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Dealing zvith the Disadvantaged

Illiteracy

LENORE GOODINGS

lkmo_f- There are nearly two million illiterate
adults in Britain. This means that 6%

] Xof the population whose first language
is English have serious problems with
reading and writing. This group
encompasses those who cannot read
or write at all, those who can read a
bit, and those who are fairly adequate
readers but have difficulty with
writing.

The most important thing to remember when treating an
illiterate patient is that illiterates are not stupid-they simply
cannot read and write. Yet they are often dealt with as though
they cannot understand anything. In fact, illiteracy will not pose
severe problems in medical treatment except in one very
important instance-that is, the illiterate patient may not be
able to understand the instructions or warnings on any medicine
they are given for themselves or their family. But even this can
be overcome if you are aware that your patient is illiterate.
Unlike some other "handicaps," however, illiteracy is not
immediately obvious.
One of the most difficult aspects of combating illiteracy is

that it is extremely difficult to reach illiterates and make them
aware of the help that is available. A health centre is a most
valuable contact point for those who need help with reading and
writing. All health centres and doctors' offices should know how
to put their patient in touch with their local reading-and-writing
scheme. In every authority there is at least one class, and most
of these classes offer free tuition. You can discover where your
local scheme is by ringing the national contact numbers: 01-992
5522, England and Wales; 041-357 1774, Scotland.

At reception

The literacy symbol adopted by the literacy campaign in the
early 'seventies and used in the BBC television programmes that
promoted the campaign, On the Move, is widely recognised. You
can obtain a poster of the symbol by ringing the above contact
number or from your local literacy group. It should be displayed
prominently in the waiting room, preferably with the words:
"Do you, or does someone you know need help with reading and
writing ? Ask at reception."

People rarely have to use their reading and writing skills at
the doctor's surgery. This, coupled with the fact that many
illiterates are embarrassed at being unable to read and write and
therefore go to great pains to disguise it, means that detection is

Christopher Hatton Centre, London EC1
LENORE GOODINGS

For external use only Warning. May cause drowsiness.
If affected do not drive or operate
machinery. Avoid alccholic drink

Who ? How much ?

A

When ?

2

9 3

84

Examples of signs designed
by the Adult Literacy
Support Services for poss-
ible use when prescribing
for the illiterate.

often difficult. Medical staff will have to be extremely sensitive
to clues. If there are any forms to fill in a patient may make
excuses-"I've forgotten my specs," "I'm in a bit of a hurry,
can I take it home and fill it in ?" When asked for their address,
they may produce it on a bit of paper rather than spelling it out.
If the patient expresses any hesitancy, you should ask if you can
help because even if they can read and write a little, they may
become flustered. You should then tell the doctor or nurse who
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will be seeing them that you suspect they are illiterate. If this is
confirmed, you should make note of it to avoid future em-
barrassment.

In the surgery

If alerted by reception, or if your patient confides that he or
she has problems with reading and writing, you should ask if
they would like help. Although there are so many illiterates,
most people are unaware of this and feel that they are the only
one who cannot read and write. While not making light of their
problem, doctors and nurses should tell them that there are
nearly two million illiterate people in Britain and that they can
easily receive help if they wish. Not all illiterates feel badly
about not being able to cope with the written word: some may
have tried to learn and found it too difficult or time consuming
-or just not important enough to them (everyone finds evening
classes difficult to keep up with). At this point giving them the
contact telephone number may be enough, but it would be best
if you could give them details of their local scheme-place, time,
and perhaps even a name. You might offer to contact the scheme
for them and ask one of the tutors to get in touch with them.
There should be no difference in treating illiterate patients

except that, obviously, they will not have had the advantage of
reading anything on the subject of medicine, or illnesses, or
childrearing. For this reason they may be relying solely on the
doctor for information about health, diet, etc. By the same
token they may be unaware of any benefits they are entitled to
-for example, workers' compensation, mother's allowance. As
education and confidence seemingly go hand-in-hand, you may
find that an illiterate may be nervous about asking questions-
especially if they are worrying about appearing stupid in the
eyes of the doctor. The doctor or nurse should explain things
clearly and be open to questions.

