
C:u' i r rg l i l '  l ' : r t ic t r ts  l r r r< l  t l rc i t '  t l isot '< lc ls

yeals. Thcrc

eviclcncc ttr

benzocl iazc-
rf insortrtr i i - t .
t cd  a  h igher

idents. utorc

o ison ings ,  a

al status, and

: impainlctrt
:  o 1 '  b c n z o -
l - i rc  l r r t c  o l
-  n  l r  i c i r  r r l r , t
l l t ' a t l ( )ns  i ln ( /

ion lcur irr : :

lr lulnera blc
tbng-act in {-r
se  n tcd ica-
:rat ion uncl
)ni l  nuat tolt
enzocl iazc-
n  p l a c c b o .

l f  clcnr-cLrt

5  t t r ( ! \  ! r r 5 U

and r i tar ia .
l ivc cll 'ccts
wi th othcr

ep ressan l s .
' a t  adn r i n i -
rb lenr .  ancl
occur after

:s indicated
for paticnts
te rvas :1.2

;e recc iv ing
L e  w a s  6 1 . 8
)ebo group.
cal courpa-
:, r, i,hich is
tcern about
diazcpi ncs.
lablc  c loes
:haviou raI
: rLecl  ovcr
:ians laccd
honi ollrcr
iustccl arld
e s c r i b c  a
shoulc l  be
r  4  w c c k s
in ef I 'cctive
: has oflcn
tive. but a
et al cloes
t y  o f  t h i s

d iazcpincs
lnzodiazc-

/ . . l r r / , r  1 . .  l l , , r , i

l ' t r k . . f t ' t r ' rn t  l ' .

. l oscp l r  ( ' l rn tp l tc l l  o r rcc  s t l l c r i :  / ' r ,o / r / t ,
: t r . t  t l r t t l  v l r t r l  l t , ' r ' t ' t r l l  , s t 'a l ; i t t ,g  i t  t t
r tr t ' t rrr irr .g l i t r  l i l i , .  I  t lotr ' t  thi t t l i  t l r tr t .s
n lttrt t L"r'r' rt,ttll.r.sccliittg. | /hitrli tlrul
rrc rL'  .st 'clr i t t ,q i .s Ltt t  t , . t '1tt ' t  i t ' t tcc ol hait tg
Lr l i rL'. .rr t l lt tr t o t t t' l i f c t'.t 1tt' t' i c tt t e.s o tt t lt c

l t t r r t l . t  l t l t r . s i t  t r  I  l t l u t t c  w i l l  l t u v t '
t ' t . \ ' t t i l t t i l t  t ' . \  t  i l l t i t t  t , t t t  t ) | t t  i l t i l ( t ' t i l ( , . \ ' l

ln,itt,q ttrtd ratlit.r, .so lltul l.e ucltrttll.t,

Ittl tlrt rul)lut'( ol hcitt,q ulive.
\ \ ' h c n  I  r i  l s  i n  t h c  d c p t h s  o 1 '

dcp tcss ion .  l l ' u rk i l tg  ou t  the  r lean ing  o l '
rny  l i l c  was  parantou t r t  par t i cu la r . l y
bccausc thclc orr ly apltclrcd to be a lack
ol '  rrrcanin-u to cvcrythin-u. Campbcll 's
r i ' u rds  rvc rc  l i r t i l c  anc l  unat ta inab lc .
N o u  t l r l r l  I u r r r  l r c l l c r ' .  I l i r r t l  r r r l s e l l '
r cvc l l ins  in  s in rp ly  bc ing  a l i vc  and h is
rvolt ls rnakc scnsc. Anotl ' rcr part o1'this

'hc I I l l r c  and br in ts ionc '  p rcachers  o fno t
s o  l o n e  a g o .  I  p a r t i c u l a r l y  l i k e  l h c
l ir l lowing cluote by I{ icl< Fields:

' l ' l t i . s  
l t c rso t t  cu l lad  up  aud.s t t i t l  ,

' \ o t r ' t t ' g o t  
l o  t o n t c  u t r d  t a l i . e  / l t i . s

.s t' r r t i t r tr r'. I t t i I I t o r tt p I t' t c l.t' r' lt a tt ge y r t r t t.
l i lL: i tr  j tr .st otte tecl;atrt l . '  And Lsuit l .
'l,kll, 

