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New Curriculum

SIR,-I was interested to read Professor
D. C. Morrell's letter (28 September, p.
804) in which he quite rightly pointed out
that general practitioners ought to contri-
bute to teaching in sexual matters. My letter
(31 August, p. 578) was in response to a
leading article concerning the teaching of
sexual matters (29 June, p. 686), but I
could have expanded my comments to cover
other important areas of knowledge which
medical students should have when they
qualify but which are often inadequately
taught.
The teaching of geriatric medicine should,

of course, 'be a team effort including not
only doctors (specialists and general practi-
tioners) but also the many other members
of the therapeutic team such as nurses,
occupational and physiotherapists, and social
workers. The main benefit of effective
teaching about the elderly would be to help
students who are not intending to 'be
specialists to offer better medical care to
their patients, and this would particularly
apply to intending general practitioners.
Another important benefit would be that a
few medical students would consider
specializing in geriatric medicine. Most
present consultants in geriatrics went into
geriatrics because of the particular circum-
stances in which they found themselves after
qualifying rather than because they con-
sidered it as a career when they were
students.
More academic de;partments of geriatric

medicine are needed, but a multiplicity of
professorial departments might defeat the
object I am advocating, as research would
proliferate and staff would probably be lured
away from other teaching and non-teaching
centres. All bodies concerned with develop-
ing good teaching programmnes for under-
graduates should be actively supporting
multidisciplinary teaching about medicine in
old age in curricula. Geriatric physicians
and general practitioners should be asked
to help provide this teaching.-I am, etc.,

MICHAEL GREEN
Royal Free Hospital,
London N.W.3

Hyperglycericacidaemia with
Hyperglycinaemia: A New Inborm Error

of Metabolism

SIR,-In a severely motor and mentally re-
tarded patient we have found large amounts
of glyceric acid and glycine in the blood and
urine. Hyperglycericacidaemia combined
with hyperglycinaemia has not been reported
previously and our results suggests a new
inborn error in the metabolism of glycine
and glyceric acid.

The patient is the second child of healthy
parents of Serbian origin. Birth weight 3,350 g.
Delivery was normal. From birth there was severe
hypotonia with weak sucking power. At 2 months
old the patient was admitted to the neuropaediatric
ward because of severe neurological symptoms
including myoclonic jerking, cerebellar fits, and an
almost classic chorea minor pattern. He remained
severely motor retarded and no eye contact could
be obtained. He has failed to thrive physically and
mentally and is now 2 years old with severe develop-
mental handicap. Occasional grand mal seizures
have now been added to the clinical picture. There
have been no acidotic episodes, however, and no
symptoms of renal disease. Intravenous pyelo-
graphy was normal.

By thin-layer chromatography of the urinary
amino-acids large amounts of glycine were re-
peatedly found. Quantitative determinations by
column chromotography gave the following
glycine values: in serum 0-88-1-07 mmol/l. (normal
controls <0 30 mmol/l.) and in urine 47-53-61-14
mmol/l. (normal controls <3 0 mmol/l.). The
daily urinary output of glycine was approximately
10 mmol/24 hr (20 times the excretion in normal
children of the same age). When the urine was
acidified and extracted with ethyl acetate analysis
by gas chromatography of the trimethylsilyl
derivatives revealed a large abnormal peak. Com-
bined gas chromatography and mass spectrometry
of this peak compound gave a mass spectrum
identical with that of the trimethylsilyl derivatives
of an authentic glyceric acid. Analysis of eight
urine specimens collected during a six-month
period showed concentrations of glyceric acid
ranging from 33 to 187 mmol/l. (excretion about
1-5-2-5 g/day). The concentration of glyceric acid
in the serum was about 1-2 mmol/l. This compound
was detected neither in urine nor in serum from
control subjects. The excretion of oxalic acid and
glyoxylic acid in the urine of the patient was in the
low normal range.
The patient has the typical clinical

symptoms of non-ketotic hyperglycinaemia.'
Hyperglycericacidaemia and hyperglyceric-
aciduria, however, have not been described
in this syndrome. Hyperglycericaciduria is
found in oxalosis type II (glyceric acid
dehydrogenase deficiency) together with
hyperoxaluria but these patients do not have
hyperglycinaemia and apparently not hyper-
glycericacidaemia either.2 The combination
of hyperglycericacidaemia and hyper-
glycinaemia with excretion of large amounts
of glyceric acid and glycine in the urine but
absence of raised amounts of oxalic acid
and glyoxylic acid points to a block in a
hitherto undescribed pathway in the meta-
bolism of the compounds mentioned.

