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ymptom and, if the subject is an adult in a tate of depres ion,
uch notes must be regarded with pes imi m, no matter how

convincingly the patient explain them a\ ay.'S Suicidal notes
are rarely written by hy terical patiem. Patiem who have
recently recovered from a eriou depre ion mu t be treated
with u picion, for uicide not infrequemly occurs at that
tage. Potentially dangerou method hould be regarded
eriou ly, and apparently trivial method are not alway to

be taken lightly, e pecially in ca e of Jow in'elligen~..
Cruel and bizarre method, uch a litting throat from

ear to ear, lying in front of teamroller, igniting elf, thrustin~

red-hot poker down throat,I.>· 16 are u ually e idence of
dangerou psychopathology and are hardly ever 'hy terical'.
It is u ually in serious psychoses that the swallowing of foreign
bodies (glass, nail , etc.) takes place and, even though it may
be ineffectual, it cannot be called trivial. Oliven' con iders
multiple mean , such a poi on pIu hanging, or leeping
tablets plus drowning, always to be evidence of a serious
attempt. When the patient i que tioned about uicidal
thoughts. an outburst of anger or indignation or an increase
in agitation or elf-accu ation i ignificant. Reading about
death, despair and doom and also carelessness about per­
sonal appearance in dress and bodily hygiene, especially of
recent origin, are indicators of potential suicide.'

'Accidemal' poisoning may be hard to differentiate from
attempted suicide. It is not uncommon for a patient who
fails in a genuine suicidal attempt to state that the poison
was taken accidentally. There may be psychiatric reasons
for the accidental taking of poisons; for example, it may
occur whiJe the patient is in a toxic confused state. Some
observers feel that in all accidental poisoning an underlying
(subconscious or unconscious) suicidal impulse can be found.

In addition to 'accidental' poisons many other so-called
traumatic accidents (e.g. car accidents) are really attempts at
suicide. It might be advisable for psychiatric opinion to be
obtained in all such cases, especiaUy where the patient was
the driver of the vehicle.

SUMMARY

J. The 358 attempted-suicide admissions to the Johannesburg
General Hospital for J958, and the 141 suicides which took
place in the Johannesburg area during the same period, are
reviewed.

2. The problem of suicide and 'attempted suicide in
Johanne burg is similar to that found elsewhere.

3. Evidence is presented to support the hypothesis that
, uicide' and 'attempted suicide' are two different symptoms
of psychological maladjustment, although there is probabl:
a certain amount of overlap in the t~o conditions.

4. The types of suicidal patients are discussed.

5. Certain aspects in the diagnosis of a suicidal patient are
diSClissed.
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THE DOCTOR AS TEACHER - HIS PRACTICAL PROBLEMS

J. H. ABRAMSO " B.Sc., M.B., B.CH. (RAND), Deparrmem of Social, Preventive and Family Medicine, University of Natal, and
fnsriwte of Family and Community Health, Durban

There is a growing awareness of the importance of the doctor's
educational function, both in curative and in preventive or pro­
motive work."u An explanation of the nature, causes and treat­
ment of an illness may be a mo t important means towards
improving the patient's prognosis" or prevenring contagion.
To the doctor who concerns himself with promoting his patient's
future health, health education is an essential technique. With
our growing understanding of the relationship between health
and patterns of daily living, it becomes increasingly apparent
that, to a considerable extent, the adult's health is in his own
hands, and the child's in his parents'. The general practitioner,
in particular, has a special obligation and a unique opportunity
to modify his patients' habits of behaving, thinking, and feeling.
The BMA Committee on General Practice stated: . '0 one else
is in so advantageous a position to give advice on the maintenance
of health, the principles of healthy living and the prevention of
di ease. The family doctor is welcomed into the homes of his

patients; he knows their circumstances, and their jobs, the family
problems and responsibilities; thus many opportunities for health
.education will occur in the home, in the surgery and at the special
sessions which many general practitioners hold for antenatal
examinations, nursing mothers and infant welfare'."

Some practitioners are in fact active health educators. A recent
study of the working week of 41 selected Washington physiciam
revealed that, on the average, 19% of their working time was
spent on health education, and a further 7 % on 'counselling,.n
Likewise, 50% of British general practitioners stated, in their
replies to a questionnaire, that they took a real interest in thi~

aspect of their practice. IS The picture should not, however, be
overpainted; many doctors pay little attention to this side 01
their .work. The same British study indicated that 43 %of general
practllJoners, though they gave advice on inocuJations when
asked, took no very positive steps in the matter of health educa­
tion. Hadfield, in his study of British general practitioners, found
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Ihal only 9% were 'enthusiasts' about health education.'9 'The
G.P. is apt to smile at himself as a health educator'. said Taylor
n hi report on the Tuffield study of general practice.20 Among
1.t>73 "doctors' interests" submitted by British members of the
((Jilege of General Practitioners as topics on which they were
nlerested in conducting research, 'education of the patient'
e'Jlured only 5 times.2' It is probably true that in South Africa,
1y and large, health education of patients falls far short, both
,n quality and quantity, of what is required to improve the health
.,f our disease-ridden population.

