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Die stelling wat nou net gemaak is, het ernstige
implikasies en dit werp natuurlik ook ernstige refleksies
op die opleiding van studente op hierdie gebied. Die
stelling is egter onweerlegbaar omdat dit berus op .die
persoonlike getuienis en ervaring van senior studente en
dokters wat onlangs gekwalifiseer het. Die feit van die
aak is dat hierdie ongelukkige saak 'n feit is!

Ons kan die toestand van sake slegs die hoof bied as
ons ons hele benadering tot die psigiatrie verander. In die
eerste plaas moet die psigiatrie ontwortel word uit sy
asielatmosfeer en geIntegreer word met die algemene
medisyne en die moderne praktyk.

Tweedens moet die nodige en noodsaaklike atmosfeer
vir die vak geskep word. Daar moet 'n leerstoel in die
psigiatrie aan elkeen van ons universiteite geskep word
met 'n professor aan die hoof, wat dan verantwoordelik
moet wees vir die skepping van so 'n akademiese atmosfeer
dat dit die verbeelding van studente sal prikkel ten opsigte
van die probleme van die psigiatriese praktyk.

Derdens moet die hele instelling van voorgraadse

psigiatriese opleiding radikaaI verander word. Dit i tyd
dat een en vir altyd halt geroep \ ord aan die erbarmlike
pseudo-Freudiaanse en p eudoanalitie e geploeter. On
moet ophou om hierdie gekkeman -bedrog (almal outen­
tieke voorbeelde) aan tudente oor te dra: dat die beeld
van aailande beteken dat 'n pa ient erlang na y moeder
e geslaghare; dat teen innigheid om op n roltrap te ry

'n vrees vir geslag gemeenskap verraai; dat 'n hol klip
'n vroulike ge lagsirnbool is, ens., en . ad infinitum en
ad nauseam.

Ons moet tudente bekendstel met die oort p igiatrie e
probleme wat hulle sal teenkom en wat hulle al moet
hanteer - op 'n praktiese vlak en op die basi van gesonde
verstand. Ons moet aI daardie elemente dra tie \ eer
uit ons p igiatriese opleiding, wat die p igiatrie en die
psigiater tot spot van alle men e met in ig en oordeel
gemaak het. Dan kan ons die vak p igiatrie as weten kap
en as praktiese kuns opbou en dan salons daarin slaag
om die verbeelding van studente aan te gryp en aan te
vuur.

AN INTELLIGE CE OF THE HEART*

M. B. FELDMAN, M.B., B.CH. (R-rnn), D.P.M. (R.C.P. & S., E NG.), M.R.C.P. (BoIN.), PsychiatrisT, Johannesburg

I propose to review some aspects of modern psychiatric
thought and practice, which have reference to those problems
of the everyday practice of medicine which soon will con­
front you as medical practitioners. An understanding, not only
of the science, but also of the art of medicine is required
if you are properly to fulfil your responsibilities to your
patients.

It is perhaps the possibility that psychiatry has a worth­
while contribution to make to what has hitherto been only
rather vaguely understood by the term 'The art of medicine',
that has determined the inclusion of a psychiatrist in this
revision course.

The phrase An intelligence of the heart, which came my
way but a few weeks ago, seems to me admirably to
delineate that 'without which not' of good medical practice.

Just as general medicine has only recently come to derive
benefit from the insights of psychological medicine, so has
psychiatry (regrettably also only recently) come to maturation
as a result of the application of that vital essence, the
scientific method, long familiar to the physician.

The cross fertilization of the two disciplines, medicine and
psychiatry, has led to a recognition of the importance of
what has been called the second question. Our training has
taught us how to try to answer the question: What sort of
illness has the patient? We must, however, never omit to
try, too, to enquire: What sort of paTient has the illness?

We have referred to the scientific method. In basic form
it consists of 5 essential and consequential steps. Let us
briefly consider them:

I. Collecting information.
2. Checking' the information gathered.
3. Erecting an hypothesis to comprehend the 'facts' so

checked.
4. Testing the hypothe is on the basis of its ability

accurately to predict an outcome (e.g. when submitted to
controlled experiment).

