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Many of the hopes and aspirations of South Africa’s new democracy depend upon the 
production of professionals who not only have globally competitive knowledge and skills, 
but are also ‘socially responsible and conscious of their role in contributing to the national 
development effort and social transformation’ (Ministry of Education 2001: 5). Furthermore, 
there is a dire need for more black and female professionals, not only to redress the 
inequities of the past, but also to broaden the consciousness of social formations that 
tend to be conservative everywhere in the world. In South Africa under apartheid, the 
professions reflected race and gender hierarchies, and to varying extents they still do.

Whether the professions and their education programmes are managing to achieve these 
ideals is a moot point which the HSRC hopes to address with a series of studies on 
professions and professional education, of which this is the first. The studies are intended 
to explore the policy concerns stated above and also to raise issues that have not yet 
entered policy discourse. They will examine each profession through two theoretical 
lenses; the first being professional labour markets, both national and international, as 
well as the wider general labour market in South Africa, while the second focuses on 
the national and international professional milieu. By this expression, we mean the 
multiple socio-economic and political conditions, structural arrangements and professional 
and educational discourses which shape what it means to be a professional, behaving 
professionally, at a particular juncture in history. Each profession will examine itself 
through both these lenses and identify key issues of concern which will form the focus of 
each study and be explored at multiple levels. Studies will also include sub-case studies –
micro-level explorations of these issues in professional education settings. 

This first case study concerns the profession and education of medical practitioners and 
has been selected for two main reasons. First, medicine is one of the oldest and most 
highly esteemed professions both locally and internationally and is often regarded as a 
prototype for other professions. Secondly, in South Africa, at the start of the 21st century, 
it is arguably one of the most controversial, with articles appearing daily in the media 
on issues relevant to government’s policy aim of global competence/local conscience. 
Underlying all the controversies are the deep divides within the health system, between 
rich and poor, private and public, urban and rural.
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1

CHAPTER 1

Towards an understanding of
the profession and education
of medical doctors
Becoming a doctor in South Africa today is a long and expensive business, starting with 
intense competition to gain access to one of the country’s eight medical schools. There 
can be as many as 20 times the number of applicants as places available and the criteria 
for selection are increasingly complex as universities struggle to meet a number of policy 
requirements. In particular they must attract more students from previously disadvantaged 
groups and more students who will fill the gaps in the current workforce, primarily in the 
public service and rural areas. 

Once they have gained their places, the students’ long haul begins. Until recently, the 
MBChB was a six-year degree, followed by one year’s internship. Since 1998, new 
graduates have also been required to do one year’s community service. Now, medical 
schools can offer the degree in five years, but the internship period has been extended 
to two years. Some universities, such as the University of Cape Town (UCT) and the 
University of the Witwatersrand (Wits), have retained the six-year curriculum, so a degree 
at these institutions currently takes eight years to complete, with a further year’s community 
service. At the end of it all, students become doctors, permitted to work in general 
practice, or as registrars in an academic hospital if they wish to study further and become 
specialists. Whatever they choose, they will have embarked on a demanding, though often 
financially rewarding, career that presents many morally difficult choices along the way.

Despite numerous reforms since 1994, the South African health system remains divided: 
first-world private care that ranks with middle-income countries internationally1 at the one 
end, and at the other extreme, in the rural public sector in particular, conditions that are 
superior only to the poorest of African countries.

New doctors must decide either now or later which world they wish to enter. Some 
will seek out the profession only because of status and monetary implications. Others 
might start out with idealistic views but end up disillusioned and pragmatic. Many will 
emigrate at this point or later – only a very few will take the difficult road of the public 
service; even fewer will veer from the beaten track and into the harsh world of rural 
public practice. 

Although the profile of these young doctors will differ vastly from cohorts under the 
apartheid dispensation – with a clear majority of them black (African, coloured and 
Indian) and more than half of them women, it is not clear yet whether their choices will 
be substantially different.

In this study, we consider the multiple worlds of medical practice in South Africa ten 
years into democracy from a number of perspectives. Firstly, we present the major 
problem facing government – the skewed distribution of medical doctors across public/
private, rural/urban divides – and consider its recent attempts to rectify the imbalances. 
Secondly, we present the universities’ responses to the equity and redress demands 

1 In some fields it ranks with the best internationally, as the current popularity of ‘medical safaris’ suggests.
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of government policy: changing profiles of medical students and graduates and new 
curricula to meet the profile of the ‘basic’ doctor who is willing and able to serve the 
needs of a transformed South Africa. Finally, we focus on two medical schools to explore 
these issues in greater depth. At UCT, we explore the travails of transformation at a long-
established medical school and discover some interesting implications in the field of 
gender. At the University of the Transkei (now Walter Sisulu University), we explore what 
is arguably the most concerted attempt in the country to produce rural doctors and raise 
questions about the success of this initiative and the survival of the medical school. The 
final chapter concludes that there has been progress in the admission of black students 
to formerly white institutions although Africans are still underrepresented. Gender 
transformation has been so significant that women students are generally in the majority, 
but whether the universities are managing to graduate more doctors who are prepared to 
work in the public and rural service, remains a moot point.

Methodology

The Human Sciences Research Council’s (HSRC’s) broader project on the professions 
is essentially a review of the state of certain professions and occupations and their 
education programmes after a decade of democracy. Each profession is viewed in relation 
to labour market supply and demand issues and to the changing local and international 
discourses of professionalism and professional education, which include policy discourses 
and goals. 

In taking this approach, it was tempting to concentrate only on the policy goals set out 
in the preface, given the urgency of the issues that underlie them. In the context of the 
medical profession, this would have required us to find out how many black and women 
doctors are being produced, whether medical graduates are achieving internationally 
acceptable standards and whether they are also contributing to national development and 
social transformation. Such an inquiry is essential but is limited to those factors which 
government has already deemed to be important. It is not broad enough to capture 
unforeseen questions and the kind of contextual detail which could illuminate old issues. 
To widen our enquiry, we explored the way in which professions are being researched 
and written about in national and international literature.

Firstly, we noted the international obsession with the appropriate definition of the term 
‘profession’, the criteria for counting an occupation as a profession or semi-profession, 
the increasing numbers of occupations that wish to be called ‘professions’ and their 
reasons for doing so (Abbott 1988; Eraut 1994; Evetts 2003). A focus on these issues in 
the South African context might lead one to consider the power of certain key professions 
such as medicine and law in relation to fields deemed to be ‘occupations’ rather than 
‘professions’. Secondly, there are studies on the process of professionalisation (Wilensky 
1964, quoted in Brint 1994), the consolidation of professional authority (Johnson 1972; 
Larson 1977), and the histories of professions, both generally and as they developed 
in particular countries (Torstendahl & Burrage 1990; Kimball 1992). A focus on these 
issues would invite one to consider the history of a profession in South Africa and 
the manner in which it consolidated its power, particularly under the conditions of 
apartheid. One might also extend this to consider changing views of professionalism, 
the bureaucratisation and proletarianisation of professionals and the sociology of the 
professions generally (Parsons 1939; Brint 1994; MacDonald 1995; Bourner et al. 2000; 
Friedson 2001).
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3

Thirdly, there have been many studies of professional labour markets, including a 
number of important South African studies. These include various reports that have been 
published by the Health Systems Trust (HST), a study by the HSRC (Hall & Erasmus 2003) 
and international studies on the migration of health professionals (Lehman & Sanders 
2002, 2004; Meeus 2003; Joint Learning Initiative on Human Resources 2004; OECD 
2004a). These studies have placed great emphasis on the shortages of health professionals 
and the impact of the brain drain. Recent international studies in the health professions 
field include numerous studies of the nursing labour market (Skatun, Antonazzo, Scott & 
Elliot 2005), remuneration in the medical labour markets (Hoff 2004; Bhattacharya 2005), 
immigration of medical doctors (Raghuram & Kofman 2002) and studies on the medical 
specialities (Thornton 2000). 

Fourthly, there have been studies about the relationship between professions and 
class (Brint 1994) and the gendered nature of professions and professional education 
(Dedobbeleer et al. 1995; Davies 1996, 2003; De Vos 2004). These studies from the US 
and UK respectively are important for South Africans who have tended to use the 
concept of race as the major tool of categorisation. The concept of gender is gaining 
prominence but class remains on the outskirts of policy and academic discourse about 
the professions here.

Fifthly, there have been studies by educationists on, among other topics, the process of 
professional learning (Kolb 1984), the micro-dynamics of professional education (Becker 
et al. 1961), the nature and sociology of professional knowledge (Eraut 1994, 2000, 2004; 
Eraut et al. 1998; Young 2004; Guile & Young 2004; Jensen & Lahn 2004), changing 
academic and professional identities (Beckett & Gough 2004; Beck & Young 2005) 
and the quite recent international shift to problem-based learning in the education of 
professionals (Boud & Feletti 1997; Bligh 2000). 

Out of these multiple foci – the international debates as well as the local policy 
perspective – we arrived at a method which requires one to view professions and their 
professional education programmes from two broad perspectives:
• The professional milieu, which encompasses the socio-economic and political 

conditions that affect the practice of the profession, as well as the discourses 
of professionalism that determine what it means to be a ‘professional’ behaving 
‘professionally’ in the particular profession concerned. An examination of the 
professional milieu starts with a consideration of the structural arrangements that 
underpin the practice of the profession: what it takes to become a professional and 
what rules, bodies and professional associations govern practice.

• The current state of the professional labour market requires a consideration of 
the extent to which the supply of professionals from the institutions that produce 
them meets or exceeds demand. The concern here is with the local professional 
market, but international conditions can also be very significant. The broader local 
labour market is also relevant to the extent that it includes other supporting or 
competing professions. 

The relationship between these dimensions is depicted in Figure 1.1. At the heart of the 
enquiry is the professional education sector with its students and academics, seen in the 
context of the immediate professional labour market. This is divided into urban/rural, 
and public/private. These divisions are pertinent in any professional enquiry but are 
particularly so when considering the health professions in South Africa, where 63 per cent 
of doctors work in the private sector. The lines within the professional labour market orb 
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indicate the proportion of medical practitioners that practise in that sector – a relatively 
large number in the urban private sector, a much smaller number in the rural private 
sector and very small concentrations in the public sector, urban as well as rural. Note 
that the proportions referred to concern jobs, not population, which would show reverse 
trends – a large population dependent on public sector medicine (84 per cent of total 
population) and a much smaller one which uses the private sector. The overlap between 
the professional education oval and the professional labour market shows the position of 
academics and students in relation to these sectors. Students are trained in public facilities 
which are primarily located in urban areas, but with rural outreach facilities. Academics 
may also work in the private sector, which is primarily based in the cities, but can also be 
found in some small towns.

The national professional milieu – the broader environment in which practitioners 
find themselves – is created to a large extent by the Department of Health (DoH), 
health legislation and the Health Professions Council of South Africa (HPCSA), which 
is meant to protect the public and has an important say in the education of health 
professionals. The South African Medical Association (SAMA) and other medical 
associations (such as the Junior Doctors’ Association) represent the interests of doctors. 
The national professional milieu is also profoundly affected by the general state of 
health of the nation, which in South Africa is very poor, in view of the prevalence of 
HIV/AIDS and the fact that average life expectancy at birth is only 51.4 years (HST 2005: 
15). Conditions in the public sector have improved somewhat since 1994 but remain 
unsatisfactory, particularly in the rural areas where they are affected by the impoverished 
environments in which they operate (there may be no running water or electricity, for 
example) or the shortage of staff prepared to work there. Private practice ranges from 
overcrowded small rooms in high-traffic, working-class areas where patients receive 
relatively cheap service, with medication included in the consultation fee. At the other 
extreme is the plush world of the medical specialist – luxurious consulting rooms and 
world-class service at SAMA rates. These rates are far higher than many medical aid 
schemes will pay and medical aid members must cover the difference between medical 
aid rates and what the doctors charge. 

The national general labour market is potentially of interest to any professional 
enquiry, primarily because of the competing professions which it contains. For example, 
if there is a boom in the status and monetary rewards in the information technologies 
(IT) industry and room for new entrants, it will not be surprising if some people abandon 
their original training to go in this direction, or avoid less rewarding professions in the 
first place. This study does not explore this problem, which could be considered one of 
its weaknesses. An exploration of the reasons why fewer males are choosing to study 
medicine (see Chapters 3 and 4) might well lead to the doors of the IT industry or to 
those of big business in general. 

The international professional labour market is of particular interest to the health 
professions because of the heavy demand for professionals by developed countries with 
increasingly long-lived populations. Active recruitment by the UK, United States and 
New Zealand, for example, has led to the exodus of thousands of health professionals 
from African countries, including South Africa. Other countries with great demand, but 
less attractive living conditions, such as Saudi Arabia, offer highly-paid, if temporary, 
opportunities. There are a few exceptions, like Cuba, which has the highest doctor/
population ratio in the world and exports its physicians by the thousands, as a form of 
political currency. South Africa has benefited from several hundred of these doctors, but 
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this is small fry compared to Venezuela which currently employs about 20 000 Cuban 
doctors. South Africa’s migration carousel is complicated by the fact that we have not 
only lost staff to more developed countries, but have also been taken in a number of 
health personnel from other African countries, because of the relatively better political 
and economic conditions here. 

Rules for professional admission are another important consideration in the international 
professional labour market. Ease of access depends on the universality of one’s training 
(in this regard, medicine is more marketable than law) and the examinations or other 
steps which one must undertake to enter a profession in a new country. In this regard it 
can be said that the South African labour market for foreign medical doctors is negatively 
affected by policy which makes it difficult for them to undergo postgraduate training here 
(even though they would be offering service in the process) or to remain in the country 
after completing their training. On the other hand, there is a long tradition of South 
Africans undergoing postgraduate training at UK universities – Edinburgh in particular – 
and returning to South Africa to practise. 

Finally, there is the international professional milieu, in which the complex socio-
economic and political conditions associated with globalisation are a major determinant 
of the international labour market. There has also been a largely unbridled exploitation of 
third-world human resources by first world countries. At this level too, one must consider 
the influence of international professional bodies and discourses. South Africa has been 
most affected by those in the English-speaking world – the UK and its former colonies and 
the United States. The discourses of Africa, particularly French-speaking and North Africa, 
have been as remote of those of other non-English-speaking countries, although there are 
signs that this is changing. The New Partnership for Africa’s Development (NEPAD) and 
other initiatives are trying to forge links across Africa and develop our common intellectual 
heritage. Furthermore, a growing interest in trade and other relationships with China, 
Brazil and India has the potential to impact on other areas of our society as well.

At the level of discourse, one must consider the academic and curriculum trends which 
shape the education of professionals in particular countries. In this regard, South Africa’s 
major influences have been the UK, Australia, United States and New Zealand. When we 
consider the new emphasis on problem-based learning in curricula, one finds that this is 
not merely a response to our particular conditions but also completely in line with trends 
in first-world countries. Pedagogical methods (learner-centred, competency-based etc.) are 
also borrowed from international resources, although often presented in policy statements 
as arising from our particular needs.

Research methods

The research began with an extensive review of literature relating to professions and 
professional education internationally, both in general and in relation to the training 
of medical doctors; literature relating to the medical profession in South Africa and 
information provided by the eight medical schools in South Africa on their various web 
sites, including their histories and current approaches to the training of medical doctors.

An important aspect of the research involved the analysis of statistics including:
• Statistics on the numbers and distribution of medical practitioners in South Africa, 

supplied by the HPCSA;
• Statistics on medical school enrolments and graduates supplied by the Department 

of Education’s Higher Education Management Information System (HEMIS) data 
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base and the calculation from these of indicators of achievement in the form of 
graduation rates;

• Population statistics from the Statistics South Africa 2001 Census as well as latest 
projections;

• Other statistics relating to the medical profession from the Council of Medical 
Schemes and the Board of Healthcare Funders; and

• Statistics presented in the Health Systems Trust’s publications (South African Health 
Reviews, 1998–2005). 

The policy dimension was explored through the various Acts of Parliament and regulations, 
reports and statements emanating from the DoH and numerous documents relating to the 
statutory bodies in the medical profession, in particular, the HPCSA.

Newspaper articles provided a valuable source of information on a range of issues from 
the brain drain to the responses of health professionals to government regulations, as well 
as issues in related professions such as nursing and pharmacy. The latter was particularly 
in focus because of regulations designed to control and limit prices.

A number of labour market studies have been conducted for doctors and nurses and 
some of the information they provide has made an important contribution to this study, in 
particular Hall and Erasmus (2003) and various studies conducted for the Health Systems 
Trust and published in their annual reviews from 1999 to 2005. Lehman and Sanders (2004) 
provide a particularly useful overview of the human resources issues in the country. 

The case studies

In terms of the methodology of this study, each profession is considered in relation to its 
professional labour market and the multiple factors that constitute its professional milieu. 
Out of this preliminary research, certain key questions are identified for exploration 
in much greater detail in case studies. Each case study revolves around a particular 
education programme and is selected according to the extent to which the case can 
address these key questions. This is consistent with the purposeful or criterion-based 
sampling method advocated by Maxwell (1996: 71). 

In the course of the preliminary research for this study, it became obvious that the policy 
goals presented in the preface are driving reform initiatives in the medical schools to the 
extent that one feels compelled to pursue their effects in the case studies. Broadly, these 
goals are to produce more black, female, globally competitive but socially conscious 
professionals. In the context of medical education, the goals are to produce more black 
and female doctors and doctors who are willing and able to work in the public service 
and in rural areas.

We chose to explore the realisation of these goals at UCT and Walter Sisulu University 
(WSU).2 UCT is a historically white, English-speaking university that has undergone 
considerable change in the composition of its student body and curriculum in recent 
years. Its medical school provides an ideal location for the exploration of race and gender 
transformation in medical education. Walter Sisulu Medical School was established with 

an understanding of the profession and education of medical doctors

2  The Walter Sisulu University was officially established on 1 July 2005, the product of a merger between University of 
Transkei (Unitra) and Border and Eastern Cape Technikons. In this study, in order to avoid confusion which might 
result from use of two names, we use the new name, although some of the information might refer to times when the 
institution was named University of Transkei. 
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the primary purpose of producing more black doctors prepared to work in rural areas. It 
provides an ideal location for the exploration of the problems that underpin the shortages 
of doctors in rural areas. It should be noted that we did not set out to do a comparative 
study, which would have explored the same issues in equal depth at both institutions and 
made direct comparisons. We focus on different issues at each institution, in accordance 
with their different concerns and priorities.

Within the case studies, a combination of quantitative and qualitative methods were used, 
including statistics to show quantitative trends and (following Fetterman 1990; Layder 
1993) semi-structured interviews with key informants, primarily senior academic personnel 
and administrators from the main associated teaching hospitals. At WSU we also 
conducted a focus group with 19 students and participation observation of four problem-
based learning sessions. Permission to conduct the research was obtained from the Dean 
of UCT’s Faculty of Health Sciences and the Deputy Dean at WSU.

A total of 22 interviews were conducted, mostly more than an hour long. All were tape-
recorded and transcribed. Interviewees were asked to sign consent forms beforehand on 
which they could stipulate whether they were prepared to be mentioned by name and 
designation, designation only, or wished to remain anonymous. The form also requested 
their permission for the tape-recording and transcription of the interview. The transcriber 
was required to sign an oath of confidentiality. 

Please note that in our analysis of student enrolments and graduates we make use of the 
racial classifications specified in the statistics on the HEMIS database and supplied to us 
by universities: African, coloured, Indian and white. This information is usually obtained 
from students’ application forms where students are requested to state their population 
group. This practice could be seen as a perpetuation of apartheid racial classification – 
however, the intention is monitor the progress of equity policies.

Conclusion

The methodology outlined in this chapter imposes three main conditions: 
• The research must be multi-dimensional and involve a number of research methods, 

both quantitative and qualitative.
• The research must view professions through two main theoretical lenses. One 

focuses on professional labour markets – national and international – as well as 
the wider general labour market, nationally. The other focuses on the professional 
milieu – national and international.

• Each case must give a macro-level overview of current conditions in the profession 
and its professional education systems while also focusing on micro-level 
implications in selected sub-case studies.

It is debatable whether a study like this is better conducted by a member of the 
profession or by an outsider. An insider would contribute many insights, but also the 
inevitable biases entailed in their professional involvement, whereas a professional 
researcher would present a broader and hopefully more dispassionate view. No 
perspective can be all-encompassing and each approach presents its own problems. The 
one we have chosen offers breadth of vision and objectivity, but sacrifices the kind of 
detail that only an insider can provide. We hope that the chapters that follow will prove 
the wisdom of this decision.
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CHAPTER 2

The professional labour market 
and professional milieu for medical 
doctors in South Africa

The legacy of apartheid policies in South Africa has created large disparities 
between racial groups in terms of socio-economic status, occupation, education, 
housing and health. These policies have created a fragmented health system, 
which has resulted in inequitable access to health care. The inequities in 
health are reflected in the health status of the most vulnerable groups. (African 
National Congress [ANC], 1994)

The major consideration in any overview of the medical profession in South Africa at the 
start of the 21st century must surely be the skewed distribution of health resources in the 
country. This defining feature of the professional milieu is reflected in the professional 
labour market where there are gross imbalances in numbers between those who serve the 
rich and those who serve the poor, of whom the majority live in rural areas.

The health of the nation

When the first democratically-elected government came into being in 1994, it inherited 
a health system with gross inequalities. Although 8.5 per cent of GDP was being spent 
on health care, the distribution of this money was fragmented across 14 health ministries 
(homeland states as well as three racially-based Houses of Parliament) and the focus of 
provision was on urban, high-technology hospital treatment. The White Paper for the 
Transformation of the Health System in South Africa, which was published in 1997, noted 
that in 1994 between 35 per cent and 55 per cent of the population lived in poverty. The 
majority had inadequate access to basic health services and to clean water and sanitation 
and more than one half (53 per cent) lived in poverty-stricken rural areas. Women and 
children were amongst the most vulnerable groups in South Africa, with 61 per cent of 
children living in poverty and women disproportionately represented among the poor. 
The infant, under-five and maternal mortality rates were all much higher than could be 
expected of a country with South Africa’s level of income.

And then there was HIV/AIDS, downplayed in the White Paper, but soon to emerge 
as an unprecedented scourge. It is one of the greatest tragedies in the history of South 
Africa that the emergence of the first democratic dispensation coincided with the growth 
of the worst pandemic which the country – indeed the continent as a whole – has ever 
experienced. A number of studies have tried to quantify the extent of its impact including
Dorrington et al. (2001), Bradshaw et al. (2004), and Dorrington et al. (2004). 

The HSRC has conducted two major studies which estimated that HIV prevalence was 
11.4 per cent in 2002 (Shisana & Simbaya 2002) and 10.8 per cent in 2005 (Shisana et al. 
2005). These studies were based on interviews with 9 963 individuals of whom 8 840 
agreed to be tested (2002 study), and 23 275 of whom 15 851 agreed to be tested (2005 
study). Both studies did not survey children younger than two years. Table 2.1 shows 
the prevalence rates in various age groups in 2005, in particular the high prevalence 
among young women in their late twenties and early thirties (a prevalence of 33.3 per 
cent for females in the 25–29 year age group and 26 per cent for females in the 30–33 
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year age group). In the older age groups, however, prevalence is higher among males 
than females. 

Table 2.1: HIV prevalence among respondents aged two years and older by sex and age group, 2005

Age group Male % Female %

2–14 3.2 3.5

15–19 3.2 9.4

20–24 6.0 23.9

25–29 12.1 33.3

30–34 23.3 26.0

35–39 23.3 19.3

40–44 17.5 12.4

45–49 10.3 8.7

50–54 14.2 7.5

55–59 6.4 3.0

60+ 4.0 3.7

Source: Shisana et al. (2005: xxv)

The figures for the age groups between 15 and 49 are of particular importance to this 
monograph because these are the years when young would-be professionals undergo 
their schooling and their professional education and then enter and consolidate their 
professional practice. The 2005 HSRC study shows that HIV prevalence in this broad age 
range is 16.2 per cent.

The picture becomes even bleaker when one considers further statistics in Dorrington 
et al. (2004). They put the total number of HIV-infected South Africans at 5 024 000 and 
report that of the total deaths during 2004 (701 000), nearly half (311 000) were from 
AIDS. This brought the accumulated AIDS death totals to 1.2 million. In the age group 
15–49, 70 per cent of deaths were AIDS related. There were 1.1 million maternal orphans 
in the country of whom 626 000 were AIDS orphans.

Shisana et al. (2005) found that overall prevalence across all age groups was 13.3 per 
cent among females and 8.2 per cent among males, but this does not necessarily translate 
into an overall higher life expectancy for men. Dorrington et al. (2004) estimate a life 
expectancy of 48.9 years for men and 53.1 years for women. 

Although the figures above paint a depressing picture, they are nonetheless considerably 
lower than some other projections3 and, when compared with earlier studies, they 
provide hope that with antiretroviral (ARV) treatment the number of AIDS deaths per 
year could be reduced, even at this late stage in the history of the disease. Dorrington 

3  For example, the most recent HIV Syphilis and Antenatal Sero-prevalence Survey for 2004 (DoH 2005a) estimated that 
between 6.27 and 6.57 million people had been infected by HIV by 2004. 
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et al. (2004) note that they would have expected 495 000 deaths from AIDS in 2010. 
With antiretroviral therapy (ART), this expectation has been reduced to 380 000 (about 
100 000 fewer deaths in a single year). Shisana et al. (2005) provide a number of 
recommendations designed to help combat the pandemic, including a suggestion that the 
government should explore the option of a tax on the employed to pay for HIV/AIDS 
programmes and ensure the sustainability of the ART programme. 

The government and HIV/AIDS

There have been huge controversies around the government’s stance on HIV/AIDS, 
which are beyond the scope of this monograph. Suffice it to say that during its period in 
power, the ANC government initially downplayed the disease and then confused public 
opinion with views, expressed by President Thabo Mbeki and Minister of Health Manto 
Tshabalala-Msimang, that were far out of line with mainstream medical thinking. These 
prominent individuals gave public support for theories that HIV does not cause AIDS, that 
a combination of vegetable ingredients is as effective as ARVs, that ARVs are more harmful 
than beneficial and that statistics exaggerate the numbers affected (Anon. 2000; De Wet 
2000a & b; Swindells 2000; Underhill 2002; Anon. 2003; The Daily News, 26 September 
2003; Maclennan 2004; The Star, 10 February 2004; The Star, 30 June 2005; The Sunday 
Independent, 8 May 2005; The Star, 26 September 2005; Cape Times, 6 May 2005).

The result is that health professionals in the public service have had to treat desperately 
ill patients without access to ART.4 

In 2000 the Department of Health (DoH) took a few cautious steps forward with the 
release of its HIV/AIDS/STD Strategic Plan for South Africa 2000–2005 in which the 
government undertook to provide ARVs in cases of sexual assault and Nevirapine for 
the prevention of mother-to-child transmission (DoH 2000). A major advance came three 
years later with the introduction of the Operational Plan for Comprehensive HIV and 
AIDS Care, Management and Treatment for South Africa (DoH 2003). The plan commits 
the government to providing all South Africans and permanent residents who require 
comprehensive care and treatment for HIV/AIDS (including ARVs) equitable access to this 
programme within their local municipal area within five years (Ijumba et al. 2004). Since 
then the department has been struggling to implement the programme, which has the 
potential to be world’s biggest roll-out of ARVs. The protocols for the administration of 
ARVs are complex and time-consuming and the process requires many additional health 
personnel, as discussed later in this chapter.

Primary health care

Despite the government’s questionable track record on HIV/AIDS, it has made 
considerable progress in the development of a more equitable national health system. The 
1997 White Paper set the tone for a radical transformation of the health system, with the 
emphasis on primary health care. Since 1994, the government has passed more than 26 
acts and regulations, starting with a government gazette announcing the provision of free 
health services to children under six and to pregnant women (Forman et al. 2004). 

The focus on primary health care is consistent with an international movement which 
dates back to the 1970s. Primary health care became a core concept of the World Health 

4 See Chapter 6 for a doctor’s account of the impact of HIV/AIDS on morale at a small-town public hospital.
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Organization (WHO) as a result of a declaration adopted at the International Conference 
on Primary Health Care at Alma-Ata in 1978. The declaration declares that health is a 
fundamental human right and 

the gross inequality in the health status of the people particularly between 
developed and developing countries, as well as within countries is politically, 
socially and economically unacceptable and is, therefore, of common concern 
to all countries. (WHO 1978: 1) 

The declaration calls on all governments to formulate national policies, strategies and 
plans of action and to launch and sustain primary health care as part of a comprehensive 
national health system in coordination with other sectors. To this end it will be necessary 
to exercise political will, to mobilise the country’s resources and to use available external 
resources rationally (WHO 1978: 2).

The primary health care approach was a fundamental principle of the ANC’s Health Plan 
and was enshrined in the White Paper for the Transformation of the Health System in South 
Africa in 1997. It underpins all the major reforms in the health system in recent years.

Accountability of doctors and the Health Professions Council of South Africa

The formation of the Health Professions Council of South Africa (HPCSA) in 1997 
was another major step towards the transformation of the health system. The HPCSA 
succeeded the South African Medical and Dental Council (SAMDC), which was established 
in 1928 to regulate the medical professions and set standards, and the Interim National 
Medical and Dental Council (INMDC), which was established in 1995 to take over from 
the SAMDC. The INMDC was required to facilitate the transformation of the SAMDC 
and to advise the Minister of Health regarding the amendment of the Health Professions 
Act of 1974 ‘in order to support the universal norms and values of the relevant health 
professions, with greater emphasis on professional practice, democracy, transparency, 
equity, accessibility and community involvement (HPCSA n.d.). 

The HPCSA claims that it has improved ‘transparency and accountability’ levels and 
that it has a better intervention record than its predecessor. The Registrar, Advocate BM 
Mkhize, reports that the council has become more visible in conducting inspections and 
has ‘hauled’ unethical doctors and other professionals into well-publicised disciplinary 
inquiries. The radiology and pathology professions had been primary targets and 
significant steps had been taken to rid them of kickbacks and perverse incentives. 
Penalties included fines up to R700 000, suspension, removal from the register and 
compulsory community service. The council had instituted new disciplinary procedures 
and new policies regarding undesirable business practice and perverse incentives and 
had warned practitioners to extricate themselves from corporate ownership agreements. 
In a statement posted on the HPCSA website, the current president, Professor N 
Padayachee, said the HPCSA had seen a steady increase in the number of complaints
(27 per cent in the financial year 2004). 

The unequal distribution of medical doctors

In its far-reaching analysis of the achievements of the health system since 1994, the 
Health Systems Trust (HST) has applauded the establishment of a new architecture for 
the health system, adding that ‘many commentators agree that we have an impressive 
array of legislation, policies and guidelines’. However, the slow rate of implementation, 
the ‘yawning gap’ between the private and public sectors and the difficulty of recruiting 
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and retaining skilled personnel particularly in underserved areas are some of the most 
intractable impediments to the implementation of legislation (Ntuli & Day 2003: 9). In this 
section we consider the impact of these factors on the distribution of medical doctors, but 
first we present a diagram of the structure of the health system, which comes from the 
draft health charter (DoH 2005b).

Figure 2.1 Macro organisation of the National Health System in South Africa

Source: Adapted from DoH (2005b)

Figure 2.1 shows the multiple sites in which health professionals, including doctors, could 
be employed. In this monograph, our concern is with doctors in the public and private 
hospitals, in public health facilities or practising in the private sector. 

Numbers and distribution of medical doctors

The following statistics underscore the ‘yawning gap’ described by Ntuli and Day (2004). 
There are currently a total of 31 214 registered medical practitioners in South Africa.5 As not 
all of these would be working or even in the country at any one time, this figure represents 
the maximum possible for a particular period. Bearing this in mind, it is still useful to 
consider the potential ratio of medical practitioners to population. The mid-2004 estimated 
total population was 46.4 million.6 The ratio of medical practitioners to population would 
therefore be 1: 1486 or 67.3 per 100 000 population or 6.7 per 10 000 population. 

In comparison with other sub-Saharan countries, South Africa ranks third, behind 
Seychelles (15 per 10 000)7 and Mauritius (8.27: 10 000)8. São Tomé e Principe follows 

NATIONAL HEALTH SYSTEM

Public health sector Private health sector

Government health institutions
Education & research bodies

For profi t bodies & companies
Not for profi t bodies & organisations

National institutions: research 
institutions, tertiary hospitals, 
tertiary education institutions

Provincial hospitals and other facilities 
District health services including 
primary health care clinics and 

regional hospitals 

Pharmaceutical industry
Private hospitals

Medical insurance industry
 Individual health professional services

Providers of various health services 
and products

5 HPCSA figures as at 8 November 2004.
6 Total population 2001 (Stats SA, Census 2001): 44 819 778.
7 Figure for 2003.
8 Figure for 1995.
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South Africa with 4.569 and then Cape Verde with 4.35.10 Table 2.2 shows South Africa in 
relation to other neighbouring countries.

