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VA DIE REDAKSIE : EDITORIAL

RUS IN DIE BED

Rus in die bed is een van die oud le vorms van terapie.
Onge1ukkig loop ons vandag gevaar om uit die oog te verloor
dat dit 'n middel i wat met net soveel klinie e oorleg voor
geskryf behoort te word as middels' oos digitalis, morfien
en antibiotika. Die gevare van rus in die bed word nie aityd
ten volle deur ons be ef rue, en veral die publiek is geneig
om die geneesheer met 'n mate van kritiese skeptisisme te
bejeen omdat hy die pasient ,te vroeg laat opstaan'. Dikwels
word enige komplikasie, of vermeende komplikasie, ten
onregte deur die familie toegeskryf aan die beleid van die
geneesheer om sy pasient vroeg te laat opstaan. Weliswaar
vereis sekere toestande langer rus in die bed as ander, maar
die meeste klinici is vandag die mening toegedaan dat dit
wenslik is om die pasient so vroeg as moontlik ,uit die vere
te lig'.

Onder die gevare van rus in die bed is die van flebot:(ombose
en pulmonale embolisme seker die belangriksle.1 Pasiente
met hartversaking, pynlike gewrigstoestande en verlamming
van die ledemate is waarskynlik die mees kwesbare groep.

Die bomenslike toertjies wat veral geselte pasiente soms
moet uitvoer om hul om te draai in die bed, op 'n bedpan te
probeer balanseer, of om flatus of urine te probeer passeer,
lei dikwels tot 'n onbewuste uitvoering van die Valsalva
maneuwer.2

,3 Verlengde rus in die bed lei verder tot ver
minderde ventilasie vll-ll die longe en slase v.an sekresies wat
atelektase en hipostatiese pneumorue bevorder.4

Die voorkoms van osteoporose, onbruiksatrofie van spiere
en verhoogde kalsium-uitskeiding met nierstene by persone
wat lank in die bed moet bly, is oorbekend. Die gevaar van
bedsere, gastro-intestinale k1agtes soos winderigheid, hard
lywigheid, rugpyn, en die emosionele trauma wat volg op
langdurige irnrnobilisasie, word feitlik as vanselfsprekend

_ aanvaar en opgelet, maar word gewoonlik simptomaties
behandel met purgeermiddels vir hardlywigheid, aspirien vir
rugpyn, ens.

Ons wiI rue hierrnee die gebruik van rus in die bed as uit
die bose bestempel nie, maar ons wi1 die aandag vestig op
die opmerking van Dock:2 ,Pasiente moet nooit in die bed
gehou word bloot omdat dit gemaklik is om hulle daar te he,
en geen ander terapie op die oomblik die moeite werd is rue'.

Dit is dus interessant om op te merk hoe dat vroee
ambulasie gel idelik deur gekontroleerde studies vir die
behandeling van verskillende toestande bepleit word in die
hedendaagse literatuur. Levine en Lowns stel in 1952 voor
dat rus in die bed nie die beste manier van behandeling vir
miokardiale infarksies mag wees nie, en onlangs het HelanderS
sy pasiente in drie groepe verdeel: (1) Gevalle in die stoel

behandel met antistolmiddels, (2) gevalle in die stoel behandel
sonder antistolmiddels, en (3) gevalle met antistolmiddels
behandel en strenge toepassing van rus in die bed. Die
ernstigste gevalle was in groep (1) en die ligste gevalle (met
alleen elektrokardiografiese bewys dat dit nie angina pectoris
was rue) was in groep (3) vervat. Die sterftesyfer in groepe (1)
en (2) was 23 %en 20 %respektiewelik, en 44 %in groep (3).
Hoewel hierdie sterftesyfers versigtig geInterpreteer moet
word,7 dui hulle tog daarop dat ons nie bloot .volgens
gewoonte 'n bepaalde tydperk van rus in die bed moet aan
beveel nie.

Skok, emstige anemie, bloeding, en akute infeksies bly oor
die algemeen egter tog nog absolute indikasies vir behandeling
in die bed.

Chalmers et af.8 'het, wat infektiewe hepatitis onder troepe
in Korea betref, 'n baie vryer .bouding ingeneem en pasiente
is toegelaat om op te staan as hulle gesond voel, mits ·hulle
'n uur rus na elke ete. Terugvalle was nie groter met hierdie
metode as met die meer konserwatiewe metode rue. Sherlock9

voel egter dat dit in hierdie gevalle veiliger is om die pasient
liewers te lank as te kort -in die bed te hou, maar beklemtoon
ook dat in ligter aanvalle onder kinders een week rus in die
bed met twee weke herstel daarna voldoende mag wees.

Vroee ambulasie van pasiente bevorder hul moraal en
fiksheid, kateterisasie en purgasie woni'beperk tot 'n minimum
en hospitaalkoste word verrninder. Vroee ambulasie sorg
ook vir 'n groter 'oroset van pasiente in ons reeds oorlaaide
hospitaalbeddens en verrilinder ·die administratiewe koste
verbonde aan langdurige hospitalisasie.