5. Evaluating the substantiated hypothesis and determining
a scientific 'law'.

• Valedictory address to Fina; year Students, Medical School, University
of the Witwatersrand, 28 September 1960.

In medicine these steps are respectively:-
1. Obtaining a history.
2. Carrying out a phy ical examination.
3. Arriving at a provisional diagno is.
4. Performing laboratory, radiological, and other te ts

and/or embarking on a therapeutic trial of pecific medication.
5. Arriving at a final diagnosis (whicll in some cases may

be obtainable only after operative exploration or at po t-
mortem examination). . '

In psychiatric practice, physical and neurological examl.na­
tion (including routine testing of the urine) is often negative.
How then are we to check the information given by the
patient? The answer is to obtain hi .tories, with the p.atient'
permis ion, from those who know him and have an rntere t
in his welfare - the hu band or wife, parents or children,
employer or teacher, and 0 on.

Where this information is not readily available, a period
of observation in a nursing home or ho pital will enable the
nursing sister in charge of the ward, the occupational
therapist, relaxational therapist, and ocial worker to obtain
the information necessary to arrive at a diagnosis.

The information obtained from sources other than the
patient is extremely worth while aloin ca es uffering from
organic disea e and could usefully become routine in all
branche of medicine. The old-fashioned family practitioner
who had all thi additional information at hi fingertip by
reason of his c10 e and warm relation hip with the whole
family, knew how important thi often-neglected information
can be.

HerediTy and Environment
Before di cu ing the p ychiatric di orders, a brief reference

must be made to the que tion of heredity and environment
in their aetiology. The po ition has well been ummarized
in the tatement 'Heredity deals the card, environment plays
the hand'. A you know, many a good hand dealt has been
poorly played and, contrariwi e, many a mediocre hand so
well managed as to win the game. It is well to remember that
it i n't 0 much the size of the dog in the fight, as the ize
of the fight in the dog that count. The que tion is not of
'heredity or environment', but rather how much of one and
how much of the other.
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CATEGORIES OF MENTAL ILLNESS

A. The Psychoses or Major Mental Illnesses

These fall into two classes:

othing to breathe but air,
Quick as a flash 'tis gone;

Nowhere to fall but off,
Nowhere to stand but on.

The old concept of an illness being caused by a pathology
has been replaced by the modem concept of the sick person
with 'built-in' tolerances and sen itivities reacting to many
interacting stresses - genetically determined deficiencies,
bacterial and other invasions, social and interpersonal diffi­
culties, toxic and climatic strains, and so on.

NHC I

Nothing to comb but hair,
Nowhere to sleep but in bed,

Nothing to weep but tears,
othing to bury but dead.'

The depressions very often come out of the blue but on
occasion are precipitated by external events.

THE SORROWS OF WERTRER

'Werther had a love for Charlotte
Such as words could never utter;

Would you know how first he met her?
She was cutting bread and butter.

Charlotte was a married lady,
And a moral man was Werther,

And for all the wealth of Indies,
·Would do nothing for to hurt her.

So he sigh'd and pined and ogled,
And his passion boil'd and bubbled,

Till ·he blew his silly brains out,
And no more was by it troubled.

Charlotte, having seen his body
Borne before her on a shutter,

Like a well-conducted person,
Went on cutting bread and butter.'

It must always be remembered that what appears catastrophic
to the onlooker unaware of the total context of the situation,
may have a personal significance for those involved which
is quite different. For example, the case of Margaret and
Augustus:

'Eating more than he was able
Augustus died at breakfast table.

"If you please", said little Meg,
"May I have his other egg"?'

(b) The z p r s . Here there is a
hOe A

splintering and disintegration of the personality and the bonds
between knowing, feeling and doing are, as it were, broken
so that action and feeling are no longer appropriate to
associated thought, e.g. the woman convinced she is the
Queen of Spain, yet quite indifferent about being on her
knees scrubbing the ward floor.

B. The Psychoneuroses or Minor Meubl Dlnesses

Lack of a more or less consistent admixture of affection
('love', 'warmth', 'security') and discipline (in the sense of
tuition and example regarding the need to consider the needs
of others as well as one's own) are basically important in the
genesis of all the minor mental illnesses.