Table 2.2: Medical practitioners per 10 000 population in South Africa and neighbouring 
countries, various years

South Africa 2004 6.73

Botswana 1999 0.35

Lesotho 1995 0.56

Malawi 1999 0.18

Mozambique 2000 0.24

Namibia 1997 2.65

Swaziland 1996 1.44

Zambia 1995 0.64

Zimbabwe 2003 1.31

Kenya 1995 1.26

Tanzania 1995 0.36

Uganda 2002 0.97

Source: WHO Africa Regional Office Database – May/June 2004, quoted in Joint Learning Initiative on Human Resources 
(2004)

In relation to high- or even to middle-income countries as defined by the World Bank, 
South Africa ranks only slightly above those classified as low income, as Table 2.3 shows.

Table 2.3 Medical practitioners per 10 000 population in high-, middle- and low-income countries

High-income countries 28

Middle-income countries 18

Low-income countries  5

Sub-Saharan Africa  1

Source: World Bank 2001, in Sanders & Meeus (2002)

When the figures are analysed further to show provincial breakdowns, the picture 
becomes more complicated. 

Medical practitioners by province

Gauteng has the most doctors (35 per cent of the total in 2002 and 36 per cent in 2003 
and 2004) followed by the Western Cape (21 per cent of the total in 2002 and 22 per cent 
in 2003 and 2004). KwaZulu-Natal (KZN), the most populous province, has only 16 per 
cent of the total number of doctors in the country.

9  Figure for 1996
10 Figure for 2003
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Table 2.4 Number of medical practitioners by region, 2002 to 2004

Region 2002 2003 2004

Eastern Cape 1 926 1 913 1 946

Free State 1 542 1 578 1 589

Gauteng 10 561 10 942 11 183

KZN 4 821 4 848 5 033

Mpumalanga 999 999 989

North West 873 876 886

Northern Cape 393 382 380

Limpopo 854 886 978

Western Cape 6 398 6 642 6 745

Foreign 1 536 1 512 1 485

Total 29 903 30 578 31 214

Source: HPCSA (2004a)

In the Western Cape and Gauteng, there are 14.7 and 12.6 physicians per 10 000 people, 
ranking with middle-income countries. The inequity in relation to other provinces is 
compounded when one considers that most medical aid members are located in these 
provinces and each has two medical schools with associated tertiary teaching hospitals. In 
Limpopo there are only 2.1 doctors per 10 000, placing this province only slightly above 
the average for sub-Saharan Africa.

Table 2.5 Number of medical practitioners per 10 000 population by province, 2004

Region Medical doctors per 
10 000 population

Western Cape 14.7

Gauteng 12.6

Free State 5.4

KZN 5.2

Northern Cape 4.2

Mpumulanga 3.0

Eastern Cape 2.7

North West 2.3

Limpopo 1.8

National average 6.7

Source: HPCSA (2004a); StatsSA (2004)
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Although the Western Cape and Gauteng figures are relatively high within South Africa, 
even these provinces are not on a par with many developed nations.

Table 2.6 Number of practising medical practitioners per 10 000 population, 
OECD countries, 2002

Australia 25 (2001) Korea 15

Austria 33 Luxembourg 26

Belgium 39 Mexico 15

Canada 21 Netherlands 31

Czech Republic 35 New Zealand 21

Denmark 33 Norway 34

Finland 31 Poland 23

France 33 Portugal 32 (2001)

Germany 33 Slovak Republic 36

Greece 45 (2001) Spain 29

Hungary 32 Sweden 30 (2000)

Iceland 36 Switzerland 36

Ireland 24 Turkey 13

Italy 44 United Kingdom 21

Japan 20 United States 24 (2001)

Source: OECD Health Data (2004b)

The inequitable distribution of medical practitioners in South Africa has another 
dimension which worsens the situation for the poor and marginalised: the large 
discrepancy between the public and private sectors.

The public service 

It is difficult to state categorically the number of doctors in the public service as many 
private doctors do work across both sectors. Doherty and Joffe (2003, quoted in Lehman 
& Sanders 2004) put the number of doctors in the public sector in 2001 at 11 332. Hall 
and Erasmus (2003) put the number for 2002 at 11 170, with 4 222 further public sector 
posts unfilled. A rough estimate across both studies is that about 60 per cent of medical 
practitioners are in the private sector.11 

If one considers that less than 16 per cent of the population belongs to medical schemes 
(Council for Medical Schemes 2003) then the very desperate situation of those who are 
dependent on the public service emerges. Here, more than 84 per cent of the population 

11  HST (2005), drawing on the government’s Personal Administration System (PERSAL) database, provides a much 
lower figure – 7 645 in 2003 and 8 747 in 2005. These figures are for permanent staff and do not include the 
services of private doctors who do sessions in the public service, mainly at the bigger hospitals and not at primary 
health-care level.
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is served by less than 40 per cent of doctors. An analysis by Padarath et al. (2003) shows 
that many provinces have barely one public service doctor per 10 000 public sector-
dependent people.

Table 2.7 Distribution of public sector medical practitioners per 10 000 public sector-dependent 
population by province, 2000 to 2003

EC FS GP KZN LP MP NC NW WC SA

2000 1.23 2.43 3.66 2.40 1.25 1.64 2.89 1.19 3.97 2.19

2001 1.22 2.22 2.87 2.23 1.22 1.64 2.63 1.22 3.25 1.98

2002 1.13 2.34 2.91 2.24 0.91 1.66 2.42 1.18 3.31 1.93

2003 1.27 2.31 2.54 2.13 1.43 1.79 2.84 1.15 3.19 1.97

Source: PERSAL in HST (2004)
Note: EC = Eastern Cape; FS = Free State; GP = Gauteng; KZN = KwaZulu-Natal; LP = Limpopo; MP = Mpumalanga; 
NC = Northern Cape; NW = North West; WC = Western Cape; SA = South Africa

Nurses

The conditions for medical doctors are inextricably associated with the availability of 
sufficient, high-quality nurses. This availability cannot be presumed in South Africa, where 
nurses have been leaving in droves, for many of the same reasons that doctors leave the 
country. Salary considerations are more important, however, because nurses in South 
Africa are paid very poorly, with the income differential between doctors and nurses 
in the public service among the highest in the world, according to the president of the 
HPCSA, Professor Nicky Padayachee, in an interview in May 2005. Although nurses are 
often paid better in the private sector, the income differential there is probably as bad, 
if not worse, given the obvious affluence of private sector doctors and of specialists in 
particular.12 Divisions between nurses and doctors, and within the nursing force itself, 
were exacerbated recently with the provision of scarce skills allowances for all doctors 
but only for selected categories of nurses. Furthermore the production of new nurses has 
failed to keep up with the increase in population, let alone with the shortages created 
by the emigration exodus and the need for more nurses as a result of the HIV/AIDS 
pandemic (HST, 2005). A startling statistic in HST’s Annual Health Review 2004 is that 
Western Cape universities produced only 55 professional nurses during 2004. The HST 
summarises the overall situation as follows:

The statistics indicate that a large number of new professional nurses (34 
264) were produced between 1996 and 2004. However, the growth in the 
number of professional nurses on the SANC [SA Nursing Council] register for 
the same period was 10 707, representing 31.5 per cent of the professional 
nurses produced during this period. Conversely, 27 133 (68.5 per cent) of the 
professional nurses produced were lost from the system without monitoring as 
to why and where they have gone. Given the need for nurses in the SA health 
system these losses represent an unsustainable situation and will significantly 
affect the implementation of primary health care which is dependent on the 
professional nurse. (Subedar 2005: 100)

12  A glance through the medical section of the Cape Peninsula telephone directory indicates that many private sector 
doctors live in the wealthiest suburbs. Overseas holidays, holiday homes and expensive motor cars are other features 
of the professional lifestyle of the established doctor. 
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The brain drain

The emigration of health professionals is one of the greatest concerns of the health 
authorities in this country, not least because it costs about R780 000 to train a doctor and 
about R340 000 to train a nurse, according to a recent study by the OECD (2004a). As 
an indicator of the extent of this problem, Wits has reported that over the past 35 years, 
about 44 per cent of its medical school graduates have emigrated (Weiner, Mitchell & 
Price 1998, quoted in Karim 2004).

It is difficult to obtain reliable figures for the emigration of health professionals because 
of under-reporting, but there have been some attempts to quantify the loss to the country. 
The Organisation for Economic Co-operation and Development (OECD) study gives the 
following statistics for ‘practitioners’ (including doctors, dentists, veterinarians pharmacists 
and other diagnostic practitioners) in OECD countries.

Table 2.8 Number of South African-born practitioners in certain OECD countries, 2001

Australia 1 114

Canada 1 345

New Zealand  555

United Kingdom 3 625

United States 2 282

Total 8 921

Source: OECD (2004a)

The OECD study advanced the following reasons for the emigration of health 
professionals from South Africa:
• Insecurity and crime;
• Affirmative action;
• Deteriorating public education;
• Uncertainties about the future, especially for children;
• Perceived fragility of the South African economy;
• The transferability of SA qualifications in OECD member countries;
• Integration into a knowledge-based global economy with sharply increased 

competition for skills;
• Foreign recruitment;
• Higher rates of pay abroad; and
• Deteriorating conditions in the public sector.

Interestingly, higher rates of pay were low on the list. The report noted, however, that 
for some medical professionals, mobility is a temporary phenomenon and that they do 
eventually return to South Africa. 

It is probably no consolation that South Africa is not the only country to experience 
this problem. The migration of health professionals is a problem world-wide and other 
developing countries, including several African countries, are also losing doctors and 
nurses in this way. The causes are not always financial. Social conflict and unrest are 
major reasons for emigrating from African countries and ranked above financial incentives 
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and poor working conditions, according to a recent study by Awases and Chatora (2003) 
(quoted in Lehman & Sanders 2004). 

It should be noted that while South Africa is losing health professionals, it is also gaining 
them and about one-fifth of the doctors on the HPCSA register are foreigners. Some have 
been recruited to the country by the DoH to work in underserviced areas. 

The impact of HIV/AIDS on the health workforce

The Operational Plan for Comprehensive HIV/AIDS Care, Management and Treatment (DoH 
2003) noted that the roll-out of ARVs would require a substantial increase in health human 
resources. It estimated that a total of 21 824 new staff would have to be recruited between 
March 2004 and March 2008. Of these 975 would need to be doctors and 6 822 nurses. 
Table 2.9 shows the total number of additional staff which the DoH wants to recruit.

Table 2.9 Total additional staff to be recruited by DoH

Category of staff Through March 04 April 04 to March 05 April 05 to March 08

Medical officers 76 271 628

Professional nurses 228 813 1 883

Enrolled nurses 152 542 1 255

Assistant nurses 152 542 1 255

Pharmacists 76 271 314

Pharmacist assistants 76 271 314

Dieticians/nutritionists 76 136 314

Social workers 38 136 314

Lay counsellors/

Community health workers 760 2 710 6 275

Administrative clerks 152 542 1 255

Total 1 786 6 234 13 807

Source: DoH (2003)

Legislation to correct the imbalance

Among the many acts and regulations emanating from the DoH since 1994, are a number 
designed specifically to correct the imbalance between rural/urban public/private provision:
• The Pharmacy Amendment Act of 1997 extended ownership of pharmacies to people 

other than pharmacists to ensure adequate distribution in rural and under-served areas. 
• The 1997 Medical, Dental and Supplementary Health Service Professions Act of 1997 

introduced one year of paid community service for graduate medical professionals 
and this was later extended to pharmacists and other health professionals.

• The National Health Act of 2003, promulgated in 2004, specified that practitioners must 
obtain a ‘certificate of need’ to practise in a particular area. Before such a certificate is 
issued or renewed the Director General of Health must consider a number of factors, 
including ‘the need to promote an equitable distribution and rationalisation of health 
services and health care resources’ and ‘an appropriate mix of public and private health 
services’ (DoH 2003: 44). 
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•  The Traditional Health 
Practitioners’ Act of 
2004, promulgated 
in 2005, provides for 
the establishment of 
an Interim Traditional 
Health Practitioners 
Council and for the 
registration, training 
and practices of 
traditional health 
practitioners with the 
aim of serving and 
protecting the interests 
of those who use

 these services. It has 
been estimated that there are 200 000 traditional healers practising in South Africa 
and that they are consulted by 80 per cent of the population, before or instead of 
consulting biomedical practitioners (Padarath et al. 2003).

• Rural and Scarce Skills Allowances, backdated to July 2003, were introduced in 
January 2004 in another attempt to attract health personnel to the public sector, 
particularly in rural areas. The amounts set aside for these allowances are: R500 
million for 2004 and R750 million for 2005. The amount for 2006 is expected to be 
one billion rand. (Padarath et al. 2003: 303). 

Other measures to address rural shortages include the ‘importation’ of foreign doctors, 
mainly from Cuba, who have been placed in areas designated as needy, the introduction 
of one year of community service for newly graduated medical doctors, pharmacists and 
dentists, and the placement of interns to ensure a more equitable spread of skills.

The reactions of professionals 

The measures listed above have met with 
considerable opposition from some quarters of the 
medical profession. In February 2004, about 2 000 
medical doctors from all over the country, took 
the unprecedented step of marching through the 
centre of Cape Town on the day Parliament was 
opened, to protest about a wide range of issues, 
including the proposed certificate of need. The 
Minister of Health, Manto Tshabalala-Msimang, 
compounded the doctors’ grievances by failing 
to receive their memorandum personally, leaving 
her acting director-general, Cami Chetty, to do 
so, despite the fact that SAMA, which organised 
the march, had made a last-minute compromise 
and diverted the march away from Parliament 
to hand the memorandum to the Minister on 
the Grand Parade, several streets away. In their 
memorandum, the doctors listed a wide range 
of complaints that covered both the private and 
public sectors.

Minister of Health, Manto Tshabalala-Msimang with traditional 
healers

Doctors’ protest, Cape Town 2004
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In relation to the public health system, they complained of:
• Poor working conditions;
• Lack of adequate career pathing;13

• The inability of doctors to negotiate directly with their employers;
• Lack of action from the Health Department in response to a reasonable proposal on 

restructuring doctors’ pay packages submitted two years previously;
• That the new R500 million scarce skills allowance was non-pensionable;
• The abolition of tax exemption for public sector health care professionals for the 

annual mandatory fees for various professional bodies;
• Recurring difficulties around community service placements;
• The proposed two year internship; and
• Attrition of staff from academic and tertiary institutions.

In relation to the private sector, they complained about the certificate of need and the 
requirement that dispensing doctors would need to apply for licences from the director 
general of the DoH, ‘depriving many destitute South Africans of these basic benefits’. 
In addition, SAMA asked for increased budget allocation for health care, a separate 
bargaining chamber for health-care professionals and the inclusion of the profession 
in meaningful consultations on key health policy decision-making (Cape Argus, 
5 February 2004).

Conclusion

In this chapter we have considered the national professional labour market for medical 
doctors in relation to international labour market trends and local socio-economic and 
political conditions. We found that South Africa has a doctor-to-population ratio that is 
low by international standards, even in the urban areas of the Western Cape and Gauteng 
where it is the highest in the country. However, in relation to sub-Saharan Africa, its 
doctor to population ratio is very high – five times higher than Zimbabwe’s or Kenya’s for 
example. Within South Africa there are vast discrepancies between more rural and more 
urban provinces (for example, the Western Cape has eight times and Gauteng seven times 
more medical practitioners per 10 000 population than Limpopo). There is a further stark 
divide between the public and private sectors. It is estimated that about 60 per cent of 
medical practitioners work in the private sector, where they serve about 16 per cent of 
the population.

The government has introduced numerous measures to try to correct these imbalances 
and achieve the equality of health services to which it is committed. Unfortunately, many 
of these measures have not met with approval from professionals and disagreement 
escalated to the point where doctors from all over the country, and from both public and 
private sectors, demonstrated on the streets of Cape Town.

This is the professional milieu into which the young doctor graduating from one of South 
Africa’s medical schools in 2004/5 might have found herself (this word is used advisedly, 
because women are now outnumbering men at most medical schools). In this context she 
must decide whether to remain a general practitioner or to specialise, whether to stay in 
South Africa or to emigrate, whether to work in the public service or the private sector, 
and whether to reside in a city or town, or in a rural area.

13  Career pathing that applies to the public sector in general also applies to doctors. It is argued that the categories are 
not suitable for the medical profession.
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CHAPTER 3

The changing face of medical 
education in South Africa

The transformation of the higher education system to reflect the changes that 
are taking place in our society and to strengthen the values and practices of our 
new democracy is, as I have stated on many previous occasions, not negotiable. 
The higher education system must be transformed to redress past inequalities, 
to serve a new social order, to meet pressing national needs and to respond to 
new realities and opportunities. (Professor SME Bhengu, Minister of Education, 
in a foreword to the 1997 White Paper 3: A Programme for Transformation of 
Higher Education)

The spirit of transformation that has swept through the country since 1994 has also 
impacted quite dramatically on the professional milieu of the medical profession. Medical 
schools have been at the heart of the changes, with most previously white institutions 
introducing measures to change the demographic profiles of their students and many 
medical schools making substantial changes to their curricula to accommodate the new 
emphasis on primary health care. 

Changing demographic and equity profiles

Historically, three of the eight medical schools were set up to train black medical students: 
they were the schools at the Medical University of South Africa (Medunsa), which is now 
the Faculty of Medicine in the University of Limpopo, the University of Transkei (Unitra), 
which is now Walter Sisulu University (WSU), and the University of Natal, which is now 
the University of KwaZulu-Natal (UKZN). In 1994 the overwhelming majority of students 
at the three Afrikaans medical schools, Stellenbosch, Pretoria and Free State, and about 
half the students at the English-speaking Universities of Cape Town and Wits were white. 
Ten years later, WSU, Limpopo14 and KZN remain predominantly black universities. At 
UCT and Wits, white students are now easily outnumbered by African, coloured and 
Indian students together, while at Stellenbosch, Free State and Pretoria, white students 
remain in the majority.

Admission requirements

The changing demographic profiles have not happened by chance. The universities have 
introduced quite complex admission procedures in which academic achievement is not 
the only criteria for admission. UCT, for example uses three sets of criteria for admission: 
matric results, scores on the compulsory health sciences placement tests – compulsory 
for all health science faculties except Limpopo and WSU – and record of extra-curricular 
activities in four areas: community work, leadership, sport and cultural activities (Cape 
Argus, 23 June 2005). White and Indian students are required to achieve much higher 
matric results: 47 to 48 points compared with 39 points for coloured and African students. 
To achieve a total of 48 points one must score A-aggregate passes for all six matric 

14  The Medical University of Southern Africa (Medunsa) and the University of the North were merged to form the 
University of Limpopo in 2005. The Faculty of Medicine is now situated in the Medunsa campus of the University of 
Limpopo. University of Natal merged with University of Durban Westville in 2004 to become University of KwaZulu-
Natal. For the sake of simplicity, our tables refer to Limpopo and KZN, although some of the data refers to the pre-
merger school.
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subjects. Considering that the universities receive thousands more applicants than they are 
able to accommodate, the selection process is complex and time-consuming.15

Length of degree

Traditionally, the MBChB has been a six-year degree, followed by a year of internship. 
Recently, regulations were changed to allow for five-year degrees with two years’ 
internship from mid-2004. Six-year degrees are permitted to continue with a single year’s 
internship until mid-2006 when all internship training will be of two years’ duration 
(HPCSA 2004b). Three medical schools have adopted five-year degrees: KwaZulu-Natal 
(KZN), University of the Free State (UFS) and WSU. 

The move to introduce a five-year degree has been sharply criticised by academics from 
other universities who argue that students on such programmes might be deprived of 
essential clinical and theoretical training time with no guarantee that adequate additional 
training would be provided in the internship years. Furthermore, many black students in 
South Africa come from disadvantaged schools and are under-prepared for tertiary study. 
Even a six-year degree may not give them enough time to catch up. At UCT for example, 
some students are provided with an extra year’s tuition (Sunday Times, 21 February 2005). 

Total enrolments

Figures from the DoE’s HEMIS database show that in the 16-year period 1988 to 2003, 
enrolments at seven medical schools (excluding WSU for which there were no 1988 
figures available) increased by 59.7 per cent. Most of this growth took place in the earlier 
years. Between 1996 and 2003, the increase for those universities was only 3.6 per cent. 
However, when one also takes into account WSU, which has figures available from 1996, 
then the increase in total medical school enrolments for the eight years 1996 to 2003 is 
8.1 per cent. This is because enrolments at WSU increased about fourfold in that time: 
from 117 in 1996 to 475 in 2003 – an increase of 306 per cent.

Table 3.1 Headcount enrolments at SA medical schools, 1988(89) and 2002

Year UCT UFS Limpopo KZN Pretoria Stellen. WSU Wits Total

1988 (880)* 263 635 606 1 189 917 - 1 305 5 048**

1996 1 043 746 1 590 717 1 287 1 001 117 1 285 7 896

1999 1 080 686 1 719 880 1 253 964 310 1 288 8 180

2002 1 040 659 1 675 1 047 1 234 1 012 422 1 385 8 474

2003 1 044 676 1 590 1 113 1 241 1 054 475 1 343 8 536

Source: DoE HEMIS database (2004)
* 1989 figure. 1988 figure not available for UCT
** Total excludes WSU

15  It is also highly controversial as a court case in Cape Town highlighted. The parents of an Indian girl from Durban 
applied for a court order compelling UCT to register their daughter as a first-year medical student. Their argument is 
that her friend, also an Indian girl, was accepted by UCT even though her marks were not as good. It emerged that 
the university had offered the second girl a place in the mistaken belief that she was African. When it discovered its 
error, the university withdrew its offer, but reinstated it when the girl’s parents threatened legal action (Cape Argus, 
21 February 2005).
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Table 3.2 shows the numbers and proportions of enrolments at each of the eight medical 
schools between 1999 and 2003. During this period total enrolments grew by 4.3 per cent.

Table 3.2 Total enrolments in numbers and percentages at SA medical schools by institution, 
1999 to 2003

Institution 1999 % 2000 % 2001 % 2002 % 2003 %

UCT 1 080 13.2 1 070 13.1 1 101 12.9 1 040 12.3 1 044 12.2

UFS 686 8.4 655 8.0 652 7.6 659 7.8  676 7.9

Limpopo 1 719 21.0 1 673 20.5 1 773 20.7 1 675 19.8 1 590 18.6

UKZN 880 10.8 932 11.4 997 11.6 1 047 12.3 1 113 13.0

Pretoria 1 253 15.3 1 238 15.1 1 228 14.4 1 234 14.6 1 241 14.5

Stellenbosch 964 11.8 962 11.8 978 11.4 1 012 11.9 1 054 12.3

WSU 310 3.8 330 4.0 386 4.5 422 5.0  475 5.6

Wits 1 288 15.7 1 318 16.1 1 443 16.9 1 385 16.3 1 343 15.7

Total* 8 180 100.0 8 178 100.0 8 558 100.0 8 474 100.0 8 536 100.0

Source: DoE HEMIS database (2004)
*Percentage totals may not add up to 100% because of the effects of rounding off

Table 3.2 shows that Limpopo has consistently enrolled the highest number of students, 
followed by Wits, Pretoria, UCT, UKZN and UFS. WSU has consistently had the lowest 
enrolments, although its numbers have increased. A closer analysis shows a drop in numbers 
over the five year period for UCT (−3 per cent), UFS (−14.6 per cent) and Limpopo (−7.4 per 
cent) while Stellenbosch enrolments have increased by 9.3 per cent, Wits by 4.3 per cent, 
UKZN by 26.5 per cent and WSU by 53.2 per cent.

Total graduates

In accordance with enrolment trends, Limpopo has consistently produced the highest 
number of graduates across the five years, followed by Wits, Pretoria, UCT, Stellenbosch, 
UKZN, UFS and WSU (see Table 3.3). Although total enrolments grew by 4.3 per cent 
in this period, overall numbers of graduates decreased by about one per cent. The 
universities produced 1 309 new doctors in 1999, 1 131 in 2000, 1 229 in 2001, 1 212 in 
2002 and 1 296 in 2003.

Racial profile of enrolments

Table 3.4 shows the changing racial profile of students at the eight institutions 
collectively, with the following trends: 
• African students increased from 32.8 per cent to 41.0 per cent of total enrolments, 

with numbers increasing by 30.6 per cent from 2 680 students to 3 500. 
• Coloured students increased from 5.8 per cent of total enrolments to 6.9 per cent, 

with numbers increasing by 24.5 per cent from 474 to 590.
• Indian student numbers dropped from 20.2 per cent of total enrolments to 17.8 

per cent, with numbers decreasing by 8.3 per cent from 1 656 to 1 518. 
• White students dropped from 41.2 per cent of total enrolments to 34.3 per cent, with 

numbers decreasing by 13.1 per cent from 3 370 to 2 928. 
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Table 3.3 Total graduates from SA medical schools in numbers and percentages by institution, 
1999 to 2003

Institution 1999 % * 2000 % * 2001 %* 2002 %* 2003 %*

UCT 182 13.9 134 11.8 162 13.2 167 13.8 155 11.9

UFS 110 8.4 110 9.7 115 9.4 109 9.0 88  6.8

Limpopo 306 23.4 235 20.8 249 20.3 243 20.0 283  21.8

UKZN 114 8.7 90 7.9 116 9.4 132 10.9 165 12.7

Pretoria 197 15.0 203 18.0 212 17.2 203 16.7 184 14.2

Stellenbosch 146 11.2 140 12.4 140 11.4 129 10.6 177 13.6

WSU 38 2.9 26 2.3 43 3.5 48 4.0 56 4.3

Wits 216 16.5 193 17.1 192 15.6 181 15.0 188 14.5

Total** 1 309 100.0 1 131 100.0 1 229 100.0 1 212 100.0 1 296 100.0

Source: DoE HEMIS database (2004)
*Percentage of total graduates
**Percentage totals may not add up to 100% because of the effects of rounding off.

Table 3.4 Total enrolments at all eight medical schools by race, 1999 to 2003

Year African Coloured Indian White Total*

No. % No. % No. % No. % No. %

1999 2 680 32.8 474 5.8 1 656 20.2 3 370 41.2 8 180 100

2000 2 804 34.3 492 6.0 1 658 20.3 3 224 39.4 8 178 100

2001 3 222 37.6 555 6.5 1 641 19.2 3 140 36.7 8 558 100

2002 3 327 39.3 567 6.7 1 551 18.3 3 029 35.7 8 474 100

2003 3 500 41.0 590 6.9 1 518 17.8 2 928 34.3 8 536 100 

Source: DoE HEMIS database (2004).
*Percentage totals may not add up to 100% because of the effects of rounding off

In Table 3.5, we present the racial profiles at the individual medical schools for 2003, 
showing that there is still much progress to be made in achieving the proportions that 
would reflect national demographics. The historically disadvantaged institutions continue 
to have the highest proportions of African students. The historically advantaged Afrikaans 
institutions continue to have high proportions of white students, although their numbers 
have decreased. Only the historically advantaged English universities (UCT and Wits) have 
changed substantially. At both institutions white students are now outnumbered by black 
students (African, coloured and Indian together).
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Table 3.5 Medical school enrolments at individual medical schools, by race, numbers and 
percentages, 2003

Institution Afr. % Col. % Ind. % Wh. % Total %

UCT 319 30.6 185 17.7 173 16.6 367 35 1 044 100

UFS 171 25.3 31 4.6 19 2.8 455 67.3 676 100

Limpopo 1 370 86.2 18 1.1 168 10.6 34 2.1 1 590 100

UKZN 601 54.0 49 4.4 409 36.7 54 4.8 1 113 100

Pretoria 259 20.9 47 3.8 82 6.6 853 68.7 1 241 100

Stellenbosch 46 4.4 231 21.9 114 10.8 663 62.9 1 054 100

WSU 358 75.4 11 2.3 103 21.7 3 0.6 475 100

Wits 376 28.0 18 1.3 450 33.5 499 37.2 1 343 100

Total* 3 500 41.0 590 6.9 1 518 17.8 2 928 34.3 8 536 100

Source: DoE HEMIS database (2004)
* Percentage totals may not add up to 100% because of the effects of rounding off

Appendix One provides enrolment figures by race for each of the five years 1999 – 2003 
at each of the eight medical schools. Some of the outstanding trends are presented in the 
following section.

African enrolments
African students are still to be found in their highest proportions at the historically 
disadvantaged institutions, Limpopo, UKZN and WSU. At Limpopo, the proportion of 
African students has increased from 77.3 per cent to 86.2 per cent, although the increase 
in numbers has been low (3.2 per cent), from 1 328 to 1 370. The increased proportions 
can be attributed to an overall drop in enrolments and a decline in numbers of Indian 
students. At UKZN the proportion of African student numbers has increased from 47.5 per 
cent to 54.0 per cent (with numbers increasing by 43.7 per cent from 418 to 601). At WSU 
African students have consistently formed around three-quarters of enrolments (between 
74.2 per cent and 77.6 per cent) but numbers have increased dramatically from 230 in 
1999 to 358 in 2003 (an increase of 55.6 per cent). This trend is in line with the overall 
growth of the university. 

Of the historically white institutions, UCT has the highest concentration of African 
students (between 29.0 and 30.6 percent) with numbers ranging from 303 to 325 across 
the five-year period. At Wits the numbers of African students have increased by 138 
per cent from 158 in 1999 to 376 in 2003. Their proportion has increased from 12.3 to 
28.0 per cent. The number of African students has also increased sharply at UFS – from 
96 in 1999 to 171 in 2003, an increase of 78.1 per cent. African students formed 14 per 
cent of total enrolments there in 1999. By 2003, the proportion was 25.3 per cent. At 
Pretoria African student numbers have increased by 112.3 per cent from 122 to 259 in 
the five-year period and the proportion of African students from 9.7 to 20.9 per cent. At 
Stellenbosch, numbers increased from 15 in 1999 to 46 in 2003 (an increase of 206.7 per 
cent). The proportion increased from 1.6 to 4.4 per cent.
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Indian enrolments
Indian students are still to be found in their greatest proportions at UKZN. Although 
their proportion there has dropped (from 44.1 per cent to 36.8 per cent), their numbers 
have increased from 388 to 409, an increase of 5.4 per cent. Their diminished proportion 
can be explained by the increases in African, coloured and white enrolments at this 
university. At WSU the proportion of Indian students has ranged between 19.7 percent 
and 23.2, but numbers have increased by 43.0 per cent from 72 to 103. At Limpopo there 
has been a substantial decline in the proportion of Indian students, as noted earlier. Their 
numbers dropped by 53.7 per cent from 363 in 1999 to 168 in 2003, bringing them from 
21 per cent of the student body to 11 per cent. At the historically white universities, the 
proportions and numbers of Indian students have been rising (from 2 per cent to nearly 
3 per cent at UFS, from 15 per cent to 17 per cent at UCT and from 6 per cent to 11 per 
cent at Stellenbosch).

White enrolments
White students are no longer the majority at UCT and Wits (seen against African, 
coloured and Indian students together) but remain in the majority at the formerly 
Afrikaans institutions even though their numbers there have declined. At UCT white 
student numbers dropped 14 per cent in the five-year period, from 428 to 367, and the 
proportion of white students decreased from 39.6 to 35.2 per cent. At Wits the number 
of white students dropped by 13.8 per cent from 579 to 499 and the proportion of white 
students decreased from 45.0 to 37.2 per cent. At Pretoria University the number of 
white enrolments dropped by 16.5 per cent from 1 022 to 853, and their proportion of 
the student body dropped from 81.6 to 68.7 per cent. At UFS numbers of white students 
dropped 15.1 per cent from 536 to 455 and the proportion of white students fell from 
78.1 per cent to 67.3 per cent. 

There are increasing proportions of white students at the previously black institutions, 
Limpopo and UKZN (not WSU where white numbers remain low). There were only 
seven white students at Limpopo in 1999. By 2003 their number had increased more than 
fourfold to 34 (an increase of 385.7 per cent). The proportion of white students was 2.1 
per cent in 2003 whereas it had been 0.4 per cent in 1999. At UKZN the number of white 
enrolments increased by 25.6 per cent from 43 to 54 but the proportion remained around 
4.9 percent. At WSU there have been very small numbers of white students and the totals 
show no consistent trend from year to year. Numbers ranged from three in 2003 to a high 
of eight in 2001 and proportions from 0.6 to 2.1 percent for the same years.

