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environment. Psychotherapy was found to be the most time
consuming single function and as such took quite a load off
the senior psychiatrists and psychiatric registrars. Individual
psychotherapy was done in cases admitted to the hospital as
well as in outpatients, including children, adolescents and
adults. During the period of admission to the ward the doctor
in charge of the patient only cared for the physical side of the
patient, allowing him more time to attend to psychiatric
casualties, his own psychoth,;:rapy cases and the other more
urgent duties which require:!. medical background.

4. Group psychotherapy. This relatively new instrument in
the hands of the mental health tearr- has a very definite place
in psychiatry-it provides tl:erapy for patients who need this
approach and is a great time saver for everyone concerned. In
addition to this, it has become a valuable teaching instrument
in the department, both in abnormal psychology and in group
handling techniques.

5. Ward rounds. In the department the clinical psychologist
is required to contribute 10 the discussions in very much the
same way as any other member of the team would.

Teaching
Teaching was undertaken at both under- and postgraduate

levels to medical students, psychology students of the Faculty
of Arts and to nurses. In teaching lI~dergraduate medical
students it was 'attempted to bridge the gap between formal
psychology in the 3rd year and psychiatry in the 4th year of
the curriculum by discussing and demonstrating testing proce
dures, presenting a psychiatric case, discussing psychodynamics
and ego psychology at a practical level, etc. The same applies
to teaching the psychology students of the Faculty of Arts.
Teaching nurses involved lectures to health visitors, student
nurses, ward sisters and orthopaedic nurses. In teaching nurses,

attitude-building was an interesting and rewarding secondary
function that came into the teaching automatically. Psycho
metric testing was lectured on to the students studying for the
Diploma in Psychological Medicine and often informal guid
ance on psychodynamics was given by request.

Staff Counselling
In any psychiatric service the individual personalities of the

members of the staff effect the therapeutic process going on.
This happens more definitely in a psychiatric unit that is run
along 'therapeutic community' lines. To be able to be aware
of this variable in the treatment situation, the staff needs
somebody to talk to-to alleviate anxiety, vent emotions and
to be made aware of the reason for their reactions in certain
situations. This was done mainly on the side of the nursing
staff, but occasionally other members of the staff were also
involved. The most important way of dealing with the situation
was through staff groups, but occasionally individual counsel
ling sessions were held. Staff counselling, as I have pointed out,
is a clinical necessity in a psychiatric department, put equally
important is the fact that it can be extremely time consuming
to the individual dealing with it. The anxiety-provoking nature
of the work causes many upsets in the staff which have to be
dealt with and in this situation the clinical psychologist can
make a valuable contribution to the efficient running of a
psychiatric unit.

From the 3 main functions of the clinical psychologist out
lined above, it is evident that some aspects of clinical work,
teaching and counselling overlap with that of the psychiatrist.
I think that in this respect it is quite clear that the clinical
psychologist can render his own unique service, as well as take
part of the load off the shoulders ·of the psychiatrist and render
a valuable service in the field of Mental Health.
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I have pleasure in presenting to you the fifth Armual Report
of Medical Services Plan. This covers the period I January
31 December 1963.
Finance and Growth of the Plan

The balance sheet shows that at the close of the year under
review the capital account stood at R41,050 which represents
the balance of R38,999 brought forward from the last balance
sheet, plus the sum of R2,051 which was the excess of revenue
over expenditure for 1963. The Plan holds as an additional
reserve the capital sum of RI 5,200, which is the aggregate
amount of loans of R20.00 each subscribed by the 760 Parti
cipating Doctors in the Plan. As at the date of the close of
the balance sheet, the cash resources at the bank, in savings
account, and on fixed deposits amounted to RI59,109.

The Income for the year was R511,265, being R506,836 from
subscriptions, R4,374 from interest on investments and R55.00
from rentals. On the expenditure side, R457,151 (equivalent
to 88% of subscription income) was allocated for medical
services and hospitalization. Of this amount, R348,276 had
been paid at the closing date of the period under review. In
conformity with the increased liabilities of the Plan occasioned
by the growth of subscriber membership, the sum of Rl6,OOO
was earmarked for the purpose of raising the reserve from
R23,OOO to R39,OOO for services received by members but for
which claims have not yet been submitted.

