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Libby Purves,


BBC Radio 4 Midweek


 


 


‘I simply could not put down this extraordinary mixture of stories from the GP’s surgery in suburban London. … Two clear messages emerge from this book, which should be required reading for every medical student. … First, medicine must relearn its heart and soul … Second, there is no certainty in medicine, and no clear answer as to what it is that cures, or fails to cure people. … Clearly told, and an extraordinary read, this is a passionate cry for humane medicine.’
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INTRODUCTION





I come from a family of 13 doctors and not a few hypochondriacs. Among my relatives I can also count a medical librarian, a medical researcher, a medical secretary, a medical social worker, and a technician in a medical laboratory. In fact, the family connection with medicine goes back even farther in time: all the way back to a village practitioner who lived almost 200 years ago.


Most of my adult life I have tried hard to escape from the gravitational pull of this family history, but mostly I’ve been unsuccessful. When I think back on it, my struggle to create an individual orbit around medicine (and sometimes to escape from it) began even before I qualified as a doctor from the University of Cape Town in 1967. And in a way, it still continues today.


Growing up in South Africa in such an overwhelmingly medical environment was always a mixed blessing. For one thing, it introduced me early on to an exotic, inverted world – unknown to most people outside it – in which the usually grotesque and shocking all seemed to have become familiar and domesticated. It was the type of world where suffering and death were close acquaintances and not the usual distant strangers, and where the talk around the dinner table, or the barbecue, was often all about Interesting Cases, with their bizarre symptoms, gross swellings, unusual cures or inexplicable deaths.


This background also taught me that medicine is not just about science. It’s also all about stories, and about the mingling of narratives among doctors, and between them and their patients. As Dr Foster, the general practitioner in Arthur Conan Doyle’s story A Medical Document, puts it: ‘There’s no need for fiction in medicine, for the facts will always beat anything you can fancy.’ In fact, the art of medicine is a literary art. It requires of the practitioner the ability to listen in a particular way, to empathise and also to imagine – to try to feel what it must be like to be that other person lying in the sickbed, or sitting across the desk from you; to understand the storyteller, as well as the story.
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Suburban Shaman is about medicine, and about many of the different types of medical practice. It is written from the perspective of a doctor who is also an anthropologist. It’s a view from the inside, from the other side of the doctor’s desk, and is based on the 27 years I spent in family practice, before taking early retirement some time ago in order to concentrate on teaching and writing.


This book is not an autobiography. It’s a mosaic of memories rather than a single story. It aims to take the reader along on a series of journeys that I’ve been privileged to make through the various different worlds of doctors and patients – from medical school in South Africa during the darkest days of apartheid, via ship’s doctoring in the Mediterranean, to a spell doing research at Harvard Medical School in the USA, to medical aid programmes in the Third World and encounters with shamans and folk healers in different countries, and finally, to the practice of family medicine in various parts of London and surrounding towns. Along the way, each of these different worlds has taught me a specific lesson about the nature of healing and of medical care. Those lessons form the basis of this book.
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Much of what follows is a defence of old-style family practice, and a celebration of it. It’s a type of medicine that people often take for granted, or even ignore – except when disasters happen. In Britain, the local National Health Service general practitioner or family doctor is still the first point of call for the vast majority of people who seek medical help. In its quiet and unassuming way, and every day of the week, family medicine is still at the very frontline of human suffering.


My own professional life has been spent mainly at this less glamorous end of medicine, in suburban family practice, far from the great fluorescent laboratories of the medical schools and the teaching hospitals, far indeed from the newspaper headlines about the latest wonder drug, or the latest tanned and white-coated celebrity surgeon. Family practice in Britain is a rushed, unglamorous life and the effects of its heavy workload can be grinding and corrosive. Yet, for all of this, I think there’s a quiet and unacknowledged heroism about it all. And it may well be one of the last survivors (though not the only one) of a long tradition of ‘real’ medicine, the type of holistic approach to health care that has always tried to treat the person as well as their disease, and to do this within the context of their own home, their family and their community.


What fascinates me particularly about it are the extraordinary human situations into which people (doctors as well as patients) find themselves propelled by illness, especially sudden, unexpected illness. Medical life provides endless examples of these situations, and they supply some of the tales that follow: brief glimpses through the half-opened doorways of many thousands of lives, revealing moments of drama that are poignant, tragic, bizarre or even comic.


