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training, and the McCord programme has demonstrated how it
can be achieved. Training demands specific planning and
resources, and these must be in place well in advance of the
introduction of any new programme.
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CONCLUSION

All of these findings are directly relevant to the introduction of
compulsory vocational training and community service for
medical graduates. Specific submissions have been made to the
lNMDC based on these experiences. The greatest difference
between the McCord programme and the plans for a national
scheme is the element of compulsion: McCord trainees applied
to the programme electively and either came with a true sense
of vocation, or were open to allow its development through the
training period. While they may gain an equivalent level of
clinical skill, trainees entering the national scheme under
compulsion are at risk of developing negative attitudes to their
work and their patients, and losing the notion of medicine as a
vocation. They need the time and space to develop their own
directions, as half of the entrants to the McCord programme
showed. A crucial aspect in self-directed learning is the element
of choice; the more control trainees are given over their own
learning, the more motivated they will be to fulfil their learning
needs in the training period as well as in the future.
The acknowledged spiritual element in the training relates
directly to the motivation of these graduates with regard to
providing a service in under-served areas, which is a stated
aim of the National Department of Health. By means of a
deliberate focus on the attitudinal and motivational aspects of
the training, reflection on everyday situations and experiences
with patients, and learning from role-models in appropriate
contexts, the McCord programme actively promoted reflection
on trainees' attitudes and motivations. As well as equipping
trainees clinically, it is vital that future programmes also
actively equip young doctors motivationally for the tasks that
lie ahead of them.
ReferenceS
1. Zwarenstein MF, Price MR. The 1983 distribution of hospitals and hospital beds in RSA by
area, race, ownership and type. S AIr Med J 1990; 77: 448-4522. Health Systems Trust Measuring the Move TOwards Equity: From the Site of Service Delivery Results from Nine Provinces. Durban.: H5T 1997.
3. Health Systems Trust South AfriClln Health Review 1997. Durban; HST 1997.
4. Savage It Vaughan C Training for excellence in the inner city. BM! 1996; 31; 544-546.
5. Strasser R,. ed. Policy on Training far Rural Practice. Moe, Australia: World Organisation of
National Colleges and Association of Family Doctors (\'VONCA), 1995.
6. Sankar U, Jinabhai CC, Munro GO. Health personnel needs and attitudes to rural service in
KwaZulu-NataL S Afr Med J 1997; 87: 293-298.
7. Rourke ffB, Rourke LL. Rural family medicine training in Canada. Can Fam Physician 1995;
41: 993-lllOO.
8. Hays RB. A training programme for rural general practice. Med I Aust 1990; 153: 546--548.
9. Lusi J. Programme des Medecins Residents au bin!. airobi: MAP International, 1995.
ID. Mazwai EL. Training swgicaJJy competent doctor.; for South Africa rural areas. S Afr J Surg
1997; 35: 147-148.
11. The Interim National Medical and Dental Council of South Africa. Report on Postgraduate
Vocational Training in Medicine as agreed to by Council. Pretoria, 1997.

Accepted lS N"" 1998.

Objectives. To describe the spectrum of procedures performed
by general medical officers in South African rural hospitals,
and the attitudinal issues associated with these tasks.
Design. A descriptive study combining quantitative and
qualitative methods: a quantitative audit of operating theatre
records of 15 rural hospitals in KwaZulu- atal and 4 rural
. hospitals in orthem Province, and a qualitative analysis of 8
focus group discussions in which rural hospital doctors
discussed their procedural work.
Outcome measures. Quantitative results included patient age,
type of anaesthetic, type of procedure, and whether a
separate anaesthetist was present or not for each recorded
procedure performed in the operating theatre. Qualitative
results comprised major and minor themes that arose from
the focus group discussions.
Results. Quantitative results revealed a high proportion of
obstetric and general surgical procedures, often performed by
a single doctor acting as anaesthetist as well as surgeon. The
range of surgical procedures undertaken varied widely
between hospitals. Anaesthetic usage patterns revealed
extensive use of ketarnine and spinal anaesthetics, with
relatively more general anaesthetics being administered in
the Northern Province. Qualitative results revealed two
scenarios in the rural hospital situation: one where doctors
felt that they were coping and learning from the work under
the supervision of peers or senior colleagues, and the other
where they felt stressed by being alone and having to deal
with emergencies, especially when short-staffed.
Conclusions. The broad range of skills demanded in rural
hospital practice requires specific preparation and ongoing
support. Without it, a vicious cycle is established leading to
poor output and morale. The phenomenon of the singlehanded anaesthetist-surgeon that emerged from this study
deserves specific attention, particularly with regard to staff
shortages in rural areas. Under circumstances of adequate
staffing and support, the rural hospital is an ideal learning
site for generalists. This study has significant implications for
the proposed introduction of obligatory vocational training
for all medical graduates.
S Afr Med J 1999; 89: 769-774.
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Table L Analysis of hospital records from 14 KZN and 4 NP rural hospitals
Groups of procedures