I don 7 v,ttttt to t ompletel.v chunga
m.r li/t:|hi.s y,eckettd. I'vc gol a lot o/
lltings to do on lTotrtluy 

'I

Sclt in-g goals can of course be r.cr1,
rvor th rvh i l c .  and bc l i c l  ing  in  ourse lvcs
(that u'c'r 'e capablc ancl r,vorthy hunran
bcings) is vi tal in tcrrns of healthy scl l ' -
cstccrn. But I  ntusl point out that rrry
' -uoa ls '  nou ' -  bo th  pcrsona l lv  a l td  as  a
hcalt l t  profbssional arc cluite dif fcrcnt
l l ' o r n  ? 0  y e a r s  a s o .  W h a t  h a s  n o t
changccl quite so much are my valucs.

The pcrson of the practitioner: Roy Jobson

.l ('rrtiut(bn n'reals ttadilitttal Aztet'.rc(?urs ri'1ilt.tsid atxl sJit"iltul ltcalth. \ktr

cxgrc - r ' ie  ncc  h t rs  bce  n  to  l car r r  th l t  thc

,q i loo i . t . rv  i r rnc t ;  ( r ,vh ich  s t i l l  occur )  a r -e
lempol 'ary and u,i l l  end, ol icn within a
shor t  t imc.  I ' r ' c  come tc l  rea l i sc  tha t  i t ' s
no t  hc lp l i r l  1o  rcs is t  thesc  l in tcs .  and
sor.neu'hat l ikc the al legorical ct 'cature
i n  t h c  p a r a b l c  a t  t l i e  b c g i n n i n g  o f
llichard llaclr's 1/1rr.sio tt s ; A d v c n I u rc,s o./
a Re/uclturl  Mt' ,s.siuh,2 i t 's tviscr and
ult in.ratclv bcltcr 1o ' let go uncl qo \\r i th
thc  f lo r i ' .

I n  r e c c n t  y c a r s  s o c i e t v  h a s  b e e n
exposed to a l t lofusion of ntot ivat ional
speakers who urge people to sct (of lcn-
s i m p l i s t i c )  g o a l s  a r . r d  t h c n  s t r i v e  t o
acl i icve thcnt. Wc are urgccl to tal<e our
l ir . 'es in ol lr  o\\rn hands and bcl ierc in
oursclves. Sornc of this is accttrrpanied
w i t h  e v a n g c l i c a l  z e a l  n o t  u n l i k c  t h e

! ) t  I I 4  . f o l t . , o t i .  \ l l ] (  I r l l ( l  ( " 1  ) .  \ l l ' r ; r r \ l t ' r l ( \ l t ' r l r r r r ' ; L ) .  I  I l ) i p l - t l - \ i L ( \ \ ' i r ' )

Sc r t i o r  l t : u r r i h  l ' i t r : i t  i ; t r r  (  l i r r i r ' : r l  I ' l r ; u ' t l r i i t  t i l oq i s l .

l )epl .  l ' l  r ; r r  r r t : r t  oLr. r . : , r  ;Lt t t  l  l  l t t  t  : rpt ' t t l ics.  \ l t  t l l  t l  t . ; r

(  i  r  t  t ' s :  J  t r  t t  t r  / t '  t  t t i  . '  r  r r r  jo I  rso I t ( t ) l : r r  t l  i t  . t  t t  1

I l t a r , cs t r . t t gg l c ( l ( ( ) | j l l d t l r e . r . i g } r t ' t t l p i t . f o t . t l t i s c< l i t i on ' sC I ' I ) . I r r

l L ' l v1x l ss i l l i l i t i c s l i l t . l t t t t r r ec< -1 i t i . l l t , l r t r ] t c l l l r t ' k< l I . t t t r - t l r i t c l ' I t t t l r cc r t c l I l r l t r ' c t : I t t l s t l t t
l i r 'c<I r r i t } r t l l .er t l tc last tet r r .e ; t rss i t t t .c fetu l . I l i l ]g l i r l r l ra \ .e?1r :$: t I [ t r r r4; l t r -er

crl it iOn (\)r1('el 'n

tlrat sorrrc ol '1rnr wh<l
ollcntls \ '()t l, \()tt rri l l  rec<tglisc tlrat I arn t;rlking alxrut nr\, <xrrr crl lcrielx'c, arxl 19t eyerr l i ttcrplrt irrg t() statc'rurivclsal 

tnrlhs' <lu lrchali '  o1' othcrs.

