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Reprinted from the South African Medical Journal, February 12, 1944

A Health Unit as Family Doctor and
Health Adviser.

By Sidney L. Kark, Medical Officer in charge, Polela Health
Unity Union Health Department.

N planning our work for 1942 at the Polela Health Unit, we

felt that the time was ripe for more intensive work than
we had done before. One of the outstanding features of the
life of the area was the almost complete absence of any local
organisation of the people themselves, through which the Unit
might work. ~ Communal services, such as justice, social
welfare, agriculture, health, education, churches and shops, are
all for the most part in the control of “ outsiders ”, namely
government officials, missionary societies, traders, etc. It Is
important to recognise that the people themselves regard these
services as coming from *“ without ”, and they often express
doubt as to why an “ outside ” authority like the Government
should want to do them any good. The absence of any political
organisation, such as an elected local district council, directly
representing the people tends to aggravate the problem, for the
chiefs as a whole have little authority and are themselves often
unaware of their communal responsibility. The Unit was thus
faced with the fact that it had very little scope for becoming
an advisory body to a progressive local council or committee,
and that little was to be achieved by attempting a broad
communal health programme similar to that carried out by
Health Departments of municipalities acting under a town
council. Decrees and regulations imposed by an *“ outside”
authority do not succeed In improving the people’s knowledge,
'hhe only social unit in which there was any advanced degree
of commuiial responsibility was the family group. Our health
work was therefore directed towards the adoption of progres-
sive health measures by individual families. When political
organisation develops health services will grow with them.

The concept of establishing a family cmative service grew
as the year advanced. A number of families looked to the
Unit’s clinic as a preventive and therapeutic clinical service.
While the Bantu, generally speaking, have not evolved a
" family doctor concept” to the same extent as have
Europeans, this tendency of certain families encouraged the
Unit to stimulate the process. Our clinic records are filed in
a manner which allows cross-reference to the socio-economic
state of the family. The advantages of treating patients and
having a fairly detailed knowledge of their home background
are obvious. This approach is even more important when it
is remembered that the vast majority of illnesses are of an
infectious or nutritional nature, usually implicating more than
one member of the family to a greater or lesser degree.

In view of the prevailing discussion regarding the import-
ance of the family doctor and the question of patient-doctor
relationship in any future medical service in South Africa, it
has been thought advisable to present this preliminary analysis
of the Polela Health Unit’s function as a family doctor and
health adviser.

For our intensive work an area was chosen where the homes
of the people lie on the slopes of a mountain range overlooking
the Umkomaas River, It was given the name “ River Valley
Area”. The clusters of huts are scattered along the mountain-
sides for a distance of some six miles, all overlooking the river
in the valley below. Below the irregular line of huts are the
main fields, where the staple crop, maize, as well as mabele.
pumpkins and beans, is grown. Above is a provincial road
which runs from Pietermaritzburg to Bulwev and Underberg.
The Umkomaas River at this point is the boundary between
the Polela and Jmpendhle districts; the Polela. side of the river
being “ Native ” territory, the mountain ranges and the valley
on the Impendhle side being European farms. The contrast
between the two sides of the valley is the first introduction one
has to the economic state of the people of the River Valley
Area. The brown, treeless, eroded, in parts desert River
Valley Area appears a dismal contrast to the wooded, relatively
green slopes on the Impendhle side of the river.

The area was roughly divided into four equal parts, one
health assistant being deputed for each section. He was to
spend at least two working days a week in his particular area.
During the course of the year the following work was carried

out :—

(1) Each home was given an address and was shown by
number on a map of the area.

(2) Census of the family included name, age, sex,
and occupation of each individual.

(3) The standard of education and literacy was assessed for
all individuals.

(4) Housing. Structural details of all homes indicating the
nature of walls, roofs, floors, doors and windows were
recorded. In addition, a sample number of homes was
measured in detail and stock taken of furniture in each
room. Details of sleeping arrangements were also noted.
A survey of fuel and lighting was also carried out.

(5) Livestock possessions of all homes.

(6) The number of cows in milk at each home was determined
four times (4) during the year; and the yield of a
sample number was measured at different homes, the
measurement being made daily for one week.

(7) The maize, mabele, pumpkin and bean yield were assessed

in some 50-70 per cent, of the homes.

Vegetable gardens were surveyed and the types of

vegetables planted and in yield were recorded every two

months during the year.

(9) Egg yield was measured in a small sample of homes.

(10) Vital records, including births, deaths, stillbirths,
abortions and marriages were noted. In addition, move-
ments of the population, more especially persons leaving
for work in the towns, etc., were recorded, including
date of departure and return.

(11) Ilinesses were recorded.

(12) All persons attending the Tolela Health Unit clinic were
registered on a family index card, showing the nature of
the illness and number of attendances.

(13) Most of the children attending primary schools were
examined by the medical officer and Medical Aid
(Clinical and growth study) on several occasions.

In addition to the above survey work persistent propaganda
was carried out by all members of the staff.

Records and reports of field work were collected once a
week during a session at which the Medical Officer met the
field staff. At this meeting problems arising during the week
were thoroughly discussed and the following week’s work
planned. It must be emphasised that the field workers spent
an average of only two days per week in the area, the remain-
ing four days being allotted to other work, not necessarily in
the River Valley Area, c.g.y typhoid control work, attendances
at the clinic, school lectures and meals, etc.

The present preliminary report of this work is not intended
to include the results of our findings, but rather to analyse the
progress made in the area during the year.

The following is a summary of progress made —
Population (as at January 1st, 1942), 887. Number of homes,
130.

religion
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Number of deaths, 34. (Rate per 1,000, 38.33.)

Number of births. 40. (Rate per 1,000, 45.09).
40 were attended to ante-natally.)

Number of stillbirths, 3.

Number of abortions, 2.

Number of marriages, 9.

Number of infant deaths, 11. (Rate per 100 live births, 27.5
per cent., or roughly 275 per 1,000.)

Vital Records : Our census figures required patient, repeated
questioning of various members of each family and the records
were checked several times. We believe that the figure given
is reasonably accurate.

The births and deaths figures are given corrected for in- and
outward transfers and may be accepted as accurate. Stillbirth
and abortion figures are probably an understatement of the
Iconditions which prevailed, more especially figures for the
atter.

The high death-rate is one about which very little comment
is needed, except to say that no epidemic of a severe nature
accounted for these deaths. Almost one-third of the deaths
were in babies under 1 year of age.

Sanitation : Pit Latrines and Compost Pits. The former
was encouraged as being the most practicable method of disposal
of human refuse at present. The fact that two homes completed
pit privies (latrines) and that four others were building them

(14 of these



Homes with pit latrines

Nil 2 (plus 3 in construction)
Nil 12

*See below *See below

Nil 5 (plus 4 ready to start)

During tho course of the year two new improved types of dwelling in construction, and in three

Sanitation
Compost pits
Vegetable gardens
Nutrition Anti-soil erosion construction
in vegetable gardens
Housing

homes where extra huts were being built Health Assistants persuaded people to increase

height of wall and sizo of window openings.

From July 1st, 1941, to December 31st, 1942, a little more than 400 of the 887 people attended

Medical examination and sickness
the 18 months period.

the Unit or were examined at school.

These persons were attended to over 3,500 times in

*The above items need further elucidation.

is more than we expected. To those unaware of the attitude of
the people towards freccs and their fear of being bewitched via
their faeces, as well as the difficulty of getting men and women
to agree to use the same latrine, this advance will appear very

small. It is, however, an encouraging sign, more especially
when it is remembered that even the three main primary
schools, which the children of this area attend, have no

facilities at all for human refuse disposal. The manufacture
of compost in small pits was recommended as a very suitable
means of disposing of household, garden and animal refuse.
Il not only provides useful organic fertiliser, but, if carried
out correctly, offers a fly-proof system of disposal. The 12
homes in which this was introduced, during the year, are in
our opinion the forerunners of what will one day be an accepted
means of disposing of refuse.

Nutrition : Our two main lines of propaganda regarding
nutrition were : (1) improvement of vegetable gardens, which
has been encouraged for two years in this area; and (2) anti-
soil erosion measures of a simple nature—contour terracing of
gardens. The practical field work in regard to the latter
commenced during 1942. The teaching was carried out in
schools, at the Unit’s headquarters {adult and children’s nutri-
tion classes) and in the homes. Health Assistants helped the
people to contour their gardens by marking out the contours
and showing them the method of bunking these and digging silt
ami water traps. If the Health Unit can continue assisting
agricultural advance on these lines, it can truly be said that
it is making a contribution to the outstanding nutritional
problem of the area, namely, the devastation being wrought
by soil erosion.

THE INCIDENCE OF VARIOUS TYPES OF VEGETABLES IN HOME GARDENS OF THE RIVER VALLEY AREA,
JANUARY. 1941 AND 1943.

January, 1941.

No. of Homes

Surveyed= 113.
* Types of Vegetables

Arranged in Order No. of No. of
of Frequency, Gardens Per cent. Gardens
January, 1943. with Incidence with

Particular  of Total Particular

Vegetable. Gardens.  Vegetable.
Potatoes 69 61-1 83
Tomatoes' .. 7 6-2 IS
Chinese cabbage (“Petsai™) — —
Soya beans — _ 2
Peppers 14 12-4 10 °
Cabbage 7 6-2 17
Spinach (New Zealand) .. — — 43
Peas 3 2-7 16
Sweet potatoes 7 6-2 7
Lettuce — — _
Carrots 2 1-8 7
14 Amadumbi ” o 1-8 4

January,
No. of Homes
Surveyed= 127.

1942. January, 1943.
No. of Homes

Surveyed= 128.

Percentage
No. of Difference between
Per cent. Gardens Per cent. January, 1943, and
Incidence with Incidence January, 1941.
of Total Particular of Total
Gardens.  Vegetable. Gardens.
65-4 91 71-1 Increase 100
14-2 33 25-8 » 19-6
— 27 211 ” 21-1
1-6 26 20-3 . 20-3
7-9 26 20-3 " 7-9
13-4 22 17-2 . 11-0
33-9 15 11-7 . 11-7
12-6 14 10-9 " 8-2
516 14 10-9 " 4-7
— 12 9-4 . 9-4
5*5 11 8-6 » 6-8
3-1 10 7-8 » 6 0



The drive for increased production of vegetables has yielded
most encouraging results, and the methods employed are there-
fore described in some detail —

(1) Health Assistants and other members of the staff received
training at the Health Unit’s Headquarters by doing garden
work, and the whole staff attended lectures in the Unit’s
vegetable garden two mornings a week. Here, demonstrations
and talks on methods of planting, suitable times for planting,
food values and .methods of preparation are given.

(2) Children attending the Unit’s weekly nutrition class and
clinic learn to cook, plant and care for vegetables, and often
receive some seed for planting at home.

(3) The primary school, situated in the heart of the Kiver
Valley Area, was assisted in the construction of a model
vegetable garden, which now includes compost pits, contoured
beds, and a variety of vegetables where previously there was
little other than deep gulleys exposing subsoil and rock. Tins
school, too, is one of those which has a weekly vegetable meal
and lesson organised by the Unit.

(4) Certain seeds grown in the Unit's garden were distributed
to. those people who were keen to improve their gardens. In
each case a Health Assistant took the seed to the home and
demonstrated methods of planting and subsequent care.

(51 A co-operative vegetable seed buying group was organised
in order to buy seeds at cheaper rates.

(6) At the beginning of December, 1942, we felt that
sufficient advance had been made to get a small market started,
along the lines of those started by Dr. Hertslet, of Mapumulu.

The results of this work are more than encouraging, as is
indicated by the figures m table on previous page.

Notes on the T abie.

1. It will be noted that tomato-planting has increased four-
fold in the two-year period surveyed, aiul that soya beans and
Chinese cabbage (“ petsai ”), which were not grown in any
homes two years ago, are now to he seen in approximately one
of every five gardens.

2. The increase in Chinese cabbage, soya bean, New Zealand
spinach and lettuce is due to the fact that the Health Unit
distributed seed to the homes, the seed being that grown in the
Unit’s garden.

3. The increase hi tomatoes, cabbage and carrots is partly
due to the formation of the “ Vegetable and Seed Co-operative
buying group .

4. In addition to the vegetables listed in the above table,
others such as onions, turnips, kale, etc., were encouraged.
Slight progress was made, but not as striking as in the others
analysed above.

Housing : Progress in housing must necessarily be slow, but
it must be stated that the Unit can hope to accomplish very
little of lasting value until such time ns residential zoning is
undertaken and village settlements encouraged. This will allow
for advances in types of buildings, layout, sanitation and
water-supplies, etc. Equally as important as these basic health
needs is the cultural advance which necessarily follows more
compact settlement, the relatively short distances which
children will have to walk to school, etc., and the development
of a more advanced outlook on communal affairs. Above all,
village planning must be an essential feature of any scheme for
combating soil erosion, without doubt file most important of
the many health problems in the area.

Medical Inspection and Illness : Our preliminary analysis
indicates that of the 130 homes at least one member of the
family of 109 of the homes was examined by the Medical
Officer during the 18-months period ending 31st December,
1942. The total number of persons attending at least once was
404, a mean of 3.7 persons per home, he., over half of the
persons in each family (the mean number of persons per home
being 6.8). The figure of 404 represents 45.5 per cent, of the
total population, including those who were away working in
the towns.

It is not intended to analyse all the figures of disease
incidence, etc., in the present paper, hut three examples will
help to indicate the nature of attendance and our approach,
viz., syphilis, anti typhoid immunization and school service.

1 Syphilis :
which the Unit is advancing in tlierapeusis of syphilis :—

Number of homes in which at least 1 person had syphilis, 36.

Number of cases under treatment from these 36 homes, 74;
i.e., 74 per 887 = 8.34 per cent, of the population.

The following figures indicate the extent to

The number of attendances by these 74 patients is indicated
in the following table —

Period during which  No. of No. of Attendances Mean
Patient first Cases. for Injections up per
Attended. to Dec. 31st, 1942. Patient.
July 1st, 1941, to
Juno 30th, 1942 .. 47 5S8 12-5
July Ist, 1942, to
Sept. 30th, 1942 .. 15 182 12-1
Oct. 1st, 1942, to
Dec. 31st. 1942 .. 12 37 31
Thus of the older patients mean attendance = + 12 for

treatment. These figures do not take into consideration the
persons who stopped treatment on leaving the district or going
to town to work and continue treatment there. If this factor
is taken into consideration the mean attendance for treatment

13.4.  Furthermore, it must he remembered that many of
the 74 are still under treatment, and this mean is therefore not
to be considered as the final figure.

The distribution of attendance is as follows —

Adult female, 34 of 257 population (13.23 per cent.).
Adult male, 12 of 210 population (5.71 per cent ).
Children, 6 18 years, 6 of 266 population (2.26 per cent.).
Children, 0-5 years, 22 of 154 population (14.28 per cent.).

Several interesting features emerge from the analysis —

(1) The comparatively few adult men and older children as
compared with the number of adult women and younger
children who attended for treatment. It is not very difficult
to convince an adult woman of the ravages of syphilis when
she is reminded of the number of abortions, stillbirths and
dead babies she has had. The men, however, view this as
essentially a female characteristic, and when external signs of
the disease have gone they appear to he satisfied. This is
not the only cause of the few men who attend, for most of the
men are away for a good part of the year, working in the
towns. The number of children from 6 to 18 years under
treatment is no indication of the incidence of syphilis, but
indicates the difficulty experienced in explaining to the people
that children who seem healthy may he syphilitic.

(2) By discussing the familial nature of syphilis, at their
homes and at the clinic, the 36 patients who were originally
diagnosed as syphilitic brought 84 members of their families
for further examination, and of these a further 38 were found
to have syphilis, thus bringing the total number of cases under
treatment, in this area, to 74. In all. 205 persons of this area
had a Wasserinaim reaction done [i.e.. 23 per cent, of the
population), which means Unit we have a long way to go before
we can claim to have combed out the area for (xisitive reactors.

2. Anti typhoid Iminimisation : In view of the fact that
enteric fever is a major cause of death in the Polela district,
it was decided to carry out propaganda for immunisation.

The propaganda is given by all members of the staff, at the
clinic, in schools and at the homes of the people. In the River
Valiev Area the campaign started in August, 1942.

From August to December, 1942, 201 persons were immunised
(viz., 22.66 per cent.). As in the case of syphilis, we found
that the main groups availing themselves of the service were
women and children. The fact that more than one-fifth of the
population responded within the firit five months of the
campaign was more than we had expected, and encourages the
belief that our “ Family Welfare ** approach was not only
successful in the purely curative side of the work but also as
a weapon in preventive services.

3. School Service : The Unit examined six primary schools
in the area of Polela at regular intervals during the year.
Children of the River Valley Area who attend primary schools
are distributed mainly among three! of these six. The following
figures indicate the proportion ot River Valley children attend-
ing school who are examined by the Unit.

Number of Children of River Valiev Area attending Primary
School in 1942, 122.

Number of these children examined by the Unit in 1942, 90
(73.77 per cent.).



Each child examined at school has the address of his home
included on his examination form, and the fact that he has
been examined is noted on the family index card at the Unit's
office. The examination is voluntary and is not carried out
unless the parents’ consent is given. The Unit keeps a register
of all children in the area attending school, and is thus able to
refer to any homes refusing the examination. In this way we
have been able to discuss the aims of the service with those
parents whom we know have refused the examination, and with
the help of the teachers, the response to the School Medical
Service has improved. The following facts, which refer only

to River Valley homes, indicates the improvement in the
parents’ attitude —
No. of Rivor Mean No.
Year. Valley Children No. of Examination?
Examined at Examinations. per Child in
School, the Year.
1940 54 98 1-8
1941 72 229 3-2
1942 90 294 3-3

Of the 90 children examined in 1942, 27 were first examined
in that year, 27 were examined in 1941 and 1942, and the
remaining 36 have been under observation for the three-year
period 1940-1942. These repeated observations have not only
given the Unit an opportunity to study growth trends and
seasonal incidence of infections and nutritional conditions, but
when related to our other investigations of the various homes,
have kept us aware of prevailing conditions in the families of
the children. The inclusion of the school service within the
scope of the Unit’s work lias thus augmented our knowledge of
family welfare in the area.

System of Recording and Reference : It is essential that all
the data relative to each family should be readily collated. This
can be simply done by cross reference to various files in which
sets of data are maintained. The cross reference index used
was the address. In order to illustrate tlie nature of this
method, it will, perhaps, be best to summarise the records
of two family groups. (See Charts “ X ” and “ XX ” at end
of article.)

The living conditions of these two families are not typical.
The records are given for the purpose of illustrating the extent
to which the Unit is able to co-ordinate the various health
indices of the family, and not to indicate standards of living,
health, etc., in the community. It is important to emphasise
that records continue to be added to each family file from time
to time. In this way, we not only have a fairly good know-
ledge of the present condition of the people, but as the years
go by, the Unit will have a reasonably accurate record of the
family’s health history.

Discussion.

It is now possible to analyse some of the main advantages
to be derived from this family welfare approach by a Health
Unit. Each member of the staff (Medical Officer, Nurses,
Med'eal Aid, Health Assistants) plays a part in bringing health

and medical advice to the family. The school medical and
health services, maternal and infant welfare clinics, nutrition
classes and therapeutic clinics, are all co-ordinated with the

continuous visits to homes. The field worker is informed of
the state of health of various members of the family seen by
the medical officer and his findings regarding the family’s
standard of living are related to the medical problems of the
home. In this way the Health Unit has developed a team of
workers who together are becoming “ family doctor and health
adviser ” The type of service being developed in Polela
requires one doctor per 4,003 people, providing we accept the
fact that the doctor should not he expected to attend to more
than 50 persons per day. On certain days the Unit’s clinic
attends to 100-150 people, and if we accept the figure of 100
per day as the absolute maximum which can be carried success-
fully by a single doctor assisted bv nursing staff, we face the
fact that one doctor with nursing assistance cannot be expected

to cater for the needs of more than 8,000 people. It is believed
that these facts indicate that in spite of the superstitious
beliefs of the people, a medical service has developed which
requires one medical practitioner for every 4.000 persons, or,
if the doctor and his staff is to be overworked, 8.000 persons.

While an increase in medical practitioners thus becomes
desirable for future services in the Native Territories, even
more important is an increase of the remaining personnel,
medical aids, health assistants and nurses. The intensity of
propaganda required among a people who are economically and
culturally poverty-stricken must lie taken into consideration.
Unless adequate attention is given to the production of suitably
trained men and women to carry out the work required in
the Native Territories, little improvement in health services
can be expected in the near future.

The success of the work in the River Valley Area during
1942 has encouraged the Unit to expand this type of service,
and plans for the year 1943 include an expansion from the 130
families in this area to other areas, making a total of approxi-
mately 450 family groups. The Unit’s intensive work will thus
include some 3,000 people. Services to other people in the
area will continue on less intensive lines until each section is
gradually absorbed into the Family Welfare Plan.

Summary.

1. An approach to health services among the rural Bantu is
discussed. The method outlined is that which has been tried
out by the Polela Health Unit in Natal.

2. The population of a selected area was chosen as an
experimental group for the purposes of determining the degree
to which a Family Health and Welfare Service would succeed.

3. The following data regarding the homes were collected —
Census, education and literacy of each individual, occupation
and time spent working in towns, housing, livestock posses-

sions, milk yields, cereal and vegetable production, etc. The
economic and social status of the family could thus be
estimated.

4.  Illnesses, births, deaths, stillbirths, abortions and
marriages were registered.

5. Children attending school in the area were medically

examined, and all persons attending (lie Health Unit’s clinic
were registered on a family index card.

6. The yearjs work indicated the following :—(a) Death-rate
38.33 per 3,000, birth-rate 45.09 per 1,000, infant mortality
rate approximately 275 per 1,000. (6) Improvements in sanita-
tion and housing were not remarkable, but nevertheless very
encouraging, (c) Improvement in production of vegetables was
generally very rapid ; not only was the quantity increased, but
many additional types were introduced. Anti-soil erosion
works of a simple nature were constructed in several homes.
This nutritional aspect of the work was perhaps the most
successful and quite definitely brought about a radical change
in vegetable production, (rf) 404 people attended the Unit’s
clinic 3,500 times in 18 months, i.c., 45 per cent, of the
populat ion.

7. To indicate the
approach ” the response
typhoid immunisation
children is discussed.

8. The system of recording allows for the easy collation of all
data—social, economic and health—regarding each family.
Two specimen charts are presented to illustrate this.

9. The combination of curative, preventive and social Health
and Medical Services within the activities of one Unit demands

usefulness of the “ Family Welfare
to anti-syphilitic treatment, anti-

and medical examination of school

the co-ordination of various types of personnel, Doctor,
Medical Aid, Nurses (including midwives) and Health
Assistants (public health propagandists and family welfare
officers).

10. The success of such an approach to the health needs of
a people who are economically and culturally poverty-stricken
depends upon the following : (<) a determined effort to improve
their economic, social and educational status; (6) the training
and production of a large number of suitably qualified Medical
officers, Aids, Nurses and Health Assistants.

[l wish to thank the Secretary fur Public
authority to publish this review.]

Health for



A. PERSONAL DETAILS (FAMILY CENSI'S, EDUCATION, HEALTH AND MEDICAL CARE).

Education—

General Census Data. Standard. Health and Medical Treatment.
Index Family Time away Examina- . No. of Nutri-  School  Infant Wasser- T.A.B.
No. Name.  Sex. Age. Relation- Birthplace. Religion.  Occupa- from tions Literacy. Attend- tion Exami- Clinic. Clinical Findings. ntann  Immun-
ship. tion. Home. passed. * ances at Classes. nations. Reaction isation.
Clinic,t t §
Nz. B. M. 31 yis. Head. Polcla. New Minister — T:;6(1929) R.and W. 2 — Thin, healthy adult. 4
Jerusalem  and (Teaching) English,
clerk. Zulu.
2 » H. F. 23 Wife of 1 House- 2nd grade R. a little 1 Constipation; sinusitis. Neg. 4
wife and Zulu
riller of
soil
3 » E. F. 54 Widow, ” Presby- House- Nil Nil 6 Minor injury, caries, 4
mother terian wife, rheumatism.
of 1 tiller,
washer-
woman
4  Nge.A F. 3, Widow, e Anglican  Cook and 1/1/42-  Std. 6 R. and W. 2 Bronchitis (X-ray chest, Neg.
sister of 1 house- 25/4 142 (1926) English, negative T.B.). Il at
maid 13/8/42- Zulu home for 3J months.
31/12/42
5 , Ch. M. 13, Child of 4 Ixopo _ School — In Std.2 R.and W. 8 — + (12) — Injury to scrotum. In- + 4
child Zulu sect bite. Malnutrition -
C . K F. 0 » » . 24/1/42- In Std. 2 » 17 4 + (12) Impetigo;  tonsilltis;  Neg. 4
1/7/42 diarrhoea; malnutri-
3/8/42- tion.
16/12/42
7 . M F. 112 = llleg. eh. River . — — — — 9 py— — + Dysentery ; whooping- — 4
of 4 Valley 1x’ cough W%Ith pneumongla.
8 Nz. S. M 4 Child of M New — — 13 Whooping-cough; 4
land 2 Jerusalem pneumonia;  subcon-
Junctival haemorrhage.
9 E. F. 1S » . » 28 4 Acute tonsillitis ; frac- 4
ture forearm; minor
minjuries ;  whooping-
cough
10 Ng. J. F. 13, Nil Polela ? Nurse girl Came to — 4 Diarrhcca. Neg. 4
to baby 12 this home
Aug., 1942
11 Soh. C. M. 9 Nil Impendhle  Anglican  School Boards In 2nd Veryv little 13 4 1- (13) Minor injuries; malnu- Neg. +
” child here dur-  year Zulu trition.
ing school
term
12 Nz. B. F. Born Child of  River As for 1 — — — — 18 — — 4 Whooping-cough ; tuber- — 4
10/6/42 1 and 2 Valley ‘X' culin’ patch. ~Neg.

*R = Read. W. Write.  t Attendances from July, 1941, to December, 1942.  J Classes 1941-42.  § Number of medica ~examinations, 1940-42. Clinic started 1942



Structural Materials. Mkascrements. 1
Bnildirxg
Number. ) .
Walls. Roofing ~ Floor- Doors.  Windows. Floor. HV\(aH Windows. Doors. Uses. Furniture, etc. (O&cupants.) Remarks.
ing. eight. Index Nos.
Wattle  Corru-  Wattle Corru- Nil 6" x 3 6" 5" Nil Nil Pit latrine Box seat (23* x Used for defalca-  The depth of pit 4 only,
A frame gated poles gated Hr, 18" ht) tion by family. due to stri in? solid
daubed iron and iron Pit depth 48* Not used for  rockatthisleve
Wlﬂc”li earth (sl,heett ) micturition
mu ean-to
B Thatch  Loose 1 wooden Nil Diameter 12° 5" 8' — 4" 11* x 1' 10" Store hut. Frame for stor- — —
soil age of mealies.
. 1wooden Nil Diameter 9 5 6 — 4'2'x2'4' Store liut. — -
Beaten 2 wooden 2 glass 17" 3" x 13 4" Sl; 2'ii'x i r 50" X2 5 Bedrooms 2 iron beds, 1 (a)Bedroom for The children sleep on
earth, 2) ., (outside door) wardrobe, 1 No. 4 when the floor, the beds
dung wall cupboard. home. being reserved for two
smeared (bf 3,5.6 7.8 adult women.
Oand 11. Some
of these occa-
_siorzal)l sleep
In («
E 1wooden lwooden  Diameter « YT 2" 3" x V3 5 7' x 2 6% Kitchen for per- Bench, pots,
23'3" sonsliving in D.  drums, hand
Also used for ™ grinding ”
eating. machine for
mealies, crock-
ery cupboard,
etc.
F 4wooden 3 glass  24'6"x 12'6" 7+ 2" 1 2" 11*xNfait Front 3 rooms used as  Bedroom :2 beds Bertroom used for The dining-room is not
(excluding — I x 2t 4 shown in dia- and bunk. m Nos. 1,2,9and often used as such, the
study, which 3)1"11"x 1" 11* Others : gram. Dinin/-roomand  and 12. meals being taken in E
is 8" x 6 P9l x 2! 3 stwiu: 1 bed,  Study for use  more often. The head
411" x 2'7 table, 4 chairs. of No. Lonly. hr?s hlsdmeals alone in
the study.
G 1wooden 1 glass Diameter 6" T 2" x r io" 5" 8" x 2'6" Kitchen. Falkirk - Dover Fuel: Family has_its
15" 3 eoal stove; own wattle plantation.
table, wall cup- Also use twigs from
board, pots and thorn-hush, and occa-
drums. sionally manure, mealie
stalks.
Light:  Table lamp,
Smaolill burners and
candles.
C. ECONOMIC STATUS, LIVESTOCK AND FOOD PRODUCTION.
oL ili) Food Production: Remarks.
1 ivestock: P : :
{ Cows, H 104Zt (Maize: _Measured and estimated to last until Feb., 1943. The family is a relatively progressive one. Advanced economically and
Cattle. 6 Oxen. 2 arvest . Mabele : Approx. 750 lbs. d ionall h A h in ih hev h b
o 1Heifer, 1 IBeans (dry): 40-50 , S#ecaaittlr?-%gn)slci‘zl)vusea 3ﬂrﬂﬁ3r?het8a§g yee?r Inastise e\?irgghceg %{/ tr?gefactecgr?;?
Pips, 3 : /March, 1942. 2 cows in milk, yielding total all members of the family have made _u§e of the Unit’s facilities, both for
E'%L;Ltefylﬁ (do;kgi Clhl_Clé%gS) 1 eat 1 5 N_Il—l.S pints per day. illness ar]dfhealt?_ c‘lasses(,]1 such as Ru_télt_lon class for children, school medical
L L » L ) . ne, " il service, infant clinics and anti-typhoid immunisation.
Milk 7 5e i , .
<ii) M E i er month): ] Sept. » o Nil. . . - . In all, the 12 persons have been attended to by the Unit on 1G4 occasions
) Osnoely N 3?7'”%5 (% as clerk; {Dec. w1 C?)\évr (Ijnaymllk’ yielding 2-3 pints jncjuding school Saminatians. Y
£4 10 0 (as minister) ’ The following material progress was noted during the year 1942:—
So. 3. £1 10 0 (for washing) Vegetarle Garden : (1) Th i i i
f e head of the home received an appointment as a clerk with
So. 4. £3 0 0 (housemaid and cook) a salaryf %f %7 per mgnth. Thi? altere(ri1 tpehwhole econon&ic
* 1942. Crops growing in Garden. status of the family and accounts for much of the progress made.
Total £16 10 0 Ps growing | % Eit Ilatrine bgilt. h he first home to do so in the River Valley Area.
« Not all of this goes into the home, as No. 4  January Beans, cabbage, cauliflower, peas, tomatoes, oal stove bought.
; i ) otatoes, pumpkins. 4) Table paraffin lamp bought.
lives away with her employers and only sends P pumpkd 5) Vegetable garden improved and family has become a * seller ”
clothing for her 3 children. . he local K
March Beans, chabbage, carrotsa pokt)gtoes, pumpkins, (F>) B?gugt;hi ngg?zer?ﬁe'[deglultivator and planter
spinach, tomatoes, amadumbi. sweet potatoes. 7) Maize and mabele yields the best they have ever had.
May As for March, but mostly in yield. 8 E%ittigzeee Ssccr?oo(ﬂl i?] i{gz%n passed their examinations and are to
July .. Nil. PLANS FOR 1943 (1) Anti-soil erosion contouring of garden.
Sept. .. Potatoes, peas. 2) Construction of "compost” pits.
Nov. Carrots, sweet potatoes, tomatoes, soya beans,

lettuce, puniDKkins. ocas.



