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Summary

In the light of the transfbrrnirtion of the health care sen'ices in South Africa n-ith a shift toll'arrls prinran'care iuxl the

consequent re<luirements of change in health care deliverl', as u'ell as the changing health care rerluiremcnts <>f the
popul:rtion, dris committee decided t() pursue its mandate of inrpxx'ing general practice in South Ali-ica lx'initiating

:r project on how training fbr general ancl fanrily practice shoul<l be change<l to nreet these nee<ls.
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The intemational context for investiga-
ting the restructuring of general and
Family Practice in South Africa is that
WHO and WONCA ( the Wor ld
Organisation of Family Doctors) are
jo int ly ,  through the publ icat ion
" Improving Heal th Systems:  The
Contribution of Family Medicine. A
Guide Book" (Boelen C et al. Singa-
pore, WONC A2002) and the "Towards
Unity for Health (TUFH)" programme,
p romo t i ng  Fami l y  Med ic ine  by
proposing that:
.  "Formal  recogni t ion of  Farni ly

Medicine as a special discipline in
medicine - already accepted in
many countr ies -  should now
become universal", and

. "Every country should aim to esta-
blish programs of specific training
in family medicine, which should
follow basic medical education and
which should endeavour to meet the
needs of a balanced work force."

In March 2001, the Medical and Dental
Professional  Board of  the Heal th
Professions Council of South Africa
appointed Prof .  GS Fehrsen as
Researcher to investigate and research
possible scenarios for the future of
education (under- and post-graduate),
training, qualifications and the practice
of  Fami ly  Medic ine and General
Practice in South Africa. This process
culminated in a National Consultative
Workshop on the future regulation of
family medicine and general practice

that was held at the Health Professions
Council of South Africa on 19 and 20
October 2001. A significant degree of
consensus was obta ined f rom al l
stakeholders present.

The fol lowing presuppositions were
agreed to:
. Any principles and regulations for

fam i l y  med ic ine  shou ld  be
congruent with the mission of the
HPCSA, which is "to protetl the
plh l ic  xr rd guide tht  prof 'ess ions" .

. Generalist doctors play an essential
role within the primary health care
team.

. Generalist doctors should function
within the context of the district
health system, whether in public or
private practice.

. A satisfactory outcome of training
is  requi red for  regis t rat ion to
practise independently in both the
public and private sectors.

. A long phase-in period is preferred
for instituting the above. In the
in te r im ,  mechan i sms  such  as :
' grandfather' status, practice eligibi-
lity and CPD can be used along with
thc  f i na l  f o rma l  rou te  t o  ga in
independent practice status.

It is understood that change should
improve the lot of the marginalized and
poor in the population; improve matters
in the whole system of health care;
include a feedback system that needs to
be put in place to monitor the impact of
changes in the regulat ionsi  increase

career opportunities, job satisfaction,
and morale of family physicians; and
contribute to a decrease in the enormous
wastage in the present system.

On the basis of the research and
consultative processes, the Committce
for General Practice, at its meeting in
January 2002, agreed on a set of
principles that should govern the future
of farnily medicine in South Africa. lt
was decided that these should be put
forward to key stakeholders,  and
especially to the committees within the
Medical and Dental Professional Board
in order to obtain broad agreement prior
to developing specific action plans and
regulations f,or implementation.
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Throughout the developed world the
erstwhile scenario where there were two
kinds of doctors (i.e. GPs and Family
Phys i c i ans )  i n  p r imary  ca re  has
effectively been dropped in favour of
one standard of  t ra in ing and one
standard of  doctor  in  pr imary care.
There should be no double standards
with general practitioners for the poor
and family physicians for the rich.
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Family Physicians need to be clearly
seen by the public and the profession as
being specifically trained and skilled to
deal  wi th the speci f ic  needs and
requirements of patients in primary care.

C. Specific r;utcr)nlcs hascd trtitsing
firr fanril ' , , trrc<licinc slronkl
lrcctrnrr t ;t iut d : t ft .tr-1, at ttr l t lct 'g1ra-
cluatc a:le3 postgrad*ate lcvcls.

Our National Health Policy is to give

appropriate importance to Primary
Health Care and the District Health
System. PHC serves a different popula-
tion in epidemiological terms from
specialists and tertiary institutions. This
population of patients has illnesses with
differing natural histories, risk and
prognosis. Training should therefore be
done in the PHC context by primary care
clinicians. There is evidence that speci-
fically trained primary care clinicians
working in a context that enables them
to practice the accepted principles of
tarnily medicine in a country make the
whole health care system more cost
effective in that country or system.

i]. Such tr:rining shoul<i bc rer.luirtd
bcfirrc anv pcrs{)1r is rcgistc:rcd
li t r in dt p t tdc n t !:j til ( t ; c{' i't\ tl'\r
publ ic  * r  pr ivate sectors.

