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ABSTRACT

Background

The role & district hospitaldoctors inSouth Africa includegroviding effective and efficient
primary health careand referral of patients to more sjadist care when neededhe doctors

who work in these district hospitals havarying leves$ of clinical and procedural skills. Much
research has been done on this topic in rural areas of South; Afrigever there is insufficient
information on theskills of doctorsin urban district hospitals. The aim of this studywas
thereforeto conducta sel-assessmendtudy of procedurhaskills of medical officers in three
district hospitals in Region,Bsauteng Provingewhich is mostly an urban ardéais hoped that

the results of this study can be used to influence the development of appropriate training
programs which will capacitate Medic officers to function effectively within the district

hospitals.

Methodology

The studywas adescriptive cros sectional studyf all the doctors in all the three district
hospitals inthe region during the period of Oabber 2009November 2009 using aself
administeredquestionnaire Doctors assessed themselha@s 71 procedures considered to be

required atdistrict hospital level.

Results

The results showhat therewas varying levé of selfreportedcompetence iprocedural skills
among doctors ranging from some proceduresbeing performed independently tsome
performed with support and to some where thhe was even unfamiliaty with certain
procedures. There was sorassociation between perceived overall competengedoedural
skills with factorssuch asge, gender and years of experiertm& no association witlplaceof
under graduate studglisciplineand Family Mediane training.There was statistically significant
association betweeage and overall anaesthetic compete(ue0.03), gender and overall
competence in surgep=0.03), orthopaedicgp=0.02), urology(p=0.005) years of experiare
and overall competence in dermatology ski(js=0.02) Junior doctors reported higher

compeeénce in aaesthesia,whilst male doctos reported higher competence irsurgical,
v



orthopaedic and urology procedures The organizationaland managemenstructure of the
hospital where thdoctors are currently workingas alsddentified as aignificant factor which

affected theverallreportedcompetence.

Conclusion

The study demonstratébat there arevarying level ofself-reportedcompetencen procedural
skills amongst doctors in urban district hospitaltis research study identifies the need for
training in theproceduralskills that the doctors have identified themselves as not compgetent

perform.Greater clarity regarding sks required of doctors in distrittospitalss needed
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CHAPTER 1: INTRODUCTION

SouthAf ri cads publ i c heal t h ¢ distret haspitals, eegionat o mp r |
hospitalsand tertiary hepitals offering varying levels of carélowever,more often than not,

both regionabnd tertiary hospitalshare the burden of primary healthieedue toself-referralof

patients or due to lack of clinical and procedural skills of doctors

The documentA Policy for the Development of a District Health SystédHS) for South
Africa’ was released in December 199%idnas since been used to guikde implementation of
the District Health System in South Afritahe South African governmenhas decided on
strengthening the District Health System throagtomprehensive primary health care approach
Important components of the District Health Sysiapludethe district hospitalgrimaryhealth
care(PHC)clinics and community healttentres CHC). The district lospitals serve bothsahe
support services for thegrimary health care clinics and the communigalth centres and as the
gateway tespecialized carelhe World HealthOrganization(WHQO) emphasizeshe importance

of closeco-operation betweenlistrict hospitas and PHC services, thiseing one of the key

factors in the effective functioning of a district hospftal

According to the Wo |l d Heal th Organizationés functional
provide diagnostic, treatment, care, coulsgland rehabilitation services. The district hospital

should offerthe following clinical disciplines at generalist level: Family Maagcand Primary

Health Care, Rehabilitation, Medicine, Surgery, ObstetRegdiatrics, Psychiatry, Eye care and
Geriatrics'Medical doctorsn district hospitalshould be able tdiagnose, manage and/or refer
patientsappropriately to th@extappropriate level of caré district hospital should provide-n

hospital care, operative procedures and effective patient education programheesnodern

approach istolook atbrodde al t h pr o gr a mmesd Rprodudiive-teslth Sdeme n 6 s
Mothehood hitiative, Integrated Management Ghildhood linesses(IMCI), Mental Health

Servicesand the like through an integrated approach



According to the District Hospital Service PackdgeSouth Africd, the competence of medical
doctors in districthospitals is presumed to be aligned to the expected services to be delivered
based on the need of the catchment population being sérlieddistrict hospital practitioner
needs clinical skills, surgical skills, community health skitteanagement skillssawell as the

ability to train other health workers and ensure quality improvement.

An assumption hashus been made in this study thatedical officerscurrently working in
district hospitat in South Africa have varying levels of clinical and procedural sk#llso the
medical officers come from many different educational backgrounds and from many different
countries.The levels of competence of doctors atependenbn the exposure they hanhad
during their undergraduate training or previcarsd currentworking experiences. Therefore
uniformity in the level of competence of procedural skills among medical officers is often
lacking. A medical officer may be more skilled in doing a particpfacedure and not another.
The types of procedures done in each of these hospitals dependsly on the level of
competence of these doctdyst also orthe infrastructure available at the facility in terms of
instruments, theatre facilities and othersources and to a certain extent even othe

management systems which arglace

It is anticipated tht the new Fanmyl Medicine registratraining programme introduced in 2008
will in the futurehelp tostandardize the levels ebmpetence irtlinical and procedural skills
amongst medical officers in the District Heal8ervice However at present, the current
competence of medical officers in district hospitals still depends on ghcal training and
work experienceslt is presumed thalistrict hospital doctors should be able to independently
perform the defined set of skills as in thes@Bict Hospital Service &kagéas well as be able to
teach some of these skills to junior doctors and registrars where indibatetdrs from district
hospitalsare currentlytrained for short periodis regional or tertiary hospitalsy specialis in

the necessary clinical procedures where competence is lacking. Nbttladl district hospital
doctors will need training in all the procedures as somag have had the benefit of previous
work experiences and others may already be practicing these procedures. Thus an assessment of

the current level of competence in procedural skills among medical officers working in district



hospitals is essential toadtify the skills gap of what is egpted from them as medical officers

in district hospitals and what they know at present.

Family Physicians wharetrained n the previous patime Masters in Family Medicine did not
participate in formalpractical clinical training during the program; this has redllie a
challenge in thathese FamilyPhysicians are now expected to provide the forprakttical
clinical training to the registrars in the new Masters in Medicine in Family Medmimgram
TheseFamily Fhysicians a& also involved in teaching clinicakills to the junior and senior

medical officers when needed in these hospitals.

Those district hospital doctors working in theral areas of Soutifrica, far from tertiary
centres, are ikely to have better procedural skills than those working in mrheeas where
referral is not a major issue. In tistrict Hospital Service Packagé for South Africa the
procedurakkills list is a comprehensive list, taking into account that there are cadapitals

that would not be able to access easy referral. The doctors working atutss®spitals need

to know more compared to tlgectors working at urbacentres where these hospitals are closer

to their referral hospitalsThe scope of practicef medical officers according tthe District
Health Service Rckagéincludes procéural skills in EnergencyMedicine, Internal Medicine,
Paediatrics Anaesthesia Surgery, Obstetrics andsynaecologfO&G), and Orthopaedics The
quality of procedural skillecquired is also of concern, the doctor thrown in at the deep end in a
peripheral hospital may get to do many appendicectomies, but the question is if the doctor is
approaching it in the right way. gelfreportedprocedural skills audit may not pick thip, but

may at least provide a baseline assessmeatyoskills gap.

The hospitals where the current research eaaslucted are thenly three district hospitals in
Region Bwhich is situated in therbanand perurbanareas of Gautendurtherreferred to in
this study as Hospitals A, B and @Il these hospitals had fulltimgarttime and sessional
doctorsworking in these facilities. These hospitals are situbgssl tharb0 kilometres from ther
regional referral hospitals. d$pital A hasa bed capacity ofl28 patients; Hspital B has144
bedswhereasHospital Chasa bed capacity a272 patients.Only onehospital(Hospital B)had

Family Medicineregistrarsworking there daily while at bkpital A and C there were no formal

3



registrar rotatios. All these three hospitals had outpatielepartmerg (OPD), casualtyHIV
clinics, maternity ward, male and female medical and surgigards paediatric ward and
theate facilities. Hospital Ghad a psychiatric ward in the facility which was not presentha

other hospitalsTwo of the hospitals (Hospitals B and C) were also conducting procedures such
as appendicectomy, tonsillectomy and dental procedures in tieatres Hospital A currently

refers such cases to the next higher level.



CHAPTER 2: LITERATURE REVIEW

Most studies on procedural skills odators haveprimarily focused on district hospitals in rural
areas, not onlyin South Africa, but also in other countrieBhese studies have looked at
competencies in cmin group of skills and not in others. There is therefore insufficient
literature on the procedural skills of doctors in urban andyrean areas, as well as in the

previously excluded groups of skills

In South Africa one of the earliest studidsne in 199%n procedural skills was by Reé af

who in their descriptive study using quantitative and qualitative methods demonstrated the
spectrum of procedures performed by general medical officers im &dutan rural hospitals.

The study was done ffifteen rural hospitals in Kwaulu-Natd and four hospitals in théthen
Northern provinceThe study waslone usingrecord reviewsof theatre patientsAnaesthetic

usage patterns revealtdtht ketaminewas the most common anaesthesadboth in Kwaulu-

Natal and NortherProvincein all district hospitaldollowed byspinal amesthetics in KwaZulu

Natal and general asestheticsbeing administered in the Northern Province. Qualitative results
revealedtwo scenarios in the rural hospital situation: one where doctors felt that they were
coping and learning from the work under the supervision of peers or senior colleagues, and the
other where they felt stressed by being alone and having to deal with aniesgespecially
when shorstaffed. Accessibility of referral centres availability of specialists, fear of
contravening the law and perceived hostility towards foreign qualified ddgyote patients

were found among the reasons why patients werereefeto bigger centres ant the

specialistg.