Index
No.

Building
N umber.

Name. Sex.
Nz. H. M.
. E. F
H M.
F. F
. P M.
. F. F
Stru
Walls.
Wattle
frame
daubed
with
mud
*
u

A. PERSONAL DETAILS (FAMILY CENSUS, EDUCATION,

HEALTH AND MEDICAL CARE).

General Census Data. Efgﬁda;'f{,’_ Health and Medical Treatment.
Family . . Time away Examina- . No. of V.D. School . Wasscr-  T.A.B.

Age. Relation- Birth- Religion. Occupa- from tions Literacy. Attend- Treatment Examina- Clinical Findings. mann  Immuni-

ship. place. tion. Home. Passed. ancesat  Attend- tions. Re- sation.
Clinic.t ances action
52 yrs. Head River Presby- Labourer — Std. 4 R. and W« 22 21 — Syphilis.  Malnutrition. + Nil
Valley terian (1912) Zulu

38 Wife ofl  Polela Roman Housewife, — — Nil 15 12 Syphilis, Bcahies. Attended + Nil.

Catholic tiller of during pregnancy with
soil No. 6. Malnutrition.

15 ,, Child of 1  River Presby- Labourer 1/1/42- std. 4 R. and W.* “ + (2 i ? Nil
Valley terian 4/6/42 (1941) Zulu, Both these children have
English only hecn seen at school
medical examinations in

13 ,, Child ofl Presby- School Homefor InStd.4 R.and W.* + (> 1940, They have since ? Nil
terian child 2 weeks Zulu, left area for work and

in year English schooling.
4 Child of - Roman 9 9 Syphilis (probably congeni- 4 Nil
land 2 Catholic tal), scabies, conjunctivitis,
- malnutrition.
: Child of " Roman 13 1 Syphilis (congenital), scabies + Nil

40, 1and 2 Catholic and impetigo coning., con-

1942 junctivitis, blepharitis.

* R *=Read, W = Write. t Attendances from July, 3941—December, 1942.
B. HOUSING.

ctural Materials. Measurements.

Floor- . Wall . Occupants.

Roofing. ing. Doors.  Window's. Floor. Height. Windows. Doors. Uses. Furniture. Remarks.

Thatch Beaten 2 wooden 1wooden Diameter 6' 4' 1" 9" x V 4 1) 4'irx2'6"' Cooking, living Pots, basins, 1 Nos. 1, 2,5 6 PQuItrK share this hut
earth (built 16' 6 (closed with 2)4" I'x 1'9"  and Sleeping bench,  wooden with the family during
dung over in daub in Nov., room. packing case used sleeping hours.
smeared ov., 1942) as chair, hangin

1942) hoard for food,
paratlin tins,
sleeping mats,
4 blankets.

" lwooden 2wooden Diameter 6" 2 1)1'irx r a 510'x2"3" Not used. Roof No. 3 when home sleeps
fixed, 15" 2* 2) 1'3'x 1#2' leaking. at the “uniuzi" of a
not able (but never relative in the River
to open opened) Valley Area.

Loose 1wooden  Nil Length 8' 0" 4'8"' x 1' 8" Store hut. Frame for mealies Fuel: Has small wattle
soil. Breadth 7° 10° and much old Flantation, and also uses
goods notin use. horn-bush twigs, cattle

manure and dried mcalie
stalks.

Liaht: Have only one
small single-wick paraf-
fin burner, 2 oz. capa-
city.



£ 0‘ EUUNOMIO STATUS, LIVESTOCK AND FOOD PRODUCTION

(l) LIvesTock : Poultry, 3 (4 1 chick).
Nil ‘else, ‘except 1 horse, which is kept in the
. Impendhle District.

" (1) MoNRY EARKINGS, per month):
No.1. £2 15 O(ascenemllabonrer)
No. 3. 015
" Total £2 16. 0(+15/9)

No. 8.—Whatever he earned as a gs,rden boy » in Pieter-
maritzburg, he sent nothing to the home, On his
;‘etum in June, 1942, he brought £1 12s. 0d. for the

ome.

, () Poon PRODUCTION. :
Measured. Lnsted 8 months (untﬂ September, 1042)

Maise ;
Harvest Mabels : Approx. 450 lbs.
1942 ) Beans ; About 15 lbs. (dry)
ilF : 'Nil throughout the year,
VEGETABLE Gnnm' .
1942, Crops growing in yarden -
Jan, Pumpklmﬁe potatoes, melon," cabbage, beans, Peae,
soya
March, Pumnkms cabbage beans, soya beans, melons. '
May. Pumpkins, beans, soys beans. ’ .
July. NilL
t. P o ’
Nov. P ins, potatoes, lettuce, soya beans.

REKARES.

The family is very poor. The head of the home is keen to progress,
but spends 11 hours & day away from home in earning £2 15s. per month.
This 18 his second marriage, the first wife, who died some years ago, being
the mother of N 0s. 3and 4. His present wife is an extremely backward person
lasy and unkempt, and the home, unfortunately, refiects her penonallty
It is kept fn an untidy and filthy condition. ;

Tt was with the greatest difficulty that the Unit persuaded the family
to undergo anti-syphilitic treatment, but the wife often staops treatment
and refuses to bring the children regularly. e

The' son, No. 3, is rapidly becoming a delinquent adoleacent, and with
friends in the area is often respousible for petty thieving in the neighbourhood’

Progress during 1042. . R .
Apart fiom an extension of the vegetable garden in which § bag of

” potatoes was planted in September, there_hxs been little progress. In fact,.

there has been a marked decline, e.g. the state of repair of the huts is. ver&
poor-—leaking roofs, c:s.cklng walls and closing in with daub of the few wmdows
in the huts.

One bright feature is the fact that the head of the family is very well
disposed to the Health Unit and its staff, and during the year 1943 the Unit
plans to assist this man in an effort to rehabilitate the family.

@ CAPE TIMES LID., XEEBOM STREET, CAPE TOWN,

Q0122/3/4/ 44.



Reprinted from " Clinical Proceedings, " Vol. 4, No. 5, July, 1945.

THE PRACTICE OF SOCIAL MENOICINE

S. L. Karg, M.B,, ChB
and E. Karx, MB Chl‘,

(Medical Officers, Polela Health Unit, Unics Health Dept)

) The concept of Man’s destiny being largely deterns'~.ca by his environ-
ment is not a new one. It was well known to toe Jesuits of medieval
Europe. It is, however, only during the past century that man has
begun to understand some of the environmental and genetic factors
which influence life processes. The work of Freud and Pavlov regarding
behaviour has indicated the extent to which our outlook, our émotions,
thoughts and reactions are determined by the conditioning of our ner-
vous and mental mechanism during earlier days. It has paved the way
for revolutionary approaches to the science of medicine such as.the
school of thought led by Speransky, and the development of psychoso-
matic medicine as a science. Likewise, the advance of bacteriology and
epidemiology following the work of Snow, Pasteur, Koch and others
gave society weapons to control a host of diseases caused by organisms
whlch thrived under certain conditions. Those conditions, suitable for
so many pathogenic organisms, were thus realised to be hostile to man,
and rapid strides were made in devising measures to control or abolish
such adverse influences. )

The measures adopted produced a revolution in the ways of living
of the more advanced groups of people in the world. They led to
the development of such methods of controlling man’s environment
for his benefit as water purification systems, co-ordinated and communal
methods of refuse disposal, pasteurisation of milk supplies, sterilisation
and a host of other measures which changed many of Man’s habits
where they were applied. In the present century research into the value
of various foods and nutrition problems has resulted in a mass of
knowledge which when applied fully will further revolutionise society.

More important than any of these advances in themselves is the
fact that they have occurred within a period which is recognised to
be revolutionary in so far as Man’s historic development is concerned.
It was this revolutionary epoch which produced two closely allied philo-
sophical concepts—a new concept of biological history in the shape
of the Evolution of Species (Darwin, Wallace, Huxley and others),
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and at the same time arose a radical approach to the study of Man's
social development, among the earliest interpreters ot this changed out-
look being Marx and Engels. The fact that these two great philoso-
phical revolutions occurred at more or less the same time cannot be
explained as a chance co-incidence. The French Revolution of 1780-94
introduced an era of social change, first in Europe and later spread
to the rest of the world, characterised by revolutions of one kind or
another. This revolutionary era required a revolutionary philosophy,
and the leading thinkers of the age were born into an environment
which no longer accepted the order of things as being static and ever-
lasting. Beliefs in the spontaneous generation of species or of social
conditions within these species being predetermined by a force outside
and above all natural phenomena were being replaced bv more dynamic
concepts.

Such a period could not but help produce a new outlook, which
it expressed through its influence on its leaders in the fields of biological
and social sciences. A dynamic historical interpretation of physical and
social evolution paved the way for the Pasteurs, Kochs, Pavlovs, Freuds,
Hopkins’, McCollums’, etc., and thus the concept of causes of diseases
was placed in relation to social and biological laws. The influence of
this revolution on the practice of medicine was first felt in the develop-
ment of non personal environmental services. Departments of Public
Health were inaugurated concerning themselves mainly with the con-
trol of tefuse disposal, water supplies, and later with ventilation and
lighting of buildings and so on. The more personal aspects of health
and disease remained the function of the medical practitioner—the
Family Doctor.

In the late nineteenth and early years of this century specialisation
in medicine had not yet evolved to a very great degree. In South
Africa, hospitals like the Johannesburg General Hospital had special
surgical, medical and other wards, but the chief medical officers in these
wards were general practitioners, whose main bent was for surgery,
or medicine or some other aspect of medical practice. To appreciate
the modern need for practitioners of social medicine it is necessarv
to glance back some years and see what these men did.

A doctor, once established as the medical attendant of a family,
might for years remain their trusted friend and adviser, and treat all
their ailments. He would treat the children for their measles and
mumps, remove their tonsils, attend the mother during her pregnancy
and confinement, advise on post-natal care anti the baby’s feeding, it
necessary, operate on the father for gall-bladder disease or appendicitis,



and treat the older members for their “rheumatism,” “high blood pres-
sure” and heart disease. At the same time he would often know the
father’'s occupation, financial difficulties, religious and political views,
what school the children attended and how they were getting on in
studies and games, and a host of other activities and personal relation-
ships within the family, which all add their quota to the sum total
of the family's health. His junior partner would be introduced to
these families, and when the “old man” passed away, the younger
would often continue the work with a personal knowledge handed
down to him by his late senior colleague. So the practice would be
carried on from family to family.

While many of us developed a strong sentimental attachment to
our family doctors, it is obvious that their wide functions and type
of practice could not be efficiently carried out to day. The rapid changes
brought about by the achievements of scientific workers in all spheres
of human activity have inevitably led to specialisation. Medicine, like
other professions, crafts and trades, could no longer be practised by a
single individual. Too many advances were, and are still being made
for one individual to be able to keep pace with all aspects of the sub-
ject. Efficiency alone demanded specialisation. The process of specialisa-
tion was not planned and still progresses unplanned; but planned or
not, the result was to remove one sphere of practice after another from
the family doctor and place it in the hands of the specialist. The
tonsillectomies he performed arc now done by “Ear, Nose and Throat"
specialists, the teeth he extracted are treated by the dentist, his care
of appendicitis, cholecystitis, fractures, etc have become the province
of the surgeon, the care of rheumatism, heart disease, and so on,
are now attended by the physician, including even the many infant
and child ailments, which probably formed the greatest part of his
practice, which are more and more passing into the sphere of the
pediatrician.

Nowadays many families have no special family doctor, and those
that do are not necessarily treated by him for all their illnesses. During
the course of a few years the family may be seen by many different
doctors, each superior in technique in his own speciality to the old
time family doctor, but none who has 'he same intimate knowledge
of the family background. Even the present day general practitioner,
busy and harassed as he is, does not fill the gap, for not only is he
often concerned with “benefit society” and “insurance” patients, but
runs clinics of fairly large size at his consulting rooms. The public,
too, have become used to going straight to specialists’ consulting rooms,



or to hospital out patient departments and clinics, staffed by specialists.
Here, patients are seen completely divorced from their homes and
families by doctors who have never met them before.

All attention is focussed on the physical condition of the patient
a diagnosis is made and treatment prescribed. No adequate analysis
of social, mental, economic and other factors is made, cither in regard
to their etiological significance or the results which the illness has on
the patient’s family. Unplanned specialisation has thus produced a far
higher standard of physical diagnosis and treatment, but has failed to
replace the human understanding which can only develop with knov
ledge of the patient's background, family life, problems, etc. It is the
function of social medicine to fill this gap, and improve on the methods
used bv the family doctor in the same wav as other branches of medical
practice have improved. The creation of a chair of social medicine at
the University ol Oxford, the appointment of medical social welfare-
workers to various hospitals, the increasing importance being played
by psychosomatic medicine, all indicate a demand for a dynamic con-
cept of health and disease.

Any dynamic concept must recognise that the individual is a
product of his biological and environmental history, and to diagnose
his state of health correctly it is essential to try to understand these
factors. The diagnosis "appendicitis,” *pellagra,” gastric ulcer,"
“tuberculosis,” should no longer satisfy us as being complete, for these
clinical entities are but phases of whole processes set in motion b\
social and genetic forces. Furthermore, these ills in themselves set lip
a new train of reactions, not only in the patient's bodv, but also in
his family. The illness may remove thefamily’s source of income, it
may in the case ol a child lead to quarrels between parentsas to who
was responsible, and so on. Such disorganisation of the family
produces other illnesses, mental, nutritional or infectious, and so the
\ieious cycle proceeds unless diagnosed and adequately treated, ft is
thus evident that there is a need for the application of medico-social
knowledge leading to the practice of social medicine.

Professor Ryle succintly sums up the present trend. “More and
more accurate assessments of local pathology, with the help of more
and more colleagues and instruments, and less and less intimate under-
standing of the patient as a whole manor woman with ahome and
anxieties and economic  problems and apast and a futureand a job
to be held or lost, have become the order of the day .. . There arc
notable exceptions, it is true, but their numbers dwindle. The sciences
and techniques have come to dominate medicine to the exclusion of



tin. most important science sit all- the science ot man—and the most
important technique ot all—the technique ot understanding. Scienc<
without humanism mav work with atoms hut it will not work with
in n.”

Nut only do Professor Ryle's words hold true tor the practice ot
1 heine regarding indixiclunl patients, but the whole approach to
environmental services has been developed as an impersonal organise
non. The separation of Medical Officers of Health from clinical services
must produce a staff out ot contact with the people it serves. The
w uer supplies, housing, and refuse disposal svslcms are now mainlv
the concern ot sanitary engineers and allied prolcssions, This degree
0! specialisation is essential tor efficiency, hut in South Africa’s rural

nd semi rural areas, inhabited be more than two-thirds of our popu
l.cion, these matters remain a persona! service verv inefhcicntlv
organised.

Not only is there an almost complete absence ol sanitation system ,
including latrines tor humans and measures lor disposing of household,
animal and agricultural refuse, hut in many areas (c.g. "Native Terri
tones") the people have a certain set of beliefs regarding such subjects.
Their wav of living in scattered houses and their social organisation
compels any health organisation wishing to bring about improvements,
to take cognizance of these factors. There must he personal teaching
ot each family, an understanding of their beliefs, and an appreciation
of their economic status before any real progress will he achieved.

Here the public health worker cannot be divorced from the clinical
practitioner, lor both constantly meet with opposition to progress by
the same set of beliefs. An example of a verv common belief among
bantu of South Africa will indicate the degree to which personal
education must precede and be carried on at the same time as environ-
mental services and medical practice, he it hospital, clinic or domiciliary.
The belief is prevalent that an ill-wisher can "thakatha" his victim
he various means, that is. can convey something m cause ill health
and often death. The means of conveyance vary from natural to super-
natural. one common method being via faeces. The ill wisher is believed
to seek out his victim’'s tacces and bv mixing these faeces with a
specially prepared “umuthi” (medicine) produces the latter’s illness.

This belie! ol the sick person sets up a whole sequence of social
and medical effects. Two important results are the following:— (1)
It causes the patient and his lamily to regard his illness as art “isifo
sabantu ' (Bantu disease, i.e. peculiar to the Bantu). He, therefore,
considers that modern or. as it is often called, ‘‘F.uropean medicine”



cannot help, and his belief drives him into the hands of the many
'izinyanga” (herbalists who do not restrict themselves to treatment by
herbs lut include witchcraft in their armamentarium).

(2) It causes the people to fear construction of lavatories, for by
this means one is advertising the site of one's faeces to any ill-wisher.
In this regard it is of interest to note that several people in the Polela
area, while opposing the pt latrine, would welcome water-bornt
sewerage, for by the latter means their faeces would be carried far
awav by the water.

This is but one aspect of a whole set of superstitious and animistic
bel efs, held not only by heathen Bantu but by those converted t(
Christianity, among whom arc to be found many teachers, ministers
of religion, and even various health workers, including nurses. Mass
demonstrations and lectures on the causes of various diseases do not
undermine such beliefs. The scientific explanation must be constantly
related to the thoughts in the heads of the ! iteners, and must thus
be carried out with individual family groups, for no two groups of
families arc exactly at the same stage of development in their liberation
from superstitious beliefs, and each family has its own particular prob
lem about which it is worrying. The separation of ‘Public Health
and "Clin'cal Medicine,” at any time far from ideal, is under such
conditions wholly artificial. The beliefs of the people involve both,
and do not in any wav separate them. The practice of both must thus
le included in a single organisation, a team of workers in a Unit
practising Social Medicine.

There is a multiplicity of organisations, private, municipal, pro-
s'llc al and government which are at present active in one or other
aspect 01 Social Medicine, c.g. Union and Mumcioal Health IJcpari
ments, Departments of Social Weitare and Native Allairs, Trade Un ons.
Missionary Societies, and so on. Some interest themselves in control of
envromnent, such as water supplies and sanitation, others in establish
ing sick benefit societies, others in workmen's disabilities, others in
iood and clothing relief for the dependants ct a skk wage earner.
While all this tyne of work is very closcl} related to the subject being
discussed no tangle organisation nor .1l combined serve the purpose
required of social medic no.

Like ether branches of me Hone, the practice of soc’al mediant
reenfires 'witr merits and well (levelaped techniques. The practitioner
cf ths tv'e of methane requires a thorough IraHiing in diagnosis,
methods of examination, and technique of treatment of soc o-biological
faerrs mfh<en health. Like tire curative pra tiiioner of our day



he requires a staff of assistants trained as efficiently as are 'he other
Technical assistants, such as nurses, laboratory technicians, and mid
wives, and like the latter the trained social worker should always form
part of a team guided by a qualified medical practitioner.

Unlike other branches of medicine, social medicine cannot be con
lined to one particular room, ward or institution. It pervades every
activity of the human being and every branch of medicine. Its labora
tory or theatre of work must follow people to their homes, at work,
at school and at play. It is thus no speciality to be placed in a com-
partment of its own, divorced from other forms of medical practice.
It should be closely interwoven with all other aspects of medicine, and
die curriculum for training of medical students should nor add another
subject, Social Medicine, to an already overcrowded svllabus. Fach
subject taught from the first vear of study to clinical work in the
hospital shotikl be placed in its social perspective, thus producing m di-
cal practitioners who are competent to understand and treat or assist
in alleviating all the environmental and personal factors influencing
health and disease.

The danger of departmentalisation is well seen in tin “social follow
up” system being used in various hospitals and clinics, the follow up
being carried out by “almoners,” “social welfare workers" or “medical
social workers.” In such systems the patient is lirst seen as a case of
ihis or that disease. The home visit then follows and a social diagnosis
is made. While this is a definite advance on what exists in most
medical sen ices at present, it tends to keep the picture static, by com-
mencing study (nly attcr illness has supervened. li still does not
influence incidcnee of disease sufficiently, for it is only concerned dice
a breakdown has occurred. It thus limits itself to hut one aspect of
therapeutic social medicine, namely, rehabilitation of the sick.

In our large urban areas we no longer wait for outbreaks ot typhoid
lever before the introduction of water purification and sewage disposal
systems. The fundamental environmental lactors conducive to the 'preael
of typhoid and similar diseases are known, with the reside that measures
have been introduced to avoid these diseases affecting the people. The
same concept must be applied to all diseases. It is true that in m..ny
cases the necessary knowledge is lacking, but this knowledge will only
eim utill continuous study of social, environmental and biological
influences over long periods of time. There arc, however, irony
examples of disorders which can be predicted in certain families md
groups of people by the field worker with knowledge of it fan vy
and its habits and problems.



Among these are to be found various nutritional deficiency diseases,
anxictv states, accident proneness, asthma, peptic ulcer, hypertension
and so on. Therapy must commence at this stage, and not wait for the
admission to hospital of one or more members of the family as cases
of hunger oedema, or pellagra, or multiple injuries resulting from an
accident which might have been prevented had it been realised that
the patient was accident prone and thus not suitable for a dangerous
occupation. Examples of these types of disorders, relatively easy to
prevent were the machinery available, could be multiplied indefinitely.
T he function of social medicine must thus not be confined to “hospital
almoner or home visitor,” but must include as its basic aim the study
of all factors conducive or antagonistic to sound health in i particular
community;

To meet the demands outlined above we require a Health Unit
or Centre, serving a specific locality and keeping in close contact with
all the activities of that community—its families at home, at work, at
rest and so on. It should include all the families in its area, not only
those who deem themselves sick enough to go to a doctor or hospital.
It is only by this means that the Health Unit can plan to prevent, or
at least introduce early treatment for those many illnesses which are
to-day only the concern of the purely curative institution, and to which
very little thought has been given regarding prevention. The Health
Unit must thus practise both ‘‘curative medicine" and “public health,”
each being considered as essential in any organised socio-medical service.
The team staffing the Unit should be under the direction of a qualified
medical practitioner whose training suits him for control of an institu
non practising social medicine. The personnel will, of course, vary
with different peoples and with the amount of money available.

The Polela Health Unit, established in a rural Bantu society oi
Southern Natal, has since its commencement in 1940 attempted to
organise its health and medical services along the lines discussed
above. The staff consists ot a medical officer-in-charge, an assistant
medical officer, “medical aids,” nurses, health assistants, and general
labourers. This team acts in an evergrowing closer co-opcration with
other social services of the area, more especially those interested in
education and agriculture. The Unit runs clinics, curative and welfare,

rries out a School Health and medical service, and routine visits to
die homes of the people form the basis of all its activities. These
home visits are not confined to follow up of cases diagnosed at the
clinic, but are carried out from home to home in a specific locality by
men anti women health assistants each of whom is made responsible for



the homes ol a certain area. The sciiool service has been strengthened by
tlie fact that the medical officer together with the head teachers ot
various schools in the area have formed a combined committee to
organise and run the daily school meals instituted recently by tht
<jovernment. More recent has been another accession ot strength; the
local agricultural authorities haw instructed one of their agricultural
demonstrators to work with the Unit’s staff. He is to work with our
Health Assistants and thus strengthen the Unit's "produce more
vegetables” campaign* In a previous paper (19*14), the author described
some of the main features of the Unit’'s work. Here it must suffice to
present the iollovving summary table of work carried out at the Unit’s
headejuarters and in the field (see table, pages 294 and 29s).

This plan for a continuous programme of studies of family welfare
coupled with intensive education regarding health, food production and
general knowledge, was commenced systematically in January. 1042.
During that year each Health Assistant was given 30-55 homes in a
certain area. He gave each home an address, and then started .1 care
ful survey of living conditions combined with intensive propaganda.
The important results achieved by the end of 1942, more especially with
regard to our increased knowledge of social conditions, the increased
use rnaelc of the Unit's clinics by these families, and the improvements
in the homes and gardens, led us to expand this type of sereice as
being superior to other, methods. In 1943, over 400 homes were included,
and in 1044 some 720 homes, i.e. at present this intensive family we!
fare service covers a population of approximately 5,000 people.

What this family welfare approach means ro the Unit’s under
standing of the social factors related to ill health and the spread of
disease is illustrated in the following family records. Limitation (if
space compels the presentation of only the more cogent points relative
to the understanding of the illnesses in these families.

(A) A woman, aged 36 years, third wife of a polygamist aged 50
years, has for some lime been known by the local community to he
of a somewhat “loose character.” She is the mother of two children,
aged nine and seven years, and is somewhat attractive. Her record of
adultery known to the Unit is as follows: —

(1) 1041 —eommitted adultery with a married man of the area,
for which the latter was found guilty and fined.

(2) 1942 or early 1943—believed to have had intercourse with 1
youth of about 22 years old. The latter was not tried as the case never
came to the notice of her husband.



(3) February, 1943—committed adultery with an elderly married
1nan of the area, who infected her with syphilis, which he had con-
tacted in a town while away from home at work.

(4) 1943 (between March and May) is believed to have committed
adultery with another man in the area, who contracted syphilis from
her and passed it on to his wife.

In no case did she charge any money, the intercourse not un
commonly following the drinking of beer when the parties were no
longer fully sober. She is a heavy drinker and is commonly slightly
drunk. All the cases of syphilis, mentioned above, are under treatment
by the Health Unit. She, in fact, has become a very regular attendant,
riot only because she fears the disease, but more important is her fear
of her husband again “finding her out.” Fear, rather than respect or
love, appears to dominate her attitude and hence her relationship with
him.

He is a man who spends most of his time away from home, the
Unit’s records indicating the following:— Away during part of 1941,
and did not return home until May 26, 1942. After spending a month
at home, he left for Johannesburg on June 26, 1942, not returning
until October 4, 1943. Thus of the two years of which the Unit has
detailed records of his movements, he has been at home for some three
months. It is also of interest to note that the adulteries on the part
ot his third wife took place during one or other time of his being
away. On his return home he heard rumours of his wife's latest adultery
and immediately came to see the Medical Officer of the Unit. His
demeanour at first did not give any indication of the real purpose ol
his visit, which was of course to find out whether rumour was true
in saying that his wife had contracted syphilis from someone in the
are.i. Instead lie stated that he had come to see if he was “well enough”
to have intercourse with his wives, as the eldest had said she did not
wish to be with him until the doctor had passed him as fit.

We took him at his word, examined him and found him to be
tret of syphilis. His next question was more direct—was it safe for
him to have intercourse with his third wife? Fortunately for her she
had attended regularly for the previous seven months, and the Medical
Officer was able to inform him that there was no danger. Without
the knowledge the Unit had regarding her adultery and his absence
Srom home for lengthy periods, we might have been responsible for
further undermining the stability of this family, as well as the others
involved. The next stage had to be one of rehabilitation of the woman
herself. This is, and will continue to involve endless discussions be



THK SCOPH OF TI1C UNITS

Activities at
Headquarters.

Weekly meetings of M.O. with

field staff—monthly meet-
ings of whole staff.
Vegetable garden -Vegetable
and Seed production Fruit
orchard.