The reason for this neglect to make fuH use of such a mani-
· tly valuable medical procedure probably lies, at least partly,
n the difficulties which its application presents. Some of these
,\r<:lciical problems will be discussed below, in the hope that a
.Iearer realization of their nature may point the way to possible
.:>Iutions. .

THE PATIEl'o'T'S EXPECTATIO S

, patient cannot be regarded as an open vessel, awaiting an
lflux of instruction. Many patients expect very little health
Jucation from their doctors. HadfieJd, reporting on his survey,
lid: 'Patients are not, as a rule, receptive to positive instruction;

.1ey regard it as preaching and treat it with suspicion. I often
oticed that when the doctor's remarks veered from the symptoms

.:ld ihe pills to such things as open windows, suitable clothing,

.ad other precautions a curious blank look came over their faces'.'9
.'milarly, a study of medical out-patients at a ew York hospital
:dicated that they did not expect their doctors to provide the

:rformation they wanted. 22 When asked to characterize a good
nysician, few of these patients mentioned that the type or extent
i information the doctor gave was relevant.' During their con­
!ltations, they 'seldom made forceful demands for information

· J ihe physieian. One third made no request for information
.. 1. any time.' Yet when these same patients were interviewed by
· n investigator immediately after their consultations, it was
pparent that most of them wanted information about some
Jndamental aspects of their- condition. What patients expect
f their doctors may, however, vary considerably. When patients

,,1 a US tuberculosis sanatorium were asked what the most im­
i'ortant quality was for a physician to have, 57% said, 'To keep
"1e patient informed.'''

Clearly, these considerations pose problems for the doctor
Ilerested in patient education, particularly if his interest extends

i:eyond the mere giving of information to the production. of
lhanges in liviLg habits. The patient may want information
:,nd not ask for it, or may want only a bottle of medicine or a
needle-prick, and resist any treatment going beyond this. Partly,
the soluiion to these problems lies in the doctor's awareness of
their existence in the individual case, so that he can modify his
<lpproach accordingly. Partly, it lies in long-term efforts by the
medical profession to modify patients' expectations by accustom­
'~g them to this kind of management. People tend to expect
"hat they hav\; been used to. In Balint's words: 'By their apostolic
!unction doctors train the population from childhood what to
expect and what not to expect when they go to the doctor's. This
training, though very efficient, is not unalterable.'''

DIAGNOSING THE PATIENT'S 'EDUCATIONAL CONDtTIO '

'ot only cannot the patient be regarded as an open vessel, he
,ISO cannot be considered as a vacant vessel, ready to accom­
1,lodate whatever the doctor Wishes to instil into him. On the
,'ontrary, each individual has his oWl! set of beliefs and practices,
"erived from his experiences within his culture" However wrong
'lese may appear to an outsider, they are no less right and reason­
ble in his own eyes. What a patient knows or suspects to be
'ue must influence both his educational needs, and his response
.) efforts at health education. The patient whose best friend
ed of a stroke shortly after developing a severe headache, may

· juk that his own headaches herald impending death. Though
lis belief may not be readily voiced to his doctor, its modiiica­
on may constitute an important part of his therapy. The Zulu
.lli~nt who knows or suspects that his cough, haemoptysis,

'lest pain and weight loss are symptoms of isifllba sed/iso, a
,se;lSe produced by the unwitting ingestion of a substance ad­

: "inistered by an iIl-wisher'" obviously requires very different
·.~ndling, in his own interests and in those of his contacts, from
:e patient who knows that he is suffering from a germ-produced
n~s called tuberculosis.
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It is thus important, a a preliminar to educational 'treat­
men!', to probe the patient knowledge and practice, and make
a diagnosis of his 'educational condition'.' Thi, however, re­
quires a consciou -effort, and may nqt be easy. One ew York
study has indicated the ioaccuracy of physicians in their estimate
of the level of medical knowledge of the patient attending a
hospital clinic." Only to a Jimiied exient can the doctor a ume
that the patient i a typical representative of his culture, and that
he shares the belief and practices known to be wide pread in his
community. There may be much individual variation within a
culture. A London physician, for example, may assume that his
tuberculotic patients and their relatives are aware of the infec­
tious nature of this disease. Yet in a recent study of public opinion,
only 66% of a representative London sample stated that they
thought that tuberculosis was 'catching'''· One Zulu patient
may know he has tuberculosis and another that he has isifllba
sed/iso; and a third may believe that both these explanations
are feasible.

