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Profile and management of the firework-injured hand
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Background: Numerous studies internationally highlight the devastating effects of firework-related injuries and the costs 
involved in treating these injuries, in addition to the calls to alter legislation to prevent these injuries from occurring. There 
has, however, been a paucity of research studies in the South African context that describes the complexity of the injuries 
sustained. The aim of this study was thus to profile the firework-injured hand and to review the management from a surgical and 
rehabilitation perspective.
Methods: A retrospective file audit was conducted on patients who had sustained firework injuries between 2009 and 2014  
(n = 65) in two hospitals in KwaZulu-Natal (KZN), South Africa.
Results: The firework-injured hand has a varied profile, which appears to be dependent on the blast capacity. The thumb, index 
and middle fingers were predominantly affected at the level of the distal phalanges and distal interphalangeal joints resulting 
in amputation due to severe soft tissue injury and resultant fractures. Hand Injury Severity Scores indicated a large percentage 
of cases within the severe category. Medical and surgical interventions occurred within the first three to six hours post-injury 
and involved washout, cleaning, debridement and suturing. Formalisation of amputation was the predominant course of action. 
Rehabilitation was focused on assessment and hand therapy to ensure functional outcomes.
Conclusions: From this study, the authors conclude that the firework-injured hand should be managed according to the resultant 
diagnosis, be it an amputation, fracture, or soft tissue injury, whilst managing the symptoms of oedema, pain and stiffness, which 
will all impact on hand function outcomes.
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Introduction
Fireworks are a sight to behold when displayed safely and 
correctly, but, as the name suggests, are dangerous. When used 
by untrained persons and children, fireworks are especially 
dangerous, having the capacity to explode unexpectedly. The 
injury caused by a firework exploding while being held can have 
a devastating effect on the functional status of the hand. The 
human hand is described as the most developed prehensile 
organ among all living creatures.1 Preservation of hand function 
is thus of utmost importance following a firework injury. Function 
is defined as the manner in which the human hand is able to 
perform (assume, use, maintain and release) the necessary grips 
and grasps in a range of activities for task completion against a 
sensory background.1

Types of firework injuries to the hand
The injuries that occur in a firework-injured hand include soft 
tissue injuries, fractures, burns and traumatic amputations in 
addition to disruption of the neurovascular supply.2,3 Ground-
spinners, sparklers and flares have wicks that are lit, and are the 
primary culprits of burns and soft tissue injuries. String-bombs 
and rockets cause blast injuries that result in fracture(s), 
amputation(s) and disruption of the hand’s neurovascular 
supply.4–6 Soft tissue injuries are injuries that cause abrasion and 
lacerations that affect the skin and underlying fascia. These 
tissues are essential in covering the underlying blood supply, 
nerves, muscles and tendon, ligaments, bones and joints. The 
skin as an organ in its own right is essential for successful hand 
function as pliable skin allows for tendons to glide under the 
skin, it stretches over joints to allow for movement and is 
essential for tactile functions of the hand. Any soft tissue injury 

with resulting scar tissue, if left untreated, can have a significant 
negative impact on hand function by limiting the amount of 
pliability and elasticity, and reducing the range of movement. 
Fractures occur when the vibration of the blast component 
causes the phalanges to break while the distal volar plates of the 
interphalangeal joints (IPJs) give way, which results in dislocations 
and avulsion fractures of the IPJs.7,8 In most cases, these joints 
undergo amputation. In cases where the joint undergoes repair 
or reconstruction, the complications include infection, stiffness 
from long-term immobilisation and pain. The stiff and fixed joint 
has a direct implication on the ability of the patient to assume a 
specific grip or pinch. Traumatic amputation occurs when the 
soft tissues, bones, tendons and ligaments are unable to 
withstand the explosive force of the firecracker, resulting in a 
shattering of bone, disruption of the joint, and irreparable 
damage to the blood vessels and digital nerves as well as 
insufficient skin coverage. It is common that the patient presents 
with denuding and de-gloving injuries of the fingers with 
exposed bone. In these cases, the patient undergoes 
formalisation of amputation to ensure that there is sufficient skin 
and soft tissue coverage and the exposed bone is trimmed. It is 
imperative for the surgeon to ensure adequate soft tissue 
coverage so as to prevent neuromas, which cause hypersensitivity 
in the stump and render the stump useless.

