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Sam Mhlongo was born on 30'h July 1940 in Soweto,
Matriculated first class at Orlando High School in
1958. He left South Africa in May 1963 with the
twin aim of obtaining a medical degree abroad
and participating in the liberation struggle -
mammoth tasks until the release of political
prisoners in I 990. He started undergraduate
training in the UK in 1970 and qualified in 1975
without any interruptions. lt had been agreed
that during that time, he would be
exempted from political work.

During the years 1977
1990, he returned to full
po l i t i ca l  par t i c ipa t ion
whi le working in and
out of hospital. This
was a difficult time in
h is  l i f e  -  po l i t i ca l

d e m a n d s  o f  t h e
a n t i - a p a r t h e i d

lntroduction

The collapse of Romania in 1988 under
Nikolau Caucesku was rapidly followed
by the fall of the mighty Soviet Union. lt
is worth noting that Romanian Stalinism,
desoite its weaknesses survived all of
those years because ofWestern support
in the cold war against the Soviet Union.
It was during this period that the leaders
of Apartheid South Africa began to

realise that they either had to "adapt
or  d ie" .  Clear ly  PW Botha and h is
advisors had not learnt the lessons of
Romania and Persia ten years back and
now Roman ia .  l n  1979  the  Wes t
abandoned the Shah and Ayato l lah
Khomeni toppled him. The point and
lesson from these whirlwind events is

struggle, patient-care and academic work.
Apart from his practice patients, he also
was frequently called upon to attend to
South African freedom fighters of all
po l i t i ca l  persuas ions .  He t rave led
extensively in Europe, NorthAmerica and
Africa and was known at the time as the
"l iberat ion doctor".  He obtained his
Master of Science degree (M.Sc.Med -

London) in 1992) at Guys and St.Thomas
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that adaptation is a poor response in
the development of history. Change
and adaptation would have been the
correct resPonse.

My subject today is Family Medicine

and Primary Health Care in the New
Mi l l enn ium,  wh i ch  has  j us t ,  begun
(200l). As the new head and Chief
Specialist, I am acutely aware that for
our  d isc ip l ine to surv ive,  grow and

serve the nation, it has to periodically
undergo change and adapt in this ever
changing world - the globalised medical
village is now here and has come to
stay. This is true for all the other
medical disciplines as well. l t is the
general view of medical social scientists
that theWestern model of health care

Hospitals Medical School.

Prof. Mhlongo returned to South
Africa in I 998 and was appointed
Chief Family Physician&Head of
Department of Family
Medicine & Primary Health
Care in October 1999. Prof.
Mhlongo is a member of
President Mbeki 's Aids
Advisory Panel.

has far too many drawbacks in the
health care of populations in developing
countries of the world. Of theWestern
model of health, one writer has said.
"One of the gredtest drowbocks of the
medicol culture that hos grown up with
the engineering model is the removol of
the potient or the community from ony
situotion of control in the encounter with
the medicol profession". (Primary Health
Care,John J MacDonald).

Some definit ions

Family Medicine is concerned with the
care of individual patients and their
families. Genes and the environment
are obl igatory components in  the



holistic care of our patients. Family
Medicine with its twin sister (Primary
Health Care) is an academic and clinical
discipline in its own right but in its
approach is non-selective. In this way
Family Medicine and Primary Health
Care  have  a  l o t  i n  common  and
inva r i ab l y  sha re  a  symb io t i c  o r
inseparable existence.

Family Medicine & Primary Health
Carc in South Africa

What is the state of health of this
discipline in South Africa? How is it
v i ewed  and  unde rs tood l  Fami l y
Medicine & PHC academic departments
are in relative good health in this country
at all the medical schools.

All the eight academic departments of
Fami[ Medicine & Primary Health Care

in te rac t  t h rough  FaMEC (Fami l y
Medicine Education Consortium) and
an advanced stage has been reached
to form a new and independent College
o f  Fami l y  Med ic ine  -  an  exc i t i ng
prospect!

