
The South African Academy of Fomily Proctice's Rurol Heolth
Initiotive (RHI) is proud to 6eableto bring you the following section
of thejournol, thof will concentrote on issues pertoining to rurol
heolth in South Af rica. We hope to provoke discussion on thesa
issues ond would encourage onyone inleresled in rurol heolth to
offer contributions to future issues. IrBHI

R U R A L  H E A L T H  I N I T I A T I V E

In this issue we cover the thir.d in the series Rarol Hospifal Focus, report on the National RuDASA
congress, feoture o report on the octivities of the WONCA Rurol Working Porty in terms of internotional
developments ond the Colgary Commitment to Women in Rurql Family Medical Proctice from the 4th
WONCA World Rurol Heolth Congress thot wos held in Canodo in August. We look forward fo heoring
your comments and receiving any iontributions.

areas outsiders cannot buy land. Even
where towns are nearby, the overtime
call roster may make it diff icult for
doctors to stay elsewhere. And those
rare local graduates returning to serve
their own communities often do not
wish to live in the community because
of the excessive demands placed on
them by family and friends. Thirdly, most
rural doctors are short-term workers
who have no interest in, or incentive to,
obtaining their own accommodation.
Finally, many rural doctors as we well
know are foreign graduates, whose
insecurity about ongoing employment
makes them very reluctant to consider
alternatives.

Note that I am not advocating l iving in
a hospital compound as the best model,
only describing what is the practice.
Doctors who have made the effort to
live in the communities they serve have
u s u a l l y  f o u n d  t h i s  t o  b e  a  v e r y
rewarding and fu l f i l l ing exper ience
which enhances their abil ity to meet
the needs of the people.

So, we have agreed that doctors need
accommodation. This is the easy part.
How does one allocate this? Almost
every rural hospital I know has too
litt le accommodation. The housing is
also often old and in need of reoair.
The types of units available vary from
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ACCOMMODATION

In this column, I have looked at two of
the three main issues that I believe to
be crit ical in most rural hospitals. This
m o n t h  I  f o c u s  o n  t h e  t h i r d ,  v i z .
accommodat ion.  Once again,  I  am
raising issues for debate and discussion,
and invite responses.

Peop le  ou ts ide  o f  r u ra l  hosp i t a l s
usual ly  have l i t t le  understanding of
why accommodat ion is  needed,  le t
a lone some of  the d i f f icu l t ies re lat ing
to the allocation of housing. Doctors
work ing in  rura l  hospi ta ls ,  however,
o f t en  expe r i ence  accommoda t i on
issues as one of  the most  common
causes of  tension and unhappiness,
possib ly  second only to cal l  rosters!

Why is accommodation needed in the
first place? Why is the rural hospital
differentl There are a number of reasons.
Firstly, in order to work in a rural hospital,
in nearly all cases doctors are required
to relocate themselves. lt is not simply a
matter of changing lobs - by their very
nature, rural hospitals are away from
areas which doctors usual ly  l ive in .
Secondly, unless the rural hospital is near
an established town there is seldom
accommodation - to rent or buy - in the
local community. Housing of any sort is
usually very difficult to obtain and in tribal

large old mission houses to flatlets to
rooms in "nurses" homes. lt is diff icult
to decide who gets what. lf seniority is
the basis for allocation, how are families
dealt with? A doctor's family is often
the crit ical factor in determining how
long he or she wil l stay. lf the family is
unhappy - and accommodation is very
often the key factor in this - the doctor
wil l leave, no matter how personally
fulf i l l ing /her job is, making uti l i tarian
approaches to housing allocation very
short-sighted.