Medical and surgical interventions for firework injuries to 
the hand
Wilson9 highlighted a number of risk factors related to the use of 
fireworks that resulted in injuries to the hand. These included the 
relighting of an unexploded firework, holding the firework in the 
hand that explodes and the firework being thrown at a passer-by.9 
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Evaluation of the use of oral rehydration therapy in the management of 
diarrhoea among children under 5: knowledge attitudes and practices of 
mothers/caregivers
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Introduction: Dehydration from diarrhoea and vomiting has remained a threat to the lives of children under 5 years old 
especially in developing countries. Oral rehydration therapy (ORT) administered by caregivers is lifesaving but evidence shows 
unsatisfactory implementation of this.
Methods: A descriptive cross-sectional study involving 377 systematically recruited caregivers was conducted. A face to face 
questionnaire was used to measure the level of ORT knowledge, attitudes, practices, and responses to diarrhoea and vomiting in 
children. The data collected were analysed by the use of descriptive statistics, the chi-square test, and Fisher’s exact test. The main 
outcome measures were the level of ORT knowledge of mothers/caregivers, attitudes, practices, and responses to diarrhoea.
Results: In total, 88.3% of caregivers were biological mothers. Only 53.3% were aware of the importance of initiating ORT at 
home with the onset of diarrhoea, and 4% administered traditional remedies. Some 66% of the caregivers had used ORT, 18.3% 
knew that it prevents dehydration, and 33.7% were able to prepare a correct recipe. Knowledge and attitudes correlated with the 
ability to initiate ORT at home (p = 0.0000).
Conclusion: Unsatisfactory uptake of ORT appears to be due to caregivers’ lack of knowledge concerning the perfect mixture, 
function, and appropriate quantity of ORT administration. Mothers have heard of ORT, but some still believe that traditional 
remedies are better in treating diarrhoea.
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Introduction
Dehydration from diarrhoea and vomiting has remained a threat to 
the lives of children under 5 years old, especially in developing 
countries. Over the years, diarrhoea, the second global leading 
cause of deaths among this age group, has declined from about 2.4 
million in 20001 to about 1.7 million 10 years later.2 In South Africa, 
according to a burden of disease report, diarrhoea is estimated to 
be the cause of death of over 10 000 children under 5 annually,3 and 
this is worrisome especially as the Millennium Development Goals 
(MDGs) 2015 target date for the reduction of overall under-5 
mortality is a decrease of at least two-thirds.4 Most of these deaths 
would have been avoided by the simple administration of ORT, 
which was introduced in 1979 to reverse the dehydration that 
predisposed these children to death,5,6 but emerging evidence still 
points to unsatisfactory implementation of ORT globally with 
childhood diarrhoea especially common in developing countries.2,7

Some studies have shown clearly that caregivers’ responses and 
the use of ORT is aligned to their knowledge and attitudes towards 
this therapy,7,8 and that is why some resort to traditional remedies 
or prescriptions instead of giving rehydrating ORT to their children 
during episodes of diarrhoea. For example, despite concerns 
regarding their safety,9,10 there is strong evidence that 
unconventional remedies are still being used to treat diarrhoea in 
some parts of South Africa,11,12 and this is consistent with reports 
from other similar contexts across countries.7,13–19 These 
misconceptions in the ORT attitudes of caregivers is compounded 
by their apparent poor knowledge and awareness.20−26 Despite 
attempts that have been made to increase ORT awareness 
especially in South Africa,21,27 since it was introduced over 25 years 
ago,28 there appears not to have been a high success rate.

In terms of practices, preparing ORT correctly is the key to 
effective treatment of diarrhoea. However, according to several 
studies, most caregivers still give dangerous hypo/hyper-
osmolar ORT mixtures to their children,29–31 simply because they 
do not know how to prepare it correctly.15,20,23,24,27,32 The current 
teaching therefore for the preparation of adequate and life-
saving rehydration solution is to mix eight level teaspoonfuls of 
sugar, and half a teaspoonful of salt in a litre of boiled/clean 
water.27 Vomiting is a recognisable barrier to the effective use of 
ORT, and this is because some caregivers are unaware of the 
need to continue giving ORT and other feeds to their child after 
the vomiting has subsided.33 In some cases, this practice is 
attributable to the caregivers’ level of education, and the quality 
of diarrhoea-related health messages that they receive.34,35

Several studies have been conducted on this subject in our 
context. However, most of these studies have some critical 
methodological issues that may limit the generalisation of their 
findings.21,27 In light of the above, the aim of this study was to 
evaluate the use of oral rehydration therapy in the management 
of diarrhoea at the study site, and with special emphasis on the 
ORT knowledge, attitudes and practices of mothers/caregivers.

