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Summary

The author has uorkedfor a period of
ten years as a medical doctor in the
Gelukspan Health Ward in theformer
nati,onal state Bophuthatsuana in
southern Afri,ca. During this period
he obserued that most fami, ly
physicians (FPhs) in southern
Afdca are i,n priuate practice. Only
a limited number of FPhs participate
as members of primarE health care
(PHC) teams. A literature studE on
the role of FPhs i,n PHC in southern
Africa is presented. On the basis of
thi,s literature studg and hi,s ou;n
erperi,ences the importance of
incorporating a FPhs in PHC teams
is argued. It i,s concluded that an
actiae role for FPhs i,n PHC in
southern Afri,ca is essenti,al for the
future quality of the health serai,ces
and consequently for the health
status of Lhe peop\e.

I n t r oduc t i on

The declaration of Alma Ata identifies
primary health care (PHC) as the key
to attaining "health for all by the year
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2000."'It describes PHC as essential

health care made universal ly

accessible to individuals and families

in the community, rendered by means

acceptable to the community, through

their  ful l  part ic ipat ion and at an

affordable cost.

Soon after the Declaration of Alma

Ata in 1978 many governments al l

over the World committed themselves

towards  the  PHC approach.  TheY

made i t  the  corners tone o f  the i r

comprehensive health services (CHS).

The term CHS stands for the total
package of health related services for

a given community,  by both the
private and publ ic sector.  The
government of Bophuthatswana also

committed i tsel f  to this approach.

The management of Gelukspan Health

Ward (GHW), one of the health wards

in the former Bophuthatswana,
started with PHC in 1978.'The PHC

approach as cornerstone of the CHS

in GHW has proved to be very

effect ive in improving the health

status of the people.'-"

I started working in GHW in 1983 and

at first my duties were mainly in the

curative field. Soon I got involved in

PHC act iv i t ies and later on in the

management of the health services. I

was an enthusiastic supporter of the

PHC approach. I acknowledged that

successful PHC depends on a strong

health team with alarge number of

nursing staff, paramedics and some
general  pract i t ioners (GPs).  They

were all available at GHW. Besides
general  pract i t ioners (GPs) there

were also one or more family
physicians (FPhs) in the PHC team as

from 1983 (FPhs are GPs with a

masters degree or comparable
qualification in Family Medicine). I

realised it was exceptional to have

them in the team. Most PHC teams in

southern Africa had no FPh.

Although I  was convinced i t  was

important to have FPhs in PHC teams

I could not articulate the case for a

long time. In 1992 I started to study

the subject of Family Medicine (FM)

in PHC. I started with McWhinney's

text book,l'zthe declaration on the role

o f  the  doc tor  in  PHC'3  and the

declaration on the role of the general

practitioner/family physician in health

care systems.'n One statement in the

la t te r  document  s t ruck  me
part icular ly.  "High qual i ty PHC

depends on the availability of well

trained FPhs as members of health

care teams in the community."  I t

implies that FPhs have characteristics
which are of additional value to PHC

teams and which are a necessity for a

high quality service.

My reading and experiences with

FPhs working as members of the PHC

team in GHW resulted in this study

which aims to answer three questions:

1. Do FPhs have characteristics which

are of addit ional value to PHC

teams and are such characteristics
identifiable?

2. Do FPhs play a significant role in

PHC in southern Africa at present?

3. What happens to the quality of the

health services if we introduce FPh

into the PHC team?

M e t h o d o l o g y

To answer the quest ion on

characteristics of family physicians

(FPhs) which are of additional value

to primary health care (PHC) teams

the specific characteristics of both

FPhs and of PHC teams need to be

described and compared.

PHC teams consist  of  di f ferent
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T
professionals who all have their own
training. This makes it difficult to
describe the character ist ics of the
team as a whole. For the purpose of
this study the descript ion of the
characteristics of PHC as mentioned
in the declaration of Alma Ata was
used. '  This descr ipt ion is interna-
t ional ly accepted and i t  forms the
basis of training programmes for PHC
workers.

To describe the character ist ics of
FPhs, a literature search was under-
taken. The Textbook of Family
Medicine by McWhinney was the
start ing point because the second
chapter of this book was an eye-
opener for the author on the specific
characteristics of FPhs. According to
McWhinney those principles, when
taken together,  form the charac-
teristics of FPhs and of the discipline
of family medicine (FM)." Relevant
references were studied. A MEDLINE
search with keywords: history,
or igins, character ist ics,  family
pract ice and family medicine was
undertaken for the period 1986 to
1993 to determine i f  correct ions or
additions to this list of characteristics
were required.