These fall into 5 classes: (I) The anxiety hysterias, (il) the
obsessional disorders, (Ut) the psychosomatic disorders, (iv)
the reactive depressions, and (v) the character neuroses.

(t) The anxiety-hysterias are considered together because
anxiety states rarely fail to show some hysterical manifesta­
tions, and hysterics rarely completely 'convert' their anxiety.
This disorder tends to occur more predominantly in the lower
I.Q. range.

(il) The obsessional disorders constitute a variant of the
anxiety state in which repetitive rumination and occasional
ritualistic compulsion manifest themselves. This disorder tends
to occur more frequently in the higher I.Q. range.

(iil) The psychosomatic disorders. This other variant of the
anxiety state, in which emphasis is placed upon the somatic
manifestations of anxiety, has proved to be acceptable as a
diagnosis to both the medical practitioner and his patient.

(iv) The reactive depressions, as the name implies, refer
to depressions predominantly the result of circumstance -loss
of a loved one, or failure, as the usual causes of this grief
reaction. In contrast to the endogenous melancholic depression,
the patient \vith a reactive depression does not necessarily
feel at his worst in the· early morning, nor does he improve
as the day goes on. His depression varies as the circum-

patientmanicpsychoses. The(a) The

1. The Organic Psychoses
Whatever the nature of the brain pathology - whether due

to genetic defect, intra-uterine disease or postnatal trauma,
infection (bacterial, viral or parasitic), neoplasm, toxaemia
(exogenous or endogenous), cardiovascular dysfunction, or
haemopoietic disorder - all of these present either in (a)
acute disturbance (the deliria), or (b) chronic disturbance
(the dementias), or (c) a combination of these.

The disturbance of mind which is brought about in its 3
manifestations - knowing, feeling and doing - is dramatic and
eruptive in the deliria and gradual and dilapidative in the
dementias. In either the practitioner must apply himself,
after consideration of the history from patient and others, and
after physical and neurological examination and ancillary
investigations, to the task of determining what pathology exists
in the central nervous system with a view to giving appropriate
and specific treatment to aetiological factors in addition
to the general and non-specific care, supervision and control
of the psychic manifestations. The latter are best dealt with
by uitably trained and efficient nursing staff. The commonest
mi take in the treatment of these conditions is an attempt to
substitute sedation for nursing, with the inevitable result that
a drug-confusional state is added to the underlying delirium
or dementia.

2. The Functional Psychoses
These include the conditions in which the psychic disturbance

i not due to an ascertainable structural disorder of brain. The
2 chief conditions in this group are:

manic

In presenting a more scientific framework of reference of
psychiatric illness, we may start by dividing mental illness
into 2 chief categories:

(a) Major mental illnesses - the psychoses
(b) Minor mental illnesses - the psychoneuroses.
The suffix '-osis' indicates 'something wrong with'.
In the original concept, then, the term psychosis meant

'omething wrong with the psyche', whereas the term
psychoneurosis meant 'something wrong with the neurones
(i.e. the central nervous system) leading to disorder of the
psyche'.

This outmoded application of these terms can now be
abandoned in favour of that set forth above which, while
maintaining traditional terms, gives them dynamic and up-to­
date connotations.

depressive

know everything, feels fine and is busy doing everything­
the 3 functions of mind being all together elevated 'above the
line' (of normality). The melancholic patient knows nothing,
feels low-spirited and does nothing - the function of mind
are together depressed 'below the line' (of normality).

The outlook of the melancholic Is well set forth in the
rhyme entitled 'The Pessimist'.

'Nothing to do but work,
Nothing to eat but food,
othing to wear but clothes,
To keep one from going nude.
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stances vary. He has difficulty in getting off to leep; once
asleep he sleeps through, again in contrast to the melancholic
who has no initial difficulty but wakes after an hour or two,
then remains awake.