The growth in subscriber membership and of monthly in
come is shown in the following table. In order that members
may be brought up to date with the latest position, the figures
for the first 6 months of the current year have also been
included:

31 Dec. 30 June 31 Dec. 30 June
1962 1963 1963 1963

I. Number of groups 149 182 193 205
2. umber of sub-

scribers 5,507 6,883 7.356 7,897
3. 'umber of persons

covered . .. .. 15,603 19,742 21,027 22,447
4. Monthly income

(subs) R33,846 R42,459 R45,054 R48,227

The Medical Services Plan now provides more comprehen
sive cover at a lower premium than any comparable scheme
operating in this country. Hitherto, the policy of the Board
of the Plan has been to discourage active canvassing of sub
scribing members. However, the Board has recently been
considering whether this policy should be revised with a view
to bringing the advantages of the Plan to the attention of in
dustrial and commercial organizations which may be. con
templating medical care schemes.
Participating Doctors' Loans

Consider;ltion should perhaps also be given to the question
whether the time has come when the Plan should refund to
its Participating Doctors their R20.00 loans. You will recall
that these loans were given to assist the Plan in meeting the
initial costs of setting up its administrative machinery. In fact,
these loans have remained intact and the Plan has throughout
succeeded in providing for nece~ary office equipment and
other expenses out of such surpluses as remained from current
income after deduction of benefits rendered to subscribers.
The removal of the requirement for a Participating Doctors'
Loan should remove whatever reservations may still exist
regarding voluntary participation of doctors in the Plan, since
recognition as a Participating Doctor will then be automatic
on application and agreement to abide by the conditions
detailed in the Participating Doctors' contracts.

My own recommendation is that these loans should be
handed over to the Benevolent Fund of the Medical Asso
ciation of South Africa. This would serve as a fitting gesture
to the Medical Association which conceived and initiated
Medical Services Plan. Moreover, it would set a precedent for
the other six Medical Association-sponsored Plans, when, in
due course, they too come to consider refunding their Partici
pating Doctors' loans. I feel certain that most Participating
Doctors have written these amounts off already. However.
each Participating Doctor will be given the opportunity of
determining his wish concerning his personal loan.
Pro-rating of Accounts

On bemg advised that the general practitioners in this area
had increased their fees for consultations and visits for private
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patients, it appeared to the Board that an increase of 25 cents
in the maximum fees payable by the Plan for these services
became applicable in terms of the formula prescribed by
agreement between the Plan and the Southern Transvaal
Branch of the Medical Association. The Board therefore
sought a ruling from the Branch Council on this matter and
was requested to bring the increase in fees into effect. This
the Board agreed to do, but it did not consider that it would
be opportune to increase subscriptions to cover the antici
pated increase in expenditure. Having regard to the claims
experience of 1963, it was therefore decided that, as a financial
safeguard, all accounts for services rendered should be pro
rated 7% from 1 June till the end of the current vear. Account
is being kept of all amounts pro-rated and each- Participating
Doctor affected is being credited with these amounts in a
separate 'suspension account'. It is hoped that the Board's
estimate will prove to be conservative and that the Plan will
be able to repay all amounts outstanding to the credit of the
individual doctors at the end of the fiscal year.

Dual Tariff
At the last general meeting a resolution was passed without

dissent that the Participating Doctors favoured a sliding scale

of subscriptions and two or more tariffs of fees dependent
upon the incomes of subscribers and family size. As you
know, the Medical Association of South Mrica is at present
considering the question of the tariff of fees for medical
services which should be applicable to all pre-paid medical
schemes. The Plan will, of course, abide by whatever decision
is finally arrived at by the Association in this matter,
but the fact that the Participating Doctors of this Plan are
opposed to a single tariff should not be ignored. Should it
finally be decided that there will be a single tariff applicable
to all pre-paid medical schemes, the policy of pro-rating of
accounts to meet any possible shortfall in income from sub
scriptions will, of course, have to be reconsidered.

In conclusion, I wish to take this opportunity of expressing
to our Medical Assessor, Dr. J. Alexander Bell, to our
General Manager, Mr. P. J. Parvus, and to all the members
of the staff of the Plan, our very sincere thanks and appre
ciation for the very efficient and painstaking manner in which
they carried out their duties.

I now have the pleasure in moving the adoption of this
report and financial accounts.

MAURICE SHAPIRO.

SOME COMMENTS ON THE COMMONWEALTH MEDICAL CONFERENCE
A. L. AGRANAT. M.D., F.R.C.P.E.