One major complication is that it is not
o n l y  d o c t o r s  w h o  n e e d
a c c o m m o d a t i o n .  M o s t  o f  t h e
professional staffofa rural hospital are
n o t  l o c a l  p e o p l e  a n d  n e e d
accommodation. lt is easy enough to
e s t a b l i s h  t h e  p r i n c i p l e  t h a t  l o c a l
residents do not get housing (even
though they often demand it and are
most aggrieved when they do not get
it). But how does one decide whether
a house should be allocated to a doctor,
a matron, a therapist or a laboratory
techno log i s t?  I n  some  hosp i t a l s ,
housing units are allocated to specific
sections and there can be no movement
in this - so that much needed houses
even stand empty because posts are
vacan t  i n  pa r t i cu la r  sec t i ons .  Th i s
approach does reduce conflict but does
not help the shortage of space. In other
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hospitals there is f lexibil i ty, and the
needs  and  s i t ua t i on  o f  each  s ta f f
member requesting accommodation is
taken into account. This allows for more
creative and functional usage of space,
but  does produce conf l ic t  as staf f
guest ion why a col league is  g iven a
Darticular house or room.

There is no doubt in my mind that the
Department  of  Heal th should put
budge ta ry  resou rces  i n to  bu i l d i ng
accommodation units, but the types of
units should be locally appropriate (not
designed in Pretoria!) and there should
be a clear local policy framework in
each hospital for allocating these units.

R e l a t e d  t o  a c c o m m o d a t i o n ,  o n e
p r o v i s i o n  o f  t h e  P u b l i c  S e r v i c e

r e g u l a t i o n s  w h i c h  i s  p r e j u d i c i a l
towards rura l  doctors is  the non-
paymen t  o f  hous ing  subs id ies  f o r
houses that are not being l ived in.
Because doctors often cannot and
u s u a l l y  d o  n o t  w i s h  t o  p u r c h a s e
houses in rura l  areas, there should be
support  g iven to them to buy houses
in c i t ies.  This would be an incent ive
that would encourage rural doctors
by giving them the security of a place
to go to when they move on.

The need for accommodation wil l no
doubt increase, as more categories of
health professionals are required to do
community service, filling long vacant
posts. One can only wonder if there is
any strategy that exists in the provincial
departments of health to ensure that

there wi l l  be the accommodat ion
needed. Prefabricated units and mobile
homes are only short-term solutions,as
they deteriorate quickly. One solution
would be to provide funds to rural
hospitals to enable them to use local
bu i l de rs  and  ma te r i a l s  t o  deve lop
appropriate housing units. Howeven
arguments of standards, aesthetics and
ongoing maintenance are usually raised
in terms of this.

I believe, though, that the problem of
staf f ing rura l  hospi ta ls  cannot  be
adequately addressed if the question
of housing is not considered.

lon Couper
Dept Fomily Medicine & Primory Core

MEDUNSA

S THE RURAT GENERAT PRACTITIONER *
.AN INTEGRATOR IN RURAT HEATTH CARE

REPORT ON THE 4TH RUDASA CONGRESS
The  4 'n  annua l  conSress  was  he ld
in Queenstown in the Eastern Cape,
dur ing September.  Delegates were
t rea ted  to  a  we l com ing  d inne r  by
t h e  m a y o r  o f  Q u e e n s t o w n ,  t h e
h o n o u r a b l e  M r  G N  X o s e n i .  l n  a n
o p e n i n g  s p e e c h ,  t h e  D i r e c t o r
Genera l  o f  t he  Eas te rn  Cape ,  D r
Mvuyo Tom, emphasised a hol is t ic
approach to rura l  heal th and said
that  rura l  doctors need to do more
than just  t reat  pat ients.

The keynote address on Saturday
morning was delivered by Prof. Kaya
Mfenyana from the Department of
F a m i l y  M e d i c i n e  U N I T R A .  H e
explored the congress theme (The
r u r a l  g e n e r a l  p r a c t i t i o n e r  -  a n
integrator in rural health care), and
described what a rural practit ioner
ought to be - a doctor who would
care for the whole patient, regardless
o f  age ,  sex  o r  d i sease .  The  ru ra l
practit ioner ought to see patients in
their context, especially if she/he l ives
in the same area as do the patients.