Methods
Study design and setting
This was a descriptive cross-sectional study conducted in the 
busy Integrated Management of Childhood Illness (IMCI) clinic of 
a large community health centre that is accredited as a training 
site for primary health care nurses, interns, medical students, and 
registrars attached to the University of the Witwatersrand. This 
clinic attends to about 1646 children under 5 every month.
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Snakebite in north-eastern South Africa: clinical characteristics and risks for 
severity
Darryl Woodab*, Benjamin Sartoriusc  and Richard Hifta
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Objectives: To identify the toxicity profile of snakebites and to assess clinical severity.
Methods: An analysis of all patients admitted to Ngwelezane Hospital’s Emergency Department with a diagnosis of snakebite 
over five years was done. All patients were admitted, assessed and standard haematological and biochemical tests were done. 
Patients were observed for a minimum of 12 hours’ observation.
Results: In total, 879 cases were analysed. Envenomation was identified in over two-thirds of admissions. Cytotoxic snakebites 
accounted for 98% of envenomations. Only four cases of haemotoxic bleeding and five cases of neurotoxicity were admitted. 
Abnormal laboratory indices correlated with severity: INR > 1.5 (odds ratio 2.25, CI 1.12–4.53; p = 0.023), platelets < 100x109/L 
(OR 2.35, CI 1.01– 5.49; p = 0.048), haemoglobin concentration  <  8.0  g/dL (OR 5.68, CI 2.15–15.00; p < 0.001) and leucocyte 
count > 10x109 (OR 3.15, CI 1.89– 5.26, p < 0.001). Children and delays to admission correlated to and were predictors of severity.
Conclusion: Two-thirds of patients who present to hospital with snakebite will have symptoms of envenomation, with the 
overwhelming majority having been bitten by cytotoxic species. Some factors correlate to severity and may be useful for 
anticipating the patient’s clinical course.

Keywords: Snakebite, cytotoxic, neurotoxic, haemotoxic, envenomation, emergency, KwaZulu Natal

Introduction
Snakebite constitutes a serious and neglected public health 
problem in much of the developing world.1 Of 3 496 species of 
snake identified worldwide as of April 2015,2 approximately 600 
are venomous.3 In South Africa there are some 38 venomous 
species, of which approximately half pose a significant threat to 
humans and a potentially fatal bite.4

There is extensive variability in snakebite from region to region, 
dependent on the range of species locally present, and environmental 
and population factors. Given the variability, however, it is essential 
that experience is reported with reference to a specific area, the 
characteristics of the snake species inhabiting the region, and also 
the specific characteristics of the population of that area.5

In terms of global burden of disease, Southeast Asia carries the 
highest burden, followed by sub-Saharan Africa.6 The difficulty 
inherent in establishing reliable and representative data for sub-
Saharan Africa has been highlighted in a recent meta-analysis.7 
The highest incidence of snakebite in South Africa is in the rural 
north-eastern coastal belt of KwaZulu-Natal. Small local studies 
have suggested an annual incidence of snakebite in north-
eastern parts of the province of 28–96.5 per 100 000.5,8–10 Our 
own recent studies, extrapolated from antivenom utilisation, 
suggest an incidence within this range (manuscript currently 
under review).

The snake species most commonly responsible for serious 
snakebites in KwaZulu-Natal are the puff adder (Bitis arietans), a 
viperid, and the Mozambican spitting cobra (Naja mossambica), an 

elapid. Both produce potent cytotoxic venom. Other snakes 
responsible for severe bites include four elapids with neurotoxic 
venom: the forest cobra (Naja melanoleuca), black mamba 
(Dendroaspis polylepis), green mamba (Dendroaspis angusticeps) 
and snouted cobra (Naja annulifera); species with cytotoxic venom, 
the gaboon adder (Bitis gabonica) and the rinkhals (Hemachatus 
hemachatus) and a colubrid with haemotoxic venom, the 
boomslang (Dispholidus typus).4 Deaths due to snakebite appears 
to be infrequent and the reported mortality from these small 
studies in South Africa is low (0.08–2.67 per 100 000).7

Studies over the past 50  years in KwaZulu-Natal have reported 
similar results with respect to demographics, seasonal distribution, 
bite characteristics, antivenom use and mortality,5,8–11 suggesting 
that little progress has been made in terms of prevention strategies 
or treatment practice over the past few decades, and confirming 
snakebite’s status as a neglected disease.12

We have previously reported our experience of 243 snakebite 
admissions over a year period in 2007–2008.11 We now follow this 
up with a larger study over a five-year period. The purpose of our 
study was to identify the presenting features of snakebites, to 
determine the proportion of envenomation, to assess clinical 
severity, and to identify possible factors that correlate to severity.