Family practice is a long-term business. Gradually, over time, family doctors need to build up a picture of their patients and their backgrounds: from visiting their homes when they’re ill, from treating other members of their families, from consulting their medical records (which follow them from birth, wherever they move), and from seeing them not only in sickness but also in health (for routine examinations, health advice and immunisations). From all of this, they should acquire a deep knowledge of a particular individual and their family. Of course, to achieve this, it helps to be embedded within a particular community, to be a part of its daily life and of its local identity. Although in Britain this type of continuity is much truer of rural rather than urban practice, in the suburbs I have still often encountered my patients in the supermarket or in the street, as well as in the consulting room. Overall, their family doctor is more familiar to them than the white-coated strangers who interrogate and examine them at the local general hospital.


Family practice also involves (or at least, should involve) an understanding of patients’ belief systems, the ways they understand how their bodies function, and how they have got ill. And as far as possible, family doctors need to try to work within those beliefs in order to make their interventions most effective. Above all, family practice involves understanding the ways that illness can upset not only a body’s internal equilibrium but also the harmony of the patient’s relationships with the world they live in – and therefore how treatment should not only treat a diseased organ, but also aim to restore to the patient’s life that previous sense of equilibrium.
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As well as being a doctor, I have also been trained as an anthropologist. This has given me a certain individual perspective on medical practice, as well as on other systems of healing found elsewhere.


In the early 1970s, I gave up medicine for several years to study social anthropology at London University. I had been wanting to move out of clinical medicine for a while, in order to acquire a fresh perspective on it. Coming from such a medical background, I needed the break.


Anthropologists are people who study many different societies and tribes in depth, and then compare them with one another. They ask questions like: How do they differ from one another? What do they have in common? How do they see their world, and behave within it? Some anthropology graduates, like myself, have also gone on to study the different forms of curing and healing (they’re not necessarily the same thing) found in many parts of the world, especially in more traditional societies. There, the questions to be asked include: How do people explain the causes of illness, and other forms of misfortune? Do they blame others for their illness, or themselves? Do they blame germs or spirits, divine punishment or even witchcraft? And to whom do they turn if they do fall ill? A doctor, a priest, a healer? If so, why? Answering these types of questions often involves interviewing traditional folk healers, as I have done in South Africa, Brazil, Europe and elsewhere.


Anthropology gave me the opportunity to learn in some detail about some of the hundreds of different forms of healing found worldwide, many of them flourishing beyond the boundaries of Western medicine, and then to compare and contrast them with our own system of health care: to see modern scientific medicine’s many strengths, but also its weaknesses. It led me also to an interest – which I’d never had before – in the traditional African folk healers or shamans back home in South Africa, the sangomas, as well as in similar traditional healers elsewhere.


Being both doctor and anthropologist has also given me a different, rather unusual view of the work I was doing (and it’s certainly an advantage when working in London, now one of the most multi-cultural cities on Earth). This double vision has enabled me to observe close up, like some bemused ethnographer, the increasing alienation between the warring ‘tribes’ of patients and doctors – each with its own specific view of illness, its beliefs about its causes, and expectations of how it should be treated. It has thrown some light on the problems of communication between these two groups, and underlined to me, again and again, the crucial importance of understanding the patient’s perspective, as well as the role of family and social context in the shaping of illness, and how it is dealt with. It has also shed light on the two parallel but interconnected forms of health care that exist in Britain – general practice/family medicine on one hand, hospital-based medicine on the other – and to understand the advantages, and disadvantages of each of them.
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It took me some time in practice to realise that a fundamental aspect of family medicine was its attitude to uncertainty. After literally tens of thousands of consultations with patients, and many hundreds of house-calls, clinical practice eventually taught me one big, and rather sobering lesson: it’s that the more you know about doctoring and why it works (or doesn’t work), the more you realise how much you don’t know. For despite its patina of science, at its core medicine – and not just family medicine – is not really about certainties, nor ever has been. To the disappointment of some of the new breed of ‘techno-doctors’ as I’ve called them, it’s also about doubt and ambiguity, and ethical dilemmas that are sometimes difficult or even impossible to solve. It’s also about the limits of human expertise, especially with serious, chronic or incurable diseases.