How is our discipline viewed in South
Africa? This is a three-part question in
that it concerns:

i) The communities we serve
ii) Other Medical SchoolAcademic

Departments
ii i) The Ministries of Health (both at

Provinc ia l  and Centra l  Govern-
ment)

I shall answer questions (i) and (i i) with
specific reference to Medunsa. Our

d  epa r tm  en t  i s  i nvo  l ved  w i th
communities in four provinces, which
are:

. Gauteng

. NorthWest

. Northern Province and

. North West

I t  wou ld  be  co r rec t  t o  say  t ha t

communities in these provinces hold
the department of Family Medicine &

Primary Health Care - in particular its
physic ians in  great  esteem. Fami ly
phys i c i ans  th rough  m in i  r esea rch
proiects are in a position to test this
objectively i.e. in the form of a patient
satisfaction questionnaire. What about
o u r  r e l a t i o n s h i p  w i t h  t h e  o t h e r
academic departments at  Medunsa?

My view here is a tentative one, but I
can say from my two years in the
department  that  the re lat ionship is
get t ing c loser  and c loser  and that
Fami ly  Medic ine is  earn ing an equal
respect from the other departments
at this medical school.

Concerning the relationship between
government and the departments of
Family Medicine & Primary Health Care
- this is a thorny issue with teething
problems.  At  i ts  incept ion as the
government of South Africa, the African
Na t i ona l  Cong ress  made  P r imary
Health Care and Family Medicine its
flagship with regard to the delivery of
affordable health care. In my view this
approach has a great deal of merit since
experience in other countries appears

t o  b e a r  t h i s  o u t  e . g .  t h e  U n i t e d
K i n g d o m ,  T h e  N e t h e r l a n d s  a n d
Austra l ia  to name a few A major
problem at the moment is that of clear
objectives and directions in questions

of health care delivery. Family Medicine
& Primary Health Care can be regarded
as managers of scarce resources i.e. the
Gate Keeping function of this discipline.
I shall return to this function at a later

s tage  i n  my  p resen ta t i on .  The
governments both at provincial and
c e n t r a l  n e e d  t o  u n d e r s t a n d  t h i s
function and become more pro-active.

The way forward

I am aware that accepting change is
very diff icult and to many individuals

even problematic. I have said that the
government  has accepted that  i ts
health care flagship is Family Medicine
and Primary Health Care. There is no
going back - what is needed now is to
make the system work and a reality.
How may this be achieved? The system

canno t  wo rk  i f  i t  i s  f r agmen ted
whereby health professionals' narrow
interests run counter to team soirit.
The following needs to happen

. Primary Health Care nurses need
to work closely in teams with family
physicians. This has to be a dynamic
process,  which must  inc lude the
con i l  nu  ou  s p r o f e s s i o n a l
development of both or any other
team members.

. The central government needs to
step in  wi th a Fami ly  Medic ine /
P r imary  Hea l th  Ca re  Cha r te r
through legislation. Such a charter
need not appear hosti le, as was the
c a s e  w i t h  c o m m u n i t y  s e r v i c e
l e g i s l a t i o n  s i n c e  w e  a r e  h e r e
c o n c e r n e d  w i t h  t r a i n i n g  a n d
professionalism. To practice as a
family physician one would need a
l i c e n c e  f r o m  t h e  H e a l t h
Professional Council of South Africa
(HPCSA).

. Family physicians need to form an
independent college of their own.
T h i s  c o l l e g e  w o u l d  a s s i s t  t h e
government in all matters relating
to mandatory vocational training of
fami ly  physic ians.  Wi thout  th is
mandatory vocational training, the
co l l ege  wou ld  no t  suppo r t  t he
granting of a l icence to practice as
a  fam i l y  /  p r imary  hea l t h  ca re
physician.

. Vocational training needs resources
such as

Appropriate and adequate funding
Adequate practice premises
T r a i n e d  a n d  q u a l i f i e d  f a m i l y
physicians to facil i tate the training
of registrars in Family Medicine and
Primary Health Care.