Only those character ist ics of FPhs
which are not discussed in PHC are
presented  and d iscussed in  th is
article.

To answer the quest ions on the
present role of FPhs in PHC services
and the quality of health services if we
introduce a FPhs in PHC teams the
declarat ions mentioned in the
in t roduc t ion  were  s tud ied .13 , ta  A
MEDLINE search with three groups of
keywords for the period 1986 to June
1993 was done.  The one group

consisted of: family medicine; family
practice; general practice and family

care. The other group consisted of:
primary health care; comprehensive
health services and public health. The
third group consisted of only one
keyword: Africa. In the first instance
all possible combinations with one of
the keywords for ei ther one group
were searched. This was extended to
combinations of words from the first
with the third group only.

R e s u  l t s

The spec i f i c  charac ter is t i cs  o f
pr imary health care (PHC) are
described in the declaration of AIma
Ata under the headings VII and VIII.'
For the easy reference they are
presented in appendix L

Ian R McWhinney, in describing family
medicine (FM), has given a list of nine
principles that govern the actions of
fami ly  phys ic ians  (FPhs) . "  These
principles form the characteristics of
the discipline of FM. He says on this
l i s t  tha t  none o f  the  pr inc ip les  i s
unique to FM but that, when taken
together,  they do represent a
dist inct ive worldview, a system of
values and an approach to problems,

that is identifiably different from that
of other disciplines. These character-
istics are presented in appendix II.

The l i terature search on charac-
teristics of FM revealed no differences
or additional characteristics to the
above mentioned nine.t,tu tt Each of
the  s tud ied  ar t i c les  descr ibes  the
importance of one or more of them
except the WONCA declarat ion in
which al l  character ist ics are
mentioned in describing the role of
FPhs in PHC.'4

In comparing the characteristics of
FM with those of PHC there are five
out of the nine characteristics of FM
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corresponding with one or more of
those of PHC. These are presented in
appendix III.

For the purpose of this study only the
four characteristics of FM which are
not well developed in PHC and which
can be of an additional value to PHC
are presented and discussed.

1. In FM there is a commitment to the
individual person which is not
l imited by the type of health
problem. FPhs are available for any
hea l th  p rob lem.  Even ones  no t
strictly defined as health problems

are attended to; the patient defines
the problem. The commitment has
a long-term nature which makes the
doctor-pat ient relat ionship
especially important.

The personal commitment is not
inherent in PHC. Patients may see
another doctor or nurse at each
visit. The commitment in PHC is to
specific services and to the major
hea l th  p rob lems o f  g roups  o f
people. This also implies that not
a I I  p rob lems presented  w i l l  be
addressed by the health worker.
Some prob lems w i l l  no t  be
addressed at all and for some other
problems the patients are referred
to other health workers when the
problem they present does not fit
into the service that specific health
worker renders at that specif ic
moment.  And often the PHC
workers do not have a long-term
commitment. Most doctors do not
work longer than a few years in a
specif ic sett ing. Nursing staff
usually rotates from clinic to clinic
and between the cl in ics and the
hospital.

2. In FM specific attention is given to
the personal,  the family and the
soc ia l  background o f  the  s ick .

Many of the health problems can
not be ful ly understood and/or
managed well unless they are seen
in their context.

In PHC there is little or no attention
given to an understanding of the
contex t  o f  the  i l l ness .  Gumede
comments  on  i t  in  h is  book  on
traditional healers. He states that
the modern healers are treat ing
diseases, destroying the offending
organisms and the patients get well.
The tradi t ional healer treats the
pat ients within his or her
environment,  physical ,  spir i tual ,
emot iona l ,  pas t  and present . '8

Diseases rather than patients are
t rea ted  in  PHC.  A  tubercu los is
patient may be hospitalised without
any attent ion given to the
consequences it has for the family
and the job.

3. FPhs acknowledge the importance
of the subject ive aspects of
medicine such as sensit iv i ty to
feel ings and an insight into
re la t ionsh ips .  Th is  inc ludes  an
awareness of the sel f .  FPhs
understand that their own values,
attitudes, and feelings are important
determinants of how they practice.

In PHC there is little attention given

to the subject ive aspects of
med ic ine .  There  is  a  s t r i c t l y
objective and technical approach to
health problems. The feelings of
neither patients nor the doctors are
given the required attention.