The educational diagnosis, intrinsically a difficult one, becomes
even more difficult when doctor and paiient live, as often they do,
in different 'worlds'. Commonly, the docior is of a higher social
status than his patient. orms and practices may vary consider­
ably in different social c1asses,27 and the doctor may be relatively
unaware of the patterns of thinking or behaviour common in
the patient's social class. This problem of 'social distance' is
intensified in a multicultural society such as ours, where what is
natural to the patient may be completely foreign to the physician.
Many patients, for example, believe strongly in witchcraft. Only
18 of 50 African mothers whose babies had been admitted to a
Durban hospital for gastro-enteritis ascribed their child's illness
to natural causes, while 12 blamed supernatural causes, and 20
'did not know':2. Doctor and patient may often find themselves
separated by a chasm which neither of them is easily able or,
sometimes, willing to bridge.

Such considerations assume even greater importance when
the doctor seeks to 'probe, as he must if he is to be an effective
health educator, into the meaning of his patient's behaviour.
What are the attitudes and values on which it is based, what are
the patient's motivations? Twice-daily enemas may be deemed
harmful to a baby; but before attempting to modify this practice
it is as well to know that in the eyes of the mother, as of many
Zulu mothers, this procedure may be essential for the infant's
well-being'" 'Dr. Samuel Darling, a malariologist who worked
on the Panama Canal project, once remarked, "If you wish to
control mosquitoes you must learn to think like a mosquito".
This advice applies not only to mosquito populations one seeks
to damage, but also to human populations one hopes to benefit.
If one wishes to help a community improve its health, one must
learn to think like the people of that cornnlUnity. Before teaching
people new health habits, it is wise to learn the existing habits,
how these are linked to each other, what functions they perform,
and what they mean to those who practise them'. 30 Such know­
ledge is not acquired without effort.

THE PATIENT'S EDUCABtLlTY

A host of factors may limit the patient's educability, or capacity
for change. His circumstances, his personality, his fears, values
and beliefs, his feelings towards the doctor, the views of his friends
and family-all these and more may militate against educational
success, however capable the physician. Discouragements aplenty
are met by the doctor who believes that changed behaviour pat­
terns will improve his patient's health. It may not be practicable
to advise an impoverished man to improve his diet; or to tell an
impoverished mother to give up her employment, although her
absence is impairing her child's health. The patient with a long­
term illness, seeing no dramatic improvement with treatment,
may become convinced that his illness is a consequence of 'trick­
ing' or bewitchrnent, and ·abandon his therapeutic regimen. The
diabetic patient, 'wishfully thinking' that her freedom from symp­
toms means that her illness has left her, may give up her dietary
restrictions or insulin injections. Anxious to 'live up to the
Joneses', the malnourished family may prefer a new radiogram
to extra milk and fruit. The obese Zulu woman may feel at heart,
in common \vith her family and community, that the fuller figure
is a thing to be valued-beautiful in itself and material evidence
of health and prosperity. ot surprisingly, attempts to reduce
her weight may meet with little success. The father of a tUberc­
ulotic girl, temperamentally inflexible and convinced that prayer
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or supernatural help is the right treatment for her condition,
may refuse to send her to hospital in spite of her manifest de­
terioration. A patient gi en advice she believes to be wrong may
completely ignore it, even though at the time, possibly out of
politeness to the doctor, she may indicate her complete acquiesc­
ence. Such examples could be multiplied indefinitely.

Of particular interest is the effect of the patient's illness on
his educability. The successful treatment of an illness may, by
its effect on the patient-doctor relationship, greatly facilitate
patient education. It has been stressed that, in 'underdeveloped'
areas particularly (a term which must include the major part
of our country), health education, which is 'the chief function
of a medical service' in such areas, 'must be accompanied by
treatment of illness whenever treatment is necessary.'31 On the
other hand, illness itself probably constitutes a barrier to learning.
The anxious patient i prone to mis-hear, mi interpret, and forget.
Eager to be helped by an expert in whom he has faith, the ill
patient may gladly but uncritically and submissively follow
'doctor·s orders', only to abandon them when he feels that his
health is restored. In Steuart's words: Once he has had his com­
plaint labelled and ha been told to take a tablet at certain times,
to change his diet, or to rest more often, this may mean little
more to him than the anxiety-relieving rituals of magic to a primi­
tive. Thu, with the physician in an active dominating role and
the patient in a passive dependent one, we have a contradiction
of the best educational situations where the learner actively and
intelligently participates in solving his own problems and meeting
his own needs. Moreover, the somewhat undignified dependence
of the patient often means that, as he recovers and his feeling
of independence is restored, while gaining a greater respect for
himself, he tends to lose it for his regimen. It is therefore not
uncommon to find the patient, in his final stages of recovery,
avoiding desirable contact with his doctor and neglecting the
advice he received. The result i that considerable numbers of
patients resume their daily rounds as before.'13

The 'helllth examination' may be a useful answer to this prob­
lem. Such an examination may be made to comprise, not only an
opportunity for a 'medical check', but also a valuable learning
situation. This procedure is fortunately gaining in popularity.
A recent US survey showed that, on the average, 54 % of paedia­
tricians' consultations were for health supervision rather than
the care of ill children, and that 30% of the services rendered to
children by general practitioners were for the health supervision
of 'well' chi Idren. 32