Uncertainty is endemic in medicine, and it’s the inspiration for much of its research and enquiry. But it’s also part of its frisson and what makes it such a fascinating, absorbing profession. For, especially in family practice, you never quite know who, or what, will walk through your door next – the diseases they will suffer from, the stories they will tell.


At the level of daily medical practice it means, as the cancer specialist Rachel Naomi Remen puts it: ‘Perhaps the most basic skill of the physician is the ability to have comfort with uncertainty, to recognise with humility the uncertainty inherent in all situations, to be open to the ever-present possibility of the surprising, the mysterious, and even the holy, and to meet people there.’


Despite Dr Remen’s advice, my own experience is that modern medicine seems to strive increasingly for a world of ultimate certainty. A world devoid of ambiguity, where the wonders of science and technology will provide a clear answer for every human doubt and a clear solution for every human ill; where everything can be measured and everything can be explained, and almost everything can be controlled, even the processes of death and dying. Not surprisingly, one result of this approach is the tendency to see the ill patient’s body as just a malfunctioning machine, one that needs merely a mechanical repair, or a new type of chemical fuel, or just the provision of spare parts. A machine that can best be diagnosed, and monitored (and sometimes treated) only by other machines.


But this attempt to reduce much of the complexity of human suffering to a graph or an X-ray plate, a scan or a printout, is doomed to failure. It can never work. It has resulted in many patients perceiving the medical system as becoming even more impersonal and standardised every year. They complain that some doctors concentrate more on the diseased body parts, than on them – the people who contain those body parts. Many say further that it largely ignores their beliefs and fears, their individual needs, feelings and desires. Already the signs of this process of alienation are here: increasing patient dissatisfaction with doctors, more frequent litigation and complaints, media campaigns against the medical profession, and a growing resort to the various forms of ‘alternative’ medicine.


In the United States, critics of the medical system are even more vocal, seeing it as being in danger of becoming just another industry, a major corporate undertaking in which profits have become more important than people, an industry over-dependent on expensive technology as well as on the pharmaceutical industry. It was something I saw at close range in the mid-1980s, when I spent a year in the USA, teaching and researching (mainly on psychosomatic disorders) at Harvard Medical School That year confirmed to me that for all its wondrous discoveries, modern medicine really was in danger of entering a cul-de-sac, one that could eventually alienate it from many of its patients, and from its traditional tasks of healing as well as of curing.


But even in Britain, with its proud NHS, the impersonal mass-production factory model sometimes seems to have become predominant, with the key aim (or rather ‘target’) of feeding in the raw material of sick people at one end, and ‘producing’ larger and larger numbers of healthy people at the other – and all in the shortest possible period of time. This is despite major changes and improvements such as the increase in numbers of women entering medicine, and a greater emphasis on consultation skills. In recent years, too, the case of Dr Shipman, the family doctor who murdered many of his patients, has thrown a dark shadow over the relationships between patients and their doctors.


For many reasons then, family medicine itself seems in danger of moving further away from its original roots, from that well-loved (even if largely mythological) figure of the past – the old-fashioned family doctor with his kindly face and little black bag out visiting the sick on some wintry night, urging on his horse-and-buggy through the blizzards or the driving rain – towards an imitation of hospital medicine. Under the relentless pressures of bureaucracy, cost-effectiveness, rushed consultations, the fear of litigation, the decline in home visits and other factors, those words of Arthur Conan Doyle – ‘He goes from house to house’, and his step and his voice are loved and welcomed in each. What could a man ask more than that?’ – sometimes have a hollow ring about them.
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This book was written in answer to two inner imperatives. First, a desire for some resolution within myself of an old (and sometimes painful) split between two different worlds: those of science and art, medicine and literature. And secondly, because of a certain unease and sadness that I feel about some of the directions in which medicine is going. However, despite its occasional polemical tone, I should make absolutely clear that the book is not a rejection of scientific medicine. Nor of medical specialisation. Both are necessary, as well as indispensable, but it does make the point that while such specialised skills are necessary, they are not sufficient. Focusing only on a tiny part of the body, but not on the rest – and seeing people only in an impersonal clinic or hospital ward, far removed from their familiar home or family context – is often not enough. Something else is needed.