4. FPhs attach value to their  own
presence in the community they
serve. They realise they can only
understand the community and its
problems fully when they are part

of that community.  The higher
educated health workers in PHC
usual ly do not stay within the

Diseases rather trhan

patientr$ are tr**tgld in

Ft"ts

Fl-lC h;:ls ;* il1src

objective, technieal

appr{}aeh

l"{}t1{rif{lr*l l:*il}n'}i{|1}srrt

r. ior:s mak$ ;:r di{fqrencc

s A  F A t ' t T L Y  P R A c r r c E  1  6 4  M A R c H  1 9 9 5



community they serve. They often
have a house in a nearby ci ty.
Those, who do stay within the
community they serve, often do not
participate in the activities of the
community.

The literature search on the role of
FPhs in PHC in Africa over the period
1986-1993 did not reveal any general

art ic les on this subject.  The few
art ic les found through this search
only dealt  with some of the
characteristicsre2r and its applicability
in developing countr ies.22 I t  is
noteworthy that this literature search
only revealed articles by Henbest and
Fehrsen, both working at the Medical
Universi ty of Southern Afr ica
(MEDUNSA).

The quest ion on the qual i ty of the
health services if we introduce FPhs
into PHC teams can not be answered
by this l i terature study. Only
predictions can be made on basis of
the experiences from the field by the
author.  This is done under the
discussion.

D i s c u s s i o n

The l i terature search on the
characteristics of family physicians
(FPhs) revealed only two publications
with a comprehensive description of
those characteristics.l2,ra The reason
for this small number might be that
family medicine (FM) is a young

specialty and that the principles on
which FPhs operate have not changed
very much as yet.t7

The literature search on the role of
FPhs in PHC did not reveal any
general articles. Apparently this is not
yet a field of study, though the articles
o f  Henbest  and Fehrsen probab ly
mark the beginning of it. Consequent-
ly the research quest ion on the

probable impact on the quality of the
health services if we introduce FPhs
into the PHC teams could not  be
answered by this literature study.

The discussion which follows is based
on my experiences from ten years
working in PHC in the Gelukspan
Health Ward (GHW) and on studying
in the fields of FM and PHC. It is a
discussion on the probable impact on
the quality of the health services of
both incorporating and not
incorporating the four specif ic
characteristics of FPhs as found in
this study in PHC by equipping PHC
workers with them. It is my view that
equipping PHC workers with the four
characteristics will have an impact on
the quality of the health services and
introducing FPhs themselves in PHC
will have an even greater impact.

At first the predicted consequences of
the incorporation of the specif ic
characteristics of FPhs are discussed.
Thereafter the same is done for not
incorporating the characterist ics.
I l lustrations to support these
predictions are given where available
and applicable.

1. The predi,cted impact on the
quali,tE of the health sem.tices i,f the
specific characteri,sti,cs of FPhs are
incotporated i,n PHC.

With a personal commitment the
patients will get a feeling they are
respected as people.  They wi l l
appreciate that all their problems are
taken seriously and that attention is
given to problems related to their
illnesses such as sick leave. With the
understanding of the personal and
family context many more problems
will be understood and solved. When
health workers l ive within the
community they serve and participate
in activities in the community, they
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wil l  detect more health problems.
They will also be in a better position
to manage them. When the health
worker is sensitive to both his or her
own feelings and the feelings of the
pat ient this wi l l  lead to a better
understanding and improve commun-
ication. The personal commitment of
the health workers is probably the
most important character ist ic
required.t'23 Incorporation of all the
characteristics of FPhs into PHC will
result  in a more person centred
approach. This will ultimately lead to
an optimal acceptance of the services.
The people will be more satisfied with
the services. Consequently there will
a lso be an improvement in com-
pliance with advice and medication
and the overall use of the services will
increase.