The Commonwealth Medical Association Council Meeting was
held at British Medical Association House in Tavistock
Square, London, from 8 to 11 June 1964. The Medical Asso
ciation of South Mrica and of Ireland have remained mem
bers of this Association. The South African delegate to this
meeting was our Associate Secretary, Dr. P. D. Combrink,
while Dr. A. H. Tonkin, Secretary to the M.AS.A and I were
official observers. Dr. Raymond Theron (Bloemfontein) joined
us towards the end of the session. I should like to record a
few of my impressions of this CMAC meeting.

On the day of registration at BMA House we had the
opportunity of meeting a number of the senior officials of the
British Medical Association. Many of our members will recall
the visit of the late Dr. lan Grant with Dr. Derek Stevenson,
Secretary of the BMA, to South Mrica about three years ago.
We renewed our acquaintance with Dr. Stevenson and met
other officials who were most helpful to us. Dr. R. A. Palli
ster, Medical Director of the Commonwealth Advisory Bureau,
which is the main source of advice for postgraduate students
for most of the doctors going to Britain; Mr. Giles, Treasurer
of the Association, and other active members of the BMA
staff. In the course of conversation we were able to learn a
good deal about the administration of the BMA. An example
of this was their comprehensive scheme to bring in all newly
qualified doctors as members of the British Medical Asso
ciation.

The aims and objectives of the Commonwealth Medical
Association include the promotion of interests of the medical
and allied sciences, the maintenance of the honour and tradi
tions of the profession and the welding of the closest possible
links between the members.

The Conference was held under the able Chairmanship of
Sir Arthur Porritt, well known to many South Mrican doctors,
and an Honorary Fellow of our College. There were repre
sentatives from most of the Commonwealth countries. Sir
Arthur, as the incoming President, took over from Dr. A. D.
Wigegoonewardene, President of the Ceylon Medical Asso
ciation. By reading the minutes of the previous Common
wealth meeting held in Ceylon in 1962, a fair impression of
matters under discussion was obtained before our meeting.
The common bond was summed up in the phrase - 'the
British way of medicine'. This applied to the common source
of me.dical education provided by the British medical schools
to the thousands of students and doctors over many decades.
The influence and pattern of this teaching have been trans
ferred to many lands and have been the main basis of medical
education in our schools. Although graduate education is
now available in most countries, Britain is still the most

important country for postgraduate education in the Common
wealth. There are several hundred South African postgraduate
students in Britain at present.

The Commonwealth Medical Association also provides a
rich source of information for the exchange of ideas and ex
perience. We are living in a world where the whole pattern
of medicine is rapidly changing and where governments are
taking an active part in the organization of medical services.
It is in these forums that we are able to learn about advan
tages and disadvantages of other government-controlled or
state-aided systems. At this present stage of development
these are most important issues for us in South Africa.

The Agenda included a symposium on the 'British National
Health Service' opened by Sir George Godber (Chief Medical
Officer, Ministry of Health, London), and Mr. J. R. Nichol
son-Lailey (Chairman of Council, British Medical Asso
ciation). It was pointed out that although the service was
comprehensive, it needed considerable stream-lining. Expen
diture and scope of service were continually extending. The
service cost the country over 960 million pounds a year, and
54% of the expenditure went to the hospitals. The hospital
waiting lists were still about 540,000 a year. It was pointed
out that when the service started the list was 500,000, but
hospital facilities are still inadequate and a to-year hospital
plan has been worked out. The service was still trying to
improve the lot of the general practitioner. General practice
was considered as fundamental. The government was Con
sidering such measures as 'clinic services' where a group of
GPs could coordinate their work. They considered that diag
nostic services-particularly pathology and radiology--should
be made more accessible to the GP. It was interesting to learn
that there were 7,250,000 references to consultative services
each year, and that more than one person in nine attended
outoatient departments in the year. This would appear to be
a disoroportionately large number considering the population
of Britain was just over 50 million. It does suggest that the
general practitioner's scone of service is somewhat limited,
and behind this lies the thought that the GP cannot be satis
fied with the conditions of service and remuneration. On the
other hand, the government was concerned with the problem
of risinl! costs. As Sir George said: 'We get our share of the
National Budget and all doctors think we do not get a large
enough share. We cannot have money that is not there, and
we have to make sure we do not waste what we get! I think
this argument invites the question as to whether a government
controlled service is the ideal. As Mr. Nicholson-Lailey
remarked, although the profession apoeared to acauiesce to a
National Health Service in 1948, it placed the profession in a