Many of the attributes Prof Mfenyana
m e n t i o n e d ,  a r e  s h a r e d  b y  f a m i l y

physicians and rural doctors alike. A
question asked during the congress,was
whether a rural practit ioner and a
family physician is the same thing, or
two different thingsl The chairman, lan
Couper, responded by saying that he
would not l ike to see the Australian
Scenario repeated here: InAustralia,the
family physicians and rural doctors are
two separate groups. Couper said that
rura l  medic ine is  wider  than fami ly
m e d i c i n e ,  a n d  i n c l u d e s  o t h e r
spec ia l i t i es ,  e .g .  commun i t y  hea l t h
specialists, surgeons, paediatricians, etc.
We need to work together.

Many fascinating and highly relevant
topics were discussed in the parallel
sessions.AlDS andTB received a lot of
attention,and rural doctors could relate
to what was discussed. because of their
personal experiences with patients.
Several doctors presented their own
research, ranging from disabil ity and
rehabil itation, to the use of a Road to
Health Chart in rural clinics.

Helen Strong from SAMA presented
the findings of research that she had
d o n e  a m o n g  d o c t o r s .  T h e  m a i n

prob lems  repo r ted  were
remunerat ion,  and lack of  senior
support for junior doctors.

I n  a  s e s s i o n  o n  C P D  f o r  r u r a l
practitioners, it was decided that there
seems to be a discrepancy between
what doctors feel they need to learn,
and the teaching available for CPD
points. lt was agreed that small groups
are more useful for relevant learning
than lectures by specialists. Two or
more doctors can form a small group
and register it for CPD points through
the Academy of Family Practice.

Dr Eddie Mhlanga, chief director of
Maternal, Child and Women's Health,
del ivered an inspi rat ional  keynote
address on Sunday morning. He said
that rural doctors may sometimes feel
forgot ten,  and infer ior  to  urban
co l l eagues .  Ru ra l  doc to rs  shou ld
however realise that there are young
people looking up to them as ro le
models.When he was a young boy, a
rural doctor was the role model that
inspired him to study medicine. lt is a
privilege to be a rural docto6 to see
the patient as a whole person. Rural



doctors can act as agents of change,
and should research what they see
around them.

Other  re levant  topics that  were
discussed.  inc luded c i rcumcis ions and
the role of the doctor in clinic visits.
Chris Ell is spoke about cross-cultural
communication in his entertaining way.
In the Poverty and Health workshop,
t h e  d i s c u s s i o n  c e n t r e d  o n
development and the importance of
community partnerships.

RUDASA recognises that an interest
i n  r u r a l  m e d i c i n e  n e e d s  t o  b e
encouraged from an early stage in
medical training. Students from each
medical school were invited.and their

attendance was sponsored. Students
f r o m  U C I  U N I T R A ,  U P  a n d  U S
attended.They enjoyed meeting rural
doctors, and had the opportunity to
tell the congress about what their
medical schools are doing for rural
health, and recruitment of students
f r o m  p r e v i o u s l y  d i s a d v a n t a g e d
communities.

The highlight of the congress was the
interaction between people, and the
cross-pollination of ideas. lt was very
encouraging to see what rural doctors
are doing to improve the health of rural
communities, often against the odds.A
decision was taken to continue choosing
rural venues for future congresses,"to
place us in our context".

T h e  2 0 0 1  c o n g r e s s  w i l l  b e  h e l d
September/October in Taung in North
West Province.RuDASA however fully
supports theWONCA 2001 Congress,
and encourages members to attend,
e s p e c i a l l y  t h e  d a y  t h a t  w i l l  b e
committed to rural health.

Abstracts from the RuDASA congress
are  ava i lab le  f rom E lma de Vr ies
(elmadv@mweb.co.za).

Elmo deVries
Secretory: RUDASA

Senior Medical Officer: Mitchell\ Ploin
Community Heolth Centre

Lecturer: Department of Primary Core,
UCT

* woNcA *
WORKING PARTY ON RURAT PRACTICE AAEETINC

The Wor ld Organisat ion of  Fami ly
Doctors (WONCA)Working Party on
Rura l  P rac t i ce  i s  an  o f f i c i a l  sub -
committee, chaired by Professor Roger
Strasser of Australia, which has as its
v is ion the development  pol ic ies for
WONCA on rural practice and to
promote rural health.