Coloured enrolments
Coloured students remain concentrated at UCT and Stellenbosch. At UCT their numbers 
increased by 6.9 per cent from 173 to 185 (16.0 to 17.7 per cent of enrolments). At 
Stellenbosch their numbers increased by 59.3 per cent from 145 to 231 (15.0 to 21.9 per 
cent of total enrolments). At UKZN numbers of coloured students have increased from 31 
to 49 (an increase of 58 per cent), and their proportion increased from 3.5 to 4.4 per cent. 
At UFS there was a drop in numbers of coloured students in 2003 to a total of 31 (4.6 
per cent of enrolments), but prior to this there were about 40 coloured students a year, 
forming between 6.1 and 6.8 per cent of total enrolments. At Limpopo, there have been 
around 20 coloured students per year (approximately one per cent of total enrolments) 
and at WSU their numbers have ranged from one to eleven (0.3 to 2.3 per cent of the 
enrolments). At Wits there has been a decrease in coloured enrolments from 29 in 1999 
to 18 in 2003 (2.3 to 1.3 per cent of total enrolments).
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Racial profiles of graduates

Table 3.6 provides the total number of graduates across the five years, 1999 to 2003. It 
shows that the proportion of African graduates increased from 29 per cent in 1999 to 32.6 
per cent in 2003 and coloured graduates from 4.9 per cent to 8.9 per cent, while Indian 
graduates increased from 18.6 per cent to 20.1 per cent in 2001, dropping to 18 per cent 
in 2003. White graduates decreased from a high of 50 per cent in 2000 to 40.6 per cent 
in 2003. In actual numbers, African graduates increased by 11.3 per cent from 379 to 
422, coloured graduates by 79.7 per cent from 64 to 115. Indian graduation totals have 
fluctuated over this period, but the numbers in 2003 were 4.5 percent higher than 1999. 
White graduates decreased by 15.4 per cent from 622 to 526.

Table 3.6 Total graduates from SA medical schools, in numbers and percentages by race, 1999 to 2003

Year African Coloured Indian White Total* 

No. % No. % No. % No. % No. %

1999 379 29.0 64 4.9 244 18.6 622 47.5 1 309 100

2000 293 25.9 53 4.7 219 19.4 566 50.0 1 131 100

2001 350 28.5 67 5.4 247 20.1 565 46.0 1 229 100

2002 394 32.5 76 6.3 241 19.9 501 41.3 1 212 100

2003 422 32.6 115 8.9 233 18.0 526 40.6 1 296 100

Source: DoE HEMIS database (2004)
* Percentage totals may not add up to 100% because of the effects of rounding off

Table 3.7 shows the racial profile of graduates in 2003 at the eight individual institutions. 
Of the previously white institutions, UCT had the highest proportion of African graduates 
(24.5 per cent) and Stellenbosch the lowest (1.1 per cent). Overall, Limpopo had the 
highest proportion of African graduates (81.6 per cent), followed by WSU (66.1 per cent). 
Stellenbosch had the highest proportion of coloured graduates (17.5 per cent) and UKZN 
the highest proportion of Indian graduates (53.3 per cent), followed by WSU (30.4 per 
cent). Pretoria University had the highest proportion of white graduates (84.2 per cent), 
followed by UFS (80.7 per cent). 

Appendix Two shows graduation trends at each of the eight medical schools across the 
five-year period, 1999 to 2003. As noted earlier, there has been an overall drop of about 
one per cent in the number of graduates per year in this period while enrolments have 
grown by 4.3 per cent. The decreases have been sharpest at UCT (minus 14.8 per cent), 
UFS (minus 20 per cent), Limpopo (minus 7.5 per cent), Pretoria (minus 6.6 per cent) and 
Wits (minus 13.0 per cent). At WSU there has been a 26.3 per cent increase in annual 
graduation figures, at Limpopo a 44.7 per cent increase and at Stellenbosch the increase 
has been 21.2 per cent.

The rate at which enrolments translate into graduations is a particular concern in South 
Africa, where physical access to a higher education institution does not necessarily mean 
‘epistemological access’, especially for those students from disadvantaged backgrounds 
(Morrow 1993) and universities are under considerable pressure to improve throughput. 
Establishing throughput rates is not easy, however, given available statistics.
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Table 3.7 Medical school graduations at individual institutions by race, numbers and 
percentages, 2003

Institution Afr. % Col. % Ind. % Wh. % Total %*

UCT 38 24.5 21 13.5 29 18.7 67 43.2 155 100

UFS 10 11.4 5 5.7 2 2.3 71 80.7 88 100

Limpopo 231 81.6 5 1.8 47 16.6 0 0.00 283 100

UKZN 63 38.2 2 1.2 88 53.3 12 7.3 165 100

Pretoria 22 12.0 4 2.2 3 1.6 155 84.2 184 100

Stellenbosch 2 1.1 31 17.5 17 9.6 127 71.7 177 100

WSU 37 66.1 2 3.6 17 30.4 0 0.00 56 100

Wits 19 10.1 4 2.1 71 37.8 94 50.0 188 100

Total 422 32.6 115 8.9 233 18.0 526 40.6 1 296 100

Source: DoE HEMIS database (2004)
* Percentage totals may not add up to 100% because of the effects of rounding off

The National Plan for Higher Education (NPHE) (Ministry of Education 2001) proposed 
the rather rough measure of ‘graduation rates’ as an indicator to measure throughput in 
the absence of detailed cohort studies. These are reached by calculating the percentage 
of graduates over enrolments. The NPHE gives the following example by way of 
explanation. In the case of a three-year, fulltime undergraduate programme, the ideal 
would be for one-third of the enrolment in any given year to be entering students, one-
third students carrying on into a second year and one-third in their final year. If all those 
in the final year actually graduated, the ratio of graduates to enrolments would be 33 
per cent. The benchmarks presented in the NPHE show considerable variation from 
this ‘ideal’. The figures were calculated by reviewing student cohort models, involving 
a combination of retention rates, drop-out rates and graduation rates over a five year-
period, taking into account South African conditions including current performance and  
the fact that a large number of under-prepared students enter higher education. 

The benchmarks set by the NPHE for contact programmes included a 25 per cent 
graduation rate for a qualification in a three-year undergraduate course and 20 per cent 
for an undergraduate qualification in a course lasting four years or more. The targets have 
since been softened to 22.5 per cent and 18 per cent respectively. The plan noted that 
few institutions met the proposed benchmarks. If they did, the higher education system 
would be producing about 40 000 more graduates than at present. 

The NPHE does not specify a graduation rate for a medical degree, which has been six 
years until very recently. Following the logic of the NPHE, however, one can calculate 
that the best possible rate for a six-year degree would be around 16.6 per cent. In 
calculating graduation rates for the eight medical schools across the five-year period 1999 
to 2003, we found substantial fluctuations for different years for the same institution. We 
cannot account for these without further research which is beyond the scope of the study. 
Suffice it to say that when we averaged each institution’s rates across the five-year period, 
the averages ranged from 10.9 per cent to 16.1 per cent. 
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It is tempting to ask whether the changing racial profile of enrolments is leading to 
similar changes in the graduate racial profile and whether the calculation of graduation 
rates along racial lines would provide this information. Unfortunately, the concept is too 
crude to be useful. There will always be a time lag of at least five years (at those schools 
with a five-year curriculum) or six years (at those with a six-year curriculum) before 
enrolments can translate into graduates. For many students, the lag is longer because 
they take more than the minimum number of years to complete their studies. This means 
that recent quite sharp increases in black enrolments at some medical schools will not be 
reflected in graduation totals and the calculations could be misleading. Ideally, there need 
to be detailed cohort survival studies to track the progress of actual graduates. In Chapter 
Four we provide such information in relation to one institution (UCT). 

The feminisation of medical schools

The medical profession has been until very recently a ‘male profession’. Less than half a 
century ago, one of the most famous ethnographic studies of the medical profession – a 
study of an American medical school – described medicine as ‘man’s work’ and virtually 
ignored the few women students who were studying medicine, even at that time (Becker 
et al. 1961: 3).

In South Africa men still dominate the profession, comprising nearly three-quarters of 
registered practitioners. However if one examines the figures more closely, it can be seen 
that the number of women doctors increased by 11 per cent between 2002 and 2004 and 
their proportion of the total grew from 26.8 per cent to 28.5 per cent.

Table 3.8 Number of medical practitioners by gender, 2002 to 2004

Gender 2002 % 2003 % 2004 %

Male 21 881 73.37 22 066 72.20 22 305 71.50

Female 8 022 26.80 8 512 27.80 8 909 28.50

Total* 29 903 100.00 30 578 100.00 31 214 100.00

Source: HPCSA (2004a)
* Percentage totals may not add up to 100% because of the effects of rounding off

In contrast to this, women students now outnumber male students at medical schools. 
Table 3.9 shows that proportions have increased from roughly equal in 1999 to a clear 
majority of women (54.6 per cent) in 2003. In this period, female enrolments grew by 29 
per cent while male enrolments increased by less than five per cent.

A study at UFS has shown that women students there are outperforming male students 
(Hay & Jama 2004). However, the statistics on graduates across all eight medical schools 
(see Table 3.10) show that female students have consistently formed a lower proportion 
of graduates than they have of enrolments, suggesting that, on the whole, male students 
might be performing better. 
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Table 3.9 Total enrolments at all SA medical schools by gender, in numbers and percentages, 
1999 to 2003

Year Female % Male % Total %

1999 4 062 49.7 4 118 50.3 8 180 100

2000 4 187 51.2 3 991 48.8 8 178 100

2001 4 459 52.1 4 099 47.9 8 558 100

2002 4 536 53.5 3 938 46.5 8 474 100

2003 4 661 54.6 3 875 45.4 8 536 100

Source: DoE HEMIS database (2004)

Table 3.10 Total graduates at all SA medical schools by gender, in numbers and percentages, 
1999 to 2003

Year Female % Male % Total %

1999 610 46.6 699 53.4 1 309 100

2000 554 49.0 577 51.0 1 131 100

2001 621 50.5 608 49.5 1 229 100

2002 594 49.0 618 51.0 1 212 100

2003 639 49.3 657 50.7 1 296 100

Source: DoE HEMIS database (2004)

The feminisation of medical schools is not peculiar to South Africa, but a global 
phenomenon, with controversial implications for the profession as a whole. In the UK, 
according to the British Medical Association (BMA) (2004), over 60 per cent of all accepted 
applicants to medical schools in 2003 were female. Here, there has been an interesting 
debate about the effects on the profession of increasing numbers of women prompted by 
a statement by Professor Carol Black, president of the Royal College of Physicians, in an 
interview with the UK Independent on 2 August 2004. Professor Black warned that the 
medical profession was in danger of losing power and influence because it was becoming 
dominated by women. Women doctors were less prepared to sacrifice their personal lives 
to take on the enormous commitments required to lead the medical profession. They were 
happier than male colleagues to stay in lower status jobs and less interested in the kind of 
extra-curricular activities – research, leading professional organisations, chairing committees 
and so on – that ensured the continuation of the profession. Women tended to be drawn 
to specialist areas such as geriatrics and palliative care and avoided specialities such as 
cardiology and gastro-enterology where they would be required to work long hours. She 
said she would like to see equal numbers of men and women in the profession.16

The long-term effect of the feminisation of medical schools is also a concern in the BMA 
report, which notes that gender is now a concern in the context of workforce planning. 

16  Unable to access the original article, we have made use of the summary by Frayn (2004) and the follow up article in 
the Independent, 3 August 2004.
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Concerns have been raised…that the growing proportion of women students 
in medical school will result in a future health service that is understaffed due 
to part-time working and career breaks. This is an issue of critical importance. 
Among the medical graduates of 1977, almost half the women worked part time 
in the NHS 18 years after qualifying. (BMA 2004: 64)

Other studies have found that a large proportion of women doctors has considered 
working part-time. It has been suggested that there is a case for biasing entry to medicine 
towards men on the grounds of women’s career choices and the relatively constrained 
capacity of medical schools, but the author of the BMA report rejects these suggestions 
as being ‘founded on a very questionable basis’. Both men and women are increasingly 
aiming for flexible training and practice. 

Another concern is that fewer women currently choose a career in hospital medicine. 
At present only one-quarter of consultants and four per cent of consultant surgeons are 
women. The relatively small number of women choosing careers in hospital medicine 
has been attributed partly to the design of postgraduate training for hospital specialities 
which ‘is based on an “obstacle course” concept and the need to provide 24-hour 
cover’. Furthermore, the Department of Health found that 37 per cent of female survey 
respondents were deterred from working in specialities because of inflexible working 
opportunities (BMA 2004: 65)

The BMA report aroused a number of heated responses in the British media which are 
available on the Internet (Frayn 2004; Hall 2004; Philips 2004; Hilton 2004 and Health 
News 3 August 2004). The gist of their argument is that the medical profession traditionally 
demands 24-hour service seven days a week from its doctors. When men perform this 
role, they are usually supported in the background by women, but women doctors do 
not have that support because society still expects them to bear the brunt of child and 
home care. They simply cannot work these long hours and therefore choose to work part-
time. However it is not only women who would prefer more time for family and leisure. 
Male doctors would like this too. The answer to the problem lies in the sharing of unpaid 
labour and in humane conditions for all.

In South Africa, a prominent woman doctor, Professor Jocelyn Kane-Berman, has listed 
a number of difficulties faced by South African women medical doctors, based on a 
literature review conducted with the support of the HST. One of the concerns is that 
doctors are expected to work more than 72 hours per week and to go for 24 hours or 
longer without sleep. Other difficulties that were identified were:
• Discriminatory practices which limit advancement and lead to lower earnings;
• The culture of some surgical disciplines which is inimical to women;
• Lack of part-time training opportunities and rewarding jobs;
• No provision for locums for pregnant doctors;
• Lack of mentoring and career guidance;
• Lack of childcare facilities at the workplace; and
• The predominance of men in positions of power in the medical political hierarchy 

and in academia (HST 1998).

Changes in medical curricula

As stated earlier, medical schools in South Africa have responded to the demands of 
a transforming South Africa in two main ways: by introducing measures to change the 
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demographic profiles of their students and by changing their curricula. The last section 
of this chapter considered equity changes. This section will consider the drivers of 
curriculum reform.

The tension underlying most professional education in South Africa between the 
competing demands of global competitiveness and local responsibility is particularly 
acute in the medical field. On the one hand, as this paper repeatedly makes clear, there 
is a need to train doctors who are prepared (in all senses of the word) to work in the 
public sector and in rural areas, within a system that prioritises primary health care. On 
the other hand, the profession needs to keep abreast of international developments in 
medical knowledge in order to provide optimum patient care and there will always be a 
need for tertiary care, private health facilities and high quality medical research. All these 
considerations raise questions about the kind of knowledge, skills and values appropriate 
to an undergraduate medical curriculum.

A number of local academics have considered what kind of education we need for a new 
and more community-oriented health system (for example, Zwi et al. 1994; De Villiers & 
De Villiers 1999; Sanders et al. 2001). A particular concern is with surgery for rural areas 
(Mazwai 1997; Terblanche 1997). Mclean (2001, 2004a,b) has explored pedagogical issues 
at UKZN. Many articles, mainly emanating from WSU, have been written about the newly-
fashionable problem-based learning approach to medical education.

The numerous legislative reforms introduced by the National Department of Health have 
stressed the social responsibility role of health personnel, including medical doctors, rather 
than the knowledge-producing, internationally-achieving roles that were lauded in the 
previous regime (in which the world’s first heart transplant was achieved, for example). 

In this vein, the White Paper for the Transformation of the Health System in South Africa 
(DoH 1997: 44–47) promotes training for the provision of effective primary health care, 
‘reality’ and ‘community problem-based’ curricula, multi-disciplinarity, generalism, ‘caring 
and compassion’ as well as competency in the major South African languages. Making one 
African language a compulsory requirement for a medical degree is under consideration.

Within the domain of medical education, however, the tensions remain, captured in the 
following (clumsy) sentence in the Regulations relating to the Registration of Students, 
Undergraduate Curricula and Professional Examinations in Medicine:

The basic medical practitioner shall be sensitive to and acquire the necessary 
knowledge and understanding to be aware of the health needs of the country, 
while he or she must be equipped through relevant education and training 
to serve communities optimally, but their education and training shall equally 
satisfy international standards of excellence. (HPCSA 2002a: 6)

Having captured this tension, the regulations nonetheless prioritise community-oriented 
values including ‘commitment to the physical, mental and social well-being of the 
community’ and ‘a recognition of the importance of primary health care and of a 
community-orientated approach to health care’. 

These regulations are the most important to emerge from the HPCSA as far as this paper 
is concerned, for they outline quite clearly what the council expects from basic medical 
education. They guide the accreditation of medical education programmes and are the 
major impetus for curriculum change at certain medical schools.
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First, the regulations envisage the product of undergraduate medical training as a ‘basic 
doctor’ or ‘basic medical practitioner’ who is ‘fit to practise the profession over the broad 
spectrum of medicine or to undergo specialist education and training’ (HPCSA 2002a: 1). 
The document lists a number of core characteristics and qualities which it expects from 
new graduates, including ‘appropriate attitudes and behaviour patterns’ (HPCSA 2002a: 2). 

Its prescriptions for curriculum change include the following:
• Decrease in the number of facts to be digested;
• Early clinical contact between students and patients;
• Horizontal and vertical course integration;
• The fading or elimination of dividing lines between pre-clinical and clinical 

education and training;
• Provision for the mastery of generic skills;
• The introduction of problem-based learning ‘to make teaching more practical, 

relevant and stimulating’;
• Public health as a prominent theme throughout the curriculum;
• An understanding of national health issues and available resources; 
• Emphasis on communication skills;
• Sensitivity to cultural, racial, language, gender and religious differences; and
• A curriculum and evaluation system that aims at ‘achieving professional competence 

and cultivating specific social values and not the mere retention and recall of factual 
knowledge’ (HPCSA 2002a: 13).

The guidelines stipulate that learning should be ‘curiosity-driven and geared at self-
exploration and critical evaluation of contents, while the role of the teacher is to change 
from transmitter of knowledge to that of resource person and facilitator of learning’ 
(HPCSA 2002a: 13). Learning should also be student-centred, with students accepting 
responsibility for their own progress and should involve group and teamwork as well as 
self-activity, with the focus on active study rather than passive learning. Students should 
be prepared to become lifelong learners and they should have access to academic support 
and to life- and learning-skills training, while teachers should be given every assistance to 
develop innovative educational approaches and techniques. Community-based education is 
emphasised again in this context and the guidelines insist that ‘students shall be introduced 
to work in the community at an early stage’ (HPCSA 2002a: 14).

Attitudes to be cultivated include ‘a desire to serve humanity, a respect for human rights, 
a recognition of ethical values, a community orientation and a willingness to adapt to 
local circumstances and changing situations’ (HPCSA 2002a: 15). The training should also 
include education in the management of a medical practice within health-care facilities 
such as hospitals and clinics and, particularly, within state health-care structures (HPCSA 
2002a: 17). Finally, the guidelines specify that the curriculum may be covered in five 
years (the minimum) or in six years, followed by two years’ internship training (for 
the five-year curriculum) or one year (for the six-year curriculum). After June 2006, the 
specified duration of internship for all graduates will be two years. Considering that the 
student has to complete a year’s community service after internship, the training of a 
medical doctor in South Africa can now take as long as nine years.
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Whether the new emphasis on community-based education and community service is 
achieving the government’s objective to train more doctors to work in rural and under-
served areas will be discussed in greater detail later in this monograph when we focus 
on the WSU’s medical school. Reid (2002) considers the effects of community service. De 
Vries and Reid (2003) find that medical graduates who come from rural areas are more 
likely to work in rural areas. Reid and Ross (2005) report on the success achieved by a 
bursary scheme targeted at youth in rural KZN. 

The HPCSA has been prolific in its production of ethical guidelines for the health 
professions and has published 15 booklets on various ethical issues. A feature of all the 
booklets is an opening preamble, entitled ‘The Spirit of Professional Guidelines’, which 
presents the health professions in moral terms:

Medicine, dentistry and the medical sciences are professions based on a 
relationship of trust with patients. The term “profession” means “a dedication, 
promise or commitment publicly made” [Pelligrino 2000: 148]. To be a good 
doctor, dentist or medical scientist requires a life-long commitment to good 
professional and ethical practices and an overriding dedication to the good of 
one’s fellow humans and society. In essence the practice of medicine, dentistry 
and the medical sciences is a moral enterprise. (HPCSA 2002b: i)

Problem-based learning

One of the prescriptions of the HPCSA’s guidelines which has been taken very seriously 
by medical schools is the problem-based learning approach commonly referred to as 
PBL. Problem-based learning is relatively new to South Africa but has a long history 
internationally. Boud and Feletti (1997) date it back to medical curricula reforms in the 
1960s at McMaster University in Canada and subsequently to a hybrid model of PBL 
developed at Harvard Medical School. The principal idea is that the starting point for 
learning should be a problem, a query or a puzzle that the learner wishes to solve.

Boud and Feletti emphasise that PBL does not, as is sometimes erroneously assumed, 
involve the addition of problem-solving activities to otherwise discipline-centred curricula: 

It is a way of conceiving of the curriculum as being centred upon key 
problems in professional practice. Problem-based courses start with problems 
rather than with exposition of disciplinary knowledge. They move students 
towards the acquisition of knowledge and skills through a staged sequence of 
problems presented in context, together with associated learning materials and 
support from teachers. (Boud & Feletti 1997: 2) 

PBL has been written about extensively in international medical journals and so far 
it has been generally widely-acclaimed. We will not go into the advantages in great 
depth because they are commonly taken for granted in South Africa and many are 
advanced in Chapters 5 and 6 when we discuss PBL curricula at UCT and WSU. What we 
present here is a brief summary of PBL’s advantages, followed by some critiques of the 
approach. According to Wood (2003), PBL fosters ‘active’ and ‘deep’ learning and greater 
understanding, develops skills that lead to lifelong learning and facilitates integrated 
curricula. It is student-centred and builds on students’ prior knowledge. Most of all, it 
is enjoyable, motivating and even fun. Amongst the disadvantages are that PBL needs 
the kind of small group work that requires a high ratio of staff to students (in South 
Africa groups of more than ten are considered too large). It is also expensive in terms of 
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computer and library resources in that usually a large number of students need access 
to the same library and computer resources at the same time. Staff who are used to 
lecturing find PBL facilitation frustrating and students who are used to being lectured find 
it difficult to adapt to the new mode. They are also deprived of the opportunity to listen 
to inspirational teachers who, in a traditional curriculum, would lecture to large groups. 
Finally, even though PBL is in part a reaction to information overload – requiring students 
to research facts rather than learn them by rote – it can in itself lead to information 
overload if students are unsure how much self-directed study to do and what information 
is relevant and useful.

Several authorities have questioned the effectiveness of PBL. Colliver reviewed medical 
education literature from 1993 to 1998 and came to the conclusion that there was ‘no 
convincing evidence that PBL improves knowledge base and clinical performance, at 
least not of the magnitude that would be expected given the resources required for a 
PBL curriculum’ (2000: 259). His article argues that the ties between educational theory 
and research (both basic and applied) are loose and suggests a reconsideration of 
the value of ‘thinking in terms of this imprecise theory about underlying hypothetical 
cognitive mechanisms’ (Colliver 2000: 266). More research on self-directed learning is 
sorely needed. Colliver concludes that PBL ‘may provide a more challenging, motivating 
and enjoyable approach to medical education, but its educational effectiveness compared 
with conventional methods remains to be seen’. Bligh (2000), in an editorial in Medical 
Education, commented that Colliver’s review poses fundamental questions about 
the educational effectiveness of PBL. At the same time the psychosocial aspects 
(the challenge, motivation and enjoyment of learning in a PBL environment) are 
not questioned. 

Medical Education subsequently published articles by three authors who agreed with 
Colliver that further research was required, but challenged him in their interpretation of 
the evidence on which he based his conclusions and differed with him as to the type 
of research that should be promoted. Albanese (2000) argues that it is unreasonable 
to expect students who have been groomed and selected for success in a traditional 
curriculum to perform better in a PBL curriculum. Norman and Schmidt (2000) believe 
PBL has been oversold by its advocates, promising enormous benefits and largely 
ignoring the associated resource costs. They themselves ‘take some of the blame for 
some of the excesses in our earlier writings and can only acknowledge that with 
maturity comes a degree of moderation’ (Norman & Schmidt 2000: 721). All three writers 
emphasise that PBL is more enjoyable than traditional curricula. 

Possibly the hardest questions are epistemological: what type of knowledge is being 
transmitted and acquired through this approach and, frankly, do the products of 
PBL know enough? PBL might be the best way to teach the acquisition of generic 
competencies – in particular, how to find out – but it is not necessarily the best way to 
teach the basic sciences – at least not on its own (Albanese & Mitchell 1993, quoted in 
Bligh 1995; Spencer & Jordan 1999). 

A professor of medicine from the University of Western Ontario, Canada, warns that not 
all Canadians admire McMaster University’s PBL teaching methods: 

Medical educators cannot avoid the responsibility for inculcating many facts, and 
medical students cannot be expected to function in a fact-less vacuum while 
trying to become knowledgeable through heuristic osmosis. (Morgan 1995: 1643)
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Morgan explains that McMaster University realised this some years before and changed 
its methods because of problems which its graduates had in passing the examination to 
become licentiates of the Medical Council of Canada. 

Roberts notes that the timing of the introduction of PBL may be critical and to do so at an 
early stage of the curriculum may be less valid than at the later stages.

In order to use the best aspects of team-focused problem-solving the team 
members need to have sufficient baseline knowledge of the issues. These may 
initially be most efficiently imparted by teaching factual elements, which can 
then be used to build self-directed learning pathways. (2004: 474)

In general, PBL’s balance sheet looks something like this: it is enjoyable, stimulating and 
leads to a deeper type of learning and the development of lifelong learning skills. On 
the other hand it is costly, there are negative effects of the loss of lectures (for staff and 
students) and self-directed study can lead to information overload. 

More important are the concerns that PBL might not be the best way to learn certain 
forms of knowledge and students might enter the profession with inadequate ‘content’. 
The first of these concerns is similar to those in other areas of education where there 
has been much debate and research as to the best ways to transmit and acquire different 
forms of knowledge. Bernstein (1999) has drawn distinctions between knowledge that 
is hierarchically structured and (in our words not his) best transmitted and acquired in 
a step-by-step, incremental process that moves towards greater and greater abstraction 
and knowledge associated with the competences we need in everyday life, which is 
segmentally and horizontally structured and context-dependent. These competencies can 
be transmitted and acquired in isolation of each other. Some disciplines have structures 
that are similarly horizontal, with hierarchical elements within particular ‘languages’. 
There have been other distinctions made between different forms of knowledge, of 
which Eraut’s (1994) distinction between propositional, personal and process knowledge 
is probably the best-known. The main consideration here is that professional education 
requires the transmission and acquisition of multiple forms of knowledge as well as a 
range of skills. Whether PBL is a good way to teach all these forms of knowledge and all 
these skills is the issue in question.

The concerns about content echo concerns in other areas of education about the 
‘emptiness’ of generic modes of instruction. Seen in the context of education more 
broadly, the educational curriculum advocated by the HPCSA – with its emphasis on PBL 
and generic skills – is yet another example of what educational sociologist Basil Bernstein 
has called ‘short-termism’ (Bernstein 1996: 72). In other words it advocates educational 
procedures that are based on the idea that skills, tasks and areas of work undergo 
continuous development, disappearance and replacement ‘where life experience cannot 
be based on stable expectations of the future and one’s location within it’. Under these 
circumstances, there is emphasis on ‘trainability’ and the acquisition of ‘generic modes, 
which realise a flexible, transferable potential rather than specific performances’ (Bernstein 
1996: 73). 

And so, the medical educator of today, uncertain of the type of knowledge that will be 
current and useful ten years down the track, teaches his or her students to ‘learn how to 
learn’ and to find out information, rather than the information itself. While no one can 
deny the importance of these skills in keeping up to date, this approach inevitably attracts 
the same criticisms associated with generic skill training in any educational context. Many 
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argue that skills cannot be developed in isolation from context (hence the need for real 
live patients rather than paper cases) and critics point to the ‘emptiness’ of ‘short-termist’ 
approaches. What will the graduate know when he (or, in the case of medicine, more 
likely she) leaves the university? What will she be able to recall, instantly, in the clinical 
situation without having to ‘find out’?

In the two case studies in this monograph, at UCT and WSU, we consider these issues 
further in relation to the problem-based curriculum at WSU and the problem-oriented 
curriculum at UCT. The case studies should not be regarded, in any way, as evaluations 
of the initiatives at the two universities; however they do show how the strengths and 
weaknesses of PBL noted in the international literature manifest themselves in local practice.

Community service

Since 1998, newly graduated medical practitioners, pharmacists and dentists who have 
completed their internship are required to undergo a year’s paid community service. The 
system was put in place as a measure to alleviate staff shortages in rural and underserved 
areas. Whether it encourages young doctors to remain in such areas after completion of 
community service is a moot point.

Reid (2002) reviewed qualitative information from exit questionnaires for community 
service (CS) medical professionals from all three groups and concluded that 

despite difficulties and frustrations, the majority felt that they had made a 
difference and had undergone some professional development. Overall, most 
described their experience of the year as positive in retrospect, but only a 
minority reported that their attitude had become more positive during the 
year. Supervision by more senior professionals was found to be significantly 
poorer in rural than in urban settings. Doctors varied widely in their level of 
preparedness, not only in skills but also in attitudes. Language gaps were also 
found to be a factor . (Reid 2002: 135)

According to Reid, CS highlights the general management deficiencies in the public health 
system and all groups expressed dissatisfaction at the conditions of service in the public 
sector. An alarming 20 per cent to 45 per cent of CS students were planning to work 
overseas after their CS. Reid reported that an increasing proportion (from 34 per cent in 
1999 to 43 per cent in 2001) of CS doctors intended to work overseas, while a decreasing 
proportion (from 42 per cent in 1999 to 38 per cent in 2001) planned to remain in the 
public service.

Over half of the white doctors (around 500 a year) intended to work overseas the 
following year, compared to around 10 per cent of African doctors and around 40 per cent 
of both Indian and coloured doctors. The majority of graduates from Stellenbosch, UCT 
and UFS were planning to go overseas, while the majority of Medunsa and WSU graduates 
intended to remain in South Africa. Plans to work overseas were mainly short-term, as 70 
per cent said they were planning to return to South Africa, 5 per cent said they were not, 
and 25 per cent were unsure. Reid said those planning to return eventually constituted a 
significantly large group – about 300 a year – and ‘every effort should be made to attract 
them back to the country’ (2002: 146). However, he also noted that those young doctors 
who go overseas after completing internship but before their CS year, are discouraged 
from returning to the country by the system whereby they are allocated postings only 
after all the immediately post-interns have been placed. This means that they tend to be 
allocated positions in the most unpopular rural locations (Reid 2002: 138). 
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When asked whether they would consider working in a rural or underserved area in the 
future, around 20 per cent said they might consider it. This means, said Reid, that over 
200 young doctors might choose to work in rural and under-served areas, even at the 
end of their community service. ‘Given the right incentives, this voluntary cohort could 
achieve the primary purpose of the whole programme of community service at a much 
lesser cost than coercing all medical graduates into grudgingly filling posts, most of which 
are in large urban hospitals’ (Reid 2002: 146).

In his conclusions, Reid noted that new graduates entering CS experience a disjuncture 
between academic training expectations and actual conditions in the public health service. A 
DoH task team on skills and competencies of junior doctors highlighted the importance of 
‘soft skills’ of teamwork and said excellent technical or medical skills were rendered useless in 
the absence of the ability to handle conflict, teamwork and responsibility. Language gaps and 
the absence of appropriate management support were also found to be problems.

All of these gaps reflect on the appropriateness of the curricula at university 
level to the South African realities in the public service and also indicate the 
need to put in place training programmes to address these gaps, both before as 
well as during the CS year. (Reid 2002: 157)

In his conclusion, Reid asks whether CS actually defeats its own ends because young 
doctors assume they have ‘done their duty’ and compensated society for the costs of their 
studies, after only one year. For the same reason, CS could also be seen as one of the 
‘push’ factors in the current brain drain and similar trends have been found in the USA 
and Ecuador. Reid observes that the DoH needs a thorough recruitment and retention plan 
to prevent the ongoing loss of human resources from the country and at the same time 
provide the conditions that will support those who ‘choose to work in circumstances that 
most prefer to avoid. This demands nothing less than “swimming against the stream”, in 
a globalised economy where health services can be bought by the highest bidder’ (Reid 
2002: 158).

Further DoH data shows that the number of CS professionals has declined over the past 
few years – from 1 194 in 2001 to 1 162 in 2004. The chances are that they have left the 
country or decided not to work as medical practitioners (Padarath et al. 2003).

A further study (De Vries & Reid 2003) provides a more positive picture. The authors note 
that it has been shown internationally that medical students of rural origin are more likely 
to practise in rural areas after graduation. Their study confirmed the same trend in South 
Africa. They looked at two samples: Sample A was a cohort of doctors who graduated in 
1991 and 1992 and Sample B consisted of the graduates of two medical schools between 
1994 and 1996. Home addresses at time of graduation were compared with home 
addresses from the national medical register. Students from Sample A were also sent a 
questionnaire. 