Demonstration compost pits

(15 pits at work) ; demon-
stration pit piivv ; manufac-
ture of pit privy squatting
slabs.

Maintenance and filing of all
records

Advice to mothers ami children
attending various cii .ics re
Schooling.

Infant Welfare Clinic and Cura-
tive Clinic. Nursery school.

Ante- and post- natal clinic ;
Filing of mate rnal histories
of all adult women in areas.

children
medical

Tivn'ment of side
found at school
examinations.

See also Nutrition Clinic and
recreation facilities.

Monthly meetings with head
teachers of schools re school
meals, etc.

Suture of Service.

r'amily Wtlfarc
(Intensive),

A. Environment.
(i) Food Supply.

(i) Refuse Disposal.

(iii) Hoaxing.

Civ) Water Supplies.

I> Papulation
Stati ties
(i) Census.
(i) Vital Records.
(iii) Movements of
people— return

and leaving of
workers to town,
etc.

(. Personal.
(1) 1 ducation and
literacy.

(ii) Infant and pre-
school child health

(iii) 'Mat rnal health.

(iv) Health of the
school child.

WORK

In field and away from
Headquarters.

Survey of Food production ;
propaganda ; vegetable seed
distribution : planting :
anti-soil erosion measures.

Survey of methods in wuse ;
propaganda-] it privies and
compost pits advised—with
assistance in construction

Survey of available housing ;
improved types of huts
advised and measured .stress-
ing height of walls and
window-space.

Survey of existing supplies ;
advice re simple protection
measures.

Census of each family—ad-
dresses to homes registra-
tion of all vital records
weekly.

Survey of standards of educa-
tion. Propaganda re im-
portance of sending children
to school.

Propaganda and
sick babies.

spotting of

Reporting of pregnant women
—advice to attend Unit.
Nurse Health visitor interviews
all adult women, and re-
cords their maternal histories,

School medical
examinations :
meals ; weekly talks at
schools ; examination of
buildings—recreation facili-
ties —sail itation—assistance
ance with gardens.

and growth
daily school



Activities at
Headquarters.

Nutrition and Recreation clinic
for children — height and
weight records of all patients
—garden talks to staff.

I'reatment of cases of malnu-
trition.  Administration of
school meal service.

Treatment ; advice ; immuni-

sation.

Examination and treatment.

Formation of a Peoples Club
(social and educational).
Establishment of a Library.
Recreation field—games.

Meteorological Station at 1lead-
quarters.

Recording of outbreaks ;
Venereal Disease clinics ;
diagnosis and treatment of
infectious diseases; immunis-
ation ; meeting with chief
elders and church authorities
re Venereal Diseases control,
etc.

Run weekly in front of clinic.

All clinics open to anyone.
Propaganda at clinic ; examin-
ation of school children.

Systematic course of instruc-
tion ; theory and practice.

Suture of Service.

(v) Nutrition and
growth.

(vi) Communicable
disease.

(viij General
Disorders.

(viii) Recreation-

D. General Activities.
Meteorological
Records.

Communicable Diseases.

Market.

Persons outside Welfare
Plan.

Training of Medical
Aid Probationers,
Suvse probationers,
etc.

In field and awav from
Headquarters.

Propaganda and advice
Survey of foods available.

Spotting ; follow up and con-
trol.

Survey of all chronically ill <r
disabled persons ; advice <
medical treatment

Survey Propaganda at scho. s
and homes encouragni,,
children to attend SsSiird v
mornings for game-s and
Nutrition clinic.

Control and
outbreaks.

investigation of

Propaganda to stimulate in-
terest in sale of home-made
products and foods.

Impcndlc  District clinic-
home visits by M.O. in sus-
pect infectious disease out-
breaks.

Field work—home visiting
survey and propaganda.

tween the Medical Officer, Woman Health Assistant and the patient. The
problem would be readily solved were the husband to remain at home,
but economic necessity compels his return to the Witwatersrand in
the near future. There were hopes of his remaining at home for some
while, but recently his son who was carrying on his little business of
selling snuff in Johannesburg, also returned home, very ill.



This case of syphilis thus untolds an involved set of social factors
1responsible for immoral conduct which led to several people contractin',;
the disease:— (i) The movement of men to the towns lor long periods
in order to earn money to support die family. (2) The consequent
lack of sex life for a virile young woman, who has a partiality to beer
and who, by her behaviour, has indicated that she requires firm hand-
ling and control. (3) The repercussions which the above two factors
have on other families in the way of undermining their stability and
spreading syphilis.

(B) The following story indicates the value of routine home visit'
in a specific area as compared with the system of case follow up after
attendance at a clinic: —

The head of a home with 15 people is an elderly man who practises
as an “inyanga.” During his routine visits to this home a Health
Assistant noted that there was a sick stranger tying in one of the
huts. This man had come from near the Basutoland border. He w;iy
suffering from a cougb; examination of the sputum revealed tubercle
bacilli. The man, the “inyanga, ' and the rest of the people at the
home were convinced that this was a “Bantu disease” (“Idliso csifukeni"
—poison in the chest)--the belief being that some ill wisher of the
patient had placed “ poison” in his food and it had entered his chest).
Discussions with the people regarding isolation of the patient, the need
for examination of all contacts etc., were only partially successful. Tin
patient continued to have visitors including most of the is member
of the family. They were warned regarding the dangers. The patient
died after being at this home for a little over two months.

The standard of education of the family is very low, no child
being at school either in 11)42 or 1943, and only one girl aged 14 year'
had ever been to school. She left in 1941 and she passed her second
year (i.e. Grade Il). In addition they are very poor, food production
being well below average for the area. Furthermore, little effort was
made by the family to fall into line with the Health Unit's campaign
for vegetable production.

Repeated visits by Health Assistants brought about little improve
ment in the home and no members of the family came for examination
until December 1943, when a young woman aged 28 years was brought
to the Unit’s clinic in a very wasted condition—a case of pulmonary
tuberculosis, with sputum containing tubercle bacilli. Unless we had
known of the previous case, it would have been difficult to trace tin
source of infection. Furthermore, our knowledge regarding food pro
duction, housing (more especially sleeping accommodation), sanitation.



as well as the cultural and educational standard of the various member*
of the family, allowed for an immediate programme of action. While
the family still did not agree with us regarding the nature of the il!
ness, they were more inclined to listen to our advice, firstly because
of our conversation of six months before regarding the tubercolotk
visitor and the dangers of non isolation, and secondly because we were
able to discuss so many details of their home and their lives that they
appreciated the fact that the Unit was interested in their welfare
Furthermr re, we were immediately able to suggest plans for the re
moval of some of the younger children to various relatives, whose
relationship, addresses and home conditions were known to us.

fit December the family was starving, and at the time of the young
woman’s visit to the Unit's clinic one section had had no food for
two days. Sharing the sleeping hut with our patient were seven others
-~-her mothet and lather, two vouths, anti three voung children between
the ages of two and eight years. We were able to persuade them t>
bring some of the close contacts, especially the younger. The examina
lion findings arc summarised in the Table on pp. 298, 209.

fill addition to cxamhrng and caring for the above contacts, th
Jollowing arrangements were made: —

(@) Separation of the children from the patient; one, the youngest
deeping at a home near by, the others in a different hut; the patient
and the mother left to sleep, in one hut by themselves. This all had
to he done as they refused to allow the patient to be sent to hospital

(b) The family were supplied with mealie meal until such time
as some of the youths were able to let them have money from work.
In addition they are being supplied with “amasi” (sour milk) daily,
and the Unit prescribed supplements of vitamin oil and dried skim
milk with soya meal fortified with vitamin preparations.

(c) One of the young boys was found work on the roads.

(d) Attempt were made to persuade the family to allow the tw >
little buys, aged five years and eight years, to go to school in 1944.
1 wo difficulties arose :— (i) The elder of the two had to remain away,
as he is their only herder of cattle, (ii) They had no suitable clothing;
this was overcome by appealing to the local People’s Club Helping
Hand Fund (inspired by vaf'otis members of the Unit's staff), and
clothing was provided only to he used if the child went to school. The
family agreed to this and as soon as lie is well enough he will start
school.

(e) Flic Health Assistant, after more than two years of visiting,



Xante. Age
NI Born
November,
1941.
Z i About
5 year?
N M About
8-9 years.
A\VARY 13 years.
If 1--M 16 years.
S M Over
70 years.

Sex

1

jr

Relationship
to Patient.

Child. Shared
sleeping hut
with mother
and possibly-
undcr one
blanket

Child ; sharing
sleeping hut
with mother.

Chdd : sharing
sleeping hut
with mother.

Niece—in differ-
ent hut from
paticnt

Niece-- 1l differ-
ent hut from
patient.

Father of
patient.

Sittrition and
Growth.

Small, puny baby.

Weight :
Decembers, 1943
21 Ib. 11 oz.

Fatigue posture

marked pot belly.

Thin. Dry skin

December 8, 1943 :
Weight 36 Ib
13 oz.

December 8, 1943 .
Somewhat thin

pot bellv.

i light 4 ft. | in
Weight : 52 Ib
6 oz

December 8, 1943
Fairly stocky.
Height : 5 ft \ in.

Weight 90 Ib
9 oz

January 10, 1941

Thin, small,
round shoulders
Height 4 ft
10* ins.

Weight : 82 Ib.
11 oz.

Senility
gait

Rheumatoid and
osteo-arthritis.

stooping



Signs of
Infection

Tuberculin Patch
Test, no signs of
active illness.

Uullncss left apex,
fine crepitations
breathlessness,
cough.
Temperature 1011

Nil.

Very harsh vesi-
cular breathing

at left apex.
Coughs.

Sputum 4 speci-
mens : negative

for tubercle bacilli

llad pneumonia in
March, 1942.
Persistent coarse
crepitations over
the chest.
Sputum repeated :
Negative for tu-
bercle bacilli.

Scattered rhonchi
over the chest
with a
cough.

chronic 1

Other
Conditions.

Re-
negative

Wasserinann
action :

Wasserinann Re
action positive.

Very dirty.
Generalised
scabies.

\\ assermann Re-
action : negative.

Wassermann Re-
action : Negative

Vision markedly
impaired

Progress and Treatment.

Now sleeping away from mother
at another home. Diet
Supplements of " amasi " d uly
as well as dried skim milk re-
inforced with Soya meal ant
vitamins, and vitaminised oil
Progress : good, putting on
weight fairly rapidly -Jaruiarv
ID, 1944 : 22 Ib. 1li oz

Now sleeping in separate hut
from mother. Receiving same-
additions to diet as No. 1
Treatment with Sulphapyiidint
relieved chest condition (acute
pneumonia).

January 10 1944 Weight 37 Ib
13 oz.

Now sleeping
from mother,
vitaminised oil.

January 10, 1944 : Weight 0o’ 1.
14 oz.

in separate hut
\masi daily ani

Amasi and vitaminised oil
January 10, 1944 : Weight 95 Ib
8 0z. ; but still coughing

Reinforced dried
vitaminised oil
Breathing exercises.

skim  milk,



\vi> .a long last able to persuade them to improve their vegetable garden
The family joined the vegetable seed co-operative buying schcm or
ganised by the Unit, and they now have some ten or more vane' c-
of vegetables growing.

It is as yet too early to report on the hind results, but of impur-
lance is the approach to the problem—the case of active tuberculosis
being regarded as the expression of a set ot social, cultural and econo
mic conditions of the family, each of which has to be treated : the
social by improving accommodation (especially sleeping accommodation)
and personal habits (cleanliness, sanitation); the cultural by aiming to
re-educate the family (a) in its concept of disease and (b) getting the
votitjger children to school; economic bv increasing production of food
stuffs with use ol more advanced methods fe.g. anti soil erosion
measures, manufacture of humus from household and animal refuse!,
and by encouraging and assisting the three youths of the family to
find employment which will bring in some verv nccessarv mouev.

f'his familv will be watched, as arc all others within the I'amilv
Wellare plan, and as the years pass bv the ston ol this group should
reveal some facts ol major importance to the Health Unit.

fO A somewhat more complicated problem than either ot rhe
thove is presented by mother tamilv, or whom several persons have
been seen at the Unit's clinic, In order to analyse the problems to he
faced it is perhaps best to discuss earah member ol the familv.

7 M.M. : Horn about 1910, Present head or the familv.

Clinical condition : He has never attended the Health Unit's ciim,

education : He never went to school, and is illiterate.

ltccupation : lie is away irom home most of the ti.nic. During
*94? lie was home for a short whde, and in 1944 In was again avvav.
working in 1 town. If crops arc good ht returns home and does verv
little

(Intend: A somewhat lazv individual, unprogressivc. and a heave
drinker.

2 T.M : Born about 191(1. Wife ol 1. above.

Clinical condition : She has had three children f\\>s. 4, 4. and 4
below). She first attended the Unit’s clinic on January 25. 1941. when
she was seven months' pregnant with her second child (No. 4). She
appeared to be fairly well nourished: Wasserman Reaction, negative;
slight goitre (endemic); somewhat constipated. She did not return
again during her pregnancy. We afterwards saw her several times in
1941 and 1942 when she brought her baby. On June 2H 1947, she was
again at our ante natal clinic, being about four months’' pregnant this



lime. She was very thin, looked tired, had a profuse cervical discharge
(no gonococci were found), and Wassermann Reaction was still negative.
This time she attended more regularly and on November 16, 1941$. a
live baby wets born (No. 5).

Education : Passed first year at a local school; illiterate.

Beliefs « These will be discussed in detail under No. 4.

Occupation : V peasant-housewife, i.e. she docs the work of main
ta nmg the home as weil as agricultural work such as weeding and
reaping. She docs these very poorly, her home is usually dirty, she
and the children are dirty, and the family's food production is below
average.

General: Although the Medical Officer and field staff have known
her for several years it is difficult to place one’s finger on the fault
in her make-up. She conies from a family which, although not very
progressive, is nevertheless one which has produced energetic, fairly
clean people. Unlike her husband, she is not a beer drinker. She appears
to be lazy, but this cannot be the underlying factor, for she looks tired
on most occasions and often complains of not feeling well. She is at
present a definite case of malnutrition, but whether this malnutrition
results from her own laziness or whether it is the primary cause ot
the laziness is difficult to assess. Nevertheless, as far as her family is
concerned it suffers directly from her state of “Malnutrition Inertia.
She has little ambition to improve, and appears to consider her position
as being satisfactory; in fact some members of our staff believe that
she considers herself to be progressive and a person of some importance
.n the community.

3. N.M.: First child of 1 and 2; born September 30, 1938. A little
boy who has attended the Unit’s clinic only once in May 1942, when
he was found to be very dirty, suffering from whooping cough and
ringworm.

4. /.A/.: Second child of 1 and 2; born March 17, 1941. It was noted
above that her mother attended only once during her pregnancy with
her.

Clinical history and mother's beliefs-. The child was firs: brought
to the Unit’s clinic at the age of three months. She had severe scabies
and impetigo. Treatment ceased on June 28, 1941, when the mother did
not return with the child, ft was not until May 1942 that she was brought
again, this time with whooping cough and chicken pox. After three
attendances she again left us, only to return again in April 1943, after
considerable persuasion of the mother by our held staff Ai ftfits stage
the child, now over two years oh!, was severely ill. Slit weighed



1514 Ib., was very thill and wasted, and had well marked classical
pellagra with oedema. The diet consisted solely ot meal ¢ foods, and
occasionally a “wild” spinach dish.

The mother had taken the child to several “izinyanga,” who had
diagnosed a condition known locally as “Isolo,” a syndrome in a child,
the main signs of which are green loose stools and a sunken anterior
fontanelle. If sores supervene, the condition becomes known as
"Mkhondo” (note the resemblance to infantile pellagra, nutritional
diarrhoea, and iniectious diarrhoea of infancy). The cause is presumed
to be due to the mother having at some time been struck by lightning,
or during her pregnancy having gone into a hut or walked over some
spot which had been struck by lightning at some time. This presump-
tion is interwoven with a common belief pattern, namely that some
ill-wisher had either directed the lightning, or the woman had been
tricked into walking into a hut or over a spot that had at one time
been struck.

The mother was fully convinced of this, and no amount of reason
ing at the time could dissuade her from her belief in the nature ol
the baby’s illness. Treatment was started, but it was noted that the
mother was not co-operating. On April 21, 1943. she stopped bringing
the baby, who went downhill verv rapidh and died during the first
week of May.

In the case ol this baby, we thus have a complex set ot iaemrs
responsible for death due to pellagra. First and foremost the mother’s
belief regarding the inevitability of her bahy getting “isolo” ; secondly,
the family’s, and especially the mother’s, low standard oi education;
thirdly, the mother’s own state of malnutrition-inertia. The lather’s
habits and lack of interest in his family supported the mother’s alt tude.
In short there was no one in the family with sufficient interest or
knowledge to prevent her from bringing about the baby’s illness and
subsequent death. We have here a clear example d: the thesis of this
paper, namely that the illness or death of one member of the lamily
is but a phase in a sequence of events involving the family as a whole.
5. S.M.: Third child of 1 and 2; born November 1943. Within six
months of the death ot their'-second child, 1 and 2 had this little hoy.
The U tit's problem was how to avoid this child having the same
fate as J.M. (No. 4). In some way we had to try to break the chain
of events which experience had taught us was i kely to add another
sick child or a fatality. The work began druing the mother’s pieg
nancy and as shown above (No. 2) the mother attended our ante-inatal
clinic during the last five months of pregnancy. Following the birth



etl ilit bain tin- h >tir u is visited by a woman health assistant, and prob
Jems of leedmg were disetissed. The chilli w;is nrst brought to the
Jin e. aged (1 days. weighing (v - Ib.,, and continued to January 6,
1944. when at the age ol two months he weighed 111, Ib. This baby
was the first ease to hare come to the Unit's clinic from this home
when :t was still fairly healthy. This marks a big change in the mother,
who previously had refused to make use of the clinic unless someone
in her family was seriously ill. The future only will tell whether our
approach has been correct, namely, paying particular attention to the
mother and discussing each porblem and belief as it arises.
* Ab, M : Brother of head. Born 191s.

Clinical: Has never attended the Unit's clinic.

B$uaition : Never went to school. llliterate. A heathen, although
his wife anti rest of the i.unity are Presbyterians.

Occupation: Works as a general labourer at a saw mill on a

l.uropean farm not far from this home. lie returns home every
week end and occasionally during the week.
General: Hi is. like his brother, a heavy drinker. lias little

interest in his home anti shows no desire to progress. After his wife
(N<  ~) died in October 1942, his children were sent to the late wife's
parent." homt nearby. He became friendly with a willow who lias
lour children. This woman spend! much of her time with him away
from her own home, and her lour children arc shewing the result
ol this neglect. Thcv are dirty anti malnourished. Thus not only has
this man little interest in his own home, but be is also playing 1
part in undermining the stability and health ol another home.

/ m. Xf.i Wile of 0. Born about uyi~. l)ied October y, 1942. Slu
originates from a very backward, uneducated home of the area. We
have liert thi marriage ot two people, both from \erv backward homes.

Clinical-. She has had three pregnancies, the lirst and third arc
alivt (Nos. Hand 9), anti thi second was a miscarriage  She first
attended the Unit's clinic on January 27~ 1941; diagnosed as a cast
a( latent syphilis mil malnutrition. She appeared to he very dull anil
Sad. Following this she attendsJ very irregularly for treatment, re-
ceiving only 12 injections over a period of tS months. She was reported
to be extremely ill between November 1941 and April 1042, during
which time tier mother in law ansi her brother-in law diet!. In May
1942 she had whooping cough. After June she did not return to the
Unit until her death in October 1942, when she collapsed on the
roads,vile while waiting for a bus.



Education : Passed Standard Il, but can be considered as illiterate
as she never read during the time we knew her.

Occupation : During the period 1041-1942 she did very little work
as she was always ill.

General-. She was a very difficult woman to get on with. While
she was a patient of the Health Unit it cannot be said that she had
any confidence in the attention given her. Almost always she was
sulky and resented discussion regarding her illness and very irregular
attendance. Health Assistants who visited her home found great diffi-
cult in persuading her to come to the Unit, as apart from her general
altitude to the Unit, she was convinced her illness was a “Bantu
disease.” Like her sister-in-law she was somewhat unkempt and dirty,
while her children were also neglected and dirtv. She tlid not drink
beer.

Sand 9. S./.M. ffiorn October 4, 1946) and R.M. (born June 14, 1940).
Children of Nos. 6 and 7.

Clinical Condition :

S.I.M : She was Inst seen bv the Unit on January 25, 1941; very
malnourished] with diarrhoea. At this time the mother reported that
they had no cattle, and could not afford to buv milk. She was seen
again on April 29, 1942, a small, thin, pot-bellied child suffering from
whooping cough and acute tonsillitis'.

R.M.: He was first brought to the Unit at the iige of six months
in December 1940. At the time of examination he had a severe con-
tinent impetigo of head, feet and legs, with a generalised scabies, At
tile beginning ot January 1941, the skin condition was good, but the
child had blood-stained diarrhoea stools. We did not see him again until
luly 1941, at which time lie was very thin, hair light coloured, with
blcpharitis, an enlarged liver and a dry dull skin—a picture of ad-
vanced malnutrition. Attendance was far too infrequent to bring about
stoy marked improvement, and when seen in November 1941, aged
17 months, he weighed only i(>'s Ib. In May 1942 he had whooping
cough, and has not been to the Unit since June of that year.

General: As reported above, Oll the death of thi mother, the
children went 10 lire with the mother’s parents, where the environment
wais little better than at this home. The elder child is still not at
school.

10. Mud. M. : (born about 1909) was first married to brother of 1, who
was killed by lightning in 1935. She then married another brother of
1, who died in December 1941.



Clinical: Has never attended the Unit's Clinic, but is reported
to be a fairlv healthy, energetic woman. Maternal history is not
accurately known. She has three live children (Nos. u, 12 and 13).

Education: Passed Standard I

General and Occupation : Since the death of her second husband
she has had very little support rrom her brother-in-law, the head of
the home. She appears to be a fairly industrious woman, and works
as a kitchen maid in Pietermaritzburg. Apart from returning home
during ploughing seasons to sec that her fields were planted, she
was away for the most part of 1942 and 1943. In August 1943 she
took her three children to her mother's home in the neighbouring
magisterial district ot Impendic.

11. L.M.: (born 1929).
12. B.M.: (born 1933). Three children of No. 10.
13. DM.: (born March 2, 1939).

Clinical:

No. it, the only one of the three at school.

No. 12, a little boy, was not at school during the period 1940-43
and never attended our clinic.

No. 1 >was first seen at our clinic on May 27, 1942. He was
very thin, had a dry skin and raw lips, and in addition was suffering
from whooping cough.

As stated above, all three children were taken away from their
home in August 1943, and sent to live with their maternal grand-
mother.

4. Mng.M.: (born about 1886). Widowed mother of 1.

Clinical: Never attended Unit's clinic. Died January 79, 1942.

Genera!: She was an illiterate, unprogressive person.

15. B.M.: (born 1924). An orphaned young girl, being ‘he child of
No. 10's first husband and his deceased first wife.

Clinical: She has a very large goitre, which the family refuse
to allow her to have treated.

Education : Passed first year at school and then left.

Analysis of the above individual reports indicates several important
features of this family’s life, features which have to be taken into
account if a co-ordinated plan of socio-medical treatment is to have
any chance of success.

The family group of 15 people is seen to consist in the main of
three relatively loosely linked sub-groups: —

0O) The head, his wife and three children (Nos. 1-4).



(i) The head's brother, his wife (now dead) and their two
children (now living with late wife’'s parents) (Nos. 6-9).

(iii) The widow of head’s late brother and her three children (now
living with mother’'s parents in neighbouring district) (Nos.
10-13 above).

The head’s mother (now dead) anti the young orphaned girl (No.
15) make up the remaining members.

It is possible that this loosely linked family group is in the process
of splitting up. As will have been noticed, no fewer than three of
the fifteen members in ig43 have now died; of the remaining twelve,
five children are now living away from the home and one adult woman
is away most of the time (No. 10). In fact it is quite possible that
she will gradually break her bonds with the family group and return
permanently to her own parents’ home where she has sent her children.
T'his would remove the whole of sub-group (iii) from this home. For
practical purposes then we are left with a group of six people, namely,
the head, his wife and two children, his brother and his orphaned
niece. The head and his brother have been shown to be somewhat
uninterested, and this lack of interest is not easy to overcome in view
of their alcoholic habits. The kev person of the home is thus the
head's wife, T.M., who is the onlv one of the adult men and women
who spends most of her time at home. The process of education and
lircction to impioved standards must therefore centre mainly about
her, but it must be borne in mind that she is not the only persrn
concerned and in discussing matters with her the whole family back-
ground must be remembered. The salient features of this background
are summarised below" —

(@) Iliness:— During the period under review (i.e. since January
1042), three persons have died. The home is known by the neighbours
to be one which “death visits frequently.” In the period 1Q41-4»
the Unit has diagnosed the following illnesses in this home: —

Whooping Cough: hvc people (Nos. g, 8, 9 and 13),

Chicken Pox: one person (No. .]).

Measles: one person (No. 11).

Skin disease (severe): three people (Nos. 3, 4. and u).

Gross Malnutrition: seven people (Nos. 2. 4. 7, 8, 1, 1l and 13).

Goitre: three people (Nos. 2, 8 and 15+ + -f).

Acute Tonsillitis: one person (No. 8).

Syphilis: two people (Nos. 7 and ©).

Alcoholism with frequent drunkenness; two people (Nos. 1 and <a.

In addition it is known that a severe illness, possibly infectious,

attacked three members of this home towards the end of 1941, resulting
in two deaths.
(b) Education and cultural standards : — All the adults are steeped



in superstitious beliefs regarding various natural phenomena. None of
them is literate, anti the highest school standard passed bv any one
of them, was by the late No. 7 (Std. Il). Of the children only one
was at school.

(c) Economic standard'— They are very poor people, and the
habits of the head anti his brother do not alleviate the poverty of the
home. The heat! rarely sends money home to his wife, and at present
she has gone to town to trv anti get money from him as they have
no food at home. It is the poverty of the home nail the head's de-
linquency which compelled No. 10 to go to work and send her three
children away to live with her parents.

(d) General-— The home anti the persons arc dirty, and there
is little desire for-progress. Of the adults only one (No. 10) appears
to be industrious. The first step in rehabilitation will thus be to
awaken the interest of T.M., and assist her once this basic healths
sign manifests itself.

These three family case records are samples of the analysis made
at weekly meetings of the entire Health Unit staff, including clinical,
held and clerical personnel. It is these meetings which co-ordinate
the activities of each staff member, each person contributing to the
discussion. The relationship of social and clinical medicine is thus
made evident anti each week’s discussion produces new angles of
approach to specific problems, be they cultural, economic, clinical, or
concerned with housing, food production, or sanitation.

The short period of time during which the Unit has been prac-
tising this form of Social Medicine has already indicated its value,
for in not a few respects the families of the area have been stimulated
to help themselves in maintaining health. The rapid progress made
in the area is due largely to the intimate knowledge which the Unit
has developed regarding the lives of so many of the people it is seek-
ing to serve. This knowledge has encouraged anti stimulated the
personal interest of the staff in the day-to-day problems of the people,
with the result that the Health Unit itself has come to be part of
their daily lives, percolating as it does an ever increasing number
of their activities in health ant) sickness .at school, at work and in
the home.
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Tl 1S WITH PLEASURE THAI | WRITE THIS
~ article for vour journal in reply ro the invitation ol
the Organising Secretary of tHe Nursing Association.
While 1 am sure that there are Health Centre nurses
who would be more able to describe the details ol
their work, | am glad of the opportunity to review
some of the features of their important contribution
to the Health and medical care of the communities
in which they serve. It is true to say that many Health
Centres have become a vital parr of the communities
they serve and that this most desirable result has been
considerably influenced by the nurses no less than by
the other members of the staff.

In order to appreciate the functions of the Health
Centre nurse it is necessary to discuss briefly some of
the more important features of Health Centre practice,
more especially those Health Centres which are part
of the Training Scheme for Health Personnel established
by the Union Health Department.

Each Health Centre is essentially a district service in
that it is oriented towards a neighbourhood community.
A community of families living in homes of a particular
neighbourhood are offered the facilities of the Health
Centre which aims to provide them with the necessary
knowledge and motivation to improve their own
health, prevent disease and seek suitable care in illness.

The service includes treatment and care of the sick
prevention of disease, and promotion of health through
the development of a health education programme.

Medical care is confined to the poorer sections of the
community who are unable to meet the costs of the
treatment that is necessary. It includes care of those
persons whose illness does not necessitate hospital
admission, or who themselves refuse to proceed to
hospital despite advice given. An increasing number
of persons who would under ordinary conditions be
admitted to hospital for treatment are now being
treated at home. While this statement has general
application it applies even more particularly to infants
and young children. The Health Centres, with their
full time medical staff, their home and district nursing
service and other facilities, such as those provided by
simple laboratory side-rooms, are able to provide the
sick with a standard of medical care and domiciliary
nursing which greatly reduces the need for hospitalisa
tion of many cases.