( ) r rc t l l . t r t \ '1 l t : r .s t l t ta . l t l i t1rct r l t iesr l l . t l te1ast t lc<:at lc

<l t :J l rcss i< l r t . I l t i t r 'c l l lu . ; r \ .s l t lx la terrder
l i l i : ' l ) i r r t< l | . t [ t t l t :x ; lcr . iencct :<r l r l t l r r .e l lber lest ' r i l r t l l I5 . 'u . '1r , r r ' l r ic l r i r r t l reAzfet ' t ra t l i t i< l r r l ] t ( : i t l ls

l i l r r r r r l t lx t tex l ) fcss i ( ) l lpar t ic t t lar . |v l rc l1 l f t r l ,asIcx1r t . icn lcedtr1\ .

; Isc() l |u) lc tch ' i r re ler 'ant- i tactu: r ] l r 'c (x ] t r i l )u te( l t< l t l repr t l l l le l l } . I iu} r : r rec<;r 'er i I tg
s1l i r . i t r r i r la l l r rsc. | l . i l rac() I ) \ '< l [ . I r r t ' lx lok let .Sb. i [ .T l rorrghtsCa1l t i r 'c ' r r1.Jx>el t ts : l ( I$ ] - id I }gS

issucs:, lllcasc e-rrrail nre af urr.iobs<ln@lartic,net.l

I  l r lsr l  l t : r re lo  ix l rn i t  l l t : r l  I  iu t r  k i l l i r r ;4  hr i r  l l i r r ls  n i t l r  or re s lonc i r r  t l r is ; r r t i t ' lc ,  : rs  i t  l i ryr r rs  t l re  Ixrs is  6 l ' ; r  r r , r .Ls l r r4r  I
rlill lr l)l'('s('rllillg al tltc secott<l SA Natiur:rl \\"ellness Confclenc'e in Port Elizabcth in fhe fir-st n-cek '1'I.I;ur.h.

2(X): i :  l . l (  I  ) S. \  l i ; r r r r  l l ; u  l  2001 t :  L i (  |  )



(  rr l i r rq I i  r r '  l ) ; r t i r : t r l :  ;uxi  i i r r : i :  t tz ' .qx;.1tz ' '

I suspect that, as the Jesuits claim, these
were imprinted into my being in the first
seven years of my life.

The way we live our lives, i.e. our
behaviour, the actions we take, the
manifestations of the driving force in
our lives, can be thought ofas based on
'life issues'. One way of considering
various life issues is to examine some
oftheir components. (I have extensively
used and modified John Bryson's work
in presenting this approach.3)

A life issue could for example be my
depression (and the consequences ofa
major depression); or, how I behave in
my chosen profession as a doctor.

The components of a life issue could
be made up of:
. Our values
. Our mandates
. The contexVsituation in which we

exist/practise
. Ourintrinsic/internalconsciousness
. Other as yet unknown aspects

1. What ate yout ualues (as a

percon and as a doctor) and

where do they come from?
My values are reflected by the kind of
person that I am; what I do in and with
my life; how I respond to life-situations
and to other people; and what I believe
in.

As Bryson (modified) states: 'If a
person can be clear about her/his values,
sAre will be able to say no more easily
to any proposals or actions that are
likely to damage his/her integrity and
yes to those that maintain or enhance
her/his integrity.'3

Integrity or the extent to which each
of us lives up to our own values could
also be called 'authenticity'. Bob Terry
has suggested seven criteria by which
to assess ow authenticity.a

Correspondence:
Our actionVbehaviours correspond with
(are compatible with) our values.

Consistency:
Possibly best captured in the phrase: 'to

walk your talk'.