Only 14.4 per cent of the graduates of Sample A were of rural origin. When comparing 
addresses, it was found that 38.4 per cent of graduates of rural origin were currently 
practising in rural areas, compared to 12.4 per cent of graduates of urban origin. Data 
derived from the questionnaire showed that 45.9 per cent of graduates of rural origin 
were in rural practice compared to 13.3 per cent of those graduates of urban origin. In 
Sample B, 41.6 per cent of graduates of rural origin were in rural practice, compared with 
5 per cent of graduates of urban origin. De Vries and Reid therefore recommend that 
universities should be encouraged to enrol more students of rural origin.
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A study by Reid and Ross (2005) indicates that targeted bursary programmes can play 
an important role in encouraging rural students to return to their communities of origin. 
They write of one such scheme which has been running in a very remote rural area in 
Northern KZN since 1997. Applicants for the scholarships must reside in the district and 
independently obtain a place at a university or technikon in a health-related field. If 
selected by a local selection committee, they sign a contract which requires them to work 
one year in the district for every year of supported study. To date 14 students from this 
area have graduated and another 46 are in the tertiary education ‘pipeline’. Of the 14, at 
the time of their writing, 11 were working in hospitals in the area, two were completing 
their internships in Durban (internship training is not offered in their district) and one had 
completed her work-back time and was now working at a provincial hospital in Northern 
KZN. Ross and Reid conclude that as a result of this initiative, provincial bursaries from 
the DoH are now allocated at district level, ‘allowing greater local control over selection, 
as well as ongoing accountability’ (2005: 4). 

Work plans of final-year medical students in 1996

A study by Pillay (1996), although somewhat dated, shows that reluctance to work in 
rural areas was prevalent long before the introduction of community service and that 
many students at the time were opposed to the introduction of CS. 

A questionnaire was sent to all final-year medical school students from all medical schools, 
a total of 792. Of these, 120 questionnaires were returned of which 82 or 76 per cent of the 
sample came from urban and peri-urban areas (52 from cities and 30 from townships), while 
32 per cent came from small towns, villages and farms. Eighty respondents (67 per cent) 
said they intended to return to their place of origin, whereas 40 (33 per cent) said they had 
no intention of doing so. Only 11 (9 per cent) had plans to work in rural hospitals, while 
55 (46 per cent) intended working in city hospitals. Thirty (25 per cent) intended to work 
overseas temporarily and then return. Two (1.6 per cent) planned to emigrate, 18 (15 per 
cent) to pursue postgraduate work in the medical field and four (3.4 per cent) intended 
leaving medicine for another field. Eighty-three (69 per cent) of respondents said they 
would consider working in rural hospitals, while 35 (29 per cent) said they would not even 
consider rural hospitals as an option. Data was not available from two respondents.

The most common reasons for considering the rural option were interest in rural 
medicine and primary health care, greater chance of experience, interest in social 
upliftment and incentives such as good salaries and less tax. Reasons for not considering 
working in rural hospitals were poor administration, inadequate staff, lack of basic 
equipment, no incentives such as higher salaries, and poor social life. A total of 88 
respondents or 76 per cent were totally against compulsory rural practice as a means to 
address the imbalance in the distribution of medical practitioners. 

Pillay concluded that the provision of appropriate incentives would go a long way 
towards encouraging doctors to take up rural posts. Among the most important incentives 
were financial inducements, the presence of experienced staff, extra credit towards 
postgraduate studies, the provision of spouse employment and medical insurance. The 
potential for career growth and financial rewards seem to be the most important factors in 
persuading doctors to remain in rural areas on a long-term basis. 

Pillay found there was no particular profile of a doctor who is most likely to take up 
a position in a rural hospital. The potential rural worker had characteristics that were 
independent of age, gender, origin and marital status. 
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Possible solutions

The studies referred to above point to some potential solutions. Pillay suggests that 
financial incentives, the presence of experienced staff, extra credit towards postgraduate 
studies, and the provision of spouse employment and medical insurance might encourage 
doctors to work in rural areas. The first of these has recently been implemented in the 
form of scarce skills allowances, but it is too soon to assess the effect. Reid (2002) has 
suggested that the government should focus on the 20 per cent of community service 
students who expressed willingness to work in rural areas. Encouraged to act on this 
commitment, they alone could achieve everything that today’s expensive compulsory 
CS system is expected to do. There would then be no need for compulsory service and 
fewer young doctors would be disillusioned to the point of emigrating. De Vries and Reid 
(2003) suggest that that national DoH should negotiate incentives or conditional grants to 
encourage medical universities to enrol more students of rural origin and medical faculties 
should review their selection criteria to favour applicants of rural origin.

One of the most far-reaching attempts to meet the shortage of rural doctors has been 
the establishment of the WSU medical school, which has admitted many rurally-based 
students in the course of its 20-year history. It has a problem- and community-based 
curriculum which is designed to prepare students for the exigencies of rural, public 
practice. Whether its students stay in the area after graduating is a moot point, which 
is discussed in Chapter Six.

Continuing professional development: new skills for primary care

The HPCSA requires all doctors to participate in continuing education programmes. Those 
attending the programmes are awarded points and doctors must attain a certain number 
of points each year (HPCSA 2004c).

With the increased emphasis on primary health care, there is also a very real need for the 
upgrading of doctors’ skills at various levels in the health system. Dr Beth Engelbrecht, 
a deputy director general in the Western Cape DoH, observed that doctors often lack 
adequate exposure to certain conditions or have not performed enough procedures of 
certain kinds to maintain their skills. A departmental research study confirmed this. 

Dr Engelbrecht explained that at the primary level, doctors lose skills because they 
are often on their own and do not have the necessary support to perform surgical 
procedures. ‘So they become more a consulting doctor and not a surgical type of doctor’ 
and are not able to cope in emergencies. In the larger towns one found doctors who are 
‘brilliantly skilled’, performing tasks that specialists would perform in the metropolitan 
areas. Unfortunately, because young doctors are leaving the country, even if it is only 
for a short while (‘gap years’), their skills are not ploughed back into country towns and 
so the older doctors are not exposed to young doctors with their new knowledge, for 
example, in relation to HIV/AIDS. 

Dr Engelbrecht said that even procedures as simple as tonsillectomies were being done 
at Groote Schuur and Red Cross hospitals, whereas in country towns they would be 
performed by general practitioners. The department therefore established an ear, nose 
and throat (ENT) service at Somerset Hospital (a level 2 hospital) and started a project 
involving visits by a specialist. She continued:

And then we closed two outpatient clinics at Groote Schuur and we changed 
their theatre lists as well so that we could start getting the patients managed at 

Fr
ee

 d
ow

nl
oa

d 
fr

om
 w

w
w

.h
sr

cp
re

ss
.a

c.
za



Doctors in a Divided Society

42

the appropriate level of care. And then we said okay for the consulting part, 
not the surgical part, only the consulting part – let us train medical officers 
to see these patients on a day to day basis. Not a single medical officer 
volunteered to participate in the training. 

Dr Engelbrecht said she could not understand this. If she had been in their situation, 
she would have ‘jumped at the opportunity to serve my patients better’ and if this had 
been offered in the Free State (where she worked for ten years in the public service), 
‘everybody would have jumped at that’.

A further reason for the erosion of skills lay in the fact that there had been an increase in 
medical legal cases in which patients were suing doctors for negligence. Dr Engelbrecht 
pointed out that doctors had become hesitant to do anything risky ‘so they would rather 
refer early and then in time erode the skills to do certain things’. 

Dr Engelbrecht added that practical competence was also affected by the fact that 
students, at some universities, where numbers are large, do not always receive the 
practical experience which they need: 

The number of students per experience moment is so much larger. Where there 
used to be ten students there are now thirty and not all of them could touch 
the patient. So it is more difficult to teach practical things.

Conclusion

The changing professional milieu for medical doctors has given rise to new priorities 
in the South African health system and to two major changes in the medical schools. 
To a greater or lesser degree, most of the previously white institutions have taken 
steps to transform their demographic profiles and many schools have introduced or are 
introducing new curricula to accommodate the new emphasis on primary health care.

By 2003 about two-thirds (66 per cent) of enrolments across the eight medical schools 
were black students (African, coloured and Indian). African students formed 41 per cent 
of the total enrolments. Of the formerly white medical schools, Cape Town had the 
highest proportion of African students in 2003 (30.6 per cent) and Stellenbosch the lowest 
(4.4 per cent).

During the five-year period 1999–2003, there was a substantial increase in the proportion 
of black medical graduates, while the proportion of white graduates dropped by more 
than 9 per cent. However, the proportion of black graduates did not increase at the 
same rate as the proportion of black enrolments, suggesting that some groups were not 
performing as well as others. Closer examination shows the continued legacy of apartheid 
education. White students formed a greater percentage of graduates than they did of 
enrolments, Indian and Coloured students’ graduation rates were more or less unchanged, 
while the percentage of African enrolments was far greater than the percentage of 
African graduates. 

The gender balance has tipped in favour of women students who in 2003 formed 54.6 
per cent of the medical student population. This development is consistent with trends 
internationally, where medical schools in many countries are feminising, with various 
effects on the profession itself. There are concerns about the lowering of status as 
medicine becomes a profession for women, an issue which raises many questions about 
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societal attitudes towards women in general. Health system planners are concerned that 
women doctors who need to care for their children are choosing part-time work and 
avoiding ‘difficult’ specialisations. This issue raises further questions about the gendered 
division of labour. The extent and consequences of feminisation at one South African 
medical school are discussed in the next chapter, where we consider race and gender 
transformation at UCT. 

In Chapter 2, we noted the tremendous disparities between the rural/urban, public/
private health sectors. The new curriculum guidelines of the HPCSA and compulsory 
CS are among numerous government measures designed to achieve a more equitable 
health system. Problem-based learning is a controversial feature of these guidelines; it 
has been taken quite seriously by medical schools and given considerable attention in 
this monograph. In this chapter, we have reviewed the debate on PBL in international 
literature and found that although it is widely considered to be more enjoyable than the 
old chalk-and-talk method, it is also expensive. Furthermore, there are some concerns 
about its ‘effectiveness’ and about the nature and extent of knowledge acquired through 
PBL. 

In South Africa, PBL is practised in its most radical form at the WSU medical school, 
which offers a problem-and community-based curriculum. In Chapter 6 we consider the 
effects of this approach at WSU and whether it has had any major impact on the career 
plans of WSU graduates, while in Chapter 5 we look at the introduction of a primary 
health care- and problem-oriented curriculum at UCT.

The emphasis of this chapter has been on formal, undergraduate education, but practising 
doctors also have educational needs and the HPCSA obliges doctors to participate in 
continuing education activities. However, these activities do not necessarily address the 
skills doctors need for the new primary health care approach, which calls for doctors with 
hands-on skills that may have been lost or which were never acquired in the first place. 
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CHAPTER 4

A case study of transformation:
University of Cape Town’s 
Medical School

From 1999 the changes started…they had a review of the governance structure 
and they reviewed the organisational structure, and all of that changed. Some 
people called it restructuring and some people would call it transformation. That’s 
quite significant. (Staff member, Faculty of Health Sciences, UCT, in an interview) 

It is a condition of the methodology of this study that case studies should be selected 
on the basis of their potential to illuminate key issues in the profession and its 
professional education programmes. UCT Medical School has been selected because of 
its potential to illuminate two major dimensions of the professional milieu. The first is 
the interrelationship between the profession, professional education and the government 
policies of the day. The second concerns the role of a professional education institution 
in the context of evolving curriculum discourses, new international trends and changing 
government policy on curriculum. UCT Medical School’s shift towards a primary health-
care/public health model of education with emphasis on community-based, problem-
oriented learning is discussed in Chapter 5. In this chapter, we consider its responses to 
the racial segregation policies of the previous government and the road it has travelled 
towards race and gender transformation since 1994. 

Racial segregation and the UCT Medical School

The UCT Medical School, as it was known until 1999 when it became the Faculty of 
Health Sciences (FHS), is the oldest medical school in the country. Its history includes 
the entire period of nationalist rule (1948–1994), and like most other institutions of the 
period, its role in relation to apartheid is not uncontested. Research by the FHS, which 
culminated in a report entitled Truth and reconciliation: A process of transformation 
at UCT health sciences faculty (FHS 2002), shows that the medical school was a largely 
whites-only institution from the outset. It thus reflected the dominant racist political and 
professional norms of the times, including the segregation of medical treatment and 
hospital wards, and the fact that schooling for blacks17 was of such poor quality that only 
a handful obtained the marks necessary to enter university (FHS 2002: 33). By 1937 there 
were 40 coloured and Indian students in the medical school, admitted on condition that 
they signed a document stating that they understood they had registered in the Faculty of 
Medicine with the following provisions:
• The university was unable to guarantee clinical training for them in the Faculty of 

Medicine; and
• If admitted to clinical training at any hospital or institution used for teaching in the 

Faculty of Medicine, such admission would be subject to the understanding that they 
would excuse themselves from any class or clinic where a white patient is present. 
The term ‘class’ included clinics, clinical lectures, demonstrations, operations and 
post mortem examinations. (FHS 2002: 83)

17  The term ‘black’ usually refers to all population groups not classified as ‘white’ but in the context of the UCT FHS’s 
Transformation Report it refers to coloureds and Indians. Because of their exceptional status in early university 
policies and practices, the report always refers to blacks other than coloureds and Indians as ‘Africans’. 
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The situation changed somewhat 
when the new Groote Schuur 
hospital was opened. From 1943 
coloured and Indian students 
were allowed into the ‘non-
European’ hospital wards, on 
condition that they had ‘no 
contact in any way with white 
patients, even post mortem’ 
(FHS 2002: 37). This meant that 
students admitted from 1939 were 
able to complete their training, 
including the clinical years at 
UCT. The first coloured and 
Indian doctors graduated in 1945. 

The prohibition on black students from dealing with white patients persisted into the 
1970s and all black students had to acquire permits to study at UCT. The permit system 
was only abolished in 1977. In an interview with the HSRC, Professor Nicky Padayachee, 
former dean of the FHS, and president of the HPCSA, spoke of his own experiences as 
a medical student at UCT in the 1970s. He left the Cape after completing his medical 
training and did not return until the late 1990s when he took up the position of dean. He 
then saw the white wards at Groote Schuur for the first time. 

One of the staff members [said to] me, ‘Can you see the changes, how nice the 
wards are now?’ I said, ‘No, I can’t, because I have never been here before.’

In the Transformation Report, white alumni are quoted as saying that the exclusion 
of black students from white wards was ‘not as bad as it sounds’ because there was 
more clinical ‘material’ in the black wards (FHS 2002: 126).18 Black students disagreed, 
however. They said black patients tended to suffer from acute diseases often associated 
with poverty. White patients suffered to a greater extent from chronic diseases, including 
heart diseases. One black student complained that he was unprepared to deal with 
coronary heart disease because he ‘never saw a damn ECG as a student’ (FHS 2002: 159). 
Others praised the standard of education and the dedication of some staff, ‘despite the 
racist underpinnings and numerous limitations’ (FHS 2002: 93).

It was not until the mid-1980s that UCT gained official permission to admit African 
students to the medical school. The Transformation Report suggests that UCT did not fully 
confront the issue of African admissions earlier, because two medical schools specifically 
for blacks had been founded: the University of Natal Medical School in Durban in 1951 
and the Medical University of South Africa (Medunsa) near Pretoria in 1976. 

The first African medical student was admitted in 1985 and she became the first African to 
graduate in 1990. At the time of her acceptance into the faculty she already had a master’s 
degree in immunology from the University of the North. She had been encouraged to 
apply to study medicine by her external examiner who was a professor at UCT. 

18  The equation of black pathology with ‘good clinical material’ is a theme which recurred in the case study on WSU 
(see Chapter 6) where it was said that one of the advantages of working in a rural area was the amount of clinical 
experience it afforded.

Groote Schuur Hospital, a major teaching hospital in 
Cape Town
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By the mid-1980s the most blatant forms of discrimination described above had been 
abolished but many more subtle forms of discrimination persisted. One of the earliest 
African students said in an interview that she and other African students were excluded 
from social activities, sometimes because the facilities (such as whites-only beaches) did 
not allow inter-racial mixing, but also because ‘there were lots of students who actually 
expressed that they didn’t want to be with us’. The coloured cleaners refused to clean the 
rooms of the African students, she said, and the lecturers treated her differently – she said 
they seemed reluctant even to look at her. She only gained respect when she was in her 
fourth year and started achieving good marks. The African students from neighbouring 
countries who were studying with her were very upset by the treatment they received. 
One, a girl from Lesotho, cried daily about this. The interviewee, now a lecturer in the 
faculty, told us that she continues to receive discriminatory treatment and she recounted 
two incidents with a librarian and a secretary. 

Other forms of racial discrimination

Many other areas of racial discrimination are recounted in the Transformation Report, 
including discrimination against patients. 

With patients there was a power relation problem. They were poor, black and 
disempowered. People would be paraded. I’m not sure if there was truly consent. 
Pictures would be put up, with people’s identities visible…I think some of these 
things are still going on today. (Pre-1986 alumnus, quoted in FHS 2002: 108).

One of the most contentious issues in the history of UCT medical school discussed in the 
report is the role played by staff and the university as a whole in upholding or opposing 
apartheid. The executive summary notes that UCT was simultaneously opposed to apartheid 
while also reinforcing apartheid’s discriminatory practices. This was reflected in many of the 
ambivalent or contradictory views expressed by individuals in the study. 

Overall, the conclusion is that although black students experienced various degrees and 
forms of hurtful discrimination at UCT, and although these adversely affected their learning 
opportunities and subsequent careers, they ‘generally recognized many positive aspects of 
their training, including the presence of outstanding individuals who acted consistently in 
the best interests of their students, irrespective of their race’ (FHS 2002: 252).

As a result of the research a special faculty assembly was held on 9 May 2002 at which 
the faculty ‘acknowledged its history both of perpetuating discrimination, as well as 
enabling individuals to resist apartheid’, and committed itself to ‘redress of past inequality 
through programmes that promote human rights, respect for human dignity and affirm 
diversity amongst all its staff and students.’ The assembly adopted a new ten-point faculty 
charter, which includes promises that:
• It will not tolerate any form of negative discrimination;
• It will foster a supportive culture, where diversity and difference are respected;
• It will help to build the skills base of formerly disadvantaged South Africans; and
• It will strive to attract and retain talented black professionals (FHS 2005a: 7).

The assembly also adopted a new oath (declaration) in which students and graduates are 
required to commit themselves to the promotion of individual human rights and to act 
without discrimination, in accordance with the nation’s Bill of Rights (FHS 2005a: 8). 
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Racial transformation of the student body

A decade or so into democracy, the student profile at UCT Medical School has changed 
dramatically. As Table 4.1 shows, in the five-year period 1999 to 2003, annual enrolments 
for the MBChB at UCT were approximately two-thirds black (African, coloured and 
Indian). On average, coloured students formed 17 per cent of the total, Indians 16 per 
cent, whites 37 per cent and Africans 30 per cent. 

Table 4.1 MBChB enrolments at UCT by race, 1999 to 2003

African Coloured Indian White Total*

Year No. % No. % No. % No. % No. %

1999 313 29 173 16 166 15 428 40 1 080 100

2000 325 30 167 16 174 16 404 38 1 070 100

2001 331 30 204 19 176 16 390 3 1 101 100

2002 303 29 186 17 161 16 390 38 1 040 100

2003 319 31 185 18 173 16 367 35 1 044 100

Total 1 591 30 915 17 850 16 1 979 37 5 335 100

Source: DoE HEMIS Database (2004)
* Percentage totals may not add up to 100% because of the effects of rounding off

Table 3.6 compared enrolment figures at the medical schools across the country. It 
showed that UCT had a considerably lower percentage of African enrolments than the 
national total (30.6 per cent compared with 41 per cent), but a higher percentage than 
other formerly white institutions, which ranged from 4.4 per cent at the University of 
Stellenbosch to 28 per cent at Wits. Understandably, because of the large coloured 
population in the Western Cape, it has considerably more coloured students (17.7 
per cent compared with the national percentage of 6.9 per cent). At 16.6 per cent, 
proportions of Indian students are somewhat lower than the national figure of 17.8 per 
cent and the proportion of white students is roughly the same (35.1 per cent at UCT 
compared with 34.3 per cent nationally). 

Student performance

Table 4.2 shows that in the five-year period 1999 to 2003, UCT produced 800 MBChB 
graduates. Of these around 25 per cent were African, 15 per cent were coloured, 16 per 
cent were Indian and 44 per cent were white.

It has been noted earlier in this monograph, that physical access to a university does 
not necessarily mean ‘epistemological’ access. For this reason it is important to consider 
the number of graduates in relation to enrolments and, ideally, to track the progress of 
individual students through their university careers. 
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Table 4.2 MBChB graduates at UCT by race, 1999 to 2003 

African Coloured Indian White Total*

Year No. % No. % No. % No. % No. %

1999 40 22 29 16 23 13 90 49 182 100

2000 33 25 17 13 23 17 61 45 134 100

2001 42 26 28 17 28 17 64 40 162 100

2002 46 27 30 17 25 15 70 41 167 100

2003 38 24.5 21 13.5 29 19 67 43 155 100

Total 199 25 125 15 128 16 352 44 800 100

Source: DoE HEMIS database (2004)
* Percentage totals may not add up to 100% because of the effects of rounding off.

The cohort survival tables (Table 4.3 and Table 4.4) give a sense of the performance of 
different categories of students in the MBChB programme at UCT. 

According to Table 4.3, out of a total of 753 students, across six cohorts, 654 or about 87 
per cent, achieved the MBChB degree. Of these, 544 (72 per cent of the total entrants) 
graduated in minimum time, 98 (13 per cent) in minimum time plus one year (M + 1) and 
12 (2 per cent) in minimum plus two years (M + 2). Fourteen (2 per cent) graduated in 
another faculty. Thirteen students (2 per cent) dropped out in good academic standing 
from the FHS and one (less than 1 per cent) in good academic standing from another 
faculty. Twenty-two students (3 per cent) were excluded from the FHS on academic 
grounds and ten (1 per cent) were excluded from another faculty on academic grounds. 
Thirty-seven students (5 per cent) from the 1995, 1997 and 1998 cohorts, were still 
registered in the FHS and two (less than 1 per cent of the total) from the 1996 and 1997 
cohorts, in another faculty.

Compared with the five-year cohort survival studies which UCT has conducted for other 
faculties, one can see that the MBChB has a very low drop-out rate. On the figures 
made available to us, we can draw comparisons between the figures for the 1996, 1997 
and 1998 intakes for engineering, which is also a professional programme, although the 
duration is four years rather than six. The percentage of engineering students from the 
three intakes who dropped out in good academic standing amounted to 10 per cent, 11 
per cent and 10 per cent, while the percentage of students who were refused admission 
on academic grounds was 29 per cent, 28 per cent and 24 per cent. Engineering had 
the highest percentage of refusals on academic grounds of all the six faculties reviewed. 
Figures for black students are particularly worrying. Of the three intakes, 18 per cent, 
39 per cent and 39 per cent of African students were refused re-admission on academic 
grounds; 31 per cent, 42 per cent and 23 per cent of coloured students; 52 per cent, 32 
per cent and 21 per cent of Indian students, compared with 12 per cent, 13 per cent and 
10 per cent of white students.

Compared with engineering, black students performed well in the MBChB. Of the 64 
African students across the seven cohorts, 47 (73 per cent) graduated with the MBChB 
degree – 32 (50 per cent) in minimum time, 20 per cent in M + 1 and 3 per cent in 
M + 2. There were no graduates from another faculty. One student (2 per cent) dropped 
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out in good academic standing from the FHS and six (9 per cent) were excluded from 
this faculty. Four students (6 per cent) were excluded from another faculty. Six students 
(9 per cent) from the 1995, 1997 and 1998 cohorts were still registered in the FHS and 
there were no students still registered in another faculty.

Of the 147 coloured students, 122 (83 per cent) graduated – 96 (65 per cent) in minimum 
time, 23 (16 per cent) in M + 1 and three (2 per cent) in M + 2. Four students (3 per 
cent) graduated in another faculty. Five students (3 per cent) dropped out in good 
academic standing from the FHS. Seven students were excluded from the FHS on 
academic grounds and three (2 per cent) from another faculty. Six students (4 per cent) 
from the 1995, 1996 and 1998 cohorts were still registered in the FHS.

Of the 143 Indian students, 126 (88 per cent) graduated – 97 (68 per cent) in minimum 
time, 26 (18 per cent) in M + 1 and three (2 per cent) in M + 2. Two students (1 per 
cent) graduated in another faculty. There was one drop out from the faculty in good 
academic standing (1 per cent), three exclusions (2 per cent) and 11 (8 per cent) from the 
1996, 1997 and 1998 cohorts were still registered.

Of the 399 white students, 359 (90 per cent) graduated – 319 (80 per cent) in minimum time, 
36 (9 per cent) in M + 1, four (1 per cent) in M + 2. Eight students (2 per cent) graduated 
in another faculty. Six students (2 per cent) dropped out in good academic standing from 
the FHS, one (0 per cent) from another faculty. Six students (two per cent) were excluded 
on academic grounds from the FHS and three (1 per cent) from another faculty. Fourteen 
students from the 1996, 1997 and 1998 cohorts were still registered in the faculty and two 
(1 per cent) were registered in another faculty. 

The seven-year programme
Not all the students enrolled for the MBChB during the above period are reflected in 
Table 4.3. Table 4.4 shows the results of those who were admitted to a seven-year 
programme, which has since been discontinued. The success rate is not as good in this 
programme. Of a total of 135 students entering between 1992 and 1997, 96 (71 per cent) 
graduated in the FHS: 66 (49 per cent) in minimum time, 21 (16 per cent) in M + 1, nine 
(7 per cent) in M + 2. One student (1 per cent) graduated in another faculty. There were 
seven drop outs (5 per cent) in good academic standing from the FHS. Twenty-one 
(16 per cent) students were excluded on academic grounds from the FHS, four (3 per 
cent) from another faculty. Six students (4 per cent) from the 1995 and 1996 cohorts 
were still registered in the FHS.

The cohort studies show that whites are generally performing better than all other 
population groups. This trend is consistent with patterns entrenched under apartheid 
when there was gross discrimination against black schools. Across all the cohorts, 80 per 
cent of whites completed in minimum time, compared with 68 per cent (Indian), 65 per 
cent (coloured) and 50 per cent (African). However, by two years after minimum time, a 
further 23 per cent of Africans, 18 per cent of coloureds, 20 per cent of Indians and 10 
per cent of whites had completed their degrees. Seventy-three per cent of Africans, 83 
per cent of coloureds, 88 per cent of Indians and 90 per cent of whites achieved their 
degrees within two years of the minimum time. 

It is not possible to draw similar conclusions about the seven-year programme because 
the figures supplied to us were not disaggregated by race. The new intervention 
programme allows all students to start at the same point. Their performance is assessed 

Fr
ee

 d
ow

nl
oa

d 
fr

om
 w

w
w

.h
sr

cp
re

ss
.a

c.
za



A case study of transformation: University of Cape Town’s Medical School

51

after six months. If they perform poorly, they are channelled into an intervention 
programme for the next six months, after which they return to the mainstream.

Professor Gonda Perez told us that many students who came from disadvantaged 
backgrounds were able to catch up with the other students. She had been told that by 
the end of the third year it was not possible to distinguish whether the students were 
from an advantaged or disadvantaged background. In 2003, the student achieving the top 
honours in the faculty was a young man from rural KwaZulu-Natal who had started off in 
an academic support programme.

Gender transformation 

The UCT transformation report notes that the literature on the history of gender 
discrimination in South Africa is ‘far more slender than that on racism’ (FHS 2002: 67). 
The report contains a fascinating graph of medical graduates at UCT from 1922 until 1993 
(FHS 2002: 67). This shows the very small number of women doctors produced in this 
period even though, according to the report, the medical school never excluded women 
and the first two women graduated from the medical school within two years of the first 
men, in 1924.19

The report notes that the few women students who did enter the medical school during 
this period complained of numerous incidents of sexist behaviour on the part of staff 
and male colleagues and women patients, particularly black women, also suffered from 
offensive behaviour. ‘Thus while access as an undergraduate was not barred to women, 
the experience was probably one which was highly discriminatory’ (FHS 2002: 69). 

Gender and enrolments

The situation has changed profoundly, however, and today approximately two-thirds of 
MBChB students at UCT are female, as shown in Table 4.5: 

Table 4.5 MBChB enrolments at UCT by gender, 1999 to 2002

Year Total male % of total Total female % of total Total %

1999 470 43.5 610 56.5 1 080 100

2000 435 41 635 59 1 070 100

2001 450 41 651 59 1 101 100

2002 393 38 647 62 1 040 100

2003 386 37 658 63 1 044 100

All 2 134 40 3 201 60 5 335 100

Source: DoE HEMIS database (2004)

By comparing these figures with those in Table 3.9, one can see that although women 
generally outnumber men in medical schools around the country, UCT’s gender ratio is 
higher than the national average, which ranged from 49 per cent in 1999 to 55 per cent 

19  The report suggests that the graph comes from Walker (1999) but the referencing is not clear. 
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in 2003, compared with UCT’s 56.5 per cent to 63 per cent. On average, across the five 
years, UCT had a ratio of 40 per cent male to 60 per cent female.

These numbers are a cause for concern, because of their potential impact on provision of 
services in the medical profession. Professor Gonda Perez, who became acting dean of the 
FHS in 2005, said in an interview that the proportion of females had since risen to 65 per 
cent because more women were applying than men. The faculty was concerned about this 
trend and was trying to correct the balance by looking for male applicants. Professor Perez 
believed that it would be problematic if medicine became a female-only profession. Women 
would inevitably leave it at some stage, if only temporarily, to have babies therefore there 
had to be males in the profession, particularly as there was a need for men in certain 
specialities. Because they were not getting sufficient male applicants, they would have to 
find ways to make the profession more attractive to males.

Professor Padayachee presented a different view and told us that these issues had 
been debated before at the Committee of Medical Deans. His view was that that it was 
advantageous to enrol large numbers of women doctors because it would take many years 
to achieve a 50:50 ratio of women to men in the profession. Furthermore, these women 
students were entering on academic merit, not because they were women. They performed 
well at school and in medical class. If they had to work part-time later because they needed 
to look after babies, that was a societal problem. Why weren’t men working part-time? He 
had heard that in Russia, where there were large numbers of women doctors, their status 
was similar to truck drivers. If that was true, he said, then that was also a societal problem. 

Gender and student performance

All the lecturers we interviewed said women were performing well in medical school. 
However we could not find figures to support this view because the throughput figures 
supplied to us by UCT disaggregated totals by race but not by gender. There are a 
number of indicators however, that on the whole, women are not performing quite as 
well as men. Disaggregation of the gender figures suggests that African women find it 
hardest to graduate.

The first indicator is that women do not form as high a proportion of graduates as they 
do of enrolments. Table 4.6 provides a breakdown of graduates between 1999 and 2003, 
which shows that of the 800 graduates produced by UCT over this period, 55 per cent 
were female and 45 per cent male.

Table 4.6 MBChB graduates at UCT by gender, numbers and percentages of total, 1999 to 2003

Year Male Female Total

No. % of total No. % of total No. %

1999 90 49 92 51 182 100

2000 47 35 87 65 134 100

2001 83 51 79 49 162 100

2002 72 43 95 57 167 100

2003 68 44 87 56 155 100

All 360 45 440 55 800 100

Source: DoE HEMIS database (2004)
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Since males formed 40 per cent of the enrolments and women formed 60 percent, 
the relatively lower proportion of female graduates and the higher proportion of male 
graduates (which translates into lower ‘graduation rates’ for women) could indicate that 
male students are performing better. The further disaggregation that follows, and which 
shows the interconnection between race and gender, is another indication that this is 
the case.

The intersection of race and gender

When one disaggregates enrolment and graduation figures by gender and race and 
considers total enrolments and total graduations over the five-year period, one can see 
that most of the male groups formed about the same proportion of total graduates as 
they did of total enrolments. The proportion of graduates was slightly lower for African 
men (13 per cent of graduates compared with 13.5 per cent of enrolments); for coloured 
men it was slightly higher (7 per cent of graduates compared with 5.5 per cent of 
enrolments) and for Indian men it was also slightly higher (8 per cent compared with 
7.6 per cent). In contrast, white men formed 17 per cent of graduates, while they were 
13.4 per cent of enrolments.