POSSIBLE HARMfUL EFFEcrS

Much concern has been expressed about the possible harmful
effects of ill-considered health education of the public or, as it
has been termed, 'health miseducation' 33 or 'public education
in disease'.1. As has been pointed out,18 false hopes may be raised
and false fears induced, or fears may be produced which, though
well justified, may impair health. For example, awareness that
a lump in the breast may be evidence of cancer, may be an im­
portant cause of delay in seeking medical advice. 3•

Similarly with the individual patient, ill-considered health
education may have harmful effects. A prediction of its likely
effects may require considerable clinical skill. For example,
the question of 'what to tell the patient' about his diagnosis and
prognosi~ is a thorny one, and must be answered anew for each
patient. 35 Even when the doctor can accompany his frightening
diagnosis with suggestions for a regimen which \vill minimize
the patient's danger, he may still fear that it will harm his patient.
'The general practitioner, who, above all other doctors, has to
do the explaining, is, not unreasonably, afraid that, in preventing
a coronary ~hrombosis, he may only induce a psychoneurosis.
Of what use IS it to a man to live ten years longer if, during every
day and night of that ten years, he feels his pulse, counts his
respirations, and lives in fear of sudden death ?'2 The possibility
of iatrogenic disease is always present.

Unwittingly or unthinkingly, too, the doctor may raise harmful
fears. The suggestion that heart disease may be present, for
example, may aggravate the symptoms of a patient with neuro­
circulatory asthenia. 3. Such fears may find their basis in the
doctor's manner, in his ilences, or in hi use of expressions which
have a fearful connotation to the patient. A number of com­
monly used medical terms may arouse considerable anxiety among·
patients. 81 To the doctor, 'tonsillitis' may connote a healthy
response to infection; to the patient, it may portend a surgical

operation. Patients' interpretations may be markedly influenced
by cultural factors. While one patient may find it reassuring to
be told that his pains are 'only rheumatic', another, brought
up in a different culture, may regard 't:he~atics' as a d~gerous
and often fatal disorder. The explanation gIven to a panent with
urticaria that it is 'something he has eaten' may serve to confirm
his own suspicion that he has been bewitched by poisoning, and
that he is in fact gravely ill.

Education of the patient may prove disturbing, not only to
the patient, but also to t~e doctor. It is so~etimes questi~nable,
for example, whether it IS to spare the pallent from pam that
unpleasant facls are concealed, or to spare the doctor. Further­
more, the process of patient education llJay inv,?lve threats to
the doctor's self-esteem: It may be hard to reconcile an explana­
tory, suggestive approach, a respect for the patient's views, and a
readiness to discuss pros and cons, with a doctor's conception
of himself as an authoritative expert. The frequent need to admit
doubt or ignorance may further threaten the doctor's self-respect.
If a doctor is prepared to sit down and talk with his patient,
the need for it must often arise. Medical knowledge is Jimited­
witness the uncertainties and fluctuations of fashion in infant
feeding-a,nd the knowledge of the individual doctor is even more
restricted. There are few physicians who cannot be 'floored·
by a patient who regularly reads the popular digests. In the face
of these difficulties, many doctors may prefer to limit the oppor­
tunities for such exposure of their ignorance.

WHAT WILL BENEFIT THE PATIENT?

It may be far from easy to define the educational goals for a par­
ticular patient. For example, the mere fact that a belief is false.
or probably false, does not mean that it must needs be changed.
If a mother believes that tooth-grinding is always a symptom of
'worms', is this belief harmful, even if it is false? If she believe,
that 'roundworms are caused by eating too many sweets', is it
necessary to deny this possibly beneficial belief, and perhaps
arouse the patient's resistance? May it not be preferable to ex­
plain tbat the prime cause is the ingestion of faecal material~an

essential piece of knowledge if she is to take intelligent steps to
prevent reinfection-while being non-committal about the possible
relationship between sweet consumption and the growth of the
worm once it has entered the body? If a woman believes that
because she has been bewitched her breast-milk is causing her
baby's illness, should she be persuaded, against her better judg­
ment, to continue breast-feeding? What will be the effect of her
self-blame should the baby die? May unacceptable or unrealiStic
advice not do more harm tban good? Should she be told that
she is not bewitched? Or should she be advised to continue bein!!
treated by her \vitch-doctor, in order to relieve her anxiety? -

Sometimes such decisions may present extraordinary difficulty.
A 31-year-old Zulu woman ascribed her numerous neurotic
symptoms to 'high blood pressure', from which a ·doctor had
told her she suffered. She believed that this high blood pressure
was an effect of the premature cessation of her menses 5 years
previously, after 6 years of childless marriage. Her early meno­
pause, in turn, had been supernaturaJ]y caused by an unknown
ill-wisher, jealous of her marriage. Basically, her symptoms
were probably expressions of her frustrated wish for a child and
her fear of losing her husband's affections. Her explanation,
quite rational in her own eyes, was defective in her· doctor's.
But what modifications in her understanding of her condition
would help her? This question cannot be glibly answered.