All registrar posts in Family Medicine
in the National Health Service need to

be regarded as training posts with an
end-point. These registrars need to
rotate over agreed periods in what the
co l l ege  may  deem as  app rop r i a te
specia l i t ies -  e.g.  In ternal  Medic ine,

Obstetrics and Gynaecology, accident
and emergency and Psychiatry.

i)
i l ,

i i i )



IFamily Physicians as Gate-keepers
and managers of scarce resources

The programme outlined above implies
development ,  t ra in ing and change in
South Africa. The government may say
there is no money. As managers of
resources and gatekeepers,  Fami ly

Medicine is not asking for new money.
lf allowed, our role as gatekeepers, we
would more than halve the t raf f ic
c u r r e n t l y  s e e n  i n  A c c i d e n t  a n d
emergency departments and outpatient
c l in ics.  This act  a lone would a l low
h o s p i t a l - b a s e d  s p e c i a l i s t s  t o
concentrate and spend time in their
speciality and relevant research,training
and teaching. Other savings would
emanate from the primary health care
clinics and health centres, which would
prescribe generically and appropriately.

There would also be an appropriate
referral system. Incentive schemes need
to be put in place to encourage savings.

Polit ics and economic development are
dai ly  issues wi th in our  heal th care
s y s t e m  i . e .  " h e a l t h  f o r  a l l " ,  a
commitment to delivery and to greater
justice and equity in health resource
a l l o c a t i o n .  T h i s  m u s t  m e a n  a
denunciation of existing inequalit ies and
our rededication to redress glaring
societal imbalances.

In conclusion I would l ike to see the
government and the African National
Congress return to some of the key
components of theAlmaAta declaration.

Primory Health Core is essentiol heo,th
core bosed on proctical, scientificolly

sound ond sociolly occeptoble methods
ond techno logy  mode un iverso l l y
occessib/e to individuals ond fomilies in
the community through their  ful l
porticipotion ond at o cost thot the
community ond country con offord in
the sprrrt ofself-relionce and determinotion
(D eclo rati o n of AIm o Ato:V I).

Primory Heolth Core forms on integrol
part both of the country's heolth systern,
of which it is the centrol function ond
main focus, ond the overoll sociol and
economic  deve lopment  o f  the
community. ,t is the f;rst level of contact
of individuols,the fomily ond community
with the notionolheolth system bringing
heolth core os close os possible to
where people l ive ond work, ond
constitutes the first element of o
continuing health core process.
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s.A.
Family Practice
/ Primary Care

While you're at W0NCA
Gome and visit our stand at the

Exhibit ion Centre

The SA Academy of Family Practice/Primary Care is the largest academic, and only national, organization
dedicated to the ongoing education and professional development of Family/General Practitioners.The
Academy has had as its focus and vision for 20 years the development of the discipline of family/general
practice.We do this "for GPt by GP's".The Academy is the South African member affil iated toWONCA
(World Organisation of National Colleges and Academies), and is recognised internationally and nationally
as a leader in this field.

Membership benefits include:

. A National network of small groups of Family/General practitioners (see page 37 for details of
groups and facilitators);

. Monthly formal CPD meetings;

. Regular informal sessions including journal clubs, ward rounds, lunchtime sessions, breakhst sessionsl

. Accreditation and consultation on accreditation of CPD activities and meetings;

. Administrative support;

. Strategic development of the discipline;

. Workshops and Seminars

. Mini-Congresses at provincial level

. National Family/General Practice Congress

. lnternational WONCA Congress - first in Africa in Durban 200 l!

. Active association with representation on several bodies including RuDASA, FaMEC, CMSA, HPCSA,
Medical and Dental Professional Board, Society of General I Family Practice etc

. Rural Health Initiative - a special project developed to support the rural practitioner

. Distance education products and opportunities

. SA Family Practice Journal- "the only journal you NEED to read", written for South African GP's
by GP's
SA Family Practice Manual - curently being updated
Special Interest booklets
Special InterestWorking Parties e.g. HIV/AIDS,Women's Health, CPD, Research, Information
technology etc
SASPREN - a research network concerned with advancing the frontiers of knowledge in the
discipline of famif medicine and primary care, via public health surveillance and research projects.