Another study wasonductedn 2001by De Villiers and De Villierdo identify the professional
skills of medical officers delivering services in distriwspitals inrural Western CapeThe
study was completed usingboth qualitative and quantitative methods. The dtetnte
component was done bygaestionnaire which was developed to explore competency ratings of
the knowledge and skills necessary to perform district hospital services in the follaneam)
emergency and trauma,-patient function, general outpatient services, outreach support to

primary health care (PHC), hospitalanagement and public healffhe study was done in 27
5



district hospitals with a study sample of 147 medical officeng data wasstatisticaly analysed
andassociations between the variables of medical officer category, gender, years of experience
(1-5 yeas, 510 yeas, >10as), andknowledge and skills areas were determingue study
showedthatthe perceive@ompeencyratings inemergency and traumiapatient ancbutpatient
serviceswere higher irthe older and morexperiencegarttime practitionersthan their junior
counter parts who were the fulltime medical officers and community service doctors except in
HIV/AIDS care’'Assessments were conduct édndependentyhe ab:
perform or not certain setof skills such agaesarearsectiors, sterilization appendicectomy,
tracheotomy,spinal and general anaesthesia amtbsed reduction ofractures This was to
determinecompetencies ithe emergencyand traumainpatient and outpatient servicesthese
hospita. The limitation of the study wathat itonly looked ata cetain group of skillsFurther
exploration of the perceived gaps wsfaal that the knowledge of individualgsaried considerably
according to their education, trainiagdprevious workingexperienceandthe circumstancesf

a particulardistrict hospital. The study alsdllustrates the role that the discipline of Family
Medicine should play in education and training for rupahctice, including theneed for
postgraduate programmes faaining in districthospital service$

A comparison ofabovetwo studies demonstrated thaketprocedureslone commonlyvaried
betweerthe different hospitals in different provinces of South Afrithe study done by Reid et

al®

shows that the commonesperative procedures done in Kwalli-Natal and Northern
province district hospitals arign general surgery, ®@stetrics andgynaeology, athopaedis
followed by diagnostic procedures. The commonest angengralsurgical procedures includes
I&D, circumcision, debridement @founds, excision of lumps, lagdomy, skin graft removal
of foreign body, major and minor suturirggnd hernia repain decreasing ordetfAmong the
obstetrics and yynaecologyproceduresaesaran sections, eva@tion ofuterus, tubal ligation,
hysterectomy and ectopic pregnancy arecimmon procedures conducté€hn the other hand
the study done by De Villierst aPshows that the commonly done proceduass inobstetrics
and g/naecology general surgery, dental procedures, orthopaedics, ENT pimtiatmology
disciplinesin decreasing ordefThe theatrerecordsin district hospitals in Western Capdso
show dental procedures sterilization, caesarean extions, excision of bumps and lumps,
tonsllectomy, evacuation of uteru$&D and closed reduction of fracturas commonly done

6



operationsgn decreasing ordeihe De Villiers study indicated that general anaestheamthe
common anaesthetic method used in the district hospitals in Western Cape; while Reid et al
showed that both general anaesthesia and spinal anaesthesia were commonly used i KwaZulu
Natal and the then Northern Provindéhese findings are reinforcedn Ma ardldok of H
Family Medicinewhich states that rural doctoaise usuallycompetent in procedural skills within
obstetrics and yypaecobgy includinglabour ward proagures and caesarean sections; surgery;
anaesthesia including spinal, ketse, and general anaesthesiaegiatrics including neotedl
resuscitation and intraosses infusions; ghopaedt procedures including application of Plaster

of Paris (POP) and cled reduction of fractures; andyzhiatry®

Caeseean sectiosn werefound to be commonly perforaa in district hospitals in KwaZwu
Natal, the then Northern Province, Nigeria and rural hospitals in CarfatfAccordingto the
Saving mothers: Confidential Enquiry into Maternal Deaths in South Africa, da€6iag2007
there was 477210 caesan sections performed the country, resulting ia caesaansection
rate of 18.4% howeverthe institutional M#rnal Mortality Ratio forcaesarearsections was
high at198.2/100000 livédirths. There wasan increase in number ofaternal deaths in district
and regional hospitalsver the period of 2008007 compared to the previous yedsenerally
the lack of surgical skills ircaesaean section and anaesthesia was identifiedoagributory

factors to increased maternal deaéispecially in level omhospitals'

In a collaborative paper published in 2006, Mash et al have proposed a set of essential clinical
and procedural skills for the training of family physiciansSuth Africa'® This hasbeen used
as a guide for curriculum planning, as a way of monitoring skills developiaaht for
assessmenpurposesin Family Medicine registrarsThe Departments of Family Medicine
different Universitiesn South Africahave reached consensus on all theemesal clinical and
procedural skis needed for th@ew ful time registrar programme in Family édicine. Tlis
skills listcanalsobe used as a guide for all the doctousrentlyworking in the district hgpital
settingsince there is no clarity amorige list indicated irthe District Health Service Package
about the level of competency needed for the procedoatshould be donat these levelsin
this studyall the skillswere classified into four broad cajeries viz. independently competent
and able to teach; independently competent; competent under supenasibr|ective skill

7



This study haslsoaligned the expectegrocedural skillgo that of theDistrict Hospital Service
Package andhe majority of these skills were identified as skillsat doctors shouldebable to

perform independently in a districospitalsetting™

Other similar studies werdonein Canada byWetmore et df and in the United States of
America by Nothnagleet afto defineand standardizéhe set of procedural skills needed for
family medicineresidencytraining. This was due to the fact that there was no clanityhe core

set ofprocedural skills needed féamily medicine residents at the time of graduation in these
countries.In the USstudy the main objective was to reach consensus among the procedures that
Family Medicine residents should be competentit the end of graduation #et abcore

p r o c e wasithensdévelopeand therequiredlevel of competence needed fach ofthee
procedureswas defined forfamily medicine resident®n graduation.An additional list of
procedureghat required mordocusedtraining for independent competence walso identified
together with a further set of procedures theg¢dd an extra year otraining above the usual
three years of trainindn the study conducteish Canadausingthe Delphi techniqueconsensus
was reachedbout thexore set oprocedurakkillsdwhich all doctors sould be able to perform

in rural, urbanandsmall town settigs in CanadaThe6 enhanced | i st sof pr oc:
skills that they should bpracticingin atleast two of the three settings if needed. The list is
similar to the procgures mentioned in thstudy andone can compare tib proceduralists used

to meet thdraining requirements in other countri€®r example lumbar puncture is identified
among the core procedures liat family medicine trainingn both Canada and UBowever
procedures like basic antenatal ultrasound is identified amongptldist in United States but
not in the Canadiancore list. Again the placement of chest tube is identified among the
additionalproceduredist both in Canada and U&ut this is among the core procedures list in a
South African settingAll these listsof procedures developed emphasize the fact that a definite
skill list should be developed fgeneralistfor eachsetting depending on the health needs and
service demandsf different settingsin SouthAfrica, currentlya similar process is required in
determining the same for urban and rural settingsis anticipatedthat this may eventually

influence a refined District Health ServiPackage for South Africa.



It is also internationally recognized theatange of sKis required to be performed by generalist

in rural practice is much wider than that expected of any individual practitioner in an urban
context:>'® These doctors should bempetent in doing anaesthetic, obstetric and surgical
procedures especially whemorking in rural hospitals of Australia. Regular updating and

maintaining of skills are essential to maintain quality care of patients in these s8ttings

Ina recent studyin Canada in 20Q6 Goertzencompared theselfreported competence of
procedural skills of family medicingraduates ancegistrarsin training inboth rural and urban
universities'’ The results showed that themerestatistically significant differences between the

rural and the urban groups of doctors, witihal doctors reporting higher levels of competence

than their urban counterparts. The stualyo reemphasized the faittat the development of
competence is related to actual experience in performing the procedure. This research study also
has highlightd that male doctors reported higher competence and experience in doing surgical,
emergency, orthopaedic and obstetrics and gynaecology procedures than female doctors both in

rural and urban groupgg.

A retrospective studin Australia byWorley, Strasseand Prideaux in 200dmong twentynine
students, six from rural primary care, eight from the remote secondary hospital, and 15 from the
urban tertiary teaching hospitabked at theexperience and perceived competeoicstudentgo
manage 78 common procedural skills and 62 common condifd@esrding tothis study it was

shown that medical students who worked in a primary care setting gained more experience in
doing procedural skills and therefore reported a higher level of emmpe in performing them
compared to those students who worked in regional and tertiary hospitals whegaittezijess
experienceand hence reported lower level of competeimcdoing these procedureshe data

also demonstrated that there was a pasitierrelation between the experience amel self
reportedcompetence whichwas greater for procedural skills than competence in managing

common condition&?

A study conducted in Australiy Barnsley et al amonfjrst year post graduate students
comparedheir self-rated confidencand experience in performing a setrofitineclinical skills
to a formally observed competenaitheseskills later.The main aim was to determine whether

9



the level of selreported confidence matched observed competenca farmber of clinical

skills. The study was conducted in an urban hospital in Sydney, Australia in first year
postgraduate students in various clinical disciplines.sei-assessmenguestionnaire was
developed which coveredognitive and procedural skillareas in two components. The first
component was looking at the number of times that a doctor had performed a particular skill and
the second component wad esi gned t o m e sel-raporeed canfidedoe ant or 6 s
performing that particular skillThefindings in the Barnsley et al studhowed thathere waso
correlationamong theselfreportedconfidenceand the actual observed compete for aset of

procedurs amongthe juniormedicaldoctors*®

When the competence of procedural skills depends oadiual experience on that procedure it

is also important to maintain the same level of competence for that specific prodedtudy

done in New Zealandy Patel et alamong thejunior medical officers showed that even if
doctors are trained on speciffirocedures byshort courses, the level of cqmtencewas
decreasing ome-evaluation after five monthen procedures likdumbar puncture, intercostal
drain insertion and pleural aspiratiemcept on urethral catheterization whiehs a procedure
doctors were practicing even after #teort courséraining®f doctors do not perform a specific
procedure they tend to lose this skill at a later stagét iS not only important to havbe ability

to perform a procedure but also important that tipeseedures are regularly practicaad skills
maintained by regular training or short courses for those skills which are not commonly done in

thesehospitals.

