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for a clear and rational explanation of the illness and its
causes, as seen by the doctor, but without necessarily suggest
ing that this is the only possible explanation for the disorder.
Unless the patient's mind is completely closed (in which case
he is possibly unlikely to have come to the doctor in the first
instance), such an explanation may improve his cooperation
in his treatment. The results of the experiment in patient
education described above were consistent with, though they
did not prove, this possibility.

It is advisable, also, to give consideration to the education
of the patient's relatives. Family members may profoundly
affect one another's views. As the present findings suggest,
the relatives or friends of patients who are sure they have been
bewitched, tend to share the patient's views. Even in a
hospital, visiting hours may provide an opportunity for such
education.

Health workers other than the doctor have an important
rOle to play in these tasks. Under present conditions in this
country, the nurse often acts as intermediary between doctor
and patient, particularly between doctor and African patient.
Unless she shares the doctor.'s views and approach, she may
hinder rather than help. Equipped with an adequate training.
in the importance of cultural factors, and in the techniques
of health education, the nurse may be able to augment con
siderably the doctor's own efforts. 21,22

In addition, professional health educators, who have
adequately demonstrated their ability to produce improve
ments in living habits,! have an important potential rOle to
play, both inside and outside hospitals. In an experimental
project undertaken in a Durban hospital by the Institute of
Family and Community Health, health educators have been
able, by holding group discussions with inpatients, to produce
appreciable objective improvements both in their knowledge
regarding common diseases and their causes, and in their
living habits after their discharge.23

SUMMARY

A study of African and Indian patients' views concerning the
nature and causation of their illnesses was undertaken in a
Durban hospital in 1960.

A high proportion of patients believed that their diseases
might be from supernatural causes, relatively little
significance being attached to other specific factors. The
patients' views bore little relationship to medical knowledge
about the aetiology of their disorders.

A high proportion of patients stated that they had not been
told by a doctor what was, or was suspected to be, wrong
with them, and many indicated their dissatisfaction with this
situation. Of those who had been given such explanations,
most said they believed what they had been told.

Patients with long-term diseases were more likely to suspect
a supernatural causation. There was an association between
suspicions of a supernatural causation and a feeling that the
illness was serious, even among patients with a similar
diagnosis.

Patients suspecting a supernatural causation appeared less
likely to believe doctors' explanations, and possibly less likely
to persist with medical treatment after their discharge from
hospital.

The results of a controlled experiment in patient education
suggested that, among patients with long-term illnesses, those
given explanations concerning the nature of the illness were
more likely to comply with requests that they attend for
further examinations or treatment after their discharge.

The significance of the findings is discussed, with emphasis
on the value of 2 practical measures in patient care: (a) an
inquiry into the patient's beliefs, and (b) education of the
patient.

We should like to thank Prof. E. B. Adams, Dr. S. Disler, and
Dr. R. M. A. Nupen for giving us access to patients and hospital
records; Drs. Hilda Kuper and F. B. Proksch for their comments;
Medical Recorder S. J. Maharaj for his assistance in tracing
records, and our subjects for their cooperation.
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THE OPERATIVE TREATMENT OF TUBERCULOUS GLANDS OF THE NECK
F. J, DUNAI, M.D. (BUDAPEST), State Hospital, Windhoek

Since the cause of tuberculosis was first diagnosed, new
methods have constantly been evolved, either to fight the
disease directly or to diminish the danger of infection. During
the last few decades improved methods of diagnosis and the
discovery of specific anti-tubercolosis drugs have provided
better weapons in the fight against this widespread disease. A
further and most import.ant advance is the combirtation of
conservative (medical) and operative treatment. Since so
much has been published in this respect, I feel that it is
unnecessary to go into any further detail.

In this article I wish to report only on a series of cases

presenting with swelling of the cervical lymph nodes, thought
to be of tuberculous origin. It must not be assumed that I
regard tuberculosis merely as a local disease; it is well known
that very often tuberculous infection of lymph glands occurs
secondarily to pulmonary and/or organ tuberculosis following
haematogenous spread. However, primary infection of glands
with tuberculosis is frequently found; it is mainly of the
bovine type (from milk) entering through lacerations of the
mucous membrane of the mouth and pharynx.

The following is a report on 228 cases of cervical-gland
swellings considered to be tuberculous irt nature, all of them
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treated conservatively (medically) for some time, with little
or no improvement. These patients were both male and
female, aged between It and 55 years.