General surgical
Obstetrics and
gynaecology
Orthopaedic
Diagnostic
Other
Total

%KZN

1221
1136

46
43

2018
1724

38

3239
2860

40

156
116
5

6
4
1

497
296
40

11
6
1

653
412
45

9
6
1

2634
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4575

100

7209

100

Diagnostic
6%

NP
(N = 4 575)
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=
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%
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Fig. 3. Frequency of obstetric and gynaecological procedures
performed in rural hospitals.

Fig. 1. Frequency of types ofoperative procedures (N = 7209)
performed at KZN and NP rural hospitals.
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Fig. 2. Frequency ofgeneral surgical procedures performed in rural
hospitals.
wide repertoire of procedures was found in some hospitals,
while others were restricted; the range of different procedures
carried out at a single hospital varied in number between 14
and 34. Unusual procedures recorded as having been
performed included 10 hip replacements, lens extraction,
mastectomy, nerve repair, oesophagoscopy, orchidopexy, rib
resection, tenotomy, tracheostomy and wiring of the mandible.
The patterns of anaesthetic usage were somewhat different in

3S

=

KZN and NP (Fig. 4). In both provinces the commonest
anaesthetic used overall was ketamine. However spinal
anaesthetics were found to be used more frequently in KZ ,
whereas general anaesthetics were used more commonly in NP.
A single doctor acting as anaesthetist as well as surgeon was
recorded as having been present at 48% of all procedures in
KZN, and 61% in NP. If local anaesthetics are excluded, then
43% of all procedures were attended by only one doctor in
KZN. In KZN most anaesthetics involving ketamine and
spinals (84% and 61%, respectively) were attended by the
surgeon alone, whereas most general anaesthetics (89%) were
attended by a separate anaesthetist. Of the caesarean sections,

62% were performed under spinal anaesthetic in KZN, and half
of these were attended by a single doctor acting as anaesthetist
and surgeon.
The qualitative results revealed two different pictures in the
two sites. In KZN the major themes that emerged from the
focus group discussions were those of learning on the job and
coping positively with the procedural work on the one hand, as
opposed to feeling stressed, particularly by emergencies and
being alone (Fig. 5). The latter situation was described as
potentially 'terrifying', especially as 'when things go wrong
they can go horribly wrong'. This scenario worsened when
there was a shortage of staff, resulting in an increased referral
rate with referrals seen as 'getting rid of the problem'.