To maintain a high standard of function
in a systern it is essential that all be
trained, or work under supervision of a
trained person. This is presently the
case with other disciplines in South
Africa, where at times people who do
not cornplete the full requirements for a
d i sc ip l i ne  rema in  ca ree r  med ica l
officers in that area ofspecialisation. To
scrve the pat ients of  South Afr ica
adequately it is important that the public

and private sectors require the same
leve l  o f  sk i1 l  f o r  r eg i s t ra t i on  as
independent practitioners.

l : .  Those i r r  t ra in ing  s l rou ld  bc

rulistrar-,; u'ith thc rcrluisitc

irnpl icrt t iotrs for fbrmit l  traininpl

anr' l  *rpcnisir-r l  u' i thin :r clearlv

stfrcir. l rc( l  s\-saern of : tpl lrr :r 'ct l

t ra in ing  s i tes .

This nomenclature is important to

emphas ise  to  co l leagues in  o ther

disciplines and the public that Family

Physicians in training are on a par with

other disciplines in terms of content,

process and r igour oftraining.

fr. "I'trrrrc slrrrtrlrl bt a ktttg pt'rirtd

leading up to thc ftrll implc*retr-

tari+n of t l rc ai:c ' .-c, probah3r'  i t)

1'*ars, * ' i t l t  i i r :ccnrntot l i t t i rr  uf

pregL.lr i  prac:t i t i 'ncrs.
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In most countries training and registra-
tion systems for Family Physicians have

been phased in over a long period. This
has enabled the present practitioners to
come on board in a non-threatening way
and the new graduates to have enough
time to prepare themselves for the new
rules. In this way there has been no
major  d isrupt ion of  the system of
training and practice as a result of the
changes. Doctors presently registered
under the category general practitioner
(independent practice) will thus become
Family Physicians until the new rules
come into being.

G.  Rural  t r tcd ic inc lhoLr ld bc sect . t
:rr ; l spccil ic rl isr:iplirrc rvithirr thcr
do*r ; i i t r  o f '  fan i i lv  r r rcc l ic i *c ,  ancl
t l ;us cornplv rv i th  regt t la t i *ns
der.clopcrl fcr f:rtr-riI l  rncdicittc.

Rural medicine is generalist practice in
a specific context and with specific
additional skill requirements. To be cost
effective and multi-skil led the rural
generalist needs to remain a generalist
and still have a clear career path. Most
rural doctors will practice in a rural area
for a limited period of time and then
move to a town or city. They need to be
able to slot into a careerpath, and family
medicine provides the natural opportu-
nity for that. Rural patients on the other
hand also deserve the services of a
specifically trained generalist doctor in
the same way as any other patient needs

{ , } z y . . t t  \ . t . t l t t t t t

one. The speciality of family medicine
and its core skills and values need to
guide the practice ofall generalists and
their rural patients in PHC.
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This will identify medical officers who
do not hold any post-graduate degree
and differentiate them from Family
Physicians who are specialists and will
be able to practice independently.

TASK$

In order to achieve this, the following
tasks require action:
i. development of a national standard

endpoint fellowship examination for
family medicine, through conclusion
ofthe negotiations between FaMEC,
the Colleges of Medicine of South
Africa and the SA Academy of
Family Practice;

ii. implementation of 4 year M.Med.
programmes in family medicine by
those universities which do not yet
have these in place;

iii. finalisation of the educational out-
comes by FaMEC for presentation
to SAQA;

iv. development of criteria for the
accreditation of training sites and
posts;

v .  d iscussion wi th Department  of
Health and Department of Public
Service Administration regarding
post structures and career paths;

vi. identification of potential training
pos ts ,  i n  nego t i a t i on  w i t h  t he
Department of Health and other
stakeholders, with a view to the
establishment of numbered registrar
posts in Family Medicine;

vii. development of regulations by the
Board wi th input  f rom the
Committee for General Practice for
p romu lga t i on  on  beha l f  o f  t he
HPCSA to set out the different
registers, the grandfather clause,
training, etc.
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APFENNIX

IlelTttitions

i:ri:;:rilr yr;;i'.rlr';rur. also known as general
practitioner (GP) or family doctor: a
medical practitioner who is trained to
provide health care services for all
individuals regardless ofage, sex or type
of health problem; provides primary and
continuing care for entire families
within their communities; addresses
physical ,  psychological  and socia l
problems; co-ordinates comprehensive
heal th care serv ices wi th other
specialists as needed.