Medical Officers in district hospitals in South Africa are also responsible for the superuision
training of junior doctors such as medical interns and community service dddtersevelof
competence in clinical and procedural skills of the senior doatotisese district hospitslis
thereforecritical as they are expectdd teach junior doctors ése skills in the right wayA
significant number of district hospitals in South Africa have a large proportion of foreign
qualified doctors as senior mediaafficers; these doctors do ndtave samebackground and
cultural normsof their junior South Africancolleaguesandalso donot seethe support of their

South Africanjunior colleaguesas theirresponsibility”* Hencean assessient ofthe procedural
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skills level of thesdoreign qualified doctors who are traineduniversitiesoutside Soth Africa

is alsoquiterelevant

Internationally,studieshave shown thathere are different levels of competence in procedural
skills among doctors practicing in different settingjbe critical question for Family Medicine
training in South Africa is whether or not to devekgparate lists of skillor doctors practicing

in rural and urban district hospitalsstead of the exhaustive list requiredthe District Health
ServicePadkage.Most studies conducted in South Africaveall looked atproceduraskills and
competenciesf doctors working irdistrict hospitals intherural area®f South Africa Thereare

not many studies looking intthe procedural skills needddr doctors inurban and pefiurban
district hospital settingdt is thereforeanticipated that this study, set in an urban area, in one the
most populated provinces of South Africa, will add to the local knowledge base in this regard.
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CHAPTER 3: METHODOLOGY

3.1Aim

To do aself-assessmerstudy ofthelevel of competence iprocedural skillof medical officers

in district hospitals in Region B of Gauteng province.

3.2 Objectives

To determine Mdical officer® gsrepdrtéd level otompetence in procedurskills in district
hospitals oRegion B & Gauteng Province.

To determine iffactors such asge, gender, years of work experience, postgradiaatdy

medicine trainingandplace of undergraduate stydiyfluencetheMedicalo f f i ¢ erepertéd s e | f

level of competence iprocedural skills.

3.3Purpose of the Study

To make recommendations for training of doctors and Family Medicine registrars working in the
district hospitals as well as to make comparisons with rural digtospitals soasto make

recommendations regarding relevant training

3.4 Study Design

A crosssectional descriptivetudyusing asel-assessmermuestionnaire.
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3.5 Site of study

Three district hospitals iRegion B, Gauteng Provinc®ne of thehospitals, District Hospital A

had an integrated structure where al/|l doctors
and therefore were expected to rotate in all wards. In the other two hospitals, viz. District
Hospital B and C, services weseparated into departments according to the various disciplines

and doctors here could choose to work in only one discipline

3.6 Study population

All the doctors working in the three district hospitals @givn B in Gauteng province were
invited to paticipate in the studyEach district hospital had an average of255doctors

including the full time, part time and sessional doctors. The study population was 70 doctors.

No sampling was done. All the doctors workingtle three districhospitalswere invited to
participate in the study

3.7 Recruitment of participants

A letter introducing the researcher and the study was sent to each of the district hospitals
addressed to the Chief Medical Officer (CMO) or the senior doctor in charge. A requesttto m

with the doctors in the facility was made and on the appointed date the researcher visited the
facility, met with all the doctors to explain the study, obtained their consent for participation in
the study and requested them to complete the questieanguestionnaires was distributed in
unsealed envelopes, and returned to the researcher in the envelope. Participants were instructed
to seal the envelope to ensure confidentiality of information provided. The number of

participants who responded was 848470)

13



3.8 Data Collection

Data was collectedy distributing a structured sedlssessment questionnaire to the participants
The questionnaire wadeveloped andaligned tothe service delivery package at a district
hospitafas well asthe procedural skills list developed in South Africa, which is a guide for
updating or maintaining skills as a competent Family Physicianlaftes ist was drawn by the
Family Medicine Consortium in South AfrickgMEQ which hasused this list in the Fanyil
Medicine training programme and curriculum throughout South Africa (as provided by
Department of Family Medicine, University of Witwatersrand, 200)e procedurallist
includes the absolute necessary procedures and possible add on procedures intleach of
different clinical areasSome of the possible add on procedures are also includedshiltbdist
because in the resar c her 6 s per these &rd absolntglyenedessarycat a district
hospital. Forexample, caesean section and spinal aasthesia are possible add on procedures in
the list, however they have been added to the absolutely necessary skills list by the researcher.
The skills listused in this researchasalsocompared to the procedural and clinicalllskist
developed by thdifferent UniversityDepartments of Family Medicine describedby Mashet

al*®as tte skills to be acquired by the Familyelicine registrarsn the new M Med programme

The questionnaire alsncluded other generalfiormation about participants suasage, gender,
years ofexperience after graduatioplace ofundergraduate training and the oty of basic
training Other questions wer@so includd aboutthe postgraduate training in family medicine

among the doctors

The questionnaieweresel-administeredy the participants of the study. On the initial meeting
with the doctors in the three hospitals the tjoesaires were distributed, less than half of the
doctors were available on the first day of visit to each facility. Sohtbe qustionnairesvere
filled and retured to the researcher the sealed envelopes the same dayrhe concerns and
gueries of thaloctors were addressatl the meetingo ensure more clarityfhe questionnaires
for the remainingdoctorswere left with the relevant Chief Medical Officés secretarywho
assisted in distributing and collecting theestionnairesThe researcher also made repeated
attemps personally taneet these doctorgho were absent on the initial vigit these facilitiesIt
14



took 6 to 8 veeks for the collection ahe questionnairesThis in fact helpedto improve the
response rateand also toalleviate anyfears, concernsand confidentialityissues In the
researcher 60s e xweewilliagriocfi# in thé questiahnaces bawsveronstant
follow up was needed in getting back the complefeeistionnaires time.

A responserate of 80% was decided by the researdibebe an acceptable ratthe actual

response rate among the participants was.84%

3.9 Pilot Study

A pilot study wasinitially conductedn district hospital Aamongfive doctors working in the
hospital. Thee were no changes to the questionnaire and general researchregsiggdso the

results were then incorporated in thain study The main study was conducted immediately
after the pilot. Consequently, it was assumed that there was no opportunity for participants of the

pilot to influence the responses of those in the main study.

The pilot studyhelpedto test if the questionnaireas effective in evaluating competencies of
procedural skills at district hospital level. Initially thedea was to get thecompleted
guestionnaire on the same dayas distributed.Howeverthe pilot study helped the researcher
to undestand that since was alengthyquestionnairenoretime would be required to complete
the questionnairgroperly The time frame to return the questionnaire atriook two weeks
during the pilot Thereforewhen the actual researahas startedt helped to identifythese
logistical issues in terms @ifne taken by individuals to complete the questionnaire and queries

regarding the format or terms used in the questionnaire.

3.10 Statistical Analysis

Data collected wasentered into Epi Info Version 3.5.1 and analyzed usiveggsame softere.
Descriptive statistics wereused for continuousvariables. Thefrequencies andnean were

determinedor continuousvariables usingepi Info software The results weréhenimportedinto
15



an MS Excekpread sheet amayeralllevels of comptence in each group of procedural skills for
all doctors wereassessedrhe results were theamgainimported to Stata softwardssociations
between theverall competence iprocedural skillandvariables such aage, genderyears of
experience, plac®f undergraduate studyamily medicine trainingand other factorsvere
determinedusing chi squaretess and F i s c hexad dests. Statistical significance was
determined to be that where thep 6 waa lesghean 0.05

3.11 Ethical Considerations

The protocol was approvedby the Human Research Ethics Committee (Medical) of the
University d WitwatersrandTheethical clearance number wisl§)70202

Approval of theGauteng Bpartment of Healtland Social Development to conduct the study
wasobtained.

Permissionto conduct the research walso obtainedrom the Medical Superintendendf the
three individual hospitals separately.

Informed consent was obtained from each of the doctors who participated in the study.
Participation was voluntgr Doctors who participated werassureaf their anogmity.
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CHAPTER 4: RESULTS

4.1 Demographics and general information

Questionnaires were distributed to doctors in three district hospitals. The three hospitals have 70
doctorsemployedin total, of which 59 doctors participated in the study and completed the
guestionnaires. Therefore 84% of the doctors took part in the Sthdydoctors included all the
fulltime doctors who were commuyi service doctorsas well asjunior and senior medical

officers with varyingyears of experience. The studisoincluded Chief Medical @icers who

were involved mainly inrmanagerial dutieslong with clinical work The other doctors who

participated were the part time and the sesgidoctors

Table 1. Demographicsof study participants

Age (in years) n %
25 to 34 16 30.5
35 to 44 21 40.7
45to 54 15 17.0
55 and above 7 119

Gender

Male 37 63

Female 22 37

Tablel illustrates the range of ages of thectors who took part in the study which varied from
a minimum age of 25eas to a maximum age of 6&as. The mean age was 41.2 yeél% of
doctors were between 35 to 44 years of agmong the doctor$3% of the doctors who

participated in the studyere male compared to the 37% of females
Among the 59doctors,30% of doctors had experienbetween three to five year$/% of

doctors had expeence between six to ten yeansd 48% of doctors had experience of more than

ten years
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Table 2: General Characteristics of study participants

Years of experience (N=59) %
2years and below 3 52
3to Syears 17 293
6 t010 years 10 17.2
Above 10years 28 483
Missing Data 1

Discipline (spending most time) (N=59) %
Casualty 17 288
OPD/General practice/Family Medicine 17 28.8
Medicine 8 136
Maternity 8 136
Surgery 3 51
HIV clinic 3 51
Psychiatry 1 17
Anaesthesia 1 17
ENT 1 17
Place ofundergraduate training (N=59) %
South Africa 29 49
Outside South Africa 30 51
Place of undergraluate training of doctors | (N=30) %
who trained outside South Africa

DRC 18 60
Cuba 3 10
India 2 6.7
Poland 2 6.7
Nigeria 2 6.7
Uganda 1 3.3
Belgium 1 3.3
Bulgaria 1 3.3
Post graduate family medicine training (N=59) %
No 49 831
Yes 10 17
Current family medicine training (N=59) %
No 54 91.5
Yes 5 85
Current hospital (N=59) %
Hospital A 15 254
Hospital B 24 407
Hospital C 20 339

18




Of the 59 doctors, 2849%) indicated that they completed their undergraduate mettaiaing
in South Africa, while 3(b1%) were trained outside South Africa. Among the foreign qualified
doctors 60% of the doctors were from the Democragpublic of CongoOtherdoctors were

from countries such as Cuba, India, PolarmNigeria

Among the 59 doctors there were 10 doctors who had completed one of the previdimsepart
post graduate Family Medicine trainipgogrammesnd five doctors who were currently doing

the new M Med Family Medicine training.