The main feature of the preventive service is the
periodic health examination which we aim to carry
out for the various individuals comprising the families
of the neighbourhood community served. The fre
quency of these examinations varies according to the
needs of the individual, being more frequent in expectant
mothers and nursing mothers with their babies than
in other groups. By this means we hope to achieve
early diagnosis of disease in the individual as well
as an assessment of state of health ot the family as
a whole. Individual and family diagnosis is followed
by a programme of treatment of the person in whom
a diagnosis of disease has been made as well as discussion
with various members of the family. They are
encouraged to take an interest in their own health and
by their own efforts to modify their way of life in such
a manner as to maintain health, prevent disease or
eradicate disorders. This preventive programme is
very closely integrated with the treatment and care
of the sick.

The nurse’s place in this family health and medical
care service has recently been defined by the Sister
in-Charge of the Training Scheme for Health Personnel's*
nursing service as follows:—

“She is a home and family nurse and as such
is concerned with rhe family in health and disease
Site is not a district case-worker in a service which
is confined to the care of the sick, nor is she a Health

Visitor limiting her programme to the preventive
services usually carried out by a Local Authority
public health department. Like the medical officer
of the Health Centre, she is concerned with the care
of the sick, the prevention of disease and the pro-
motion of the health of the families she serves.
In her home nursing of the sick her aim is to develop
an enlightened home nursing service carried out by
members of the families themselves, and particularly
by the mother or housewife upon whom the patient
is largely dependent”.

By combining the hitherto differentiated functions
of home and district nursing care of the sick with those
of the nurse in preventive and health education services,
the Health Centre is establishing a home and family
nursing service. This resembles the traditional functions
of the Queen’s Nurse in Great Britain, more especially
in the rural areas. It is in the rural areas of Britain
that the Queen's Nurse is seen as an individual
combining the functions of the home and district
“sick” nurse and that of the “health visitor”. In the
urban areas of Britain the Queen’s Nurse functions
mainly as a district nurse, whereas the local health
and educational authorities employ health Vvisitors.
There is thus a division as between home care of the
sick and health visiting services. Furthermore, there
is a division of function in the duties of health visitors
which is similar to that found in South Africa's larger
urban areas.

With increasing specialisation in Medicine and
Public Health and the development of specialised
sections in Public Health Departments, it is natural
that the nursing personnel should become specialised
in function. There is also no doubt that this specialisa
tion has increased efficiency in certain directions.
The question that requires an answer is whether this
increased efficiency in certain defined spheres has not
made us blind to the possibilities of a fuller contribu-
tion which might be made by nurses to the community
health.

In any of the larger urban areas of South Africa it
might be possible to find nurses functioning in the
following spheres:—Hospitals and Nursing Homes;
in the employ of Provincial Councils; Local Authorities,
central government, and private agencies.

(1) Care of the Sick :

(@) In hospitals and nursing homes. Here a
multiplicity of agencies is involved. Local
urban authorities, provincial councils, and
the central government, as well as private
companies and mission societies are directly
concerned, as each has certain responsibilities.
The local authority would have a hospital
concerned with certain infectious diseases, the
provincial council would control the “general™
hospital, the central government might have
one or more of its hospitals in the town, such
as a mental hospital, a tuberculosis, venereal
disease or leprosy hospital.

(b) At various clinics, such as those organised by
local authorities in Native locations and
other areas in which poorer sections of the
population live. Nurses employed in factories
are similarly concerned with a factory
clinic service for the sick and injured.

(¢) In nursing care of the sick in their own homes,
either in a district nursing service organised
by a “general” hospital, or by a local authority
clinic, or as nurses in private practice.

(2) Preventive Services :

The qualified Health Visitor is the nurse who is
mainly concerned with this broad sphere of practice.
She may be found in one or more ot various sections
of a local authority public health department, with the



trend towards specialisation of function, confining her
work programme to that of a particular section. The
number of specialised sections within the department
would probably depend upon the finance available
to the department. An expansion of services is usually
organised on the basis of the development of specialised
sections to deal with this or that aspect of the public
health. In this way a larger urban health department
may be found to have specialised divisions of tuber-
culosis, venereal disease, other infectious disease and
immunisation, maternal and child health and so on. In
each of these divisions health visitors may be employed
full time and the “T.B.”, “V.D.\ “I.D.”, or
"M. <€ C.W.” Health Visitor thus emerges.

Another service of considerable importance to the
public health is that of the school nurse. Because of
the fact that the provincial councils are the responsible
authorities for school education, the school medical
service is a part of the education department. The
school nurse, with child health, is thus separated from
the health visitor whose speciality is that of maternal
and child health.

Many of the families which 1 have known in my ten
years of association with health centre practice would
offer a difficult problem if a full nursing service were
provided to the individuals requiring nursing care
A hypothetical family, typical of many, which | have
in mind consists of six members. A husband, his
wife and three children, aged seven years, four years
and two months, together with the husband’s mother
lived together. During the course of a short period
they needed nursing advice or care for the following:—
The Husband: Diagnosed as having ‘latent’ syphilis

and an attack of dysentery.

The Husband's Diagnosed as in congestive cardiac

Mother: failure.
The wife and The wife required advice in the care
her young of her young baby. She had not

baby: received a post-natal examination
and in addition was malnourished.

The young child Diagnosed to have helminth infesta
aged four : tion. and primary tuberculous in-
fection which, because of the child’s
state of malnutrition, threatened to
become a progressive disease.
Was at school, and in addition to
having helminthic *infestation, had
signs of chronic middle ear disease
and scabies.

Each of these individuals requires medical and
nursing care. They are relatively poor people and have
other difficulties not commonly dealt with by nursing
services. Relationships between the parents themselves,
as well as between them and their children are of such
a nature as to render provision of nursing care and
advice difficult.  They also manifest personality
problems in the parents and evidence of maladjustment
in the children. In short, the individuals of this
family are, or are likely to be, in a state of physical,
mental and social ill-health.

The question which was posed earlier on becomes
a real live issue in regard to the management, including
health education of this family. How would the in-
dividuals of this family receive the nursing care that
is required? Could the various specialist nursing
services, or for that matter the various specialist medical
practitioner services meet the situation? | submit
that they could not provide an adequate service even
if the effort were made. Not only would each member
of the family be seen, advised and treated by different
‘specialists’, but the individuals would also be in danger
of being divided into “bits and pieces”, attended by
different specialists depending on what “bit” was
being cared for at the particular momenr.

The child
aged seven

On the other hand, if the family had its family
physician and family nurse, adequately trained for
their respective functions, the answer to their problems
becomes more practicable. Specialised medical and
nursing services could then be used as ancillary to the
main programme of curative, preventive and promotivc
care and advice of the family ‘team’. | submit, with
due deference to the contribution at present being made
by specialised medical and nursing personnel, that
the very success of these services has made us blind
to their less promising results. There is as urgent
a need for the family nurse as there is for a family
physician. She should function in a neighbourhood
of families, preferably in association with other health
personnel, including the doctor. In this way she
meets individuals in health and in sickness, and develops
an acute awareness of the manifold personal health
problems of the individuals who compose the families
and the neighbourhood community which she serves.

It is the translation of this deal into nursing practice
that is the function of the Training Schemes’s nursing
service. It should incorporate the best features of the
health visiting system that has grown up in the field
of “public health” as well as those features of home
nursing care of the sick that have been illustrated so
admirably by many rural district nurses of South Africa
and the Queen’s Nurse of Great Britain. Like the
nursing service of a hospital, which is integrated with
the medical and ancillary services, the home and family
nursing service of a health centre is an integral part of
the health and medical care programme. The health
centre nurse is thus seen as a member of a team, the
central core of which consists of the family physician,
the family nurse and the neighbourhood health educator
(health assistant), associated with ancillary specialised
personnel.

The training which a nurse receives in her preparation
for nursing is today largely confined to the hospital.
In this respect the student nurse resembles the medical
student of today, but she is even more confined to the
hospital than is the medical student. She receives
little, if any, training and experience in the home
nursing care of the sick or in the field of preventive
nursing care and educational nursing. The family and
home nurse has her ingenuity taxed to a very great
extent in her daily work—be it in organising a home for
the care of a patient or in attempting to advise a change
of habit which is producing ill-health in various members
of the family. In addition to commonsense and a
goodly store of initiative she requires knowledge of
the fundamental processes which maintain health as
well as of the factors responsible for ill-health. The
attitudes, knowledge and activities of individua
members of the family, the relationship of these
individuals to one another, their home economy and
the nature of their house and its environs, are all
important aspects of the lives of her patients and families
which she needs to understand if she is to fulfil her
functions adequately. In the communities served by
health centres common causes of ill-health are faulty
dietary habits, exposure to infectious diseases, and
disturbed or maladjusted personal relationships. The
nurse must be able to assess these factors and relate
them to her programme of nursing care. While the
main responsibility for diagnosis rests upon the medical
officer, the nurse can and should be an active participant
in the diagnosis, as well as in the programme of manage-
ment and education which is decided upon.

After appointment to the Union Health Department's
Health Centre Service, nurses are sent to the Training
Scheme for Health Personnel for a period of approxi-
mately six months before being posted to n government
health centre. During this time they are guided in
their work in such a way as to make the six months an



intensive training period. Before outlining the training
given to nurses, it is necessary to refer briefly to the
constitution of the Training Scheme itself.

This institution consists of a gfoup of practising
health centres and special divisions. Each of the centres
has been located in an area which provides experience
of health centre practice with a particular type of
community. The multi-racial structure of South Africa
requires separate facilities for various racial groups
and the Training Scheme centres include provision in
different centres or sections of a centre for each of the
four main racial groups in and around Durban—
European, Coloured, Indian and Native. In addition,
it was necessary to apply the practice to people living
under differing conditions of housing, neighbourhood
etc. Rural, peri-urban and urban communities are thus
included, ranging from the rural Native reserve of
Pholela, to communities in urban housing schemes,
slums and factory workers.

The special divisions were created to direct particular
attention to certain aspects of family health and medical
care. The divisions of family and home health (which
includes psychology), occupational health (which
includes a factory health .centre,) nutrition, environ-
mental hygiene and the control of communicable
diseases, oral hygiene and dentistry, clinical pathology,
health recordings and statistics, have each a specific
contribution to the overall programme of the institu-
tion. This programme is the development of a demon-
stration project in personal health services, including
care of the sick, prevention of disease and promotion of
Health, and the training of personnel in the methods
evolved in this demonstration project.

The staff of the various divisions and practising
centres are concerned with the training of nurses. The
system of training of nurses which has evolved over the
past four years since the establishment of the institu-
tion has resulted from the experience gained with each
succeeding nurse as well as by consultation with various
teaching authorities in this and in other countries.
The nursing staff includes persons with widely varying
experience and qualifications. The majority are
registered general nurses and midwives and several
are qualified health visitors and school nurses. The
nurse in training does not receive all her experience
under the direction of the nursing staff alone, but is
also closely associated with the medical and other’
professional staff of the various divisions and practising
health centres.

We do not consider that the present system of training
meets all the requirements demanded for the pre-
paration of a family amd home nurse. The period
allowed is too short in view of the “hospital” emphasis
in the undergraduate training of nurses as distinct
from community nursing. Furthermore, experience
of health centre services of this kind is limited and the
development of the full potential of various categories
of personnel requires continous review of what we arc
doing and whether we are moving towards the ideals
we have in mind. It is therefore with reservation that
linclude here an outline of the present training provided.

The course is organised to cover a six months’
period for each nurse appointed to the health centre
service and sent to the institution. It includes the
following subjects:—

(1) Home and Family Nursing,

(2) Special subjects —(a) Nutrition.

(b) Nursing, treatment and
control of communicable

diseases.

(c) The home and its
environs.

(d) Clinical pathology.

After an introductory period of one week in which
she is introduced to the general principles and methods

of health centre practices, the nurse spends a period
of three weeks with the Division of Clinical Pathology.
The aim of her experience in this division is to provide
her with an understanding of the laboratory pro
cedures which are of value in determining the state ot
health of an individual and in the diagnosis, treatment
and control of various diseases. The relevant pro
cedures are demonstrated and she has an opportunity
to appreciate the importance of correct techniques in
collecting and preparing specimens for laboratory
examination.

This short intensive experience with the Division of
Clinical Pathology, is followed by a block period of
16 weeks during which the foundation teaching in home
and family nursing is associated with three special
subjects—(2a, b and c¢ above). A limited number of
families in a health centre practice area are allotted
to the nurse for home nursing study and care. These
families are so allotted as to include a tuberculous
family, one with a chronically ill or aged person re-
quiring care, and one each with an expectant mother,
a mother with a young baby, as well as families in which
problems of diet and nutrition are important aspects
and at least one in which social maladjustment is a major
feature. During this sixteen week period the Division
of Family and Home Health supervises the home
nursing procedures carried out by the nurses in these
families. In addition, the study families provide
material for guided work in the subjects: Nutrition,
Treatment and Control of Communicable Diseases
and The Home and its Environs. The nurse is required
to present a detailed report with comments on the
families she has studied and cared for, over the period
of 16 weeks. In this way she is introduced to methods
of recording and reporting of sick individuals and
family health.

Wi ith this foundation borne of an intimate nursing
association with diverse individual and family problems,
the nurse spends her last period of six weeks in a
practising health centre, taking an active part in its
nursing services. Her work is so directed as to include
the various aspects of nursing in that centre. Through-
out the period of her training the care of the mother
and child in health and sickness is emphasized as a
vital element in her family and home nursing
programme.

At the end of her six months the nurse has been given
an introduction to the theory and practice of home
and family nursing as it is being developed at the
Training Scheme for Health Personnel. She has an
appreciation of the methods of assessment of family
health, associated with experience in care of the sick
in their homes, care of the mother and her child in
health and sickness, and nursing administration at
a health centre. The reports submitted by nurses in
respect of their family studies and the nursing are
provided to those families have reached a high standard.
This has been most encouraging in that it reflects an
intense interest on the part of many nurses for this
type of nursing service.

The interest of nurses in this field of service is to a
considerable extent a result of the appreciation shown
by many families in having a family nurse. Like the
family health centre doctor, the nurse acquires an
intimate understanding of many families, and their
day to day problems and worries are seen as important
elements in the health and sickness of the individual
members. Born of this understanding is a relationship
between nurse and family which is mutually appreciated
—the family, because of the sympathetic interest
shown in their well-being as well as at times of sickness
and distress; and the nurse because of the warmth
with which she is met and the success which attends
her efforts.
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The health centre is c relatival,? recent development
in the fiold of aorvi.ee to tho individual and the cavircunity.
The functions which ere carried out at health centrea vary
aceordin? to the concepts which inva motivated their
origin and to tho structure of the health and welfare
services available in a particular country.  Anon? tho
irnortaiife factors deter.ainin? tho development of health
centres arc the; nature and scope of the curative meHeal
services and those provided by pu lie health authorities,
Qoth clinical modicine raid public health practice have
developed a number of cdulnlstrativo rccc’ianisns for the
successful performance of their finetlons, Hospitals,
public health clinics, and private nodical practice,
rnn?iny from a sin ’lo doctor consultin? room to a ?roup
practice clinic or centre, provide a multiplicity of
moHeal service c?cucios, '?ho place of c”ch of these
varied services in a total health and nodical cc~*c nro-
grammo is difficult to dofino although oreh 'ms a particular
function i . the co minities served.

Health Centres of various countries liavo evolvcl as a
result of the increasing recognition of needs which were
not bein? adequately rot by the curistin? agencies, This
recognition is relate 1l to a’vanees in vrr’ous fields of
study bavin? a direct influence on Medicine.  Anon? the
more in >ortant of these leave Icon tho rani 1advance icedo
In nutrition, ?syoholo?y an! the social scicnees. Hot

only ’save they ado us mere arare of vr.rlous requirements



for health, previously not understood or often not recog-
nised, but in doing 30 they have indicated the necessity
for acidification of the approach to meet these needs.

The neighbourhood health centre is one of the administra-
tive mechanisms which nay well make a large contribution
to this process of change.

historically the predecessors of the varied types of
modern health centre services would appear to have been
the free dispensary arid the preventive clinic. The ear-
liest examples of the latter typo of sorvice are the first
tuberculosis clinic originate! in 1837 by Sir dobert
Phillip in Ildinburgh uni the French infant welfare clinic
of Jndin in 1392. The earliest free dispensaries
prcccled these preventive services by more than a century.
Anon! the earliest were th0O3o in London and othor centres
in vireat Britain and the Philadelphia dispensary established
in 1736 in the united States of America. @ The neighbour-
hood location of these dispensaries which provided clinic
and domiciliary care of the sick-poor allowed for intirate
understanding of the factors conducive to ill-hcalth in
these communities. In this way the free dispensary nay
be regarded as pioneering the organised clinical practice
of what has today become known as Social I'eiicino (1).

The torn healtVi centre has only become popular during
the present century. The concept of the health centre as
a neighbourhood service arose in tho United States of
America as a direct answer to tho problems created by tho
Increasing specialisation In the preventive services of
public health departments. In the place of centralised
control of each particular service the neighbourhood
health centre, co-ordinating the hitherto separated
clinics and services, was inaugurated. This development
in tho united -States has been followed by the establishment

of similar services in various countries. In the United



States 1t3cIT the health contro is essentially a nart of
public wealth aduinistration, the- greatest ">art of
curative nodical practice remaining outside the sphere of
%T3fk oi the health centres. (2-6)

t:z Britain a number of similar health centre services

Fast 8 $he local authority public health department
had already toon well established before the introduction
.onal health Service in. 19b% The gp o
@B introdeeel tills service made allowance
3»7> of general practitionar anu local authority
preventive services in the sane building, to bo taioua as
a health centre* The local authority was to bo respon-
sible for providing the building, administering the
nursing service and continuing with its previously
developed services such as tliose for the mother cal child.
The general practitioners, although they night use the
buildings, ucro not to bo an Intrinsic part of the local
authority services. Th.y would continue to function
I'Uopendontlv of those neighbourhood preventive services
although the possibilities of future closer co-ordination
exist in the contiguity of the two services as well as
through the nursing service which the local authority
wooll provide. These provisions of the Sattonal Health
Service Act afa as yet nainly at the discussion and
exploratory level and it is therefore not possible to
evaluate their actual influence on the nature and scope
of health and nodical services in that country. (7-21)

In South Africa the health contra had a somewhat
different; origin. Recognising the defects of the ©deinis-
t.rablvo division between preventive and curative personal
services, the South Afrl ran Rational dealth Services
Cocisiisslon report of 19v* recon leaded that the adminis-

tration of personal health services should bo unified.



The Laplcncntation of thi3 rcconr.eniation. w all have
i1:volvod a radical lepartaro from present practice.
Tho central jjovoraoent local authority public health
departments have develops™ their person-1 health services
cion* with their non-personal. public hoclth activities.
Mo Con:;:iS3loa,3 proposal ms that those personal preven-
tive services should rather bo lInhoi with curative
services hitherto provide,l by private practice, private
and semi-official agencies and the hospitals which were a
part 0? the Tour provincial afeulnistrallam or the country,
cy eo-ordinatin; all personal health services within a
aLuilc al tnistrative ~ccb&aisu it was hoped that distri-
bution of health and racdical care weald develop according
to tlic needs of clio various regions of douth Africa. At
the sue tlLno the provincial councils and various local
authorities would ho relieve! of tho direct financial
responsibility of providing these services and thereby bo
enabled to improve their essential non-personal services.
I.i considerim the organisation of tho recoit ended
national health fervico the Corxuission roeoir.landed Jtho
health centre as thh foundation of tho national service”.
| f 3 definition of the scope a'* function of the health
coatro in this service in queuel c.:rtensivily for tho

reason, that it is a clear and erectsc statement of noctorn
trends in medical thought*

by a central bureaucracy; but that it shoal be"
rather the son total of the activities of tho Health

Tho wealth Centro is tho practical Orepression of
two of tas most Important, and universally accented..
e@nclwsions of nolLorn no ileal thinhors. fbo fivst*
iIs that the day of individual Lsolationisn In medicsl
practice 1is past, an! that nodical orectitioners and



their £*«:lliaric*s can nake their -ost offectivo
contribution to tho needs of tho nooplo t’lrowgh
group or tcar» practice. "io second is that tho
primary eir.i of nodical proc'ico oho:-11 be tlio
pronotion anl preservation «f health. Hitherto,
whilst nodical non everywhere Tiavo subscribed in
theory to t:.ooc views, 'in 1Joractlce they have no
yot round only vory imperfect expression.  General
practit loners confine themselves ninest entirely to
curativo work, and nodical officers of health to
Preverjtlve wWuXl:. Hie fouvssi m helloven that the
loalt i dontro can nro-.-ldc an offectivo nooling place
fox' both thooo brand:es o ‘ nodical practice.

_ Tup proposal is t'iat all ejrtra-institufcional
nodical practice in future should be based upon
'loalt-i Centres, cac i serving ’-ho population within
a elcard.y dellno; area. Jenoral practitioners
Jill tlicro bo supplied with adequate technical
diagnostic equipment anl aill he assisted by nurses,
red Lographors; laboratory technicians, physlo~
t?icrapiots, etc» »....

~ ?ho doctor chosen by a fnr,!lv "bill *iavo tho
primary responsibility for th health of all it3
members. ?ho foundation of the practice 0° tho
Health dcatro will bo the periodic nodical exami-
nation, resulting in a continuous process of health
education, in which tho family physician \rlll play
tho loading port, rather than in tho writing of
prescriptions.  Tut when ill heal'h docs overtake
an*/ member of tho fa_taIIY_, the initial i*esponsibility
for Ms treatment will lie with tho sane physician,

who will ’invo at his oofxoand tho entire specialist
gn* institutional resources of the National Health
orvico.”

(deport of tho fattonal Hoalt’i dervico Cocrlsslon, p. I*+
doverunent Printer, U.3 fo* gO - IpVr).

The publication of the report *f the national Health
Service CoujiLasicn and the dovomnont's decision to
implement it in part, «suited in tho institution of a
health centre service by tho Ministry of Healthy Some
years before tills Qursds3f.on had b-con appointed tho Union
I*©oltli department hud begun cm experiment of a sirilpr
kind. In 193? it /as locidcl to carry out an experi-
mental project In health services in tho Matlvo reserves
of the country. l.i rdcr to deter Ino the form of
service likely to oc most useful in suel*, areas the
original plan authorised the estahllshaent of throo
health centres, or health ur:It3, as they wore then

tomel. At tho outbreak of tiie world war it was locidod



to prococl with only one of those experimental centres
and ™3 district of Pholcla was chosen for this purpose.
This centre recently celobratod its tenth birthday and
as tho pioneer f health centre in this country its
development is worthy of further study# (22-37)

""“ho . ql " Jdntiv>,

Pholcla is situated in the footliills of the Drakens-
berg. It is a moistsrial district in 3outh-*fest natal.
The people are separatel into two main cciarainltios, t=10
European farmers anl the native population. Tho area,
too, is dividel into European and Native areas.  Tioo
former consists of extensive far In*i land interspersed
botw: on areas reserved for Native tribal comanitios.
Tho greater part of the native population lives in the
reservei areas, hut a moderate number are to bo found
living and working on the !uropean owned farms. Tho
areas rosorvol for native occupation aro kiia.m as 'Loca-
tions* e  There are four of those in tho Pholcla area,
and it is in tho Location 2 area tlicit the health centre
w»3 established.

At the outset the concept of the service was that it
should combine curative and preventive services, Including
the following essential functionst-

Ci) The prevention and treatment of disease.

(i1) Health Education, with particular rofcronco
to the organisation o' maternal and child
wolfare services.

(ill) Local co-oporntion and conraunity responsibility
was to b- developed w'nerevor possible.  The
activities of tiio health centre wore to be co-
ordinated with those of other local agencies
such as tho authorities responsible for agri-
culture and education.

With this broad directive tho bnion ilealth ""Departments

first health centre was started in Pholcla.



llealVi anl IxdX&xL &gEiaaa»

Hodlcal services of which tho people availed tliem-
selvos at that time included largo nur.’or3 of diviner3
anil treaters o' disease. Some of those confined them-
selves to divination only. In Pholela the diviner
(‘Isongona*) 13 often a woman.  Slaving divined tho nature
of tho illness, (mainly in torn3 of It3 magical and witch-
craft content), 3ho wo 11 rofer tho oatlent to a treater
of diacano C'inyangal). The ‘inyanga* does not, however,
confine hin3elf to treatment of diagnosed cn3G3 referred
to liin by an ‘isangonn*. do conbino3 diagnosis and
troatnont in hio practice.

No less Important then thooe purely curative functions
ore those carriod out by those nractitionor3 in regard to
purification ceremonies and prevention of misfortune
followin': such events as a homo being struck by lightning,
the establishment of e now home and so on. Some gain
local fano for their management of particular syndromo3,
whereas others confine themselves to tho treatments of
certain disorders. Many live in the area Itself and havo
their main practice in tho neighbourhood of their hones,
but tho travelling ‘inyangal is not uncommon. lie may bo
a nan of another district or oven from a term such as
Norton or Pietornarltzburg who visits the area and is
welcomed at ono of the honoa in which ho stays while
carrying out his practice. After a w¥*iilc, varying from
a week to several months, he leaves tho district and
carries hl3 practico to another aroa.

Theso practitioners play an innortant nart in tho lifo
of tho community anl few are tho persons who will not
consult an linyonga' during tho course of their lives.
Other nodical sorvicos introduced by Europeans, bo they
private general nodical practice or hospital facilities,



were seldom consulted alone# It was much nor© the usual
practice for those who availo 1 themselves of such service
to consult an ’inyanga* as well. In this way it was
hoped that the besi of botli worlds might bo had and that
the ’European medicine * would bo combined with that of tho
einyanga* which would ensure diagnosis and treatment of
so called ’isifo sabontu* (Disease of tho dontu - that is,
a wide rongo of disorders considered to bo peculiar to tho
Uontu, often involving sorcery and witchcraft).

oy comparison with the large numbers of ’isinyanga*
and tho extensive use made of their services, European
medical practice was very liritod# In t%e Pholola
district there wa3 only one general medical practitioner.
HO hal been in practice in the district for over 20 yeas’3
and wa3 well known to the people of Pholola as well B in
the neighbouring magisterial districts. Of tho latter,
the district of Hntorborg aloo had one general practitioner,
and that of Impend!ilo was similarly served by oiic man.
Apart from the woll-lovolopcd nodical services in tho city
of Pietcrr.v.ritr,burn, tho3o three men wore tho only quali-
fied nme-ics.1 <'rootltioners serving tho e:-rtcnsive areas of
South-/©stem Natal# Tho practice of tho doctor in
Pholola was typical o? that which pertains in similar
areas of South /fries. It Included a large private
nolleal practice for the Europeans and Fatlves of Pholola
and neighbouring areas. I© had consulting roam and
Iliited facilities for in-patients in tho grounds of his
homo in the main village of tho district. In addition
ho carried out an extensive domiciliary service requiring
long distance travelling, often very difficult because of
th® mountainous nature of tho country, to European fam3
and to honos in tho ’ilativo lose *ve areas*.

Associate 1 with this onerous privato nraetteo wore



his duties as a part-time district siirgcon. As district
surgeon his Inties involved a varloty of services including
(1) medical, surgical and obstetrical services to indigent
persons, certified as such by the Magistrate of the Pholola
district, as well as to prisoners, nolico and gaol officials.
(2) Modico-legal v;orh, including autoo3v examinations,

and examination of suspect or known assault cases, nontally
disordered persons, applicants for tax exemption and so
forth as required by the Magistrate.

(3) Public health work such as the investigation and
institution of control measures in cases of infections
diseases.  ?hi3 would include control of epideaic diseases
during outbreaks as well as routine examination and certifi-
cation of suopootod le xers and probationsHy discharged
cases of leprosy, tours for the vaccination of tho popu-
latlon against smallpox, end tho holding of routine

sessions for the treatment of venereal disease; the last
involved specially arranged tours and district clinics

at which other cases wore also treated.

Purthennoro, as the only nodical practitioner of the
area he hal agreed to act as medical advisor and, when
needed, as doctor to some of tho large boarding school
establishments of tho mission societies.  Th*ro was also
a very woll built modern Mission hospital in the southern
part of Pholela. The qualified staff consisted of ono
nursing sister. It had at ono time its own medical
officer, but at tho time tho Cealth Centro was established
there wo3 no medical officer and tho hospital rolled on
regular periodic visits of tho district surgeon. Thi3
institution was littlo used by people of ’Location 2*,
tho greatest number of whom lived some 20-30 miles away
from tho hospital.



1C

Grey's General Hospital, Pietermaritzburg, was well
known to cvmy people anl although sons W00 miles away
fras different parts of 'Location 2 reserve' it was more
accessible than the mission hospital. lotor bus, taxi
and railway services and the possibilities of 'lifts' on
traders* lorries or occasionally in passing cars nslo
Pietermaritzburg anl its hospital relatively easy of
access. Not only did many sick persons attend the
hospital there, but several private medical practitioners
jere known to the people as were a mi her of ‘islnyanga*
who had largo practices in that town. Durban with its
too large hospitals for non-Europeans, the Kind Edvard VIII
general hospital ani the McCord lulu hospital provided
facilities which wore used, but owing to the distance
(over 10u miles), not many wore able to avail themselves
of these facilities.