(v) The character neuroses. The antisocial manife tations
of the patient's personality disturbance are prominent in this
category. The patient is said to 'act out' his confliCts in con­
trast with the other 4 sub-groups, in which hi problems are
internalized.-

One of the interesting manifestations of either character
neurosis or psychoneurosis is the so-called accident pronene s.
This is of importance in industry and on the road where it
leads to the disease, of road accidents. An amusing and
transient manifestation of this interesting condition is reported
in a recent issue of the Lancet.

'My friend Giles was accident-prone for a fortnight; and
that, he swears, was long enough. Soon after we arrived on
holiday he chanced to see a tall blonde goddess watching his
tennis. This inspired him to such Hoad-Iike activity that he
won his match. Alive to the fullness of the moment, he
rushed across the court and leapt the net. Unfortunately, he
did not quite make it. He met the young lady a few
evenings later at the weekly dance. She was a nurse, he
discovered, when she gave him first-aid for the cup of tea
he cascaded into his left shoe. Probably on the principle of
humouring the patient, she agreed to go sailing with him the
next afternoon.

'At the appointed time Giles escorted her aboard the
waiting dinghy. Despite some spirited poling with an
inverted oar the boat refused to budge from its bed of sand.
Nothing daunted, Giles slid over the stem and gave a few
manly pushes under the expectant gaze of his lady. Still the
vessel remained fast until, at last, with a superhuman heave
he set it in motion. Unhappily, at the same time, he stood
on a piece of seaweed. As the dinghy surged forward Giles
dived headlong into the deep blue sea. The rescue operation
was interesting: Giles, dazed and dripping, was hauled to the
hore while a boat was launched in pursuit of his companion,

who, being no sailor, was gliding helplessly out over the bay:
'How he managed to persuade her to walk with him the

following evening is beyond my comprehension: but, as the
sun set, they were strolling along a country lane, Giles
relating how he had won a medal for the high jump at
school. Should she care, he would demonstrate the style that
had won him this honour. The look of awful anticipation
on her face did not escape him, but, he said, not to worry,
he would do no more than demonstrate on that three-foot
wall. The plaintive wail and dull thud which followed his
disappearance, if not new, was still alarming. Rushing to the
wall and looking over she beheld Giles on his back, groaning,
in a sunken field, six feet below road level.

'Giles has had fewer accidents lately. His wife, a tall blonde
girl, takes good care of him: she says he evokes her nursing
instincts more than any patient ever did.'

c. Intermediate Conditions
Intermediate between the psychoses and the p ychoneuroses,

as defined above, are the instances of:
(a) the minor psychoses and
(b) the major psychoneuroses.

(a) The Minor Psychoses
Early stages, or minor versions of the psychoses, both

organic and functional, may be confused with the psycho­
neuroses. The mild nocturnal confusional state occurring in
the chronic alcoholic, the 'hysterical manifestations' (catastro­
phic reactions) of the dementing patient (whether due to
senility, arteriosclerosis or the slow development of a cere­
bral tumour), the so-called post-traumatic personality yndrome
(mild post-traumatic dementia) are examples in the organic
category of psychosis. Minor melancholia (pseudo-neurotic
melancholia) and very early schizophrenic disintegration

(pseudo-neurotic chizophrenia) are example in the functional
category of p ychosi .
(b) The Major Psychoneuroses

A special word mu t be aid about melan holia minor. This
commonly occurring condition manife t the cl ical hall­
marks of melancholia though in mild form. Often masquerad­
ing as organic di ease of bodily y tern its true nature i
often not re ognized until the tragi uicide of the patient.

Similarly, the chroni and e erely di abling ob ional di -
order (ob es ional 'psycho is), the profound p ychopathic
di turbance, and the evere hy terical regre ions are examples
from the category of the p ychoneuro es of everely
incapacitating illne .

TREATMENT r P YCHlATRY

It has been said that treatment begins as oon as the effort
has been made to e tablish contact with the patient in an
attempt to make a diagno i , i.e. to understand the patient'
problems.

The chief categories of treatment in p ychiatry are: (I)
psychotherapy, (il) environmental manipulation, (iil) chemo­
therapy, and (iv) the so-called 'physical' types of treatment­
the various electrotherapies, and the insulin therapies (low
and high dosage).

