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DIE BEHANDEUNG EN HANTERING VAN PARAPLEGIESE PASIE TE

Vir baie geneeshere en ander persone wat betrokke is by die
behandeling en hantering van paraplegiese pasiente, roep die
woorde, ,paraplegiese pasient' die beeld op van iemand wat
aan die bed gekluister is, wat groot oop bedsere het, wat met
'n inblywende kateter aan 'n bottel sleg-ruikende urien
gekoppel is, en wat onderhewig is aan pynlike spierkrampe.
Tot nog maar onlangs was hierdie toestand van sake werklik
van toepassing op pasiente met ernstige siekte van die rug
murg, en tussenkomende infeksie het maar alte dikwels die
genadeslag en verlossing van die lyding meegebring.

Uit die artikel van dr. McMurrayl oor ,The treatment and
rehabilitation of traumatic paraplegic patients in South
Africa' eo die brief van dr. Jacobson2 in antwoord daarop,
wat vroeer vanjaar in die Tydskrifverskyn het, blyk dit hoe'n
groot behoefte daar nog in hierdie land bestaan aan spesiaal
toogeruste eenhede waar paraplegiese pasiente behandel kan
word. Elders bestaan daar wel sulke sentrums wat spesiaal
uitgerus en met personeel toegerus is om probleme in hierdie
verband te hanteer. Een van die meer bekende imigtings van
die aard is die Stoke Mandeville-hospitaal by Aylesbury in
die Verenigde Korunkryk. Guttman en sy kollegas3 het daar
baie voorbereidingswerk gedoon. Die hantering van para
plegiese pasiente vereis die entoosiastiese samewerking van
geneeshere, fisioterapeute, en verpleegsters op 'n groter skaal
as in enige ander vertakking van die medisyne. Want dit is
slegs deur spanwerk dat gooie resultate behaal kan word en
dat die lewe van die pasient draagbaar: gemaak kan word-dat
selfs 'n mate van selfstandigheid deur die pasient bereik kan
word.

Daar is baie aspekte aan die probleem van die paraplegiese
pasient verbonde, bv. beheer van pyn, spierkramp en ver
krimping, bedsere, blaasfunksie, en die laaste maar nie die
minste rue, rehabilitasie wat betref die geestestoostand van die
pasient. Platt en sy medewerkers4 het die voorkoming van
hierdie toestande beklemtoon, maar die aanvang van kompli
kasies is dikwels stadig, en as hulle eers gevestig is, ontwikkel
hulle vinnig sodat die pasiente by die hospitaal beland met
ernstige bedsere en growwe misvormings.

Tans word twee metodes gebruik om spastisiteit en sy
meegaande euwels te verlig. Eerstens kan genoem word 'n
gekombineerde operasie wat bestaan illt obturator-neurek
tomie vir die verligting van adduktor-spasma, oorplanting
van die spiertendon van die hakserungs na die knobbels
van die femur (om buiging van die knie in strekking te ver
anderS

), en eenvoudige tenotomie van die achilles-tendon om
spastiese voetsoolbuiging te verlig. Platt et al. 4 het gooie
resultate met hierdie metode bereik. Afgesien van die voor
die-hand-liggende nadele van chirurgiese prosedures by
hierdie soon pasient, gee die operasie ook aanleiding tot 'n
neurologiese tekort, en in baie gevalle verander dit net een
voudig 'n spastiese ledemaat in een wat slap is.