Apart from the very limited qualified medical practi-
tioner services, other health services wore almost com-
pletely unknown. There wore no health inspectors, health
visitors, district nurses or nidvlves. In short, tho
nodeni services considered essential for health and medical
care wore absent and the neople of Pholela had, therefore,
little knowledge of t?i0 advantages to h© gained from such
facilities.

Ilhe -GQualQumgnt of tho Health-Centra ..Service.

The main initial problem of the health centre was to
introluce itself to the people it had come to servo. The
staff consisted of one European (the medical officer) and
seven Zulu speaking fantu, (a 'Medical Aid' ~raluato of
Tort arc University, five health assistants who received
their training on the job, and one qualified nurse). The
voluntary services of an additional medical practitioner

wore also available.



?he responsibilities which devolve upon a Local Aut'ior-
Ity under the Public lloalth 'cfc are assumed y tho fagi3-
trcto in districts like Pholola. In addition the lItagis-
trate is also the Native Coriissionor of the area# ills
functions therefore include those of a Judicial nature as
~vell as being in charge of the local administrative
mechanism involving political, economic, agricultural and
various other duties pertaining to the welfare af the
people*

It was the magistrate, therefore, who first introduced
the medical officer to the tribal efiiofs of the area and
subsequent to that Introduction a number of meetings wore
hold with those chiefs and their advisors. At the same
tine contact was being made with the district surgeon.,
mission institutions and their schools, the teachers, and
agricultural and veterinary officers. Hooting the people
themselves wa3 a little more difficult. 3y attending
many of their own gatherings and visiting their hone3 a
contact was begun which in a relatively short time grew
into the acceptance of the health centre as a vital part
of the life of tha people.

During the first two years the main service developed
ms that of a general curative clinic, preventive services
such as matornal and child welfare sessions, a school
health service, onl a health education programme based on
the homo visit by health assistants* Jy these various
moans the staff was ablo to assess some of tha main health
problems of the corarnmity. Those nay bo briefly
summarised as folio ?3:-

(1) 3ovoro illness and death wore very ccuraon

phenomena in almost all homos.  Pneumonia and gastro-

enteritis In infancy, measles and whooping cough in
children, infectious skin diseases, dysentery and
typhoid favor, sy hills and tuberculasis, wero common-
ly diagnose | at the health centre. Associated with

their occurrence there was evidonco of advanced
malnutrition as well as an rmnrently high incidence



of maladjustment of the individual In the fussily
and connuiilty*

~ Too people’s cm felt meed for treatment trlien
sick and tlsolr ready a prociation of tlno ir.)ortn:icc
of codd.ni: advice and nodical care in th® oarl¥
stages of illness eras in lacted in tho use tiioy wore
already ranking of t’ie services avail®. ;lo at the
centre.

(2) Dari,- routine health csanlnations of expoefcant
nothors, nursing nothere and their infants, an! of
oiler* children at school, revealed a lumber of
diseases of which the no hers and children wore
unaware.  Anon': the most obvious of these were
various signs of nutritional failure, which were
found to bo associatei with a poor diet and the
very cannon occurrence of latent sypliilis, scabies
and in cclgo contagiosa. The need for an intensive
program® of nodical care ani health education. of the
nether and her chili was tires apparent.

(3) Anon: tlie nost important deleterious factors

was the noticeable progressive soil erosion. Soil
erosion has arcgrossed so far in the Pholds district
that 1t constitutes the nost sorteras 1haodiato Dcno.cc
to maintenance of camnuity health. Its apparent
influence is manifested in the coonon occurrence of
syndromes of nutritional failure in plant, aninal

and hu an life. Pellagra, infantile ocllr™*ra,
(kwashiorkor or aalignant malnutrition), signs which
are possibly the result of ric"xts and the cannon
occurrence of stigmata of tmlnutrition of the shin,
cucous nenbranes an! ey®3, arc all woir,” cannon in
Pholela nan, uonea and children. (3 1)

1K) Housing in Pholela does not constitute the sane
problem as 1t docs in nany of bouth Africa’s urban
and ocri-urban areas. ach family constructs its
oun huts as it requires_then and overcrowding,
although not uncormon, is net of tlio intensity noted
in these other areas. An inoortant dofect is that
of insufficient entry of natural light duo to the
absonco or inadequacy of window snaee. The absence
of foundations and the earthen floor and uall3
maintain a danpness throughout tlio surer season.

~ Tlio mjor health Innerls are nroviiod by the
failure to disooso of domestic, aninal an1 human
refuse in n sanitary” rnnncr.  Domestic refuse was
littered about the ianediato environs of the living
Imts. poultry houses were congested an! unclean,
cattle kraals were la-dan with corruro, an! tliero
were no Lavatory facilities for the ocoolo. Plies

abounded and noxious smells in on! about the haoos
Merc all too cannon.

tfith all tills, 'water supplies from exposed
s.;ring3 were unprotected and tests for purity
indicated a high degree of pollution.

(?) An outstanding feature of dally family end

connunity life was the absence frcn home of the vast
majority” of ygun% and middle aged non.  They vrore
away at work in the towns, leaving tho care of their



homes to their uives and elder kinsmen.  This
feature of Pholela_ family life? was manifest in

a variety of ways ineludim; difficulties in the
adjustment of husbands and wives to one another
for the greatest nart of their wedded lives,
problems of discipline o™ children, tsoro especially
of youn_% boys 3 and the heavy btrsden placed m the
housewite in all spheres eonacrne-l with homo ccoaocy
and rrnngarment.  the introduction of infections,
such as syphilis aat tuberculosis, was a m3or
problem resulting from the return of the worker to
ills hcoe. )e

(6) The very cannon occurrence of the neurotic
personality was for some tine mashed by the way
swell nala.ljusfmont maifesu3 ifkself In tills society.
Sorcery, witchcraft and the newer of the ancestors
to esert an influence on t?r welfare of the hone,
?lavo a significant role in the life of the **?00lo
and root i1llnesses are attributed to one or other
of those a%en_cles. The manifestations of tensions,
unsatisfactorily resolved, arc influenced by this
way of thinking and well lefined c*ilfeuro-detcm.Ined
syndromes arc the overt oppression of the neurotic
personality.  The significance of these syndromes
can only bo understood when the social function of
suncrsintural nroco3sos, such as witchcraft and the
ancestor cult has been aourecinfced. In feet it

is I stud¥ or such patients that m.ch light is
thrown on t-sc fundamental social detominants of the
way in which disease is expressed and often initiated.

fho accepted resuonstbilitios to ono*s ancestors
anl the well defined place of the individual in his
kin ~rcup and tribal society hevo been undergoing
rapid change as a result of the various contacts
being made with western civillotion and urban
society. -he advent of Christianity, tlio school,
work in tarn, the European farmer and var?mis state
a-pncics such as the magistrate, the agricultural
officers anl the health centre itself, have all
wrought nrofosind changes -in the social structure and

daily lives of the Pholela people. Maladjustment
of the individual is frequently producel by this
changing social process. It is expressed in a

variety of way3 which arc interpreted as signs of
possession by malevolent spirits sent by an evil
wisher, being affected by his magic, or being
minishod by onels ancestors. Through these cviture-
deierr.incd syndronos one can diagnose -edlstur-'CtncGS
in hymn relations which arc associntad with tension
situations for the Individuals concerned- Indivi-
duals often fjr.il to resolve there tensions anl
anxiety states associated with dePreSS|on and ano-
rexia nervosa are common as are other manifestations
of malaljustnent.

It was decilel that a health education progra'Tp for

Pholela could not be developed without an understanding

of witchcraft anl the ancestor cult as vital forces In

human relations. he implications of these factors wore,

too, of direct significance in clinical practice *7-"6)



following this review the Health Centre began a
research progranne which was eventually bo change its
methods of practice. The first principle to be tested
3 whether an integrated and comprehensive family health
an! medical service was likely to be mere productive them
modem 3egronfco! an! differentiated curative and preventive
services. As a research technique it night lead to a
greater understanding of the factors responsible for
maintenance of health or for producing disease, but it
might > found not to bo a generally useful method of
nodical practice. Tills was the fundamental problem wliich
require! elucidation if not for Kodiclno as a whole, at
least for its application to communities such as that of
Pholela*

Phololo wan particularly suitable for such an
experiment. rho Pholela community was not yet as hetero-
geneous as is an industrial urban community. Furtiicrnoro,
and oorhaps even more important for the purposes of tills
study, was the absence of highly developed nmoHeal, health
and social welfare services. With all their divisions
of work and multiplicity of personnel these services would
have represented vested interests in flolls of ;orfc which
the Centro would 5mvc had to take Into consideration in
its plan of study. This would no doubt laave resulted in
a series of compromises as to legitimate fields of practico
wliich would have vitiated the very principles wlich it was
seeking to test.

The initial plan of study involved the integration
of hone visit findings an! community health education with
the clinical examinations an! treatment of the members of
the30 particular homes. This was done at team meetings
at which the staff members concern©l in the project were

present. At the outset these team meetings wore hold



onco a week, but a3 time wont ou arid knowledge of the

people increased, more frequent moo Inga were held,

until Tull discussions on the family study became a rowtlno
feature of the programme.

The first area of study was One- in which the homes of
tho people lio on tlio slopes of a mountain rango over-
looking tho "diakouaas Ivor. It was given fd® nano 'sliver
Valley Area”. The clusters of huts arc scatter©l along
the mountain silos for a distance of some sLx nllos, ell
ovcrloopting the river in the valley below.

Tho initial dipping of the area indicated that tlooro
were 130 homes, oach of which was given an ad tress number.
It nust bo renoMbered that in areas such as Idiolola there
iIs very littlo infornation available in rosooct of vital
statistics sueli as births and deaths. ho study was 30
planned as to include a registration system which would
provido the health centre with this essential information.

In addition to descriptive Information of ovents in
various hones, the minimal Information require! wass-

(1) Consis of the homo. This was to Include the
nano, ago, sex, religion, occupation and family
relationship o’ each individual.

(2) Vducatlon surveP/. The standard of school and
institutional olucafcion attainoi by tho adults
was to be recorded togoth r with tho nauo of
tho institution and year of attaining this
final standard. Tho c-ill Iron were recorded
as being present at school or. not. If the
former, the nano of the school and standard
wore noted.  This importation was checked v/ith
the school register.

(35 Tood Production* A quantitative r.ssossnont of
tho min foods producel and qualitative periodic
surveys of vegotablo gardens were to bo carriod
out. ~ loesurenonts of crop yields, such as
a®.iso, ’ixibolo' and beans, as well as tlx- milk
yield at various seasons were carried out*

w Livestook census. A complete livestock census
of each, homo was to be made at tho mid-year.

(5) Surveys of housin:, sanitation and t!» "water
supplies of ouch hoca were underte en.

(6) Personal data. Registration of births,



marriages, sicknesses and doaths was introduced.
Registration of pregnancies was added subse-
quently. I'ovononts of t.io population, including
migratory labourersl timo of departure an!
return were nobifid. Important events and
ceremonies were described, and a Weekly record
kept of the main activities - occupational oni
ceremonial - of the community. A family file
was introduced and within it wore kept various
confident!" 1 reports regarding intra-fanilial
personal relations anl various problem of
Individuals within those families.

he findings at periodic health examinatioho an! tho
examination of patients whs attende! for treatment of
their complaints were related to this information on tho
family an! homo. This i1ntegration constituted the
foundation of tho family diagnosis, which 1t was hope!
waul! develop as a basic technique of practice.

It 1s obvious that a complete examination involving
thoso various asnocts cannot bo accomplished at one and
the car o time. This is especially true during tho iIntro-
ductory phases of such an oxporlnont. Hot only did tho
staff liavo much to learn regarding methods of carrying
out such connrehensivo examinations an! Integrating tho
various findings into an inclusive diagnosis, but the
families required most car ful and tactful education
regarding tho alms and tho possible benefits to be
derive! fron such a service.

At tho stage of development of the Phololn Tloalth
Centre and the people it was servin " tho most common
starting points of tho programme were usually to bo found
in the families who had someone requiring treatment of an
illness. In thi3 regard it was soon found that persons
seeding treatment for di3ca30 consisted of two min
categories. There woro those who felt unwell and x/oro
conscious of tho noo! to become patients, and would either
consult an linynngal, or the health centre, or the other

nodical agencies rroviously discussed. On the other

hand there were many who, although objectively assessed



at a health examination to bo requirin': nodical care, did
not in thcnsclves Teel sufficiently unwell to ace the nood
for becoming patients. Tills clans formed Isy far the
majority of persons in the struly area, and Included many
with varying degrees of malnutrition, from those with
Elinor manifestations to those irith frank syndromes of
nutritional failure, as veil, as a large number with latent
syphilis*  Many others, while appreciating t’U? discomfort
caused by a U3order such as that produced fey scabies or
other infestations, accepted it as being a normal occur-
rence. This last category rcflcctol the fatallera of a
people whoso stemlards of what constitute 1 normal health
iliai been influenced by the general standard of ill-health
in their comynity. The accootanco of 0110*3 lot in life
and of various diseases Which went with this was to > one
of the major problems of the health education arogramrse.
These general considerations led the Centre to expect
slow development with tho periodic health examination
aspect of the programme. The fact that it was serving a
cofuiUTiity with a high incidence of severe illness inevi-
tably led to considerable- attention being paid to its
treatment. 30 much of the sickness treated by the health
contra was a direct result of unhealthy home and family
living that the 11002 visit findings and lioalth education
were directed towards elucidating this relationship.  The
treatment and care of individual patients by tho doctor
and aurso, at tin health centre and In tho hone, was there-
by closely associate | with a fa illy and community health
education programme carried out by the health assistants*
This was not based an a follow-up homo visit of n patient
seen at the health centre, although this kind of work was
undertaken. It was noro in tho nature of a total approach

to the community based on the mjor nee’s as diagnosed in



clinical practice and by discussions and observations in
the field. Gradually it was found |hat t’:0 previous
practice of ‘'curative riodiclno' and 'public health* as
noro or loss distinct entitles, tees Hording into a fom
of practice fttleh included the ba3ic methods of both as
applied to personal health caro.

‘ho science and art of diagnosis has always been tho
basis of tho clinical practice of lieHeine. It raminod
the basis of tho health centre's omctico of social
medicine* It is, therefore, necessary to deal with the
diagnostic problor a tint emerge! from tlic worfe.

Diagnosis in tho traditional practice of curative
lyedicino Ivma concern | itself Israel;?"" with a sick individual
who presents hinsclf complaining of a set of symptoms.
3uch symptoms more often than not include a cardinal syrap-
ton which points the way to a differential diagnosis.

Let us eon.sido™ c particular patient with the complaint
of breathlessness on exertion. A nodical history is
obtains and the physical examination is then carried out,
and will: tho history anl examination are proceeding, tho
diagnostician is assassin: tho signs! wi>ich this patient
presents la relation to his knowledge of the possible
causes of tho cardinal symptom*

It nay, for example, bo established that the cause
of the hreathie,osness on exertion Is a severe hypochromic
microcytic anaemia, and this was the diagnosis in thi3
particular ease. It is access try to explore further,
and ouch exploration uuse proceed on at least too broad
lines e

1. ?ho Lafluonoa which tho anaemia lias on tho

functioning of the rest of the body Is assessed

Vlicited i 1ho history end physical oxoniRation.

In t’vin way tho patient's sore mouth duo to a
glossitis associntod with his anaemia Is explained.



2. Tho cause of the microcytic anaemia requires
elucidation. If tho diagnosis is to he suftficiently
comorehsnsive to allow for an adequate therapeutic
programme, this further diagnostic procedure Is just
as necessary as was tip Initial diagnosis of the
causo of tho patient’s cardinal synotoci. In tho
sane way as we were faced with the problem 07?
differential diagnosis of the complaint of breath-
lessness on exertion we now have to examine tho
possible etiology of the Microcytic anaesda itself.

In the particular ease studied it was found to ho
associate! with dietetic loflatency and chronic infection,
namely syphilis and helminthiasis.  The Initial diagnosis,
microcytic anaemia, thus becomes a sign of o syndrome of
malnutrition associated with syphilis and Intestinal worm
infestation.

This stage of tho diagnostic problem presented by

tho oatient con be represented ~ the following diagram -

Cardinal agffiSflj> NVa™arr la aSoa
3rcatlilessnoss on ,30re tongue
exertion. o
2 G lossitis.

Other si'’ns and symotoms not
specifically the result of
the microcytic anaemia, 0.9.
phrynodorma, oclla gra-lilce
dermatosis, etc.

Dietetic failure to utilise) related to natient's
deficiency. food most effec- synhills anl holrein-
tivoly™* tliic infection.

Tho diagram Indicates that tho "Whole process of
diagnosis has "boon one of etiological definition of each
particular s’caotom or sign noted. lach stage of the
process represents a diagnosis at a particular level of
Investigation and the further the Investigation proceeds
the more complex does the inter-relationship of the
various manifestations of disorder become. It is this
complexity that indicates each diagnosis to he a sign of
disorder of a more fundamental process. itfot only is
microcytic anaemia a manifestation of malnutrition duo to
dietetic deficiency but once established the anaemia

itself influences the nutritional state of the individual.



Iron therapy alono is likely to bo of assistance in tliat
it night remedy the r”aroeytic anaemia. In doing this it
not oil;/ relieves the signs an' cymeteens inns "lately
related to the anaemia i1tself but it also has a more
general non-specific affect* This effect is presumably du®©
to the influence which the anaemia has on tho total nutri-
tional state, Thus treatment of what in reality is a
sign of a more eooplex syndrom© can he of considerable
assistan.o to the patient. Such treatment, based on this
levol of diagnosis, 1is only allcviativo in tho sense that
it d>os not embrace a programno likely to port tho needs
of the broader pathology uliich our diagnosis of malnutrition
and its etiological factors i1ndicafa to be necessary. It
IS necessary, therefore, to remedy the diabetic deficiency
and to treat the endogenous disease factors vhlah isay be
-.influencing food utilisation adversely, nanoly, syphilis
and tho helminth infection.

In more advanced Institutions and In some cases of
general nodical practice treatment of the individual
pationt is based upon the complex diagnosis so far estab-
lished. Slotstherapy associated with specific food
factors such as i1ron, i1s combinel with treatment of
syphilis and the intestinal helminth infection. T>ieto-
thcrapy Is however usually restricted to oases iIn hospital
or those who, while being treated, at homo, can afford to
buy the fool considered necessary for their treatment.

mJhlle such inlivid’ial case mnageiicr.t frecmantly
produces losirr.blc effects for the individual concerned
at the tine of treatment, it not unconuonl’ fails to
ac""-1cwo lasting results. reasons for this allure
are rvmy, perliaps the nost iImportant being the? fact that
tlie syndrome diagnosed was an expression of tho way of

life of tho individual concern®Ol!. It therefore becomes



necessary for tho nodical diagnostician to procooi further
with his investigation. It is only whon such further
invostifiations aro carried out that prognosis can go
beyond tho I. mediate possibilities of life and death and
bo concerned with ©3llegating tho effectiveness of tho
individual as a social being.

Tho instruments require \ for those further diagnostic
procedures are rarely to bo found at the bedside in tho
hospital.  They are far more ccranonly fO'nd in tile usual
inaodiate onvironaont of the patient, In the case
quoted, diototic deficiency was indicated to Ixs one of
tlio min causes of his malnutrition# Diet of on indivi-
dual is noro often than not shared with other people,
core ospcciallv with 0110*3 family, in certain eases with
one*s co-wor'sers in industry, or with colleagues at
school and other groups with whom the individual night bo
associated. Investigation of the nature nnl cause of
dietetic deficiency thus leads to a type of enquiry wliich
elicits several Important facts. Tho first question to
bo answered was i/hether the potiont 1ml a diet ocullar
to hinsolf or whether his diet was a reflection of tint
of tho root of Ills family. If tho dietetic problem is
found to bo one peculiar to tho individual, it is then
necessary to investigate the reasons for Ms differing
from other members of his family, and diagnosis then
depends u on further ozariLnatlan of the individual himself.
This woull include the study of possible psychological
factors, more esrectc.il/ as they affect hi3 habits, In
this way a psychosocial etiology of his condition nay be
die tno30e.,, flic dietetic Mbits which lol to nalnutrition
and tIm various signs of tills state aro then seen to bo
the result of a psychological stato with social mladjust-

ment.  Tills somo mala ljustnent was a factor in determining



his exposure to and infection with syphilis. ?ho treat-
lesnt programme lias, therefore, to include this core basic
etiological diagnosis.

(b the otlsor hand it my bo found tint his diet was
a reflection of tint of the rest of Illls family. If it
has produced obvious signs and symptoms of malnutrition
In oao meiabor of the family it is lilcoly that other
members will manifest similar or related signs of disorder.
The onauinatlon of other oersons in the family becomes
necessary an! the findings in each one of thorn compared end
contrasted with one another and with the original oatlent.
It is unusual to find e>:actly tho sar»o manifestations of
disorder in each member. Each individual because of ™.is
own peculiar genetic endowment, stago o™* development, sex,
and provious life liistory and environment, is more likely
to manifest lii3 or hor malnutrition In 3omawhat specific
form.  bovortholess, a pattern of in.llvidual 3yndrorj03
onergos on analysis and tills pattorn constitutes an essen-
tial clamant of tho fan ly diagnosis. Jy its very nature
a family diagnosis invariably consists of a series of
interacting irocosso3 Involving tho way of life and state
of health of each indlvl 'ual member of tho family. One's
concept of idiat constitutes pathology requires to bo
orooivlod from that of physical pathology to one which
includes psychopathology and social pathology.

This typo of clinical erectieo bocauo a feature of tho
programme of the study area. The d"'valopnomfc of periodic
health examinations emerged from this practice. Once an
individual member of a family present©l himself or herself
for treatment of a cocnlainb tho next stage was to persuade
other family members to attend for ©lamination. . Tills
involved intensive liealth education on the mrt of all

members of tho staff at the health Centro itself and during



visits to homes. Boforcncos to the social nature of
dlsoaso cad tlio possibility that disease did not always
make itself manifest to a person until lata in it3
development wore anon?’ tho features of such discussions
with the various fanilies concerned.

In this way an ever increasing number of people, moro
especially women and cliildren from infancy to school-
leavin: ago, received periodic health examinations. As
t:»00 increasel la number so tho incidence of grossly
diseased patients docroasod. hot only wore more people
being mintainol in relatively good health but tho early
diagnosis of disease resulting fron tho health examinations
lei to earlier mne-gcoont cnl treatment. This In turn
prevented a number of disease processes from becoming very
advanced boforo treatment was sought. It was this feature
which led to the centre seeing fewer very sick people fron
the 3tudy area than Ind previously been seen at the
general caratlvo clinics, This trend was ultimately to
manifest itself in a dramatic doorcase in the mortality
and sickness rate in the corjnunity t’ius served, Tho
service bad become a preventivo-curative one and was on
tho way to becoming a joint croootive-nrcvcntivc-curativo
personal service. The defining linos between these
previously soparato services waro gradually disappearing
onl in the ulnae of public lionlth uractico as one entity
cnl curative medicine as another, tliero was developing an
intensive practice of social medicine.

At the end of tlic first year of thi3 experimental
project a dotailo | review of progress was uiidcrta’ien in
the light of previous experience end in corrmrioon with
the services to the district in general, Hiile progress
had been 3lo,/ there wore several features which indicated

the value of fiis now approach. first and foremost v/as



the i1ncreased understanding and knowledge which tho staff
had of tli© people In the study area, They were becoming
intimately acquainted with an ever iIncreasing number of
Individuals anl families, end With this went an under-
standing of their i1/orrlos anl day to day habits of living.
Turt’iernoro, it was possible now to analyso sono of the
Ihcndaracntal health problems of tlie area i1In terns of their
direct effect mn. the lives of the people. This was a
result of tho iIncreasing accuracy an! care taken iIn
recording observations. The social Structure and culture
of tho community was becoming defined and could bo related
to tho families who constituted the basis of tho network
of rolation3biips withiin the structure. Problems like
soil erosion, fool oroduotloa, sanitation, tater supplies
and housing aopcarel In an almost now light when con-
sidered i1n relation to the society and tho persons of that
society. The whole process of tho health centre®s
development was one which reflected an iIncreasing undor-
standing of the individual in terns of lds fanily situation,
of the family in its life situation within tho local
coHETunity, and finally tho way of life of tho community
itselft In relation to tho social structure of South Africa,
Ty tills detailed study the centre had novel free tho piano
of vo.quo generalisation about the Importance of various
social forces to an increasing understanding of fchosa
forces in relation to health and disease* a3 manifested 1In
individuals.

It was not so mcli that tho experiment had lei to tho
discovery of the connection between social relationships
and health. This has been a well established thesis and
has for many years IX. an accented fact. ITor wis 1t
that the centre had boon able to establish such a correla-

tion. Sociologists anl epidemiologists havo developed



methods for such studies and many havo boon the reports
eduring the ,>ast century indicating the importance of
such correlations. (57-67) The significant feature of
tills year of experimental study was rather the fact that
it imi 'X)en possible to evolve a tcclmiquo which included
such concepts as an integral p~rt of its daily practice.
It wa3 felt tliat farther developments of the methods use:!
would load to a satisfactory health and nodical care
programme.

In addition to tills fundamental contribution wlilch
the experiment raado to the centre's orientation and tech-
nigues of practice other encouraging features wero noted.
Although progress had boon slo./ there was a significant
difference in the study area as compared with other areas.
Reference has already been made to the Increased atten
danco of persons N\tth relatively early manifestations of
disease and the associated decrease of the previously
largo numbers of very sic’: patients from the aroa in
guestion. In other-respects, too, changes were occurring.
Itore hoiiec lad compost pits in this small study area than
in the rest of tho district; several had commenced
construeting pit latrines whereas no progress had boon
made in otlior arease Vegotablo gardons showed rapid
signs of improvement in tho study area. Hot only did
more liomos establish gardens but on increasing variety of
vogotables wore bolng planted. Inch remained to bo dono
but the progress male there wns far greater than had boon
the case in tho previous two years an! in tho root of tho
district during this year. Those were some of tho
material ma dfostations indicating tho valuo of this
method o intensive practice, They wero to bo addol to

in the years wliich foil owed.



Thera was sufficient evidence to '/arrant the expan-
aloa of tho experimental project to nora homes and to
include tho methods used as tlio basis of futuro oractico#
The health centre has now expanded Its original intensive
service for 13Q hones, .irca their population of lose than
1G3Q peeole, to a considerable practice, which includes
an intensive ser{/ice for 10,000 people. It also provides
a general out-patient and preventive service for O further
2d,000 people.

As the family health and nodical service expanded,
the teelailquoa of practice became more comprehensive*

In order to provide services which were found to be
necessary, sessions were organl3od on a basic of ago and
social groupin'ls. In the place of previously organised
special disease clinics, such as those for tho treatment
of venereal diseases, scabies, an! malnutrition, the
cervices were provided for members of the faintly in a way
which, reduced as far as possible tho neci of an individual
person to attend different clinics for the smnagenent of
various complaints. The defects of tho special disease
clinic system aro perhaps best illustrated by reference to
a typical easo with which tho health centre commonly had
to deal. Ayoung adult warn who was the mother of a
baby aged 6 months was found on examination to have tho
following pathology* -

Halrai'oritian - the sifgns being mainly of a
pollrfro-like noturn5

Gyp'd Il a.
Scabies.

In addition to the30 t*ireo clironic disorders she
complained of con *h and main in tho che3t of acute onset
and also required dontol caro.

In a eyeten VPILch provides separate facilities for

these various disorders her treatment night require



attendance at the foilwin: clinics at different tiness-
Cl) Medical out-patient secttom for her acute
cooplaint. After that hal boon rolievod
she would then nrocood as follows. tint is_
iIf she could 1cop up with the various clinics -
(2) Venereal disease clinic.
(3) Scabias treatnont contra.
(hi Malnutrition clinic.
(tO Oontal clinic.

(6) Tho infant welfares clinic where ter baby
v/as teing cared for.

In tho event of her requiring vaccination cfalnst
gnallpox, or boin: agreeable to immunisation against
ontoric fever, and diphtheria irr.nmiaction for her baby,
ste woall attcnl tho special clinic for this purpose.

Matters ted not readied this stage at the Pholela
Centro but if it had continued uith its previous rrogramo,
basal on modern public health and curative services of
urban communities, there could be little doubt that that
Is what would have happened. The Pholcla service would
then have had tte sano features as that present©! in nany
more aivar.ood urban areas.

Special sessions were organic A for mothers and their
y usi% children.  These inclulei tho mother referred to
above. During her visits to the session a programme of
treatment and health care for both matter and baby was
developed. It included treatment of scabies an! syphilis
in both, an! in tils respect was associated with hono
treatment of scabies in otter members of tte family, rs
veil as the examination ar.. treatment where necessary of
otter members of tte family found to have Syphilis*  The
malnutrition of the nother was related to tho hone
findings and at her visits to tho health centre she would
bo given supplementary dlctothcrapy and s Mxclfic food

factor treatment. S"v vonld also visit tho garden whore,



with other mothers present at the sane session, she would
ho givon ,. donoa3tration of vegetable gardening. At other
tines ooohing demonstrations wight be given and so on.

This health centre educational nrogra no reinforced tho
general community health education program®© being
developed by the specially trained health assistants.