?-*xtiiv nteilit'itrt' also known as general
medicine: the speciality of medicine
concerned with providing comprehen-
sive care to individuals and families,
that integrates biomedical, behavioural
and  soc ia l  sc iences ;  an  academic
medical  d isc ip l ine that  inc ludes
comprehensive heal th care serv ices.
educat ion and research;  branch of
medicine that while broad in scope is a
speciality in its own right.

l--*nti!.t, Strat'tii:r' also known as general
p r a c t i c e :  t h e  h e a l t h  c a r e  s e r v i c e s
provided by family physicians in the
public or private sectors; characterised
by  comprehens i ve .  con t i nuous .  co -
ord inated,  co l laborat ive,  personal ,
fami ly  and communi ty  or iented
services; comprehensive medical care
with a particular emphasis on the family
unit.

CORROBORATI{}}{ AND

IIIIPLICATxON$

There are a number of concepts that
underlie the proposals made, as well as
issues that need to be addressed once
the principles are accepted. It is noted
that this process is one that many other
countries have already been through, so
many lessons can be drawn from the
experience of other countries.

J. F;ensilv pls"ysicianst corsffibu-

tia*s to pri*tatv kealth carc:

u n d ers t at s rtitl g th e fam il.v

phS,siciat as a printart' care

spe*ialist.
The fundamental characteristics and

derivative attributes of family medicine
al low fami ly  doctors to contr ibute
substantially to systems of primary
health care in all countries in spite of
differences in the way these systems are
planned, organised and managed. They
are ar t icu lated in  the fo l lowing
description from the Framework .for
Professional  and Adminis t rat ive
Development oJ' General Practice/
Family Medicine in Europe. This
document represents the culmination of
almost a decade-long European-wide
consultative process init iated by the
World Health Organisation Regional
Office for Europe.

* Gencral
Fami l y  p rac t i ce  add resses  the
unselected health problerns of the whole
population; it does not exclude cerlain
categories ofthe population because of
age ,  gende r ,  soc ia l  c l ass ,  r ace  o r
religion, or any category of cornplaint
or health-related problem. It must be
easily accessible with a minimum of
delay; access to it is not l irnited by
geographical, cultural, admini strative or
financial bamiers.

. C*ntinuous
Family practice is prirnarily person-
centred rather than disease-centred. [t
is based on a longstanding personal
relationship between the patient and the
doctor, covering individuals' health care
longitudinally over substantial periods
of their life and not being limited to one
parlicular episode ofan i l lness.

, Con-rprel"rensir.e
Genera l / f am i l y  p rac t i ce  p rov ides
integrated health promotion, disease
prevention, curative, rehabil itative and
suppofiive care to individuals from the
physical ,  psychological ,  and socia l
perspectives. It deals with the interface
be tween  i l l ness  and  d i sease  and
integrates the humanistic and ethical
aspects of  the doctor-pat ient  re la-
tionship with clinical decision-making.

. Cc-r:rclinated
Family practice can deal with many of
the heal th problems presented by
individuals at their first contact with
their family physician, but whenever
necessary, the family physician should
ensure appropriate and timely referral

of the patient to specialist seruices or to
another health professional. On these
occasions, family physicians should
inform patients about available services
and how best to use them and should be
the co-ordinators of the advice and
supporl that the patients receive. They
should act as care managers in relation
to other health and social care providers,
advising their patients on health matters.

. Cr:llabnrirtive
Family physicians should be prepared
to work with other medical, health and
social care providers, delegating to them
the care of their patients whenever
appropriate, with due regard to the
competence of other disciplines. They
shou ld  con t r i bu te  t o  and  ac t i ve l y
parlicipate in a well functioning multi-
disciplinary care team and must be
prepared to exercise leadership of the
team.

. Famil-v-oriented
Family practice addresses the health
problems of individuals in the context
of their family circumstances, their
social and cultural network and the
circumstances in which they l ive and
work.

. Cornnrunitv-oriented
The patient's problems should be seen
in the context of his/her lif'e in the local
communi ty .  The fami ly  physic ian
should be aware of the health-needs of
the population l iving in this community
and  shou ld  co l l abo ra te  w i t h  o the r
professionals and agencies from other
sectors and with self-help groups to
init iate positive changes in local health
problems.

(WHO Regional Office for Europe,
Draft charter for General Practice in
Europe, 1998)

2. ftnplications lbr healtk

s ervice de liver-v riJis tefils.
Many ofthe above mentioned attributes
are shared by other  physic ians and
health care providers. Yet, when taken
as a whole they def ine the type of
physician whose expertise is remarkably
congruent with the requirements for
optimal primary health care envisioned
in  t he  A lma-A ta  Dec la ra t i on .  Fo r
instance, distinguishing characteristics
such as f i rs t  contact ,  accessib i l i ty ,
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person - focused  l ong i t ud ina l  ca re ,
comprehensiveness and co-ordination
define an approach that is unique to
pr imary heal th care.  Heal th care
systerns with these characteristics are
assoc ia ted  w i th  be t te r  ou tcomes ,
increased pat ient  sat is fact ion,  less
hosp i t a l i sa t i on  and  l ower  cos t s .
Furthennore, international comparisons
ofprimary health care outcomes suggest
that the greatest differences in health
between countries are associated with
the degree to which the fo l lowing
components of their health services deli-
very system have been implernented:
. Equitable distribution and financing

of health care services.
.  S im i l a r  l eve l  o f  p ro fess iona l

earnings of primary care physicians
and specialists.