Meer onlangs is die gebruik van intratekale fenol in 'n
medium s06s gliserien of ,miodil' beskryf. Die idee om 'n
chemiese toksien vir 'n perifere senuwee te gebruik, is rue nuut
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nie, en sulke stowwe soos alkohol is in die verlede gebruik.
Fenol het baie voordele bo ander tok ines wat vinniger werk.
Met ondervinding kan dit gelokaliseer word tot 'n paar
anterior of posterior wortels, en daarOOnewen is sy ak ie Die
onmiddellik en onomkeerbaar Die. Dit skyn ook'n elektiewe
uitwerking te he op die geleiding van pyn, onder om ander
sensoriese modaliteite aan te ta .6,7 Motorie e krag word
soms verbeter deur die verligting van sterk pa ti iteit iets
wat die oorblyfsels van willekeurige krag kan OOdek. Daar
is egter een groot nadeel by die gebruik van fenol, waarop
alle skrywers wys, naamlik, inmenging met blaa funk ie.
Dit gebeur as die fenol die rugmurg self OOreik of afsak tot
by die sakrale wortels. Met die voorOOhoud dat die geOOur
likheid verhoed kan word, kan die gebruik van fenol werklik
tot voordeel wees by die verligting van pyn.

Daar is nie algemene ooreenstemming oor die OOste metode
om bedsere te behandel nie. Doeltreffende verpleging is waar
skynlik die belangrikste faktor. Dit is treffend om te sien hoe
'n diep, aktiewe seer kan opklaar met geduld en toewyding.

Die hantering van blaasfunksie is alreeds uitvoerig 00
studeer deur neurofisioloe, neuroloe, en uroloe. Geen twee
gevalle van rugmurgsiekte is egter eenders nie. Infeksie van
die urienwee moot, indien moontlik, voorkom word, maar dit
is selfs onder die beste omstandighede nie altyd moontlik nie.
Veel kan egter tog gedoen word om die lewe van die pasient
draagbaar te maak. Die doel moot wees om 'n outomatie e
blaas te verkry in gevalle van hoe algehele afsluiting van die
rugmurg. In ander gevalle mag daar oorblyfsels van wille
keurige beheer wees, en alle pogings moet in die werk gestel
word om die funksie te probeer OOwaar. 'n Klein spastiese
blasie moet vermy word, en pasiente moet aangemoedig word
om unen in toenemende hoeveelhede te OOhou om die ,muur'
van die blaas te rek.

Saam met die rehabilitasie van liggaamlike funksies is daar
die geestesaanpassing van die pasient wat in gedagte gehou
moet word. Dit is 'n besondere belangrike faset van die onder
hawige probleem. Baie pasiente slaag wel daarin om hul
groot gebrek te aanvaar-'n toestand van sake wat veral
geld in gevalle van traumatiese skade aan die rugmurg. Dit
is slegs nodig om 'n eenheid vir die behandeling van rugmurg
toostande te besoek om die hoe vlak van moed en volharding
van die pasiente en hul versorgers te sien en om te be ef
watter bevrediging daar spruit uit die doeltreffende en ukses
voUe hantering van hierdie probleem.
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THE MANAGEMENT OF PARAPLEGIC PATIENTS

13 May 1961

To most medical attendants the word 'paraplegia' conjures up
the image of a bedridden patient beset with gaping bedsores,
connected by an indwelling catheter to a bottle of foul urine,
and racked by painful muscle spasms. Until fairly recently
this indeed was the fate of those patients with severe spinal
cord disease. Inevitably death from an intercurrent infection
provided a merciful release from great suffering.

Mr. McMurray's articlel on 'The treatment and rehabilita
tion of traumatic 'paraplegic patients in South Africa' and
Mr. Jacobson's letter2 in reply to some of the views expressed
by Mr. McMurray, which were published in this Journal
some time ago, served as urgent reminders of the dire need for
paraplegic centres in this country. Elsewhere there are
centres expressly equipped and staffed to deal with the con
siderable problems of management. One of the better known
of these centres is that which is at Stoke Mandeville Hospital
near Aylesbury in the United Kingdom. Much pioneer work
has been done there by Guttman3 and his colleagues. The
management of paraplegic patients requires the enthusiastic
cooperation of doctors, physiotherapists, and nurses to a
greater extent than in any other branch of medicine. For it
is by teamwork alone that good results can be achieved and
the patient's life made bearable or even restored to some
measure of independence.

