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Summary

Family medicine bas established itself
as an academic discipline throughout
the world. The challenges for De-
partments of Family Medicine are very
real. They have an extended role to
play, especially in the fields of reorien-
tation of medical education towards a
more primary care attitude; medical
schools bhave a responsibility for
addressing local bealth problems;
greater awareness of managerial issues
is required and an aggressively active
role in building the infrastructure for
community involvement must be taken.
In facing these challenges the
Department of Family Medicine at the
University of the Orange Free State
plays an important role in each of the
fields of teaching/training, research,
rendering of service and faculty
administration. A description is given
of the department’s involvement in
each of these fields. Certain minimum
criteria for faculty involvement of
Departments of Family Medicine are
proposed. This involvement will allow
the expected extended role of these
departments to be fulfilled. A solution
to the problem of funding of primary
care services delivered as part of an
academic complex, must also be found.

Introduction

Family medicine as an academic disci-
pline in South Africa was born in 1968
when Dr Howard Botha initiated the
first post-graduate course in Family
Medicine at the University of Pretoria.
In 1970 the first graduates obtained the
M (Med Dom) degree. From 1971 the
degree was renamed to the present M
Prax Med.

The revival of family medicine as an
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academic discipline became an inter-
national phenomenon, especially in
countries like Great Britain, the United
States of America, Canada, the
Netherlands, Belgium, Australia and
South Africa. In 1983 Marinker!
declared:

In the United Kingdom today almost
without exception, the medical school
will have a university department of
general practice. Indeed, not to have
such a department is no longer the
hallmark of the traditionalist or the
super-technologist, but merely of the
quaint.

Academic departments could then be
found in 80% of WONCA-member
states.”? Much has been achieved in the
international sphere regarding family
medicine as an academic discipline. A
world body, the World Organisation of
National Colleges, Academies and
Academic Associations of General
Practitioners/Family Physicians
(WONCA) has been founded; FAMLI,
an index of family medicine literature
has been established; ICPC, an
International Classification of Primary
Care, has been developed and specific
vocational training programmes for
family physicians have been instituted
in various countries.? Academic depart-
ments of family medicine are also
increasingly involved in teaching both
general practice and general medical
skills at undergraduate level.*

In South Africa departments/divisions
of family medicine now exist in each
medical school. The challenges and
expectations facing these departments
are very real. Much attention is
focused on primary health care and it
is expected of departments of family
medicine to play its rightful part.
Medical education needs to be reorien-
tated; medical schools have some
responsibility for addressing local
health problems and students need to
learn about the real world and not only
academic hospital medicine. More
effort must be devoted to health pro-

motion and disease prevention; greater
awareness of managerial issues is
required; and concern not only with
individuals but with populations is nec-
essary.” Academic medical centres
must taken an aggressively active role
in building the medical infrastructure
for community involvement.® Faculty
development, especially in family med-
icine, is therefore a very important
issue.’

The four pillars of the functioning of a
department in an academic medical
centre are teaching/training, research,
rendering of service and administra-
tion. The Department of Family
Medicine at the Faculty of Medicine of
the University of the Orange Free State
plays an important role in each of
these fields, especially with the view of
serving the broad community.

I. Teaching/training

Teaching in family medicine takes
place at both under- and post-graduate
levels. Undergraduate level teaching
starts at the second year where the
Department of Family Medicine forms
part of the anatomy curriculum. At the
end of each block a lecturer of the
department explains the practical clini-
cal application of the area covered.
During the third year the Department
of Family Medicine co-ordinates the
teaching of Introduction to Clinical
Medicine, which in essence is Primary
Emergency Care.

The main theoretical contact takes
place in the fifth year and consists of
50 lectures covering practice manage-
ment, family health and clinical family
medicine. Evaluation is by means of a
mid-year test and a paper at the end of
the academic year. The fifth year also
includes a two week elective in a com-
munity primary care site, whether it be
a general practice or a rural primary
care hospital setting. Practical acade-
mic contact is obtained by means of a
four-week residency programme in the
Department of Family Medicine in the

“In the United Kingdom

almost without exception

the medical school will

have a university depart-

ment of general practice”

Students

about the real world and

not only academic hospital

medicine
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sixth year. Because the Department of
Family Medicine is in charge of all the
polyclinics and the casualty depart-
ments, as well as a general primary
care ward, the students are in a very
good position to obtain hands-on expe-
rience of primary care problems. For
the first time in their training they have
the opportunity of seeing unselected
and undifferentiated patients direct
from the community.

