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hoof te bied, word beskryf. Die klinie e voorkom van die
iekte het nie veel afgewyk van f>eskikbare beskrywing nie.

Die uitwerking van die epidemie op die naturelle-arbeid mag
word tati ties aangetoon.

We are indebted to Dr. . J. Oren tein for hi intere t and

encouragem nt. We should al 0 like to thank Mr . E.
for her a i tance in pr paring thi manu ript.
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THE A AESTHETIST'S APPROACH TO HIBER ATIO THERAPY I
TREATME T OF PSYCHONEUROSIS
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Durban

THE

Q:rtain patients undergoing treatment for p ychoneurosi ,
have been found to benefit from what is known as 'hiberna­
tion therapy' as an adjunct to psychotherapy. In Durban
thi falls within the province of the anaesthetist, and over
the last 2 years I have treated 58 cases. The problem here
is rather different from that posed by hibernation for surgery,
in that the treatment is repeated several times in the same
patient, and that prolonged unconsciousness rather than
analgesia is aimed at. Results are best if unconsciousness
last at least 6 hours, and each patient receives between
5 and 8 treatment, the number being decided upon by the
psychiatrist.

PROCEDURE

The method first employed wa a light modification of
that described by Baxter et a[1; 1/100 gr. of atropine was
given subcutaneously, and 1 hour thereafter 50 mg. of
promethazine hydrochloride (phenergan), 250 mg. of diet­
hazine hydrochloride (Diparcol), 50 mg. of chlorpromazine
hydrochloride (Largactil) and lOO mg. of pethidine, mixed
together and diluted to 20 c.c. in normal saline, were given
intravenously. The time taken for the injection was 5 minutes.

The atropine appeared to serve no u eful purpose, how­
ever, and caused unnecessary discomfort, and the uncon­
sciousness lasted only 3-4 hours. Contrary to Baxter's
experience, 6 out of the 10 patients so treated developed
painless thrombosi of the injected veins. A normal saline
intravenous drip was therefore set up, and the above mixture
was injected into the rubber tubing high up near the drip
chamber, over 10-15 minutes, the atropine being omitted.
Sleep now lasted approximately 6 hours, but thrombosis
wa still troublesome and was a cause of some concern as
several treatments are given to each patient. This has been
largely obviated by thoroughly mixing the drugs with 250 C.c.
of normal saline and administering as an intravenous drip
over 20 minutes. The arm is elevated on a pillow to facilitate
venous drainage and after the drip has been discontinued
it is gently massaged cephalad to ensure that no solution
lies tagnant in the veins. Rednes ometimes occurs along
the vein' this may be due to the fact that pethidine is a
histamine liberator. 2

Unconsciousness is deep for about 6 hour, and the patient
i very drowsy for a further 2-4 hour. Diparcol has recently
been omitted, with no appreciable difference.

Treatment is repeated daily in the early morning, the
be t results being obtained if a day free of treatment i

allowed on the 4th and 6th day. A barbiturate i prescribed
at night.

Largactil has been found to be the ataractic drug of
choice in this series; other drug have not given the ame
depth or length of uncon ciou ne . 'It (chlorpromazine)
remains the ataractic of choice in the treatment of p ychoses,
and in the mental hospitals it i used on a greater scale
than other ataractic '.3

ursing

A special nur e is in attendance during the time of hiberna­
tion to watch the pulse and respiration and to control the
restlessness or even omnambuli m that develop in certain
patient.

Food

Food is withheld for 4 hours before treatment, but this
is no hardship ince treatment begin at 7.30 a.m. soon
as consciou ne s ha fully returned food and drink is given
but kept lukewarm in ca e the heat-regulating mechanism
has not returned to normal. The patient i encouraged to
have a good dinner in the evening, because thi i really
the only meal that i taken.

OBSERVATIO S

Pulse Rate. As the drug begin to take effect there i
usually a tachycardia of 100-120 per minute, and a feeling
of palpitations. The latter soon pas es off a edation comes
on, but the tachycardia may persi t up to an hour. In 2 cases
extrasystoles were noticed as tachycardia ended, and re­
mained for 4 hours. In both cases this occurred with all
treatments given.

Blood Pressure. Thi usually remains at the patient'
normal level but may fall a little-rarely more than 10 mm.
Hg. Thi is probably due to the fact that no change in
posture or surgical manoeuvre occurs.