The. task of defining the educational objectives is often further
complicated by the introduction of an irrational element. 10­
evitably, the doctor is influenced by his own attitudes, motivations
and assumptions, which may markedly influence his care pro­
gramme: Two thorny examples illustrate this point: Faced wi!h
a proffilscuous youth with gonorrhoea, does his doctor advise
him to use condoms, in order to reduce the risk of reinfection?
Or with an unmarried mother of three children, fathered by three
~ifferen.t men, does he advise her to use a contraceptive? And
If not, IS he motivated by consideration for his patients' welfare,
or by his own moral standards?

EDUCATIONAL TECHNIQUE

'It is untJ:llnkable', it has been said, 'that when attending a tuber­
cular pattent the physician should fail to educate both his patient
and the family.'" It is probable that in such cu:cumstances most
doctors do in fact discuss the methods of spread of the disease,
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in order to reduce tl;le chance of contagion. Yet in the London
study of public ~pinion ~itc:d ab<?ve it was found that an aware­
ne!",s that the disease was mfectious was no commoner among
persons with experience of tuberculosis in their families than
~rnong other persons.'· This finding bears testimony to the fact
[hat the technique of patient education, or educational 'therapy',
may require considerable skill.

It may not be easy to transmit information to the patient.a
Concepts that appear simple to the physician may be far from
"mple to the patient, and may be difficult to explain in intelligible
r:rrns. Particularly in a polyglot society such as ours, an inter­
l',eter may be needed who, by 'interpreting' in more senses than
.'ne may distort more than she translates. Moreover, merely
~0 impart information is not enough. In a recent Edinburgh

udy38 it was found that no fewer than 45 % of smokers believed
, ;at smokers were more likely to get cancer, but smoked never­
'1eless-dear evidence that information alone may not produce
change in habits. Similarly, 'advice' alone may be insufficient.

:housands of South African mothers boil tap water for their
·.fants, because they have been advised to do so, but are little
'ncerned about the flies which settle on the teat or the baby's
'(luth, which are far likelier to infect the infant than unboiled
.•p water is. They have been given advice, but not an awareness
,·f its rationale.

What people do, depends not solely on' what they know or
hat they are told, but. on what they want. To be successful,

.calth education must be founded on the patient's real-life goals­
cad health mayor may not be one of these. 'The boy of six cares
"-Jthing about calcium and its relation to bone structure. But
t1 you can promise that he \vill be as big and strong as Popeye
I le Sailor-if but he eats spinach-spinach he will eat. And ...

hy? So that he might be healthy? Hardly! But so that he
ight, like Popeye-be powerful and unconquerable.''' The

tor has the difficult task of learning something about his
~.llient's motivations, and of helping the patient to learn how
c'1anged behaviour may be able to contribute to the achievement
(j' his goals.'o What is needed, Steuart has said, is: 'for the physi­
l 'an to develop and exploit a more psychiatric type of relationship
:ian is at present current. This would include greater oppor­
:mities for self-expression by the patient. ... In such a clinical

context his guidance could be more closely related to the felt
,.nd expressed needs of the patient.'13 'Health education ... must
.. lID, too, to stimulate to a conscious level those needs which are
not felt."1 In the last resort, the purpose of health education is
'0 to. equip and motivat~ .the pati<:nt tha~ h~ is enabled. to make
Intelligent personal tleclSlons which WIll IIDprove his health

nd the health of those whom he affects. This may require no
mean clinical skill.

Skill apart; it requires time-a commodity of which the doctor
l,ften has little to spare. 'Above all we must have time to allow
our patients to talk to us-and time is one thing we lack,' says
a general practitioner." This is in many cases a very real practical
problem. It is found by 41 % of British general practitioners
I, at their load is such that it is difficult or impossible for them to
give adequate care to their patients.'3 To an extent, practice and
skill in patient education may reduce the time requirement. But
It is likely that under present conditions the problem of time,
.' hich not only comes into health education but also into many
other aspects of good clinical practice, will remain a difficulty
for many practitioners.

The use of group. discussions-for example, for expectant
r.lothers or diabetics or obese patients--,-partly answers this prob­
i"m. Group education is both economical and effective. Follow-up
, udies have shown that group discussions may be considerably
lore effective than individual sessions in producing changes in
'le way mothers feed their infants." Naish found that the for­
"Cation of parents' clubs among her patients, and their use for
'~a1th education, contributed to a reduction in the unnecessary

. ospitalization of children.45 The use of groups, however, presents
"le doctor with new difficulties. First, groups (except the family
-oup) are not ready made, but have to be organized. Secondly,
requires considerable skill to make effective use of group situa­

. ODS. Lectures have little educational value, while to lead a
roup discussion, which has much, requires training and practice.'·

POSSIBLE SOLUTIONS

, : ,lnd large, the doctor of today does not appear to be a very
.ii.cient health educator-\vitness a New York study which showed

that persons who had had a disease tended to have little more know­
ledge about the disease than persons who had not." To a con­
siderable degree, the doctor's difficulties in health education are
produced or aggravated by his own lack of motivation or ability
as an educator. Few of us have had the privilege of an adequate
undergraduate training in this clinical skill.