Among the total of 59 doctordp doctors were working in District hospital A, 24 doctors were
from District Hospital B and 20 doctors were from District hospital C.

4.2 Competence in procedural skills

The following illustrate the levels afelfreportedcompetence and experience time listed

procedures. This was taken to be the level of procedural skill.

Competence was interpreted to be the-samdbrted confidence of the doctor in performing a
procedure. e results of compence in procedural skilleeported by theloctorsincluded the
responsed 1, 2 and3. The response O006indicated that

procedure 616 i ndi doator evdsabte hoa éxplaintheeprocedure tothe patient

(theoretical knowledge) but not able to performTite responsé 2 6i ndi cat ed t hat

able to perform that procedure with suppdrh e doct or who responded

that procedure independently.

Experience was determined by the number of times the doctor stated that they actually performed

the procedureAmong the dotors who were able to perform tpeocedure independeptthose

t

h e

t

rq r
0 <

who scored 06306were f urt hThis was aceosdmg tdb theendmberof 3 A,

times the doctor did the procedure independently. If the doctor did dcedure <5 times they
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were classified as 3A, betégn 5 to 10 times wadB, and if the procedure was done by the

doctor more than 10 times they beledd¢o group 3C

Table 3: Results of competence in procedural skills among doctors in all disciplines

PROCEDURAL SKILLS total 0 1 2 3 3A | 3B | 3C
N=59 | (%) (%) (%) (%)
ANAESTHESIA
Bi erés bl ock 48 27(56.3) | 7(14.6) 6(12.5) 8(16.7) o |[o |s
Ring block 55 6(10.9) 2(3.6) 4(7.3) 43(78.2) |4 |2 |37
Endotracheal intubation 58 2(3.4) 0(0) 6(10.3) 50(86.2) 1 3 44
General anaesthesia 54 12(22.2) 5(9.3) 11(20.4) 26(48.1) 0 1 23
Spinal anaesthesia 57 10(17.5) 4(7.0) 8(14.0) 35(61.4) 0 1 32
Epidural anaesthesia 58 22(38.6) 15(26.3) 12(21.1) 8 (14.0) 0 1 6
DERMATOLOGY
Cauterization of warts 56 7(12.5) 8(14.3) 5(8.9) 36(64.3) 2 7 27
Skin biopsy 57 5(8.8) 9(15.8) 7(12.3) 36(63.2) |5 6 23
Excision of bumps and lumps | 57 1(1.8) 5(8.8) 6(10.5) 45(78.9) 5 4 34
Skin graft 58 13(22.4) | 11(19.0) |15(25.9) |19(32.8) |2 [3 |14
Injection of keloids 58 14(24.1) | 9(15.5) 9(15.5) 26(448) |5 |4 |16
ENT
Removal of foreign body 59 1(1.7) 3(5.1) 4(6.8) 51(86.4) 1 11 | 37
Ear syringing 59 1(1.7) 2(3.4) 3(5.1) 53(89.8) |4 6 41
Nasal packing 59 1(1.7) 0(0) 3(5.1) 55(93.2) 5 3 44
Indirect laryngoscopy 58 12(20.7) 14(24.1) 17(29.3) 15(25.9) |3 1 9
Cricothyroidotomy 57 18(32) 19(33) 14(25) 6(11) 4 1 1
Tracheostomy 59 15(25.4) 23(39.0) 13(22.0) | 8(13.6) 3 0 4
GENERAL SURGERY
Intercostaldraininsertion 59 1(1.7) 1(1.7) 2(3.4) 55(93.2) 1 2 51
Insertion of msogastric tube 58 1(2.7) 0(0) 2(3.4) 55(94.8) 2 1 51
Proctoscopy 57 15(26.3) | 22(38.6) | 6(10.5) 14(246) |3 |4 |6
Circumcision 58 4(6.9) 5(8.6) 8(13.8) 41(70.7) |3 |5 |33
Venous cut down 59 12(20.3) | 14(23.7) | 15(25.4) [18(30.5) |5 |3 |10
Debridement of wounds 57 2(3.5) 3(5.3) 8(14.0) 44(77.2) | 4 4 35
Drainage gperianahaematoma | 58 8(14.0) 11(19.3) 10(15.8) | 29(50.9) 5 5 18
Excision of ingrowing toenail | 59 8(14) 11(19) 10(17) 30(51) 5 6 18
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PROCEDURAL SKILLS total 0 1 2 3 3A | 3B | 3C
Aspiration of breast cyst 59 6(10.2) 13(22.0) | 9(15.3) 31(52.5) 5 7 18
Excision and incision biopsy | 59 6(1.3) 5(8.6) 11(19.0) | 36(62.1) 5 2 28
Insertion of central venous lingl 59 4(6.8) 5(8.5) 15(25.4) | 35(59.3) 6 2 25
I1& D abscesses 59 2(3.4) 0(0) 1(1.7) 55(94.8) |1 2 48
Appendicectomy 59 9(15.3) 7(11.9) 21(35.6) |22(37.3) |6 2 14
MEDICINE

Pleural tap 59 1(1.7) 0(0) 1(1.7) 57(96.6) |1 1 52
Pleural biopsy 58 14(24.1) | 16(27) 14(24) 14(24) 4 2 7
Lumbar puncture 59 1(1.7) 0(0) 2(3.4) 56(94.9) |1 1 52
Gastric washout 59 4(6.8) 5(8.5) 9(15.3) 41(69.5) |5 3 32
OBSTETRICS AND

GYNAECOLOGY

Evacuation of uterus 59 1(1.7) 4(6.8) 3(5.1) 51(86.4) 2 2 45
Posterior colpopuncture 57 14(24.6) | 9(15.8) 10(17.5) | 24(42.1) |1 1 21
Insertion of IUCD 59 8(13.6) 16(27.1) | 11(18.6) | 24(40.7) |1 2 20
Manual removal of placenta | 58 1(1.7) 4(6.9) 4(6.9) 49(84.5) |4 8 35
Episiotomy and suturing 59 1(1.7) 1(1.7) 7(11.9) 50(84.7) 6 3 40
Assisted breech delivery 58 4(6.9) 4(6.9) 14(24.1) | 36(62.1) | 3 7 26
Repair of third degree tear 58 5(8.6) 5(8.6) 12(20.7) 36(62.1) 5 6 24
Tubal ligation 57 7(12.3) 6(10.5) 9(15.8) 35(61.4) |1 3 31
Obstetric ultrasound 58 3(5.2) 10(17.2) | 8(13.8) 37(63.8) |3 0 32
Bartholinks abscess 58 1(1.7) 5(8.6) 2(3.4) 50(86.2) 7 7 34
Endometrial biopsy 56 10(17.9) 14(25.0) 10(17.9) | 22(39.3) 1 3 18
Papanicolou smear 58 2(3.4) 4(6.9) 2(5.2) 49(84.5) |2 4 42
Normal vaginal delivery 58 0(0) 0(0) 4(6.9) 54(93) 2 2 48
Caesarean section 57 2(3.5) 5(8.8) 8(14.0) 42(73.7) 1 0 40
Laparotomy for  ruptured| 58 4(6.9) 7(12.1) 11(19.0) | 36(62.1) |3 1 31
ectopic

ORTHOPAEDI CS

Close reduction of fractures 59 3(5.1) 7(11.9) 7(11.9) 42(71.2) | 4 3 34
Reduction of dislocation 59 1(2.7) 3(5.1) 8(13.6) 47(79.7) | 4 4 38
Application of POP 59 1(1.7) 1(1.7) 3(5.1) 54915) [1 |1 |51
Amputation of digits 58 5(8.6) 6(10.3) 14(24.1) | 33(56.9) 5 8 22
Paronychia drainage 57 7(12.0) 4(6.9) 13(22.4) | 33(58.6) 5 3 24
Intrabursal/articular injections | 57 8(14.0) 4(7.0) 13(22.8) | 32(56.1) |4 4 24
Immobilization of fractures 59 1(2.7) 1(1.7) 4(6.8) 53(89.8) |3 3 44
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PROCEDURAL SKILLS total 0 1 2 3 3A | 3B | 3C
Application of traction 58 2(3.4) 7(12.1) 11(19.0) | 38(65.5) 3 3 30
OPHTHALMOLOGY

Removal of foreign body 58 5(8.6) 6(10.3) 3(5.2) 44(75.9) 6 6 30
I&D Meibomian cyst 57 20(35.1) | 15(26.3) | 8(14.0) 14(246) [3 |1 |9
Tonometry 58 32(55.2) | 13(22.4) | 9(15.5) 4(6.9) 1 |2 |1
Repair of lacerated eyelid 58 6(10) 11(19) 7(12) 34(59) 5 4 25
PAEDIATRICS

Intravenous infusion 56 0(0) 0(0) 0(0) 56(100) 0 0 52
Umbilical vein catheterition 57 6(10.5) 3(5.3) 12(21.1) | 36(63.2) 7 6 23
Suprapubic bladder puncture | 55 6(10.9) 3(5.5) 4(7.3) 42(76.4) 5 4 32
Intraosseous infusion 56 10(17.9) | 7(12.5) 13(23.2) | 26(46.4) |5 4 17
Lumbar puncture 57 3(5.3) 0(0) 1(1.8) 53(93.0) 2 5 45
UROLOGY

Hydrocoele drainage 57 7(12.3) 7(12.3) 12(21.1) | 31(54.4) |5 3 23
Vasectomy 58 19(32.8) | 22(37.9) | 9(15.5) 8(13.8) 1 0 7
Suprapubicatheteriation 57 0(0) 5(8.8) 8(14.0) 44(77.2) | 4 6 33
Urethral catheterition 58 0(0) 0(0) 3(5.2) 55(94.8) 2 1 50
Reduction of paraphimosis 58 4(6.9) 3(5.2) 7(12.1) 44(75.9) 4 2 37

Among the results shown above the doctors expressed varying level of competence in different
procedures among the disciplines. The level of competence varied from some of the procedures
which they were able to do independeritiyth category 3 scoresyome procedureshich the

doctors reported they were able towlibh support(category 2 scoresyomedoctorsonly had
theoretical knowledgabout some procedurésategoryl scorespndsome of the proceduréise

doctors reportednfamiliar (category O scorgs

Among the results shown belothe competency measures of different gsoap procedural
skills aregroupedseparatelyA category 3 score in the questionnaire indicallescompetency
of doctorto perform that procedure independently

When interpreting théables below the following assumptions were taken into consideration. If
more than756 of the doctorscored themselves undsategory 3 those procedungsregrouped

as procedure which the majority doctors ardeighly competent. If between 56% of the
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doctors have scored themselves urciegory 3 those procedures wgreuped as procedures
which the majority doctors are competent. Whiaes than 50%of the doctors had scored

themselves under category 3, this was groupewesompetent procedures amongst the doctors.