White women also formed a higher proportion of graduates than they did of enrolments 
(27 per cent compared with 24 per cent). In contrast, all the other female groups formed 
lower proportions of graduates than of enrolments. For African women it was 12 per cent 
compared with 16 per cent, for coloured women 9 per cent compared with 12 per cent, 
and for Indian women 7 per cent compared with 8 per cent. Considered on a year by 
year basis, the differences translate into lower graduation rates for these groups.20 

Table 4.7 MBChB enrolments at UCT Medical School by race and gender, numbers and 
percentages of total, 1999 to 2003

Male Female

Afr. Col. Ind. Wh. Total
male

Afr. Col. Ind. Wh. Total
female

Total

1999 151 69 85 165 470 162 104 81 263 610 1 080

2000 148 56 87 144 435 177 111 87 260 635 1 070

2001 148 70 89 143 450 183 134 87 247 651 1 101

2002 132 53 75 133 393 171 133 86 257 647 1 040

2003 139 47 72 128 386 180 138 101 239 658 1 044

Total 718 295 408 713 2 134 873 620 442 1 266 3 201 5 335

% of 
total 13.5 5.5 8 13 40 16 12 8 24 60 100

Source: DoE HEMIS database (2004)

20  See Chapter 3 for an explanation of graduation rates.
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Table 4.8 MBChB graduates at UCT Medical School by race and gender, numbers and percentages 
of total, 1999 to 2003

Male Female

Afr. Col. Ind. Wh. Total
male

Afr. Col. Ind. Wh. Total
female

Total

1999 21 17 12 40 90 19 12 11 50 92 182

2000 19 6 7 15 47 14 11 16 46 87 134

2001 20 16 18 29 83 22 12 10 35 79 162

2002 21 12 15 24 72 25 18 6 46 95 167

2003 22 4 15 27 68 16 17 14 40 87 155

Total 103 55 67 135 360 96 70 57 217 440 800

% of 
total 13 7 8 17 45 12 9 7 27 55 100

Source: DoE HEMIS database (2004)

In conclusion, it appears that black female MBChB students, in particular African females, 
are not performing as well as other groups. However, without cohort studies that 
disaggregate statistics by gender as well as race, it is impossible to say how these trends 
are caused, whether through delays, drop outs, exclusions and so on.

The staff profile in the Faculty of Health Sciences

While the race and gender profile of UCT Medical School has changed remarkably in the 
last decade, the same cannot be said for the staff profile. The following analysis refers to 
the faculty as a whole. The figures, which have been supplied by the faculty’s Office for 
Transformation and Equity, do not distinguish between schools, mainly because many staff 
teach across the schools.

The faculty’s Employment Equity Plan notes that a review of employment equity in the 
faculty in 1994 found that the staff were: 

extremely unrepresentative of the demographics of the South African population. 
For example, 44 out of 45 professorial posts were held by white males, 89% of 
senior academics were white (and of these close to 70% white males) and 70 
per cent of registrar training posts were filled by whites. This general picture has 
persisted virtually unchanged since that first audit. (FHS 1999: 10)

The restructuring of the faculty from 44 departments to five schools and 11 departments, 
which began around 1999, not only changed the balance of power between the 
disciplines,21 it also created opportunities for new appointments from what the plan calls 
‘PDGs’ (previously disadvantaged groups). The equity plan anticipated that the restructuring 
would facilitate efforts to fill senior academic posts at lower level, since larger units would 
not require the same number of professors for teaching and other academic activities:

21  Today there is only one School of Adult Clinical Medicine to represent all the clinical disciplines, including the 
traditionally powerful disciplines of medicine and surgery. The other schools are: School of Health and Rehabilitation 
Sciences (including nursing), School of Child and Adolescent Health, School of Biomedical Sciences and School of 
Public Health and Family Medicine.
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Put simply, with fewer departments, it will be easier to trade in professorial 
level posts for lecturer or senior lecturer posts which could be used to develop 
capacity of talented PDGs. (FHS 1999: 20)

Although the equity plan provides a detailed breakdown by race, rank and gender for 1998, 
it is difficult to draw comparisons with subsequent figures provided by the faculty (FHS 
2004) because the latter tables are much more detailed, containing sub-categories that are 
not identified in the earlier tables. The following comparison of the figures for 1998 and 
2004 for senior staff (professors, associate professors and senior lecturers) must be seen 
in the light of the fact that the 1998 figures include permanent staff only, while the 2004 
figures include staff on open-ended contracts with conditions of service that are fairly similar 
to those for permanent staff. The 1998 report lists three black professors (one African and 
two coloured), one Indian associate professor and no black senior lecturers. The figures for 
2004, which include the category of contract staff mentioned above, list ten black professors 
(one African, three coloured and six Indian), four black associate professors (one African, 
one coloured and two Indian) and nine black senior lecturers (two African, three coloured 
and four Indian). Overall, the numbers indicate a sharp drop in white professors (mostly 
due to retirement, we were told), and increases in the numbers of associate professors and 
senior lecturers (mostly due to ad hominem promotions, we were told). 

Seen generically, black staff constituted 5 per cent of the senior staff in the 1998 figures and 23 
per cent in the 2004 figures (6 per cent of professors, 5 per cent of associate professors and no 
senior lecturers as opposed to 24 per cent, 15 per cent and 28 per cent respectively in 2004).

Where gender is concerned, the 1998 figures list 45 male (88 per cent) and six female 
(12 per cent) professors, 13 male (68 per cent) and six female (32 per cent) associate 
professors and six male (40 per cent) and nine female (60 per cent) senior lecturers. The 
tables for 2004 suggest a decline in male professors, but increases for males in the other 
senior ranks. The tables list 35 male (85 per cent) and six female (15 per cent) professors, 
14 male (54 per cent) and 12 female (46 per cent) associate professors and 14 male (44 
per cent) and 18 female (56 per cent) senior lecturers. 

Overall, women formed 25 per cent of senior staff in the 1998 figures (12 per cent of 
professors, 32 per cent of associate professors and 60 per cent of senior lecturers) as 
opposed to (15 per cent, 46 per cent and 56 per cent respectively) in the 2004 figures. 
Although the proportions of women are increasing at all senior levels they still form a 
very small proportion of the professoriate.

In interviews with faculty staff, we were reminded of the complexities of staff transformation 
in a faculty that has been predominantly white and male. If the institution is to rely on natural 
processes of attrition (as UCT does), then it takes time for new posts to become available. 
It also takes time to ‘grow the new timber’ to take up those appointments because there 
is a further inevitable time lag between an undergraduate’s enrolment and their potential 
employment to an academic post. It takes a minimum of 15 years to become a specialist 
and 30 years or more to become a full professor. It is not surprising therefore that there are 
few African staff at UCT, at least drawn from its own ranks. This does not, however, explain 
the very low numbers of coloured and Indian staff, considering that coloureds and Indians 
have been permitted to study medicine at UCT since the 1930s, albeit initially at pre-clinical 
level only. Likewise, there are few women at the most senior levels although they have been 
permitted to study at the medical school since its inception. There can be no doubt that other 
factors have militated against the employment of people of colour such as entrance criteria 
for postgraduate study and institutional culture. The 1999 equity plan notes that: 
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Norms and practices in the Health Sciences Faculty have in the past reflected 
stereotypic notions of what constitutes excellence and what is valued in the 
Faculty. These cultural practices are important barriers to the recruitment and 
assimilation of new staff, as well as retention of staff in the Faculty. (FHS 1999: 15)

The research conducted for the transformation report (FHS 2002) included focus groups 
with staff, including black staff. The report quotes numerous comments by current black 
staff on issues associated with institutional culture and social practices, poor interpersonal 
communication between staff of different races, exclusion of black academic staff from 
information that would advance their careers (such as research opportunities) and 
discrimination in selection and promotion procedures. Gender discrimination issues are 
discussed further in this chapter in relation to postgraduate study.

Recruitment

Ironically, now that the faculty is keen to employ black staff and is making concerted 
efforts to find them, it is also competing with many other employers who are trying to 
transform their professional ranks and who are prepared and able to pay high salaries to 
do this. This competition is in addition to that which has long been presented by private 
practice, which has always offered better financial opportunities.

The equity plan notes that as conditions of service in the public sector continue to deteriorate: 

the attractiveness of the university as a site for skilled black or female graduates 
will continue to decline, particularly in competition with the private sector. 
Service conditions in health facilities are intimately linked to the nature of the 
work by staff in the Health Sciences Faculty. (FHS 1999: 11)

Specialisation at UCT: race and gender issues

While the demographic profile of UCT undergraduate students has changed considerably, 
the picture at postgraduate level is somewhat different. Few black and women 
students go on to specialise, although the numbers are increasing. Table 4.9 shows the 
disproportionately low percentages of black enrolments at M Med level compared with 
black enrolment percentages for the MBChB degree. At the same time, it also shows a 
quite rapid increase in black M Med enrolments as a proportion of total enrolments. The 
increase from 26 per cent in 1999 to 39 per cent in 2003 is in effect a 50 per cent increase.

Table 4.9 UCT MBChB and M Med enrolments, percentage of black students, 1999 to 2003

Year Black students as percentage
of MBChB enrolments

Black students as percentage
of M Med enrolments

1999 60 26

2000 62 31

2001 65 32

2002 62.5 36

2003 65 39

Sources: DoE HEMIS (2004); FHS (2005)
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The disproportionately low percentages of female enrolments at M Med level is 
highlighted in Table 4.10. However, the table also shows a quite rapid increase in female 
M Med enrolment proportions. The increase from 28 per cent to 37 per cent is a 32 per 
cent increase.

Table 4.10 UCT MBChB and M Med enrolments, percentage of female students, 1999 to 2003

Year Female students as percentage 
of MBChB enrolments

Female students as percentage 
of M Med enrolments

1999 56.5 28

2000 59 28

2001 59 31

2002 62 37

2003 63 37

 Source: DoE HEMIS (2004); FHS (2005)

Disaggregating the figures further to show the intersection of race and gender (see Table 
4.11) we see the following trends:
• There have been steady and substantial decreases in the proportion of white men, 

from 227 (52.7 per cent) in 1999 to 143 (34.5 per cent) in 2005; 
• White female enrolments have varied from 91 (21.1 per cent) in 1999, to a low of 85 

(19.9 per cent) in 2000, up to a high of 105 (24.9 per cent) in 2002 and back to 101 
(24.3 per cent) in 2005;

• Indian men numbered 31 (7.2 per cent) in 1999, decreasing to a low of 18 (4.3 per 
cent) in 2002 and then increasing again to 27 (6.5 per cent) in 2005;

• Indian females have increased from ten (2.3 per cent) in 1999 to 18 (4.3 per cent) in 
2005, although they dipped to eight (1.9 per cent) in 2000 and 2002; 

• Coloured female students have increased steadily from nine (2.1 per cent) in 1999 to 
19 (4.6 per cent) in 2005;

• Coloured male students increased from a low of 17 (3.9 per cent) in 1999 to a peak 
of 26 (6.1 per cent) in 2000, declining to 17 (4.1 per cent) in 2005;

• African female enrolments increased steadily from nine (2.1 per cent) in 1999 to 
37 (8.9 per cent) in 2005; and

• African male enrolments increased from 37 (8.6 per cent) in 1999 to a peak of 
61 (14.5 per cent) in 2002, dropping to 53 (12.8 per cent) in 2005. 

Further analysis of the figures for 1999 to 2005 for M Med enrolments show distinct 
differences in choices of specialisation along race and gender lines.

Table 4.12 shows the specialisations of choice for particular racial groups at UCT. Most 
of the African enrolments are in obstetrics and gynaecology and most of the white 
enrolments are in anaesthesiology. Indian students have tended to favour medicine, while 
paediatrics has been a common choice among coloured students, although psychiatry 
and medicine also feature. The reasons for these differences require further qualitative 
research which is beyond the scope of this study. 
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Table 4.11 UCT M Med enrolments by race and gender, 1999 to 2005

Year 1999 2000 2001 2002 2003 2004 2005

African male 37 45 50 61 55 59 53

% 8.6 10.5 11.7 14.5 13.1 13.0 12.8

African female 9 15 19 31 35 34 37

% 2.1 3.5 4.5 7.4 8.3 7.5 8.9

Coloured male 17 26 24 23 21 20 17

% 3.9 6.1 5.6 5.5 5.0 4.4 4.1

Coloured female 9 11 12 12 15 20 19

% 2.1 2.6 2.8 2.9 3.6 4.4 4.6

Indian male 31 28 23 18 23 26 27

% 7.2 6.5 5.4 4.3 5.5 5.7 6.5

Indian female 10 8 9 8 14 13 18

% 2.3 1.9 2.1 1.9 3.3 2.9 4.3

White male 227 210 195 163 166 177 143

% 52.7 49.1 45.8 38.7 39.5 38.9 34.5

White female 91 85 94 105 91 106 101

% 21.1 19.9 22.1 24.9 21.7 23.3 24.3

Table 4.12 Specialisations with the highest number of enrolments by race, 1999 to 2005

Year   African  Coloured   Indian       White

1999 Medicine

Surgery

Psychiatry Medicine Anaesthesiology

2000 Obs. & Gyn.

Surgery 

Obs. & Gyn.

Psychiatry

Medicine Medicine

2001 Obs. & Gyn. Paediatrics Medicine

Paediatrics

Public Health

Anaesthesiology

2002 Obs. & Gyn. Diagnostic 

radiology

Paediatrics

Public Health Anaesthesiology

2003 Obs. & Gyn. Medicine

Paediatrics

Psychiatry

Medicine Anaesthesiology
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Year   African  Coloured   Indian       White

2004 Obs. & Gyn. Medicine

Paediatrics

Medicine Anaesthesiology

2005 Obs. & Gyn. Medicine

Paediatrics

Medicine Anaesthesiology

Source: HSF (2005) 

There are also clear differences along gender lines. Closer analysis of the figures 
for 1999 to 2005 (see Appendices 3 and 4) show that the top five choices of male 
students across the seven-year period were medicine, surgery and anaesthesiology, with 
paediatrics, orthopaedic surgery, obstetrics and gynaecology and psychiatry featuring less 
prominently. The top three choices for women students have been psychiatry, paediatrics 
and obstetrics and gynaecology, with medicine, anaesthesiology, pathology (anatomical) 
and public health featuring less prominently. 

To some extent these rankings reflect the number of posts available in the particular 
speciality. Obviously the common specialities such as surgery, medicine, and 
anaesthesiology will always feature relatively prominently. Given the predominance of 
males at postgraduate level, it is not surprising that there are also relatively large numbers 
of males in these specialisations. What is significant is that the male:female proportions 
in these disciplines do not reflect the gender proportions across the specialisations as a 
whole. If they did, then females would constitute between a quarter to more than a third 
of enrolments in each speciality. Instead, some specialisations (particularly the top three 
choices – surgery, medicine and anaesthesiology) are almost entirely male. Surgery is 
the most extreme example. Concomitantly, there are some specialisations where women 
are in the majority. Public health in 2004 and 2005 is the most striking example. Here, 
women formed between 80 per cent and 93 per cent of the total enrolments respectively. 
Psychiatry is another discipline where women were in the majority in every one of the 
seven years analysed (51 per cent to 68 per cent) with the exception of 2000, when they 
formed only 47 per cent of the total enrolments. 

It is interesting to consider whether these trends are in line with the international view that 
women are attracted to specialisations that are particularly suited to (traditional conceptions 
of) their gender. In other words are they attracted to those specialisations that are in tune 
with traditionally feminine roles and strengths or which are less physically demanding 
(requiring less physical strength and stamina and with more predictable hours and less 
overtime work)? Certainly, there were virtually no women students in orthopaedic surgery 
in the period studied and they also formed a very small proportion of surgery enrolments. 
Nonetheless, there are significant numbers of women in anaesthesiology (which is 
associated with surgery) and in obstetrics and gynaecology (which is not only a surgical 
discipline, but demands long and unpredictable hours). Dermatology is often quoted as the 
specialisation of choice for women, so it is interesting to consider why it is not a significant 
choice for women at UCT. Although women formed between 33 per cent and 75 per cent 
of total dermatology enrolments across seven years, the numbers were very low – between 
three and nine students a year across the seven years analysed. This is not surprising when 
one considers that Dermatology is only a division within the Department of Medicine and, 
according to the FHS Student Handbook for 2005 (FHS 2005b) it had only two full-time 
staff members. 

Fr
ee

 d
ow

nl
oa

d 
fr

om
 w

w
w

.h
sr

cp
re

ss
.a

c.
za



Doctors in a Divided Society

60

Another possible interpretation is that there needs to be a critical mass of female students 
in a specialisation for it to ‘take on’ and become a popular choice for women (a kind of 
‘comfort in numbers’ principle). This is not unlikely if the complaints about male attitudes 
towards women in the surgical disciplines which are quoted later in this chapter, are 
correct. Other factors could be the absence or presence of female role models among the 
academic staff.

Surgery at UCT

The surgical disciplines are arguably the most prestigious – and well-paid – specialisations 
in the medical profession. They are also, traditionally, the preserve of men. Very few 
women at UCT were studying surgery in the seven-year period and some surgical 
disciplines had no women students at all. When one brings race into the equation, 
white males have dominated the surgical disciplines, followed by African males and 
white women. There were no African or Indian women in any of the surgical disciplines 
between 1999 and 2005. There were very few coloured women, not more than one per 
year, and even white women were few and far between. The greatest number of white 
female enrolments was in 1999 when out of a total of 101 surgical enrolments, ten were 
white women. Thereafter, total enrolments in these disciplines ranged from 73 to 93 
students a year and numbers of white females ranged from two to five. Tables 4.13 and 
4.14 indicate the race and gender breakdown for the surgical disciplines.

According to Professor Leslie London, the surgical disciplines were often criticised for not 
attracting enough black postgraduate students. The problem was that many black students 
did not meet the criteria set for entry into the specialist and sub-specialist training 
programmes. One of the professors has recently proposed that they should try to raise 
funds to pay for a post for a black candidate, who would be given the experience and 
training to enable him/her to meet the criteria for entry and enter the programme.

Table 4.13 M Med enrolments for all surgical disciplines by race, 1999 to 2005

Year Afr. % Col. % Ind. % Wh. % Total % *

1999 12 12 4 4 9 9 76 75 101 100

2000 13 14 4 4 8 9 68 73 93 100

2001 12 13 4 5 7 8 61 73 84 100

2002 10 14 3 4 6 8 56 75 75 100

2003 10 17 6 8 5 7 52 71 73 100

2004 13 20 5 6 5 6 55 70 78 100

2005 16 20 5 6 5 6 54 67 80 100

Total 86 15 31 8 45 8 422 72 584 100

Source: HSF (2005)
* Percentage totals may not add up to 100% because of the effects of rounding off
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Table 4.14: M Med enrolments for all surgical disciplines by race and gender, 1999 to 2005 
(percentages)

Year A/M A/F C/M C/F I/M I/F W/M W/F Total*

1999 12 0 2 1 9 0 65 10 100

2000 14 0 3 1 9 0 70 3 100

2001 14 0 4 1 8 0 70 2 100

2002 13 0 4 0 8 0 70 5 100

2003 14 0 7 1 7 0 64 7 100

2004 17 0 5 1 6 0 64 6 100

2005 20 0 5 1 6 0 62 5 100

Total 15 0 4 1 8 0 67 6 101

Source: HSF (2005) 
Note: A/M = African male; A/F = African female; C/M = coloured male; C/F = coloured female; I/M = Indian male; 
I/F = Indian female; WM = white male; WF = white female
* Percentage totals may not add up to 100% because of the effects of rounding off

Reasons for trends in female choices and performance

The Transformation Report notes that until the 1960s ‘the norm was that the work of 
women who qualified as doctors would take second place to that of their husbands, a 
view accepted by most women graduates themselves’ (FHS 2002: 10). This might have 
been one reason why the career paths of women doctors tended to be different from 
that of men – they looked for work which could accommodate the demands of marriage 
and children. However, the institutions of medicine also ‘discouraged career progress of 
women into specialities other than those few in which women’s roles as mother and wife 
could be accommodated’. The report quotes an extract from the autobiography of Frances 
Ames, first woman professor in the UCT Medical School, who was appointed professor 
of neurology in 1976. The report says her book traces the obstacles that confronted her 
when she was offered the opportunity to specialise. She was pregnant at the time but she 
could not work part time since the SAMDC did not accept part-time work for registration 
as a specialist. With so few women doctors in the hospitals, there was no provision for 
maternity leave or crèche facilities.

The thought of women demanding such help never occurred to us. It would have 
entailed contesting male authority. The threat of being considered unfeminine 
and thus sexually undesirable was far too great. The hierarchical structure of the 
medical school and hospital was also never questioned. (Ames 2003: 54, quoted in 
FHS 2002: 71)

After Francis Ames was appointed to the Medical School staff, she was limited by her 
unfamiliarity with male structures of advancement. It never occurred to her to ask for 
a contract at work or to look actively for promotion: ‘I waited humbly for things to be 
bestowed upon me’ (Ames 2003: 55).

Recently the HPCSA made provision for part-time specialist training posts. At UCT there 
has been increased demand for such posts, but only by women. Professor Perez said it 
was unlikely that men would apply for such posts because the salaries were low and 
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most men, because of financial commitments, would not be able to afford to work part-
time even if they wanted to. She said there was concern that if too many people trained 
part-time there would not be sufficient doctors in the wards.

A senior woman professor whom we interviewed spoke of the glass ceiling which she 
had experienced in her career. Ironically it was held against her that she did not have 
children, while one of her male colleagues had a big family to support: 

When I went to request promotion, because I thought I deserved it, I got 
homilies on, ‘But don’t you know about Fred with his five kids?’ As though 
that’s got anything to do with my promote-ability. 

She said she had only become a full professor on account of a ‘feminist’ male mentor 
who had seen what she could ‘bring to the table’. 

The importance of women, particularly black women, to the profession, is illustrated 
by the following extract from an interview with Dr M, a female gynaecologist who is 
coloured and Muslim:

And when I got into Medicine, the next step was women’s health, partly 
because coming from a Muslim community, which is a very strict community, 
I realised that there was a big role for this – because a lot of women…would 
not go to see a man because of their fear of their sexuality; and I just felt that 
this was a need, there was a need for a woman…I’m the first female Muslim 
[coloured] obstetrician gynaecologist in private practice…in the Western Cape –
so I knew that was a niche that needed to be filled.

Professor Leslie London, the faculty’s transformation officer, said they had noticed that 
although graduates have been predominantly female for many years, the students entering 
specialisation have been predominantly men. Initially their focus for employment equity 
for registrars was on race: 

We were very chuffed – we managed to get it up from some insignificant 
figure like 12 per cent up to 25 per cent or something. And then we looked 
at the gender profile – it did not change a single iota, and we realised that we 
graduated more women, but they’re not coming in to specialise. 

He explained that one of the reasons for women not specialising in surgery was ‘the 
unwelcoming environment’:

If you’re a woman in surgery, you’re automatically seen as somebody who’s 
going create trouble for everyone else. You know, you’re going to get pregnant, 
so they’re going to have to cover for you – and this is a complaint from the 
surgeons – there are no provisions for locum support if a woman, a surgical 
trainee, goes off for maternity. So the rest, men and women, have to cover. 

The fact that nurses are also mainly women does not seem to help the female doctor. 
The relationship between female doctors and nurses is complex, we were told, and not 
always a happy one. Both have experienced the negative side of the medical patriarchy, 
and in this sense are equals, yet the medical profession remains hierarchical, with doctors 
usually at the helm of teams. Women nurses find themselves having to submit to the 
authority of those who they might otherwise regard as comrades in arms. Although many 
departments at Groote Schuur Hospital pride themselves on their team approach, the 
difficulties clearly persist.
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Dr M, quoted earlier, trained and specialised at Groote Schuur. She felt the nursing staff 
judged women doctors more critically. If male doctors were moody, they were ‘having 
a bad day’. If a female doctor was moody, she was ‘a bitch’. The nurses tolerated male 
doctors laying down the law, but not female doctors. In her field, the midwives felt there 
was no difference between them and the female gynaecologist. 

Working in the public service

The practical training which medical 
students must undergo brings them 
into direct contact with conditions 
in the public service, in particular 
the shortages of doctors and nurses. 
Junior doctors work very long hours 
and complain repeatedly to the 
press that they feel exploited. Even 
though their contracts state that 
they may not work more than 80 
hours overtime a month, they are 
required to work much longer hours 
than this. A particularly dramatic 
report in the Cape Argus in June 
2005 showed that junior doctors at 
Somerset Hospital worked up to 188 
hours of overtime in one month – 
an average of 47 hours a week. For example, one doctor worked 120 hours’ overtime in 
January and February, 162 in March and 146 in April. Another worked 162 overtime hours 
in January, 138 in February, 146 in March and 167 in April (Cape Argus, 23 June 2005).

Black junior doctors experience additional difficulties. Dr M described her education as 
‘education via victimisation and humiliation’. About working in the public service she had 
this to say:

You were unhappy, you 
were overworked, you 
were underpaid, you were 
under-appreciated; there 
was a lot of politicking. 
You often felt that you 
were victimised because 
of the colour of your skin, 
honestly…Being a hard 
worker, not having any 
major catastrophes to your 
name, being successful 
at what you were doing, 
doing it well, putting in 
the extra mile, was never 
rewarded, never, in the 
public sector.

Waiting room in a public-service clinic

Reception area in a private-sector clinic
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And…friends of mine would say, ‘Don’t you realise it could be the colour of 
your skin? Don’t you realise it could be the fact that you’re a woman?’ You try 
and have that be the last thing that you jump onto. 

Dr M said she enjoyed working in private practice because she experienced so 
much support: 

There is politics, bear in mind, but very subtle; everybody here has been very 
supportive, and hasn’t been, ‘Oh, my God, you’re coming out into private 
practice, you’re going to steal all our patients.’ 

Conclusion 

Analysis of the history and transformation of student and staff profiles at UCT highlights 
the close but complex interrelationships between profession, professional education and 
government policy. Under apartheid, UCT complied to a large extent with government 
policies of racial segregation, as did other universities and the major professional bodies, 
but some outstanding individuals are said to have acted consistently in the best interests 
of their students, irrespective of their race. Today, the university (which graduated 
its first African student in 1990) is attempting to redress the inequities of the past by 
enrolling more black students than whites (African and coloured students in particular), in 
accordance with university policies and the requirements of the HPCSA. In Chapter 5 we 
consider the ways in which it has transformed its curriculum in line with the new national 
emphasis on primary health care and problem-based learning.

Gender transformation has been rapid and far-reaching, to the point where the faculty is 
actually seeking out male applicants to restore a 50:50 balance from the current ratio of about 
65 per cent female to 35 per cent male. The feminisation of undergraduate classes has not yet 
translated into similar proportions at postgraduate level, however. Here, white males continue 
to dominate enrolments, particularly in the surgical disciplines. However, closer analysis of the 
figures shows a steady decline (37 per cent) in numbers and proportions of white males in 
M Med enrolments, from 227 (52.7 per cent) in 1999 to 143 (34.5 per cent) in 2005. In the 
same period African female enrolments increased by 311 per cent from nine (2.1 per cent of 
total enrolments) in 1999 to 37 (8.9 per cent) in 2005. African male enrolments increased by 
43 per cent from 37 (8.6 per cent of total enrolments) in 1999 to 53 (12.8 per cent) in 2005.

The slowest rate of demographic change has been among the ranks of senior staff, the 
professoriate in particular, which remain predominantly white and male. This is not surprising 
given the demographic history of enrolments and the fact that it takes about 30 years to 
train a medical professor. Coloureds and Indians have been permitted to study at UCT since 
the 1930s (at undergraduate level at least) so it is surprising that they do not form a higher 
proportion of senior staff. Clearly there are other factors militating against transformation of 
the staff profile. The report on transformation which the faculty has produced, shows that 
transformation is not merely about changing numbers through provision of physical access. 
It is also about transforming consciousness, demonstrated in daily interactions that contribute 
to the structuring of institutional culture and professional milieu. In this respect, some female 
and black staff continue to feel that they are not quite ‘at home’ in the faculty.
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CHAPTER 5

A case study of transformation: The 
new MBChB curriculum at UCT

Asked by a consultant22 to diagnose a patient with a high fever, I cited a list of 
all the conditions associated with such a fever and pulse rate. The consultant 
said to me: “I’m afraid you’re wrong, my son. This person has the flu.” As a 
medical student at Groote Schuur Hospital one never got to see a patient with 
the flu, because they would not be admitted. (Professor Padayachee, who 
studied medicine at UCT in the 1970s)

At the heart of the model of profession and professional education which underpins this 
study lies the curriculum – the particular configuration of knowledge, skills and values 
transmitted and acquired, explicitly or tacitly, through the education process. Relationships 
between a curriculum, the professional labour markets and national and international 
professional milieu are varied and complex. The traditional tolerance of ivory tower 
seclusion has given way to demands that universities become more responsive to the 
needs of society and the labour market. Medical education, because of its essentially 
practical focus, has never been able to divorce itself from society. However, which society 
does it serve? The élite, who can afford expensive medical intervention, or the poor, who 
rely on the state for the most basic services? In the educational process, whose interests 
come first: the educator’s or the student’s? In this chapter, we explore these questions in 
relation to curriculum changes at UCT.

UCT’s new MBChB curriculum, introduced in 2002, is arguably the most profound of all 
the changes that were introduced at UCT after 1999. It soon became the subject of heated 
dinner table gossip in Cape Town (Cape Argus, 18 June 2001), even though the changes 
introduced were not particularly revolutionary, were in line with international trends and 
in accordance with the prescriptions of the HPCSA. Similar adjustments had been made at 
medical schools internationally (Roberts 2004) and other universities in South Africa had 
already introduced similar changes. 

The truth is that the old curriculum, with its chalk and talk lectures, bedside and tertiary 
hospital focus and with its disjuncture between pre-clinical and clinical years, did not 
accord with the new national emphasis on primary health care. It was out of line with 
modern, learner-centred educational methods and risked overloading students with 
information. The innovations, which began in 1993, were the first in more than 30 years 
and, in international terms, long overdue. 

Drivers of curriculum change

During interviews, UCT academics motivated the curriculum changes as described in 
this section:

In the first place, they said the burgeoning of new knowledge in the medical field has 
been a major impetus for change internationally as well as at UCT. This means that 
students must cope with vast amounts of information and universities were formerly 
in danger of turning out rote learners. Once they had made it through the tedious 

22 This is the designation given to a medical specialist in a public hospital.
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curriculum, new doctors might feel that their knowledge was sufficient for a lifetime’s 
practice, but in a very few years, their knowledge would be outdated and they might risk 
being sued for medical malpractice unless they continually updated their knowledge and 
resharpened their skills. For this reason they had to be trained to be ‘lifelong learners’ 
and to ‘understand that they can never know everything and they will always need 
assistance’ (Professor Nicky Padayachee, former Dean). 

To develop a lifelong learning approach, students must acquire a range of generic skills: 
communication skills, IT skills, information literacy skills and transferability skills. Above 
all, they need to ‘learn how to learn’. All these skills are now major features of the new 
curriculum at UCT. Students also need to learn how to work in teams, respect other 
health professions and refer when appropriate.

A doctor today doesn’t know as much as a speech therapist or an occupational 
therapist, or a physiotherapist in their fields. In the olden days he or she may 
have, because there weren’t those kinds of disciplines – but now they know 
more than you know in their fields. But how do you know what they know? 
How do you know when to refer to them – if you don’t know what they’re 
learning? And then how do you respect the fact that they may have different 
skills and that you’re just part of the team, you’re not on top of the team? So 
we started teaching in teams…where the different disciplines learn together. 
(Professor Padayachee) 

The second major reason for curriculum change at UCT, the academics said, lay with the 
findings of educationists and cognitive psychologists that people ‘learn best in context’ 
and that educators should be more ‘learner-centred’. This has led to UCT’s new emphasis 
on early clinical contact: 

The idea was that if we could show our medical students from day one, the 
utility of learning the anatomy, the physiology, the bio-chemistry, because it had 
a real application to a patient, and if we were to introduce them to that patient 
from day one, the learning would be deeper and richer. (Professor Janet Seggie, 
portfolio manager in charge of undergraduate curriculum transformation)

UCT has also been affected by the world-wide emphasis on problem-based learning 
which is a major theme of this study. It is discussed in general in Chapter 3 and taken 
further in Chapter 6. 

Finally, they said, there has been an international shift of emphasis towards the primary 
health-care approach and this has had a profound effect on South African policy and 
practice. It underpins all recent reforms in the health system, is one of the principles of 
the UCT Faculty of Health Sciences Charter adopted on 9 May 2002, and has pushed the 
UCT curriculum into a community- as well as problem-oriented focus.

This policy shift has coincided with the realisation that while medical students learn 
clinical skills at the bedsides of hospitalised patients, very few doctors actually attend to 
patients in hospitals, even in the private sector. As Professor Padayachee put it:

We talked about beds, and we taught students at the bedside, we talked about 
bedside manners and bedside teaching…and in fact the vast majority of doctors 
that graduate never see a patient in a bed, because hardly anybody does 
home visits. You see a patient in your surgery or in the street if they have 
an accident. 
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All of these changes are consistent with the regulations compiled by the HPCSA (2002a), 
which are discussed in greater detail in Chapter 2.

The following sections of this chapter describe the changes in the UCT curriculum 
through the eyes of four important players: the dean of the faculty at the time of the 
major changes, the portfolio manager for undergraduate curriculum transformation, the 
director of the faculty’s Education Development Unit and the portfolio manager for equity 
and transformation who is also a professor of public health. 