I was privileged to attend theWorking
Party meetings held in Canmore and
Calgary,Alberta, Canada, in August this
year, before and after the FourthWorld
Rural Health Congress. I attended on
behal f  o f  Dr  Neeth ia Naidoo,  the
Southern African representative, who
was not able to go.

It was a good learning experience to
be part of this team of about 20 people
f rom a l l  ove r  t he  wo r ld ,  a l l
e n t h u s i a s t i c a l l y  c o m m i t t e d  t o
developing rural health care around the
w o r l d ,  i n  b o t h  d e v e l o p e d  a n d
developing countries each with their
own unique chal lenges.

A few issues that were discussed are
of particular interest. The nextWorld
Rural Health conference.the fifth in the
se r i es ,  w i l l  be  he ld  i n  Me lbou rne ,
Australia from 28'h April to 5'h May,

2002. The theme is"Working together:
C o m m u n i t i e s ,  P r o f e s s i o n a l s  a n d
Services." (For more information, see
thei r  websi te wwwruralheal th2002
.ne t )  The  6 'h  Wor ld  Ru ra l  hea l t h
conference will be in Spain and Portugal
in 2003.

More immediately,there wil l be a Rural
Day at  the WONCA 200 |  Wor ld
Conference of Family Doctors/General
practitioners to be held in Durban next
year (see www.wonca2OO l .org.za). The
conference is from l3'h to l7'h Vay,
with the rural day, which theWorking
Party is organising, onWednesday | 6'h.
It is an exciting chance for rural South
A f  r i can  doc to rs  t o  mee t  w i t h
colleagues from all over the world and
hear them speak.

Another exciting forthcoming event is
a  p roposed  WHO-WONCA Jo in t
I nv i t a t i ona l  Con fe rence  on  Rura l
Health. lt is recognised that in order
to have any influence on governments
with respect to rural health, WHO
must be involved. Following meetings
between WONCA and the WHO. it
s e e m s  v e r y  l i k e l y  t h a t  s u c h  a n
Inv i tat ional  Conference on Rural
Hea l t h  w i l l  be  ca l l ed  by  WHO,  i n

conjunction with the Working Party,
gathering together key people in health
administration in the major regions of
the world to look at problems and
strategies in rural health care.

A meet ing of  the WONCA Rural
Informat ion Technology Exchange
(WRITE) group, a sub-committee of
the Rural Working Party, also took
pface in Calgary.WRlTE looks at issues
related to in format ion technology
development to assist rural health
care. The group is aware of the need
to  f ocus  on  l ow  techno logy
applications and a monograph is being
deve loped  on  th i s  t op i c .  Fu tu re
projects include the facil i tation of an
annotated b ib l iography-cum-assets
register,and setting up a clearinghouse
to  pass  on  resou rces ,  e .g .  f r om
developed to developing countries.

A new sub-commit tee,  a Work ing
Party onWomen in Rural Practice,was
also formed in Calgary, in response to
the Calgary Commitment toWomen
in Rural Practice adopted at the end
o f  t he  4 ' h  Wor ld  Ru ra l  Hea l t h
conference. Their task is to develop a
policy on women in rural practice for
the Working Party, which has in turn



committed i tsel f  to work towards
gender equity.

A CD-ROM with the rural  health
pol ic ies developed by the Working
party and adopted by the WONCA

C o u n c i l ,  p r e v i o u s  c o n f e r e n c e
recommendations, and statements such
a s  t h e  D u r b a n  D e c l a r a t i o n  w a s
presented to each member present.
I can thus provide material from this
resource to anyone who is interested.

(The material is also available through
the working party website, which can
be reached through the WONCA
website, www.wonca.org.)

lon Couper

* woNcA *
CATCARY COlv\lv\ITMENT TO WOI(EN
lN RURAT FAtv\ltY tr\EDlCAt PRAeTle E

Preamb le

We, the rura l  heal th professionals
o f  t he  wo r ld ,  mee t i ng  i n  Ca lga ry  a t
t h e  4 ' h  W o r l d  R u r a l  H e a l t h
C o n f e r e n c e ,  r e c o g n i s e  a n d
c e l e b r a t e  t h e  s p e c i a l  e s s e n t i a l
con t r i bu t i on  wh i ch  women  i n  ru ra l
pract ice have made and cont inue to
m a k e  t o  t h e  h e a l t h  o f  t h e i r
commun i t i es .