At medical school, in our textbooks and lectures, diseases were described to us as if they were abstract ‘things’, somehow independent of the people who suffered from them. And independent, too, of their religious or social backgrounds, or the particular and unique circumstances of their personal lives, such as stress, unhappiness, poverty, discrimination, or poor housing. Most importantly, this approach left out the meanings that people give to their illnesses, the sorts questions they ask themselves when they do get ill: ‘Why has it happened to me?’, ‘Why now?’. It left out, too, all the stories they tell – to themselves and to others – the stories you hear in family practice from across your desk, every day of the week: endless cycles of stories, whether poetic or banal, many hidden within other stories, or concealed behind the masks of symptoms or disease.


Sometimes, in criticising this trend towards the increasingly impersonal approach of high-tech medicine, I sound (even to myself) like a sort of Luddite, someone nostalgic for a mythical, long-lost and low-tech Golden Age of Medicine. Then I have to remind myself, forcefully, that in the 17th century ‘nostalgia’ was actually the name of a disease, an extreme and pathological form of homesickness. I also have to remember all that medicine has achieved: its great triumphs of surgery and transplantation, the development of new drugs and vaccines, the conquest of many diseases, the decline in infant mortality, the lengthening of the human life-span. Yet despite all of these achievements, I still feel that something is being lost from medicine today, or is in danger of being lost – some precious, elusive quality of human interaction, something invisible and yet at the same time very real.
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I have chosen the title Suburban Shaman because it seems, to me at least, that some aspects of the work of a family doctor have a distant resemblance to those of a traditional healer. To some this might seem absurd. As a modern doctor one should have absolutely nothing in common with these people, with all their superstitions, their feathers and fur, their strange chants and outlandish rituals. After all, our intellectual roots are completely different – ours in Science, theirs in religion and folk tradition. But I’ve come to believe from my anthropological studies that different types of healer, whether medical or not, have more in common than might appear – and so do the patients who consult them. After all, under the masks of culture and custom, suffering people want roughly the same things from their healers, in whichever society they happen to live: relief from discomfort, relief from anxiety, a relationship of compassion and care, some explanation of what has gone wrong, and why, and a sense of order or meaning imposed on the apparent chaos of their personal suffering – to help them make sense of it and to cope.


Healers such as the South African sangoma are usually dismissed by Western doctors as quacks and charlatans, irrelevant or even dangerous – and many of them undoubtedly are. But with all our science, our sophisticated X-rays, MRI scans and other diagnostic gadgetry, I still think we can learn something from them, just as we can learn from the previous generations of family doctors. It is something that today’s rushed, over-specialised, ‘techno-doctors’ are in danger of forgetting. It’s that more holistic view of illness that focuses primarily on a person and not just on their diseased organ; that strives, even if it cannot cure physical disease, then at least to help patients feel better in themselves, more peaceful and more comfortable in their relationships with others, or even with their deities or their natural environment. Such a broader view sees how illness can cause (or result from) an imbalance in a patient’s personal cosmos, particularly their connections to those around them, and how, through talk or ritual, social interventions or other treatments, that balance can be restored.


Like previous generations of doctors, what these healers lack in scientific knowledge they often make up for in a shrewd knowledge of human nature, in impressive bedside skills and in a roughly hewn folk wisdom of their own. For all their obvious limitations (and there are many of them) there are some things modern doctors can learn from them, just as the last generations of doctors would have learned lessons from their old horse-and-buggy predecessors. Over the years, I’ve tried to understand the way they work, the tricks they use. Perhaps most valuable of all, they offer us a window into the past – a glimpse of a more ancient way of healing, now largely replaced by medical science. And it’s worth a glimpse, even if the landscape seems at first so unfamiliar.
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The sections of the book that follow this Introduction are arranged, more or less, in chronological order: from medical school in South Africa onwards. Along the way, there are some reflections, based on my own experiences – including some mistakes I have made in practice, in both attitude and action – and some clinical tales to illustrate them.


So the question remains. What are the special strengths of modern medicine, and what are its special weaknesses? What, in recent years, has gone wrong with it? And what – if anything – can we learn from other forms of healing found elsewhere in the world?


I offer these tales in the hope that they may go some way towards answering a few of these questions.
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PART


1
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Setting Out
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CHAPTER


1


Asylums





It is the 1950s, and I am still at school. My father is an astronaut. Every few years he seems to travel to a different planet. Strange, rectangular planets, usually orbiting through small towns or dusty dorps, in the depths of the South African platteland or countryside. Actually, he is a government psychiatrist, who works for the oddly named ‘Department of Mental Hygiene’. He is a staff psychiatrist and later the head or deputy-head (they call it Physician-Superintendent, or Assistant Physician-Superintendent) of several big psychiatric hospitals, one after the other. These are the planets that I reluctantly land on every year. While all the other children spend their summer holidays on the beach, I spend mine in mental hospitals.