Coherence:
Authentic action leads to other authentic
actions; or, authentic action does not
lead to inauthentic action.

Concealment:
Having a hidden agenda is inconsistent
with being authentic. Being unwilling
to address unintended consequences of
a particular stance is inauthentic.

Conveyance:
Is our authenticity carried forward
(conveyed) into creating relationship
and d ia logue as ' [W]e engage in
listening and understanding that cross
boundaries and enter into the life, space,
and experience ofthe other.'I

Comprehensivenessi
Authenticity is 'all-embracing' - of
others, and of one's own 'shadow' self.

Convergence:
Authenticity tends towards common
human experience. As Terry states in
more esoteric language: 'It is the search
for the one and the many that transcends
the many in the search for the one.'a
This latter sentence could possibly be a
summary of the whole discipline of
medicine.

Having considered aspects ofow values
personally or professionally, let us turn
to our'mandates'.

2. Vhat ate yout obligations and
tesponsibilities (as a petson and
as a doctot)?
These are the 'musts' of our personal
and professional lives. Some of them
are clear and explicit (the date by which
my HPCSA subscription is payable);
others are often unspoken or implicit
(phoning mum on her birthday).

Some of us have religious mandates
to observe such as times to gather and
pray; particular fasts or pilgrimages; or
evangelical crusading.

What we often ignore is to look at
those aspects ofour lives not prohibited
by our obligations and responsibilities.
Are there possibilities, which I have not
considered that are nevertheless
compatible with my obligations and
responsibilities? If I dislike being a
doctor, is there another way ofusing my
knowledge and skills and still meeting
my family and financial obligations? If
I love being with my children, is there a
way of legitimately reducing my work
hours to spend more time with them?

(Andwill I then actually spendthat
time with them?) Do I really need
work so hard, or is itjust habitual?
is preventing me from writing
book? from learning another lan
or from taking that cruise? The old
about putting your hand into a
of water to see how indispensable
are when you remove it,
salutary advice.

3. What is the contexf
in which you exist/practise?
This is all about our external envi
ments. We can look at the
occurring in our society (e.g. crime
'proudly South African'); we
consider those areas with where we
collaborate and co-operate; or
which are a threat to our contexts:
can consider the political,
socia l  and technological
(PESTs).

Ilbury and Sunter's adaptations
constructing scenarios is another
way of looking at our ex
environments. As Bryson (modi
summarises 'Scenarios are stories
pose alternative futures . . . based
assumptions about trends and
Usually a best case, a worst case
case somewhere in between
developed to map out the range
possible futures a person may face.
(my emphasis)

4. What is the inlluence of vout
intrinsic self/inner
consciousness in yout petsonal
an d /ot profe s si on aI life ?
This has a lot to do with our view
ourselves and the world. and
in relation to the world. I mav have
defensive. closed and controll i
attitude to life. I may have an open
trusting approach to other people
all the circumstances of life. I
define my worth in terms of my
perceived importance ('being a
or my possessions (the make of car
drive). I may define my worth in
of my need (healthy orpathological)
help others.

How do I intemallv rationalise
injustices of society? What
of fate' have made me wealthier
some people and poorer than
Why is it that I am more talented
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intelligent than some in certain ways, yet
completely inferior in other ways? Is
everything that I am 'merely' a result of
mypersonal genetic make-up and some
sort of circumstantial quirk of chance?
Why is it me writing this and not you?

Our worldviews also determine the
extent to which we're prepared to take
certain risks or be lulnerable - when
this is appropriate, of course. (Am I
going to tell you about my depression
ornot?) Healthy boundaries and limits
are important aspects of our inner
consciousness too. (Am I going to end
up doing that house call at an unearthly
hour for some relatively minor problem
because my need to be needed or liked,
overwhelms my need for sleep?)

This internal consciousness is part of
what motivates us in our everyday
personal and professional lives. It is
what may transform a religious
'mandate' from being dead collections
of rules into a source of ecstasy.