Introduction of the primary health-care approach

At a faculty assembly in the early 1990s, Dr Mamphela Rampele charged the FHS with the 
task of undertaking curriculum reform in line with the primary health-care philosophy. 
As a result, the faculty pledged to effect the necessary curriculum changes, although at 
first these were somewhat modest. For example, in 1993, UCT was the first South African 
medical faculty to appoint a chair of primary health care, Professor Duma Baqa, who has 
since died. The real change began in about 1999, after the appointment of the first black 
dean, Professor Nicky Padayachee. 

Illustrating the primary health-care approach in an interview, Nadia Hartman, director of the 
faculty’s Education Development Unit, asked us to imagine a patient who had developed 
pancreatitis as a result of alcoholism and had been admitted to Groote Schuur Hospital. 
She said the traditional bio-medical and relatively enlightened clinician would treat the 
pancreatitis and then refer the patient back to the primary care (clinic) if further non-
specialist treatment was needed and also, perhaps, to Alcoholics Anonymous (AA). A 
‘transformed’ doctor committed to primary health care would provide the necessary 
medical treatment, but would also engage the patient in a one-on-one conversation about 
the consequences of continued drinking. This practitioner would also refer the patient 
to AA and perhaps to other members of the health profession team, for example, an 
occupational therapist, if there were work issues involved, and would also monitor the 
implications if the patient were discharged. What would happen to the family, especially 
financially? How would the family cope and how could they help in the rehabilitation 
process? What support structures were there in the family and/or in the community? 

The practitioner would also engage in advocacy and spend some time on health 
education in the community, especially on the issue of alcoholism; giving talks at schools, 
engaging in projects or facilitating similar initiatives undertaken by other members of the 
health team or by community workers.

In contrast to more traditional medical practitioners, the primary health care-oriented 
doctor looks at the ‘whole person’, is involved in advocacy and facilitates relevant 
initiatives that involve health concerns such as AA. The notes they take are fundamentally 
different and are ‘comprehensive whole-patient care notes’. To become such a doctor,

the value shift to make is [towards]…an orientation to social justice; and you 
put a social justice agenda at the heart of your advocacy. (Nadia Hartman)

When teaching, such a practitioner would role-model for the students a doctor/patient 
relationship in which the doctor is not patronising, does not simply tell the patient what 
to do, but rather uses a counseling approach to encourage the patient to participate in 
his/her treatment and take responsibility for his/her condition. Furthermore, this kind of 
doctor will also ask his/her students to explore the socio-economic and political causes of 
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alcoholism and the incidence and prevalence of alcoholism in the Western Cape. In this 
way they would come to see that pancreatitis is the end point of a far more fundamental 
social illness in the Western Cape. 

It is debatable whether the new curriculum at UCT reflects the full import of the vision of 
primary health care described above. Nonetheless, every first-year student is introduced to 
primary health care in the first year and instruction is community-based wherever feasible.

In the first year, in addition to courses in the basic sciences, every student in the FHS 
(including doctors, nurses, physiotherapists, occupational therapists and communication 
sciences and disorders students) studies two professionally-oriented semester-length 
courses. The first is entitled Becoming a Professional and aims to promote the ‘conduct, 
attitudes and values associated with being a professional as well as being a member of a 
professional team’ (FHS 2005). Here they learn interpersonal skills, communication skills, 
information literacy and computer skills. There is a component on developing awareness 
of HIV/AIDS, which provides a basis upon which future HIV/AIDS learning is based. The 
second semester course is entitled Becoming a Health Professional. Here students are 
introduced to the primary health-care concept and are required to apply the knowledge, 
skills and values from the first-semester course to a community-oriented project in order 
to develop an awareness of the important contribution health-care professionals make in 
maintaining the health of people in communities. 

In the second year, the various disciplines go their separate ways, learning skills 
appropriate to their profession in separate courses. Medical students study a course 
entitled Becoming a Doctor, which runs over Semesters 3 to 5 and has three main 
sections: clinical methods, language and communication (including courses in professional 
communicative competence in Xhosa and Afrikaans) and health-care practice. Here the 
students learn and practise basic skills required for working with patients, including the 
essential elements of interviewing skills, history-taking and physical examination, along 
with concepts of professionalism and human rights. 

Problem-based learning tutorials

UCT has introduced a problem-oriented rather than problem-based approach, which 
provides lectures as well as problem-based sessions. The approach is thought to be less 
alienating for senior staff who are used to lecturing and also more suitable for students 
who come from a schooling system that encourages rote learning.

Professor Janet Seggie, who is head of the Division of Internal Medicine in the 
Department of Medicine as well as portfolio manager in charge of undergraduate 
curriculum transformation, said PBL risked alienating the faculty’s best scientists who 
were used to giving lectures to big groups of students (often around 200) in big lecture 
theatres. As a result, UCT had chosen to develop a curriculum that retained some of the 
traditional features, while introducing some more contemporary ones. This meant they 
continued to provide a stage for the best scientists to deliver ‘all-embracing lectures which 
would underpin the knowledge required for a particular case’. These scientists had 
also been persuaded to come on board as facilitators and some seemed to be enjoying 
the process.

Professor Seggie said it was easy for clinicians to adapt to the new mode of teaching 
because they were used to teaching small groups at bedsides. All they had to do was 

Fr
ee

 d
ow

nl
oa

d 
fr

om
 w

w
w

.h
sr

cp
re

ss
.a

c.
za



A case study of transformation: The new MBChB curriculum at UCT

69

to ‘stop filling the empty glass’ and rather probe the student’s knowledge by asking 
questions and insisting that the student supply the answer. Some individuals, however, 
had chosen not to be part of the new curriculum. They preferred the traditional 
curriculum and wanted to be left alone. This trend had occurred at medical schools 
elsewhere in the country that had adopted PBL approaches and also internationally. 
Professor Seggie said she thought the students would eventually force these academics 
to function differently as:

the students are no longer content with being talked to by a single lecturer; 
they want to be validated, as you know. ‘Trust us to do the learning, we can 
be trusted.’ And I think that sort of thing will dominate.

Professor Seggie believes that UCT medical school has ‘a very happy middle road 
curriculum’: ‘It’s the best of the traditional and the best of the evangelistic PBL and a 
meld of the two.’ It is also suitable for South African students. She said she was fortunate 
to have been sent overseas to look at a few medical curricula and speak with top medical 
educationists. When they heard about the prevalence of rote learning at South African 
schools, she was advised not to introduce ‘pure PBL’. 

And that’s why we went for the so-called supported problem-based learning; 
supported by lecturers; supported by supplying the learning resources if it 
were necessary; supported by providing material on webCT, if they felt the 
student [inaudible] the case. And we make no apology for doing it. But we 
don’t supply so much that we dampen that need for the student to head to the 
library, to head to the books and do his/her own research.

The class is divided into small groups (currently about ten each, which is not as small as 
they would like). A problem is posed in the form of a patient, initially a ‘paper case’. 

They’re not being asked to find a solution to the patient’s illness, but they’re 
being asked to understand or to discover for themselves, what is the necessary 
anatomy that they must know – physiology, bio-chemistry, microbiology – to 
deal with that patient.

Each group has a facilitator, who could be a professor, like Professor Seggie herself, or 
another medically-trained member of staff. Facilitators who have training in the psycho-
social disciplines (which are also integrated into Semesters 1 to 5) and staff from the Basic 
Health Science Departments in the Faculty (eg. Physiology and Anatomy) are also used. 

The students’ first task is to come up with learning objectives. The facilitator 
guides them gently, saying things like: ‘Well, I think that learning objective is 
appropriate, but I think that’s probably a little bit off-track.’ The students then 
go away and, over a period of seven days, research the knowledge that would 
achieve those learning objectives. They then come back for another facilitated 
session, where they consider, along with the facilitator, whether they are indeed 
on track. After this session, they go and study some more and finally they have 
a further session with the facilitator in which the case is concluded. Each case 
runs over a period of about two weeks. (Professor Seggie)

Cases are based on conditions that are commonly found at primary-care level, such 
as burns, diarrhoea or motor vehicle accidents. In addition to the medical knowledge 
required, students are also required to engage with the social issues associated with the 
condition, such as the fact that many drivers do not have licences.

Fr
ee

 d
ow

nl
oa

d 
fr

om
 w

w
w

.h
sr

cp
re

ss
.a

c.
za



Doctors in a Divided Society

70

Students have to adapt to the PBL approach and are given a two-week orientation at 
the start of the first year. Students accustomed to rote learning have to be changed into 
learners who can apply their knowledge, for this is what the profession is about.

For some kids it’s very hard…because they’re used to being swots, they’re 
used to being rote learners, and it no longer works, because it’s no longer 
good enough just to regurgitate that portion of learning. You’ve got to actually 
analyse it; synthesise it; adapt it; apply it. (Professor Seggie)

Ms Hartman decribed UCT’s approach as ‘structured PBL’. She said it was a carefully 
designed course, in fact more carefully designed than the previous course, with specific 
course outcomes that guide the PBL facilitators. The outcomes specify very clearly what 
students are required to know and do at the end of each case. She described the tutorial 
as ‘the students’ space’: 

Here they have to articulate what it is they know, what they don’t know, what 
they’re confused or uncertain about. The facilitators ask questions based on 
what the students say, not what they want to lecture or tutor them about. 

An important aspect of PBL is its interdisciplinary approach. At UCT scientists, clinicians 
and public health practitioners – who would previously have operated very independently 
of each other − have been brought together by the interdisciplinary process, at least in 
the early stages of the curriculum. The integrated approach is proving to be more difficult 
to implement in the final years.

In Semesters 3 to 5, the course is organised around the systems of the body from the skin, 
which is regarded as relatively easy, to the neurological system which is considered the 
most difficult. For example, over a period of about two months, PBL cases would refer to 
the cardio-vascular system and would involve the most prevalent conditions in the South 
African context. The structured cases could involve as many as 15 disciplinary contributions 
and for this reason, PBL facilitators should not attempt to facilitate the content but rather 
‘the quality and the lucidity of the thinking, particularly the scientific reasoning’. 

Advantages and disadvantages 

Professor Seggie said students who had followed the new curriculum were already 
proving to be far more confident than their predecessors who had been taught under 
the traditional curriculum. She said the fourth-year students she used to teach lacked 
confidence, were scared and didn’t believe they had a knowledge base, even though 
they had been studying for three years already: ‘One had to try to provide some sort of 
comfort zone so that they could actually advance an idea’. The faculty hoped that would 
change with the new curriculum and she believed it had. She had been impressed by the 
confidence of the third- and fourth-year new-curriculum students she had taught so far 
and said they were more willing to engage with her collegially. In the past they would 
have seen her as ‘their exalted teacher’ and themselves as ‘mere students’.

Meanwhile, the introduction of PBL has not been without its critics. Ms Hartman said 
some of the senior basic scientists, particularly the anatomists and physiologists, were 
really unhappy about PBL. Their practicals and a certain number of lectures had been 
retained but they were not happy about their new role as PBL facilitators. For some of 
them, PBL had been ‘a fundamental assault on their identity as teachers’. 
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Ms Hartman was also concerned about the effectiveness of PBL. She said there had 
been very few methodologically-rigorous studies of PBL and there was a need for 
research that would explore whether it really made a difference, and what the nature 
of the difference was. 

Professor Padayachee said UCT had opted for a problem-oriented approach, with some 
lectures and some structured teaching: 

because what they found with problem-based [learning] is that the students are 
very good in terms of their interactive ability with the patients and their ability 
to solve problems and cases, but their core knowledge wasn’t that good, at that 
moment. 

Lecturers agree that the method demands considerable time from academic staff – first for 
those who design the case, then for the 20 or so tutors who are required to facilitate PBL 
sessions, and finally for those who are required to mark numerous continuous assessments. 
Professor London, speaking in his capacity as a professor in public health, said:

I can’t tell you the number of assessments I have to prepare. I lose track. Like 
at the moment my involvement is with Semesters 3 and 5, so we are running 
Semester 3 and Semester 5 simultaneously…There are formative assessments, 
there are summative assessments – it actually drives me mad because I feel like 
I’m always preparing assessments. And then they have self-assessment…

A lot of time is spent on developing the material, developing the cases, fine-
tuning the cases…But…if a case gets re-ordered as happened last year, it was a 
huge amount of work, much more than just moving things around, because we 
had sequenced our teaching…and so we had to find articles related to the new 
case that met our learning objectives...the other disciplines wanted the order 
changed, because for their teaching the logic was to run it in a different way, 
not the same logic our discipline has so we had to re-adapt our material to fit 
the new order. So there’s a huge amount of hidden work and I don’t do any 
problem-based facilitation. So if I was doing that it would be full-time for me, it 
just would be impossible…to do transformation work for the faculty.

Professor London spoke of the stress which faculty members were experiencing, to the 
extent that some had experienced serious health problems. The Department of Public 
Health and Family Medicine was particularly stretched: 

The chief person working in our first three semesters is actually a clinician out 
in Mitchell’s Plain and she has spent half of her time out there and half of her 
time running around on the curriculum here, and she’s desperate because she 
can’t do what she has to do because they’re not filling the posts there. So she 
has to work there and she can’t do what she’s meant to do here. 

Professor London said: ‘You can always get people to work that extra little bit if it’s
just development, but it’s actually the sustaining and the maintenance which is not 
sustainable...you actually need to have posts and then it’s sustainable.’

The cost of community-based teaching

At UCT, the introduction of PBL coincided with staff cuts brought about by a crisis 
in provincial funding and the phasing in of the plan to prioritise primary health care. 
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Academic staff experienced increases in clinical loads at a time when they were also under 
pressure to do research and publish, to undertake increased administrative duties and to 
participate in time-consuming quality assurance assessments by the university, the DoE, 
the Higher Education Quality Committee (HEQC) and the HPCSA. At the same time their 
income was not keeping up with market trends, so they were doing private work as well. 

Ms Hartman, who was involved in the design of the curriculum, said that in the original 
(first draft) design of Becoming a Health Professional, which was developed in 2000, 
students were supposed to spend one day in the community each week of the second 
semester, because there were a number of clinical tasks they could undertake by that 
stage, such as taking blood pressure.

The problem was that they had to be transported to these clinics and this was expensive. 
Furthermore they needed adequate supervision at the clinics, especially because they 
were absolute novices at this stage. Provincial budget cuts meant the public health system 
in the Western Cape was struggling. Beds were being closed at tertiary level and posts 
were being frozen. Furthermore, in line with the primary health-care approach, there was 
devolution of care to the PHC centres. 

The system was in flux, nurses were resigning or moving to the private sector, increasing 
numbers of doctors were emigrating and the faculty was (and still is) in a financial crisis. 
All these factors meant that UCT could not send out new, young students to unsupervised 
facilities. So now they only go out on a limited basis to primary care clinics (or day 
hospitals) from the third to fifth semesters of Becoming a Doctor.

Ms Hartman said that one professor’s innovative response to the budget crisis was 
to design the sixth semester course around buying in general practitioners to do the 
teaching, instead of taking all the students to a community facility. The staff member 
quoted above said these doctor-tutors were very successful. They presented real life 
examples as anonymous cases, going into the minutiae of the patient’s family psychology 
and financial position and of the region where they lived and its economic problems. 

The ongoing financial crisis in the faculty has meant that the curriculum blueprint 
designed for fourth, fifth and sixth years (Semesters 7 to 12), which built on the previous 
exposure to community-based care, also had to be shelved. In July 2004, the faculty was 
informed that UCT had a very large deficit and every faculty, Health Sciences included, 
had to cut their budgets. As a result, the faculty was not able to introduce its new 
programme for senior students which involved taking them out to primary care clinics in 
addition to the Level 2 hospitals which they already visited. 

As late as October 2004, the curriculum planners were still trying to develop a hybrid 
model in which they retained the best elements of the original curriculum blueprint, but 
made it more practical and kept it within the constrained budget. In the process, quite 
fortuitously, they decided it was not only the people at primary health-care clinics who 
did primary health care, but indeed ‘everybody does primary health care, whether it is 
here or at the secondary level.’ 

So what we’ve now got them to do is actually confront at Groote Schuur, what 
primary health care means. It was a very complicated negotiation process, but 
now two key staff members of the primary health-care directorate have become 
involved in integrating primary health care into general medicine.
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It is more difficult in a tertiary institution and at higher levels of the curriculum to make 
cross-disciplinary teaching available, but UCT’s Faculty of Health Sciences still intends 
to introduce it, where feasible, for the full six years of the curriculum. The reason why 
it was difficult to do cross-disciplinary teaching at the senior phases of the MBChB 
programme is because by the time the patient was admitted to Groote Schuur Hospital, 
the condition was so severe that it required specialised treatment and the specialities 
tend to work independently of each other. However, when it manifests in the early 
stages at the primary-care level, it is easier to have generalists, who in effect work cross-
disciplinarily and act as role models for this way of working for the students. However, 
UCT had limited access to primary-care clinics because of resource constraints:

And so the challenge is how much cross-disciplinary work can you get going 
at the tertiary and secondary levels? And that’s the unknown. It’s an assumption 
that it’s more difficult, but we don’t actually know how difficult it is; and you 
can only do it on a case-by-case basis, as the patient presents. (Ms Hartman) 

Academic development/support

Under the old curriculum, students from disadvantaged backgrounds with fewer matric 
points were labelled as ‘disadvantaged learners’ and required to go through a four-year 
instead of a three-year basic sciences course before being admitted into the final three 
clinical years. Professor Seggie said she believed that these students were stigmatised 
and that they never quite lost that stigma. Consequently, it was decided that all students 
who had been accepted would start at the same point. At the end of the first semester, 
the course co-ordinator and relevant staff would review students’ performance in the in-
course and summative assessments. Students who failed Semester 1 were required to go 
into an intervention programme.

Professor Seggie said it might still be argued that some students are being branded 
because they are screened into the intervention programme. ‘But I like to think not, and 
some are escaping the branding’, she said. Furthermore, a few students from advantaged 
backgrounds were also ending up in the intervention programme. In the past their 
problems would not have been addressed:

Their rote learning would continue to have been validated and valued until the 
clinical years, when it would have been obvious they can’t apply anything. So 
they’d come with firsts in the sciences and then get rather drab lower seconds 
and thirds in their clinical years. And also I had the hope that if you melded 
students from advantaged and disadvantaged backgrounds together from the 
beginning, they would grow together and appreciate each other and learn 
from each other. And I think that has happened. And that accounts for the 
confidence that I am seeing. 

Professor Perez said that by the third year one could not distinguish whether students 
came from a disadvantaged or advantaged background. There were ‘high flyers’ that got 
off to a better start, but other students did catch up. In fact in 2003, the student who 
achieved the top honours came from a rural background in KwaZulu-Natal and had 
started off in an academic support programme. He improved to such an extent that 
be became the top student. He passed with first-class honours and ‘swept through the 
prizes that year’. 
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Global competence

The major emphasis of the prescriptions from the HPCSA and government for 
undergraduate medical education is on the production of generalist doctors who are 
able – and willing – to serve in a country that prioritises primary health care. For other 
constituencies of medical schools, including the students themselves and their parents, 
questions are raised about the standards of the new curriculum. Do they conform to 
international standards and will they produce globally competitive doctors?

Professor Seggie emphasised that global competence had never been a problem at UCT 
and was unlikely to be in future. Other countries would ‘give their eye-teeth to have the 
clinical experience our students have’ and put huge pressure on the medical school to 
take their own students for electives or to form alliances. While UCT felt it had enough 
students of its own and could not exploit patients in this way, these approaches were 
evidence of the high regard in which UCT Medical School was held. She concluded:

I don’t believe for a moment that our product will be less internationally 
acceptable – for just that reason. 

Conclusion

The transformation of the UCT medical curriculum is a good example of the effects of 
the professional milieu and professional labour markets on the educational process. South 
African medical schools have lost countless graduates to the international market while 
local health needs compound. New priorities on primary health care have coincided with 
global curriculum trends toward problem-based, learner-centred and lifelong education 
within the primary health approach. This has led to new education guidelines from the 
HPCSA and to their new vision of the ideal medical school graduate as a good generalist 
who is able and willing to work in South Africa, ideally in a community setting. To 
this end, the new curriculum at UCT has an underlying primary health-care focus, is 
community-based and follows a ‘structured PBL’ approach. Whether it will produce the 
kind of doctor that the HPCSA envisages remains to be seen, as the first intake was only 
in 2002.

Meanwhile, the academic staff has a number of issues to contend with. The introduction 
of the new curriculum has coincided with serious budget cuts and reductions of staff. The 
faculty has not been able to introduce some of its most important aspects – for example, 
visits to community centres for first-year students have been curtailed and clinical training 
at the primary-care level for senior students is not as integrated as originally planned. It 
is claimed that the PBL system develops students’ confidence, but some of the critiques 
in the international literature were reflected in the interviews we conducted. We heard 
that PBL is time-consuming and that some staff are opposed to it, although others enjoy 
it. Those who planned the curriculum are aware of the critiques and have opted for a 
middle-of-the-road approach, which incorporates lectures and other learning resources. 
There are difficulties, however, in achieving the integration of disciplines so necessary for 
PBL at senior levels in the MBChB programme.
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CHAPTER 6

The training of rural doctors:
The case of Walter Sisulu University 
Medical School 

Why did I stick around for twenty years? I think, as a person, it was a very 
rewarding time…What I realised very early in my work here is that people 
didn’t have practically anything. So [for] every single person you meet as a 
doctor, you could do something. And then every day I could go home being 
happy that I’d made a little bit of difference in somebody’s life. (Dr Parimalarani 
Yogeswaran, family physician from Sri-Lanka, WSU Medical School)

The town of Mthatha,23 where the medical school at Walter Sisulu University (formerly the 
University of Transkei or Unitra)24 is situated, is the epicentre of a large rural area in the 
Eastern Cape, on the road between East London and Durban. It is important to say this, 
because the location of the medical school in this town is both its raison d’être and the 
reason for many of its troubles. Mthatha was once the thriving capital of the apartheid 
state of Transkei. With the advent of democracy, the Transkei became just one region 
of the much large Eastern Cape province and Bisho, not Mthatha, was made the capital. 
Since then many of the government buildings have emptied and decayed, industries that 
once capitalised on the border industry incentives of the old government have withdrawn, 
leaving many people without work. The largely rural population of about three million 
people is so poor that it is not uncommon for as many as ten people to live off a single 
old age or disability pension.25 AIDS is rife (although not as severe as in some other 
provinces),26 and the exceptionally high suicide rate in the area is thought to be closely 
linked.27 Residents point to the advent of a Pick ’n Pay supermarket, a small new hotel 
and a number of bed and breakfast establishments as signs of an upturn, but to an 
outsider the town looks poor and neglected, if crowded. Meanwhile the university has 
had a troubled history.28 Many academics have left and student numbers have dwindled. 
It remains to be seen whether Unitra’s merger with Border and Eastern Cape Technikons 
will revitalise the institution. One thing is certain: the university would not have survived 
had it not been for the fact that it is the major employer in the town and that it also 
hosts an important medical school, generally regarded as a kind of oasis in an 
inhospitable environment.

The medical school is also the major support for the health facilities in and around Mthatha: 
the old Mthatha General Hospital with its new adjacent psychiatric hospital, the new 
Nelson Mandela Academic Hospital and five community health centres, established in the 
1990s with the support of the Kellogg Foundation, to provide primary health care and a 

23 Previously called Umtata.
24  The WSU was officially established on 1 July 2005, the product of a merger between Unitra and Border and Eastern 

Cape Technikons. 
25 Interview with family physician, June 2005.
26  According to DoH (2005a), the HIV prevalence rate among antenatal clinic attendance in the Eastern Cape in 2004 

was 28 per cent, the fifth highest rate among the eight provinces in the country. This represented an increase of 
about 6.3 per cent since 2002 when the prevalence rate was 21.7 per cent.

27  See Meel (2003, 2004) and B Horner & I Fredericks: Suicide rate among blacks hits new highs. Sunday Times, 12 
June 2005.

28 Habib (2001) gives a detailed account of governance issues in the 1990s.
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platform for the teaching of WSU medical students. Training also takes place at community 
hospitals and at hospitals in Port Elizabeth and East London and the school is assisted in 
its postgraduate training by the UCT. The faculty as a whole includes a School of Allied 
Health Professions, which offers courses in health education and promotion, and a School 
of Nursing, which offers nursing degrees and diplomas.

As part of the research for this study, I spent a week in Mthatha, visiting the medical school. 
I had chosen this medical school as the second case study because it was set up with the 
express purpose of training more rural and black doctors and I felt sure it would help me 
to understand better the rural/urban divide in the medical profession. Extracts from my field 
notes provide a sense of the conditions under which the doctors live and work there:

■  WSU’s Faculty of Health Sciences is situated, mainly, on the third floor of 
what used to be a library. The building has been constructed around a large 
central courtyard, in which vast pillars of concrete support an ornate domed 
ceiling. Grandiose apartheid architecture par excellence. The building’s glory 
has faded, however. It could do with a coat of paint and new carpets and 
the small classrooms in which most of the classes are held are drab and 
airless. At the end of the PBL session which I attend on the first day of my 
visit, I find that both lifts are not working. The one is completely lifeless. 
The other in a state of distress. Its doors are constantly opening, half-
closing, opening again. At the same time the bottom of the lift is struggling 
to reach floor level. It stops about 10 cm above and then descends about 10 
cm below, over and over again, while the doors half close then open, over 
and over again. The following day I find this lift at peace, the doors open 
and stuck. It remains like that until towards the end of the week when I 
find that the doors, like the eyelids of a corpse, have been closed. I realise 
that for an entire week both lifts have not been working and there have 
been no signs of repair work. 

 I wonder how anyone could work for any length of time in such an atmosphere.

■  The Mthatha General Hospital was once the major hospital in the faculty’s 
teaching platform in Mthatha, offering a wide range of services from basic 
outpatient services to surgical procedures. Now it is a Level One hospital in 
terms of current health legislation, confined to the provision of basic health-
care services and some minor surgical procedures. It is a primary health-care 
facility and receives 
referrals from clinics, 
health centres as well 
as private doctors. It 
is run by the faculty’s 
Department of Family 
Medicine. The principal 
family physician shows 
me around quite 
late one afternoon. 
I am introduced to 
several foreign doctors 
(Bangladeshi, Nepalese 
and Nigerian) who are A seriously ill patient awaits care at Mthatha General Hospital
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so busy attending to outpatients they spend no more than a few minutes 
speaking to us before excusing themselves to continue their examinations and 
treatment. I find wards overflowing with patients and several desperately sick 
people on temporary beds in the emergency room. They are almost certainly 
AIDS sufferers, I am told, and must wait there until space can be found in the 
wards. Some might not 
make it. 

■  I wonder again how 
anyone could work for 
any length of time in 
such an atmosphere.

  About 500 m away from 
the Mthatha General 
Hospital is the 512-
bed Nelson Mandela 
Academic Hospital 
which was completed 
in 2003 at a cost of about R500 million. It has a huge statue of Mandela and 
a child in the front courtyard and everything that opens and shuts inside. 
It is a tertiary Level Three hospital, which means it deals with complicated 
surgical procedures and disease conditions. Although it is widely described 
as ‘state of the art’ it has not been able to attract more than about one-half 
of the medical and nursing staff that it needs and as a result it is unable to 
use many of its facilities. The overall impression is of beautiful emptiness.

  I think how nice it would be to work here, but few doctors want to 
come to Mthatha, I am told, because the town lacks good schools, has no 
entertainment, the roads are poor, the security dicey, and the provincial 
and hospital management inefficient. Financial incentives such as rural and 
scarce skills allowances are not enough to make it worth one’s while. 

■  About 50 km out of Mthatha, on the way to Kokstad, is the Mhlakulo 
community health centre that was set up in 1996 as part of the UCHPP 
(WSU Community Partnership Project). It is a modern building in good 
condition and appears to be well equipped. Its facilities include a small 
laboratory, an X-ray machine and it’s open 24 hours a day. It is crowded 
with patients and the nurses seem very busy. It has only one doctor on 
duty, a Ugandan, and his responsibilities include teaching students on their 
family medicine rotation. He tells me that the centre sees as many as 600 
patients a day and he shows me a chart with monthly figures: January 
13 317; February 9 847; March 10 141; April 12 337... 

The history of WSU Medical School

The University of Transkei medical school was established in 1985 with Professor 
Marina Xaba-Mokoena (with the support of the then Transkei homeland leader Kaizer 
Matanzima) as its driving force. The motivation was that the existing medical schools did 
not graduate sufficient black doctors and that the doctors produced by the other seven 

Nelson Mandela Academic Hospital in Mthatha
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medical schools were not appropriately trained to serve in rural areas. The school was 
also required to show that it would be doing something different to the other schools 
and this was one of the reasons why it opted for a problem-based as well as community-
based approach to learning (Mfenyana 2001).

The medical school has grown phenomenally since its inception but further growth has 
been capped because it does not have the facilities or staff to take in more than about 
100 students a year. This is disappointing for the enormous number of applicants: about 
15 for every place that is offered (more than UCT which is about 10:1). A major attraction 
is that it has relatively low entrance requirements and has therefore offered young people 
from disadvantaged rural backgrounds a chance to study medicine. 

Table 3.2 showed WSU medical school enrolments in relation to other medical schools in 
the country – about 3.8 per cent of total enrolments in 1999 increasing to 5.6 per cent of 
total enrolments in 2003. Table 3.3 showed that its graduates formed 2.9 per cent of total 
graduates in 1999, increasing to 4.3 per cent in 2003. Table 6.1 shows that WSU medical 
school enrolments have grown by about 53 per cent and graduates by 47 per cent in the 
four-year period 1999–2003. 

Table 6.1 Numbers of enrolments and graduates at WSU Medical School, 1999 to 2003 (percentages)

Enrolments Graduates

1999 310 38

2000 330 26

2001 386 43

2002 422 48

2003 475 56

Source: DoE HEMIS database (2004)

Table 6.1 also indicates indirectly that WSU is not graduating as many students as it should, 
given that its graduation rates (numbers of graduates as a percentage of total enrolments) 
are not high, ranging from 8 to 12 per cent. As we noted in Chapter 3, the graduation rate 
is a rough measure of throughput in the absence of studies that track the progress of actual 
cohorts. Although graduation rates are taken into account in the government funding formula 
for higher education, they are not utilised much in this study because of the many variables 
which can skew the totals, including fluctuations in intakes and enrolments, dropout trends, 
length of curriculum and student quality. Nonetheless, seen very loosely, they can be helpful 
in pointing to or confirming trends that might warrant further investigation. In this regard it 
is significant that annual graduation rates at WSU averaged 10.9 per cent across the five-year 
period 1999–2003, in comparison with the 14.4 per cent average for all medical schools. 
This trend is consistent with the rapid (53 per cent) increase in enrolments at WSU in this 
period and the high dropout rates reported in Iputo and Kwizera (2005). The trend is not 
unexpected, considering that WSU has lower admission requirements than other universities.

Race and gender at WSU School of Medicine

While racial transformation is a major issue at UCT (see Chapter 4) and the other 
historically-advantaged institutions, it takes a different form at WSU, where the majority 
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of students are African (as has been the case since its inception). If one were to speak 
of transformation at all here it would be in terms of equalising the racial groupings and 
boosting the numbers of white and coloured students who are under-represented in 
terms of national demographics. Tables 6.2 and 6.3 show that in the five-year period 1999 
to 2003, about three-quarters of the students were African and less than a quarter were 
Indian. Coloured and white enrolments were around 2 per cent of the total.

Table 6.2 Enrolments at WSU Medical School by race, numbers and percentages of total, 
1999 to 2003

African Coloured Indian White Total*

Year No. % No. % No. % No. % No. %

1999 230 74.2 3 1.0 72 23.2 5 1.6 310 100

2000 256 77.6 1 0.3 69 21.0 4 1.2 330 100

2001 287 74.3 3 0.8 88 22.8 8 2.1 386 100

2002 325 77.0 7 1.7 83 19.7 7 1.7 422 100

2003 358 75.4 11 2.3 103 21.7 3 0.6 475 100

Source: DoE HEMIS database (2004)
* Percentage totals may not add up to 100% because of the effects of rounding off

While enrolments at WSU have shown relatively steady increases from year to year, 
figures for graduates are less consistent. For example, in 2000 all the graduates were 
African, while in 2002 only 56 per cent were African. Further qualitative research, which 
is beyond the scope of this study, is needed to interpret these figures. 

Table 6.3 Graduates at WSU by race, numbers and percentages of total, 1999 to 2003

Year African Coloured Indian White Total*

No. % No. % No. % No. % No. %

1999 33 84.2 2 5.3 4 10.5 0 0.0 38 100

2000 26 100 0 0.0 0 0.0% 0 0.0 26 100

2001 33 76.7 0 0.0 9 21.0 1 2.3 43 100

2002 27 56.2 1 2.1 18 37.5 2 4.2 48 100

2003 37 66.1 2 3.6 17 30.4 0 0.0 56 100

 Source: DoE HEMIS database (2004)
* Percentage totals may not add up to 100% because of the effects of rounding off

The figures in Table 6.3 show that WSU produced 211 medical graduates in the five-year 
period. The DoE has not kept figures going back to WSU’s inception, but the Faculty 
Handbook for 2005 suggests that by about 2002, the Medical School had graduated 118 
doctors on the traditional medical curriculum and 161 doctors on the PBL curriculum, 
making a total of 279 graduates.29 If one considers the DoE figures above, which show 

29  The section on the history of the faculty, which quotes these figures, is outdated and appears to have been written 
about 2002.
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that 155 students graduated between 1999 and 2005, then it can be assumed that about 
124 students graduated prior to 1999. If one considers the 2003 figures, then the total 
number of graduates between inception and 2003 should have been about 335. 