Cradock, Pietermaritzburg, Howick, Krugersdorp, Queenstown, Fort England Hospital in Grahamstown, Weskoppies Hospital outside Pretoria (known locally as groendakkies or green roofs). In each place I run barefoot with the other doctors’ children, fight and play bok-bok and other games with them. In each place I am introduced proudly to every individual member of staff: ‘This is my son. He’s at school in Johannesburg. He lives there with his mother. He’s very artistic. Say hello to Dr Geldenhuys, boytjie.’


Driving through the high guarded gates, past the small brick bungalows and coiffured lawns of the senior medical staff, you find yourself entering a different world, a volatile place of unexpected moods and hidden rules. There are some men and women in white coats and white uniforms standing around, others shambling by in pyjamas or dressing gowns, withdrawn, frozen, shouting out or crying, or talking volubly with invisible companions. I am forbidden to speak to them.


Like the asylum at Charenton, in Peter Weiss’s play Marat, the hospital is to some extent a distorted mirror image of the world outside. By the 1950s, madness is on both sides of the fence. Apartheid is now powerfully pervasive, and my father hates it. By government decree, the Black patients are rigidly segregated from the Whites in his hospital. They sleep in different wards, are given different (‘more culturally appropriate’) diets, live in different degrees of crowding, and also (though this is seldom spoken of) sometimes given different types of treatment.


One day my father tells me of a rumour about a colleague of his (a psychiatrist, but also the proud possessor of a theology degree), who is said to have given many times the recommended dose of electro-convulsive therapy to his African patients, as part of a post-graduate ‘research project’. But no matter, he is supposed to have said, for ‘their brains are completely different from our own’. It’s odd how soon my memory of this conversation becomes fuzzy, and fades, for no one ever mentions it in my presence again. When I eventually do meet this man, the puzzle deepens. He doesn’t look at all like a Dr Mengele. He is plump, amiable, cheerful and bald, a family man, with a kindly face and a booming laugh, probably a stalwart of his local Dutch Reformed Church or even a lay minister. He gives me sweets and slaps me on the back. But is he mad or bad? Is he just living on the wrong side of the asylum fence, or is he evil? Or maybe neither? How could any doctor behave like that? For years of my boyhood I try to puzzle it out. But however I look at it, the sense of unease remains: the apparently unbridgeable gap in my mind between the person I’ve met and what he’s done. For many years it remained as part of my wider South African mystery. A puzzle, without a solution.


 


Among themselves, my father and his colleagues speak in a peculiar dialect, difficult for any outsider to understand. They speak of strange creatures they refer to as ‘psychos’ and ‘schizos’ and ‘feebs’ (or feeble-minded), sometimes differentiating between ‘low-grade feebs’ and ‘high-grade feebs’. There are bad people called ‘psychopaths’, people who laugh too much called ‘manics’, people who don’t laugh at all called ‘depressives’, and some who don’t like being laughed at, called ‘paranoids’. After many summer holidays, these words become contagious. I find myself beginning to use them on my friends and my relatives, even on myself. Thus, for much of my childhood I come firmly to believe that sadness is the same as depression, mania a type of happiness, ‘manic-depression’ a combination of the two. And also that being confused is the same as being ‘schizoid’, while disagreeing too strongly with your parents is the clear sign of a ‘psychopath’ – bearer of a terrible, yet ill-defined, Mark of Cain.


In the hospital grounds, several ‘high-grade feebs’ and a heavily-sedated ‘schizo’ or two water the lawns, or weed the flowerbeds in the garden of my father’s bungalow – the one with the white metal burglar-proof bars on the windows, and the large hunting rifle mounted above the fireplace. Part of the peculiar atmosphere of these places comes from the fact that many of them were formerly military camps, their barracks now converted into lengthy wards. Fort Napier Hospital in Pietermaritzburg, for example, where my father worked for several years, was once the base of the British army in Natal from 1843 till 1914, and was especially important to them during the 1879 Zulu War. Later, during the First World War, it was used as an internment camp for German Prisoners-of-War, only becoming a government psychiatric hospital in 1927. It is this atmosphere of high fences, long barracks and straight lines that still signals a place sealed off from everyday life, one where discordant bodies, as well as chaotic emotions, can gradually be brought into line. The atmosphere within it is tense, touchy; the boundaries between ‘sanity’ and ‘madness’ only paper thin, though these pieces of paper, once signed and officially stamped, can have very powerful and permanent effects on any individual’s life.