(I) Psychotherapy
This i , in e sence, conver ation, designed to ort out, and

work out, the patient's problems.
The range extends from brief, directive, face-to-face, acro- ­

the-de k, common-sen e therapy, to prolonged, non-directive,
on-the-coucb, psycho-analytical therapy.

(it) Environmental Manipulation
Under this heading come all the devices for eparating the

anxious and disturbed patient from stress and responsibility,
ranging from a few days off work, or a few weeks of holiday,
to admi ion to a nur ing home to get away from it all for a
while and permit the admini tration by the nursing staff of
large doses of tender, loving care.

Change of employment (square peg in round hole), advice
re hobbies and recreation, change of residence (flat to house
or vice versa), change of teacher, school, boarding school,
extra lessons, etc., are the various devices used by every
practitioner (and psychiatrist) in addition to the other form of
therapy available.

It is important to formulate a programme of treatment
incorporating in various ways the different therapies available.
It is also important to discuss the programme both with the
patient and his relatives, attempting to include the latter as
far as possible in the theFapeutic team who, working together,
will assist the patient to deal with his difficulties.

(iil) Chemotherapy
Chemotherapy includes the administration of symptomatic

tranquillizers, sedatives, hypnotics, and stimulants, as well a
the wbole Dew range of chlorpromazine derivatives (which
have largely displaced high-dosage insulin therapy in the
treatment of schizophrenia) and the ' pecific' anti-depressive
drugs, including monoamine-oxida e inhibitors.

(iv) Physical Treatment
Electro-convul ive therapy is almost universally administered

under intravenous pentothal anaesthesia together with 'scoline',
or a similar muscular relaxant. The pentothal removes un­
pleasant associations (mouth gag, forehead electrodes), and
the relaxant obviates the risk of musculo-skeletal injury.

This technique has enabled electro-convul ive therapy to
be given on an outpatient basis in uitable cases, thereby
avoiding prolonged hospital inpatient treatment.

The severely agitated or depres ed patient still requires the
initial period of ho pitalization to obviate the ri k of suicide.
The pos ible benefit of the newer anti-depressive drugs mu t
not lull the practitioner into a false ense of security or into
an attempt to avoid this mo t effective treatment in severely
distres ed case where death appear a welcome relief from
the agony of mind uffered by these unfortunate people.

Low-dosage in ulin, administered daily on waking ID
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increasing doses to me point of sweating and tremor, can
only be given in a hospital or nursing home where facilities
for the immediate interruption of a hypoglycaemic coma are
available. This treatment stimulates the appetite in a
remarkable manner and is useful for me anorexic or under­
weight patient, as well as being of great use in the treatment
of the addictions, particularly to habit-forming drugs.

High-dosage insulin (insulin coma treatment) is less used
today tban it was. It is still useful for mose cases of
schizophrenia or melancholia where response to the other
therapies has proved unsatisfactory.

IATROGENIC HAZARDS

Before the unfortunate psychoneurotic patient can receive the
treatment that will help him, he has several hurdles to
surmount. Concern with the stigma associated with mental
illnes and its treatment is unfortunately compounded by
the medical man's attitude to these disorders. Iatrogenic
difficulties are added to those arising from illness and social
prejudice.

(a) When the physician, having failed to elicit evidence of
organic disease, uses such phrases for the melancholic as
'There is nothing wrong with you' or 'pull yourself together',
or 'It is all up to you', the evidence of the absence of under­
standing, patience, or compassion on me part of the medical
attendant may result in tbe patient abandoning hope of help
from doctorsJ thus fortifying his resolution to 'end it all',
or it may lead to his seeking help elsewhere, turning to the
ho ts of non-medical practitioners, ranging from naturopaths to
spiritual healers who will be only too ready to receive these
medical rejects sympathetically.

(b) If the patient is warned that 'unless he stops his
nonsen e and gets on with the business of living, he will land
up in the mental hospital', this offensive, almost negligent,
advice will certainly tend to have the effect of keeping the
patient away from psychiatrists and from all the advances
in modern merapy that they have to offer for the relief of
thi unfortunate condition.