Gender at WSU School of Medicine

Enrolments at WSU are not as markedly feminised as at UCT but nonetheless there are 
considerably more female students than male, as Tables 6.4 and 6.5 show. 

Table 6.4 Headcount enrolments at WSU by gender, numbers and percentages of total, 1999 to 2003

Year
Male Female Total 

No. % of total No. % of total  %

1999 144 46.5 166 53.5 310 100

2000 151 45.8 179 54.2 330 100

2001 183 47.4 203 52.6 386 100

2002 190 45.0 232 55.0 422 100

2003 229 48.2 246 51.8 475 100

Total 897 46.7 1 026 53.3 1 923 100

Source: DoE HEMIS database (2004)

Table 6.5 Graduates at WSU by gender, numbers and percentages of total, 1999 to 2003

Year Male Female Total 

No. % of total No. % of total No. %

1999 17 44.7 21 55.3 38 100

2000 13 50.0 13 50.0 26 100

2001 20 46.5 23 53.5 43 100

2002 22 45.8 26 54.2 48 100

2003 29 51.8 27 48.2 56 100

Total 101 47.9 110 52.1 211 100

Source: DoE HEMIS database (2004)

Tables 6.4 and 6.5 show that females formed 53.3 per cent of total enrolments over the 
five year period 1999 to 2003, and 52.1 per cent of graduates. There was a difference 
of approximately 7 percentage points between male and female total enrolments and 
approximately 4 percentage points between male and female total graduates. 

Staff at WSU School of Medicine

While matriculants compete to get into WSU Medical School, the same cannot be said for 
staff, at least not for South African staff. The school and its associated health institutions 
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struggle to find local doctors who are prepared to work in Mthatha and so they are 
staffed almost entirely by foreigners.

I was told of only two South Africans on the Mthatha staff at the time of my visit. Neither 
was there at the time. One was the dean, Professor Lizo Mazwai, who is often absent 
owing to his membership of many national and international committees (for example, he 
is president of the Colleges of Medicine). The other was Professor Khaya Mfenyana of the 
Department of Family Medicine, who had been seconded to be deputy vice-chancellor of 
the university. Other South African staff are based at the East London and Port Elizabeth 
complexes which form part of the teaching platform.

The rest of the staff in Mthatha are from Cuba, India, Sri-Lanka, Nigeria, Uganda and 
Eastern Europe, with the Cubans forming the biggest contingent. 

The Cuban doctors

The ‘importation’ of doctors from Cuba is one of the strategies employed by the DoH to 
increase the staffing of health services in rural areas. With 65 000 doctors for a population of 
around 11 million, Cuba has the highest doctor-to-population rate in the world (about 59 to 
10 000 compared with our 6.7) and has sent thousands of doctors and other professionals to 
more than 40 countries around the world to assist in their health-care programmes. 

According to Professor JA Aguirre, head of the Cuban medical doctors at WSU, the first 
group of 92 Cuban doctors arrived in February 1996, at the request of President Nelson 
Mandela, who brokered the government-to-government agreement for South Africa. A 
further request by President Mandela led to the arrival of 11 Cuban medical academics 
in February 1997, with Professor Aguirre as their leader. In the years that followed, the 
number of doctors on the government-to-government programme swelled at one point 
to over 400 and the number of medical lecturers to about 35, but numbers are now 
dwindling. At the time of my interview (June 2005), there were only 168 doctors and 
26 lecturers on the programme. When I asked Professor Aguirre why, he explained that 
some of the doctors had decided to return to Cuba. Furthermore, the Cuban government 
had begun supporting countries which it perceived as having a greater need than South 
Africa, particularly countries in South America but also other countries in Africa, including 
Lesotho, Zimbabwe, Namibia, Botswana, Mali and Nigeria. There are currently around
20 000 doctors, including about 14 000 physicians, in Venezuela alone

However, if numerous media reports are anything to go by, it is likely that the Cuban 
government is displeased by the number of Cuban doctors who have opted out of the 
programme to stay in South Africa, some after marrying local women, and feels that 
Cuba’s interests are better served by sending doctors elsewhere. 

Doctors who come to South Africa as part of this agreement have gone through a 
strict selection process, first by the Cuban Department of Health and then by expert 
representatives of the HPCSA. As part of the deal, they get immediate registration with 
the HPCSA without having to go through the usual examination procedures for foreign 
doctors, and an immediate work permit. They are paid the same rates as local doctors, 
while their normal salary continues to be paid into their personal accounts in Cuba. 
Although they have to send a large portion of their South African salaries back to Cuba 
(30 per cent to the Cuban government and 27 per cent to a personal account), they still 
find it financially advantageous to work in this country as doctors in Cuba are paid very 
low salaries (OECD 2004a). A condition of employment is that they will vacate their post 
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if a South African happens to apply for it. If they decide to stay in South Africa, they have 
to quit the programme, return to Cuba and apply from there to work here, following the 
rules that apply to all other foreign doctors. 

Cuba has also assisted South Africa by offering 60 scholarships a year to South Africans 
to study medicine in Cuba, Prof Aguirre said, and there are currently about 300 medical 
students who are being trained or were trained in this way. They study one year of 
Spanish and then five years of medicine before returning to South Africa to do their 
final clinical rotations and community service. They are required to remain in the public 
service for five years after completion of their studies and they are deployed by their 
respective provinces to hospitals where their services are needed most. The first 17 of 
these doctors graduated in a national graduation ceremony held at the Nelson Mandela 
School of Medicine in Durban in July 2005. 

Other foreign doctors

The Cubans at WSU to whom I spoke expressed concern that there are so few South 
Africans to replace them when they retire or return to Cuba (and many of them are reaching 
retirement age). Currently, they say, there are so many opportunities for local doctors 
elsewhere in the country, even within the public service, that it is not surprising they do not 
want to come to Mthatha. At the same time, the government makes it difficult for foreign 
doctors to work here unless they come on a government-to-government agreement. 

This was confirmed by a doctor from India who was working as a principal medical 
officer at the academic hospital in Mthatha with surgery as his specialisation. He was 
trained in India but came to South Africa in 2001 to do his surgical training at Wits and 
Baragwanath Hospital. He came as a supernumary registrar, which means he worked 
for the government but did not get paid. In fact, he payed tuition fees. What he gained 
was his training. He worked in this position for two years in Gauteng and then did his 
membership examination.

He moved to Mthatha in August 2004 because he knew he would gain a lot of 
experience in the town – cases that one saw in Mthatha were very different to those in 
Johannesburg and the exposure made one ‘a very confident surgeon’ who could work 
‘anywhere’. Another reason was that his in-laws were in Mthatha, having migrated from 
India 20 years before. 

This doctor said that HPCSA rules stipulate that he had to be in general public service for 
five years before he could write the registration examinations: 

The four years that I spent as a registrar, just like any other registrar, the only 
difference [was] that I was not remunerated, that does not count as public 
service. Now I have to wait another five years, write the sixth-year exams of 
the students I teach and then the registration exam. Five years from now I’ll be 
38 and I’ll have to redo the sixth-year exam! It is humiliating for a doctor.

He said that by 2006, he would have been working in South Africa for five years. He was 
going to write to the council and request the opportunity to write the examinations at this 
stage. He could not understand the council’s policy because although the hospital had 
good infrastructure, there was a great scarcity of trained personnel:

When it comes to technical things we have everything, but when it comes to 
trained people we are short at every level, starting from nurses, porters… 
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For a foreign doctor this country is really disappointing. The council or the 
government don’t want you to come into the system although there is a shortage 
of doctors. SA is not treating foreign doctors with the dignity they deserve. 

A Nigerian doctor who first came to South Africa as a consultant for the World Health 
Organization (WHO), and who has been a visiting professor in the Department of 
General Surgery at WSU since 1997, described the medical profession in South Africa 
as ‘a closed shop’:

The licensing procedure…is too cumbersome for a foreigner who wants to come 
and train here and it’s becoming more difficult as well. I think there should be a 
change in policies to open up…[opportunities] to train here, because the beauty 
about medicine is that when you are training you are also giving service.

He said foreign doctors who trained here could be required to ‘put something back’ by 
staying on and working in the country after completing their training. They could also be 
required to sign an agreement that they would work only in the public service.
 
One foreign doctor said he thought South Africa should make it easier for foreigners to 
come and work here until it had trained enough of its own local people, at which point 
it could tighten regulations again. Another pointed out that the KZN medical school had 
been started by Scottish doctors who later withdrew when enough South Africans were in 
a position to take over their roles.

In contrast to these arguments, however, a South Africa doctor – the only one I met 
during my visit – said that ‘at the end of the day’, the foreign doctors who trained here 
left the country after they had completed their training. He said he knew many foreign 
doctors who had done this. Furthermore, they had not returned to their own countries, 
but had gone to Canada, Australia ‘and all those other places’.

The frustrations of working in Mthatha

In my interviews with doctors at WSU Medical School and in the associated teaching 
hospitals, I was told repeatedly of the frustrations of working there. First, there was the 
general shortage of medical and nursing staff which increased their work loads. Secondly, 
there was the inefficiency of management and the provincial DOH. Thirdly, there was the 
attitude of nurses. Finally, there were the poor conditions in the town and on campus.

HIV/AIDS
Although the rate of HIV/AIDS infection in the Eastern Cape is by no means the highest 
in the country, the disease is said to have changed, quite drastically, the nature of work 
in the health system in and around Mthatha. Dr Parimalaranie Yogeswaran, principal 
family physician and domain manager at Umtata Hospital Complex and senior lecturer at 
WSU, said she thought HIV/AIDS had changed the whole health system ‘totally’. When 
she was a junior medical officer working in casualty at Mthatha General Hospital she 
would see a maximum of two patients a day with a chronic problem and people did 
not die in casualty unless they had come in with a gunshot wound or had a heart attack 
or something similar. Chronic patients hardly ever died in casualty, but now there were 
always several stretchers with terminally-ill chronic patients with HIV-related opportunistic 
infections, who could not be admitted to wards because there were not enough beds. 
Many died there and then, in the casualty ward. Doctors felt helpless they could do 
so little and had asked not to have to do casualty work for more than a day at a time 
because it was so emotionally draining. 
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Shortages of staff
Despite the contributions of foreign doctors, the health facilities remain understaffed, 
particularly those at the new Nelson Mandela Academic Hospital. The head of surgery 
told me his department had only 40 per cent of the specialists, 50 per cent of medical 
officers, 30 per cent of surgical nursing staff and 50 per cent of the nurses that it needs. 
Furthermore it could use only six of the 12 intensive-care beds because of understaffing.

The problem of staff shortages applies thoughout the hospital where, according to
Dr Lungelwa Linda-Mafanya, head of clinical governance at Nelson Mandela Academic 
Hospital, there are only half the number of nurses and 58 per cent of the number of 
doctors that are needed. Until recently there were even fewer nurses (43 per cent). Their 
numbers have since increased to 50 per cent because the hospital appealed to retired 
nurses to come back to work.

The head of surgery said that the surgery department was ‘terribly busy’ at the Nelson 
Mandela Academic Hospital and while the Department of Surgery at UCT probably had 
ten times the number of staff they did, the work load was almost as great. At night, there 
would often be only one medical officer on call when there should have been three or 
four. As a result, that doctor would be operating all night without a break and emergency 
operations that he or she was unable to do would have to be done the following day, 
causing long delays in elective surgery. He said the overload caused the doctors a great 
deal of stress and they lost concentration.

More cynically, some doctors spoke of the tremendous opportunities to gain clinical 
experience in such an environment. One doctor said community service doctors loved 
coming to the academic hospital because they were likely to learn more surgical skills 
there than anywhere else.30 They did not have to compete with the professor and many 
other students for an opportunity to perform or assist directly in an operation. In one 
night at the academic hospital there could be about 15 Caesarean sections, for example.

Salary and other administrative issues
Foreign and local doctors alike presented a number of concerns about management and 
the provincial administration, including:
• Not being paid any salary at all for months;
• Not being paid overtime pay or salary increases that were due;
• Delayed responses to job applications, which led to the applicants finding 

work elsewhere;
• Broken promises about conditions of service; and
• Inordinately long delays in the provision of equipment.
All these problems, they said, were in addition to those associated with working in an 
environment that was grossly understaffed.

A Ugandan doctor said he had been working for three months before he received his 
first cheques – ‘and I was told I was lucky. Other people only get their first salary after 
six months’. There were times when overtime went unpaid for almost two years and one 
intern had still not received any salary by the end of his internship. How could one retain 
an intern in those circumstances? Grievances, even small ones, took ages to sort out 

30  This doctor also said Afrikaans-speaking students were more at home there than English students and the local 
students found it easier to interact with Afrikaans students than with English students. Students from Stellenbosch 
‘love this place’, he said.
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because of the amount of paper work required by the bureaucracy and the attitude and 
poor work ethic of the officials.

The South African doctor told me that before coming to the academic hospital he applied 
for a specialist consultant’s post and thought he had got it, but when he arrived at the 
hospital he found he had been appointed a medical officer at a much lower salary: 
‘That was the strategy of the management here. I am still employed as a medical officer 
although I do the work of a consultant.’ This doctor completed his postgraduate training 
at the UKZN in 2002 and came to WSU in 2003. A qualified surgeon, he also has teaching 
responsibilities: he teaches on the ward rounds and also in the ‘expert resource sessions’, 
which are similar to lectures, once or twice a week. He said he received no recognition 
from the university and was not sure if they even knew of his existence. He said he 
thought local people would be more attracted to the hospital if the university could 
recognise the part they played and possibly give them appropriate titles. 

The doctor also complained that the hospital did not provide Internet facilities for its staff, 
only for its managers. He had to search the Internet on his own computer at home and 
pay for his subscription to a surgical journal out of his own pocket – over R3 000 a year. 
He was staying in a one-bedroom flat while his wife and children were at Indwe, 200 km 
away. The (hospital and university) management made no effort to recruit staff or make it 
comfortable for them when they arrived. People who were interested in working there or 
had come to work there, often left once they found out how management treated its staff. 
Interns also left for other areas because they did not receive appropriate recognition, had 
difficulty finding accommodation and could work for months without a salary.

The South African doctor said that when he was about to leave to take up a position in 
Durban, he was offered the position of principal specialist at the academic hospital, but 
after he had turned down the Durban offer to take up this post, the academic hospital 
‘decided not to give me the post’. He said he very much regretted that he had once again 
been naive enough to trust a verbal offer. Asked about his plans, he said he did not think 
he would still be there by the end of the year.

Professor Orlando Alonso Betancourt, professor of psychiatry, spoke of the inordinately long 
delays in getting equipment for the new psychiatric wing of Mthatha General Hospital: 

The unit was finished in November 2004. Eight months later we still don’t have 
the furniture we need. The first phone was installed last week…

He said there was a desperate shortage of psychiatrists in the Eastern Cape. There were 
only 20 in total and ten of these were in private practice. Most were in Port Elizabeth or 
East London, but the department was not providing sufficient financial incentives to attract 
psychiatrists to the region, nor was it effective when recruiting doctors. 

I have lost about four South African doctors who wanted to come here; they 
came, they submitted their papers and nobody called them for an interview and 
after six months they [the provincial administration] called them and then they 
say, ‘No. How [do you think] I’m going to wait for six months to be called? I 
thought you didn’t want me and I’m working somewhere else.’ 

Problems with nurses
Several doctors reported that they were unhappy with the attitude of nurses.
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A Ugandan family physician whom I met at the community health centre, said it was very 
frustrating to work in Mthatha, not only because they were short of supplies but also 
because he had ‘a big problem with the nurses’: 

Either they are poorly-trained or their work ethic has gone down. Because 
you are tending to a patient, you call a nurse to help you and it’s like they are 
doing you a favour. I’m not used to that. I am used to willingness. 

He said at Medunsa (now University of Limpopo) where he worked previously, doctors 
and nurses worked as a team and nurses often offered to help before they were asked. 
At the private hospital in Mthatha it was also different. A colleague in private practice 
would sometimes ask the hospital to call him if he was out of town. When the nurses 
called him, they immediately gave him a brief history of the patient. When he got to the 
hospital, they would have already taken blood samples, taken the patient’s temperature 
and blood pressure, checked the blood sugar and put up a drip if necessary. At the 
community health centre where he worked, he could not rely on the nurses to take the 
blood pressure of a patient with hypertension.

Dr Linda-Mafanya said that in the past nurses worshipped the doctors as ‘gods’: 

but with the…introduction of the democracy, I think things have changed a bit, 
because now the society that we are dealing with is democratised, and people 
are aware of their rights and responsibility. As a result of that now, there has 
been, I would say, a mindset shift from the nurses’ side, probably from the 
doctors as well, in the sense that now they are in a position to speak out and 
not to be too submissive to the doctors. 

Dr Linda-Mafanya said nurses were now refusing to perform some of the functions which 
they did in the past. For example, in the past they used to take blood for the doctors:

but with democracy and the new government, and all that, nurses, they are 
refusing to take bloods altogether – they say doctors are supposed to be doing 
it on their own. There are many other issues [where they say] upfront that ‘this 
is not in my scope of practice as a nurse, the doctors are supposed to do it.’ 
But in the past, I mean, they used to do everything, almost everything…

Another example provided was that of putting up drips – in the past doctors would ask 
nurses to do this, and they would only do it themselves if the nurse was unable to do so, 
perhaps because the veins of the patient were not visible. Nowadays they had to think 
twice before asking a nurse to put up a drip at all. 

A Nigerian doctor who had worked in other African countries was not concerned about 
the functions which Dr Linda-Mafanya mentioned because she said she was used to 
doctors putting up drips (in Zimbabwe they would even call them out at night to do so) 
and the usual blood tests were done by laboratory staff. However, she was concerned 
that nursing staff failed to perform other routine functions. She said she was used to 
having nurses checking vital signs (blood pressure, temperature etc.) before she had to 
deal with the patient, but this was not the case in Mthatha.

It is a limitation of this research that I did not interview nurses in Mthatha, because of 
time pressures. However, I did gain alternative views from other doctors I interviewed 
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and I also consulted nurses in Cape Town on my return.31 Furthermore, the HSRC is 
planning to conduct a research study on the nursing profession, similar to this study of 
the medical profession.

The town of Mthatha
Doctors were asked in interviews to suggest ways to encourage other doctors to come 
and work in the area. A common response was: ‘do something about the town’. Doctors 
complained of a lack of good schools, entertainment (there was no cinema, for example) 
and sporting facilities. The security situation varied, they said, with periods of anxiety 
and periods of relative calm. However, there had been incidents such as the recent 
shooting of an elderly white woman on the road to Port St Johns, which had been widely 
publicised and was very bad for the image of the area. 

Students, whom I interviewed in a focus group, complained that conditions in the 
residences were ‘rough’ (for example, only cold water in the showers at times, and nights 
with no electricity). There was only one sports field on which all the sports from soccer 
to netball had to be played and it was unsafe to walk on the campus at night, particularly 
for female students. 

The threat (and opportunities) of private practice
While working as a doctor in Mthatha has its disadvantages, the town is also providing 
growing opportunities for private practice. More of the inhabitants have medical insurance 
and are using it to escape the long queues and sometimes poor services that they find 
in the public sector. There is a thriving private hospital. Doctors in the public service are 
allowed to operate privately in their spare time in terms of a government policy known 
as RWOPS (Remunerative Work Outside Public Service), which was designed to make it 
more attractive for doctors to stay and work in the rural public service. 

Unfortunately, private practice is also one of the greatest threats to the functioning of 
the public health services in Mthatha and the more public service doctors participate 
in it, the worse the public health services are likely to become. The RWOPS policy is 
problematic in that the public service usually relies on its staff for overtime work, which 
is remunerated, but now public service doctors are less willing to do such work and 
some find private practice so attractive they leave the public service altogether – even 
though they stay in the area. One doctor said there was abuse of the system but that 
there was little that could be done about it. The DoH could not afford to ‘throw down 
the book’ because then the doctor would say: ‘Okay, fine, let me go into private practice 
fulltime and then you’ll have nobody to replace him.’

The problem is exacerbated by the perception that nurses in the private hospital are 
better disposed towards doctors and more helpful than those in the public facilities (see 
the comments of the Ugandan doctor in the previous section).

A curriculum solution for the training of rural doctors?

WSU Medical School is known internationally for its innovative problem- and community-
based curriculum, which it introduced in 1989, when the PBL approach was only 

31  At Groote Schuur Hospital in Cape Town, I was told that it was the function of doctors to put up drips but my own 
experience of a private hospital is that nurses also performed it. When I mentioned this, the Groote Schuur nurse 
said perhaps that was why private hospitals paid nurses higher salaries. 
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beginning to gain popularity in the USA and long before the trend ‘caught on’ in South 
Africa. It was seen as a good way to train doctors who would be able and willing to 
work in poor, rural conditions. The obvious question is whether it has managed to 
produce such doctors and whether they are willing to stay on in the area, but first it is 
important to consider the background to the introduction of PBL at WSU.

The history of PBL/CBE at WSU Medical School

In a guest editorial in the Unitra Community Health Partnership Project (UCHPP) 
publication, Professor Dan Ncayiyana, who was once Acting Dean of the WSU Faculty 
of Health Sciences and at the time of writing editor of the SA Medical Journal and Vice 
Chancellor of ML Sultan Technikon, spoke of the early days of WSU medical school and its 
decision to adopt a problem- and community-based method of education (PBL/CBE).

Professor Ncayiyana recalled that when Professor Xaba-Mokoena committed the faculty, in 
her inaugural address, to problem- and community-based education,

neither she nor any one of us listening to her and enthusiastically applauding 
her oration had the faintest idea of the revolutionary implications of such a 
commitment, nor of the extent to which the new, problem- and community-
based approach would wrench the WSU model from the traditional mould of 
mainstream medical schools in South Africa. For a new medical school with 
no creditworthy academic track record, such a route was full of risks and WSU 
would need both courage and resolve to embark on its new vision. In the 
event, the logic for curricular innovation was too overwhelming to ignore and 
in 1989, WSU became the first South African medical school to implement a 
curriculum based on problem- and community-based learning [PCBL] principles. 
(Ncayiyana 2001: vii)

Interestingly, it was the ‘problem-based arm’ of the programme that proved to be 
relatively easier to implement than the ‘community-based arm’, Professor Ncayiyana said, 
mainly because of Transkei’s particular problems of dire poverty and a poorly-developed 
infrastructure in terms of electricity, roads and telecommunications. 

Nearly a decade later, I found the community-based training was still affected by these 
same problems. Students told me of visiting clinics that had no electricity or running 
water. Dr Yogeswaran told me of an excellent programme which collapsed when the 
vehicle broke down and was not fixed: 

I was in charge of one of the rural health centres for some time. We made 
a new programme whereby a team of us – a doctor, nurse, TB field worker, 
a matron and a social worker – went to different clinics once a week. Every 
clinic we repeated once a month, so patients with chronic illnesses no longer 
had to travel far to get their medication. We would collect their drugs from the 
dispensary and take them to the patients. And on the day that we would visit 
a clinic, there would be 50, 60 people waiting for us. It was so easy for them, 
they didn’t have to spend money. They could bring their family with them. We 
ran that for over two years. And then the van was involved in an accident and 
was a write-off and then the whole thing stopped. And that was the end of it.

Nevertheless, Professor Ncayiyana noted that three developments helped WSU put in place 
what was eventually to become a ‘truly exemplary community-based programme’. The first 
was the creation of the Department of Family Medicine. The second was the appointment 
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of Khaya Mfenyana, ‘poached from Medunsa’, as full professor of Family Medicine. The 
third was the successful soliciting of major funding for the UCHPP project from the Kellogg 
Foundation. This funding enabled the building of five busy community-based primary 
health-care centres in the 1990s. These are strategically-situated in needy areas on the 
major routes to Mthatha, reasonably close to WSU and on good roads so that students can 
be taken there and back in one day. Ncayiyana says the UCHPP was ‘a true partnership 
between town, gown and crown (rural traditional leaders and their communities) in which 
all the partners have an equal voice in the delivery of health-related services and are equal 
lobbyists vis-à-vis government for those services)’ (Ncayiyana 2001: ix).

Problem-based learning at WSU Medical School

Problem-based learning has given the medical school international exposure through its 
many publications on the topic including Mammen 1996; Iputo and Nganwa-Bagumah 
(1996); Buga (1998); Iputo (1999); Kwizeraet al. (2001); Dambisya (2001, 2003); Meel 2002.32 

Iputo and Nganwa-Bagumah (1996) have described the basic approach. At the core of 
student activity, they say, are the PBL sessions. At that time, each group consisted of six 
to eight students and two members of the lecturing staff (one clinician and one basic 
scientist) who acted as tutors. Each group met for ten weeks, after which the students 
were reshuffled into new groups and two new tutors arrived. The main activity was to 
receive and analyse clinical scenarios together with the goal of learning the basic material 
connected with each disease or patient problem. In the first three years, the emphasis 
was not on correct diagnosis and treatment, but on the identification of the structural 
and functional issues associated with each case, thereby providing a context for students 
to learn basic science material. In the latter years the emphasis shifted to diagnosis and 
management of disease. 

Iputo and Nganwa-Bagumah noted that in the early years students needed a lot of 
support and encouragement from the faculty with regard to the clinical reasoning process 
and the identification of appropriate learning resources. ‘They also have to overcome 
lingering doubts as to whether they are learning appropriate information. But with time, 
and by focusing on specific issues encountered in each case, the students discover that 
by the end of three years, they have covered all the body systems’ (1996: 650). They 
insist that tutors should act as ‘facilitators’ rather than ‘resource experts’ and that ‘they are 
actively discouraged from answering questions of substance’ (1996: 650).

Over the years, as WSU’s student numbers have grown, the PBL groups have also grown 
bigger, to around ten students each, and the number of tutors has shrunk from two to 
one. Tutors are also not necessarily experts in the topic at hand. A study of the third-year 
programme by Kwizera et al. (2001) has investigated whether student achievement is 
affected if the tutors are not experts in the subjects under discussion. In third year, they 
say, the focus of the curriculum is on pathology, microbiology and pharmacology but it 
is not possible to have an expert in each of those subjects in every tutorial group as, with 
the staff complement available, the groups would become too large. They conclude that 
tutors’ expertise, or lack of it, does not influence student achievement. However, it should 
be noted that the ‘non-expert’ in their study was nonetheless a qualified scientist. This is 
not necessarily the case in PBL curricula elsewhere in the country and the world, where 
tutors are often from non-scientific fields. 

32  The faculty has also contributed to literature on community-based education with articles such as Mazwai (1997).
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Evaluation of the curriculum
A number of WSU staff have attempted to evaluate the PBL curriculum. Mammen (1996) 
conducted a survey of staff and student perceptions of the PBL curriculum and found it 
was perceived to be superior to the traditional curriculum by both staff and students who 
were engaged with the PBL curriculum. However, 57 per cent of the staff and 87 per cent 
of students in the sample felt that PBL provided less theoretical knowledge.

Iputo (1999) conducted a longitudinal cohort study of the impact of PBL on the learning 
styles and strategies of medical students at WSU. One hundred and forty students (75 per 
cent African and 25 per cent Indian) were interviewed and followed up over the first four 
years of their training, using the Lancaster Inventory of Learning Styles. He concluded that 
the PBL curriculum had a positive effect on the learning styles of the students, especially 
the African students. They became more versatile learners with a leaning towards an 
‘operation’ learning style which involves ‘a step-by-step local approach to learning’ and 
‘emphasis on factual details’. There was less competitiveness, less superficial behaviour 
(such as jumping to premature conclusions and making generalisations without evidence), 
and greater understanding of how the various elements of a topic interrelated and how 
the topic fitted into the subject area in general. However, the students still remained 
syllabus-bound. 

More recently, Iputo and Kwizera (2005) published the results of research designed to 
compare the academic performance of students on the previous, classical, discipline- and 
lecture-based traditional curriculum with that of subsequent students who followed an 
innovative, problem- and community-based curriculum. The study involved retrospective 
analysis of the records of students who enrolled between 1985 and 1995 and students 
who graduated between 1989 and 2002. The study assessed attrition and graduation rates 
of students on the traditional curriculum and those on the innovative curriculum.

A total of 149 students on the traditional curriculum and 145 students on the innovative 
curriculum were studied. Overall, 23 per cent of the traditional cohort, as opposed to 
10.3 per cent of the innovative cohort, dropped out of the course and 55 per cent of the 
traditional cohort, as opposed to 67 per cent of the innovative cohort, graduated within 
the minimum period of six years. The mean throughput period was 6.71 years in the 
traditional cohort and 6.44 years in the innovative cohort. The authors concluded that the 
introduction of the PBL/CBE curriculum coincided with improved academic performance 
and that the PBL/CBE approach might have contributed to this improvement. 

Staff and students’ opinions
The staff pride themselves that the problem-based approach is an ideal way to nurture 
rural students. They said in interviews that in the small PBL groups, these students gained 
the confidence to ask questions and present their work. The fact that English was not 
the first language of many of the tutors meant they were not shy to make mistakes. They 
were also encouraged to ask fellow students to explain in Xhosa if necessary. Staff also 
find this kind of teaching personally rewarding.

This kind of [teaching] is very rewarding. You know your students like your 
children. You talk to them, you interact with them, you help them with their 
ball at the end of the year…And later you get calls from them, ‘Prof…I’m far 
away now in Natal in this little rural area and I don’t remember the name of 
this medication…’ This kind of interaction is very rewarding. (Professor Alonso 
Betancourt)
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Several lecturers told me how much they enjoyed PBL sessions and admitted to learning 
from their students: 

The people who learn the most are the tutors, from the students…. learn from 
the students from many issues. You start learning from the students not only 
in the way they communicate, and all that, which is feel for learning from 
all those human beings. But technically you learn from them because they’re 
coming to you talking about microbiology, physiology, anatomy, embryology, 
internal medicine – and by listening during four hours twice a week during a 
whole year, can you imagine the integration that me and you are able to get 
– just by listening [to] all the people talking. (Professor Aguirre)

In a focus group discussion with 19 senior students, held at the Nelson Mandela Academic 
Hospital, students indicated to me that they enjoyed PBL sessions, but also expressed some 
reservations. They felt it taught them to acquire information from many different sources 
and was good preparation for further training. However, several agreed that they were not 
getting enough tuition on the theory work. ‘The clinical skills you get. The theory you do 
on your own.’ Others said there was ‘not much teaching’, that they felt ‘self-taught’ and 
sometimes wished the lecturers would ‘do more’. Finding the information for oneself was 
very time-consuming and ‘the problem is there are only 24 hours in a day’.

Observations of PBL sessions
As part of my research at WSU, I sat in on three PBL sessions. Two were with the same 
group of third-year students. One was a report-back by group leaders to the tutors. I also 
spent a short time in another group of second-year students.

The third-year group were dealing with a case concerning a child with an acute 
respiratory infection. Over the course of two three-hour sessions, the students were 
presented with five typed sheets of paper, each containing some details about the case. 
For example, the first started:

Asanda Koyo, a 5-year-old girl who was well until two days ago, is brought to 
hospital complaining of difficulty in breathing…

The information included the child’s medical and immunisation history and some details 
of her family’s medical history, information about the findings on examination, details 
of the tests conducted and their results, and information about her treatment. Students 
were required to develop hypotheses and identify learning issues. As they acquired more 
information, they revised their hypotheses and learning issues. In between sessions, 
students were required to prepare a presentation based on the learning issues. At the 
end of the sessions, the facilitator (a microbiologist) showed me the set of objectives 
underlying these particular PBL sessions. It was expected that, after completion of the 
case, students would be able to understand the anatomy, histology and physiology of 
respiratory organs, discuss selected pathology of the respiratory tract, discuss preventive 
measures, medicines, allergic conditions and so on. They also discussed psycho-social 
aspects, although this was not a specific objective of this case.

My overall impression was that the method does, indeed, encourage students to be more 
outspoken and confident, although there is the risk that one or two might dominate 
the proceedings. The PBL sessions were also enjoyable. However, at the end of my 
observations I came to share some of the epistemological concerns about PBL which 
have been expressed in the international literature. Is it the most effective way to teach 
the basic sciences? And do the students acquire enough ‘content’? I am aware that 
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some PBL enthusiasts believe that medical students do not require the extensive basic 
science knowledge which they were taught in the past, although in this context this 
was apparently not the case, judging from the stated aims of the exercise. My research 
was not extensive enough to provide an answer to these questions, but the following 
observations may contribute to further discussion or research.