Evaluation by the students of the resi-
dency programmes of the different dis-
ciplines of the faculty showed that the
family medicine programme was rated
the highest regarding inter alia rele-
vance of clinical experience. Regarding
the similarity between university resi-
dency programmes and community
care, Gilchrist® found that the residen-
cy training sites of the Northeastern
Ohio Universities College of Medicine
provide patient care opportunities si-
milar to those found in a national sur-
vey of family and general practitioners.
Similarities between departmental cli-
nics and general practice were also
found in studies done in our depart-
ment.* "

Although not an official part of the uni-
versity training, student interns have a
choice of a two-month internship period
in the Department of Family Medicine.

Post-graduate teaching in family medi-
cine leads to the acquisition of the
degree Master of Family Medicine (M
Fam Med). The course extends over
four semesters when offered full-time,
and over six semesters when offered
part-time. The curriculum is based on
the four corner stones of family medi-
cine, namely clinical family medicine,
family health, community medicine
and practice management." The sub-
jects are applied anatomy, applied
physiology, applied chemical patholo-
gy, clinical family medicine, family
health, community health and practice
management.

A dissertation, which must include an

element of original research, must be
handed in before admission to the final
examination.

Since the course was introduced in
1980, 170 candidates obtained the
degree; 44 full-time and 126 part-time.
Of the latter 61% came from rural
areas.

Training of primary health care nurses
is also effected by the Department of
Family Medicine. Since 1982, 447 nur-
ses were trained in primary care man-
agement of common ailments. In that
way the necessary skills needed for
primary health care are being dissemi-
nated back to the community.

2. Research

An academic discipline is defined by
the scope of its clinical interests and
measured by the output of its acade-
mic researchers. Many factors can
influence this output, not the least
being a very heavy clinical workload.
The most important factor, however,
seems to be the individual’s personal
interest in research when first seeking
a position in academic medicine.*

The main sources of research in our
department are the dissertations sub-
mitted by the M Fam Med candidates.
The topics vary widely and cover the
broad field of family medicine in all its
facets.

Contract research projects on issues
like pneumonia are being done by
members of the department. Ongoing
research by consultants in the depart-
ment includes projects like morbidity
studies of the casualty departments
and polyclinics, the cost-effective
treatment of hypertension, the out-
patient treatment of the alcoholic and
a profile of the final year medical stu-
dents.

3. Rendering of service

Service rendering in an academic hos-

Teaching ~ research -

service ~ administration

Most patients testify that
patient care has benefit-
ted enormously by the M

Fam Med studies
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pital complex does not only consist of
tertiary hi-tech marvels. On the con-
trary, much more service is rendered
on the secondary and primary care
level.

primary care ward) and 3/5 (detoxifica-
tion of patients with alcohol or drug
withdrawal symptoms).

They stretch from Universitas to
Pelonomi and are thus within reach of

Students now seen
unselected,
undifferentiated patients

direct from the

. . . o R . community

Total and cost-effective primary care in the greatest majority of patients resi-

a tertiary and academic milieu is not ding in the greater Bloemfontein. Home

only possible, but in actual fact is care is provided by primary health care

proved to be so daily in the different nurses.

clinics of our department. According to

the principles of the Reconstruction The extent of these services is set out

and Development Programme (RDP) in Table 1.

and the Primary Health Care plan, the

care must be acceptable, accessible, Apart from the escalation of total

affordable, efficient and equitable. patients, especially over the last year,

Within these visionary boundaries, the the figures show a remarkable consis-

Department of Family Medicine deli- tency. Female patients make out

vers such a service to almost 200 000 almost 65% of the total patients seen.

patients annually at our different poly- Viewed with the paediatric care sec-

clinics, casualty departments and tion this has important fiscal implica-

wards. These are the National, tions.

Pelonomi and Heidedal polyclinics, the

Universitas and Pelonomi casualty On average only 7% of the total

departments and wards 10 (a short stay patients seen in the clinics are eventu-
Table 1: Summary of patient contacts during a five year period