The success of the tuberculosis (TB)
control programme in the GHW is a
good i l lustrat ion to support  these
pred ic t ions .  Th is  p rogramme

compares favourably with other
programmes in southern Afr ica
regarding case-finding, case-holding
and trends in incidence rates.tt' 'n In
analysing the TB control programme
in GWH several  character ist ics of
FPhs in the execut ion of the
programme can be identified. There
is a long-term personal commitment
by both the nursing staff  and the
doctors. Several nurses have worked
for more than 5 to 10 years in this
programme. They do home-visits and
work both in the district and in the
hospital. They know many patients

and their  famil ies very wel l .  The
trend in southern Africa to allocate
junior doctors to the TB work and to
allocate them elsewhere as soon as a
new doctor joins the team is not
followed at Gelukspan. Doctors are
also allocated for longer periods to
the TB control prograrnme. There is a
good doctor-patient relationship. The

doctor also attends to problems at
home and at work or school. If he or
she refers a pat ient to the social
worker  the  doc tor  keeps  cont ro l ,
hereby showing personal commit-
ment. This approach explains at least
part of the success of the TB control
programme in GHW. On the contrary,
the lack of using those characteristics
specific to FPhs in TB programmes

elsewhere is responsible for the
failures of such programmes. This is
documented. Several authors indicate
that the lack of a good worker-patient
re la t ionsh ip  and persona l

commitment play an impor[ant role in
the failures.'1'6

A case presentat ion by van Oord
i l lustrates both the importance of
FPhs in PHC and also the possibilities

of an approach specif ic to the
discipline of FM in a PHC setting.2? He
describes a pat ient with elect ive
mutism. The patient, a five year old
boy, was admitted in the hospital
under the diagnosis deaf and dumb.
The correct diagnosis was made using
a patient-centred diagnostic approach.
Successful  management of this
patient was only possible after the
attempt to get an understanding of the
context of  the i l lness, namely the
contextual aspects of his personality

development and the environmental
influences on his development.

2. The predicted i ,mpact on the
quali,ty of the health senti,ces if the
speci,fi,c characteri,sti,c s of FPhs
are not incorporated in PHC.

Lack of personal and long-term
commitment and lack of attention to
cer ta in  p rob lems presented  by
patients will result in many problems
remaining unsolved. Patients will get

the feel ing they are not taken
seriously, there is lack of interest in
them as unique human beings. When
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l i t t le or no efforts are put into an
understanding of the context of the
presented health problems many of
them will not be managed well. Often
people are told they do not have a
health problem because the doctor
does not find any abnormalities. It
also occurs that the doctor finds an
i l lness and that he or she wi l l
concentrate on the cure of that
disease without paying any attention
to the meaning of the illness for the
patient. When health workers do not
pay attention to the feelings of their
pat ients i t  may lead to fr ict ion,
clashes and disappointment.

Health workers who do not stay in the
community they serve will need more
time to detect health problems and
health hazards within that community.
They will not fully comprehend all
problems and might never detect
certain problems. Consequently they
are in a poor position to manage such
problems. The community will not
understand why health workers are
not able to detect and manage the
problems well and lose confidence in
them.

By not incorporat ing the charac-
teristics of FPhs in PHC there will be
a lack of person centredness in the
services. The overall consequences
thereof are expected to be far-
reaching. The dissat isfact ion of
people on many aspects of the
services will result in a decrease in
use o f  the  serv ices .  Peop le  w i l l
increasingly attend traditional healers
and private FPhs. The decrease in the
use of the PHC services will result in a
Ioss of the successes specific to PHC
such as the control  of  infect ious
d iseases .  The increase in  the
incidence of infectious diseases will
lead to deter iorat ion of the health
status of the community.  In
conclusion i t  can be argued that a

person centred approach is a basic
requirement for community partici-
pation and that PHC, in which
community participation is one of the
main characterist ics, can not ful ly
prosper without person centredness.

The fai lure of many TB control
programmes in southern Africa
illustrates the direct consequences of
a lack of FPhs in PHC. The technical
aspects of such programmes are good
but they lack committed health
workers and a good health care
worker-patient relationship.2s'26

The large number of complaints by
the communit ies about the health
services in southern Africa also form
a good illustration. Most complaints
relate to lack of commitment and
communicat ion problems.28 Good
management of such complaints is
difficult as long as health workers do
not understand and appreciate the
feelings of the complaining people.

C o n c l u s i o n s  a n d

r e c o m m e n d a t i o n s

Comparison of the characteristics of
both family physicians (FPhs) and
primary health care (PHC) as
described by McWhinney" and in the
declaration of AIma Ata'z respectively
reveals that FPhs have four
characterist ics which are of an
additional value to PHC teams. The
personal commitment of the health
workers is probably the most
important of them.L'3 Incorporation of
the four characteristics will result in a
more person-centred service.