At first sight each of these hospitals seems to be an inverted, illogical world, a mundus inversus, a world where nothing makes sense. But then, with all the madness of apartheid in full fling outside, you begin to notice a certain quiet peace about them, about their ordered lawns and neat fences, their fixed routines and regular rituals, a certain logical calm. To me, entering and leaving them each summer, they gradually come to seem like a refuge, an asylum.
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One year my father invites me to attend a play, in one of his hospitals, acted by the patients themselves. It is late in the afternoon, and the big hall in the hospital grounds is slowly filling up. Outside, in the purple African dusk, the cicadas have already begun to applaud. In the hall, the psychiatrists, the matron and the senior nurses and administrators sit stiffly in the front row, benevolent smiles fixed on their faces. Behind them, sit a row or two of worthy local citizens looking nervously around them. The rest of the audience is made up of nurses, porters, clerical staff, followed by rows of patients – the Whites in front, the Blacks behind. One by one, flushed and excited or vaguely frowning, some twitching all over, they have been slowly guided to their seats by groups of nurses.


When the curtain rises, the atmosphere in the hall suddenly becomes electric. I can feel the row of psychiatrists and senior nurses tense up in their seats beside me. They glance anxiously up at the stage, and then back at the crowd behind them. The stage itself is empty, except for a table, and two wooden chairs. There is a backdrop of a room with a wide-open door leading to a garden, open windows and bright pictures on the wall, all crudely painted on sheets sewn together and rustling in the evening air. The plot of the play is confused, but no one seems to notice. The details are long forgotten – something about jealousy and love, and a missing letter. There is a tall, gangling hero with missing teeth and a guttural Afrikaans accent, a lipsticked heroine with disordered hair, and two or three others in borrowed suits and dresses. They shout out their lines or mumble, occasionally trip or stumble, and throw themselves across the stage in exaggerated leaps. At random, unexpected moments, there is wild, ragged applause from the audience behind us. The air in the hall is charged with suppressed hysteria. My father’s hands grip tightly together.


Halfway through the second act, the hero’s voice begins to rise alarmingly. He seems disoriented, looking around him with apparent confusion. He is beginning to shout out his lines a little too loudly now. Even under her sedation, the heroine looks worried. In the aisles, I notice several of the burly male nurses begin to move slowly forward towards the stage. But then suddenly the hero smiles, his voice drops and slurs for a moment, and then he carries on with the script. He makes a joke. Everyone laughs. In the aisles, the nurses relax. After a few more shouted and chaotic dialogues, the curtain falls. Everyone applauds with relief. The psychiatrists and the matron smile at one another, nodding. It has been a great success. The local worthies also look pleased. So this is what the doctors mean by ‘drama therapy’. It must be the modern approach to treatment. The patients remain seated as we all file slowly up the aisle and out of the hall, chatting to one another. Outside, in the hot summer African air, the cicadas are still applauding.
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CHAPTER


2


Medical School





We begin simply, climbing our way slowly up the evolutionary tree. First we study a variety of cells and small organisms under the microscope. Then one by one, we dissect worms, snails, cockroaches, dogfish, frogs – almost all the Ten Plagues, in fact, except for the Cape Lobster Jasus lalandii, and that token mammal, the white rat. Along the way we are learning the basic medical way of thinking: studying living systems from simple to complex, small to large, part to whole.


After this year of zoology, and other basic sciences, we move on to the study of anatomy and physiology. Every day in the icy dissecting room, there is the exploration of dead, damp grey flesh stinking of preservative. Rows of silent figures swathed in thick plastic sheets, lie in long parallel rows around us. Sometimes it feels to me as though we’ve wandered into a subterranean tomb filled with ancient mummies. Four of us students – two on each side – dissect our particular cadaver. She is, or rather was, an elderly African woman. We know nothing else about her. We give her a nickname and wonder how she died. We try not to stare at what remains of her genitals. We rest our copies of Ellis’s Anatomy, with its greasy annotated pages, on top of her face or her opened chest cage. The other two students are much keener than we are. Their half of the body is being dismantled at a much faster rate than ours, the sodden muscles, veins and nerves coming into view long before our half does. Perhaps they are cleverer than us in other ways too. For soon their side looks less human every day, resembling even closer the illustrations printed in our anatomy textbooks. Years later, the two of them become physicians specialising in only tiny parts of the body, while on our slow side we both become family doctors.