Based  on  the  secu re  know ledge
t h a t  t h e  e q u a l  c o n t r i b u t i o n  o f
women  to  pub l i c  po l i cy  i s  essen t i a l
t o  secu re  t he  fu tu re  o f  l i f e  on  th i s
o l a n e t  a n d  e n h a n c e m e n t  o f  t h e
h u m a n  c o n d i t i o n ,  t h e  C a l g a r y
Commi tmen t  t o  Women  i n  Ru ra l
Med ica l  P rac t i ce  w i l l  make  v i s i b l e
the  work  o f  women .

Th i s  i s  pa r t i cu la r l y  impor tan t  g i ven
the  i nc reas ing  p resence  o f  women
i n  r u r a l  m e d i c i n e ,  t h e  c h a l l e n g e s
fac ing  women  i n  ru ra l  p rac t i ce ,  and
t h e  i n e q u i t i e s  o f  c o m m i t m e n t  t o
a n d  r e s o u r c e s  f o r  t h e s e  i s s u e s
a round  the  wor ld .

We  w i l l  r ecogn i se  the  d i ve rs i t y  o f
w o m e n ' s  c o n t r i b u t i o n  t o  r u r a l

health by supporting the development
o f  p r a c t i c e ,  p o l i c y ,  f u n d i n g  a n d
research initiatives that reflect the
fol lowing pr inciples:

Principles

Rural  medical  pract ise must  be
structured to ref lect  the way
women exper ience thei r  l ives.
Sus ta inab le  ru ra l  p rac t i ce  f o r
women  mus t  be  f l ex ib le ,  sa fe ,
local ly  developed and cul tura l ly
appropr iate.
T h e  p r o m o t i o n  o f  w o m e n ' s
i n v o l v e m e n t  i n  p o l i c y
development is essential to ensure
the  con t r i bu t i on  o f  women  i s
i nc luded .
The  work  wh i ch  women  do  as
rural doctors, at the request of
t h e i r  p a t i e n t s ,  m u s t  b e
a p p r o p r i a t e l y  v a l u e d  a n d
f inancia l ly  rewarded.
The many contributions of women
to rura l  medical  pract ice must  be
i n c l u d e d  i n  c o r e  m e d i c a l
cu r r i cu lum.
W o m e n  w a n t  d i v e r s i t y  a n d
f l ex ib i l i t y  w i t hou t  p ressu re  t o
conform to existing professional,
t ra in ing and pract ice st ructures.

. Local teamwork and partnerships
a re  necessa ry  t o  ensu re  t ha t
initiatives are developed which are
appropriate to the local area.

Commitment

Th i s  con fe rence  commends  the
WONCA Working Party on Rural
Health for the work done to implement
recommendations from the 2nd World
Rural  Heal th Congress concerning
issues identified by women. In particular,
we note the inclusion of many of the
recommendations in the Policy on Rural
Practice and Rural Health, and women
in the scientific program of conferences.
To continue the essential work of
restructuring rural practice to attract
women. this Conference commits to
work ing toward the equal
rePresentat ion of  women on the
WONCA Working Party, conference
organis ing commit tees,  and other
working parties developing policy on
issues in rural practice.

In order  to advance issues.  which
have been ident i f ied by women, th is
C o n f e r e n c e  s u p p o r t s  t h e
development of aWONCA Policy on
Women in Rural  Pract ice.

INVITATION TO ALL COMMUNITY SERVICE DOCTORS

You have received several free copies of S.A. Family Practice over the past few months. lf you have found the journal
interesting and informative and would like to continue receiving it after your community service has been completed,

pf ease contact Penny Bryce at the South African Academy of Family Practice I Primary Care on (0 | l) 807 6605.

Be Proactive,be Professionol, get Involved with your Future!




