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The Ecology of General Practice
in South Africa - Stanley Levenstein

Swncrnaty
In this paper it is aryuzd that General
Practice in Sowth Africn has to be
wndprstood in relntion to the broafur
heabh nnd Societal czntext of wbi.cb h
fornos part in n rnanner a.na.llgzus t0 a.
bi.ological zrg&nis?n whose swwiyal and.
functioning is irnx*icably bownd up
witb its environmtnt.

Pnn I of the pnper fuals with the
relationship between general practice and.
other fi,eld.s of bealth care eg Cowrnunity
Health. Tbe lach of wndrrstand.ing
between med.ical d.isciplines is viswed.
against thc ba.ckd.rop of inapproprinte
trairung nt med'ical scbools. It is a.rgu4d
tbnt most mcd.i.cal gra.d.wates a,re not
trained. to becomc inyolved. in thinbing
about, fubating and, nntributing
tmpardt tbe resoluti.on of henlth 'issws in
Sowth Africn. Two illwstrnt'ive exa,mples
in support of this view are cited.
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Boz Fehler Address -
r988
I feel much honoured to be
delivering the Second Boz Fehler
address.

Ecology'is the branch of biology
dealing with the habits of living
organisms; their modes of life, and
relations to their surroundings.'
When speaking of the ecology of
general practice in South Africa, I am
emphasizing the point that our

discipline does not exist and function
in isolation from its environment. It
operates ineluctably within a wider
health and societal context which it
affects and by which it is itself
affected. General practice in South
Africa (and any other country)
cannot be fully understood without
understanding its relationship to
other fields ofhealth care, the
educational background from which
our general practitioners emerge, and
the society in which we and our
patients live. The nature of the
relationship of our discipline to these
areas has important implications for
the future survival and well-being of
general practice, or "family medicine"
as it is also known.

Perhaps the term "family medicine"3
is a good example with which to
illustrate the point I have attempted
to make. Family medicine implies that
the family physician, unlike other
physicians, not only works with
whole families as his patients, but is
closely concerned with the
relationships between family
members because these have an
important effect on individual family
members' phvsical and mental health.
This postuiate still holds true, but the
fact remains that "family medicine"
would not be tme to its name if it did
not take cognisance of the major
changes which have taken place in the
nature of family-life world wide - the
effects ofrapidly changing social and
economic circumstances,
industrialisation, unemplo).rnent,
changed moral attitudes, etc, etc.a In
South Africa "family medicine" is
being practised in a society where the
divorce rate is amongst the highest in
the Western World. It is also a
society in which the migrant labour
system has rendered family life more
or less non-existent for millions of
South Africans. And what about the

381 SA Family Practice August 1989 SA Huisanspraktyk Augustus 1989



constant stresses and conflicts,
(social, economic and polit ical)
whrch all South Africans, whether
living as part of a family or not, are
constantly sr.rbject tol This is the
ecologv of familv medicine in South
Africa. and to fail ro rccognisc it, is
to risk rendering our discipline
irrelevant to the societv which rve are
committed to serving.

The comments I have made thus far
should have given some indication of
thc extreme difficultv fiacing general
practice as a discipline in thesc
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troubled times. As alrcaclv
mcnt ioncd,  I  bc l ieve t l ra t  thcsc
difficultics can best be addressed bv
attempting to fbrm a clcarer
understanding of our surroundings
in order that u'c can best discovcr
what adaptations we necd to r.nake
and howbest we can draw fiom our
surroundings that rvhich can most
benefit our disciplinc and our
patients. I have silected a fbu'which l
be lieve to bc of particular importance
fbr the fuftrre of our work.