'  Comprehensiveness of  pr imary
health care services.

. Absent, or very low, requirements
for co-payments for primary health
care servlces.

. Prirnary care physicians provide first
contact care and entry into the health
delivery system.

. Person-focusedlongitudinalcare.

Family medicine can play an integral
role in helping a country organise its
hea l t h  sys tem to  imp lemen t  t hese
components. In order to achieve these
positive outcomes, however, it will be
necessary for family doctors to work in
unison with community representatives
and health workers. Also it wil l be
necessa ry  t o  deve lop  a  sys tem o f
reimbursement. appropriate incentives.
and positive working conditions in order
to carry out activities that, although
broader than individual patient care,
may, nevertheless have even greater
impact on the health of individuals.
These activities include involvement in
analysing the needs of the population,
wo rk ing  i n  t eams ,  and  p rov id ing
medical oversight of health workers.

3. Implications for Regulation

a. How should Training be
Regulated?

There  a re  de ta i l s  t ha t  need  to  be
regulated in order for the training as
env i saged  to  happen .  Once  the
principles are accepted, council wil l
need to write rules to certifv:

training outcomes for practice com-
petency for family physicians and
family practice;
trainers, who should come from the
ranks  o f  r eg i s te red  Fami l y
Physicians;
training sites. To address the issues
of the maldistribution of services,
training sites may be preferentially
approved in disadvantaged areas,
within the District Health Service
and also in the private sector. i.e.
hospitals, health centres, clinics and
practices will need to be accredited;
who may 'host' such training? Uni-
ve rs i t i es ,  r ecogn i sed  academic
assoc ia t i ons  and /o r  app roved
service providers for instance.

Exarnples of these rules abound in many
countries. They are entirely feasible,
espec ia l l y  i f  t he  app roach  i s  t o
implement  any ru les in  a progressive
manner over tlme.

b. How Should Practice be
regulated?

Not only training but also practice will
need additional regulation. This ensures
maintenance of standards of practice,
which is so desperately needed in our
health care system. Council will need
to write rules to regulate:
. practice in the private and public

arenas so that only properly certified
farn i ly  physic ians may work as
independent  pract i t ioners in  an
unsuperv ised capaci ty  in  pr imary
care

. the criteria for the maintenance of
certification

. quality assurance at practice level.

Once again the exarnple of may other
countries may be followed.

c. The end Point for Practice
Competency

Any postgraduate t ra in ing needs a
mechanism to cerlify practice compe-
tency ,  regu la ted  by  t he  Counc i l .
Although an MFamMed or MMed in
Family Medicine should be one route
to certification of practice competency
for Independent Practice there should
be an alternate route or routes which will
probably the preferred by most potential
family physicians.

Worldwide there are two main streams:
.  Cert i f icat ion for  independent

practice after approved training and
a 'Col lege type'  pract ice cornpe-
tency examination.

. Certification on satisfactory perfor-
mance of completion of a period of
approved training under supervision.
Various forms of assessment are
used in these systems such as in the
UK and in much of Europe. The
examinations in these systems are
voluntary.

Other methods of certification are also
in use. In most cases they have been
used as interim [reasures while the
country is preparing for one ofthe above
two rnethods. These are:
. practice eligihility,which is used for

those who have been in unsuper-
vised practice for an agreed number
of  years.  They then cal l  for  an
inspect ion of  thei r  pract ice and
themselves and go through an audit
process in their own practice to gain
full certif,rcation

. building up an approved portfolio of
CPD points from an unsupervised
practice situation

d. Implications for undergraduate
education

Outcomes for undergraduate medical
training and intemship will also need to
be revisited.

4. How Long Should Training
be for?

An imporlant question, which will need
to  be  d i scussed  i n  t e rms  o f  i t s
implications and feasibility, is the length
of postgraduate training for family
medicine.

Presently South African vocational
training requires two years. In most
instances it is three years. There are
programmes that are longer.

In Hollund mandatory training to
become a "huisarts" started in 1974.
The training was for one year, in the '90s

it was two years and presently as in the
whole of the EU region the training
period has become three years.

ln the UK the new system for the
training of general practitioners started
from October 1913 and compulsory
trainins became effective from the
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