Subjects and methods
Setting
Ngwelezane Hospital is the major referral hospital in the 
subtropical north-east of KwaZulu-Natal (Figure 1) and serves 
close to 3 million people. It serves the local population of the 
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Multiple cardiovascular disease risk factors in rural Kenya: evidence from a 
health and demographic surveillance system using the WHO STEP-wise approach 
to chronic disease risk factor surveillance
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Background: To describe the distribution of obesity, hypertension, dysglycaemia and dyslipidaemia (which are risk factors for 
cardiovascular disease) using a Health and Demographic Surveillance System (HDSS) site in western Kenya.
Design: Descriptive cross-sectional population survey.
Setting: Webuye Health and Demographic Surveillance System (HDSS) site in western Kenya.
Participants: Persons aged 18 years and above.
Interventions: Body mass index (BMI), blood pressure levels, fasting blood sugar and fasting lipid profile.
Main outcome measures: Cardiovascular disease risk factors in a rural Kenyan population.
Results: The mean age was 44 years and 57% were female. The distribution of BMI was: mean = 20 kg/m2 (range 24–36); 18.5–
25 kg/m2 = 57%;< 18.5 kg/m2 = 35%.
Distribution of blood pressure levels: Normal in 40%; pre-hypertensive 40%; hypertension stages 1 and 2 was 13% and 8% 
respectively. Nearly all affected were unaware of their elevated blood pressure.
Impaired fasting glucose was found in 4.5% while 6.5% were diabetic.
Fasting serum lipid profile was normal in over 85% of the population.
Conclusions: This rural population had low BMI with 92% having a BMI below 25  kg/m2 and about 20% of them being in 
hypertension stage 1 and 2 and nearly all unaware of it. Despite the majority having below normal BMI, it was noted that rates of 
hypertension increased with increasing BMI. There was significant presence of dysglycaemia but not dyslipidaemia.

Keywords: cardiovascular disease, dysglycaemia,  dyslipidaemia, rural adult population, Webuye Health and Demographic 
Surveillance Systems site

Introduction
Obesity and hypertension are well-documented risk factors for 
cardiovascular disease (CVD), and a growing cause of morbidity 
and mortality in low- and middle-income countries. Obesity as 
diagnosed by body mass index, waist circumference and waist–
hip circumference is associated with increased CVD risk.1−3 In 
sub-Saharan Africa (SSA), it has been documented that 
overweight and obesity are on the rise and could reach epidemic 
proportions in the near future.4 Central obesity has been 
associated more with type 2 diabetes and possibly increased 
CVD than general obesity.5 It has been observed that the 
prevalence of central obesity in Africa is higher among women 
than in men in contrast to findings from high-income countries 
where it is the same across genders.6 In SSA obesity is reported to 
be most prevalent among urban middle-aged women.7

Hypertension has been documented as the commonest risk 
factor for cardiovascular-related morbidity and mortality 
globally.8 Studies conducted in SSA show that the burden of 
hypertension is higher than in other parts of the world.9,10 It is 
also the most frequently observed CVD risk factor in both urban 
and rural communities in this region.11

The estimated prevalence of hypertension in the different 
Kenyan ethnic groups ranges from 6% to 24%.12−15 The lower 
prevalence is among the rural populations. It has also been 
demonstrated that the socioeconomic position (material 

resources and highest level of education) of the individual 
provided different aspects of protection as well as risk.16

Studies in SSA have reported diabetes prevalence ranging from 
1% to 12% in different countries.18 Systematic reviews on the 
prevalence of diabetes and impaired glucose tolerance (IGT) 
reported equal prevalence in men and women in Eastern, Central 
and Southern Africa with slightly higher impaired fasting glucose 
(IFG) in men than women of Eastern and Southern Africa. The 
average prevalence of diabetes and IGT in SSA is reported as 6% 
and 5% respectively.19

The national prevalence of diabetes in Kenya was estimated at 
5% by the International Diabetes Federation (IDF) 2011.20 
Different studies in different communities have reported 
different prevalence.21−23 One study in Western Kenya reported a 
prevalence of 8% in a neighbouring rural population.24

