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Family Medicine Theory in Action for GP's
Theory in Action -A regular opportunity to explore core concepts of our discipline using actual patient interviews
and interactions as triggers for discussion. Presented by Dr Anne Wright and Professor Bruce Sparks from the
Department of Family Medicine, University of theWitwatersrand.

No 2."Die bloed slaan kop toe": patients'and doctors'explanatory models...
The patient's story ...

A few years ago I spent some time at a psychiatric hospital

doing research into the way patients and their families

u n d e r s t o o d  t h e  i l l n e s s  w h i c h  h a d  r e s u l t e d  i n

hospitalisation. Patients and family members, all residents

of the "coloured areas" of Johannesburg, were interviewed

both during admission and for a year post discharge.Jenny

was an unmarried 23 year old woman employed as a

clerk at a photocopying company.This was her second

admission. She and her boyfriend had been together for

6 years and they had a 4 year old daughter. She and her

boy'riend didnt stay together but each lived with their

own famif.Jenny had left school as a consequence of the

pregnancy.Within days of the birth of her baby,Jenny had

her first psychiatric admission.. Shortly before the current

admission, Jenny's mother had taken her 4 year old

granddaughter on a holiday to Cape Town. Jenny was

taken to the psychiatric hospital by family members and

her boyfriend who complained that she was very restless,

insomniac, screamed at night and refused food. She was

hospitalised for 3 weeks and on discharge given the

diagnosis of "query" schizophrenia.When asked by the

doctor shortly before discharge why she thought she had

come into the hospital she said her admission was due to

a  number  o f  s t resses :  sepa ra t i on  f r om he r  ch i l d ;

relationship problems with her boyfriend; stress at work

and an impending cataract operation. She said:"they (her

family) thought I had a nervous breakdown... I was worried

about my job. My child has gone to Cape Town with my

mother. I was crying over the child. I think that was the

points (sic) why they brought me here because I wasn't

sleeping". When I interviewed Jenny's parents and her

sister at their home they also felt that various stresses,

both current and past, lay at the root of Jenny's i l lness:

her alcoholic father and the many years of verbal and

phys i ca l  abuse  a t  h i s  hands ;  he r  own  demand ing ,

"gruwelike" personality; her pregnancy and having to leave

school;and also the more current stresses associated with

her boy'riend,work and the impending cataract operation.

Her sister concluded:"Sy dink te veel" and her mother

similarly noted:"lt 's her nerves". Her father also alluded to

the birth but seemed to imply there had been a medical

problem:"she was only l ike this after the birth of her child....

so that is what I want to know. what do the doctors reckon

is the cause of it.."

In  in terv iews wi th me dur ing her  hospi ta l isat ion,  Jenny
elaborated on the various stresses she was experiencing in

her l i fe and seemed to feel that all these worries had led to

her  breakdown. As she recovered she began to gain

perspective on the problem areas:she realised her baby would

return soon; her boss had phoned to say her job was waiting

for her; a new understanding was being reached with her

boyfriend and a date was set for the cataract operation. lt all

seemed very understandable. However in a short talk with

me just before her discharge she mentioned that she had

been "bleeding" for a few weeks. She was very happy about

th is ,  in terpreted i t  as a "good th ing"  and seemed not

convinced when I suggested that she speak to the doctor

about  i t .  I  d idn ' t  pursue th is  at  the t ime but  when I

interviewed her at home a few weeks later she said that the

treatment at the hospital had helped her because "the problem

wos thotthe blood dried up in my head".She said they gave her

an injection and then "it all come out". I asked her what she

thought had made her better and she said:"the blood". I asked

her to explain this and she said that when she was on the
"the tablets" (contraceptive pill), she used to bleed for one

week but now that she receives the injection she bleeds for

three weeks and she think this "is a good sign". (She had

been given Depo Provera on admission). She also felt that

the hospital medication had helped her because it had made

her sleep and had stopped unpleasant dreams. At the time

Jenny was not able to explain more about the significance of

her"bleeding" and I didnt return to the subject in subsequent

interviews. However on reading the transcripts much later, I

noted that her sister, in describing the first admission, recalled

that when her father had asked to see the newborn baby,

Jenny had refused saying: "Nee doddy, onder vrou het met

vuilgoed hier gekom en ol die vuilgoed whot nou onder uitkom is

nou uit" ("No, daddy, another woman with dirtiness (dirty



things) came here and all the dirt iness that comes out

underneath is now out"). Her sister commented:"then

we knew thatJenny was getting sick".....and she was

admitted to hospital very shortly after this.