Averagelyear 1990 1991 1992 1993 1994

National polyclinic 16 558 14 642 15 097 15798 17 111 20 144
Pelonomi polyclinic 79 348 82 467 79 980 74 293 71 950 88 048
Heidedal polyclinic 19 023 20 364 20 273 18 355 15 163 20 960
Universitas casualty 22 202 21 121 22 079 22 483 21990 23 336
Pelonomi casualty 44 536 43 981 42 936 43 368 45 166 47 231
Home care 6 735 6 876 7 428 6 585 6 067 6719
Total 188 402 189 451 187 793 180 882 177 447 206 438
Average per day 516 519 515 496 486 566
Ward 10 675 642 723 638 666 705
Ward 3/5 184 175 172 191 162 221

| Referral rate:
National poly 7.8 8,4 7,9 6,7 7,8 8,4
Pelonomi poly (adult) 5.7 57 5,8 5,2 6,4 55
Pelonomi poly (child) 7,6 7. 8,0 82 9,2 5,6
Heidedal poly (adult) 5,4 6,5 6,4 41 54 4,6
Heidedal poly (child) 41 5,2 41 2,8 5,0 3,5
Age and gender: %
National poly >=65 54,6 61,0 57,8 56,0 52,4 45,6
Pelonomi poly <=12 21,2 21,1 21,6 20,5 19,0 23,7
Heidedal poly <=12 252 257 24,9 22,9 20,4 321
National poly (female) 72.5 75,0 74,7 12.5 711 69,0
Pelonomi poly (female) 64,8 65,0 63,9 64,0 65,9 65,3
Heidedal poly (female) 60,0 60,0 59,3 60,0 60,5 60,1
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ally referred for specialist care. This
referral rate may seem very low. If one,
however, considers the fact that 70% of
the doctors in the department have
already or are in the process of obtain-
ing a post-graduate qualification in
family medicine, and are therefore in
fact specialist general practitioners,
this referral rate is more than accept-
able. It also has additional financial
benefits to the government because of
the responsible and knowledgeable
gatekeeper role that prevents unneces-
sary and expensive specialist care
investigations.

The additional qualifications did not
improve the salaries of the doctors in
any way. Improved patient care was
the sole motivation for these studies.
Most patients will testify that patient
care has benefitted enormously by this
fact.

Regarding the rendering of service in
the future, the department expects to
get involved in the following: the pre-
sent clinical component of the district
surgeon services, the local govern-
ment’s action of conversion to curative
clinics and the Mangaung University
OFS Community Partnership Pro-
gramme (MUCCP). This will obviously
mean a considerably increased work-
load. Replanning in general, increase
workforce and physical facilities and
redistribution of patients for primary
evaluation and intervention will have
to be considered.

4. Administration

Martini et al*® found that institutional
policies, where implemented, have had
a positive effect on the students’
choice of generalist careers. The most
influential factors under the control of
the medical school are the criteria
used for admitting students and the
design of the curriculum, with particu-
lar emphasis on faculty role models. It
is therefore imperative for members of
the Department of Family Medicine to
be actively involved in the administra-

tion and policy-making bodies of the
faculty in order to be regarded as role
models by the students and to influ-
ence the faculty towards a more gener-
alist-orientated curriculum. Members
of the Department of Family Medicine
of this faculty are or have been serving
as vice-dean and inter alia on the fol-
lowing committees: executive, student
selection, education, finance, curricu-
lum planning and quality care.

Discussion

Family medicine is an essential role
player in the modern medical academ-
ic complex, especially in the southern
African setting. It has an extended role
to play, not only in the classical acade-
mic functions, but also in the deliver-
ing of primary care service to the
community and of a motivated and
suitably trained workforce for the
proper execution of this task.

To be in a position to fulfill this assign-
ment such a department must be able
to influence faculty decisions on cur-
riculum development and rendering of
service to the community. There
should be representation on the deci-
sion making bodies of the faculty.
Regarding rendering of service it is
essential that the poly clinics and casu-
alty departments fall under the direct
control of the Department of Family
Medicine, and that enough opportunity
of student exposure to these clinics/de-
partments is possible.

The Department of Family Medicine of
the University of the Orange Free State
is in a position to accomplish this task.
It operates in a milieu of mutual recog-
nition and consulting with the other
disciplines of the faculty. This allows it
to play its expected extended role both
in the faculty and also in the communi-
ty. Its community role includes practis-
ing cost-effective medicine according
to the principles of the RDP pro-
gramme.

It has been clearly shown that a

Only 7% of total patients
seen in our clinics are
eventually referred for

specialist care
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Department of Family Medicine,
although part of an academic complex,
is an active role player in the rendering
of primary care services. Funds are
being deviated from academic com-
plexes towards primary care, the latter
by definition being health services
which are performed outside hospitals.
It would be a pity if such a service and
infrastructure like Departments of
Family Medicine that already exist
must be curtailed by a lack of funds. It
is absolutely imperative that a solution
to this real problem be found.
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