Administering drugs

A recent study undertaken for the Adult Literacy Support
Services by Carol Riddington and David Highton, in association
with the Hounslow Foundation Learning Unit discovered that
reading and understanding drug labels requires a surprisingly
high level of literacy.' Their study was prompted by a horrifying
incident. A mother bottle-feeding her newborn baby did not
realise that she had to increase his bottle feeds as the weeks
went by because she was not able to understand the instructions
on the baby-milk packet. The baby-otherwise well cared for-
starved to death. They also discovered that of all the information
on labels those concerned with warnings were the most difficult
to understand because of their brevity and difficult words-for
example, "Do not exceed the stated dose," "Consult your doctor
if symptoms persist." Unfortunately, until drug companies alter
their labels, it will be up to doctors to make sure their patients
understand all aspects of their particular drug. The doctor must
therefore take time to explain:

(a) how much of the drug the patient should take; (b) how
often and when; (c) how to take it (dissolve on spoon, with
water, etc); (d) what are the dangers (do not drive, do not
take internally, etc); (e) what symptoms should the patient watch
for should the drug have undesired affects. The figure shows
signs designed by the Adult Literacy Support Services for
possible use when prescribing for the illiterate. They have not
yet, however, been fully tested.

Reference

Adult Literacy Support Services Fund. Understanding labels: problems
for poor readers. London: Adult Literacy Support Services Fund, 1980.
Available from: Broadcasting Support Services, Room 17, 252 Western
Avenue, London W3 6XJ for £2 25.

I recently saw a child with a tight frenum of the tongue but I understand
that the minor procedure of clipping the frenum with scissors is now
obsolete. What treatment is advised?

The question does not include the child's age. It is true that until 35
years ago it was a common practice, before the teeth had erupted,
to cut the frenum of the tongue in an infant with "tongue-tie." This
was performed without a general anaesthetic. The anterior edge only
of the frenum was cut with scissors and the frenum was then gently
torn back in order to minimise damage to the artery. This procedure
cannot be recommended. Difficulty with sucking in a very young
infant and difficulty in pronunciation in older children have been
attributed to tongue-tie. The tongue of most infants with alleged
tongue-tie, however, is within normal limits. In addition a tight
frenum in the young infant will tend to stretch with age. Only when
the tongue is severely tethered down-and these cases are rare
should surgery be considered. This must always be carried out under
general anaesthesia by a surgeon.

Why is exercise forbidden for several weeks after a transurethral prosta-
tectomy to prevent bleeding. It is a localised protected area so what type
of body movements might cause bleeding ? Does sexual intercourse increase
the chances of long-term postoperative bleeding by causing congestion in
the prostatic area ? Castration used to be done routinely by some surgeons
-was this to prevent regrowth or malignancy ? Would erection still be
possible without ejaculation of semen ?

Haemostasis is achieved at transurethral resection of the prostate
simply by diathermy coagulation of the bleeding vessels. Therefore
any transient rise of blood pressure can aggravate postoperative
bleeding at about 10 to 20 days after operation, when the slough is
separating. Secondary haemorrhage after transurethral resection may
occur at this stage even without any obvious infection. Increased
activity, such as running upstairs, heavy digging in the garden, or
even sexual intercourse, could all encourage more rapid separation of
the slough and also a transient rise of blood pressure sufficient to

"blow off" the sealed vessels. Castration is unnecessary unless the
histology of the gland has been proved to be malignant. Vasectomy
was performed routinely in view of the risk of infection passing down
the vas to the epididymis but, with modern techniques, postoperative
infection should be uncommon and, today, routine ligation of the vas
is generally not done. Transurethral resection should not interfere
with normal erection, though, as the questioner appreciates, resection
of the bladder neck will mean that the ejaculation will be retrograde
into the bladder and the semen will be passed with the urine at the
next micturition. Occasionally postprostatectomy patients will state
that their sexual prowess has diminished, but numerous investigations
show that at the age of prostatectomy many men have failing sexual
ability and are looking for an excuse for such failure.

Blandy JP. Operative urology. Oxford: Blackwells, 1978:142.
Greene LF, Segura JW. Transurethral surgery. Philadelphia: W B Saunders, 1979.
Mitchell JP. The principles of transurethral resection and haemostasis. Bristol: Wright,

1972.

Is there any proof that crossing one's legs while lying in bed predisposes
to the formation of deep vein thrombosis ?

The questioner is probably right in implying that crossing the legs
carries little risk of inducing deep vein thrombosis-although this may
depend on the patient's shape, posture, and whether he is lying or
sitting. Certainly no-one has shown a higher incidence of deep vein
thrombosis in "leg crossers"-but such a clinical trial would not be
easy. On the other hand, there is evidence from clinical experience
that the combination of dependency and mechanical pressure on main
veins, such as popliteal or axillary, can induce thrombosis; witness the
frequency of deep vein thrombosis after long journeys by air or road
and the occurrence of axillary vein thrombosis in patients who fall
asleep with the arm over the back of a chair. Much more harmful is
the habit of allowing patients in hospital to sit with their legs dependent
for long periods. Legs should be supported on a pillow or a leg rest,
and all hospital patients should be encouraged to do foot and ankle
exercises-a precaution that is all the more important if the patient is
debilitated.
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