Tables4, 5, and6 (on the following pageshdicate those proceduréectorsreported as being

highly competent, copetent and not competen
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Table 4: Procedural skills in which doctors rated themselvess highly competent(in descending order)

LIST OF PROCEDURAL SKILLS IN WHICH

No of doctors who coulg

% of doctors who coulq

DOCTORS RATED THEMSELVES HIGHLY | perform the procedur{ perform the procedur
COMPETENT (75% AND ABOVE independentiyn=59 independently
Intravenous infusion (paediatrics) 56 100
Pleural tap 57 96.6
Lumbar Puncture (adult) 56 94.9
| and D abscesses 55 94.8
Insertion of msogastric tube 55 94.8
Urethral cgéheteriation 55 94.8
Intercostal drain insertion 55 93.2
Nasal packing 55 93.2
Lumbar puncture(paediatrics) 53 93
Normal vaginal delivery 54 93
Application of POP 54 91.5
Ear gringing 53 89.8
Immobilization of fractures 53 89.8
Evacuation of uterus 51 86.4
Removal of éreign body ( ENT) 51 86.4
Bartholints Abscess 50 86.2
Endotracheal intubation 50 86.2
Episiotomy and @turing 50 84.7
Manual removal of placenta 49 84.5
Papanicola smear 49 84.5
Reduction of dislocation 47 79.7
Excision of bumps and lumps 45 78.9
Ring Hock 43 78.2
Debridement of wounds 44 77.2
Suprapubic atheteriation 44 77.2
Suprapubic bladder puncture 42 76.4
Reduction of paraphimosis 44 75.9
Removal of foreign body eye 44 75.9
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Table 5: Procedural skills in which doctors rated themselvesscompetent(in descending order)

LIST OF PROCEDURAL SKILLS IN WHICH
DOCTORS RATED THEMSELVESCOMPETENT (50

No of doctors who coulg

perform the procedur

% of doctors who could

perform the procedur

TO <75%) independentlyn=59 independently
Caesarean section 42 73.7
Close reduction of fractures 42 71.2
Circumcision 41 70.7
Gastricwashout 41 69.5
Application of traction 38 65.5
Cauteriation of warts 36 64.3
Obstetric ultrasound 37 63.8
Skin biopsy 36 63.2
Umbilical vein catheterition 36 63.2
Assisted breech delivery 36 62.1
Excision and incision biopsy 36 62.1
Laparotomy for ruptured ectopic 36 62.1
Repair of third degree tear 36 62.1
Spinal amaesthesia 35 61.4
Tubal ligation 35 61.4
Insertion of central venous line 39 59.3
Repair of lacerated eyelid 34 59
Paronychia drainage 33 58.6
Amputation of digits 33 56.9
Intrabursalérticular injections 32 56.1
Hydrocoele drainage 31 54.4
Aspiration of breast cyst 31 52.5
Excision of in growing toenalil 30 51
Drainage of perianal haematoma 29 50.9
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Table 6: Procedural skills in which doctors rated themselvess notcompetent(in descending order)

LIST OF PROCEDURAL SKILLSIN WHICH DOCTORS| No of doctors who could %of doctors who coulg
RATED  THEMSELVENOTCOMPETENT  (LESS| perform the procedur{ perform the procedure
THAN 50%) independentiyn=59 independently
General aaesthesia 26 48.1
Intraosseous infusion 26 46.4

Injection of keloids 26 44.8

Posterior colpopuncture 24 421

Insertion of IUCD 24 40.7
Endometrial biopsy 22 39.3
Appendicectomy 22 37.3

Skin graft 19 32.8

Venous at down 18 30.5

Indirect laryngoscopy 15 25.9
Proctoscopy 14 24.6

| and D Meibomian cyst 14 24.6

Pleural biopsy 14 24
Bierds bl ock 8 16.7
Epidural amaesthesia 8 14
Vasectomy 8 13.8
Tracheostomy 8 13.6
Cricothyroidotomy 6 11
Tonometry 4 6.9

Among theanaesthetic procedural sksl of doctors as seen in Fig 1, endotracheal intubation
and ring block were identifieés procedures1 which most doctors reported themselves to be
highly competent in, while most were just competent in spinal Hresa Epidural amesthesia,
generalanaesthesia and Bigrblock were perceived as procedures in which majority of the

doctors were not competent

Figure Z2illustratesthe dermatologicaprocedures thathe dctors assessed themselves to be
highly competenin excision of bumps and lumpspmpetent in skin biogsand cauteriation of

wartsbut not competent in performing skin grafts and injection of keloids.
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When reviewing the ENT procedural skills as seen in Figure 3, the doctors asbesssel\tes
as highly competent in procedures such as ear syringing, removal of foreign body and nasal
paking but not competent in performing procedures like indirect laryngoscopy,

cricothyroidotomy and tracheostomy.

Amongst the general surgical proceduassshown in Figure 4, the doctors reported themselves
to be highly competent in procedures like intercostal drain insertion, insertion of nasogastric tube
and 1&D abscesses but not competent in procedures like proctoscopy, venous cut down and

appendicectmy.

90 +
80 -
701 m. A SND:

60 1 m Ring block
percentage of S0 - = Endotracheal intubation
doctors 40 - H General anaesthesit

30 - m Spinal anaesthesi:
20 - m Epidural anaesthesit
10 -
0 ; :
anaesthesia procedural skill¢

Figure 1. Competency inAnaesthesigoroceduresamong the doctors
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50 - m Skin biopsy
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doctors 0 - m Excision of bumps and lump
30 A m Skin graft
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dermatology procedural skills

Figure 2: Competeng in Dermatology proceduresamong doctors

100 -

H F Bear

W ear syringing

percentage m Nasal packing
of doctors = Indirect laryngoscopy
m Tracheostomy
30 1 m Crico thyroidotomy
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ENT procedural skills

Figure 3: Competeng in ENT proceduresamong doctors

As shown in Figure 5, among the procedural skills mitinternal nedicine doctors reported

themselves to be highly competent in performing pleural taps and lumbar punctures but not
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competent in performing pleural biopsies. Withiire obste&ics and gnaecology procedures as

shown in Figure 6, doctors assessed themselves as highly competent in procedures such as
evacuation of uterus, manual removal of placenta, papanicolou smears and normal vaginal
delivery but not competent in performingopedures such as posterior colpopuncture, insertion

of [IUCD and endometrial biopsy. Caesarean section was identified as a competent procedure.

Figure 7 illustrates the orthopaedic procedures the doctors reported as being highly competent
namely reductiorof dislocation, application of POP and immobilization of fractures; and being
competent in other procedures as shown above. There was however no orthopaedic procedure in

which the doctors reported as not being competent.
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Figure 4: Competency in General Surgery procedures among doctors

Among the ophthalmological procedural skills as described in Figure 8, doctors reported as being
highly competent in removal of foreign body from eye but not competent in procedures such as
incision and drainage of Meibomian cyst and tonometry. Amongst the paediatric procedures as
shown in Figure 9, the doctors assessed themselves as highly competent in procedures such as
intravenous infusion, suprapubic bladder puncture and lumbar puncture bcompétent in
performing intraosseous infusion. In the urology procedures as shown in Figure 10, doctors
assessed themselves highly competent in doing procedures such as reduction of paraphimosis
and suprapubic and urethral catheterization and but notetentpn performing vasectomy.
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4.3 Results of werall competence in procedural skills

The varying levels oskills in different disciplines were grouped together to assess the total
numbers of those competent in each group of skills. In order to determine the overall competency
of each doctor for a particular discipline and the relevant procedural skillsolibevifg
assumptions were made. If a doctor was able to perform less than 50% of the procedural skills in
a discipline (determined by the numbers of category 3 saorbsit discipling, it was assumed

that the doctor wagverall not competent in the procedural skills of that discipline. If the doctor
was able to perform between-38% of the procedural skills in the discipline, he was considered
overall competent If the doctor was able to perform 75% and more of the proceduraligkills

the discipline, he was determined todserall highly competentin the procedural skills of that

discipline.

For example, among surgical skills theo t a | skiidscorg was adsessed for each doctor.
This was dependent on the number attegoy @06 scores. Among the total of 13 surgical
procedures if a doctor was able to perfdi@hor moreproceduregi.e. >75%)independently, the
doctor wasconsideredverall highly competentin surgical procedures. If the doc was able

to perform betweery and 9 procedures(i.e. 5375%) the doctor wasconsideredoverall
competent If the doctor was able to perform 6 or I¢iss. <50%)of procedures independently,
he was consideredverall not competentin surgical procedures. The overall competence was

assessefbr all doctorsin each disciplinén this way.

Comparisonsvere performed between the total score of each of these groups of skills and the
main variabés such as age, gendgears of experiete, place of undergraduate study, family
medicine training, discipline and thercent hospital of employmentThe results showed that
there was a statistically significant association between age and the owengétence in
anaesthetic skillsbetween gnder and overall competence in surgiskills, orthopaedic and
urology skills;between years of experience and overall competence in dermatologyasidlls
between the current hospital atice anaesthetic, obstetrics agyhaecology and dermatology

proceduralskills. Theseesultsare presented in more detail below
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4.3.1Age

There was a statistically significant association between age and the overall anaesthetic
competence among doctops\alue =0.03) Only less than 20% of doctors reportedoehighly
competent iranaesthesia skills amoradj the age groups. The doctors among the age category 25
to 34 years perceived to beverall more competent than the other age grouips.afje category
above 55 years reported overall not competent as thier groups. Theravas no statistically

significant association between age and the overall competence in other group of skills.