Bob Terry has written about our life-
motivation in terms of metaphors of life
(or worldviews) and he has described
six of them.a I have taken the liberty of
adding a seventh at the end.
, Lifeis agift (existence): [whichties

in with the Campbell quote from the
beginning of this article.l Many of
us use this metaphor when
describing life as sacrosanct, etc.,
and certainly this is a metaphor
passionate ly  held by persons
opposed to abortion or voluntary
euthanasia. Consider what the
typical characteristics of a doctor
who is motivated by this metaphor
might be.

, Life is a market (resources) : Capita-
l ism, the 'free market' and
privatisation are prime examples of
this metaphor and the illusion (?) of
individual free will, and freedom to
choose can also be described here.
These are highly valued aspects of
modern Western life, as well as
democratic systems. [Perhaps the
cynic would say that the person with
the most money is the one who wins
the democratic election? - yet
another version of the market
metaphor.] Consider what the typical
characteristics of a doctor who is
motivated by this metaphor might
be.

, Life is a body (structure): As
doctors we probably use th is

metaphor more than most people do,
as we're more knowledgeable about
the interdependencies, complexities
and hierarchies of living systems.
'Systems' is a key word, and systems
theory features prominently in this
worldview The focus is often on
growth and homeostasis ('balance').
We talk about the 'body corporate',
'polit ical bodies', and a 'body of
knowledge' (structure again) As
doctors we have our own particular
meaning for  ' fore ign body ' .
Howeve r , ' i l l ness '  desc r i p t i ons
sometimes make this a particularly
v iv id metaphor -  for  example
'there's a cancer in the council ofthe
univers i ty . '  Consider  what  the
typical characteristics of a doctor
who is motivated by this metaphor
might be.
Life is Ups versus Downs (power):
We al l  use these metaphors
e x t e n s i v e l y .  I  u s e d  o n e  q u i t e
unconsciously at the beginning of
this article when I talked about the
'depths of depression'. We talk
about being (or not being) up to
something; an elevated post or
position; or being beneath contempL
People who feel that they have been
v i c t i m i s e d  u s u a l l y  e x p e r i e n c e
themselves as having been at the
receiving end of those 'in power'
(above them). As doctors, we are
most  of ten in  an up posi t ion
compared to our patients who are,
or perceive themselves to be, in a
down (sick, miserable, powerless)
position. It's highly likely that we
all know what the characteristics of
a doctor  who is  dr iven by th is
metaphor are, not only because
we've probably personally behaved
in this way towards our patients (and
even our colleagues - especially
nursing and more junior staff), but
because  we ' ve  seen  doc to r -
colleagues behaving in this way.
Life is aJourney (mission): Agaln
a common metaphor in everyday
life, journeys are often featured in
the way we describe our activities.
Perhaps one of the most well-known
journey metaphors in this country is
'Long Walk to Freedom' -  the
autobiography of former president
Mandela. Another book tit le in
s imi lar  ve in is  'The Road Less
Travelled'. bv DrM. Scott Peck. We

sometimes hear that 'it's been a long
haul' in terms of a major accom-
plishment. Journey metaphors not
only focus on the destination, but on
the 'process '  of  reaching the
destination. [What rs the destination
ofyour life?l Meandering and going
'offthe beaten track' are also valid
forms ofjourneying. In medicine,
our formalised diagnostic process
could also be considered ajourney
with the final diagnosis as the
destination. The steps along the way,
however, including all the inter-
personal doctor-patient interactions.
often form a vital part of overall
management - as family physicians
know all too well.

. Life is art (meaning): Art has very
important and distinctive compo-
nents we can be creators (and co-
creators)  fpar t ic ipants] , 'appre-
ciators' and recipients [observers] of
art, or both creators and recipients

[participant-observers]. We often
talk about 'seeing the whole picture'
in terms of this metaphor.

Do you see your life, personal and
professional, as a work of art? To
what extent are you yourself the
artist creating the masterpiece of
your life? and,/or to what extent do
you possibly see yourselfrather as
an instrument being used by some
greater purpose? (God?) How does
the concept 'the art of medicine'
feature in the way you praclise your
profession?