An essential condition of successful PBL is that all the students should work hard for the 
benefit of the entire group. In the traditional method, it does not matter to Student X if 
Student Y has not prepared, because all students are required to cover the same material 
and the lecturer will in any case ‘set the record straight’ where necessary. If the PBL 
process involves students dividing up the research loads and presenting segments to each 
other in the contact sessions, then it is very important for every single student to pull 
his/her weight. A poorly-prepared contribution could jeopardise the learning of the entire 
class and under PBL conditions, the facilitator is not meant to ‘set the record straight’ 
but rather to point the students in the appropriate direction. This could lead to further 
delays in the acquisition of what might be quite basic information. On the other hand, the 
facilitator may go against the PBL grain and provide the correct information. The students 
will be lucky if the facilitator has the appropriate background knowledge to do so, but 
sometimes the facilitator may be too narrowly specialised to do so. 

Work choices of WSU medical students 

The major question to be asked of WSU Medical School and its entire programme – PBL 
and otherwise – is whether its students wish to remain in the area or in other rural areas 
after graduation.

In the focus group, only three out of 19 senior students said they wanted to work in 
rural areas after graduating. Two said they wanted to give back something to their 
communities. The third spoke of opportunities in private practice. The others said they 
would work off their bursaries but did not wish to remain in the Eastern Cape. These 
comments confirm the trends that have emerged through research at WSU.

Dambisya (2003) surveyed the 424 students at WSU Medical School in 2002. Nine were 
away at the time, so the study population was 415 students. A total of 364 students 
completed the questionnaire (response rate 87.7 per cent). 

Out of the 347 students who stated their preferred sector of work, 286 (82.4 per cent) chose 
public hospitals, 39 (11.2 per cent) the private sector and 22 (6.4 per cent) the universities.
 
Out of 376 students who indicated place of work preferences, 44 (11.7 per cent) wanted to 
work in the city, 144 (38.3 per cent) wanted to work in urban areas other than a big city, 
102 (27.2 per cent) wanted to work in rural areas, 28 (7.4 per cent) wanted to work abroad 
and 58 (15.4 per cent) had no preference. Fewer female than male respondents opted for 
rural areas (22.2 per cent of female choices versus 32.9 per cent of male choices).

A number of findings pointed to a declining interest in rural and community work as the 
students progressed through their training. Rural preference varied from 48.5 per cent 
among first-year students to 5.9 per cent for sixth-year students, while urban preference 
was 26.2 per cent in Year 1 and 64.7 per cent for Year VI. In Year 1, 54.4 per cent of 
students gave ‘the need to serve’ as their reason for work place choice. Among Year VI 
students, this had decreased to 15.6 per cent.
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Most respondents (327 or 89.8 per cent) said they intended to specialise. Community 
medicine was most popular among first-year students (22 per cent) and least popular 
among sixth-year year students (3.2 per cent).

Dambisya concludes that because WSU medical students are predominantly black, 
the data supports the view that black graduates of South African medical schools are 
more likely to stay in South Africa than their white counterparts. That rural preference 
is strongest among first-year students and least among sixth-year students may be 
interpreted variously, he said. Applicants to WSU know of the rural bias of the 
curriculum, and many state a preference for rural service in the pre-admission interviews. 
First-year students, having gone through that exercise only two months prior to the 
questionnaire, might have been tempted to give ‘the right answer’. Over the years 
students were exposed to various communities, teaching hospitals, district hospitals, 
primary health-care centres and family practice. Senior students were therefore better 
able to make informed choices with the benefit of that exposure, including exposure to 
problems in rural under-served areas. Alternatively, the trend might reflect what has been 
reported about the altruism of students entering medical school, which apparently wanes 
as they progress through the course. 

The study was not able to make further interpretations of workplace preferences because 
the questionnaires were completed anonymously and students were not identified in 
terms of their rural or urban origins.

Igumbor and Kwizera (2005) have described aspects of an ongoing study designed to 
ascertain the preferences of graduating students concerning the settings in which they 
would work, their career intentions and their overall views on the future. The study also 
explores the current work setting of all graduates since the inception of the medical 
school.

In order to explore the long-term placement of all graduates from the school since 
its inception in 1985, a list of graduates was checked against a larger list of medical 
practitioners registered with the HPCSA. Preliminary findings indicate that 36 per cent of 
graduates from WSU Medical School were practising in smaller towns and rural settings, 
while 53 per cent were working in urban areas, 4 per cent were overseas and 7 per 
cent had died. A lower percentage of graduates from the earlier traditional curriculum 
tended to practise in the rural areas than PBL/CBE graduates. Of the graduates from the 
traditional curriculum, 41 per cent were in rural areas, 43 per cent in urban areas, 12 
per cent had died and 5 per cent were overseas. Of the graduates from the PBL/CBE 
curriculum, 66 per cent were in rural areas, 30 per cent were in urban areas, 2 per cent 
had died and 2 per cent were overseas. 

Igumbor and Kwizera note that the majority who went overseas were based in Canada 
and New Zealand with others in Australia, India and the USA. The authors do not 
comment on the high proportion of deaths (7 per cent), which is distressing considering 
that the earliest school-leaving students to enter the programme in 1985 would be only  
about 38 years old today. The possibility of a link between these deaths and HIV/AIDS 
should be investigated. 

Telemedicine at WSU

One of the most interesting developments at WSU Medical School, with enormous 
potential for the alleviation of the isolation of rural medical practice, is its telemedicine 
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programme. Although telepathology links with several international institutions had been 
established as early as 1995, the Telemedicine Unit itself was established in 1999. The aim 
was to co-ordinate research and to implement telemedicine projects around the former 
Transkei. The project was supported by the Howard University Telemedicine Center in 
Washington DC which enabled WSU to upgrade its videoconference facilities and create 
a Medical Intranet that provides online Emergency Medicine training for postgraduate 
students. Recently a project with the University of Basel in Switzerland led to the 
establishment of an iPath telemedicine server available freely for all medical doctors in 
the Eastern Cape and other areas of Southern Africa. The usefulness of this programme 
for rural and small town doctors and nurses was brought home to me when Professor 
Lech Banach, leader of the programme, allowed me to access two of the listservs. The 
one was entitled The Dermatology Group, the other was the Eastern Cape HIV Forum. 
Here are two examples of its use: 

• A general practitioner in Port St Johns posts on the listserv four photographs of 
lesions on the body of an unidentified female patient. In the message attached, he 
describes her condition and circumstances and asks whether a diagnosis of lichen 
planus would be correct. He receives three replies, including one from a university 
in India. They confirm his diagnosis and suggest possible remedies. The Indian 
doctor suggests a biopsy and requests the doctor to send pictures of the biopsy, 
if possible.

• A doctor in a small town in the Eastern Cape describes a case of hyperlactataemia in 
an unidentified HIV-positive patient who is on ARV medication. The doctor describes 
the patient’s condition and the tests which have been carried out. She says that she 
has stopped the ARV treatment because of the patient’s raised lactate level, following 
the national guidelines for ARV treatment. A doctor from Colombia suggests the 
patient might have lactic acidosis (a side effect of ARV treatment) and makes some 
suggestions about treatment and further tests. 

The interactions on this site reveal some of the difficulties of working in a rural province 
such as the Eastern Cape, where test samples have to be sent away to Port Elizabeth or 
Johannesburg. The doctor mentioned above said in relation to her enquiry: 

I am concerned about the lactate level as although taken without tourniquet 
[which could raise lactate levels] and on ice, it then travels to Port Elizabeth 
and gets processed about 24 hours after being taken. We are unable to do 
blood gases here or bicarb levels either – I am now concerned whether these 
results are a true reflection or not.

Conclusion

In many ways the WSU Medical School epitomises the complex interrelationships that 
underpin the model of professions and professional education presented at the start of 
this study. Born out of the socio-economic and political conditions of its time, in the heart 
of one of the poorest and most rural provinces, it has been deeply affected by the South 
African professional labour market, which favours urban rather than rural locations. The 
school is therefore very dependent on international labour market conditions to attract 
and keep foreign staff. It is difficult to imagine how it would have survived without the 
doctors who have come from Cuba at the request of the South African government or 
those who have left the turbulent political and economic conditions of countries in Africa 
and elsewhere. Even its curriculum has a political as well as educational purpose: the 
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school has needed to show it is doing something markedly different to the other medical 
schools to justify its establishment and continued existence. Today, its curriculum is one 
of the main sources of its national and international recognition. 

The university in which it has been housed has travelled a very rocky road since its 
inception in 1977, marked by student protests against apartheid, police retaliation, 
management crises, talks of closure and finally the merger. The medical school is probably 
one of the main reasons why the university continues to exist and its own future within 
the new institution looks relatively secure. However even the merger road is not an easy 
route, as illustrated by the academic strike which took place shortly before my visit,33 and 
the worrying issue about where to find staff persists. Cuban numbers have dwindled and 
many of those who remain are close to retirement age. The government makes it difficult 
for foreign doctors who are not on government-to-government agreements to practise and 
settle in the country. Local doctors have so many more attractive options elsewhere in the 
country – even in the public service – that few are prepared to work in Mthatha. Conditions 
in the town have deteriorated rapidly since the abolition of the Transkei as an independent 
state and its subsequent loss of status within the Eastern Cape Province. Industries have 
moved elsewhere and there is high unemployment. 

In these conditions, the medical school is pinning its hopes, more than ever before, on 
the production of new young doctors who are willing and able to stay and work in the 
area after graduating. Whether it is managing to do this is a moot point. Research by 
Igumbor and Kwizera (2005) showed that only 36 per cent of graduates were working in 
rural areas, while 53 per cent were in urban areas and 4 per cent overseas. Furthermore, 
a sizeable proportion of graduates (7 per cent) had died since leaving medical school. 
Given that the medical school is only 20 years old, even the earliest graduates must have 
died prematurely. This is a startling fact that requires further investigation. 

Lecturers however believe that even if only one or two graduating students out of every 
ten are willing to work in a rural area, and even if that area is a small town rather than 
a remote village, and even if their work is in private rather than public practice, then 
WSU will still have made an important contribution to South Africa. The secret, they 
say, is to make it possible for students who themselves have grown up in rural areas 
to study medicine, for only such students are likely to feel comfortable in a poor rural 
environment. This means that the general standard of education must be improved to the 
level where even poor rural schools produce matriculants with appropriate maths and 
science passes. Lastly, there is a need to promote intangible values in the educational 
process which will motivate young people to work for the benefit of others. Some, like 
Professor Aguirre, put it in socialist terms: 

It is a new way of thinking…because the tendency of people as human beings 
is to look for the comfortability [sic], the possibility of having all the resources 
available – so it’s not easy to transform the way of thinking of people and 
telling people, ‘Hey, go to that place.’

Professor Aguirre said a different attitude was needed and a different approach to life 
as a whole. Children needed to be educated, from birth, to be committed to giving to 

33  I was told that the medical school generally distanced itself from the strike although the grievances did affect some 
of its staff in the basic sciences. At one stage the university was closed and staff and students were unable to enter 
the campus. During this time, the medical school continued its activities to some extent in the hospitals.
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others. Parents had to model this behaviour, which was transmitted from generation to 
generation until it became ‘normal’ to behave in this way.

Others suggested that there was something to be said for the often-discredited 
‘missionary’ spirit. Several interviewees spoke of the excellent care at former mission 
hospitals and the high quality of teaching at mission schools. One professor spoke 
admiringly of a paediatrician who was relocating from Port Elizabeth to Mthatha because 
he ‘saw the need’. The professor described this doctor as ‘some kind of missionary’.

Dr Yogeswaran (the Sri-Lankan family physician quoted at the start of this chapter), spoke 
of the satisfaction associated with ‘making a difference’. Others echoed her views:

I think there are advantages to being here. We are part of something that is 
growing and new. We are helping in this part of the country that really needs 
help. Everything is waiting to be done and there are lots of opportunities. 
(Professor Alonso Betancourt)

I feel I make a difference…When I work in town, I don’t think I make a 
difference. (Ugandan family physician, who works at Mthatha General Hospital 
and a rural health centre)
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CHAPTER 7

Conclusions
The multi-dimensional lens through which the profession and education of medical 
doctors has been viewed in this study includes a review of labour market conditions, a 
review of the professional milieu and case studies selected to illuminate the key issues 
which emerge. Government policy concerns are stressed, because they impact upon both 
the professional labour market and the professional milieu. In general, the policy concerns 
are that South Africa should produce more professionals, of whom many should be black 
and female. They should have the knowledge and the skills to compete internationally 
but the social conscience to want to work here. Within the medical profession specifically, 
the government has two main policy concerns. The first relates to the maldistribution 
of doctors across the rural/urban and public/private divides. The second is that medical 
schools should produce doctors who not only reflect the demographics of the country, 
but who are also willing and able to work in the public service and in rural areas. 

Our research on the medical profession reveals a labour market characterised by deep 
divides between the urban/rural and public/private sectors of the health-care system. 
Medicine remains an attractive career within the general South African labour market, 
drawing as many as 15 times more applicants than the medical schools can accommodate. 
However, few of the graduates end up in the areas where they are needed most. Up to a 
half of some graduate classes will emigrate at some point in their career and of those who 
do not, more than 60 per cent will work in the private sector, serving about 16 per cent 
of the population. In the public sector, up to three times as many public sector doctors 
will work in the more urbanised provinces (Gauteng and Western Cape) as in more rural 
provinces, particularly Limpopo. Within Gauteng and the Western Cape, they will also be 
concentrated around the large provincial and academic hospitals. HIV/AIDS is placing a 
further and unprecedented burden on the public health-care system and the ARV rollout 
plan needs thousands of extra health practitioners, including doctors. 

The post-1994 government has introduced a number of measures designed to combat 
the gross inequities in the health system. These range from rural and scarce skills 
allowances for public service doctors to less popular measures such as the introduction of 
community service and of certificates of need (intended to distribute private practitioners 
more broadly and discourage their concentration in certain areas). It remains to be seen 
whether these measures will produce the desired effects. 

Meanwhile, South Africa is indeed producing more black and female doctors, at least at 
undergraduate level. Medical schools have done much to change their equity profiles, 
although the numbers of Africans studying medicine at the formerly white universities is still 
low, but increasing. Gender profiles have transformed radically at undergraduate level to the 
extent that women students now outnumber men, and there are concerns that the feminisation 
of medical schools will have negative implications for planning in the health system and could 
affect the status of the profession. Research at UCT suggests that it will be some time before 
this trend is followed through at postgraduate level. At that university certainly, the proportions 
of women and black students at postgraduate level are not in line with the proportions of 
undergraduates, but are nonetheless changing. Numbers of white male enrolments at M Med 
level at that university decreased by more than one-third between 1999 and 2005, while 
numbers of African enrolments increased by 43 per cent. Numbers of African women have 
increased more than fourfold, albeit from a low base (from nine to 37 students).
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There can be no doubt that the medical schools are producing doctors with globally- 
competitive skills or they would not be able to emigrate, as they do. Whether they 
are managing to produce doctors with the kind of social conscience envisaged by the 
National Plan is debatable. No-one is likely to progress through the eight or nine years 
of medical training without possessing a fair measure of social concern, but this does not 
necessarily translate into a desire to spend one’s career – or even a limited period after 
graduation − serving the poor and needy, particularly in rural areas. There are indications 
that even WSU, which was set up to train black and rural doctors, is losing graduates to 
the cities and to countries overseas.

To a greater or lesser extent, most of the universities have undergone or are undergoing 
curriculum change to accommodate the community-based, primary health-care focus 
of health policy and to comply with the medical education guidelines of the HPCSA. 
Some have also opted for a five- rather than six-year curriculum. A prominent feature of 
the curriculum change is the move towards PBL which, in its purest form, involves the 
substitution of lectures by small group work that revolves around paper, and later real, 
cases. Students acquire theoretical knowledge through their own research arising from the 
cases. WSU Medical School pioneered the PBL approach in South Africa and continues 
to use it, offering lectures only where their need is specifically motivated. Attendance 
at these lectures is optional. WSU has also changed to a five-year degree. Considering 
that WSU admits students with relatively low matric results, it will be interesting to see 
whether the medical school manages to achieve in five years what it managed (or did 
not manage) to do in six. This medical school does not have high graduation rates and 
drop out is high, although less so in the PBL curriculum than in an earlier traditional 
curriculum. 

Other universities have settled for a more diluted ‘problem-oriented’ approach, which 
retains lectures and other resources as a matter of course. UCT, which attracts and admits 
some of the highest achieving matriculants in the country, has adopted this approach 
and is also retaining the six-year degree until it has assessed the performance of students 
under the new curriculum.

The international literature on PBL in medical curricula finds that this method of teaching 
is enjoyable, stimulating and leads to a deeper type of learning and the development of 
lifelong learning skills. On the other hand, it can be expensive and the lack of lectures 
may have negative consequences for both staff and students, while self-directed study, far 
from reducing information overload, can actually increase it if students’ research efforts 
are not appropriately guided. There are also concerns about the nature and extent of the 
theoretical and basic science knowledge that can be acquired in this way. 

Our research was not designed to allow for comparison between the PBL initiatives at 
WSU and UCT, nor profound enough to warrant any kind of evaluation. However our 
interviews, focus groups and observations did raise a number of questions that suggest 
that many of the international concerns about PBL are also relevant to South Africa. At 
UCT, we were told that the method could be stressful for staff, that it is expensive in terms 
of human and information (library, computers and so on) resources and that it has not 
been popular with some staff. In its favour, students from disadvantaged backgrounds had 
gained in confidence from it. At WSU, students said it was difficult and time-consuming 
to acquire theoretical knowledge ‘on [their] own’ and wished their lecturers would ‘do 
more’. Lecturers spoke of the intellectual effort required to be a ‘facilitator’ rather than an 
‘expert information resource’ in PBL sessions. On the other hand, students did say they 
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had learned ‘a lot’ from their research, and both lecturers and students had found PBL 
sessions enjoyable. Lecturers said the method built confidence in rural students and our 
observations confirmed this. Furthermore, research conducted at WSU suggests that the 
problem- and community-based curriculum has improved the academic performance of 
its students (Iputo & Kwizera 2005). At UCT, where the curriculum has only recently been 
introduced, it will be some time before conclusions can be drawn as to the effectiveness 
of the new approach. Ideally, any review of the method at either university should try 
to address the concerns, expressed in international literature, about the extent and type 
of knowledge which students acquire through PBL. There is widespread recognition, for 
example, that it might not be the best way to teach basic sciences.

In conclusion, what should the South African government do to achieve its policy goals 
for the medical profession? Firstly, it must realise that the attainment of these goals (or 
any other in higher education) cannot be divorced from its policies on HIV/AIDS. No 
policy designed to promote the development of young professionals can ignore the fact 
that it is young people, particularly young women, who are bearing the greatest burden 
of this disease. In this respect, educational policies and interventions cannot be divorced 
from social policies and interventions.

Secondly, we need to take heed of developments internationally regarding women in 
the medical profession. We must monitor whether the women who are populating our 
medical schools at present are indeed entering – and staying in – the profession. If they 
are not, or are choosing to work part-time, then we need to know why and to consider 
the implications for human resource planning. We also need to analyse postgraduate 
trends to see if patterns found at universities overseas apply here. Are sufficient women 
specialising and in what areas are they specialising? Is it desirable to encourage them to 
work in the more ‘difficult’ areas such as surgery and if so how can this be done? What 
are the social reasons for gender trends and how can they be addressed?

Thirdly, there must be far more concerted efforts to attract South Africans into the 
rural public service, starting with the schooling system. There are some indications 
that students from rural origins are more likely to return to rural practice. This means 
that we need to encourage more rural high-school learners to achieve the science and 
mathematics results necessary for admission to medical studies and, consequently, that we 
need better rural schooling. Bursary schemes for medical training that are targeted at rural 
students and require them to return to work in their home areas would also help. 

What would make the rural public service more attractive? This study has provided some 
pointers: greater financial incentives would help, as would more efficient bureaucracy 
and hospital management, rural career paths appropriate to the medical profession and 
improved infrastructure in country towns. We also need to make it easier for foreign 
doctors to work and undertake postgraduate study in this country on condition that they 
do so in the rural public service. 

The quality of experience of doctors in the public service, particularly in rural areas, is 
also integrally related to the AIDS epidemic. For as long as HIV/AIDS continues to ravage 
populations served by the public health system and for as long as the system is not able 
to provide relief, some doctors will continue to find their jobs unbearably depressing. 

The isolation that some doctors experience in rural areas and the burden they carry in 
terms of health care for rural AIDS patients could be alleviated to quite a large extent by 
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the use of telemedicine facilities such as those at WSU and these need to be developed 
and promoted. 

Finally, several informants raised a less tangible but equally important issue. As 
policymakers, practitioners, parents, teachers, lecturers and researchers, we need to model 
and nurture the kinds of values that make it acceptable, even desirable, to put others 
first. Without such values, no young professionals, regardless of their origin, will want to 
‘make a difference’ in our divided society. 
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APPENDICES

Appendix 1

Medical school enrolments by race, numbers and percentages, 1999 to 2003

Institution Year African Coloured Indian White Total *

No % No % No % No % No %

Cape Town 1999 313 29.0 173 16.0 166 15.4 428 39.6 1 080 100

2000 325 30.4 167 15.6 174 16.3 404 37.8 1 070 100

2001 331 30.1 204 18.5 176 16.0 390 35.4 1 101 100

2002 303 29.1 186 17.9 161 15.5 390 37.5 1 040 100

2003 319 30.6 185 17.7 173 16.6 367 35.2 1 044 100

Free State 1999 96 14.0 42 6.1 12 1.8 536 78.1 686 100

2000 112 17.1 43 6.6 14 2.1 486 74.2 655 100

2001 134 20.6 44 6.8 15 2.3 459 70.4 652 100

2002 158 24.0 40 6.1 20 3.0 441 66.9 659 100

2003 171 25.3 31 4.6 19 2.8 455 67.3 676 100

Medunsa 

(Limpopo)

1999 1 328 77.3 21 1.2 363 21.1 7 0.4 1 719 100

2000 1 344 80.3 21 1.3 292 17.5 16 1.0 1 673 100

2001 1 479 83.4 20 1.1 253 14.3 21 1.2 1 773 100

2002 1 410 84.2 21 1.3 214 12.8 30 1.8 1 675 100

2003 1 370 86.2 18 1.1 168 10.6 34 2.1 1 590 100

KwaZulu-

Natal

 

1999 418 47.5 31 3.5 388 44.1 43 4.9 880 100

2000 425 45.6 39 4.2 423 45.4 45 4.8 932 100

2001 488 49.0 44 4.4 418 41.9 47 4.7 997 100

2002 526 50.2 46 4.4 421 40.2 54 5.2 1 047 100

2003 601 54.0 49 4.4 409 36.8 54 4.9 1 113 100

Pretoria 1999 122 9.7 30 2.4 79 6.3 1 022 81.6 1 253 100

2000 158 12.8 35 2.8 79 6.4 966 78.0 1 238 100

2001 175 14.3 42 3.4 85 6.9 926 75.4 1 228 100

2002 230 18.6 43 3.5 85 6.9 876 71.0 1 234 100

2003 259 20.9 47 3.8 82 6.6 853 68.7 1 241 100

Stellenbosch 1999 15 1.6 145 15.0 54 5.6 750 77.8 964 100

2000 12 1.3 165 17.2 67 7.0 718 74.6 962 100

2001 13 1.3 177 18.1 72 7.4 716 73.2 978 100

2002 24 2.4 203 20.1 94 9.3 691 68.3 1 012 100

2003 46 4.4 231 21.9 114 10.8 663 62.9 1 054 100
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Institution Year African Coloured Indian White Total *

No % No % No % No % No %

Transkei 

(WSU)

1999 230 74.2 3 1.0 72 23.2 5 1.6 310 100

2000 256 77.6 1 0.3 69 20.9 4 1.2 330 100

2001 287 74.4 3 0.8 88 22.8 8 2.1 386 100

2002 325 77.0 7 1.7 83 19.7 7 1.7 422 100

2003 358 75.4 11 2.3 103 21.7 3 0.6 475 100

Wits 1999 158 12.3 29 2.3 522 40.5 579 45.0 1 288 100

2000 172 13.1 21 1.6 540 41.0 585 44.4 1 318 100

2001 315 21.8 21 1.5 534 37.0 573 39.7 1 443 100

2002 351 25.3 21 1.5 473 34.2 540 39.0 1 385 100

2003 376 28.0 18 1.3 450 33.5 499 37.2 1 343 100

Totals 1999 2 680 32.8 474 5.8 1 656 20.2 3 370 41.2 8 180 100

2000 2 804 34.3 492 6.0 1 658 20.3 3 224 39.4 8 178 100

2001 3 222 37.7 555 6.5 1 641 19.2 3 140 36.7 8 558 100

2002 3 327 39.3 567 6.7 1 551 18.3 3 029 35.7 8 474 100

2003 3 500 41.0 590 6.9 1 518 17.8 2 928 34.3 8 536 100

Source: DoE HEMIS (2004) 
* Percentage totals may not add up to 100% because of the effects of rounding off
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Appendix 2

Medical school graduations by race, numbers and percentages, 1999 to 2003

Institution Year African Coloured Indian White Total*

No % No % No % No % No %

Cape Town 

 

1999 40 22.0 29 15.9 23 12.6 90 49.5 182 100

2000 33 24.6 17 12.7 23 17.2 61 45.5 134 100

2001 42 25.9 28 17.3 28 17.3 64 39.5 162 100

2002 46 27.5 30 18.0 21 12.6 70 41.9 167 100

2003 38 24.5 21 13.6 29 18.7 67 43.2 155 100

Free State 1999 0 0.0 4 3.6 0 0.0 106 96.4 110 100

2000 3 2.7 5 4.6 1 0.9 101 91.8 110 100

2001 10 8.7 11 9.6 0 0.0 94 81.7 115 100

2002 20 18.4 10 9.2 3 2.8 76 69.7 109 100

2003 10 11.4 5 5.7 2 2.3 71 80.7 88 100

Medunsa 

(Limpopo)

1999 225 73.5 4 1.3 77 25.2 0 0.0 306 100

2000 175 74.5 3 1.3 57 24.3 0 0.0 235 100

2001 190 76.3 3 1.2 55 22.1 1 0.4 249 100

2002 179 73.7 2 0.8 62 25.5 0 0.0 243 100

2003 231 81.6 5 1.8 47 16.6 0 0.0 283 100

KwaZulu-

Natal

 

1999 57 50.0 3 2.6 54 47.4 0 0.0 114 100

2000 35 38.9 5 5.6 46 51.1 4 4.4 90 100

2001 58 50.0 3 2.6 51 44.0 4 3.5 116 100

2002 65 49.2 6 4.6 54 40.9 7 5.3 132 100

2003 63 38.2 2 1.2 88 53.3 12 7.3 165 100

Pretoria 1999 2 1.0 3 1.5 13 6.6 179 90.9 197 100

2000 4 2.0 3 1.5 10 4.9 186 91.6 203 100

2001 5 2.4 2 0.9 17 8.0 188 88.7 212 100

2002 32 15.8 6 3.0 19 9.4 146 71.9 203 100

2003 22 12.0 4 2.2 3 1.6 155 84.2 184 100

Stellenbosch 1999 1 0.7 10 6.9 1 0.7 134 91.8 146 100

2000 1 0.7 17 12.1 2 1.4 120 85.7 140 100

2001 2 1.4 19 13.6 1 0.7 118 84.3 140 100

2002 1 0.8 13 10.1 2 1.6 113 87.6 129 100

2003 2 1.1 31 17.5 17 9.6 127 71.8 177 100
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Institution Year African Coloured Indian White Total*

No % No % No % No % No %

Transkei 

(WSU)

1999 32 84.2 2 5.3 4 10.5 0 0.0 38 100

2000 26 100.0 0 0.0 0 0.0 0 0.0 26 100

2001 33 76.7 0 0.0 9 20.9 1 2.3 43 100

2002 27 56.3 1 2.1 18 37.5 2 4.2 48 100

2003 37 66.1 2 3.6 17 30.4 0 0.0 56 100

Wits 1999 22 10.2 9 4.2 72 33.3 113 52.3 216 100

2000 16 8.3 3 1.6 80 41.5 94 48.7 193 100

2001 10 5.2 1 0.5 86 44.8 95 49.5 192 100

2002 24 13.3 8 4.4 62 34.3 87 48.1 181 100

2003 19 10.1 4 2.1 71 37.8 94 50.0 188 100

Totals 1999 379 29.0 64 4.9 244 18.6 622 47.5 1 309 100

2000 293 25.9 53 4.7 219 19.4 566 50.0 1 131 100

2001 350 28.5 67 5.5 247 20.1 565 46.0 1 229 100

2002 394 32.5 76 6.3 241 19.9 501 41.3 1 212 100

2003 422 32.6 115 8.9 233 18.0 526 40.6 1 296 100

Source: DoE HEMIS (2004) 
* Percentage totals may not add to 100% because of the effects of rounding off
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Appendix 3

Top five M Med disciplines chosen by male students at UCT, 1999 to 2005

Year Ranking Discipline Total males Percentage
of total

Total

1999

 

 

 

 

1 Medicine 52 80.00 65

2 Anaesthesiology 45 77.59 58

3 Surgery 45 93.75 48

4 Paediatrics 26 59.09 44

5 Orthopaedic Surgery 23 100.00 23

2000

 

 

 

 

1 Medicine 48 73.85 65

2 Surgery 48 97.96 49

3 Anaesthesiology 40 75.47 53

4 Paediatrics 26 54.17 48

5 Obs. & Gynae. 20 60.61 33

2001

 

 

 

 

1 Medicine 42 71.19 59

2 Anaesthesiology 39 72.22 54

3 Surgery 35 92.11 38

4 Paediatrics 25 55.56 45

5 Psychiatry 16 47.06 34

2002

 

 

 

 

1 Medicine 38 74.51 51

2 Surgery 35 92.11 38

3 Anaesthesiology 33 62.26 53

4 Paediatrics 20 48.78 41

5 Orthopaedic Surgery 16 100.00 16

2003

 

 

 

 

1 Medicine 41 78.85 52

2 Anaesthesiology 38 62.30 61

3 Surgery 28 90.32 31

4 Orthopaedic Surgery 21 95.45 22

5 Paediatrics 18 46.15 39

Appendices

Fr
ee

 d
ow

nl
oa

d 
fr

om
 w

w
w

.h
sr

cp
re

ss
.a

c.
za



Doctors in a Divided Society

106

Year Ranking Discipline Total males Percentage
of total

Total

2004

 

 

 

 

1 Medicine 43 81.13 53

2 Anaesthesiology 38 59.38 64

3 Surgery 30 90.91 33

4 Psychiatry 19 44.19 43

5 Orthopaedic Surgery 19 95.00 20

2005

 

 

 

 

1 Medicine 41 77.36 53

2 Surgery 36 92.31 39

3 Anaesthesiology 20 47.62 42

4 Orthopaedic Surgery 19 95.00 20

5 Obs. & Gynae. 14 40.00 35

Source: FHS (2005a)
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Appendix 4

Top five M Med disciplines chosen by female students at UCT, 1999 to 2005

Year Ranking Discipline Total females Percentage
of total

Total

1999

 

 

 

 

1 Psychiatry 18 51.43 35

2 Paediatrics 18 40.91 44

3 Medicine 13 20.00 65

4 Anaesthesiology 13 22.41 58

5 Obs. & Gynae. 12 42.86 28

2000

 

 

 

 

1 Paediatrics 22 45.83 48

2 Medicine 17 26.15 65

3 Psychiatry 16 47.06 34

4 Obs. & Gynae. 13 39.39 33

5 Anaesthesiology 13 24.53 53

2001

 

 

 

 

1 Paediatrics 20 44.44 45

2 Psychiatry 18 52.94 34

3 Obs. & Gynae. 17 53.13 32

4 Medicine 17 28.81 59

5 Anaesthesiology 15 27.78 54

2002

 

 

 

 

1 Pathology (Anat.) 25 73.53 34

2 Paediatrics 21 51.22 41

3 Anaesthesiology 20 37.74 53

4 Obs. & Gynae. 19 55.88 34

5 Psychiatry 16 51.61 31

2003

 

 

 

 

1 Psychiatry 25 59.52 42

2 Anaesthesiology 23 37.70 61

3 Obs. & Gynae. 22 59.46 37

4 Paediatrics 21 53.85 39

5 Medicine 11 21.15 52
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Year Ranking Discipline Total females Percentage
of total

Total

2004

 

 

 

 

1 Anaesthesiology 26 40.63 64

2 Psychiatry 24 55.81 43

3 Obs. & Gynae. 23 58.97 39

4 Paediatrics 22 55.00 40

5 Public Health 12 80.00 15

2005

 

 

 

 

1 Paediatrics 23 63.89 36

2 Anaesthesiology 22 52.38 42

3 Psychiatry 21 67.74 31

4 Obs. & Gynae. 21 60.00 35

5 Public Health 13 92.86 14

Source: FHS (2005a)
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