specialist backup', to 'there is no exposure, it is frustrating not
to do what we can do'. Accessibility of referral centres,
availability of specialists, fear of contravening the law, staff
shortage and perceived hostility towards foreign-qualified
doctors were among the reasons why patients were handed
over to bigger centres or to specialists. Their position, both
with regard to the doctor and the patient, was one of 'Why take
unnecessary risks?'
However doctors said that the great majority of procedures
can be dealt with in the rural hospital by generalists, pro-Jided
adequate training and support are given. Opinions differed as
to how exactly this training should be structured; some thought
it was better to learn from experienced colleagues 'along the
road', while others preferred the input of the specialist
consultant in a tertiary environment or visiting rural doctors in
their workplace. Others suggested a revision of the
undergraduate curriculum so as to prepare young dc/hors
more adequately for the realities of rural hospital practice.
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Fig. 5. Diagrammatic representation of the results of the KZN focus
group discussions.
The KZN doctors said that they were more likely to
experience the positive situation when there was backup
available from senior colleagues, which allowed for learning on
the job and sufficient confidence to do more surgery at the
rural hospital. This was felt to be ultimately very satisfying, as
'there is no real limit' to what can be done. Taken to an
extreme, this could lead to doctors exceeding their scope of
practice; which was referred to as the 'cowboy' attitude.
However, they felt that a training background with the attitude
of 'you can do it' helps more than the teaching hospital attitude
which 'takes the guts out of them' (i.e. the rural doctors).
.
Referrals to distant specialist hospitals in this situation were
limited to those cases where the doctor had no real choice, for
example when there was a need for intensive care facilities.
Lack of feedback from these referrals was mentioned as being a
problem.
The NP focus groups described their scope of procedural
work as being basic, mostly involving emergencies when on
call. Major surgery was either referred or kept for the visiting
specialist - two focus groups had visiting specialist
anaesthetists, gynaecologists and surgeons during the study
period. Their feelings varied from 'we are fortunate to have
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The findings of this study represent a real, contemporary
picture of hospital-based procedural care in rural areas in
South Africa. The methodologies used were designed to
.complement one another in order to give a comprehensive
description of procedural care in rural hospitals. The
quantitative data show what procedures were actually being
performed, and the qualitative results show how the doctors
experienced the work, which makes it possible to envisage
ways of improving the situation. The quantitative data from
KZN and NP were not directly comparable because of the
different samples taken, but proportions were still comparable.
Furthermore, the issue of observer bias in qualitative research
was a limitation of this section because different interviewers
were used at the two sites. However there was sufficient crossreference and duplication of major themes to validate the
qualitative findings from both sites.
The potentially wide range of procedures undertaken in
rural hospitals deserves attention. It is clear from both the
quantitative and the qualitative results that some hospitals
have managed to create an environment of learning and a
positive approach to the work at hand, whereas others are
doing the minimum, never attempting anything too risky, and
referring the rest. The latter have a very restricted range of
procedural care, and are clearly responsible for overloading the
referral hospitals unnecessarily with uncomplicated problems.'"
Well-supported peripheral hospitals performed most of their
own surgery and referred in exceptional cases when there was
no choice in the matter, for example, when there was a need for
intensive or tertiary care. This phenomenon is likely to pertaln
not only to procedural care, but also to other disciplines, as has
been shown in the case of medical and paediatric referral
hospitals. 21.22
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The pattern of anaesthetic usage, particularly the extensive
use of ketamine and spinal blocks, most likely reflects the
pressure on rural doctors to operate without a separate
anaesthetist because of staff limitations. The comment 'We do
things differently here: recorded during one of the focus group
discussions, becomes clear when one analyses the phenomenon
of the single-handed anaesthetist-surgeon. It is alarming to
note that in KZN one-third of all caesarean sections were
performed by one doctor alone - one must consider that the
anaesthetic, the patient and the neonate may need urgent
attention simultaneously, quite apart from the medico-Iegal
implications of this practice. Virtually all of these deliveries
were done under spinal anaesthetic, but acute hypotension or a
high spinal can demand immediate corrective measures, which
put the attendant nursing staff under pressure for which they
may not be adequately prepared or legally accountable.
General anaesthetics were almost exclusively administered by a
separate doctor, which is entirely appropriate, but the use of
ketarnine alone for caesarean sections in five recorded cases is
highly questionable.
The variation in procedural practice between the two
provinces investigated is an interesting finding that is difficult
to explain. The most significant difference was the use of spinal
anaesthetics as opposed to general anaesthetics for caesarean
sections, which may simply be a matter of tradition, although
other factors may also play a part. This phenomenon points to
the variability in practices considered standard by some, but
unusual by others.
A limitation of this study is that it did not attempt to
quantify the morbidity and mortality rates associated with the
procedures performed, nor were the quantity or quality of
referrals to regional hospitals analysed. This information would
have complemented the current data well as it would involve
analysing the same phenomenon from the perspective of the
receiving specialist. It deserves a separate investigation.
The findings from the focus group discussions highlighted a
number of issues peculiar to the rural situation. Underlying all
of the discussions was the recurring issue of inadequate
staffing of rural hospitals by medical personnel. Too few
doctors means added stress on those present to carry the
clinical load, particularly after hours when coping with
emergencies alone can be 'terrifying', in the words of one focus
group participant. Inadequate staffing has direct implications
for the safety and legality of anaesthetic practice in these
situations, as the case of the single-handed anaesthetistsurgeon shows. Recruitment and retention of professional staff
in rural areas is an issue of national and international concern,
and remains the responsibility of the provincial and national
health services. 23 In the absence of sufficient numbers of
doctors, serious attention needs to be given to the training of
nursing staff to fill these roles, a practice that has been shown
to be successful in other African countries. 16,24.25