70 A
60 -
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30 ~

20 ~
10 - m Overall highly competeni

m Overall not competent

m Overall competent

percentage of doctors

25to 34 35t0 44 4510 54 55 and
>above

age in years

Figure 11: Comparison of overall competency in Anaesthesiproceduresin various age groups

4.3.2Gender
There was a statistically significant association between gender and overall competence in
general surgical skillsp(value = 0.03, orthopaedic skillgp value = 0.02 and urology skills§
value = 0.00%. As seen in the Figure 12, among the dacteno were overall highly competent
in general surgical skills 53% were male doctors compared todf§&male doctors. Close to
50% of female doctors were overall not competent. Among the male doctors 73% of doctors
were scored as overall highly competemtorthopaedic skills compared to 36% of female
doctorsas illustrated inFigure 13. Among the urology procedures as shown in Figure 14,
approximately 60% of male doctors perceived themselves as highly competent whereas 57% of
female doctors perceivedeimselves to be overall not competent.
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Figure 14: Comparison of overall competencyin Urology proceduresamong Male and Female groups

4.3.3Years of experience

There wasa statstically significant association betweeyears of experience and overall
competence irdermatology skill{p value=0.02. Figure 15 belowshows thatll the doctors
with less than twgears of experiengeerceived themselves aserallcompetent in these skills
65% of the doctors with 3 to Yyears of experience reported being overallnot competent
whereas43% of doctorswith more than 10 years of experienogportedas being highly
competenin these procedure3here was no statistically significant associatbetween years

of experience and the overall competence in other group of skills.
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Figure 15. Comparison of overall @mpetency in Dermatology proceduresamong doctors with years of
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4.3.4Discipline, Place of undergraduate study and Family medicine training

There was no statistically significant association betweendifierent disciplinesin which
doctors spenmost of th@ times place of undergraduate training whether they are tramed
South Africa or outsid&outh Africaand whether thedoctors had family medicine training or

not, and theoverall competence in procedural skills in various disciplines

4.35 Current Hospital of Employment

Doctors from three district hospitals participated in the styen 67% of doctors were scored
as overall competent @naesthesia iMospital A only 38% and40% doctors perceived as overall
competent in Hospital B and Hospital C respectiveigly less han 30% of doctors we overall

highly competent inrmaesthesia skills all three hospitals
When 87 % of doctors @&ve scored as highly competaverall in obstetrics andygaecology
skills in Hospital A, 38 % and 40% of doctors reported overall higbiyipetent in these skills in

Hospital B and Hospital C respectivemong the doctors in Hospital C and Hospital A, 50%
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and 47 % scored as highly overall competent in dermatology skills whereas 58 % of doctors in

Hospital B perceived as not overall cortgre in these procedures

There was statistically significant association of overall competencies in anaesthesia skills
(p value = 0.0}, obstetrics and gynaecology skils\alue = 0.01pand dermatology skills

(p value = 0.0} of the doctors to the cuemt hospital that they are working.
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Figure 16: Comparison of overall competeng in Anaesthesigproceduresin three hospitals
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CHAPTER 5: DISCUSSION

5.1 Discussiorof Results

The findings of this studghow the general picture pfocediral skills among doctors iarban

and perurban district hospitalsin South Africa unlike previous studiesnentioned in the
literature reviewwhich primarily focused on rurdiospitals. Thestudy findingsin this report
also help to understand percaiveompetence among doctors for a significantly larger number of
common procedural skillgerformed indistrict hospitad, compared to othetudies.The doctors
showedvarying levels of competence in the different grouskifls. The level of competence
varied from some of the pcedures they were able to do independently to otheyswere able

to do with support, to those procedures the medical officers were even unfamiliar with.

The study had a larger number of doctpes hospital (2Q)on averagen each of the three
hospitat studied than the study conducted in Westernp€&y De Villiers which hadive
doctors per hospitalThis may have resulted in many of the doctors in the study focusing on
skills in certaindisciplines instead of overall competencies in all discipjihesvever from the
perspective of the health service, the competencies required for the service package at the district
hospital level should be the same for all doctors and not influencec uthber of doctors in
that facility. The average age of doctdrsthe study wasgll years, with over 63% being male
Approximately half the numbers of doctors havmore than 10 years gbostqualification
experience. These findings wesenilar to the De Villierso study where they found that the
average agwas 40 years/5% were maleand average years of experience since qualification
was 15.6 years.7% of doctorsin the studyhad post taduate family medicine qualification

compareto 5% doctorsntheDeVi | | i er sdé6 st udy

The group of dotors who were able to dwocedures independently also reported the number of
times they had done these procedures; thisamaadicatorof whether they hadained adequate
experiencein those skills as showm Table 3 The data in this tabldlustrated that the

procedures the doctorsported that they haygerformed more thahO times were the ondlkat
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were alsaeportedas being independently performieg majority of the doctorsThese werghe

most commonlylone procedurds these hospitals

Overall in the findings of the study, it was determitteat doctorsdcked confidence in reporting
certainproceduresHowever a certain proportion of doctors reported that they were able to do
procedures such as tholssted in Table 3 (e.g. cricothyroidotomy, intraosseous infysetr)

only with support.A significant proportion of doctors also reported unfamiliarityhwother
procedures in Table @.g.general anaesthesia, spinal anaesthesig, This wasassumed to be
mainly because they mayot havereceived training in somef these procedures and they had

notadequatelyperformedcertain procedure® be really confident in that procedure.

It was also demonstrated tlampetenyg levelsvaried among ifferent disciplinesThe doctors
were generallylesscompetent in anaesthesia, ENT ampthtbalmology procedures compared to
general surgery, medicine, orthopaedics,obstetrics andgynaecology urology and paediatric
proceduregsee Table BThis may be due to the fact that cert@rocedures are commondipne
while others are natommonly donen these hospitalsThe procedures listed in Table 4 are the
set of procedures th#te majority of the doctors were most confident in doing alone which were
also the most commonly done proceduieshese settingsAccording to Mash et af these
proceduresire those that Family Medicine registrars should be able to peiridependently or

eventeachother doctors.

The lst of proceduresis shown in Tablé listed thejust competenforocedues such asspinal
anaesthesia armhesaransections. livas illustrated that the majority of the doctors repotted
theywere competent to perform cassansectionsihoweverin the researché& opinionideally

all the doctors should be competent to perform caesaaaions.Otherreasons could be the
relative abundance of obstetricians in urban hospitals and a larger number of medical officers in
the study compared to rural hospstaind hence the neddr doing @esarean sections by all
medical officers had decreased in these settilyggropriatecompetence irtaesareasectiors is

a critical skill neededn district hospitad andthe Saving Motherhoodhitiative' identifies the

inadequate competencedaesarean sections as a major factor contributing to Maternal Mortality
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in those mothers undergoirgesarean sectioms district hospitalsThis implies that training is

needed for doctors in thspecific skillwithin district hospitals.

As shownin Table5 as well only 61% of doctors were able to perfotatal ligationin an urban
settingwh i ¢ h i n the resear cher 6 syetalpsi pnocedurte wiasn f er s
identified asone of themost commonly donebstetricprocedure imural district hospitals This

indicates thait may beprobable thathese procedureswere not as commonly done iarban

hospitals due to a variety of possible reasons such as not many women requesting the procedure,
lack of information on the proedure amongst womear may be these patients are referred to

regional hospitals and otheshich are beyond the scope of this study.

Table 6 includes emagency procedures such ascothyroidotomy, tracheostomy, intraosseous
infusion and venous cut down whitte researcher assurnedsthe doctorareexpected to know
but at the same time e doctors reported that they wemable to do these procedures
independently When compared tothe De Villiers 6study the percentages scored on
competencies iprocedures such d@scheostomyand intraosseous infusiomere very similar
among rural and urban doctpnd demonstrating low levels of competencies in these areas.
This illustratesthat there is nbomud differencein competenciemmong doctorsn rural and
urban district hospitalsin theseemergencyprocedures probably due tahe fact that these
procedures argarely requiredo beperformedin the district hospitalsvhether inrural or urban
settings However,being an emergency proceduard whenin a critical situationjdeally all
doctors should be able to perforthese procedures independentlfhis emphasizesthe

importance of continuous training in themsmergencyroceduresn all settings

Ona more in Table 6only less than half of the doctoreported asdeing able to do general
anaesthesia independintthis is also ofconcernbecause there are maalstetricprocedurs
such asevacuation of uterusepair ofthird degree tear, lapgtomyfor ruptured ectopic oeven

a failed spinal anaesthesdihat requiregeneral anaesthesia ira district hospitalsetting The
percentag®f doctors who were able to do general anaesthesideassvhen compared to other
similar studies doe beforein SouthAfrica. But thepercentage among doctors in the usage of

spinal anaesthesia ®ightly higherin this study thanprevious sidies. This may be because
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thesedoctorsare using more spinal anaesthesimpared to general anaesthesia for common
proceduresuch ascaesarearsectionsand othersAnother reason may be due to the fact that
more doctors are trained in these procedures after the introducttbe @dmpulsorytwo year
internship rotations in disgiines like anaesthesia and the one year commueityice. The
study reterates the fact thahere is need for training on anaesthesia for theséical officers

working indistrict hospitals.

The study finding that less than a quarter of doctors perceived that they were able to perform
certain of theprocedures such as epidurala@sthesia, endometrial biopsy, proctoscopy and
pleural biopsy (Table 6) implies that these are the least commonly performed procedures in a
district level hospital settingVhether or nodoctors in district hospitalshouldbe able to do

these procedures still remain questionable and more clarityeededabout the level of
competence for these procedures ilhthese procedures are to be done at district hospital level
Another discussion is whether oot thereshouldbe different skills liss for rural and urban
settings At presentwhat can be assumed to be applicabléégprocedurakkills list mentioned

in the District Level Service Bckage which remains the safoe both rural and urban district

hospitals.