Dyslipidaemia is an abnormal lipid profile that is evidenced by 
any or all of the four (elevated levels of total plasma cholesterol, 
low-density lipoprotein cholesterol, triglycerides and reduced 
levels of high-density lipoprotein cholesterol).25−29 Through 
atherosclerosis, dyslipidaemia is a well-documented risk factor 
for CVD. Data on the prevalence of dyslipidaemia in sub-Saharan 
Africa (SSA) are scanty, although more studies on cardiovascular 
disease risk factors in low- and middle-income countries (LMICs) 
have been documented in the last decade than in the preceding 
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Physical activity of children from a small rural town, South Africa
E Minnaara* , CC Grantb and L Fletcherc
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Introduction: Physical activity plays an integral role in the normal physical, mental, social and cognitive development of children. 
One of the main reasons for overweight children in low- and middle-income countries like South Africa is inactivity. This study’s 
aim was to describe the physical activity measured in boys and girls from section 21, quintile 5 pre-primary and primary schools 
in a small rural South African town and to compare it with recommended international physical activity levels.
Method: Seventy-eight rural children, representing Caucasian and black African children, divided into three age groups, were 
issued a piezoelectric pedometer for seven complete days. Pedometer data obtained were total steps, aerobic steps, aerobic 
walking time, calories and distance. Steps per day were compared with international levels. Correlation statistics examined the 
association between physical activity and adiposity.
Results: Boys in the age groups 9–11 and 12–14 years are statistically more active than girls of the same age (p = 0.005 and 
0.045 respectively). Although girls’ physical activity levels tend to decrease with age, their aerobic activity levels increase with 
age. This group of rural children’s physical activity levels are far lower than the recommended international normative levels. No 
correlation was found between physical activity and adiposity.
Conclusion: The pedometer data indicated that gender and age influence the activity of children. This group of rural children’s 
physical activity is far less than international normative levels. Nine to 11-year-old boys are the most active boys, and girls of 
12–14 years old are the most aerobic active girls in this study, therefore the authors concluded that, to increase physical activity, 
the age group 9–11 may be the ideal age to focus on for gender-specific intervention programmes.

Keywords: children, descriptive study, pedometer, physical activity, steps per day, South Africa

Introduction
Physical activity plays an integral role in all aspects of the 
development of a healthy child. Physical activity is not only 
important for the physical development of children,1 but is also 
important to establish social structures, enhance sensory and 
emotional intelligence, and stimulate cognitive development.2

According to the World Health Organization (WHO), low- and 
middle-income countries are witnessing the fastest rise in 
overweight children.3 This was confirmed by a review of South 
African literature, indicating high levels of overweight and 
obesity in children and adolescents; inactivity was identified as 
one of the major causes.4

Information available on activity levels in low- and middle-
income countries indicated high volume at low-intensity 
activity.5 However, little is known about the influence of age and 
gender on physical activity in the children from these countries.

For this study, pedometers were chosen to quantify physical 
activity. The rationale for their use is the increase in their 
popularity due to the fact that they are relatively inexpensive 
devices and produce good, reliable measurements of physical 
activity levels.6

The aim of this study was to determine and describe the physical 
activity in boys and girls from different age groups living in a 
small rural town in South Africa, and to compare it with 
recommended international standards. A secondary objective of 
this study was to determine the association between adiposity of 

the school children (body mass index) and their physical activity 
(total steps taken per day).

Study setting
The study town, primarily supported by agriculture and local 
industries, has a population of 3 792 people and is classified by 
the South African Treasury as a small rural town (B3).7 This town 
has only three schools from which to choose children for this 
study: a pre-primary, primary and secondary school.

Methodology
Permission for the study was obtained from the primary and pre-
primary school principals from the local Department of 
Education, the appropriate MMed Committee and the Ethics 
Committee of the Faculty of Health Sciences, University of 
Pretoria (Number 182/2012). The trial was registered on the 
South African National Health Research Ethics Council (NHREC) 
website (Application ID 3189).

The children asked to participate in the study were from the local 
primary and pre-primary schools (both section 21, quintile 5 
schools) respectively. Three age groups of children were invited 
to participate in the study: children between the ages 12–
14  years (group A), between 9 and 11  years (Group B) and 
between 5 and 6 years (Group C).