Tolerance. A triking feature is the rapid development
of tolerance to Largactil and Phenergan. By the third treat­
ment an extra 12 mg. of each i required to produce 6 hour'
1eep, and by the end of a serie many patient are receiving

almo t twice the initial dose.
Skin. Pallor i u ually marked, but the kin remain

warm.
Temperature. The rectal temperature remain constant,

probably because the patient are in bed and covered.
Respiration usually remain unchanged in rate, but be­

come omewhat mOre hallow. One rather feeble elderly
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woman became cyanosed, but the administration of oxygen
by nasal catheter for 5 minutes sufficed to tide her over
this period. Since then elderly or feeble patients are given
only one-half the dosage of the drugs.

Restlessness may occur, but is easily controlled in most
patients. Some may develop somnambulism, and must
be restrained. Three patients, all of whom were drug addicts,
became so excited that treatment had to be discontinued.
Most patients, however, sleep quietly.

Results

As this paper deals only with the anaesthetic approach
to the subject, results will not be discussed here, but they

are most encouraging. It must be stressed that the treat­
ment is to be combined with psychotherapy.

SUMMARY

A method of inducing hibernation for psychiatric treatment
is described. Patients' reactions, and difficulties likely to
be encountered, are discussed.
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PHALLOPLASTY

DAVID DAVlES, F.R.C.S.

Registrar, Department of Plastic Surgery, Division of Surgery, Groote Schuur Hospital, Cape Town

Few deformities cause more psychic trauma in the male
than loss of the penis or testicles and it is fortunate that
in the past 20 years advances in surgical techniques have
allowed attempts at reconstruction of the missing organ.

Interest in phalloplasty was stimulated by the genital
losses occurring in the 1914-18 war and reconstruction
became possible with the development by Gillies and Filatolf
of the tubed pedicle flap.

Ideally, the final result of a phalloplasty should enable
the patient to urinate in a standing position, should be
cosmetically acceptable and should enable him to have
intercourse.

Bogoraz1 in 1936 and later Blum2 in 1938 cut the bony
attachment of one corpus cavernosum, freed the bulb of
the spongiosum and slid both forwards, covering them
with local flaps. This produced a very short penis.

Subsequent attempts to form a penis all used an abdominal
tubed 'pedicle as the basis, with the exception of the method
of Goodwin et a[.3 and Chapell,4 who used scrotal skin to
construct both the urethra and the new penis in direct
continuity with the stump. They state that the mid-line
scrotal skin is hairless and that hair in the urethra has not
been a problem in these two cases.

The various authors differed only in their methods of
forming the urethra and the technique of attaching the
tube to the penile stump.

Frumpkin6 treating cases from the Russian front, used
an abdominal tubed pedicle enclosing a strip of costal
cartilage. He then embedded the eartilaginous strut in the
remains of the corpora cavernosa to allow erection of the
reconstructed phallus. In his cases the urethra was formed
by the attachment to the ventral surface of the first tube
either of a second smaller pedicle from the forearm or of
one from the mid-line of the scrotum. The latter has the
disadvantage of including coarse hairs in the urethra and
in both forms the penis has a bizarre composite appearance.
Bergman et al.s rolled a urethra from the inferior surface
of their penile tube and covered the resultant defect with
scrotal skin.

Gillies,7 and later Farina et al.,8 rolled a tube on the
abdominal wall to produce a urethra and surrounded this

with another tube pedicle (Figs. 3, 4 and 5) thereby producing
a composite homogenous penis. If, however, Gillies' original
measurements are followed, this penis tends to be too large.
Ali9 reporting on a more recent case, apparently did not
construct a urethra.

In the case presented here, I have used the method first
described by Gillies, but, as mentioned above, the original
measurements are rather generous and the final result will
need further trimming.

CASE REPORT

B.M., a Natil'e male-I 9 years old, was admitted from the Transkei
",-jth the story that during a ritual circumcision part of the peni
had been chopped off and the remainder had sloughed awa.

Figs I and 2. Fig I, Pre-operative condition. Fig 2, Final
result of glans.

with the subsequent infection. Examination showed a healthy
young ative male in a very depressed state of mind with complete
loss of the penis (Fig. I). A remnant of the corpora cavernosa
could stilt be felt and due to marked local scarring, there was
only a pin-hole meatus.

29 August 1955 (Figs. 3, 4 and 5). 1st stage phalloplasty. Small
tube rolled on the abdomen and covered by the larger adjacent
flap. Multiple Z-plasty done on the stenosed urethral aperture.

29 September. Infected haematoma under the flap drained.