There are many aspects to the problem of the paraplegic
patient, ego control of pain, muscle spasm and contracture,
bedsores, bladder function, and last, but by no means least,
the mental rehabilitation of the patient. The prevention of
these states has been stressed,4 but unfortunately the onset of
complications is often insidious, and once established these
proceed with remarkable rapidity so that patients arrive at
hospital with gross bedsores and severe deformities.

Two methods for the relief of spasticity and its concurrent
evils have been in recent use. Firstly, a combination operation
consisting of obturator neurectomy for the relief of adductor
spasm, transplants of the hamstring muscle tendons to the
femoral condyles to convert knee flexion to extension,5 and
simple tenotomy of the Achilles tendon' to relieve spastic
equinus, has been used. Good results from this method of
treatment has been recorded by Platt et af.4 However, apart
from the obvious disadvantages of any surgical procedure in
these patients, this method does add to the neurological
deficit and, in many instances, simply converts a paralysed
spastic limb to a paralysed flaccid one.

More recently the use of intratbecal phenol in a vehicle such
as glycerol or 'myodil' has been described. The idea of using
a chemical toxin on the peripheral nerve is not new and in the

past substances such as alcohol have been used. Phenol has
many advantages over other more rapidly acting toxins.
With experience it can be localized to only a few anterior or
posterior roots and, moreover, its action is not immediate
and irreversible. In addition it appears to have a selective
action on pain transmission without noticeably affecting
other sensory modalities.6 ,7 Motor power is sometimes im
proved by the relief of extreme spasticity which may mask any
remains of voluntary power. There is however one major
drawback to the use of phenol which is noted by all authors,
and that is interference with bladder function. This occurs
when phenol reaches the cord itself or descends to the sacral
roots. Provided this can be avoided, the use of phenol for
relief of pain and spasticity appears to have real advantage.

There is no firm agreement on the best method for treating
bedsores. Efficient nursing plays tbe major role. It is remark
able how a deep, fungating ulcer can be made to heal with
care and patience; and this provides visible evidence of
devoted nursing.

The management of bladder function has been extensively
studied by neurophysiologists, neurologists, and urologists.
Suffice it to say that in spinal cord disease no two cases are
alike. If possible, urinary infection is to be avoided, but
unfortunately this is unlikely even in the best of bands. Yet
much can be done to make the patients' life more tolerable.
The aim is to produce an automatic bladder in those cases
where there is complete, high cord disease. In others there
may be remnants of voluntary control and every effort should
be directed towards preserving this function. A small spastic
bladder is to be avoided, and patients should be encouraged
to try to retain urine in increasing amounts in order to stretch
the bladder wall.

Simultaneously with tbe rehabilitation of bodily function,
the adjustment of tbe patients' mental outlook must be
considered. This IS an extremely important facet of the
problem under consideration. The majority of patients
manage to come to terms with their great disability. This is
especially so in cases of traumatic spinal cord damage. One
has only to visit a spinal cord unit to witness the high morale
of these patients and their attendants to realize the singular
gratification provided for all concerned by the successful
management of this problem.
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TIlE SOUTH AFRICAN MEDICAL CONGRESS, 24 - 30 SEPTEMBER 1961, CAPE TOWN

HOTEL ACCOMMODATION

The Forty-third Medical Congress of the Medical Association of
South Africa will be held in Cape Town from 24 to 30 September
1961. Information regarding the Congress is published at regular
intervals in the Journal. Although it is still relatively early, members
who intend coming to Congress are requested to send in their
Intention Forms as soon as possible.

Prospective visitors to the Congress are also requested to bear
in mind that hotel accommodation in Cape Town is somewhat
limited and that they should make the necessary reservations well

in advance of Congress. The Travel Bureau of the South African
Railways has been appointed the official agent in this connection.
Members are requested to contact their local agents who have
been extensively circularized in this respect. In the small platteland
towns the nearest stationmaster will handle the matter.

Make your reservations now in order to avoid disappointment.
In the event of any difficulty, please write ID Dr. J. C. Coetzee.
Convener, Accommodation Sub-Committee, 43rd South African
Medical Congress, p.a. Box 643, Cape Town.