Before we dissect the cadavers, our tutors inject red dye into the arteries, blue dye into the veins. They strive to make them resemble, as closely as possible, the bright illustrations in our anatomy textbooks. In all this, we are learning an important lesson of medical education – how to turn death into an artefact, an abstract idea or even a form of art. Using our scalpels, we are gradually turning the human body into a piece of art – a three-dimensional textbook, a sculpture of itself, a Gray’s Anatomy spread out before us. In the dissecting room it seems to me that Nature is being made to imitate Art, for only in this way can the fear of death be kept at bay.


In resonance with the South African world outside the medical school, we are also imposing with our scalpels a type of apartheid on the body – a splitting of the whole into named parts. It’s the way that anatomy is taught, but in dismantling the human image we are also in a way dismantling ourselves. Something else is in danger of dying in the dissecting room: a unified sense of what is human, an ancient shape in the mind.


The study of physiology is fascinating – the way the body actually works, the subtle way that it’s been organised to move and to metabolise, to feed and renew itself, to create energy from its diet, to adjust to so many different environments, both inside itself and out. One doesn’t have to be religious to see it all as a miracle of design or to wonder at the way that muscles contract; that nerves transmit their impulses, smoothly and with little interruption; the ways that the endocrine glands secrete and control their hormones, in a series of delicate feed-back loops, to maintain an inner homeostasis. It all seems to make sense, in a marvellous and logical way. And all this internal bustle and activity, all these rushing blood cells and circulating hormones, these pulsing systoles and complex metabolic cycles, are a welcome antidote to the dead, still, stinking silence of the dissecting room.


After the traumas of dissection and exams, we move on to the third year, with its more detailed studies of actual diseases. Now there is a new affliction. ‘Medical student’s disease’, a well-known form of hypochondria, afflicts many of the class. Studying one grisly disease after another, many of us develop the ‘typical’ profile of its symptoms and physical signs. With horror, we realise that the disease is no longer distant: it has jumped off the page and entered into our bodies. And we are now it, the illustrations in our own medical textbooks. It is terrifying. Soon I am one of those trekking off regularly to the X-ray department or going surreptitiously to the lab for a blood test or two. But that year, Nature really does imitate Art, and in a tragic way. During our lectures on the ear and its many diseases, particularly on a rare tumour called an acoustic neuroma, several students develop, predictably, its ‘typical’ buzzing in the ears and loss of hearing. One by one, they go off for tests and reassurance. Only this year, things are different. For one particular student, unfortunately, the tests prove not to be negative.


 


It’s difficult to avoid the ubiquity of death. Even my room in the student residence overlooks the mortuary, with its tall belching chimney and the small post-mortem room next door. Just behind it is an old cemetery, and in the far distance the blue-green hills of Milnerton, where a friend and I go horse-riding on most Sunday mornings. Several times a day, just below my window, an unmarked blue van drives down from the big hospital up on the hill. Then there is the clanking of doors, and another white-swathed figure is wheeled out on a trolley and into the building like an ancient mummy. And each time, when the tall chimney belches a while later, a sweet, sickly, unsettling smell drifts along the corridors of the student residence, and creeps into our rooms and between the pages of our textbooks – and then eventually into our dreams.


Death by day, art by night. In the evenings, to deal with the morbid events of the day, I decide to take life drawing classes. I have always drawn, even from infancy, encouraged by my mother, who herself had graduated in 1937 from the University of Cape Town’s Michaelis School of Fine Art. The classes are held in the early evenings at an art school on Green Point Common, an old colonial building, and the big room crowded with easels is filled with a cool sea breeze and the smell of ozone from the Atlantic coast only a few hundred yards away. Here for several hours, I can contemplate pink, naked flesh – untouchable, but at least alive – instead of the grey, damp, icy flesh of the day, with its sour stink of formaldehyde. Twice a week, using charcoal or pencil, I can create new life on every blank page. It’s the only way I can cope.
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