This work was supported by the Danish State
Medical Research Foundation.
-We are, etc.,

N. J. BRANDT
Department of Teratology

S. BRANDT
Department of Child Neurology,
Rigshospitalet,
University of Copenhagen

K. RASMUSSEN
Departrnent of Clinical Chemistry

F. SCH0NHEYDER
Department of Medical Biochemistry,
University of Arhus,
Denmark

1 Childs, B., et al., Pediatrics, 1961, 27, 522.
2 Williams, H. E., and Smidth, L. H., New England

7ournal of Medicine, 1968, 278, 233.

Uticihin

SIR,-I have been disturbed recently to re-
ceive from Beecham Research Laboratories
information regarding Uticillin (carfecillin
sodium), an oral penicillin which is hydro-
lysed in the body to carlbenicillin. Advertise-
ments for this drug have recently appeared
in the B.M.F. in which the specific use for
this drug is stated to be the treatment of
urinary tract infection.
To advertise th-is drug, which is merely

an oral form of carbenicillin, in the way
that has been done is, to put it mildly, an
error of jludgement and probably courts dis-
aster. It is generally agreed -that carbenicillin
should be reserved for infections with Pseu-
domonas aeruginosa and cases of septicaemia
where it is used in contbination with genta-
micin. Its use in other, less serious situa-
tions where other antibiotics may be equally
or more effective is to be deprecated, as

such use can lead to populations of Ps.
aeruginosa which are resistant to carbeni-
cillin, thus rendering it uselesis when a
serious infection arises.

Its routine use in acute episodes of urinary
tract infection cannot be justified as there
are other eaually effective antimicrobials,
resistant organisms to which would not be
such a disaster, though admittedly unde-
sirable. It is probably unthinkable that Uti-
cillin should be used prophylactically in
urinary tract infecion in view of the de-
velopment of R-factor-Tediated carbenicillin
resistance. Suitable prophylactic antimicro-
bials in this situation are nalidixic acid and
nitrofurantoin, to which so far R-factor re-
,sistance has not been found, or co-trimo-
xazol'e, to which it is very rare indeed.'

T,he medical profession has a great re-
sponsibility in ensuring that yet more re-
sistant strains of bacteria do not infest our
hospitals and spread within the community.
This responsibility rests not only upon hos-
pital physicians and general practitioners
who are exposed to advertising pressures,
but also upon those medical journals which
accept such advertising copy. It is
a moral responsibility that must be borne
by medical men in whatever field they work.
-I am, etc.,

M. J. BENDALL
St. Mary's Hospital,
Colchester

1 Grunberg, R. N., Leakey, A., and Bendgll, M. J.,
in Symposium on Advances in Urinary Tract
Infection, International Society of Nephrology,
23-24 September 1974. To be published.

SIR,-We have recently received literature
from Beecham Research Laboratories an-
nouncing the introduction of UticilLin
(carfecillin sodium), a phenolic ester of car-
benicillin which can be given orally and on
absorption liberates a bacteriologically in-
active mnoiety and carbenicillin. The car-
benicillin is excreted in the urine, where
concentrations achieved are sufficient to treat
carbenicillin-sensitive strains of pseudo-
monas. We are disturbed to note that the
manufacturers suggest that sensitivity tests
to carfecilhin should be reported in addition
to those for carbeniciLlin and in fact that
the use of carbenicillin discs for routine
testing or urine is not recommended. Since
the active component of Uticillin is car-
benicillin this recoinmendation is scientific-
ally unjustifiable. Furthermore, it is not the
purpose of a bacterial sensitivity test to
report which preparation of an antibiotic is
suitable for administration by the various
routes. In addition we would point out that
at least one other oral form of carbenicllini,
indanyl carbenicillin,' has been developed
and in vitro shows a greater degree of
activity against certain micro-organisms
than does carbenicillin, which is the active
principle liberated after absorption.
The claim that Uticillin has a different

clinical useage from caxbenicilLin is not
justified and in view of the emergence of
drug resistance it is particularly imortant
that it should not be used for treating in-
fections other than those due to pseudo-
monas organisms or the rare strains of
bacteria which are resistant to all other
antibacterial agents.

Finally, we would point out that full-
page advertisements for Uticilhin have ap-
peared in the B.M.Y. which made no
referenoe to the fact that this antibiotic
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