Clearly then, better training of the doctor for this function
must go a considerable way towards meeting the difficulties which
have been discussed. A doctor equipped by hi theoretical and practi­
cal training with the ability to diagnose his patients' 'educational
condition' and the motivation and skill to carry out health educa­
tion, must be more effective as a teacher, not only of his patient,
but also of the public. Both postgraduate insrruction'in health
education, which may be impracticable on any large scale, and
undergraduate courses, which are easier of achievement, have been
advocated. 3,'. A grO\ving number of medical schools, among
them that of the University of 'atal,·· are providing formal
instruction in health education.

But for many of us it is still necessary to find our own solutions.
The references cited in this article include many helpful suggestions.
By schooling ourselves, for example, to find out what the patient
ascribes his illness to, we may gain a keener appreciation of the
educational problem. By feeling and shO\ving an interest in our
patients' views, we can augment our effectiveness as teachers.
By using' charts, models and other visual aids,s we can make what
we say more easily intelligible; and by asking the requisite ques­
tions we can make sure that we have in fact been understood .
By a less didactic approach, we may produce more lasting changes.
If we are aware of our shortcomings and difficulties many of the
solutions will follow automatically.

Whatever can be done to reinforce the continuity of the patient­
doctor relationship will improve our chances of success. If we
can see our patients when they are well as well as when they are
ill, this will provide us with extra opportunities. Prepaid medical
schemes, because they facilitate health examinations, may be
particularly useful media for effective patient education. so

Similarly, if our contact with the whole family can be improved,
so may the success of our teaching. Family members profoundly
affect one another's ideas, habits and health, and the family is a
most important educational unit. The hospital doctor who seeks
out his patients' relatives, or the family doctor who establishes a
good relationship with all the members of his families, improves
his chances of success.

Even the time problem may be lessened, if not removed, by
the judicious use of appointments or other control systems;2•.5.,.,
and by the careful planning of a record system.20.53 With the
help of a nurse in the practice, considerable time may be saved;'o."
a nurse trained in educational method may in fact be able to
augment considerably the doctor's own efforts. '5,'.

Of particular value is the potential contribution of the pro­
fessional health educator, either supplementing the doctor's work
among his patients, or working in the community at large. Such
personnel could play a valuable role, for example, in the slowly
growing health-education activities of hospitals and clinics.57-6'
In one experinlental project at. a Durban hospital, trained health
educators organized group discussions among women in-patients
whose homes were in one of the city's worst slum areas. Visits
to the patients' homes while they were still in hospital, and again
a month after their discharge, revealed significant improvements
in refuse disposal, fly control, the storage of food and water,
and the consumption of milk.·3

Trained health educators can produce valuable improvements
in a community's living habits and health. A number of reports
have dealt with such work among White, African and Indian
populations in South Africa.7 .....7 Community health education
of this sort is not directly concerned with meeting the particular
educational needs of individual patients, but aims at promoting
healthful living in the community at large. By increasing basic
biological knowledge in a neighbourhood, by encouraging the
population to make fuller use of its medical facilities and other
resources, by stimulating group action in the intere ts of health,
and by modifying unhealthy practices, such programmes provide
a valuable background to the physician's efforts with his own
patients. For example, in certain South African communities
it is believed that brown bread is inferior, or iliat thin cereal gruels
or sweetened condensed milk are adequate substitutes for breast­
milk, or that haematuria is less a symptom of disease than a neces­
sary stage on the road towards manhood. Where such beliefs
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are wide pread, it is difficult for the doctor to persuade his indi­
vidual patients to take action counter to them. Communiry health
education may be able to modify uch general altitudes. The
doctor in an area in which health educators are active cannot
feel that he is working in an educational vacuum. He is not 'going
it alone'.

SUMM.ARY

The education of patients may present the doctor with a number
of practical difficultie. Some of these practical problems, and
their possible solutions, are discussed.

REFERE CES

1. Burton, J. (195 ): lnt. J. Hhb Educ., 1,4.
2. Edwards, W. In Massey, A. ed. (1949): Modern Trends in Public Health,

p. 113. London: Buuerworth.
3. Expert Committee on Training of Health Personnel in Health Education

of tbe Public (1958): Wld Hhb Org. Tecbn. Rep. Ser., no. 156.
4. Ferguson, W. (1955): .Med. Wld (Lond.), 83, 555.
5. Gay, J. R. (1958): J. Amer. Med. Assoc., 167, 1616.
6. Jones, J. A. L. V. (1951): Hlth Educ. J., 9, 104.
7. Kark, S. L. and Steuart, G. W. (1957): Ibid., 1S, 131.
8. Levy, D. M. (1954): Amer. J. Publ. Hltb, 44, I J 13.
9. Parisot, J. (1958): Hlth Educ. J., 16,59.