An example of this sort of thing occurred in the cast!
of an unfortunate woman aged 63, who was first seen in
March 1956, with classical symptoms of melancholia. One
of her complaints was epigastric pain, present on waking at
four o'clock in the morning and improving towards afternoon.
She had been admitted by her physician to a nursing home
during which time the proposition had been put to the
physician that the patient see a psychiatrist. His response
was, 'Keep away from them or you will land up in Tara'. The
general practitioner felt he ought first to have removed some

gallstones which had been present for many years and which
he had determined were likely to be responsible for her
abdominal pain before allowing her to have Ecr. Following
cholecystectomy, her agitation and distress became very
much niore marked and, while convalescing at home, she
threw herself into her swimming pool and, for me first
time, I was allowed to take over and go ahead.

(c) If the condition is mistaken for an anxiety state either
because agitation or hypochondriasis masks the depression, or
because (as in melancholia minor) the depression does not
appear profound enough to be 'psychotic', and the patient
is given long-acting barbiturates (which tend to depress him
further) or bromides (which in effective dosage tend to
confuse the patient), then he is once again apt to come to the
conclusion that the cure is worse than the disease.

(d) Finally, if the medical practitioner believes that the
newer anti-depressive compounds are invariably effective when
given for a period of up to 6 weeks, then not only must the
unfortunate patient suffer a further prolonged period of
anguish, but at the end of this period there is an appreciable
chance that he will be no better at all. A recent study, for
example, indicates that a certain chemotherapeutic agent (not
a monoamine-oxidase inhibitor) has, at the end of the so­
called effective period of time, a substantial failure rate
(in the neighbourhood of 30% - 40%). Furthermore, all these
drugs are liable to cause various side-effects, some un·
comfortable, some dangerous, during the period that their
beneficial effects are being awaited. The unfortunate patient
cannot always wait as long as this and tolerates poorly any
symptoms over and above those he already has.

In this connection Sir Robert Hutchison had this to say:
'I think .there should be a new petition in the litany to be read
in hospital chapels or wherever doctors .and nurses do, or
ought to, congregate. It might be as follows: "From inability
to let well alone; from too much zeal for the new and
contempt for what is old; from putting knowledge before
wisdom, science before art, and cleverness before common
sense; from treating patients as cases, and from making the
cure of the disease more grievous than the endurance of the
same, Good Lord, deliver us".'

To conclude, I have demonstrated that psychological
medicine, scientifically disciplined, has a contribution to make
to the practice of the art of medicine.

May I mention the final ingredient in the mixture which
makes for harmony between patient and doctor, and doctor
and doctor? I refer to courtesy based on a consideration of
the needs of the other person - a true appreciation of the
necessity of the golden rule - 'To do unto others as you
would have them do unto you'.

SIX CASES OF CEREBELLAR DEGENERATION ASSOCIATED WITH
CHRONIC ALCOHOLISM

FRAJ.'1CES AMES. M.D., M.MEn. (CAPE TOWN), Department of Neurology and Psychiatry, Groote Schuur Hospital.
Cape Town

A well-recognized symptom of acute alcoholism is a
temporary interference with coordination. This usually
persists for some hours or days after cessation of drinking,
but may occasionally persist for a week or more, and has
been attributed to the 'toxic' effect of alcohol on the
cerebellum. Until fairly recently it was not generally
appreciated that irreversible cerebellar degeneration might
result from chronic alcoholism. (Indeed it is becoming
more and more apparent that alcohol can be associated
with damage to any part of the nervous system.) During
the last 2 years there have been several reports of cases
of chronic cerebellar degeneration associated with chronic
alcoholism. The most impressive of these is a report by

Victor, Adams and Mancall' on the clinical details of
50 cases and autopsy details of 11 cases. These authors
were struck by the uniformity of the clinical picture.
Almost invariably the gait and lower limbs were grossly
affected; the upper limbs were often not affected and
dysarthria and nystagmus were uncommon.

'The essential pathological change in 11 autopsied cases
was a degeneration of all the neurocellular elements (but
especially of the Purkinje cells) of the cerebellar cortex.
This degeneration was strikingly selective in that it was
restricted to the anterior and superior aspects of the
vermis and the hemispheres. The olivary nuclei were
almost always involved; the fastigial. globose, emboliform