She sight bo encourage! to Join the vegetable good co-
operative hwiping group as well as bein; supplied with

see a grown in the health centre's garden.

At each session she attenlei, her beby was weighed
an! problems of management dlI3Cusso!, an! at least onco
a month tho baby ha! a health esardnatton try a nciical
officer. Onco again this programs© was co-ordinated
with the home visit, laorc especially after vonon health
assistants were introduced in addition, to tho non with-
s\om the centre had started. ITorao demonstrations in baby
management, including discussion of various ways of rearing,
preparation of foods and sewing demonstrations, wore an
important feature of the programme.

Similarly there developed a programme of special
sessions for azpcct&nt mothers, pra-sohool ahil*,rc.n, school
children, adolescents, and adult, men and women who were not
otherwise eater©l for.  All records were gradually incor-
porate! in n family files with the result fiat there was
roa y reference to the progress of various individuals in
tho family an! the hone as a whole. Periodic reviews of
progress wero made an! tho aim was to isave periodic consul-
tations an! interviews with tho family on lines similar to
those initiated by t*© founders of the Pechhas health Centro
of TJngland, Owing to the fact that so many men wore away
from heme for considerable periods this was not always
practicable and meetings with mothers an! their children

wore more cormon than with both parents present. In fact



when raen '111 attend such conferences they preferred to do so
plone or with their kinsmen rather tloan in the company of
their wives and children.

The frequency with which periodic health emilmtlons
wore to he done depended upon a number of factors including
ago, state of health and special considerations of preg-
nancy and rest-natal care. The following table Illus-
trates those elmsj-

Tlr.it year of life 1 Once weekly by nurse; onea each
month by noHeal officer.

1 - 2 years * Qnco oach month,

2 - 5years s Once quarterly.

6 - 12 years s fhrory 3 -6 months,

15 - 25 yoar3 s Annual ejmminatlons.

2? - h5 years « Cnco every 12 - 18 months.

ifp yoars and over t At least onco oach year. It

must bo remembered that in
Pholcla nany porao;a of h5 ere
already "old”.

Krpecte.nt mothers wore cncourago! to attend weekly
sessions. In a healthier community thin frequency of
attendance., at least during the first 6 nonths, night
not be as necessary as it was in Pholela.

The mother of ¢ young infant was seen each weoTc with
her baby, and the feature of these sessions was the stress
upon the unity of the nursing mother and hor baby* Such
sessions were, therefore, always mother an* *«hy sessions
anl not infant welfare clinics.

huring Illness of any persons the periodicity of
examination would be determined by the nature of the ill-
ness and was obviously more frequent than those outlined
above. In addition at puberty, anl none especially the
climacteric, periodicity of examination was a’vised at
shorter intervals than for the age group as a whole.

It ia important to appreciate that oach of the

sessions provided facilities for care of tho sic?? and



preventive rersonnl services.

homo visits for study of the way of lifo in the homo
end tho relate! health education wore also carried out
at periodic intervals. It was air®’, to have contact
vtth members of each home in the neighbourhood at monthly
Intervals, Fore frequent visits were often require!
when the family X 3ccidod on a particular programme
such as initiating a no-" hut, a pit latrine, compost
manufacture, or a vegetable earden. Informal meetings
an! discussions "ith groups of *w=omlo were n feature of
the health assistants * work an! public opinion was
influence! in this way, The monthly visits to homes
onsurod a continuous contact with. all the people in tho
area aerve”™  They allowed for the planning of systematic
surveys of special problems of Importance to health as
well as asseesin *tho changes which were taking place in
resnonce to the health centre’s programme*

Neighbourhood schools were also regularly visited by
healt’l assistants. The process of health education which
was being develops! in the schools was thereby fully
integratel with that for the community in thoir hones, in
groups and at the health centre. Toelth onamimtions of
sc’ioolchiliron were often carried out at the schools cn!
discussion of relevant findings took piece with tho
chillron thcnsolvos, their ooront3 and tho teachers. In
this way the health centre hod a profound influence on tho
health of tho schoolchild, It reduced tho very hirh
iIncidence of extensive scabies an! impetigo contagiosa
to negligible proportions within 2 -3 years; planned
tho school meal service; inrmmlzod the children against
enteric Cover and smallpox; encouraged the schools to
build latrines for tho children’s use; stinulatol and
furthered interest In school vegetable garlens; conducted

nan:” of tho hygiene classos" prescribed in tho school



curriculum .

bombers of the staff viero not only elect©7 to school
parents committees but elso became active members of tho
churches which were so closely relate! to theno schools*
The informal inflaenca thus exertcd in eo unity affairs was
at loast as profound as that of the more organised pro-
~rarel0 of work carrie2 out as part of official duties.
The fholola experiment has tlrus suoceelal in unifying tho
two adruiiiistratlvely differentiated approaches to tho
individual - namesly that of curative medicine an of
public health preventive services. It lias clone so in its
family health an’ medical care service and in so doing is
developing a modern general family physician working with
a family nurse ani a community health educator (health
assistant).

In order to provide such a service to an increasing
number of families it wa3 necessary to develop methods
of practice in such a way as to ensure accuracy end
reliability of findings aril diagnosis. Facilities were
required which would allow for adequate care, attention
and treatment being given to the co comity as well os a
system of recording o* data an! progress. fach 0 these
aspects neelol careful study* and throughout the levelopmont
of tho service tdiangos anl modifications in each activity
and method wore oing introduced. 3cue of those have
bocore relatively well establish© I ani have proved to ho
sound.  Ot-iers require still further modification before
being satisfactory. Tot others will no doubt be replaced
entirely by better methois.

It is not possible to include here the many advances
which have taken place In Tholela since tho advent of the
health centre. In many wcy3 the life of tho people has

boen modified and most encouraging have been tho "self-help"



plans that havi evolved. Among the noro important of
these uay be ncatioim| the considerable increase In hop®
vegetable gardening, the constractlon of ‘rater nrotoctlon
devices and advances made In othods of infant ca.ro.
Associated with t! esc changes there has boon an encouraging
fall in mortality rates e;U an increasing use made of tho
services available.

*hiring the period 19hg-19!70 there has I>een a 3teady
decline in .he infant mortality rate, frer 279 nor leO:)
live births in Ifbf to 117 in 19fO. Oyer tho scro period,
the general mortality veto las decreased from 31.33 to
13.30 per 10CO of the population. Those encouraging
trends are refloetol in the use ande of tlio cont”o's
services by enpociant mothers an | mothers with their
oaon.cs . 'he percentage of expectant mothers who roooivo
shilled ante-natal care has increased from a negligible

number when tho centra first starto! to 66f in 19'"*? end

9« in 19 TO. ho uso made by expectant mothers of tho
services offered will reduce the hitherto grave problem
of congenital syphilis to a minor on: In Pholela. The

care of the nursirc mother and her infant has shown
similar advance and tho health centre facilities arc now
fregncutly use! by roll over I0f o! rothers anl their
yourif hobios.

Ivo Ibiolela health contra is non associated with the
Institute of family end Corsuinity health, on institution
created by the Union Health Department in 19%5*  This
followed tho Government decision to establish Health
Centres in various parts of Couth Africa on lines similar
to those roccsosen-io 1 by the National Health Services
Cceeiissicu of i;"‘ *.. After this decision it vras considered
tint Tholela might form a useful pilot project in this

service and medical officers and other staff appointed to



the new service wore iIn the first Ir.stanco sent to Pholcla
to gain experience in health centra prnctico, mil. study
all* nothoia which lisii teen evolve tlusro

It was sco;: realise-1, however, that Thole-la co-"lI1 not
alone offer the wile mnorleneo re-ini"o" for such a
lovolo In service. Its field of action was 1aoro or less
confine®” to tiat of the e<Jkiivc heserve Areasr an! tupor-
ta.it as these assy bo, they do not offer facilities for
stuly of the Mu ” of service t*tut woold be required for
the variel racial and social stricture o™ douth Africa,
for this reason there was established a i institute of
foully anl comunity health, originally Icion. a3 the

frainiAd dolieno for "oalVu Toreon.icl.

Ac T. w t t-q 22 SHIdifa -dM. (The Training
lioliorae for ilealeh PorsomiGl/.

Tills institution lias 1t3 headquarters In Itirban.
It consists of g number of practising health centres and
special divisions. Each of tilo contro3 lino boon located
in on area which provides ormcricnco of health centre
nractico with a particular typo of conrnmity*  The nulti-
racial structure of South Africa requires facilities for
the various groups and the Institute's contree include
provision o0? a service for each of the four min racial
groups living in and around tobon - European, Coloured,
Indian and iativo African, In addition It ./as necessary
to apply the nractlco to people living under differing
conditions of housing an 1 type- of noighbourhoo 1as /oil as
showing difference© in respect of occupation and other
social conditions, dural, porl-urban and urban cotrruni-
tios qix thus included, ranging froa the rural native
reserve of Pholola to coiacninitlos in urban housing ochoaos,
peri-urban anl urban sliras, and factory uorhors. for
this purpose seven health centres licvo beer: established as

part of the institution#



?ho special divisions were create 1 to direct pariietiler
attention to certain aspects or family and cosBEunlty health.
The divisions of family end homo health, occupational
health (which includes a factory health centre), nutrition®
psychology, cnviromientaX hygiGno and the control of
corxTUiticablo diseases, dentistry and oral hyrjieao, phy3io-
lory and clinical pathology, epidemiology and statistics,
ltawo each a specific contribution to the overall orocranno
of the iInstitution.

In addition to these health contras and special
division, the bauicil for iclcntlflo and Industrial
Research hias recently established a Social HoUclIn®
Roscarch halt at the Institution,

In this way there has devolopol an institute concerned
with: -

(1) the dovoloimont of demonstration projects of

health centre practice among different trapes
of community;

(2) i1nvest!-ration of special aspocts of the varied
health problems which cnor™o In theso corsr.unitiosj

(3) research in respect of 3010 of the more important
fields of social mo icine iIn South Africa, ouch
as those of the growth and development of infants
and children.

Dy bringing theso various health centres, special
divisions and the research unit into a single administrative
unit, a co-ordinated programme of service, teaching, and
research is possible.

The Uasantinl Nature of th.. .alrhbonrhool Warily Gorvlico.

Cach of the health centres is essentially a district
service In that i1t i1s oriente 1 towards a neighbourhood
coa unity. A community of families living In homo3 of a
particular neighbourhood are offered the facilities of tio
health centre, which aims to stimulate their Interest and
provide them with the necessary I-iowlc’go to improve thoir

own health, prevent disease and sooh suitablo cars in

illness. Tito one exception to this family an ranch Is



that of the Institution®s industrial honlth centre,

hero the programme includes the workers of factories 1in

a particular area. dioro these workers have their
families in one of tho neighbourhoods sorved by the other
health centres, an Integrated community service is being
developed with 1ts field of operation iIn both the neigh-
bourhood family centra and tho factory centre.

The service provided by tho health centres of tho
Institute varies as between tho different communities
3ervcl. There 1is, however, a basic concent which per-
vades the practlco In each community. The differences
between then result from the translation into practice
of this broal concept.

The Pholcln experiment demonstrate! that i1t was not
only desirable but that i1t was possible to integrate
important aspects of curative, preventive and nronotive
health services within the framework of a single iInstitu-
tion. It has shown that a doctor, nurse an! health
eduoator (health assistant), functioning as a closely
knit team, could together beea o family doctor anl health
advisor of a community. In doing so a number of tech-
niques of practice have evolved ani those have received
further consideration since tho training institution and
its associated centres have boon established. Application
of this form of prrctico to communities which differ
widely from that of Pholela requires a clear appreciation
of 1ts nature,
lifiolwh i'zQla*

Tho scope of tho sorvico will depen! uoon the needs
of tho particular corammity. It is therefore desirable
to have available a moc’1anion for their assessment.
Various nool3 which may ho obvious to tho external obsor-

vor nay or my not bo felt by the comunity itself. A



common example of the result of a felt no©1i i1s tliat in
which a person ™econos tho patient of a doctor. It i1s
the dO3iro for roliof from pain or discomfort u?iieh
provided tho motivation for tho individual to seek medical
care. Tho traditional case history la a mechanism which
encourages tho patient to express his feelings. In like
manner family and community need3 may bo felt and tho case
illstory may be replaced by plannol surveys or by discussion
groups. Such surveys and discussions will indicate that
a number of ncoole have similar needs. fheso are funda-
mental to motivation for group action whether they involve
a particular family, a small community group or tho whole
conamnity. The action romilting from such motivation in
so far cs It is relate! to health ncels may veil bo fruit-
less without errpert guidance. The hoolth centre should
bo as prepare I to assist in 3uch group health problems as
it is iIn that of the individual pat ent with a pain. (60-71)
During tho course of a clinical examination it is not
unco: non to find evidence of disorder not directly related
to tho patient®s complaint and of which ho is itiawcre.
The i1nvestigation of 3uch unfolt noe*9 is tho bosis of
many case finding programmes of which thoso for tuberculosis
and cancer r.ro notable examples. They liavo boon dcvolopod
as o result of tlio knowledge that i1t iIs possible and
desirable to diagnose tho disease process before tho person
himself lias discomfort. Similarly, a survey of a particu-
lar coErnunLty may reveal evi anco of disorder of which
the peopla thonsolvos arc unaware*  This lack of awareness
iIs relatel to their \my of life. Nutrition an! sanitation
surveys, in Which the survey includes a porscnal health
oxanination associate l with study of the habits of the
canrunity, have revealed many 3uch unfelt needs.

In carrying out a survey of methods of rofuso disposal



In a rural ’Hativo deservel, it was found that there wore
no more than 2 homoa with latrines in tha sample of
10f000 people studied, Dofaocatlon took place in ldongasl*
bushes, anl in the case of c?ildrcn, in tho immediate
environs of tho hone*  Despite tho high incidence of
diseases like dysentery', diarrhoea of infants and ontorie
fovar, tho people felt no need for modifying tlioir ways
of disposing of refuso. Hot only wero they unawara of
tho etiological relationship between those diseases and
tho pollution of water supplies and food which results
fro:: their Way of life, but they 'md their own decided
views on tho relationship between human faeces and disease,
Faeces, being an intirate personal product, woro regarded
as most suitable for treatment by mi ill-wisher. If on
ill-wisher was able to obtain a specimen of faocos from
tho person ha wished to harm he could utilise it in a
magical mixture and t7dus render his curse effective,

fills is not iinconnonly thought to be tho way in which a
person becomes ill. It is, therefore, not surprising
tliat tlieso people Imd few latrines, fliey thought it noro
iImportant to conceal tho site at wlich they defaecatod
rather than defaccating in a latrine. This fact is of
interest in that many of then wore in favour of water-
borne sewage disposal systems.  Those would remove their
faeces to a distant place at which the individuals
ewerota could not bo distinguish©” from that of others.
The pit-privy on tho other hand was rejected C3 boing
dirty anl unwholesome.

The importance of coniiiuiJ.ty motivation in any pro-
gramme dosignol to treat the sick, prevent illness and
promote health becore3 more meaningful when people*s
feolings about their various neels are understood. It
Is those feelings that stimulate tho desire for chan~o.



Tho advance made In nubile health services during”
the past century Is a rest Illustrative historical example
of how government and people wore rale to feel the need
for change of their unsatl3factory living conditions.

One of the major difficulties facin®™ the pioneers of this
movement was that they were aware of the neoi for a change
Which was not felt by most of their contemporaries. Con-
version of an unfelt need to thErt of a felt need resulted
in the modern achievements of public health administration.
(72-75).

The contribution which a neighbourhood health service
can cake to the acr.minitv it seeks to serve iIs thus likely
to be profoundly Influenced by it3 approach to the probloms
of tho individuals who constitute the community. This
approach must include a careful evaluation of both tho
felt and unfelt needs of tho individual If the service 1is
to appreciate tho motives and knowledge necessary for the
poodle themselves to achieve a higher state of health.
Assassin? the health ~Tnods of an Individual.

Tii®© nature of the health review which reveals these
needs and tho way In which they are te bo act constitutes
~tho prograrvTiO of tho service. In the health centre
service being developed by the Institute of Family and
Community Health, tho methods of practice arc bascl on a
dynamic concept of the individual.

The Individual is viewed as rn Integral part of his
environment. A mo3t important element of this environment
is the network of human relationships within which he lives.
These relationships are expressed in the various social
Institutions vrhich have developed to meet the needs of tho
individual. The teciuiological skill, developed by a
particular society iIn its usg and modification of the

biological and physical environment, effects the nature



end functions o® these social Institutions.

An interestin®: illustration of this bin! is provided
by the changes which have occurred in countries influenced
by the Industrial devolution. In hurooo the homo mamifsc-
turo of a wide variety of articles has been increasingly
replaced by the factory. This provl C*sl”™ 1mportant
economic function of hor.e production by tho family Is
today the function of organised industry. In South
Africa industrial urban developments nave considerably
modified the extensive Kinship system which nerreste the
structure of various native tribes. The single family
unit persists, but extended bin relationships arc becoming
less significant and play a smaller part iIn the general
3octal fabric than they do in tribal society. The
changing economic structure Is rofleeted In the changing
homo economy and with 1t the structure of the domestic
unit and kin obligations aro nodifled. (7£-31)

Tho way of life or culture of any society is an his-
torical process, constituting the social heritage of each
individual™ It Influences the nature of his development
through the personal relationships established within tho
institutions of that society. This human environment
into which the individual 1s N3m and reared and through
which he expresses himself, Is so integral a nart of each
individual that separation of individual and environment
IS not conducive to understanding. Instead, a single
entity, individual-in-environment emerges as a reality
facing tho diagnostician, therapist end educator. (32-33).

In the health contro service being discussed, the
Individual-In-environnent is tho nucleus of the health and
nodical care programO. ~e have soon how this social
orientation leir to the disappearance of special disease

clinics at tho Pholela Health Centre. Classifying



individual persons according to the mjor disease problem
they present, Is n process which fre®<7 ?<&tl7 leads to
incronscd tec’nical shill In the mnagetaont of the* parti-
cular discoso, end Ms boon a nnin factor In determinin’;
the trend of specialisation In Mollcine* Dbiilo there

can be no doubt of the advances achieved by this approach,
it seers possible that these very, advances have nede us
lose sight of other less beneficial results of thl3 frag-
mentation of the individual™

Among the nore important of these has been the lack
of attention givan to the individual-in-envirorcnsnt as an
entity capable of study and even more important as a unity
susceptible to curative, preventive and proactive health
cere*

This institution uses methods of health examination
and prograsrtes of health arid nodical care which focus
attention on the Individual in different siMetlons. Tn
order to diagnose the state of health of on individual it
IS necessary to extend the clinical examination to include
observation of the individual in hi3 daily activities.
Equally important is his personal interpretation of his
own actions and those of others iIn those situations™® Such
extension of tho health examination involves an under-
stendinX of the personality of the individual end the
social structure within which ho functions* Psychology
and tho social sciences have at least as great a contri-
butioh to rake to this widened boriron of nodical practice
as lias been node by the natural sciences in the past.

Among tho more important situations in which on
Individual lives his life are those constituted by the
family anl the various corrunity groups in which his daily
occupation and his interests find him. A health review

will thu3 ncually consist of at least three basic ele”nts,



examination or the individual at tho health contra itsolf,
interview and observation, visits to tho hono, and group
discussion and observation.  Those t’irco o0.3poets vrill now
bo considered in further detail.

1» y...f.Lvf.dual at Lhs wmo.alfch.JiantrQ”"

Tho importance of tho individual health oxa:dm 11lon
Is t'*it, within tho Units of present day knowledge, it
provides a picture of tho stato of health of tho individual
at a particular moment of tin®. 'Then pointed to his way
of Ufo it provides a foundation diagnosis of Ms needs,
an which a programme of treatment of disease end health
promotion cr.n be developed. If carried out at nor© or
loss regular intervals of time it provides a serial story
of tho individual's growth and develop?icnt and has its
main value when such periodic examinations ero evaluated”™
Although most of the techniques used are similar to those
employed In the examination of a patient with a complaint
it differs in several ir )ortant respects fron this exami-
nation. la dealing with a patient the main objective of
the examination is to elucidate tho nature of the discaso
process w ich has produced the complaint.  Tho health
examination is not ’complaint oriented* and has tho some-
what different function of assessing tho individual*s
state of health. This being 30, the typo of history
approaches that of the life history rather than tho
history of a coirnlalnt, and tl!ie pliysLcal examination Is
one in which signs of health and those of 111-hoalth arc
explored and recoriod. (39-91)

Tho ganoral life history introduces tho physician to
tho unity of tho individunl-in-enviroraacnt try tho develop-
mental story that \tnfoli3 the individual's relationship
with his family, friends, school an! work associates, as
well as tho olaccs in Which ho has lived.  The history

my, however, Ix; directed towards oo<cial aspects of



develoment in order to elucidate certain specific fields
of behaviour. The individual's story of his schooling,
his occupation, his diet and similar habits, may receive
particular attention. Directed discussion of particular
life sit-nations is also of considerable use in both the
clinical and educational aspects 0* health centre practice.
Mother-child relations, as revealed in the foodIn; situa-
tion, my for ©Osarnie bo better understood following the
mother's story 0? ho* she Danaged with hor previous
babios. Her story my revoal a deviation from hor usual
eroce hire in respect of the present baby. un tho other
hand her present management may be consistent with that
of tho previous children and yob be quite different from
that of other mothers in hor particular social group,
failure to feed her child satisfactorily nay thus bo found
to be duo to a specific problem arising In relation to
this particular child, or it my bo a roflection of a
nerslatent failure in respect of each of her children.

In tho second alternative tho failure nsv br due to a
personality phenomenon peculiar to this nothcr or to
mothers of tho Particular social class or culture group
to which she belongs. Correct diagnosis can result only
when one beeemes aware of each of those various aspects -
tho present life situation, the life histor™ of the indi-
vidual person, and the comparison of these findings with
those of other nothors of tho community.

Tho difference between tho life history and the
complaint oriented case history Is also reflected in the
physical examination. In the c:oirination of s patient
the aim is to elicit physical signs, which in relation to
tile symptom elicited in the case history, are expressed
in the form of a diagnosis. Thi3 diagnosis is in reality

a 3ucmry statement of tho nature of the person’'s illness



and treatment Is directed towards cirring the diagnosed
disease process or of alleviating the discomfort which

it has produced. In the physical examination of a health
review the aim is not directed towards diagnosing a patho-
logical process which may explain tho person's cocnlalnt*
It i3 rather to elicit a series of findings which are
expressive of health and departures from health.  These
findings are not readily expressed in terms of a single
diagnosis a3 the relationship between various signs is
not always readily assessed. It must be appreciated

that tho factors determining an individual's state of
health at any one moment of time consist of a large number
of variables Watch cannot in the individual parson be
subjected to scientific measurement. Correlations estab-
lished in group studies should not be directly interpreted
at the level of individual diagnosis. tfith caution they
can be applied, but their application is dependent upon
the experience and judgment of the examiner* It is for
this reason that serial examinations of the same individual
as represented by the periodic health examination, are so
iImportant. y comparing the findings of two or more
examinations it becomes possible to assess change in the
individual; it is the measure of this change which is of
considerable value in reaching a diagnosis of the person’s
state of health. This procedure has become a fell estab-
lished feature In infant welfare work, where periodic
evaluations of the infant alia/ for a more accurate assess
sent of its growth and development than is possible at a
single examination. The periodic health examination used
in the health centres of trie Institute aim to apply this
principle to the individual during bis total life span,
anl in so doing expand the traditional consulting room

examination to study of the indivi dual in some of the more



Important situations in which ho functions, (92-109)
2.  ?ha In**v* -?7n-h? Nee,

This is one aspect of tho study and caro of the
inrU”~dual-in”-cerrirorHnente  The family is gonerally
accepted as one o’ the most innertant of homn associations
in any society and yot it is anastag with \fixxt freepicney
it is neglected w health workers. for this reason it
Is porhnps advisable to consider sene of the features of
the family which mvo it so useful an association in
health centre practice,

A number of closely related vital needs for health
arc net through the personal relationships established
within the family, the homo economy, and the house in
which the family dwells.

'ntrn-farlital rel-.tlmailing~ '"ho personal relation-
ships between parents, parents and children, an! among
children themselves, are of such an intimate nature and of
such fundamental importance that every society has developed
a code of er'ccto'l behaviour for norihers of the family.
Marriage places certain defined obligations on the contrac-
ting partners, as between one another, and in respect of
the family i#ilen is formed on the birth of children,
delated to tho various codes of oxpoctod Imhaviour is tho
fact that Within the family a great part of the social
heritage is passed on to tho child. In this way tho
farily nurtures the developing personality as an integral
part of the culture group. The extent to which it
U300 s is represented by the social adjustment of tho
individual. Even in societies in which the nursery
school and school have 'xjen established, the process of
acculturation of the proofing child is predominantly in-
fluenced through the informal learning experience which
"o hoc in his homo. It is here that ha develops his

moral valuei and his religion, his obligations to others,



Ms way of feeding cm3 clothing. In short, It 13 within
tho family tint ho develops Ms way o0? life which 13
intrinsic to the culture group, cojamunity and social class
into which ho wc3 bom,

The family to tlio main contest of tho emotional
development 0? tho individual. The exiont to which it
moots fundaoontal attributes for health, such as tho need
for security, acceptance and self-expression will dotor-
tiino tho stato of health and adju3tncnt of tho individual.
If inadequately not states of conflict and tonsion, which
produce tho anxiety funlamantal to neurotic behaviour, may
result. The incapacity of tho Individual thus affected
my bo manifest In Ms poor relations with others, Ms
failuro to moot his obligations in his home, school, work-
place or othor situations, as well as in various overt
signs of 117-health such as the many localised somatic
egressions of the neurotic personality. Whatever tho
particular manifestation 'f tills failure in emotional
development tlio result is a otato of ill-health or malad-
justment.

Penestic loonarrn Ho loss important a function than
tho nurturing of tlio developing personality within tho
family is that of providing an adequate nutritional state
during growth anl development.

Tho extent to which tho family is concomol with tho
economic functions of production, distribution, and con-
sumption of material needs varies considerably in
different societies, cation lias already been mdo of
tlio way in wiltich tlio industrial revolution has so profound-
ly affected tlio domestic economy of an increasing number
of communities, more G3pocially by tlie removal of many
economic production functions from tho home* In South

Africa there is a wide rongo of variation in tlio nature



of tho homo coowaty. In many ’native dosorvo Arca3* it
Includes construction and mintonanco of tho duelling by
the family itself, the prxJuctton and storaqo of food,
tho maufoctur® of furnishings and clothing, no well as
tljo distribution and uso of various requirements of family
members. In other areas, more ©specially industrial
urban con -unities, tho money earner enables tho family to
purchase or litre many of it3 requirements. dome produc-
tion is still significantly represented in ouch practices
as cooking for family, tho making of various garments,
ham© vegetable gardening, and in a limited number of homo
industries and coomereial ventures.

Differences in tho domestic economy are often reflec-
ted in the structure of tlio dwelling group, \ach may vary
front that of a single simrlo family unit to a more extended
kin group. Personal relations within o homo cro influenced
by tine functions of each individual in its total economy.
Tho provision of material requisites, such as that of food
Is thus aeon to bo an intrinsic function of tho svoton of
intrafamilial relations. Tho ©latent to which this economy
moots tho nutritional requirements of tho family is
mcasuroablo in tho state of nutrition of tho individual
members.  Sooner or later failure to meet these needs
results in malnutrition.

Tlio 'louse In its dnvUronat Tho dualling rdneo
itself lias a profound influence on tho health of tlio
family5 its siting, construction, water supplies, rofuso
disposal system, ventilation, lighting, constitute the
In :odiato physical environment of the individual members.
If unsatisfactory in tlieso resoeeis tlio inhabitants are
expose! to a varioty of disorders among the more Important
of which aro many communicable disonsos.

l'oro iroortant por'min is the fact tliat tlio physical



chrolll-it, together with the social relationship system
whioh is the family, constitutes tho hone of each indivi-
dual member of the domestic unit,  Tho hono, tbereforo,
represents an integration of personal relationships,
domestic economy and the house in its environs. As snch
it is a r*o3t important part of the individual”™ total life
experience and Is the main deternining factor of his physi-
cal, ncntr.l and social well-boing. (110-117)

For the reason that tho family is so significant an
institution In respect of the healthy dovelopnent of the
individual, tins Instituted programed of study end
service ?iavo focussed considerable attention on tho
individual-in-his-fasily ¢

The extension of the health examination to includo
on eoraisal of tho family and hono involves tho health
centre staff in horao visiting#  Those visits are not
restricted to hones in which there is someone ill but
includo all families in tho neighbourhood which the Hoalth
Centro serves#

The visitors liavo no rights of entry into tho home
and are completely dooendont upon tho good will of the
particular family#  Friendly relations between staff and
fanilies arc therefore a prerequisite of tho GGrvicc.

Tho nature of those visits Is determined by tho nocis
of tho family#  General discissions and planned surveys
aro tho main diagnostic procedures and both are conducted
in tho friendly informal atmosphere of tho hone.