In 10% of these cases the infection of the submental,
submandibular or retro-auricular glands was considered to

primary, located unilaterally as solitary or multiple nodes.
All patients whose glands were bigger than a cherry were
operated upon. What appears, clinically, to be a rather small
superficial tumefaction, often proves to be a much larger
gland at operation. It has been found from experience that
when an enlarged lymph gland is visible under the skin,
surgical treatment is indicated. Examination and final
judgment are difficult in cases where glands are embedded

eep in or under soft tiss·ues.
In 9· 5% the operation was performed because of already

existing fistulas or tuberculosis cutiS colliquativa. The rest of
the patients showed secondary infection of cervical glands
'rom an organ tuberculosis-either in the active or the
quiescent stage.

In all cases, before surgery was resorted.to, an attempt was
ade to confirm the diagnosis by X-ray and laboratory

examinations. Where these examinations failed to help, the
listological analysis of a biopsy specimen definitely aided the
.jiagnosis.

The decision to operate was made only on the basis of
~areful observation of the development of the disease. In
children, especially, 'cure' can apparently be achieved by
conservative treatment alone. This is usually a very prolonged
. rocedure and it is questionable whether the cure is complete,
1.e. whether repression of the disease does not occur, only to
flare up at a later date.

Frequently, patients who could be discharged from hospital
as cured, where the pulmonary infection is concerned, have to
undergo prolonged treatment-even as inpatients-for
delayed healing of the lymph-gland involvement.

It has been observed that, in some cases of primary
pulmonary infection with secondary lymph-gland involve
ment, the two processes heal concurrently as a result of
medical treatment with specific anti-tuberculous drugs.

On the other hand, it has been seen that, after healing of the
pnmary pulmonary process, the lymph-node infection
appears to persist. The reason for this appears to be that in a
caseating gland the normal histology is destroyed, and thus
the ability for regeneration is lost. The drug concentration in
the gland may be perfectly adequate, yet there is no cure.

Similarly, it is possible that a primary infection in the
lymph glands, which is not cured by conservative treatment,
can be the cause of secondary spread and infection throughout
the whole body.

. Frequently the erythrocyte sedimentation rate and
differential white-eell count in such cases have returned to
normal or near nonnal, yet the focus in the gland constitutes
a real danger. Drugs have to be continued in high concentra
lion to obviate the danger of bacterial resistance and/or a
flare-up of the disease.

THE OPERATIO

After the usual premedication, 97% of all operations were
Performed under local anaesthesia. The incisions were made
along the skin creases of the neck if possible. Where fistulas
Or tUberCUlosis cutis colliquativa existed, the incisions were
placed in healthy skin areas, always bearing in mind that

sufficient mobilization of the skin had to be secured to close
the wound by primary suture.

The lymph glands were enucleated after careful partially
blunt dissection, preferably en bloc-i.e. including all smaller,
visible or palpable glands, since anyone gland in a chain, if
left behind, might be the origin of a relapse in later years.
In an inflamed area, consisting of adhesions and fistulas, the
normal anatomy is vastly changed. In the cervical region
there are a few most important structures, viz. the subclavian
artery, the common, internal and external carotid arteries,
the jugular veins, and the accessory and facial nerves. Owing
to the presence of these structures, destruction of the usual
anatomical landmarks from infection makes operating in this
area a potentially dangerous procedure.

During operation haemostasis was secured, preferably
by electro-coagulation, and sometimes dissection was per
formed with the cutting cautery. Frequently, after the effect
of adrenaline was lost (as so often happens with local
anaesthesia), a capillary ooze started filling the cavities, left
by the enucleated glands, with blood. To prevent, or even
completely avoid such haemorrhage, absorbable haemostatic
gauze was found very helpful. It was found that the sub
cutaneous haemorrhages (capillary oozing) left indurations
in the tissue which marred the cosmetic result postoperatively.

All newly admitted patients received medical treatment
with streptomycin and 'neoteben' (Bayer) pre-operatively for
at least 14 days-patient~ in poor general condition were
given micro-transfusions in addition.

In cases where there was already a fistula, or where a gland
broke down during the operation, 1 G. of streptomycin
powder was placed in the wound before closure; otherwise
no local streptomycin was used. In cases where the gland
infection was believed to be secondary to pulmonary infection
(and the latter considered healed) postoperative treatment with
neoteben was continued over 12 - 16 weeks; 4 - 6 weeks as an
inpatient, the rest on an outpatient basis, provided the patient
appeared reliable enough to take the tablets regularly.
Naturally, patients are followed-up for several years, if
necessary.