Thirty children per age group were chosen as a sample of 
convenience. Children identified as per the protocol were 
randomly selected from the alphabetical class lists by choosing 
every third child till the required number of children was reached. 
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South African–Cuban Medical Collaboration: students’ perceptions of training 
and perceived competence in clinical skills at a South African institution
M Motalaab* and J Van Wyka

a School of Clinical Medicine, University of KwaZulu-Natal, Durban, South Africa
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Background: The South African–Cuban Medical Collaboration programme aims to alleviate the critical shortage of practitioners 
in local South African rural settings. The students who return from Cuban-based facilities in their fourth year experience diff﻿﻿﻿iculty, 
especially in clinical settings, upon joining the MB ChB final-year student programme at the University of KwaZulu-Natal. Attempts 
to support their skills acquisition for local practice have led to an investigation of their prior clinical skills exposures, the curricular 
context and exposures in Cuba in which skills had been acquired, and students’ perceptions of their competence in clinical skills.
Methods: This descriptive, cross-sectional study explored the clinical experiences of the 2013 cohort of students. Qualitative 
and quantitative data were collected through questionnaires that explored the curricular approach and setting of clinical skills 
training in Cuba, the students’ exposure to clinical skills and their perceptions of their competence at performing these skills.
Results: Students experienced the Cuban curriculum as didactic and lecture intensive as opposed to the systematic, problem-
based curriculum offered in South Africa. Clinical training in Cuba occurs in hospital wards while local students first train in a 
clinical skills laboratory prior to hospital exposures. The majority of students self-reported a lack of clinical exposure to 35 of an 
overall 75 core-skills list as identified by the undergraduate UKZN curriculum. In addition, they reported an inability to perform 
71 of the 75 (95%) skills independently.
Conclusion: This study has highlighted a mismatch between the focus and scope of clinical training offered to students studying 
in Cuba and those at a South African institution.
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Introduction
South Africa’s (SA) critical shortage of doctors is reflected in the 
ratio that estimates the number of doctors as being approximately 
0.57 per 1 000 people. This ratio compares poorly with the 
average 2–5 doctors per 1 000 people as reported in developed 
countries.1 The shortage is even more apparent in rural areas 
where approximately 43% of the population often face greater 
health challenges such as having access to a mere 12% of the 
medical workforce.2 Efforts to address the critical health worker 
shortage have seen the SA government entering into various 
initiatives. The collaboration with the Cuban government to train 
local SA students in Cuban medical facilities was undertaken 
with the ultimate aim to return to local, rural medical practice.3

The first group of 92 students began their Cuban medical training 
in 1996.4 The South African–Cuban Medical Collaboration (SACMC) 
programme entails the recruitment of black, disadvantaged high 
school graduates from rural provinces in SA for medical training in 
Cuba. All students on this programme are offered a full scholarship 
with the understanding that they would return to SA rural provinces 
to practise in the public sector in rural and underserved areas of SA 
for the same amount of time they spent training in Cuba.4

Students on the programme study in Cuba for the first 6 of a 
7.5 year programme. The first year at the Cuban institute involves 
receiving premedical bridging training during which students 
become proficient in Spanish for instruction at the Cuban 
facilities. The SACMC students then spend two years studying 
the basic sciences followed by three years of clinical sciences at 
one of three collaborating Cuban medical training facilities. After 

these six years of university training in Cuba, the SACMC students 
join one of eight SA medical schools for 18 months of SA training. 
At the time of the study, the University of KwaZulu-Natal (UKZN) 
had a five-year MB ChB.

Students on the SACMC scholarship programme who returned 
to the Nelson R. Mandela School of Medicine (NRMSM) of the 
UKZN in 2013 joined the local fourth-year class in the second 
semester of their training. They spent four to six months adjusting 
to the SA clinical setting without having had to take any of the 
examinations. The SACMC students joined the local fifth-year 
class at the start of the new academic year to continue in the SA 
curriculum. This entailed participating in clinical rotations, 
attending ward rounds, clerking patients, keeping logbooks and 
completing the block assessments and clinical examinations 
with their peers who were completing the local medical 
programme at the NRMSM. During this time the students 
became familiar with the SA health care system to complete their 
training as required to practise as an intern in SA. In general, the 
SACMC students complete the SA examinations and a final 
examination as set by examiners in Cuba and then graduate with 
their medical degree. Figure 1 provides a diagrammatic overview 
of the structure of the SACMC programme and the students’ 
movement between the programmes and the countries.

The SACMC students return to SA before having reached the end 
point in the Cuban curriculum. Interactions with SACMC students 
who join the SA group suggest that they face many challenges 
during their reintegration. The challenges include adjusting to 
the academic and social context in SA. The SACMC students 
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