The confidential relationship between patient and
doctor, so fine a tradition of noHeine, is thereby
includod in this service#  The prograune of the health
centre is dependent unon a relationship of tills hind#
Tills being so, it would oro’xibly bo iiiadvisnblo for a

health centre to bocono an executive authority in respect



of the requirements of public health lav;3. Tlig riglrt of a
access to hooo3 given to public health authorities under
certain conditions should not he orctondo-l to tho lloalth
Contra. 'hllo the staff of a health contro mxy ho
employe'™ by an official state service, they should not
Jiavo tlie power of inspection and compulsion for tho control
of disease. Their relationship with those authorities
mlavin': such powers should ho no different from that v/hich
tho 3bate expacts of any registered nodical practitioner,
nurses anl othor health vorhors.

Tho appraisal of the health of a farily In Its homo
includes knowledge of tho domestic unit structure of tho
family, tho age an! sex distribution of the people in the
hone, their religion and education, an’ a number of habits
of family metiers ufiich are of Importance to tho health of
each individual. Interpersonal relations, tioro especially
as they effect the roaring and development of tho c’lili,
receive attention, as does tho homo economy, with particu-
lar reference to th* diet, clothing, and othor facilities
for healthy living within tho homo. The use u’lieh tho
family nakc3 of various material resources available
include study of tlie house on! its environs.  Tio use of
rooms anl tho facilities for ablution, refuse disposal,
homo fool production and preparation of meals, each
receives attention in a study of the structure of tho house.

Tho history of tho family is so closely related to
tho life histories of tho individuals comprising it that
it can Oiily bo understood in terms of tho liistary of tho
relationships between these individuals.  Those changing
individual relationships in t’va family constitute tho min

feature of the- family history.
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-ho choice or tho family as a situation 1n wMch to
further tho service to tho Individual-la-cnvironment
should not exclude study of tho individual in other situa-
tions of importance to his liaalth. Tho entity, Ind’vidual-
In-ooumuiilty group includes such important fields of
activity as tho school, tho factory end work place.

These extra-familial activities of individuals aro
important elements of tho network of human relationships
which, as have already boon discussed, oonstituto society.
They influence home life and in tholr turn aro influenced
by hooo life. A father’s occupation in a factory not
only often datemines tho economic status of tint family
and tiros its hone economy, but Ms relationships with
otliors in the factory influence Ms personal relations
with Ms wifo and chillrcn. His state of nutrition is
influenced by Ms hoco and his work; any infection which
ho nay acquire in either nlaco nay bo carried by hin to
tho other, exposin: his fanily and work associates. Ms
behaviour will reflect his adjusMont in both situations*
(113)

Similarly tho chill links Ms homo with the school,
his homo oiqgpericncos aro reflcgtod in his school activities
and vice versa. A to-ani-fro association betvoo.i school
airl homo is thus established by tho child. (119)

It is by follow!n; tho individual in Ms various daily
activitios tlsat wo begin to appreciate tho notwork of
relrLioasMps within which he functions. Leisure tiiao
activities and recreation arcs important fields of Individual
beisaviour wMch arc not often confined to tho hasac itself.
Groups having common interests form various associations
often determined by ago and sex, ouch as men’s end women’s

groups, hoys’ and girls’ clu03 and children’s play groups.



A coTttronltjr of Interest is the foundation of mny
such group activities in which tha individual is to bo
fs'ini*  Ho shares his religious obs rvaneos with others
who adhere to tho sane faith and ho shares with then a
number of activities not directly esneemod with worship.
Through his church ho nay find interest in various clubs
or guilds consisting of persons of tho sane church or of
like beliefs. Arms tho wore Lnport&nt of his associates
in this ertporienco are visually the other imonborn of Ms
cm faM ly. Is religious ritual and practice finds
egression in his osi hone, bolns a potent determinant of
the way In which tho children aro roared.

Tho individual in environment is tlius seen as an
individual functioning in those various community groups -
at work, at play, at school, at church and in various
other associations.

Each of these associations therefore represents a
possible nouns of extension of the health ouarination of
an Individual; the relative it oortance of c?ch to his
health will determine the extent to which a health sorvico
interests itself in these group activities.

The min nothols of examination which have so far
boon applied by tho Institute of family and Corciunity
""calth in respect of tho Individual-in-conrunity group
have boon tho group discussion, the plan-tcd survey and
direct observation of tho individual in various activities.
Those include discussion groups consistin' of housr.-rt.vec,
worlcers in industry, and of boys and girls In various clubs.
The discussion groups are lei by a trained health educator
(h alth assistant) of tho staff and are occasionally
attended by the staff doctors and nurses. Examination of
rocoxMs of those discussion groups has boon a most fruitful
mothoi of dotorllining knowledge and attitudes of these



various groups In rosooet of their health Roods.
Associated with planned surveys in respect of specific
aspects of health they constitute a basis for action as
uoll as a measure of the success or otherwise of this
action oroymrtno. (120-122)

The direct observation of groin activities include
those of the worker in Industry and children at play.

The latter takes place not wily In the infer al neighbour-
hood piny groups hut also at the health centre, where
special Wroup observation facilities are available. 3y
these vnr''WWS means an approach has Ixsen na’e to the
elaboration of methods of examination o” the individual

In various situations of importance to his health. (131-126)

The periodic examination of the individual at the
health centre extended to include the individual in his
family and In various cormmity groups has boon reviewed.
It trt.ll bo appreciated that this approach, when fully
developed, will alia; for appraisal of health as an
expression of the way of life of the Individual.
die lonlth nrvl "mllanl Ca™ Fhrtrarrie.

Hot only doos this orientation allow for a comprehen-
slvo appraisal of t*ie health needs of the individual,
family and community, but each of the situations used for
diagnostic purposes is invaluable in the development o*
t-io health and medical care programme. “ho \ftolc process
of evaluation of tlio3c nee's, involving the various typos
of examination which have been discussed, is one in Witch
the irrlividm! is himself rn active pertielpent. fho
object of each procedure, bo it a discussion group on the
rearing of children or a planned survey directed towards
elucidatin'? a specific health problem, is carefully
explained to the xirticinating individuals. y this moons
active co-operation is most often ensured and it is

co-operation in such diagnostic Tocodurcs tliafc provides



so useful a loamin'* situation for those involved.

In becoming aware of the social structure and culture
of the community, tho health centre staff can tho ncro
readily appreciate the vav of life of the individual in
his -environment. The staff soon loams that its prograrrio
rmst bo directed towards motivating tho ncopla to notion
In theLr enm interest where their health needs so indicate
this. V assisting then to meet their felt meeds in tftc
first instance and gradual!:/ making then aware of tho
hitherto unfelt needs in respect of their health, the
health centre becomes cn intrinsic part of tho nolrhbour-
hood.  An authoritarian approach associated with dogmatic
assertions ns to TUB right way of life has little place
in such a rrograsase. Advice and guidance tlicro must bo,
hut these are usually more acceptable when sought for and
It is to tliis ortd that situations like tho informal inter-
view and the discussion group are directed. They creato
the necessary situation for tho development of self-help
to Jarvis better health.

The loalth Centre is staffed and equipped to deal
with the vast majority of sick individuals who seek medical
caro.  Treatment of the sick constitutes a very important
part of the service, hoimr, completely integrated with tho
preventive services at the centre. tn addition to medical
facilities there is a dental service, and domiciliary caro
of th> sick constitutes n major function of tho family and
heme nurse.  The importance of thin hone care of t’ie sick
cannot be too (phaticall,* stressed. In the first place,
the v-'St majority of sick people do not r*quiro ad 13sion
to a hosnitalf secondly, they prefer treatment at homo
Where v03slblo, and In the case of children particularly,
care at horse by V eir own mothers is highly desirebioj

thirdly, it is an economic proposition, more especially in



a country like douth Africa. In one of the centres of
the Institute, facilities arc available for a mother to
bring a sick baby directly under the skilled attention
of a doctor and nurse without removing the child fron
its mother. It has eon found that under such guidance
mothers nako very good nurses for their cmun children and
the cost is nominal. It follows that education in hone
nursing directed more especially to women and girls is a
feature of the nursin’ prograrwio. (127-123)

No special disease clinics arc organised, as this
practice is considered to direct more attention to the
diagnosed disease nor sc than to the individual suffering
fron the particular disease* Instead, individuals are
soon by appointment for their health examinations or
treatment of a complaint, and In addition special sessions
are organised for various groups of the population, such
as the expectant mother and her baby, the chili of ore-
sehool ago, the school-age chili, the adolescent and the
adult. For the la3t category a special health centre
ha3 boon developed, concernin’ itself with the worker in
industry.

These special group sessions include curative and
preventive caro of individuals by the doctor and nurse and
also provide the opportunity for the health educator to
organise group education* In this way treatment of the
sick an! prevention of disease take -'lace within the frano
work of a programme of health education which aims to
promote the health of the group.

he health centre team lias developed a number of
associations with other agencies that have an Important
contribution to make to the health of the community ’icing
served. dhon soocinlist opinion or treatment is required

the patient is either referred to a hospital or seen by



the specialist at the health centre. Close? liaison is
maintains 1 with tho local authority, more especially its
Health, native Affairs an) Hopsinf ttepartments, allowin':
for action in respect of persons with communicable disease,
as well as in the field of housin’, sanitation and other
matters concerned with the welfare o' on individual,
family, or tits comunity as a whole.

Social 3Jelfare agencies conccmo 1 with such problems
as maintenance and disability grants, poor relief, and
special voluntary orfenisations are most important contacts
of the health centres. They represent as important a
consultation service as do hospitals and specialist nodical
services. Phroufh their various assistance schemes they
facilitate the treatment and rehabilitation of the indivi-
dual patient and, to seise eictcnt, the prevention of illness,
s.a ,.2 m JlJa .J& afcaa*

Ore of the outstanding developments in tho short
history of tho Institute’s health centre service has been
the establishment of community centres. these cam-unity
centres have oocn formed in the various neighbourhoods
served by tho health centres.

It will be appreciated that the health centre service
functions within tlie Union Health Department anl as such
does not have crecutivc authority to carry out a ero,frame
of social services which fall within the scope of other
dtate departments or voluntary areneles.

The development of a feelinf of community interest
Is an essential prerequisite to the frowth of a neighbour-
hood self-help project for better health. This cotrunity
of interest may manifest itself in tho establishment of
various types of clubs iuclulinf sporting and study groups,
nurser”™ schools, benevolent societies for the assistance

of the community and so on. Each of these represents an



important contribution to the health of tho community,
although not the osccutivo responsibility of the health
coutre.

The absence of a neighbourhood sense or community has
been a striking feature in several of the areas where
these centres were established. Associated with this
wai the lack of such proaaotivo organisations as those
previously mentioned. Realising tho importance of
community action In health education the Institute, stimu-
lated tho fomation of community centres .in the areas
served by its health centres.

At Pholola, the community contra takes the form of a
club which lias catered for several of tho varied interests
of the community over tho past seven years. It Ins
organise! concerts, tribal dancing, debating and literary
societies, sporting activities, a women's society, and a
bursary fund for school children frees money raised in the
conraunity itself. It also sponsored a co-operative
bnvtftf group, more especially Tor tho purchase of agricul-
tural equipment anl seeds for vegetable gardening, as well
as for material required to protect water supplies from
springs. Local markets of tho typo originally developed
by the late Pr. Lewis A. Hertslet, have been established
for some years, allowing for the sale of homo produce and
other articles, thus encouraging production and noro effec-
tive distribution of local products.

At Springfield, Dur'nn, the 3avid Landau Community
Centre, serving the sane Coloured, Indian and Native pomi-
Irtion c3 tint served by the Health Centre, was inaugurated
shortly after the establishment of the Health Centre.

Like the Pholela Community Club, it wes a direct result of
the nee for such a service being felt by the health centre

3taff. Its range of activities Include special foodlng



and cl othinf schene3 for need groups, boys* and clrin*
clubs, literacy classes, vegetable co-opcrntive club3

and library services. It frequently represents the needs
of the people to various authorities and Is becoming a
noens of expression for the different groups which consti-
tute the conrwnitlcs it serves.

A similar connunity centre lias boon established in
the Leron'-yille Jfetlvn fillage by the National far Memorial
Health Foundation on the reconciliation of the Institute*
Here too, thorn is close lia’son between the connanlty
centre end the health centre. Other gro™i: g conTmJ.ty
centres Which have been stimulated by the health centre
sorvilr~ the cormnlty arc the Clairwood Coloured People*s
fclfarc* Association and the Korebanl; Indian Corsronity
Centre where sirliar proem-nee to those at Pholclc,
Springfield nrllanontville are being initiated.

3poclal nontion should be rude of the connunity centre
which has been developed by the European comrunlty of
Woodlands in association with the staff of the health
centre serving this community* fere, the neel for such
r rroject was first felt by the community foilcoring the
health centre*s programs directed towards child health.
Discussion with nothers following the attendance of fioir
children at the Institute*s pro-school diagnostic centre
led then to appreciate the need for a community project
concerned with the ’/elfarc of their children.  They held
a nunber of initial discussions and finally decided they
\Kr.slt form n cemnsunity centre, the initial programs of
which would be tho building of n nursery school. The jaen
of tho connunlty becano interested and they volunteered to
build this school themselves in their leisure tlrie.  This
nursery school, built by tho people anl nnintainod through
community funds, caters for almost a third of the two to
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s yoar oil population at arc oe* timo, It has boon
aa outstanding e;:a ipl- self-help on tlie port of a
community motivated b* tho neighbourhood health centree
Its offoots have gone beyond that of tho nursery school
itself for by this joint offort, a sense of neighbourhood
cO’nunity feeling has developed.

This Initial project has boon, followed by the forma-
tion of a library In the neighbourhood as veil as a boys*
and girls* club. Health education discussion groups arc
attended V n number of tho vomer* of this community. Hot
only arc they ccneerued with tho personal health problems
of thol.r busbonds anl chaldron, but they have extended
their Interests to the health of their llatlvo servants.

At their reguest the health centre has provide! a trained
rativc Health Assistant to r.cct with groups of servants
in the neighbourhood. @ Those meetings arc organised by
tho women who facilitate the attendance of their domestic
servantse

Perhaps th.c rest significant feature of tho dcvolop-
nent is that the Institute lias suceee'e-d In stimulating
these various communities to an appreciation of thoir am
potentiality for a liappl € and more -Wholescei© way of life.
Within such a setting promotion of health, prevention of
disease an* treatment of the sick eventually beeore a
community responsibility felt as such by tho individuals
comprising tho cont unity.

Gone-rel “yr,l eng.

In. considering tho implications of this recent venture
in providing health and medical caro, it is perliaps advis-
able to roviaxthe services provide! by diodioinc at present.
These services are lividal administratively into two broad
spheros - curative nodlcino uni public health administration.

Ourotivo medicine is concerned predominantly with



patients, t'lat is with persons who ar? sick. Put'll®
oaltu administration, on tho other hint, £3 as its saln
am the prevention of disease. ft is often involved in
care of the sick an/ general measures roaotlvc of noli
being, where eit’ior of these have a direct, bearing on tha
prevention of disease. The practitioner of curative
medicine is always concer:;ed with an individual person
and has thereby cstciblishod a highly pots -ml service,
A relations'it. w Lo Isas become known as the patient-
doctor relationship is an outstanding feature of this
service. On it depends much of tlia success in diagnosis
tuU treatment of the individual patient. The public
health practitioner is rioct necessarily involved in an
intirate pens rial relationship o’ this kind. In certain
situations Ills duties are of a nature which preclude such
an intimate relationship with an Individual patient.
Such situations are provided by his executive and advisory
functions in connection with government measures which
sock to prevent disease by the introduction of public
health laws

Increasing knowledge and the complexit'- of modern
society have been accompanied by. an increasing degree of
specialisation of personnel mil the Institutions wttliin
which they function. In both curative medicine and public
health administration this is manifest in their sub-
division into further special forms of practice.

Tho organisation o’ both tho modern hospital and
public hoalt i department is a direct result of tho progress
of specialisation a~d each i3 to ' seen as a mosaic struc-
ture of special sections. These special sections become
tlic growing points for still furtlmr segmentation. tfith
the extension o’ this process ax segmentation in both
fields there has occurred an increasing number of points

of convergence betwoen them.



In few aspects does this convergence appear noro
evident then tn t’rnt coneernel with the health of the
mother and her baby. Specialists tn dioceses of women
and o™ children, on the one hnr% an! maternal and chill
health officers on the other, provide much the same service
In certain respects an! use much the sane skills In their
care of the expectant anl nursing mother, an! the young
chill. ?helr points of contact havo not yet reached the
state where there Is no lonper any distinguishing feature
between the two groupse  While* the pediatrician perforrs
the same preventive service for his clients as iocs the
health officer, he oroceeds further and cares for the child
who Is sick. Perpetuation of the division between curative
and preventive personal services becor.es Increasingly
difficult In 3nch circumstances arad can only result in the
arbitrary division of the unity that Is the Individual
person.

Early In the development of modern public health
practice it was hoped, and expected, that the advances
which were taking place would influence the trainin'! of the
future nodical practitioner. It was realised by tho -loyal
Sanitary Commission (1%9**71) of England that special quali-
fications waul! be required of an officer of Health, but
It "might bo assured that, within moderate time, improve-
ments in medical education would supercede the necessity
for spmelal enquiry whether a loyally qualified medical
practitioner had learnt preventive, as well 53 curative,
medicine; for this degree of completeness of education
would surely in future be assumable of all persons regis-
tered as qualified practitioners."3 It is needless to
add that the history of medical teaching of tho past BO
years has not justified tho hones of those pioneers.

2 ~ir _John Simon* English Sanitary Institutions (1.10)
p.335. Published by Casscl an! Co., Ltd., London.



Tho influence \r\tch tho process of specialisation in
both curatlvo on! preventive services has bad on the
training and function of tho gonopol practitioner has boon
profound. In considering future developments in nodical
practico It is necessary to distinguish befcTOon certain
aspects of the functions o? tho doctor, none especially
ICiot ospoet ceneciPiol with general practico and that of
the family physician. Specialisation has provided for
improved diagnosis and nodical treatment of an over
increasing number of diseases. As such it has rightly
supersedel general practice in these fields and should
continue to do so. The day of general practice in tho
ol? meaning o' tho torn is passing. idealisation of this
fact might have a most stimulatin’ and challenging effect
on tho future of me'icino, more especially in the training
of future doctors and in the organisation of services to
tho community.

The attributes which the doctor had c3 a family
physician l'iavo net as yot been adequately replaced by any
specialty.  The advances in knowledge of preventive
medicine and hoalth promotion might possibly have added
to tho functions of tho old time gone-al farLlv doctor.
This was, however, not to be. Instead, public health
departments, initially concerned with improving environmental
sanitation, expanded thoir progra mes to include cti eact
personal services of a preventive and olucatiom| nature,
including tho management of Elinor ailments.  Thus,
instead of tixo family doctor being trainel to carr? out
nn efficient material and child health service to his
families this become a function of public health dooart-
oonts. In this way ho ma not included in this fundamental
advance in farll" health, and medical care.

It would soon that the tine is ripe for a rcvttoli-



sation O carta In outstanding features of tho practice
of the general practitioner. I-lost Ir. ortait of these
Is tho function of a coavrunity family physician.  The
fulfilment of tills particular function dersands a re-
orientation in training anl organisation of services.
In tlie sarao war as tho various specialties already
established liavc inprove! upon particular facets of work
of tho general practitioner, so too a family pl~rsiolan
of tlic future wool! more adequately meet tho need for
fanil:/ health anl codical care.

The provision of a health and nodical care service
to the individual in Ills family and eomunity is not, and
cannot be, carried out within tho confines of the modem
hospital; nor can it bo adequately taught in an environ-
ment that does not provide the student with experience
in the diagnostic and management problems involve! in
such care.  There are definite signs that this fact is
being appreciated by an increasing number of institutions.
Teaching in tho social and environmental aspects of disease,
short neriods of apprenticeship to general practitioners
and put)!-*0 health departments, and the establishment of
Institutes of Social Medicine, are among tho more important
of those signs in countries like Britain anl tho United
States of America. More ii -ortent, hcr./ovor, Is t!m need
for an integrated comunity service of tho kind tint has
been discussed in this chapter. Tho development of such
services o0s on integral part of university toec’ilng, will
ovoritually provide the facilities requirel for tho special
training of tho various students who will constitute the
toan for such services.

The health centre servico which has boon described 13
an cmcrinent In tills direction. The orientation towards

the unity of tho Indtvtdual-in-environiaent lino led to an



Integrated personal pronotivo, preventive and curative
health service, seeding the assistance of various other
specialise! agencies wher@\VE?r necessary*  The dynamics
of family an! community lifo arc o:coro3sa! In tho health
and adjustment of the individual, and as such must bo
understood by the toon providing such a health service.
The training of the family physician, tho homo and family
nurse, and the coe.cunity health educator, must take cog-
nisance uf tho major contribution which nutrition and
Psychology, as well as Education, Social Anthropology
and Sociolog:’, can today naho to such understanding*

Tho integration of these disciplines xrtt’iin tho franc ;or&
of the present curriculum for tho training of nodical
practittenors and nuroos is a challenge to medical

education, both of tho nrosent art! of tho future

"ho active interest and direction of hr, G,/, Galo
(Secretary for Health) lias inspired tho development of
t ils servico*  To ny colleagues on tho staff of tho
Institute Tam moot :ratoful for tho many stirsulating
discussions and joint work program es which have made
this exporlraent in family health and medical care a most
stimulating experience* finally, | must than! Dr* I,
Gordon (Government Pathologist), hr. GW. Steuart (Psycho-
logist at this Institute), and my wife, Dr, roily Kark,

for their most helpful criticism and assistance*



rho references have been arrange 1 under subject

natter headings referred to In the tozzt. They do not
constitute a counlote bibliograp’ly in respect of any of
trio various fields to which rofcroiico is made* They
nay bo regarded 03 important volumes of reference for
the health centre nodical officer anl the 3talent in
family health and medical care, 3toiiiarl tests of use
in various faculties of HoHeine have not boon inclided
as it Is felt that the student and practitioner will bo

familiar with theso.
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The origin and early development of this Centre, which
was the first Health Centre to be established by the
Union Health Department, has been described by Gear,3
by Kark and Kark 4 and by KarkA 9 Following the
Report of the National Health Services Commission in
1°44, the government decided to establish Health Centres in
various parts of South Africa. Pholela was considered a
useful pilot project in this new service. Medical Officers and
other staff appointed to the various newly created Health
Centres were first sent to Pholela to gain experience in
Health Centre practice and to study the methods evolved
there. At the same time it was realized that Pholela
could not remain the only teaching and investigation base
in a service to be provided for various types of com-
munity in South Africa. As a result the Pholela Centre
became the rural section of an Institute of Family and
Community Health which was established with head-
quarters in Durban.1'2’9 Established in April 1940, it is
the oldest section of the Institute. After 11 years of work
a further report of progress will be of interest.

THE NATURE AND EXTENT OF THE SERVICE

The essential features which have developed include care
of the sick and prevention of illness by the doctor and
nurse, associated with a programme of health education
carried out by specially trained ‘health assistants’ acting
under the direction of the doctor. The result has been
a very closely integrated curative, preventive and pro-
motive health service in which there is an ever increasing
appreciation of the community’s health needs and an
understanding of the various families served. During the
past year the Centre has been fortunate in having a dentist
on the staff; the preventive and curative service has thus
been expanded to include this most important aspect of
health care.

The Health Centre's practice consists of a general

service and a more defined family health and medical
care programme.

1. The General Service. This is available to all who
wish to use it regardless of their domicile. It includes
out-patient treatment of the sick and special sessions for
the care of the expectant mother and the mother with her
baby. However, many patients who come to the Health
Centre from neighbouring magisterial districts are
encouraged to see the district surgeons and other medical
practitioners in their immediate neighbourhood.

In addition, Health Centre staff are often asked to assist
in the control of outbreaks of epidemic diseases in neigh-
bouring districts.

2. The Family Health and Medical Care Programme.
This relatively intensive service was started in 1942,
including 130 families with a total population of a little
less than 900 persons. By gradually extending the area
of this service the Centre now provides a family health
and medical care programme lor a population of some
it,500 people in the district of Pholela.

THE RESPONSIBILITIES OF THE VARIOUS MEMBERS OF THE
STAFF

1. The Medical Officers. Each doctor on the staff is
responsible for between 400 and 500 families living in
a defined area. Thus each doctor, in addition to the
general out-patient service, is responsible for between
2,500 to 3,500 people included in the programme. His
functions in respect of these families include;

(@) The treatment of the sick at the Health Centre and, where
necessary, in their own homes. )

) Preventive services, of which the foundation
periodic health examination. . )

(c) The direction of the nursing service and health education
programme that is carried out by the nurses and health
assistants working with their families.

2. The Nurse. Like the doctors, each nurse

is the

is con-



cerned with both curative and preventive aspects of
nursing in the families she serves. The main orientation
of the preventive nursing service is towards the care of
the expectant mother, midwifery, and the care of the
mother and her baby. Special sessions for expectant
mothers and mothers with their babies are organized at
the Health Centre and at suitably located homes in the
district.

3. Health Assistants. Their main function
education. By means of home visiting, group discussion
and practical demonstration an intensive educational
programme for better health is carried out. The major
aim is to stimulate the people so to modify their own
way of life as to lead to better standards of health. This
persistent personal health education of men, women and
children is directed towards the following objects:

(a) Reduction of the high incidence of preventable com-
municable diseases by explaining the nature of these diseases
and their spread Improvement in the home and its environs,
more especially in respect of the sanitary disposal of refuse
by the making of compost, the construction and use of pit
latrines, the protection of food stored in the home, the
protection of water supplies and improvements in the structure
of the huts built by the people. This programme of improved
environmental hygiene is associated with one directed towards
raising the standards of personal hygiene.

(b) Improvement in the state of nutrition through improve-
ment in the diet. This involves increased knowledge in regard
to the relationship between diet and health in general as well
as in regard to the special needs of different age groups and
the expectant and nursing mother

(c) An appreciation of the value of periodic health examina-
tions and the need for treatment of disease in its early stages.
This requires fundamental education as to the meaning of
health and the nature of various diseases. The people’s own
concepts have to be carefully studied in a programme of this
kind and their own experience related to the various aspects
of health and disease which are discussed.

While the health education programme is presented in
simple form, it requires considerable skill and patience
and to this end the specially trained health assistants are
directed by the medical officers in charge of the Health
Centre practice.

In this way a clinical and preventive service provided
by family doctors and nurses is integrated with a pro-
motive service carried out by health assistants trained as
community health educators. More specialized services
(provided by the dentist, and special laboratory diagnostic
facilities) considerably enhance the scope of work of the
Health Centre.

During the course of a year the Health Centre has
some 26,000 attendances for curative and preventive care;
in addition some 14,000 home visits are carried out.

SOME IMPORTANT FEATURES OF THE SERVICE

The very common occurrence of various communicable
diseases and the extent of chronic malnutrition, associated
with frequent episodes of acute nutritional failure,
inevitably resulted in considerable attention to these
problems in the Centre’'s programme. Maladjusted and
unhappy relationships with emotional tension and neurotic
conflicts are major features of the various illnesses
believed to be due to witchcraft. Clinical practice and
health education require an understanding of these pro-
cesses if the needs of the people are to be met by the
Health Centre.

1. The Control of Communicable Diseases. Preventable
communicable diseases are among the most important
causes of ill health and death in the Pholela community.
Among the more common diseases are syphilis and tuber-
culosis, typhoid fever and dysentery, typhus fever, small-
pox, diphtheria, measles, whooping cough, and skin
infections, viz. scabies and impetigo contagiosa.

(a) Epidemics. Serious epidemics of typhoid, typhus,

is health smallpox and diphtheria are by no means uncommon,

and the Health Centre has assisted in the control of out-
breaks of these diseases in the neighbouring areas of
Himeville, Richmond, Ixopo, Impendhle and the Swart-
kops Native Reserve area of the Pietermaritzburg district.

In the early days of its existence (before the creation
of a family health and medical care programme) several
major epidemics occurred in the immediate vicinity of
the Health Centre. The development of a family health
and medical care service to the people living in a defined
area has had interesting results in this regard. As pre-
viously stated, the defined area which was begun in 1942
with less than 1,000 people has steadily expanded to a
very much wider area in which some 8.500 people are
now included.

Since the introduction of this combined preventive and
curative service no epidemic of various major communi-
cable diseases, such as typhoid and typhus fever, smallpox
and diphtheria, has occurred in the expanding defined
area. On the other hand, the Health Centre has been
called upon on an average 3-4 times each year to assist
in the control of such epidemics in areas as far as 50-60
miles away from the Centre itself.

In order to keep this defined area free of outbreaks of
these diseases, the people are given instruction about
these diseases, and methods of their prevention. Strenuous
efforts on the part of the health assistants to interest the
families in improved home and environmental cleanliness
and in personal cleanliness have met with a good deal of
success over the years. Over 150 families now have
compost pits in which their household refuse is deposited,
and some 100 to 120 families have co-operated in buying
material to protect their water supplies. The labour for
this purpose is provided by the people themselves; the
Health Centre, having stimulated the desire, then provides
the necessary technical advice. In this way also a number
of pit latrines have been built and improved methods of
food storage introduced. The progress is slow but each
year the momentum increases.