. Life is a school (evolution): Ihave
added this mainly because it seems
to be a fairly pervasive metaphor in
many circles. The idea is that we
have 'come to earth' in orderto learn
one or more lessons which our 'soul'

s t i l l  needs in  order  to 'evolve '

further fperhaps that is actually a
'body' metaphor?1. In terms of
medicine, i l lness then takes on a
quasi-spiritual aspect in which it is
given greater significance than we
as doctors tend to recognise. This
is perhaps one of those areas in
which our profession is accused of
not treating the 'real' ('spiritual')
causes ofdisease.

I t  is  qui te l ike ly  that  you wi l l
haveresonated with some of these
metaphors more than others. Ifyou have
ever done any personal  wr i t ing
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(oumalling, stories or poetry) it could
be interesting to see whether or not
you've used any of  the par t icu lar
metaphors ment ioned above -  or
perhaps others not  ment ioned.

5. What othet as yet unknown
aspects exist in your life issue(s)?
The unknown is often feared, and yet
can be a wel lspr ing of  l i fe-g iv ing
sustenance. The main tool in exploring
the unknown [note the journey
metaphorl is reflection - which will
hopefully lead to personal insights.
Keeping ajournal, recording events in
shor t  poems or  s tor ies,  drawing,
recording your  dreams or  even
meditating can bring unknown aspects
of yourself into consciousness.

Conclusion
Looking at the components of our life
issues can be helpful in seeing why our
lives have unfolded the way they have.
It can also be helpful in making choices
for the future.

For each life issue identified, actions
or behaviours can be associated and
expected to follow. Again a series of

quest ions are posed by Bryson
(modified) to assist us in addressing
these.3 [I have added my own life issue
example from a couple of years ago to
illustrate these points.]
1. What are the practical alternatives,

'dreams' or'visions' I might pursue
to address this life issue? [I should
see someone about my depression
in the hope of getting well.l
What are the barriers to the reali-
sation of these altematives. dreams.
or visions? [My stubbornness and
unwillingness to admit weakness
and my need; or my reluctance to
ask for help.l
What steps could be pursued to
achieve these alternatives. dreams.
or visions directly, or to overcome
the barriers to their realisation? [An
extemal force (my wife) was needed
to give me the necessary push.]
What steps need to be taken over the
next year to resolve/maintain this life
issue? [Treatment, follow-up and
'd i scha rge ' .  Lea rn ing  o f  new
patterns ofbehaviour in response to
certain negative stimuli.]
What specific steps must be taken

with in the next six months and who
is responsible? [Regular appoint
ments,  tak ing of  medicat ion,
increased exercise, reduction in
alcohol, improved diet. Recognition
that I am responsible for sorting out
my own life issues - past, present
and future.]

The process of examining your l i fe I

issues can be returned to again and i
again. It can also be completed once ,
and never re-initiated. The process may i
neve r  even  be  comp le ted .  l t ' s  a l l  i
ent i re ly  up to you.D
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(continued from page 46)
pines' sedative properties. These agents
bind select ive ly  to type I  benzo-
diazepine receptors in the brain, in
contrast to the older nonselective agents.
Zaleplon and zolpidem possess
comparable hypnot ic  ef f icacy in
diminishing sleep latency, and they both
have a rapid onset ofaction.

Zolpidem has a half-life of 1.5 to 3.2
hours. Due to its short-half-life and lack
of active metabolites, initial studies have
indicated that bedtime administration of
zolpidem is not associated with residual
sedation or memory impairment when
given at its recommended dosage. When
used in higher than recommended doses
(eg 20 mg), psychomotor and cognitive
impairment can occur up to 8 hours after
adminis t rat ion.  Tolerance is  not
common but has been noted at very high
doses. The development of dependence
has been reported in extremely high
doses among individuals with a prior
history of substance abuse. The use of
zolpidem should therefore be restricted
to recommended doses of 5 to 10 mg.15 16

Zaleplon is absorbed and eliminated
in approximately I hour. possessing
both a rapid onset ofaction and a short

half-life. The short half-life also allows
it to be administered in the middle of
the night, on an as-needed basis, for
pat ients wi th s leep maintenance
insomnia. The minimum recommended
safe per iod is  4 hours af ter
administration.rTD

Please refer to CPD Questionnaire on pg 51.
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