10. Rosen, G. (1958): Ibid., 16,70.
11. Ryle, J. A. (1944): Lancet, 1,713.
12. Skinner, M. L. and Derryberry, M. (1959): J. Med. Educ., 34, 529.
13. Steuart, G. W. (1958): Brit. Med. J., 2, 590.
14. Sutberland, A. M. (1959): S. Afr. Cancer Bull., 3, 15.
15. Ernstene, A. C. (1957): J. Amer. Med. Assoc., 165, 1110.
16. Committee on General Practice (1950): General Practice and !he Training

of rhl! General Practir;oner. London: British Medical Association.
17. Dowling, H. F. and Shakow, D. (1952): J. Amer. Med. Assoc., 149, 628.
18. General Practice Review Committee (1953): Brit. Med. J., 2, suppl. p. 105.
19. Hadfield, S. J. (1953): Ibid., 2, 683.
20. Taylor, S. (1954): Good Generol Practice. London, Oxford University

Press.
21. Watts, C. A. H. and Cross, K. W. (1957): Brit. Med. J., 1, 1112.
22. Reader, G. G., Prall, L. and Mudd, M. C. (1957): Mod. Hosp., 89, 88.
23. Batint, M. (1957): The Doctor, his Patient and the Jl/aess. London: Pitrnan

Medical Publishing Co.
24. Jali, E. C. (1950): Leecb, 21, 17.
25. PTatt, L., Seligman, A. and Reader, G. (1957): Amer. J. Publ. Hhh, 47,

IV~ •
26. David, S. T. (1953): Hhh Educ. J., 11, 19.
27. Simrnons, O. G. (1957): Hum. Organiz., 16,7.

28. Mpondo, G.~ersonal communication..
29. Lee, S. G. and Barker, E. A. (1949): Bnt. Me~. J.;I, 284.
30. Paul, B. D. (1956): Amer. J. Publ. Hlth, 46, ;,90.
31. W,lltams, C. D. (1950): Hlth Educ. l., 8, 17-. .
32. American Academy of PedlatnCS (1940): CJllld Health ServIces and PediQtrh

EducaIion. New York, Commonwealth Fund. Cited by Dowling and Shako,1
loco citY

33. Brown, J. A. C. (1958): Med. Wld (Lond.), 89, 561.
34. Ailken·Swan, J. and Paterson, R. (1955): Bnt. Med. J., I, 623.
35. Cope, Z. (l956)c Hlth Horizon, Spring, 32.
36. Wheeler, E. 0., Williamson, C. R. and Cohen, M. E. (1958); J. Amer. MeJ.

Assoc., 167, 1096.
37. Redlicb F. C. (1945): Yale J. BioI. Med., 17,427.
38. Cartwright, A. and Martin, F. M. (1958): Brit. Med. l., 2, 592.
39. Galdswn, I. (1949): Amer. J. Publ. Hlth,.39, 1276. '"
40. Idem. In New York Academy of Medlcme (1948): MOflvatlon 11l Heal',

Education, p. 3. New York: Columbia University Press.
41. Steuart, G. W. (1951): Hlth Educ. J., 9, 66.
42. Ollerensbaw, J. G. (1957): Med. Wld (Lone.), 86,251.
43. Gemmill, P. F. (l958):Brit. Med. J.,1, sUPj)1. p. 17.. ..
44. Radke M. and Klisunch, D.: Expenments In Changing Food Habtfs, u'

published manuscript cited by Lewin, K. in Swansc;:>n, G. E. et. al., ed~.
(1952): Readings in Social Psychology. New York: Henry Holt.

45. Naish, F. C. (1954): Lancet, 1, 1343.. .
46. Bureau of Current AffalSs (1952): D,SCUSSIOn Method. Londo~: Deor ,

Dobson.
47. Pratt, L. (1956): Soc. Prob., .4, 29. .. .
48. Chester, J.: Training the MedIcal Student for hIS Healfh Educallon Funclloll .