At  the t ime I  d idn ' t  understand the references to

"blood" and "vuilgoed". However in conversation with

other  women dur ing the research the s igni f icance

became apparent. lt was clear that there existed strongly

held community beliefs about the relationship between

menstruation, the head, bewitchment, pollution, mental

i l lness, contraception and pregnancy.r For example,

Margaret, a 32 year old woman having her third post

partum admission believed - with her family - that the

explanation of her i l lness lay in bewitchment. In an

interview with me at her home, the patient stated that

a sign of her bewitchment at the age of l7 years was

the absence of her periods and the blood "going to her

head" at the time of her first psychiatric admission:

"Ioe is die bloed kop toe, toe is ek omper dood.Toe het die

dokter door'n injection vir my gegee dot die bloed uitkom.

Doorvoor het ek ge/ewe". ("Then the blood went to the

head, then I was almost dead.Then the doctor there

gave me an injection so that the blood came out.That

is why I l ived.J') Similarly, the mother of a 36 year old

woman, now having her  4 'h psychiat r ic  admiss ion,

explained that the "root" cause of her daughter's i l lness

occurred after the birth of her first child when she

was 'grven on injection ond the blood wos blocked ..toe

Ioop die bloed kop toe". She noted that after the birth of

her own children she was not given "the iniection" "en

so kom daoi vuil bloed uit". And the mother of another

patient said: "Doors niks verkeerd met hoor. Dis net dot sy

nie hoor periods kry nie en dit sloon kop toe... die bloed

goon no die kop en dit mook hoor'n bietiie mollerig..."

("Theret nothing wrong with her. lt 's iust that she

doesn't get her periods and that goes to the head..the

blood goes to the head and makes her a l itt le mad").

The words"vuil" and"vuilmense" were commonly used

to refer to bewitchment.

It should be noted that during the hospital consultations

there was no reference at all by the patients to blood,

childbirth, witchcraft. The psychiatric diagnoses were

postpartum psychosis and schizophrenia. The doctor

attending these patients said he had never heard the

expression "die bloed slaan kop toe" or similar ideas.

So what is the significance of all this for the family

Practit ioner?

roThe tl iscussion... re
Jenny's story contains many points of significance for family

doctors, for example, l i fe events and mental i l lness; cultural

beliefs; family and il lness; hospital vs community based care

and so on but the aspect I would l ike to focus on is that of

explanation and the notion of explanatory models. One notes

that Jenny's story (admittedly abridged) contains several

explanations for her"i l lness" and included in the explanations

are ideas about cause,symptoms,and treatment,for example:

.  a  "nervous breakdown" mani fest ing in  s leeplessness,

rest lessness,  and screaming and resul t ing f rom too much

"thinking" about current stressful situation.The family (and

Jenny) proposed that she calm down, sort out her affairs,

take a nerve tonic and also medication for sleeping.

. beliefs concerning menstruation, birth and bewitchment

manifested in amenorrhea, and strange behaviour, the

treatment being menorraghia brought about by a Depo

Provera injection.
. possibly a medical problem associated with birth since

that event marked the start of her illness.
.  psychosis,  maybe schizophrenia,  a d iagnosis based on

current symptoms, history and response to medication

with the treatment being continuing medication and

attention to life event issues.

It is all too easy to dismiss these disjointed, fragmentary and

often bizarre sounding explanations (except the doctor's!) as

misguided, false, or superstit ious ideas -" it 's just cultural!" -

in any event not to be taken seriously and definitely not worth

wasting time pursuing.A different perspective is to understand

them as attempts to give meaning to an episode of i l lness and

to view them as part of the i l lness narrative which was

discussed in the previous issue2.  Kle inman's3 concept  of

"explanatory models" provides a useful framework for

exploring these meaning-making attempts by both patients

and their families and also their practit ioners. Explanatory

mode ls  a re  he ld  by  bo th  l ay  peop le  and  hea l t h  ca re

professionals and are defined as: "the notions about an episode

of sickness and its treatment that are employed by all those

engaged in the clinical process ... they guide choices among

available therapies and therapists and cast personal and social

meaning on the experience of sickness". In other words for

every episode of i l lness, not only wil l the doctor (or other

healer) have some kind of explanation for the problem but

so wil l the patient and others involved in the i l lness episode.