In all the operations perfonned, there were no serious
vascular or nervous sequaelae, and no deaths, although
approximately 10% of the patients arrived in a rather
neglected condition.

DISCUSSION

In 3· 5 % there were relapses, but it is difficult to know
whether these were true relapses or whether re-infection
occurred because small lymph nodes were overlooked at
operation.

All the 228 cases were histologically analysed with the
following findings: Lymphogranulomatosis 2, syphilis 1,
ranula (cyst) I, uncertain diagnosis 2, and tuberculosis 222.

The literature supports my opinion that, besides con
servative treatment, surgical treatment at the right time can
protect these patients from a relapse. It is well known that, in
a high percentage of cases, even with adequate medical treat
ment, fistulas or abscesses develop.

Mancorps and Kalkhoff hold the view that 1 in 3 cases of
lupus vulgaris are caused by superficial lymph-gland infection,
but that 1 in 12 tuberculous gland infections are caused by
lupus vulgaris.
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Fig. 1. A. Damara
child, aged 18 months,
with unilateral tubercu
losis cutis colliquativa.
The whole area was
cicatrized and inflamed,
and the demarcati n of
encapsulated glands
los!. At operation, a
horizontal incision was
made and the diseased
ti ue was superficially
excised as far as mobi
lization allowed. All
the affected tissue un
der the skin was re
moved, but not all the
superficial tissue (par
ticularly towards the
ear) could be removed,
since there would have
'been too much shrink
age.
B. Healing by primary
inremion after 14 days.

Fig. 2. A. Adult woman, aged about 45 years, with bilateral
cervical glandular swellings, who had been treated for pul
monary tuberculosis, during which time the lymph glands
had remained unaffected. B. Three weeks after operation.
Wound healed by primary intention. Discharged 6 weeks
after operation. General condition improved.

A comparison between conservative and operative treat
ment shows that operative treatment saves the patient time
and money, fistulas are closed in a far shorter time, and the
development of new fistulas can be prevented, thus minimizing
the spread of infection.

In the fight against tuberculosis, treatment and prophylaxis
are mainly a social problem. Considering how many patients
have to wait for admission because beds are occupied by
chronic cases, the advantage of a quicker therapeutic method
is obvious. Faster recovery, moreover, means that the patient
is restored to normal working conditions-with subsequent
improvement in economic conditions-far sooner.

Finally, the effect of prolonged treatment (despite the use
of modem antibiotics) on every tuberculous patient is to
expose him or her to severe mental and psychological strain
and even resentment. This could be avoided by active surgical

lA . B_3
Fig. 3. A. Woman, aged 18 years, with bilateral cervical-gland
involvement. Altogether, 24 glands were removed. B. Bilateral
horizontal incisions performed (that on right shown here).
Wounds healed by primary intention after 3 weeks.
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intervention. In this case the patient is stimulated by the
knowledge that something is being undertaken, and, of
course, the period of treatment is shortened. The psychological
stimulus received in this way is a very real and effective
part of the therapy, the importance of which should not be
underestimated.

Figs. I - 4 show the results of operative treatment in 4
patients.

SUMMARY

The results of surgical treatment of a series of 222 cases of
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tuberculous glands of the neck are analysed. The following
conclusions are drawn:

1. By combining surgical and conservative treatment, good
results were obtained.

2. The period of stay in hospital was much horter.
3. The psychological effect achieved by active surgical

treatment is an important factor in the prolonged treatment
of the tuberculou patient.

I wish to thank the Superintendent of the State Hospital, Wind
hoek, for perrrusslOn to publi h the results of this investigation.

MEDICAL SERVICES PLA

REPORT BY THE CHAIRMAN, DR. M. SHAPIRO, TO THE SECO TD A 'UAL GE ERAL MEET! G HELD AT
MEDICAL HOUSE, ESSELE STREET, JOHA ESBURG, 0 26 JULY AT 8 P.M.

I have pleasure in presenting the second Annual Report of
Medical Services Plan.

In order to bring the publication of our annual accounts
into line with the provisions of the Friendly. Society Act of
1956, the accounts have been prepared for the 8-month period
from I May 1960 to 31 December 1960. All future financial
accounts will be for the calendar year, as required by the Act.