Firstlv, the relationship benvecrr

gcneral practice and othcr f iclds of
hcalth carc.t I rvant to start u'ith a
gcr.reral statcment in support of the
vieu' that divisions betu'ccn \,anous
scicntific disciplir-rcs are largell,
artif lcial. I believc this is espcciallv
tr-r"re of medicine wherc the diff-crent
arcas ofstudy are so intcrdepcndent
on each other. Wl'riie thcre mav bc
some good practical and
adrninistrative rcasons fbr this state
ofaflhirs, the eflccts havc often been
unfhvourable. Instcad of a co-
opcrative working togcther betwcen
difl-erent soccialtics. rve have all too
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often seen a competitive attitude,
with each discipline aggressively
assertins its territorial claims. The
result his been evident in much of
the fragmentary care which has been
administered within the soecialties
and super-specialt ies. General
Practice has sought to avoid this
approach, and to move towards
holistic patient care. To some extent
we have been successful in this
endeavour, but can we honestly say
we have done every.thing possible to
work in a truly inter-disciplinary way
in the best interests of medical
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knowledge and our patientsf I will
cite one instance, without
apportioning blame to either party,
where I feel the degree of co-
oDeration has left much to be
disired.u I refer now to the
relationship between the disciplines
of General Practice and that of
Community Health.

It has indeed to be said that the
history of the relationship between
General Practicc and Communiry
Health in South Africa has not been a
par-ticularly happy one. On the face of

it this may seem surprising, as the
two disciplines would logically
appear to be natural allics. Both are
particularly conccrned with
preventive and promotive health care,
as well as attaching great imporrance
to primary (as opposed to secondary
and tertiary) health care. Why, then,
the animosities which have arisen, the
allegations and counter-allegations
about the legitimacy of each others'
area of workl The answer to this
question is partly an historical one.
General Practice (or Family
Medicine) has had to fight an uphill
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struggle to gain recognitton as a
separate discipline in its own right. It
has particularly resented being tucked
away within various departments at
Medical Schools, particularly
Departments of Community Health,
where the perception has arisen that
General Practice has been regarded as
a mere appendage to, or small sub-
division of, the wider discipline of
Communirv Healtlr (or in some
cases, Internal Medicine). This
perception, whether fully justified or
not, tended to spill over into the
wider medical community, with GPs
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and community physicians to a large
exfcnt  becoming spl i t  in to opposing
camps, each ridiculing and belittling
the other. The GPs charged that
while they were concerned with
people, the community physicians
were mainly concerned with pit
oriwies and abbatoirs. The latter in
iheir turn alleged that GPs spent a lot
of their time dealing with "trivial"
comolaints and that most of them
-e.. itr any case mainly interested in
making money!

arbitrate on this unedif ing and
unproductive dispute, could fairly
have oronounced that both sides l-rad
failed to understand the other's point
of view. More scriously, hc might
have concluded that while there may
have been good reasons for the
misunderstandings which had arisen,
both disciplines had missed the
opportunity to work together and
thereby make a greater contribution
to mcdic ine as a whole.

The truth is that the fields of General
Practice and Communiw Health haveAn imoartial observer. asked
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much to offer each other.T General
Practice and Community Health
could be regarded as being at
different ends of a spectmm, with
General Practice laying its emphasis
on personal patient care and
Community Health being more
concerned with whole communities.
In between these two ends of the
spectrum is a large middle-area, of
great importance to both disciplines.
It includes such areas as the incidence
of various conditions in the
community and the ways in which
they manifest in individual patients;
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occupational health; school health;
the health exDectations and needs
which exist in the communiry. etc,
etc. How fruitfully could GPs and
Community physicians not work
together to explore these areas more
profitablyl The community physician
could bring to bear hislher skills in
epidemiology etc, while the GPs'
understanding of the unique
expression which each individual
gives to the wider environment, could
help to shed more light on the
complex inter-action between the
health of communities and that of

individuals. Instead of this, we have
unfortunately seen a lamentable
ienorance within the ranks of both
d'-isciplines of what the other
drscipline is all about. To my mind it
will serve no useful purpose for this
state of affairs to continue. The time
has come for us to stop shouting at
each other and to start listening to
each other - in an atmosphere of
mutual resDect and sinceie
willinsnesi to learn.8 Failure to do
this would be like considerine a
rainbow as though only certain of its
colours were important, and would in
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its own way be an example of the
reductionistic approach to medicine
of which |oseph kvenstein2 spoke in
his Boz Fehler dissertation in 1987.
It is an attitude which is not only un-
scientific but also anti-scientific in
that it mitigates against greater
knowledge and understanding. It can
only redound to the detriment of
both disciplines and all our patients.