People are encouraged to be vaccinated and immunized
as part of their routine care by the Centre, and all huts
are regularly dusted with DDT powder to Kkill lice. For
the last few years this routine dusting has been carried
out by the families themselves.

The efficacy of this programme is indicated by the fre-
quency with which families served by the Health Centre
have been exposed to infection without a local epidemic
resulting. Patients suffering from typhus, typhoid fever
or diphtheria have come to live in homes in this area,
in order to get treatment from the Health Centre. In no
case has there been any spread of the disease. The
health assistant has not only proved a most useful health
educator but, by his knowledge of the community, has
been able to report on the arrival of a sick person to a



particular home. This has led to early recognition of
such cases by the medical ollicers and medical aids, with
consequent early treatment and preventive measures.

(b) Scabies and Inipetito. When the Health Centre
first commenced work, scabies and impetigo, while seldom
causes of death, were major causes of ill health in this
community. A minority of homes were without one or
both of these diseases, and in infants and children the
condition was often generalized and very severe. Records
lor 1942 show that 17 per cent of patients attending the
Health Centre were grossly infected, while 82 per cent
of school children examined had either scabies or
impetigo.

Initially attempts were made to control this disease by
treating all the school children. After a year of intensive
ellort the results were not satisfactory, as most of children
became re-infected at home. Home treatment, both
curative and preventive, was then instituted. This involved
education on the role of personal cleanliness in the
prevention of the disease, and persuasion of the whole
family of an infected case to undergo treatment.

As a result of this programme carried out over the
years, only 3.6 per cent of patients attending the Centre
m 1950 were found to be infected (the infection usually
being of a mild nature) and 7.8 per cent of school children
examined had either scabies or impetigo. Severe
generalized scabies with superimposed impetigo is now
not seen in school children and babies of this area.

(c) Syphilis. It is difficult to give an exact figure for
the incidence of syphilis in this community, as most male
migrant labourers do not attend the Centre on their brief
visits home from town. The Health Centre figures indi-
cating an incidence of between 85 and 100 cases per 1.000
population are probably an understatement of the true
state of affairs.

Because of the common occurrence of the disease in
the community, and more especially its very high
incidence in expectant mothers and babies,s attempts to
raise the standard of health of the people have included
an intensive educational programme related to the early
treatment and prevention of syphilis.

Early diagnosis of infection and case finding is an
essential part of this programme, and the Wassermann
test is routine in all health examinations. Of more
importance m the control of the disease is the extent to
which infected persons and their immediate contacts
appreciate the need for full and adequate treatment. To
achieve this, doctors and nurses spend much time explain-
ing the nature of the disease and the need for treatment to
individual patients. At the same time a community
health education programme is carried out. in which the
spread of the disease, its ellects on the child, and its
natural history are discussed. This education has always
to take into consideration prevailing concepts of the
people in regard to the disease and the relationship of
these concepts to culturally accepted theories on etiology
and methods of spread of illness. Where such thought
processes are in direct conflict with the ideas of modern
scientific medicine, and arc likely to impede efforts to
control the spread of the disease, great patience and tact
has to be exercised by the educator in an effort to bring
such concepts more into line with modern ideas. The

programme is likely to be more successful when com-
monly accepted attitudes towards illness and specific
concepts concerning the particular disease are intimately
understood.

In this way a more enlightened public opinion is being
developed so that not only is an increasing use being
made of the health examination service offered, but
patients diagnosed as having syphilis also co-operate very
well in the necessary treatment. Here it is important to
mention a feature of the family service. There are no
special disease clinics, with the result that patients who
have syphilis are not segregated at special sessions. They
attend the Health Centre with others and the treatment
of these syphilitics is included as part of a programme
directed towards improving their health. The health
education of the community by health assistants associated
with that of the individual case by the doctor and nurse,
can be seen in the very good response of patients to the
treatment advised.

The treatment for cases of congenital, primary and
secondary syphilis, as well as for syphilis in expectant
mothers, has been for an initial course of Penicillin
(6.000.000 units, consisting of 600,000 units daily of
Procaine Penicillin with Aluminium Monostcarate in oil),
followed by arsenic and bismuth therapy (5 courses of
8 injections each, given weekly). The response of 55
patients advised to undergo this course of Penicillin
treatment is shown in Table I

TABI.E i: RESPONSE OF PEOPI.LE TO PENICILLIN THERAPY
No. of
Injections Males p *males Total
(600,000
Units per day) Nit. % So. a No. %
10 1 61 1 25 67-6 36 65-5
9 i 56 3 81 4 7-3
X — — 3 S1 5-5
7 — — _ —
6 _ o _
5 2 11 2 5-4 4 7-3
4 i 56 2 5-4 3 5-5
5 i 5-6  — — i 1-8
2 2 o1 1 2-7 3 55
i — — 1 2-7 i 1-8
0 — _ _ —
Total 18 100 0 37 100 0 55 100 0
Thus 65"0 of the patients advised to have daily

Penicillin injections, completed their course in spite of the
long distances they had to walk over mountainous
country, while a further 16 had 8 or more injections.
Over 80'c of these patients therefore.received 4.800,000
units of Penicillin or more.



The attendances for the further arsenic and bismuth
injections are, as might be expected, a good deal more
irregular, but the majority of the patients received 16-24
injections of arsenic and bismuth following their Penicillin
treatment.

Despite the continued re-introduction of active infection
by migrant labourers on their return home, there has been
a marked drop in the frequency with which new cases of
syphilis are diagnosed. In 1945, 347 new cases of syphilis
were diagnosed in persons who came from homes included
in the family service, which at that time involved a defined
area with a population of a little less than 6,000. By
1950, the defined area in which the family health and
medical care programme was applied had expanded to
include some 7,500 persons. Nevertheless, during the
course of the year the number of new cases diagnosed
was considerably less than that of 1945, viz. 176 new cases.

(d) Tuberculosis.  Tuberculosis is a serious
health problem in this community. In a survey carried
out in one section of the district, consisting of 150 homes,
no fewer than 26 (17.3 per cent) were found in which
there was, or had recently been, an active case of tuber-
culosis. The known case incidence in the defined family
service area is 15.7 per 1,000 population. This figure is
probably an understatement; in the absence of X-ray
facilities at the Centre, the majority of cases are diagnosed
by the finding of positive sputum or a positive tuberculin
reaction in babies, supplemented by radiological findings
in a limited number of cases. Furthermore in 1950,
10.6 per cent of the known causes of death were due to
tuberculosis.

The Health Centre’s programme in controlling the
spread of the disease may best be discussed under 2
headings:

i. The care of the adult ' positive spilter .

ii. The care of primary tuberculosis in infants and children.

i. The Adult. As soon as a diagnosis of active pulmon-
ary tuberculosis is made, the patient and his family are
met by the doctor and nurse concerned and the nature
of the disease is discussed. This talk is aided by the use
of the microscope and posters. Attempts are made to
get agreement to hospitalization (either in Springfield
Hospital, Durban, 100 miles away, or at a Mission hospital
40-50 miles away). If hospitalization is refused, as it
often is, the patient and his family are then shown how
isolation can best be maintained in the home. The
sleeping arrangements, disposal of sputum and ventilation
of the hut are discussed, and arrangements made for
regular attendance at the Health Centre of all other
members of the family. In addition, attempts are made
to improve the diet of the patient and regular supplements
of dried skim milk powder and vitaminized oil are made
available. More recently PAS has been introduced in the
treatment of suitable cases.

ii. The Infant and Child. The main approach consists
of attempts to remove the child from the active source
of infection and to improve his nutritional state.

The intimate knowledge that the Health Centre has of

public

these families often facilitates the placement of such
children with relatives away from the active source of
infection. If the patient's condition warrants it, an initial
period in hospital is advocated.

The family is then urged to take advantage of the
Health Centre's nutrition programme to improve the
dietary resources of the home. Regular attendance at the
Centre ensures, among other things, regular therapeutic
supplements of dried skim milk powder, vitaminized oil
and vegetables from the Health Centre demonstration
garden.

Integrated with this case work is the education of the
total community, by the health assistants, of the nature
of the disease, the methods of prevention and treatment
in adults and in children. The role of good diet, fresh
air and isolation of active spitters is particularly stressed.

In association with Dr. B. A. Dormer, of the Depart-
ment’s tuberculosis service, plans are being carried for-
ward to establish a tuberculosis settlement at the Health
Centre. This, together with the community health educa-
tion programme, will reduce the tremendous resistance
that exists at present towards hospitalization of patients
so many miles away from home.

This resistance is influenced by the belief that the
symptoms of cough with blood-stained sputum and loss
of weight, result from poisoning by an ill-wisher and can
be cured only by a witchdoctor (inyanga), while a
diagnosis of ' tuberculosis ' carries with it a death sentence.
In addition to this widespread belief, the very poor nutri-
tional state of the people facilitates the spread of the
disease as does the inward flow of new cases returning
from the towns.

It can therefore be appreciated that control of tuber-
culosis is at present dependent upon the nutritional state
of the people being vastly improved, mainly through soil
conservation (a national problem) the reduction of the
numbers of migrant labourers (another national problem)
the provision of adequate diagnostic and isolation
facilities, and the education of the community about the
nature of the disease and methods of prevention and
treatment.

2. The Nutrition Programme. Adequate nutrition is
never the concern of a health service only. In a com-
munity such as that of Pholela it is an agricultural and
general economic problem as well as the concern of
sociologists and health workers.

The Health Centre's programme is thus a contribution
to what should be a broadly based community develop-
ment plan, and it is in this light that the following
description of the Health Centre's nutrition work must be
read.

Clinical nutrition studies have revealed that over 80%
of the population exhibits obvious and often gross stig-
mata of malnutrition. Dietary surveys have indicated that
the diet is on the whole monotonous, often insufficient in
amount and always lacking in milk and milk products,
animal tissues, fresh vegetables and fruit. Even in the best



season of the year (late summer) from 50-(>5 of the
families arc without any cows in milk, while during the
dry winter months approximately 90% of the families have
no milk at all. In the early days of the Health Centre
this resulted in the relatively frequent occurrences of such
gross instances of nutritional failure as classical pellagra
in adults and infantile pellagra (malignant malnutrition,
kwashiorkor) in children.t

The Health Centre has concentrated on attempting to
improve the knowledge of the people in the relationship
of diet to health and to increase the home resources of
the families. In addition, special programmes for the
mother and infant and for children were developed.

(@) The Family. By home visits and group education
people have gradually begun to realize the importance of
diet in health. This teaching has been associated with
attempts to encourage families to start their own home
vegetable gardens, and to modify some of the food taboos.

Various methods have been used to increase the con-
sumption of vegetables, e.g. the establishment of a demon-
stration vegetable garden at the Health Centre, from which
vegetables are prescribed for patients: the establishment
of a daily market (run by the people themselves aided by
members of the Health ( entre) at which surplus vegetables
can be bought and sold; various cooking demonstrations
using vegetables, and the creation of a very successful
seed-buying co-operative society. In addition, periodic
vegetable garden competitions have created a great deal of
interest in gardens. In all these endeavours close
co-operation with the Native Affairs Department through
its local Agricultural Officer and Demonstrator has been
maintained. In addition, once the desire for a vegetable
garden has been awakened, full use is then made of the
technical knowledge of the Agricultural Demonstrator.
The results of this programme have been very encouraging.

In January and February 1941. of 145 homes surveyed,
except for pumpkins (63 homes) and potatoes (45 homes)
which were fairly common, only 5 homes had any green
vegetables (beans and or cabbage). In addition 5 homes
had sugar cane. 4 had melons (Ime) and 2 had sweet
potatoes: 37 homes (25.5%) had no vegetables at all.

In the same months of 1950. of 917 homes surveyed 722
had vegetable gardens and more than 25 varieties of
vegetables were being grown. These included potatoes
(383 homes), pumpkin (341 homes), tomatoes (125 homes),
beans (192 homes), cabbage (141 homes), carrots (97
homes), turnips (91 homes) as well as lettuce, peas, onions,
cauliflower, spinach, beetroot, kale and many other
varieties of vegetables.

(b) The Mother and Infant. Expectant and nursing
mothers with their infants have been singled out by the
Health Centre as the groups most in need of an improved
diet. At the ante-natal sessions expectant mothers learn
what particular foods are necessary for their own health
and that of the unborn child. Special cooking demon-
strations show them how to prepare these foods. When
necessary, therapeutic supplements of dried skimmed milk
powder, vitaminized oil. iodized salt and vegetables arc
prescribed. The attendances at these sessions have risen
from a negligible number in 1942 to 90% of the pregnant
women in the area in 1950.

Facilities are now available for women to be delivered

at the Health Centre. They are encouraged to come and
live in huts on the Health Centre property about a week
before term, bringing with them an attendant, their own
blankets and cooking utensils and their family if necessary.
After being delivered they spend a further week at the
Health Centre, and the period before and after delivery
is utilized in further intensive education and demonstrations
on the feeding and care of the mother and the new-born
baby. Thereafter mothers are encouraged to bring their
babies regularly to the weekly mother-and-baby sessions.
Here they meet their own doctor and nurse again. The
periodic health examination of mother and child is an
intrinsic element of this essentially educational service.
Demonstrations on infant feeding supplement the educa-
tion given each case and, as 80% of all mothers with babies
attend these sessions, the geneial pattern of infant feeding
is changing markedly in this area. Fewer women are
introducing mealies (in the form of incumhe) into the diet
of the neonatal infant, as was the custom, and by the time
babies are 8-12 months old most of them are on a more
varied diet than was the case when the Health Centre
began its work in the area. The most significant change
has been the increased appreciation of the value of foods
other than the mealie. Hence a variety of vegetables,
eggs, milk (when available) and cereals other than mealies
are now commonly used in infant feeding. Breast feeding
remains the foundation on which these other foods are
introduced.

While the nutritional state of these children is still not
good, particularly after weaning, the Centre now attends
to a very much more limited number of children in acute
nutritional failure, such as infantile pellagra (kwashiorkor).
The number of cases of this syndrome now seen by the
Centre does not exceed 10-12 per year. In the early days
of the Centre's establishment this number of cases might
be seen in 1-2 weeks during the main season of occurrence.

Should expectant or lactating mothers or infants become
ill. they are treated by the same doctor and nurse who have
been attending them at the ante-natal and mother-and-baby
sessions. The efficiency of this service has also been
markedly increased by the recent authority to admit a
limited number of ill babies to huts on the Health Centre
property, as is done for pregnant women at term.

As far as the pre-school and school children are con-
cerned. the Health Centre has developed various
approaches to improvement of their nutritional state.
Supplementing the family health education programme are
special sessions at the Health Centre for children of pre-
school age when they are introduced to various foods
through play and specially prepared meals. The Health
Centre staff is also associated with the government school
meal plan. A special committee, consisting of the head
teachers of several schools and the medical officer in charge
of the Health Centre, organizes a combined school meal
service for these schools. Not only has it been possible
to improve the diet of the school children in this way, but
the meal and the school vegetable gardens have also proved
important as educational situations in which the children
learn the value of various foods.

Periodic health examinations of the children has allowed
for further discussion with the children and their parents
about their needs for better nutrition and growth. Analysis
of the material from such studies has also formed the



basis of various community nutrition surveys and the health
education programme based on these findings.

3. The Changing Mortality Rates. The encouraging
response of the people to the Health Centre's nutrition
programme and the results of its efforts to control com-
municable diseases (discussed above) would be expected
to influence the mortality rate of the community involved.

One of the difficulties in assessing the mortality rates
in Pholela is the lack of comparable findings in other
Native Reserves of the country. The maintenance of an
accurate census of each family served by the Centre, with
a system of birth and death registration, has enabled the
Centre to measure various changes in the community, not
the least important of which is that of mortality. We have
previously referred to the way in which the family service

was expanded from the time it was first introduced. It is
necessary to refer to this expansion in more detail.
The family service which began in 1942. included an

area in which there were 130 homes with a population of
887. After a year the defined family service area was
expanded to include an additional 5 groups of geographi-
cally defined homes, making a total of 425 homes and
2,937 people. Of this number, 909 were people living in
the area first incorporated, the remaining 2.028 people
belonging to the new homes. In the years that followed
the area of service was expanded in a similar way.
although with each succeeding year the relative number of
newly incorporated homes decreased. These facts arc
important when considering the changing mortality rates
because the indices of the newly incorporated areas are
likely to affect adversely the total picture. Table |l
indicates the mortality rate for the population included in
the defined family service area in the years 1942-1950.
The very high mortality rate found in the small group of

TABLE Il: THE CRUDE MORTALITY RATE (1942-1950)

. (rude

) Mid-year Mortality

Year Ending Population Dcalhs Rate per
in Family Recorded 1,000

Service Area Population
31 December 1942 887 34 38-33
31 December 1943 2,937 63 21 45
31 December 1944 5,184 116 22-38
31 December 1945 5.926 168 28-35
31 December 1946 5,919 126 21-29
30 June 1948 6,524 140 21 -46
30 June 1949 6,622 127 19-18
30 June 1950 7,481 102 13-63

families in the year 1942 may possibly be a true reflection
of the state of affairs in the Pholela area at the time, but
this cannot be assumed from this limited population study.
In fact, it appears that the year 1942 was a particularly
bad one in this particular neighbourhood. In the follow-

ing year the death rate in this group was 20.9, whereas
that of the additional 2.028 people included in the family
service in 1943 was very little different, namely 21.7.

The relatively static period in the mortality rate between
the years 1943 to 1948 requires further discussion. Apart
from the year 1945 in which the rate reached the figure
of 28.35. the widest difference was that between 21.29
(1946) and 22.38 (1944). The factors which might explain
this period of little change include the rapid expansion
of the family service in the earlier years. In 1943. the
area was expanded to include more than 3 times the num-
ber of 1942; by 1945 it was almost 7 times the size of
the initial group of families, and more than double that
of 1943. After 1945 the additional number of people
included each year was very limited, the total increase
being from 5.926 in 1945 to 7.481 in 1950. Improvements
which were taking place in the community were thus
probably masked in the earlier period by the large increase
in the size of the population, which was included in the
family health and medical care programme. This is
evidenced by the figures available for the group of
families included in the first year of the family service.
During the years 1942-1946 the death-rate figures were as
follows: —

1942 38.33
1943 20.90
1944 18 07
194" 15.55
1946 13.11

Of importance in this respect is the same encouraging
trend in mortality reduction that has become manifest for
the very much larger community of 7,481, included in the
family service area by 1950.

Infant Mortality. One of the most important influences
on the reduction in the general mortality has been that of
a marked diminution in the infant mortality rate (Table
II). In considering the findings presented in this Table
it is of importance to remember that figures for each year
include the new areas added in that particular year. In
the absence of a defined control area of measurement these
added areas assist in 2 important assessments which are
required. The first is that of a measure of the extent to
which the reduction in the infant mortality can be ascribed
to the presence of the Health Centre. The second, and
perhaps more important assessment required, is whether
the particular kind of programme carried out by the Health
Centre has made a contribution.

Tn Table IV we have analysed the records of 5 areas
during the first year in which the particular group of
families was incorporated in the family service. These
records were available for the years 1942-1944 and
1950-1951. The differences in the infant mortality rate
between each of these ‘new’ areas is not significant.
Testing this further by combining the findings in the
added areas of 1942-1944 inclusive and comparing them
with those of 1950 and 1951 combined, the difference found
is not significant. It may well be that this is due to the
limited population and hence the limited number of births
with which the infant mortality index is measured.

Comparison of Infant Mortality in ‘New’ Areas with
those Incorporated in the Service for Longer Periods (i.e.
‘Old’ Areas). Comparison between Tables Il and IV
indicates that ‘new ' area infant mortality rates are con-



TABLE Ill: THF, INFANT MORTALITY RATE (1942-1950)

No. of No. of Deaths of
Year Ending ii\e Births Infants Under 1

Recorded Year of Age

31 December 1942 40 1

31 December 1943 ]:D 27

31 December 1944 194 37

31 December 1945 232 49

31 December 1946 258 40

30 June 1948 275 36

30 June 1949 296 38

30 June 1950 269 31

30 June 1951 368 37

TABLE IV: INFANT MORTALITY FOUND DURING

Number of Number of
Lire Births Infant Deaths
New Area 1942 .. 40 ]1
New Area 1943 .. 81 23
New Area 1944 .. 78 17
New Area 1950 .. 19 t
New Area 1951 .. 34
Total of 5 Groups of
Families timing their
First Year in Family
Service .. 252 hi
sistcntlj higher than those for the total family service

area in each year. Comparing the total infant mortality
in the "new ' areas with those in the ‘ older * areas in the
same 5 periods, we find that there were 61 deaths in
infants 0-12 months of a total 252 live births in the 5
'new' groups. The corresponding figures for the ‘old’
areas were 82 infant deaths of 729 live births. Table V
indicates the infant mortality of each group, the difference
being significant:
table V

'New' Families 'Old' Families

Infant Mortality (expressed as
a Percentage of Live Births) 24-20 (S.E.2.70) 11-25 (S.E. 1,17)

Difference Between ‘Old’ and ‘New’: 12-95%
S.E. of Difference: 2-94
Difference
4-40

S.E. of Difference’

Infant Mortality Neonatal Mortality

Rate No. of Deaths in Réte
) Neonatal Infants 0
27-50 3 7-50
24-55 :D 9-09
:D 5-16

2-12 13 5-60
15-50 15 5 81
13-09 13 4-73
12-83 4 04
11-52 ]1 4-09
:DOG 15 4 08

IRST YEAR IN WHICH PARTICULAR GROUP OF FAMILIES INCORPORATED IN FAMILY SERVICE

Comparison o f‘New 'Areas included

Inlant rtality
] in First 3 Years with those of Last 2 Years

Infant Igortality Difference
o

S.E. of Difference

27-50

28 40 > 25-63

21-79 6 76

21 -05 6 20
17-65 J Not significant
24 20

The superiority of the ‘ old ' areas which is demonstrated
here was already becoming apparent in the early years, as
is evidenced in Table VI:

table VI

1942-44
‘New' Families

1943-44
'Old' Families

Number of Live Births 199 145
Number of Infant Deaths . 51 24

Infant Mortality (Expressed

as a Percentage of Live Births) 25-63 (S.E.3m09) 16+55(S.E.3 08)

Difference Between ‘Old’ and ‘New’: 9 08%
S.E. of Difference: 4-37
Difference
2-08

S.E. of Difference’



It seems likely that the reduction in infant mortality
noted in Table 111 is related to the existence of the Health
Centre.

The second question posed above, whether the par-
ticular kind of programme carried out by the Health
Centre has influenced this trend, is also partly answered
by this analysis. In discussing this question it is necessary
to review the differences between the service provided to
those persons included in the delined family service area
and that which is available for those not yet included in
the family service.

The essential difference is that which exists between the
neighbourhood family health and medical care programme
on the one hand, with that which may best be called a
polyclinic service. Table VII is a summary of the main
similarities and difference between these 2 kinds of service
provided by the Health Centre.

It is thus seen that all services at the Centre itself are
available to those in the family service as well as to others
not included. The main difference between the service
received by the patients is not to be found in specific
technical aspects of diagnosis and therapy. It is essentially
in the nature of the relationship which exists between
doctor and nurse on the one hand, and the patient on
the other. The family doctor and nurse have a very
much keener appreciation of the needs of individual
patients from homes included in their family health and
medical care programme, than of those whose families are

otherwise unknown to them. The patient, too, develops
a different relationship with a family doctor or nurse from
that with one who is not so favourably situated, c.g.
doctors and” nurses in hospital outpatient departments,
polyclinics, and general practitioners other than those who
are at the same time family doctors. It is this feature
that distinguishes the care given to the 2 groups of
patients at the Health Centre itself.

The outstanding difference between the 2 groups in
respect of the services provided in their homes or in the
immediate neighbourhood of their homes is that which
has been referred to as health education in the above
summary. This programme, carried out by specially
trained personnel, is an integral part of the neighbourhood
family service and is not provided for other areas, except
in exceptional circumstances, e.g. when the Health Centre
is asked to assist in the control of an epidemic. Another,
but very much more recent difference, is that of the
neighbourhood sessions for the care of the mother and
baby conducted by nurses. These sessions are at present
held in homes within the family service areas, although
mothers not living in these areas are welcome to attend
and have done so.

In the light of this brief review we can now discuss
the findings of Table IV and our analysis of difference
in infant mortality between ‘new' and ‘old’ families.
Since 1940 all the families considered in this analysis have
had free access to all facilities of the service which have

Tablt VI!
‘Neighbourhood' 'Polyclinic'
Family Service Service
1. Facilities Available at the Flealth Centre Itself

General Curative Service

Antenatal

Midwifery

Postnatal

Infant care

Immunization 'l Smallpox

and Enteric
Vaccination Diphtheria
Whooping Cough
Periodic Health Examination of Persons Other Than Mother and a (limited number of
Baby School Children)

General Health Education of Those Attending Centre for Health

or Medical Care
2. In the Home and Neighbourhood
General Curative Service

Control of Epidemic Diseases Outbreaks

Health Education
Discussion.
Health Educators;!

(limited to emergencies
and epidemic control)

(outbreaks of severe
epidemic diseases arc
very rare)

-in the Home and in Neighbourhood Group
(Carried Out bv Health Assistants Trained as

Neighbourhood Sub-Centres for Mother and Infant Care. (Carried
Out by Nurses W'ho Have Had Additional Training in Family
Nursing)

+ (since 1950)

: (sec Text)



been gradually developed at the Centre itself. After
incorporation in the scope of the family service they have
continued using these facilities, but a change has taken
place in their own homes. This change is due to the
health education programme carried out by health assis-
tants, By this programme the emphasis of the service is
modified from what is done for patients to what the
family or community docs for itself, assisted by the
Health Centre staff. The interest of the community has
been developed slowly with the result that an increasing
number of families is participating actively in improving
standards of health. This is a distinctive feature of the
family service.
DISCUSSION

While the progress towards better health which has been
achieved by the people in association with the Health
Centre’s programme has been most encouraging, there are
aspects of life in Pholela which militate against the
attainment of health. These include important adverse
influences on which the Health Centre service in itself has
little effect. Among the most significant is the accelerated
soil erosion which is obvious to the most unskilled
observer, and the system of migrant labour whereby a very
large proportion of able-bodied men spend a large part
of their lives working in the towns while their homes
remain in Pholela. The effects of these 2 related
phenomena have been studied in some detail, more
especially in their relation to the health of the community.
It is not proposed to present the details of these findings
in the present discussion but it is necessary to indicate the
more immediate results.

Soil erosion and migrant labour have resulted in: —

(a) Failure to produce sufficient food for the needs of the

community, with evidence of gross malnutrition in plant and
animal life as well as in the peotp

(b) An instability in family life and maladjustment in family
relationships, associated with a high incidence of emotional
disturbances in which witchcraft has a significant role in this
community.

(c) The continuous introduction of fresh foci of infection
by those returning from work in the towns. A high incidence
of tuberculosis and syphilis is maintained by this process.

Malnutrition, maladjustment and diseases like tuber-
culosis and syphilis, are features in the vast majority of
patients who seek medical care at the Health Centre. By
means of its clinical and health education programme the
Centre has been able to make a significant contribution
to improved family health. However, the fact that these
diseases are so closely related to soil erosion and migrant
labour indicates the need for a broader programme of
development. A family health and medical care service
of the kind described in this progress report should be a
feature of this development plan, functioning in close
liaison with other services concerned with the general
welfare of the community. It would seem that the effective
liaison of such a health service with services concerned
with agricultural improvements, soil conservation, industry

and education offers an opportunity for improving the
health of the people, for increasing the productivity of
the area and at the same time conserving the soil for
future generations.

SUMMARY

1. A progress report of the Pholela Health Centre has
been presented, including a further review of the aims,
methods and extent of the service which has been
developed.

2. This Health Centre has now been incorporated as the
rural (‘ Native Reserve’) project of the Institute of Family
and Community Health established by the Union Health
Department in December 1945,

3. A team of family doctors and a dentist, functioning
together with family nurses and specially trained health
educators, provides a combined curative and preventive
service within the framework of a neighbourhood family
health and medical care programme.

4. The team is assisted by the provision of clinical
laboratory side-room and health-recording facilities, for
which special personnel have been trained.

5. This type of ‘ general practice ' is discussed in relation
to some of the more important needs of the community,
and the results achieved during the past 10 years. Among
the more important changes noted are:—

(@) The increasing interest and active co-operation of
the people in the project, demonstrated by improvements
effected in their own homes.

(b) The marked reduction in the occurrence of cases of
gross nutritional failure, e.g. pellagra and kwashiorkor,
associated with changing dietary habits more especially
in the feeding of infants.

(c) The absence of any epidemic of typhoid fever, typhus
fever, smallpox and diphtheria, in the area over the last 8
years in spite of repeated outbreaks of these diseases in the
surrounding areas and the occasional introduction of single
cases of these diseases from town or other affected areas.

Id) A steady decrease in crude mortality and infant
mortality rates, the significance of which is discussed in
some detail.

6. Reference is madeto some of the moreimportant
adverse influences on the health of the community, e.g.
soil erosion and migrant labour. The need for a broad
development plan and the relationship of the Health Centre
service to this plan is mentioned.

We wish to thank the Secretary for Health for authority to
publish this paper.
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