Awaiting publication.
49. Kark S L (1956): Univ. Natal Gaz., 3 (no. 0, J.
50. Rose~, G. (1952): Amer. J. Publ. Hlth, 42, 687.
51. Carr, T. E. A. (1953): Med. Wld (Lond.), 79,261.
52. Walton, E. (1953): Ioid., 79, 620.
53. Gardyloo (1956): Ibid.• 84, 60. '.
54. Crornbie, D. L. and Cross, K. W. (1958): Ibtd., 88, 524.
55. Cohn, H. D. (1950): Hlth Educ. J., 8,
56. Kark, S. L. (1950): S. Afr. Nu,.,;. l., 16 (no. 8), 9.
57. Bogolopeva, L. (1956): Hlth Educ. J., 14, 63.
58. Davies, M. (1948): J. Roy. Sarnt. Inst., 68, 308.-
59. Johnson. A. M. and Johnson, C. S. (1952): Hlth Educ. J., 10, 175.
60. Langwill, K. E. and Yick, E. H. (1958): Amer. J. Pub!. Hlth, 48, 1507.
61. Skinner, M. L. and Derryberry, M. (1954): Pub!. Hlth Rep. (Wash.), 6\

1107.
62. Strauss, H. (1945): Amer. J. Pub!. Hlth, 35, 1l75.
63. Mqadi, M. Personal commumcauon. - .
64. Cassel, J. in Paul, B. D., ed. (1955): Health, Culture and CommUnity.

York: Russell Sage Foundation.
65. Steuart, G. W. (1957): S. Afr. Med. l., 31, 96. ~
66. Steuart, G. W., Meharchand, A., John, J. and Gajadhur, B. (1958): J. Indic1

Med. Assoc., 30, 357.
67. Steuart, G. W. and Ward, N. T. (1957.): mth Educ. J., 15,7,178 and 240.

COLLEGE OF PHYSICIANS, SURGEONS AND GYNAECOLOGISTS OF SOUTH AFRICA

SlMS TRAVELLING PROFESSOR FOR 1960

Mr. Douglas Robb, C.M.G., M.D., FR.C.S., Sims Travelling
Professor for 1960, accompanied by Mrs. Robb, will arrive in
South Africa on 2 May 1960, on a monlh's visit, which will include
some of the larger centres of the Union and the medical schools
of 5 universities.

Wilh the assistance and cooperation of the Medical Association
of South Africa and the university authorities, the tour of the
Sims Travelling Professor is organized every year by the College
of Physicians, Surgeons and Gynaecologisls of South Africa.

Mr. Robb was born in New Zealand of Scottish parents in
1899. He received his educalion at Ihe Auckland Grammar
School and later attended the University College at Auckland
and the Otago University, where he obtained the M.B. degree
in 1922. From 1923-28 he was engaged in postgraduate work
in England, and obtained the FR.C.S. (Eng.) in 1926. His further
achievements are as follows: R.S.O. Ipswich 1927-28; M.D. 1929;
FR.A.C.S. 1930; Ch.M. 1938; Hon. FA.C.S. 1959 (conferred on
him at Atlantic City in October 1959).

From 1928 until 1959 he was in private practice as a general
surgeon in Auckland, with part-time appointments 10 the Auck­
land and Greenlane Public Hospitals. As senior surgeon of the
\

Unit at the latter hospital since 1942, he developeq thoracic and.
later, cardiac and vascular. surgery. This hospital has a pro­
vincial field for thoracic and a national field for cardiac surgeT).
During the last 12 months his two younger, full-time colleagues
carried out 25 by-pass intracardiac operations on the Melros~

Machine.
His other activities include 20 years' membership of the Council

of the University of Aucl;dand-Iatterly as Pro-Chancellor; ID
years Senator, New Zealand University; memQership, New Zealand
Medical Council; member, New Zealand Medical Research
Council and Vice-President of the Auckland Medical Research
Foundation; Chairman for 15 years of Auckland Postgraduate
Medical Committee, and, finally, a member of the Pan Pacific
Surgical Associalion and the International Society of Surgery.

Mr. Robb is the author of many surgical articles and he ha'
also written on medico-social subjects such as group practi
hospital administration, out-patients, postgraduate education an.!
medical teaching, and health services in general.

In 1959 he gave the Judd-Plummer Lecture at the Mayo Clini,;
on 'Evaluation of the New Zealand Medical System'; a subjec:
on which he is an authority.

SOUTH AFRICAN PAEDIATRIC ASSOCIATION (M.A.S.A.)

FOURTH SOUTH AFR1CAN PAEDIATRIC CONGRESS

The 4th South African Paedialric Congress took place at the
Red Cross War Memorial Children's Hospital, Rondebosch,
Cape, on 4,5 and 6 April. The Congress, under the chairmanship
of Dr. 1. M.irvish, of Cape Town, was well attended. Prof. G.
Fanconi, of Zurich, who was visiting South Africa under the
auspices of the Paediatric Association, was the guest-of-honour
at Ihe Congress.

Among the papers read at the Congress were the following.
Early signs of cerebral palsy (Or. B. Epstein, Pretoria), The hear­
ill kwashIOrkor (Or. P. M. Smythe, Cape Town), Carbohydrat·
metabolism in kwashiorkor (Or. L. S. Taitz, Johannesburg~
ApplicatIOn of recent research in the treatment of kwashiorko
(Or. J. D .. L. Hansen, Cape Town), Kwashiorkor and cultur~.
change (MISS A. Moodie, Cape Town), Viral- myocarditis (Prol.