I have made specific mention of the
relationship between general practice
and community health, but my
comments apply equally to other
disciplines in medicine as well as
many outide medicine, such as
Psychology, Sociology and
Economics. Nor should we forget the
importance of what we can learn
from other professionals, such as
nurses, physiotherapists and social
workers, as well as from non-
professionals such as village health

The family physician is also
concerned with the
relationships between the
family members

workers. And, not least, is that much-
quoted but much neglected source of
learning which is our patients
themselves. The point is that we can
learn most through continual inter-
action and cross-pollination with
others across a wide spectrum of
areas ofexperience and expertise. The
more cut-offwe are, the less viable we
will be.

The state of affairs which I have
described regarding the lack of
understanding between disciplines
cannot be seen in isolation from the
tertiary institutions of education
where our health professionals train.e
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Professor Hugh Philpott3 in a paper
on medical education points out that
our medical schools in the
universities:
(a) keep, and are kept separate from

other disciplines that are vital to
health care, eg agriculture,
education, economics, etc;

(b) that the various disciplines within
the health profession are
disconnected and

(c) that within the Faculty of
Medicine, even, we set up
isolated Departments that
practice and teach as though their
specialties were more important
than the whole.

Philpott describes this state of affairs
as one of"pathological
disconnectedness", and says that the
layered curriculum encourages the
development of departmentalised
specialty interests and forgets about
the holistic needs of the sick, and for
that mafter the healthy. He adds that
"we have institutionalised our
specialty Departments and forgotten
that the people live out in
communities".

Certainly all GPs who have been
involved in undergraduate medical
teaching will have encountered the
culture shock experienced by medical
students when first entering a
primary care practice after having
been previously closeted in what
Philpott describes as the "monastic
enclaves" which are the University
Medical Schools. As GPs, it has long
been our contention that the
traditional medical school training,
with its bias towards the specialties
and specialised technology, has left
its graduates ill prepared for patient
care in the community. In fact, there
is evidence that traditional methods
of medical training are not only
inadequate, but actually result in

trainees becoming /rss empathetic and
able to relate to patients effectively
than they were to begin with - in
other words, it is not only un-
educational but anti-educational !
Confirmation of this can be obtained
from any GP who has witnessed the
negative attitudinal transformation of
a medical student from the beginning
of his,/her clinical years of study to
the end. At the beginning of this
period, most students will be found
to be receptive to learning about
psycho-social aspects of patients care
- when a woman presents with a
tension headache, for example, the
student will appreciate the fact that
the GP takes into account the part

Always remember the tense
atmosphere in which our
patients live

played in the causation ofher
symptoms by emotional and social
stresses in her life. The student will
recognise that it is essential for the
GPs management of this situation to
take into account, inter alia, the
patient's marital and family
relationships and her feelings about
herself as a woman in her current life
situation. That same student, however
when exposed to a similar
consultation in general practice
having nearly reached the end of his,z
her clinical studies, is inclined to
react very differently from the way
he,/she did a couple of years earlier.
Now the student can no longer be
bothered with trifles like tension
headaches and chastises the GP for
failing to order computerised axial
tomography to exclude a brain
nlmour immediately! The bewildered
GP could not be blamed for
wondering what happened to his,/her
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erstwhile sensitive medical student
since last he,/she attended the
practice.

Perhaps a large part of the answer to
the cuestion in the GP's mind lies in
the tlaching process at the medical
schools." As Philpott3 puts it "the
teachers do not consult the
community or the students and in
their didactic isolationism. thev
unwrttingly (or pcrhaps winingly)
become authoritarian and risid and
oppressive. The students beJome
deoendent on their teachers and find
it diff icult to cut the umbilical cord"

Philpott also argues" that as far as
examinations are concerned, the
content of the curriculum tends to
bear no reiation to educational
objectives, if ever such were set.
Conseouentlv examinations tend to
be ioaded wiih methods that are easy
to set and mark, such as MCQs. They
call for rote learnine offacts rather
than the ability to s5lve problems.