Sommige van die nuwer waamemirigs oor korttermyn
behandeling in die bed (vir verskillende toestande) moet egter
krities beoordeel word en nie sommer as die beste behande
lingsmetode aanvaar word nie. Die nuwe benadering beklem
toon ne.! dat rus-in die bed, soos eruge ander prosedure in
die geneeskunde, sy aanwysings, teenaanwysings, gevare en
komplikasies het. Rus in die bed moet voorgeskryf word, en
die dosis gewysig word, na gelang van die kliniese verloop
van die pa~ient se toestand.
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SLIDING SCALE OF SUBSCRlPTIONS

Some time ago the Federal Council of the Medical Associa
tion of South Africa appointed a special Committee to
investigate the desirability and practicability of introducing
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a sliding scale of subscriptions for particular members within
the Association. Federal Council decided to take this step
to ensUJe that all Groups within the Association should have
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an equal share of responsibility regarding their relative
financial obligations to the Association. After careful
deliberation and consideration of all the factors at their
disposal this Committee presented its recommendations to
the Council at its recent meeting in Johannesburg. Federal
Council then decided:

1. That the rate of subscriptions for interns be fixed at
£2 2s. a year.

2. That the rate of subscriptions for practitioners in the
first two years of post-intern practice (hospital or private)
be fixed at £2 2s. a year.

3. That the rate of subscriptions for retired doctors over
the age of 65 be fixed at £2 2s. a year.

4. In cases where both husband and wife are members of
the Association, only one of them will pay the full fee of
£4 4s. a year; the other one will pay £2 2s. a year.

5. Subscription rates for all other members of the Medical
Association will be £4 4s. a year, irrespective of whether they
are engaged iD general practice or employed in a full-time
capacity.

The decision of Federal Council regarding the subscription
rates for full-time medical officers calls for closer scrutiny.
Under the conditions which obtained in the past, full-time
medical officers probably had a legitimate claim to preferential
treatment regarding subscription rates for members, since
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it was felt that the average income of full-time personnel was
less than that of private practitioners.

The recent rise in salaries has; however, changed this
position. The rate of remuner~tion of full-time medical
personnel in the various government and municipal services,
and on the staffs of universities, compares favourably with
the average net income of private practitioners as a group.
Moreover, the services rendered by full-time medical officers
cannot be regarded as isolated services. The whole structure
of medical services must be seen as an indivisible whole.
Hospital and other health services can only function effectively
against the background of private practice. May we, therefore,
make a special plea for closer cooperation within the Associa
tion of full-time medical officers and private practitioners.
Only by meeting our obligations jointly as a unified body
will we succeed in building up a strong and lasting organiza
tion.

The hospital practitioner needs the support of the general
practitioner and the practising specialist. The private practi
tioner, on the other hand, can only keep am-east of all recent
developments in medicine by keeping in close touch with
his colleague in the hospital. It will be a great advantage
to us all if Branches and Divisions could devise ways and
means of drawing more and more colleagues from all spheres
of full-time occupation into full participation in the activities
of the Medical Association.

THE CARPAL TUNNEL SYNDROME
MARTIN SINGER, F.R.CS., Department of Orthopaedic Surgery, University of Cape Town

In recent years the carpal-tunnel syndrome has been
established as a definite clinical entity. In 1947 Brain et af.!
described 6 cases and in 1953 Kremer et aP reported 40
cases. These outstanding papers clarified the clinical picture
and described the surgical treatinent required to obtain relief
from the distressing symptoms.

In this paper a further 13 patients in whom 19 median
nerves were involved are described. These include 2 Cape
Coloured females and 1 European male. Of the 19 median
nerves 16 were decompressed by operation.

DESCRIPTION

Sex. The syndrome occurs predominantly amongst
women. In this series, 12 of the 13 patients were women.
Kremer et a1.2 report 5 times as many women as men affected,
and all 6 patients in the paper by Brain et al.1 were women.

Age. It is middle-aged persons who are most commonly
affected. The ages in this series of 13 patients range from
42 years to 65 years with 8 patients in the 5th decade, and
4 in the 4th.

Symptomatology
Characteristically t~ere are paraesthesiae, numbness and

pain or ache in the median-nerve distribution in the hand.
However, the most important clinical feature. is the
paroxysmal nocturnal nature of the attack. All the patients,
except one (case 4), stated quite unequivocally that their
symptoms were far worse at night, the vast majority having
lost not less than 2 hours of sleep every night. The symptoms
were usually aggravated by manual work performed during
the day. All the patients tried to relieve the symptoms by

shaking or rubbing, or hanging their hands over the edge
of the bed, but in most instances little or no relief was
obtained by these manoeuvres. Of the 13 patients, 7 ex
perienced a feeling of 'swelling' or 'burstipg' in the affected
fingers at night, but no actual swelling was ever detected by
them.

Despite the fact that it is the area of distribution of the
median nerve that is usually involved, all the fingers were
affected in 6 patients. It is probable that this additional
involvement of the area of distribution of the ulnar nerve
may be explained by the observation that occasionally
branches of the ulnar nerve carrying sensory or motor fibres,
and given off high in the forearm, join the median nerve.
This has been confirmed at operations for severed ulnar
and median nerves which present with apparently anomalous
clinical pictures.

This condition has also been noticed to occur during
pregnancy. In this series case 3 presented when she was 7
months pregnant. The severity of her symptoms necessitated
an operation and the changes found at the operation were
the same as those observed in other patients on whom the
operation was performed.

Signs
(a) Sensory signs may take the form of hypo- or hyper

aesthesia in one or more of the affected digits, but rarely
in all. Generally, the sensory signs, when present, are
discouragingly vague. In 9 patients sensory changes were
found.

(b) There were only 4 patients with signs of motor dis
turbance. In 3 there was slight wasting of the abductor