These explanations attempt to address five major issues for

eoch episode:'



(a) etiology

(b) t ime and mode of onset of symptoms

(c) pathophysiology

(d) course of sickness

(e) treatment

The explanatory models of  doctors wi l l  usual ly  inc lude

reference, however tentative and unvoiced, to all f ive

issues,  whi le  the explanatory models of  pat ients and

families wil l only refer to those issues which have salience

for  them at  the t ime.  Thus whi le  Jenny 's  doctor  had

some hypotheses or  even just  hunches about  the cause,

onset ,  course and management of  the i l lness,Jenny and

h e r  f a m i l y  o n l y  f o c u s e d  o n  t h o s e  a s p e c t s  w h i c h

part icu lar ly  concerned them. ForJenny i t  was the heal ing

"good"  b leed ing  ,  f o r  he r  f am i l y  i t  was  ge t t i ng  he r

"nerves"  r ight .

Other aspects of lay explanatory models are also evident

from Jenny's story. Firstly, while lay explanations draw

upon general  heal th bel ie fs  and cul tura l  concepts,  the

explanat ion is  unique to the pat ient  l fami ly  member and

the par t icu lar  episode of  i l lness.  For  example,  whi le  a l l

the ideas conta ined in lay explanat ions of  Jenny 's  i l lness

were wel l  known and commonly used in the communi ty

to expla in mental  i l lness -  "nerves" ,  "vu i lgoed",  "b lood

going to the head",  "d ink te veel"  and so on -  only

f ragments of  these ideas were used in the explanat ion

o f  t h i s  pa r t i cu la r  ep i sode .  Thus  wh i l e  o the r  women

clear ly  made the l ink between "d ie b loed s laan kop toe"

and bewi tchment ,  for  Jenny bewi tchment  was not  an

essent ia l  par t  of  her  s tory and remained on the f r inges

of  her  th ink ing.  ldeas are borrowed and ta i lored to f i t

speci f ic  c i rcumstances and problem areas.

Secondly, and following from this, lay explanatory models

un l i ke  t he  sc ien t i f i c  t h i nk ing  unde r l y i ng  p rac t i t i one r

models,  are of ten rudimentary,  lack ing in  coherence,

poorly articulated, contradictory in parts, with many gaps

and omiss ions.  Thus,  for  example,  Jenny couldn ' t  g ive

me (or wasn't prepared to disclose to me) a fully worked

out  explanat ion of  how the "b lood had dr ied up in  her

head"  o r  t he  exac t  de ta i l s  o f  how  the  d r i ed  b lood

p rob lem re la ted  to  he r  s t range  behav iou r  be fo re

admiss ion.

Thi rd ly ,  whi le  pract i t ioners may of ten not  share thei r

explanatory model with the patient - "the patient won't

understand",  " i t 's  not  necessary" ,  " there 's  no t ime" -

pat ients are a lso of ten very re luctant  to  volunteer  thei r

explanat ions to pract i t ioners "or  when they do,  repeat

them as shor t ,  s ingle-phrase explanat ions because they

are embarrassed about  reveal ing thei r  bel ie fs  . . .  they

fear  being r id icu led,  cr i t ic ised or  in t imidated because

thei r  bel ie fs  appear nonsensical  f rom the professional

medical  v iew point"a.  For  example,Jenny's  doctor  gave

her no in format ion at  a l l  about  h is  understanding of  her

i l lness.  In  order  to assess her  menta l  s tatus and "readiness

for  d ischarge",  he inadvertent ly  e l ic i ted par t  of  her

explanatory model  (about  her  worr ies)  but  d idn ' t  pursue

i t  fur ther  other  than not ing that  "she's  get t ing ins ight" .

As wi th a l l  the fami l ies,  fu l ler  explanat ions involv ing

bewi tchment ,  fami ly  re lat ions,  preferred "medic ines"  and

a whole host of "cultural beliefs" were only elicited within

the pat ient 's  home in a re laxed conversat ion.