Harmful competitive attitude
between the different
special i t ies result ing in
tragmentary care

This latter point requires further
comment, because I believe that the
teaching process at the medical
schools has an important bearing on
the later conduct of medical students
during their professional lives. I am
referring now to the reluctance and
perhaps to some extent the inabiliry
of most medical graduates to become
involved in thinking about, debating
and contributing towards the
resolution of health issues in their
country. I am going to cite rwo

FEATURE ARTICLE

Ecology of General Practice

illustrative examples in support of
this view.

I referred earlier in this paper to the
tense atmosDhere in which all our
oatients curientlv live.tt One
hanifestation ofthis is that since the
declaration of a State of Emergency
by the Government in June 1986, an
estimated 30,000 people have been
detained under security legislation.
The effects of this typc of
confinement, physical and
psvchological, have been well
documentcd by, amongst othcrs,
Foster and Sandlera and a Namda
studys. Less well documented, but
abundantly clear to all those who
have worked with them in a mcdical
and/or counselling capaciry, are the
devastating effects of these detentions
on the families and friends of the
detainees. Apart from the separation
from their loved ones (some for morc
than rwo years now) and in many
cases the loss of a breadwinncr (most
employers refusc to pay the wages of
employees while in detention and
often refuse to re-employ them after
their releasc;. thc detendon process
plays havoc with the physical and
mental health of family membcrs.
While many have exhibited almost
super-human strength and fortitude,
the family membe rs of detainee s are,
after all, only human. They are
inclined to exoerience irrational
feelings of guilt and resentment
about the detained family member,
the resentment in turn giving rise to
more guilt feelings. Feelings of
intense anxiery and depression are
common, as well as psychosomatic
symptomatology and problems such
as sleeo disorders and enuresis

"-o.rgst 
the children of detainees.to

The detention process disturbs and
distorts the normal relationshio
Dattern within such families. The
ionstant tensions can reflect in

irritabiliw and cuarrels ovcr
apparentiy trivial issues. A child
might also, for example, adopt a
parental role in order to protect a
depressed spouse ofa detainee whom
the child fears mav break down
through failure to cope with the
stress of the situation.

When the detainec is relcased, the
family understandably, but
unrealisticallv, expect things to return
to normal immediately. Thev ofien do
not realisc that the detenrion Droccss

lcvcn if short; makes it extremely
difficult for the detaince to re-adjust
to the outside environment for some
time. The ex-detainee is often inclined

General Practice and
Community Health have fhiled
to understand each other

to be withdrawn and irritable, as well
as being mistrustful and fearful of
close, intimate personal contact,
including sexual intimacy. Even after
a measure of re -adiustment has taken
olace. the ex-detainee still has to live
with the real fear of re-dctention,
harrassment. personal injurv or
worse.

Some simple arithmetic: if eve ry
dcta inec is  regarded as having a
mother and a father, a brother and
sister, a spouse or lover, and a son
and daughter, this means that eight
people (including the dctainec) u'ill
be directly and immediately affected
by each detention (the real figure is
of course vcry much higher than
this). Multiplying 8 by 30 000, we
arrive at a figure of 240 000 ic nearly
',/.million people whose physical and
mental health has been directly
affected by the fact of detentions with-
out trial in the past two years or so.
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Let us look at this figure of