The major themes arising from the qualitative results
revolved around the issue of confidence. A doctor operating
alone needs a certain amount of self-confidence to tackle
procedural work, and this may be encouraged by an
appropriate training background, as well as on-site support. 17."
The presence of experienced senior colleagues available for
backup and in-house training allows doctors to tackle
procedures without the pressure of full responsibility. The
attitude 'You can do it', rather than 'Only a specialist can do
this', is vital in terms of the empowerment of doctors-intraining. The systematic disempowerment of the generalist,
and the mystification of many.simple procedures, needs to be
reversed. Without confidence, the isolated doctor becomes
progressively restricted to a narrow repertoire of clinical
interventions and unnecessary referrals increase, with
consequent overloading of referral hospitals. In developed
countries rural generalists have been 'deskilled' as a result of
restriction by specialist-controlled licensing bodies and the
threat of litigation; we cannot afford to repeat this experience in
South Africa as referral centre services are already strained to
the limit.

CONCLUSION

This study constitutes only one step in the process of
understanding the competencies required of the rural hospital
generalist in this country; it analyses the spectrum of
procedures actually performed and the attitudinal issues
associated with these tasks in the isolated rural setting. A
second step is the building of consensus with all relevant
stakeholders, including academics, the professional bodies,
rural doctors arid the trainees themselves, in order to define an
acceptable level of competence for the rural geheralist. This, in
turn, will make the design and implementation of specific rural
training programmes more feasible.
In the light of the introduction of obligatory community
service for all medical graduates the findings indicate the
urgent need for well-planned support strategies for doctors
who find themselves in rural hospitals at a distance from
specialist support. Coupef' has given two scenarios for the
future of rural medicine in this country: a 'high road' and a
'low road', which are reflected in the qualitative findings of this
study. It is incumbent upon all those who have an influence on
rural medicine to ensure that the high road is actively chosen,
so that we do not find ourselves on the low road by default.
This study was funded by a research grant from the Health
Systems Trust. The contributions of Drs R lngle, I Couper and
P Hill are gratefully acknowledged.
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UTILISATION OF PREDICTIVE,
PRENATAL AND DIAGNOSTIC
TESTING FOR HUNTINGTON'S
DISEASE IN JOHANNESBURG
J G R Kromberg, A Krause, A B Spurdle, J A Temlett,
M Lucas, D Rodseth, G Stevens, T Jenkins

Context. Huntington's disease (BD) is a dominantly inherited
condition in which the gene defect is known. As such
individuals in at-risk families can be tested before symptoms
occur, prenatally, or after symptoms appear to confirm the
diagnosis.

Objectives. To investigate !he utilisation and sequelae:bf the
predictive, prenatal and diagnostic services offered to
families with suspected Huntington's disease.
Design. A retrospective design was used. The 1975 - 1997
records of the Department of Human Genetics for all families
with a history of BD presenting for genetic counselling and .
DNA analysis were studied.
Setting. Department of Human Genetics, South African
Institute for Medical Research and University of the
Witwatersrand, Johannesburg.
Subjects. There were 30 at-risk (50% risk) subjects for
predictive testing, 7 women (10 pregnancies) for prenatal
testing, and 52 subjects for diagnostic testing.

Outcome measures. These were prOvided by the results from
molecular studies and by the action taken by subjects after a
predictive or prenatal result was given.
Results. Altogether 15 (50%) subjects for predictive testing
had a positive result, but none had serious psychiatric
sequelae. Two women were found to be carrying an affected
fetus and both requested pregnancy termination. Of 52
diagnostic tests, 33 (63%) were pOSitive.
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