The expenditure for the 8 months under review amounted to
R60,106, more than double the expenditure for the whole of
the first year of operation of .the Plan. As will be shown this
resulted from the great expansion in the scope of operation of
the Plan with a corresponding increase in expenditure for
benefits to subscribing members and for costs of administra
tion. A sum of R50,652 was allocated for benefits to sub
scribing members, i.e. for payment for medical services and
hospitalization. Of this amount, the sum of R38,202 had been
paid out at 31 December and a further R6,540 had been
allocated for payment, but not yet paid out at that date. The
balance of R6,OOO is represented by a provision for unclaimed
benefits as shown in the Balance Sheet. This latter aIDount
is, of course, only an estimate, since it is impossible to deter
mine at any particular time the Plan's liability for services
already rendered to subscribers, but for which accounts have
not yet been received. However, the sum of R6,OOO is regarded
as a very liberal and safe estimate of our outstanding liabilities
at that date.

Administration expenses for the 8 months amounted to
R9,376. Although this sum is considerably in excess of the sum
expended in the first year of operation, the ratio of admini
stration expenditure to subscription income was actually
reduced from 18·6% in the first year of operation to 13·7%
in the period under review. The low administration costs at
this very early stage in the growth of the Plan is a tribute
to the efficiency and diligence of our staff and encourages us
to anticipate that, when the Plan is fully developed, the
overheads will not exceed 10% of subscription income. I need
hardly stress that in a non-profit-making organization of this
nature, the lower the administration expenditure the greater
the proportion of subscription income which is available for
the provision of benefits and for the creation of adequate
re erves for future contingencies.

The subscription income received during the 8-month period
amounted to R69,030 as compared with R33,668 for the entire
preceding year. A further sum of R458 accrued from interest
on investments.

The Balance Sheet shows that the Capital Account as at
31 December 1960 stood at RI6,192, which sum represents
the balance of R6,800 brought forward from the last Balance
Sheet on 30 Apn1 1960, plus the sum of R9,382 which was
the excess of Revenue over Expenditure for the 8 months
under review. In addition, the Plan holds in trust for the
participating doctors the sum of RI4,540, which represents
the loans of R20 each deposited by the 720 participating
members who had joined the Plan up to that time. This loan
fund has so far not been required either to finance the
development of the Plan or to meet any of its commitments.
It has nevertheless been decided by the Board that the loans
be not repaid until the financial reserves are con idered to be

such as to make it entirely safe to abolish the Fund. ew
doctors joining the Plan will therefore continue to be required
to provide these loans as a condition of their participating
membership.

As at the date of the close of the Balance Sheet the cash
resources at the bank, in savings accounts and in fixed deposits,
amounted to R42,328.
. The lV0wth of. subscriber population and of subscription
mc<?me IS shown ID the followlDg Table. In order that partici
patmg members may be brought up to date with the latest
position, the figures as at 30 June 1961 have also been
included:

30 April 30 June 31 Dec. 30 June
1960 1960 1960 1961

umber of groups
admitted 33 44 61 89
Number of
subscribers 887 1,309 1,733 3,105
Number of persons
covered 2,417 3,499 4,852 8,605
MomWy subscrip-
tion income R2,416 R8,154 RIO,400 R18,882

New applications effective as from I August 1961 are
expected to bring the total number of groups admitted to 119,
the number of persons covered to I 1,654, and the monthly
subscription income to R25,494. Some of the groups which
have been admitted to the Plan comprise sub cribers who have
not previously carried any sickness insurance. However, more
than half of the groups admitted con ist of subscribers who
were previously insured with commercial insurance companies.

The rapid growth of and widespread public and professional
interest in the Plan indicates that there is a great need for
the comprehensive type of insurance cover against the cost of
medical services and hospitalization such as the Plan provides.

At present, the area of operation of the Plan includes only
the areas embraced by the Southern Transvaal and Eastern
Transvaal Branches of the Medical Association of South
Africa. Requests for extension of the Plan have been received
from many of the larger towns and cities in the Republic.
The Medical Association itself has, through its Federal Coun
cil, recently reiterated for the third time its desire that the
Plan be extended throughout the country as soon as possible.
The e requests have received the mo t earnest and sympathetic
consideration of the Board. However, it is my duty to report
that in this matter the attitude of the Board remains the same
as it was a year ago, viz. that the Plan be not extended
beyond its present area of operation until the policie of the
As ociation in relation to commercial insurance companies and
to the Plan itself are clarified to the ati faction of the Board.
Lest the attitude of the Board in this matter be misconstrued,
I should like briefly to review the considerations which have
led the Board to this decision.

Participating members may recall that when the Plan was
launched the official policy of the Association was again t the
granting of any form of recognition or of conces ions to com
mercial insurance companies. Indeed, the main reason for the