{million people coldly and
objectively for a moment. What could
happen if a medical condition
affecting thc lives of ',/o million
people over the past two years were
to be identified in South Africaf I
think we know the answer: the media,
(lay and medical) would be full of
screaming headlines about this new
"epidemic" which vras ravaging our
country like a veld fire. There would
be cditorials and public information
campaigns aplen$'to inform people
about this condition and to advise
them hou'to copc *'ith it. This public
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health oroblem is an unmistakeable
part ofthe ecology of General
Practice in South Africa, and what is
the response of the "mainstream"
medical pressf An incredible silence.
The ouestion must now be asked:
why 6as the literature on this topic
been almost exclusively confined to
"alternative" medical oublicationsf
Where is the rceard for the
knowledge, which is supposed to be
unselective and without prejudicel
Where is the concern for truth, which
is supposed to be the object ofall
scientific endeavour) And what about
"the good ofour patients", the catch

phrase which is always being self-
righteously touted particularly by
those who are anxious to shy away
from any topic which might vaguely
be constmed as being controversialf
We. however. have a kind of selective
blindness and disregard for reality
which seems to flow out of the
training process at our medical
schools.

I would like to cite a second examole
ofthe phenomenon I have been
describing.'u The SA Family Practice
]ournal, which is the official journal
of The South African Academv of
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Family Practice,/Primary Care
published a letter6 written by myself
to the editor in its September 1987
edition. The letter began by referring
to an editoral'2in the April 1987
edition entitled "Truthls Diffrcult" in
which the editor commented that "A
National Health service is seen by
many as the only means of achieving
greater equity''. The letter continued
by stating "Since SA Family Practice
is the offrcial journal of the SA
Academy of Family Practice,/Primary
Care, it seems both appropriate and
necessary that the ouestion of which
system ofhealth care is best suited to
the needs ofthe people ofour
country. should be addressed in this
publication."

The content of medical
examinations tend to bear no
relation to educational
objectives

The last part of the letter is quoted
here verbatim. "It is true that many
GPs may balk at the idea of a NHS in
our country, fearing as they do an
incursion into their orofessional
freedom, Ioss of income, etc. The
experience of GPs in the UK (and
other nationalised health svstems)
however, appears to indicale that
many of these fears are misplaced or
exaggerated and are in any case
counter-balanced by a greatly reduced
burden of resoonsibliw for the
running costiof their practices, as
well as the advantages of a
relationship with patients which is
unencumbered by concerns about the
patient's financial status".

'TVhatever one's ooinion on this
question may be, f feel it is vitally
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important that SA Family Practice be
available as a forum for serious
discussion ofthe issues concerned. In
this way the Academy can make a
meaningful contribution to what
could be regarded as the most crucial
issue in medicine in South Africa
today and in the future."

The letter ended with the words "Irt
the debate proceed!"

I wish that I were able to reDort on
the progress ofthat suggestid debate
in the fourteen months since that
letter was published. Sadly, however,
the truth is that the editor has not
received a single reply in response to
it, whether in favour of, or against
the introduction of a NHS in South
Africa. or to make anv comments or
suggestions on the topic whatsoever.

I have wondered long and hard as to
what could account for this silence
on the part of my colleagues.rT Could
it be that very few people bother to
read letters to the editor, but ifthat is
the case then one wonders why it is
sof Perhaps a more likely explanation
is that people are reluctant to express
their views in writing for fear of
antagonising people and/or having
their own ideas subjected to attack.
The one possibility I find impossible
to acceDt is that the readers ofSA
Family Practice are ind,ifferent to the
question of what kind of health
system they practice medicine within.
I have been forced to conclude that it
is not that doctors have necessarily
not wanted to correspond on this
issue, nor yet that they were not
capable ofdoing so, but rather that
they did not feel safe enough to do so.

Ifthere is a feeling oflack ofsafety
amongst our colleagues, if we do not
feel safe enough to tolerate criticism
and disagreement from each other,

then we as an Academy must take
some of the blame for this state of
affairs. However, one is again forced
to call to account a process of
medical education which produces
doctors who lack the confidence in
themselves and their colleagues to be
able to participate meaningfully in
debates on vital health issues in their
societv. Surelv this state of affairs
would be different if medical students
were encouraged to question and
debate issues from the start oftheir
studies, rather than being forced to
ingest and regurgitate millions of
facts, most of which are forgotten
soon after examinations have been
undertaken.

References will appear aftn Pnrt 2, ncxt
ln0nth
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