The pecentage of doctors who reported competence in performing certain procedures
independently was less in this study compared to the similar studies done in other hospitals in
South Africa. This supports the view that certain procedural skills levels amotaygdm urban
hospitals are lower than among doctors in rural hospifBile researcher assumes that
procedures such akin graft,appendicectomandendometrial biopswareproceduregor which
doctorsin urban settings refepatients to thenext higherreferral facility more frequently
probably due to the accessibility of theservices. Inrural settings, doctors appearetbre
competenin these procedureskin graft(71%)and appendicectom{6%) as shown irthe De
Villiers study.’ Once more it is irdrred that doctors were able to dodse to the lack oéasy
accessibility to higher centres offerral. Thesdahereforeare also skills that doctorsn urban
district hospitad can be trained to dan orderto reduce thainnecessary referral phatients to

higher facilities.
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The overall reported competence in all the different discipliie nd show any association with

the different age group# this studyexcept in anaesthesi@his finding was different to the
study done by De Villiers wiie it showed that older doctors had higher perceived skills than the
young doctoréThe overall competence in anaesthesiahe current studwas generally less
among all theage groups; however thage groupdetween 25 to 34years and 45 to 54years
reporteda higher overall competence in anaesthesia sHiligs is probablydue tothe fact that

the recentlytrained doctors who did their twgear internship and community service rotations
had compulsory rotations in these diskips and Bnce reportg higher competencies these
areas. Thishowever must be viewed with caution, as junior doctors may tend to overestimate
their level of competence as illustrated in the study by Barnsle}’ @la¢ overall competency in
anaesthesia was found to be dasmeg across all the other age groups except among the age
group between 45 to 54 yea@nce more, this is of concern, as it indicates that there is need for
further development of aasthesia skills in most of the doctors; competency eesthesia

beinga major requirement in a district hospital setingp t he r ese.archer s opi

The gender variations ithe overall competercin surgical,orthopaeds and urology skillsare
demonstratedn this studywhere male doctorself-reportedas being more competeit the
procedual skills in the disciplines mentioned aboveompared to their femaleounterparts.
Currentl i terature illustrates that mal e doctors
such as those indicated abovewbwer these studies do not refleetfreportedcompetence nor

observed competené&?

When the overaltompetences in different disciplines were compared ya#rs of experience

there was nostatstical associationin all disciplinesexcept withdermatolog skills. This is an
interesting finding due to the fact that this shows that more years of experience do not
necessarilynake much difference on the overall competelesel of procedural skills of the
doctors. Even if doctorsinitially gained adequate level of competence in certain set of
procedures, n t he r es e aotpracecmgtisosempeedures meanbdsingtheir skills

over time This may have been due to the larger number of doctors in the hospitals studied.

Regular trainings hence required among doctors to update thesedurakkills whenneeded.
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However with dermatological skills, the overall competencies improved with years of

experiencethis was a pasve statistical associatiomh i ch coul dndt be expl ai

Anotherinteresting findings thatthe overall competence of procedural skilid not show any
differencesanmong the doctors who did their underdrsate training in South Africavhen
compared tathose doctors who were trained outside South Afrideae majority of foreign
gualified doctors were fromthe Demccratic Republic of Congoand most of the foreign
qualified doctors had in excess of 10 years of working expe&xi¢inis beyond the scope of this
study to determine if the foreign qualified were catemt in these procedures prior to or after
coming to South Africeor if there were differences between the countries of undergraduate
training of the doctors studie@urther studies are needed to examine in detail the influence of
place of training on @cedural skills competence.

The other important study finding is that thevasno difference among overall competerice
procedural skillseported by doctors who did their family medicine traimvigen comparedo

those who did not do the traininghis may be dudo the factthat there was no formal clinical
training component in the previous ptime Masters in Family Medicine programimia which

17% of the doctors in the study had been exposednd also the few who were in the current
MMed programme were in their firsihdsecondyear of training The currenMMed programme

in Family Medicine howevehas a formalized clinical componeatmed at improving and
strengthening procedural skills of thodectorswho complete theraining In future a similar

study conducted may demonstrate a difference in overall competence in doctors who have

completed the MMed in Family Medicine.

Theoverall competence all the differentprocedurakkills was comparedamongthe hospitals
the doctorsverecurrentlyworkingin, it was demonstrated thttere weresignificantdifferences
in anaesthesia, obstetrics and gynaecology and dermatology(Bldlises 16, 17 and 18The
doctors working in DistrichospitalA showedan overall higher competence amaesthesia and
0O&G skills than doctors working ithe othertwo hospitals.This maybe due to the reason that in
District hospitalA the doctors wereotating among the different disciplines like ORasualty,

maternity andtheatre gainingll these skik compared tdhe doctorsin the other two hospitals
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where they wrkedin the same discipline such as OBDcasualy and not rotating inneatre and
maternity wards The latter is a form ofdepartmentalizing within a district hospital Not
practicing these skills in some argasy haveresulted in less competence in soprecedires

among the doctors who wereorking in only certain @ciplines. The merits or demerits of
0depar t metmetefark ¢gaz ben fgrther arguedin the resealter 6 s oqetore i o n,
themselves also tend to argas towhy they cannot be utilized in their area of expertise or

interest within the hospitahich then directly or indirectly leads to departmentalization

5.2 Limitations

Since this was aelfassessment study etparticipants indiatedvarying levels of confidence in
certain procedural skills that may maynot havebeenthe actual competence of the participant.
Both competence and experience weet-reported The researcher however asnes thathe
number of thetimes theprocedureswas performedindependentlywas a measure dadctual
competenceThis was reinforced in the findings asst of the commonly done proceduvesre
those that were reported psrfornmed independentlyby most of the doctorsThe study also
could not look into all the clinical and procedural skills needed for the doctors at theseHewrels
examplesome of thecritical skills like the Gardiopulmonary resuscitation (CPR) adult and

children were notricluded.

The relationship between the determined competency levels and quality of procedural skills
performedalso could not bevaluated in this studgnd this may be acope for a futurstudy.

The study wasable to do a selassessment of only certgmocedural skills and not the total
management of a particular condition. Therefore sle#expressedability to perform the
procedure independently does not infer that the patient was managed appropriately or
holistically. Again anly one region amongshe three regions in Gauteng province was included

in the study. However, it is anticipated that the results can be generalized to other district
hospitals in the province to certagxtent. Thestudy was able to look at skills of doctors in
district hosptials, and not regional and tertiary level faciliteesd thereforeheseresults cannot

be extrapolated to other levels of care.
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CHAPTER 6: CONCLUSIONS AND RECOMMENDATIONS

6.1 Conclusions

Thefindings in thisstudy fave helpedo reachthe conclusion that the doctorsovking in district
hospitals havevarying leves of competence irprocedural skillsrequired at a district hospital
setting There are a defined set of skills that they shoeldable to perform at this leveThe
majority of the doctors reported competence in most of the skitlgieverthe converse is true
for certain specialized and uncommon skills such asm@gé¢ anaesthesiaphthalmologyand
emergencENT skills. This research clearly identifies the skills gap that exisfgesent among

these doctors the different set of skills

Generally the procedural skills among doctors varied among different disciplines. The doctors
were more competent igeneralsurgery, medicine, orthopaedicspbstetrics andjynaecology,
paedatric andurology procedures. Anaesthesia was identified as an area where majority of the

doctors lack competence.

There should be greater clarity on whether doctors working in the urban and rural district
hospitals should be practicing the same serofedural skills at the same level of competence.

The studyalso highlights the fact that factors such age andyears of experienceo not

necessarilyncrease the knowledgad competenca performingtheseskills.

The placeof undegradiate training of the doctor(South Africa and outside South Africe)d

notalso show any variation in the sedfported level of comgtence

The post graduatdamily medicine training that existedefore 2008 (MFamMed)did not
formalize the uniformity of theskills needed in such a training programrhience the doctors
who did theMFamMedtraining before2008 did not demonstratdifferences in thdr levels of

competence in thprocedurakkills compared to doctors without the training
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The research reiterates the fact that male doctors pgrefds more surgical, orthopaediand

urology procedures compared to female doctors.

The organizational and management structure of the hospital of cem@idymenis identified
as anther factorwhich could haveaffected thed o ¢ t o r de@els Fhisimkeanssthat in the
hospitalswherethe doctors rotated in all departments like theatbstetrics and gynaecology,
and outpatientlepartments hadveral a better competence thaoctors inthe other hospitad

wherethese regular rotatiorsse not compulsory

6.2 Recommendations

This research studidentifies the need for training in th&ilés in which the doctors have
identified themselvesas not mmpetent.At District hospital level, aregularrotation for these
doctors in all the areasr disciplineswithin the district hospital is recommended as a way of
gaining these skills. This will help to prevent the departmentalizing of doeversn a district
hospital where doctors are suppdsto know a definite set of skill§the managers in tke
hospitals should be informexh these issues of rotations of doctors in all disciplines withsethe

hospitals.

An initial assessment of the skills of these doctors befiarting work inthe hogital isalso
necessary so thatiningcan beofferedfor these doctorby referring them to regional hospisal
to gain the required skillsr eventraining them in the sanfacility, which ismore feasibleThe
training in areas like general anaesthesia, spirsstinesa and operative procedures such as
caesareasection neeslspecial emphasighe doctors need to be trained in emergency
procedures likericothyroidotomy insertion of central venolisie, tracheotomyand
intraosseous infusiatirough the regular participatiom short courses which give adequate

training in these procedures suchAalvanced Trauma Life Support (ATL8) similar courses.

At provincial level anotherrecommendation is thahére should be process to strengthen the

procedural skills of theresentspecialistFamily Physiciansvho weretrained in the previous
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parttime programmes anaho are now required to train the new Family Medicine registrars
This should involveFamily Medicine departmentBom all the Universitiesand a agreement
shoud be reached on this processth regular updating of these skills among the Family

Physicians.

The National Departmenbf Healthshould determine thiést of procedures in a district bpital
setting,related to ontexttaking into consideration that the current lists are quite exhaustive and
may not often be applicabte urbansettings. Thereould be justification for separate lists for
rural and urban district hospital settingéich should eveninclude the level of competence
neededby doctorsin performing each othese proceduresndependently omwith support
However thisshouldalso take int@accounthe constant movements of doctors between amndl
urban employments. Thimay imply the need fortraining and retraining,competence and
incompetence, depending on the direction of movemamti becomes part of a continuous

process of skills transfer and training at a district hospital.level

The skills list developed by Maskt aPcould be considered or used as the recommeriigdo

update the skills of the medical officensdistrict hospitals iurbansettings.
Regular skills audits should be conducted in district hospitals to determine gaps in competencies

and training needereof.The findings of this study can be utilized as a baseline for future skills

audits of doctors in urban district hospitals.
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APPENDICES

APPENDIX 1: Information Letter and Informed Consent Form

Dear Doctor

My Name is Dr Neetha Joe Erumeda, | am a final year student in Family Medicine at the
University of Witwatersrand South Africa.