The author is of the opinion that an
active role of FPhs in PHC is essential
for tfre future of the PHC services in
southern Africa and consequently for
the health status of the people.
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It is recommended that the disciplines
of Family Medicine and Community
Health work more closely together in
the training of health workers. PHC
workers should also be trained in the
bas ics  o f  FM and they  shou ld  be
equipped with the specif ic
character ist ics of FPhs which are
mentioned in this article.

In the second place al l  PHC teams
should at least employ one or more
FPhs.

Final ly the general  pract i t ioners

working in PHC should be motivated
to obtain a masters degree in FM. FM
and PHC are complementary to each
other. The statement by McWhinney
15 years ago st i l l  stands. "The

integration of personal and population

medicine is one of the tasks facing us
in the next 25 years."'
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Append i x  l .  Cha rac te r i e t i c s  o f  p r ima ry  hea l t h  ca re  (pHC) :

1. It is essential health care, health care acommunity can not do without.

2. It is based on practical, scientifically sound and socially acceptable methods.

3. It is affordable to the community it serves.

It is instituted and maintained through full participation of the communifi

It is accessible to the whole community.

It forms an integral part of the comprehensive health service, of which it is the central function and
main focus.

It is the first level of contact of individuals, the family and community with the national heatth system
bringing health care as close as possible to where people live and work and constitutes the first
element of a continuing health caxe process.

It addresses the main health problems of the community.

It also involves other sectors outside ofthe health sector (agriculture, education and others).

10. It promotes self-help and self-reliance.

11. It should be linked to adequate referral systems for secondary and tertiary health care and should
give priority to those most in need.

12. It makes use of cost-effective appropriate technologr.

13. It provides all 5 levels of intervention, namely: health promotion, specffic protection, early diagnosis
and treatrnent, limitation of disability and rehabilitation.

14. It includes at least a number of well described activities, namely: education concerning prevailing
health problems and the methods of preventing and controtling ti."t"; ;.;;;tion of foojsupply and
proper nutrition; an adequate supply of safe water and basic sanitation; maternal and child health
care, including family planning; immunisation against the major infectious diseases; prevention and
control of locally endemic diseases; appropriate treatment of common diseases and injuries; and the
provision of essential drugs.

15. It relies, at local and referral levels, on health workers, including physicians, nurses, midwives,
auxiliaries, and community workers as applicable, as well as traditional practitioners as needed,
suitably trained socially and technically to work as a health team and to rlspond to the expressed
health needs of the communif,v.

8.

9.
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A p p e n d i x  l l .  C h a r a c t e r i s t i c s  o f  f a m i l y  p h y s i c i a n s :

l. A commitment to the individual person which is not Iimited by the type of health problem and which

has a long-term nature.

Z. Specific attention to the personal, the family and the social background of the sick. The family

physician seeks to understand the context of the illness'

B. Attachment of importance to subjective aspects of medicine such as sensitir,ity to feelings and an

insight into relationshiPs.

4. A commitment to maintain health in the members of the practice whether or not they happen to be

at[ending the office. The family physician views his or her practice as a population at risk and will

also undertake steps to serve patients and people at risk for specific diseases who do not present

themselves.

Attachment of importance to preventive medicine by considering each contact with a patient as an

opportunity for prevention and health education.

Deployrnent of all resources of the community to the benefit of the patients. The family physician

sees himself or herself as part of a comrnunity-wide network of supporbive and health-care agencies,

both formal and infonnal. He or she uses this network for the benefit of the patients and coordinates

if necessary.

Living within the community served. To be fully effective, family physicians need to be a visible

presence in the neighbourhood.

Contacts with patients at the practice; at home and in the hospital

Management of Qimited) resources. As a generalist and first-contact physician, he or she has control

of large resources and is able, within certain limits, to control admission to hospital, use of

investigations, prescription of treatment, and referral to specialists.

5,

6.

"7t .

8.

9.

A p p . n d i x  l t l .  C h a r a c t e r i s t i c s  o f  f a m i l y

m e d i c i n e  ( F M )  w h i c h  a r e  a l s o  p r e s e n t  i n

p r i m a r y  h e a l t h  c a r e  ( P H C )  i n  n u m b e r s l

n u m b e r s  u s e d  c o r r e s P o n d  w i t h  t h e  n u m b e r s

i n  a p p e n d i c e s  I  a n d  I  I

Characteristics of FM

;

3

Characteristics of PHC
8
73,14
4,g,r0,12,14,15
5,7,13,14,15
3,11,14,15
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