But  Jenny got  bet ter  anyway,  so why worry about

explanatory models? Can they have any value beyond

being in terest ing examples of  quaint  fo lk lore and popul is t

myth? And i f  s igni f icant ,  how can these explanat ions be

el ic i ted ?

T h e r e  c a n  b e  n o  d o u b t  t h a t  t h e  s h a r i n g  a n d

unde rs tand ing  -  t o  wha teve r  deg ree  -  o f  bo th  t he

pract i t ioner  and pat ient 's  explanatory models in  the

consul tat ion is  cruc ia l  to  the mutual  ins ight  and u l t imate

o u t c o m e  o f  t h e  i n t e r a c t i o n .  M c W h i n n e y s ,  i n  h i s

d iscussion of  Kle inman's work notes:  " l t  is  d i f f icu l t  for

physic ians to accept  that  thei r  construct ion of  c l in ica l

real i ty ,  based on pathology,  is  only  one of  many possib le

constructions. lf the patient's construction is different,

and no at tempt is  made to reconci le  the d i f ference,  the

p r o b a b l e  o u t c o m e  w i l l  o f t e n  b e  a  b r e a k d o w n  o f

communicat ion and a fa i lure of  t reatment" .  Yes,  Jenny,
Margaret  and the other  women "got  bet ter"  -  the

medicat ion rendered them apsychot ic  wi th in a re lat ive ly

shor t  t ime and they could cont inue wi th thei r  l ives.  But

they le f t  the hospi ta l  wi th a handfu l  of  "s leeping p i l ls"

and  ve ry  l i t t l e  e l se !  The i r  pe rcep t i ons ,  f ea rs ,  and

explanat ions had fa l len on deaf  ears.  Af ter  a l l ,  what

wisdom can be g leaned f rom psychot ics! !

But if patient's explanatory models are even allowed to

sur face in  the consul tat ion,  le t  a lone be d iscussed,  how

can th is  be done? Kle inmana has suggested quest ions

which correspond to the f ive main issues referred to in

explanatory models and which could be used ( in  whole

or  par t  and appropr iate to the pat ient)  to  fac i l i ta te

d i scuss ion :



(a)  What  do you cal l  your  problem/ what  name does i t

havel

(b )Wha t  do  you  th ink  has  caused  you r  p rob lem?

(c)  Why do you th in l< i t  s tar ted when i t  d id l

(d)What  does your  s ic l<ness do to you? How does i t

work?

(e)  How severe is  i t?Wi l l  i t  have a shor t  or  long course?

(f )  What  do you fear  most  about  your  s ic l<ness?

(g )Wha t  a re  t he  ch ie f  p rob lems  you r  s i ckness  has

caused for  you?

(h)What  k ind of  t reatment  do you th ink you should

receive? What  are the most  important  resul ts  you

hope to receive f rom the t reatment?

But  d i rect  quest ions such as those above are of ten very

daunt ing to the pat ient  and unanswerable for  someone

who has never  thought  of  h is  i l lness exper ience in such

an ordered,  rat ional  way.  As McWhinney suggests i t

might  be bet ter  to  keep the quest ions to onesel f  and

instead use the sk i l l  o f  the t ra ined fami ly  pract i t ioner :

"much of  the in format ion we seek wi l l  on ly  come by

at tent ive l is tening and responsiveness to the subt le cues

by which pat ients convey thei r  meaning".

To be ef fect ive,and responsive pract i t ioners we should:

.  be a ler t  to ,  and aware of  explanatory models in  a l l

consul tat ions and interact ions wi th our  pat ients and

the i r  f am i l i es ;

.  have a commitment  to e l ic i t  them when appropr iate;

.  be caut ious about  s imply d ismiss ing"st range" ideas as

s imp ly  " cu l t u ra l  nonsense"  o r  i gno rance  requ i r i ng  us

to "educate our  pat ients" ;

.  be  sens i t i ve  (and  respons i ve )  t o  cues  a l l ud ing  to

explanatory references;

.  be prepared to share our  own model  in  a less than a

" top down let -me-educate-you way";

.  a t tempt to understand the context  of  our  pat ients,

knowing thei r  " language",  metaphors,  customs and

be l i e f s ,  and  rea l i se  t he  immense  power  t ha t  t he i r

explanat ions can p lay in  the pathogenesis and natura l

h is tory of  thei r  problems.
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"Don't get too close to my dad....  his cholestrol is 280"




