOn of the ASSOCIatIon s representations. The Associa­
tIOn has every confidence that when all the facts have been
thoroughly investigated, the Minister will be convinced of the

'Address delivered at the Annual General Meeting of the National
Cancer ASSOCiatIon of South Afnca. Johannesburg, 25 June 1963.

need to take firm action. In the meantime the Association has
intensified its drive to bring the ravages of cancer quackery
to the notice of the public.

The Association's propaganda in the professional and public
spheres continues to be of outstanding merit. This is reflec­
ted in the following figures: 8,455 doctors viewed professional
education films during 146 film shows given in 1962; 470,619
members of the public received instruction in the recognition
of early symptoms of cancer. This is a proud record indeed.
Concrete evidence of the number of cancer sufferers who
have benefited as a direct result of the Association's efforts
gives reason for the greatest satisfaction.

The 8th International Cancer Congress, sponsored by the
International Union Against Cancer, was held in Mosc.ow,
USSR. during the period 22-28 July 1962. Representatives
from 62 countries attended the Congress.

The registration at this Congress was approximately ?,OOO.
Eighteen delegates from South Africa attended. The pnmary
purpose of the Congress was the exchange of informati<:lll
among scientists engaged in cancer researc.h. There ~t?re dl.s­
cussions of methods and programmes which are utIlized III
various parts of the world for the effective applicati~n of
available scientific information for the control of the dIsease.
The Congress brought together cancer workers from all parts
of the world and made possible informal as well as formal
exchange of opinions and ideas. It provided masterly sum­
maries and analyses of practically every important aspect of
cancer research.

The programme of the Congress provided for the presen­
tation of 984 papers at 78 meetings. The meetings were held
in the Moscow State University located on the Lenin Hills
overlooking the city. The arrangements for the meetings were
excellent. At the opening ceremony on 22 July, Prof. . .
Blokhin, of Moscow, was installed as President of the Con­
gress.

The sheer size of the conference did not however allow
formality to rule. Delegates took advantage of and enjoyed the
opportunity of talking to one another, uni~ibited by. ques­
tions of nationality, between Congress sessIOns and ill the
relaxed atmosphere of hotel evenings. .

Out of all this one was struck both by the magnitude of the
cancer problem 'and by the variet~ of at~itudes towards. t?e
disease, attitudes that vary both WIth natIOnal charactenst!cs
and with research facilities. One evident reason for such vana­
tion is the variation of cancer itself.

Investigations are going on into why, for instance, primary
cancer of the liver should be so common in certain parts of
Africa, and rare in Great Britain, or why in orth China,
cancer of the oesophagus is much more frequent in rural
and mountain regions than in cities. Another form of cancer
recently brought to light is the malignant lymphoma, occur~ng
in children living in a broad coast-ta-coast belt of tropical
Africa.

Much time was given to considering scientific aspects of
cancer causation: the mechanism whereby a normal cell be­
comes a cancer cell-the very crux of the problem. Many
substances capable of bringing about this change are known
and new ones are continually being discovered, but it seems
likely that they all make the same alterations in the cell. It is
postulated that these alterations occur in the genetic apparatus,
and the nucleic acids of the cell are altered in some way.
The vital truth of the mechanism, however, still eludes us.

The Moscow delegates showed their awareness that cancer
is not only a laboratory problem. There are many thousands

L