As part of the course requirement | have to do a research project. The research study is to
determine the competence of dostam performing certain procedures. This competency would
have been obtained through previous or current work experience and or post graduate training.

The study is being conducted with the approval of the Human Research Ethics Committee
(Medical) of theUniversity of Witwatersrand.

The Chief Medical officers in the study site hospitals have been informed of the study. The
study would like the participation of all the doctors currently working in district hospitals of
region B in Gauteng province. Henceuyare kindly requested to go through the self assessment
guestionnaire and answer all the questions as honestly as you can. The completed questionnaire
will be collected in a sealed envelope to ensure confidentiality.

Be informed that participation inetstudy is voluntary.
There is no penalty for not participating in the study
There is no financial gain or loss if you participate or not in the study
Please be assured that this is a study done for research purposes and any information provided
will be confidential.
The identity of any participant will not be revealed in the study or in any future publication.
If you have any queries or want to know more about the study please do not hesitate to contact
me
Cell no 0827913898
Email drsjoeneetha@telkomsa.net
drsjoeneetha@absamail.co.za

Thank you for your cooperation

(RESEARCHER)
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APPENDIX 2: Research Questionnaire

QUESTIONNAIRE ON PROCEDURAL SKILLS
|. GENERAL INFORMATION OF PARTICIPANT

a)Agei n yearseeeeeeeéeéééecceccece

b) Gender

Male | Female

c) Years of experience after graduation including internship and community service.

e.g. Completed community service in 2004. Currently medical officer in 2009. Years of
experience: 7 years

e.g.Currently doing community service in 2009. Years of experience: 2

Please tick appropriate column below

Less than or=2 year 3-5 years 6-10 years More than 10 years

d) In what department or discipline do you spend most of your time?

eeeeeeeeeeeeeeeeeeeeeeececece.

e) Where did you train for your undergraduate medical degree?
South Africa Outside South Africa

f) If outside South Africa, indicate country of undergraduate medical training

eéeéeéeéeéeéeeéeéeéeé. éeéeéeéececeecée.
g) Have you completed any postgraduate family medicine training in South Africa? Yes  No
h) i f ONod to (g), are yonetraning?tYesnNd y enrol | ed

i) | f 0Yesodo to (h), when did you register/e

ceeeeeeceeeceeeceeeceeeceecece

j) I'f 6Yesd to (i) when did you complete your
family medigne training.

///////////////////////

ceeeeeeceeeceeeceeeceeeceecece
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2. PROCEDURAL SKILLS AUDIT
The following is a procedural skills list that will be used as a tool for the study.

Please complete the questionnaire as honestly as you can and use the following scoring system

0 | Unfamiliar with procedure

1 | Familiar enough to explain to patient
but cannot perform it

2 | Perform the procedure with support
3 | Perform the procedure independentl

|l f you have selected 636 above, whi cspondtmdi cat
the colunm in the right which is marke#, B, C.

A | <5 procedures done

B | 5-10 procedures don

C | >10 procedures don

Example: Dr X has performed endotracheal intubation independently, and has done 8 such
procedures. In the table below,DmXi | | ti ck wunder column 636 and
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0 | Unfamiliar with procedure
1 | Familiar enough to explain to patient | A | <5 procedures done
But cannot perform it
2 | Perform the procedure with support | B | 5-10 procedures done
3 | Perform the proceduiadependently | C | >10 procedures done
ANAESTHESIA
PROCEDURAL SKILLS 0O |1 |2 |3 A |B
201 |[Bierdos bl ock
202 | Ring block
203 | Endotracheal intubation
204 | General anaesthesia
205 | Spinal anaesthesia
206 | Epidural anaesthesia
DERMATOLOGY
PROCEDURAL SKILLS 0O |1 |2 |3 A |B
207 | Cauterization of warts
208 | Skin biopsy
209 | Excision of bumps and lumps
ENT
PROCEDURAL SKILLS 0O |1 |2 |3 A |B
210 | Removal offoreign body
211 | Ear syringing
212 | Nasal packing
213 | Indirect laryngoscopy
214 | Cricothyroidotomy
215 | Tracheostomy
GENERAL SURGERY
PROCEDURAL SKILLS 0 1 |2 |3 A |B
216 | Intercostal drairinsertion
217 | Insertion of Nasogastric tube
218 | Proctoscopy
219 | Circumcision
220 | Venous cut down
221 | Debridement of wounds
222 | Drainage of perianal heamatoma
223 | Excision of ingrowing toenail
224 | Aspiration of breast cyst
225 | Excision and incision biopsy
226 | Insertion of central venous line
227 | 1& D abscesses
228 | Appendicectomy
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MEDICINE

PROCEDURAL SKILLS

229 | Pleural tap

230 | Pleural biopsy

231 | Lumbar puncture

232 | Gastric washout
OBSTETRICS
ANDGYNAECOLOGY
PROCEDURAL SKILLS 1

233 Evacuation of uterus

234 Posterior colpopuncture

235 Insertion of [IUCD

236 Manual removal of placenta

237 Episiotomy and suturing

238 | Assisted breech delivery

239 Repair of third degree tear

240 | Tubal ligation

241 | Obstetric ultrasound

242 Bartholind abscess

243 Endometrial biopsy

244 Papanicolou smear

245 Normal vaginal delivery

246 Caesarean section

247 Laparotomy for ruptured ectopic
ORTHOPAEDICS
PROCEDURAL SKILLS 1

248 | Close reduction of fractures

249 Reduction of dislocation

250 | Application of POP

251 | Amputation of digits

252 | Paronychia drainage

253 Intrabursal/articular injections

254 Immobilisation offractures

255 | Application of traction
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0 | Unfamiliar with procedure
1 | Familiar enough to explain to patient | A | <5 procedures done
But cannot perform it
2 | Perform the procedure with support | B | 5-10 procedures done
3 | Perform theprocedure independently | C | >10 procedures done
OPTHALMOLOGY
PROCEDURAL SKILLS 0 2 |3 A
256 | Removal of foreign body
257 | I&DMeibomian cyst
258 | Tonometry
259 | Repair of lacerated eyelid
PAEDIATRICS
PROCEDURAL SKILLS 0 2 3 A
260 | Intravenous infusion
261 | Umbilical vein catheterization
262 | Suprapubic bladder puncture
263 | Intraosseous infusion
264 | Lumbar puncture
PLASTIC SURGERY
PROCEDURAL SKILLS 0 2 3 A
265 | Skin graft
266 | Injection of keloids
UROLOGY
PROCEDURAL SKILLS 0 2 3 A
267 | Hydrocoele drainage
268 | Vasectomy
269 | Suprapubic catheterization
270 | Urethralcatheterization
271 | Reduction of paraphimosis
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APPENDIX 3: Approval letter from Germiston Hospital

GERMISTON HOSPITAL

«
S
2 Dr. J. Szczygielski

==: (011) 345-1268/69

Fax: (011) 825-5425
i ov.za.

E -Mail: (=]
2494 August 2009

To: Dr. M. Likibi — 079 — 514 - 8431
From: Dr. J. Szczygielski — Clinical Head

DR NEETHA JOE ERUMEDA

SENIOR FAMILY PHYSICIAN

EXKURHULENI HEALTH DISTRICT

GAUTENG PROVINCIAL DEPARTMENT OF HEALTH

SUBJECT: NO OBJECTIO. ) 5 ER FOR THE RESEARCH
“A self assessment study of Ecill f medical officers in

district hospitals in region B Gauteng province’.

I have acknowledged the Research protocol named ‘A Self Assessmment study of
procedural skills of medical officers in district hospitals in Region B in Gauteng
province’ done by Dr Neetha Joe Erumeda as part of the requirement for the
completion of her M FAM MIED degree. I have no objection for doing the research in
Germiston Hospital which is chosen as one of the study site.

Naan. )
r. J. Szczygielski
linical Head
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APPENDIX 4: Approval letter from Heidelberg Hospital

GAUTENG DEPARTMENT OF HEALTH, HEIDELBERG HOSPITAL

\ for a better life

health

Q
<< 5
-z D - Paviov:
&= (O016) 341 1209
(O016) 349 5259
Email: Elena.Paviova@gauteng. S0ov.zZa.

To: Dr. M. Likibi- 079 514-8431 25.08.2009
From: Dr EK Pavlova-Clinical Manager

DR NEETHA JOE ERUMEDA

SENIOR FAMILY PHYSICIAN

EKURIIULENI HEALTH DISTRICT

GAUTENG PROVINCIAL DEPARTMENT OF HEALTEL

SUBJECT: N BIJECTIO ETTER FOR THE RESE i = |
b elf assessment study of procedural skills of m i 1 office in district h i
in region B G ten rovince”.

1 have acknowledged the Research protocol named ‘A Self Assessment study of
procedural skills of medical officers in district hospitals in Region B in Gauteng province’
done by Dr Neetha Joe Erumeda as part of the requirement for the completion of her M

FAM MED degree. 1 have no objection for doing the research in Heidelberg Hospital
which is chosen as one of the study site.

— /
DR E K PAVLOVA é//éﬂ/ g

CLINICAL MANA
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APPENDIX 5: Approval letter from Kopanong Hospital

DEPARTMENT OF HEALTH
KOPANONG HOSPITAL
CHIEF EXECUTIVE OFFICER
Private Bag X031

Vereeniging

1930
Enquiries : Dr. A.M. Kgomojoo
Tel :016-4287177
Fax :016-4281148

DR NEETHA JOE ERUMEDA

SENTOR FAMILY PHYSICIAN

EKURHULENI HEALTH DISTRICT

GAUTENG PROVINCIAL DEPARTMENT OF HEALTH

SUBJECT: NO OB | TTER FOR THE RESEARCEH
‘A self assessment study of pr 1 skill £ ical offi in
district hospitals in region B uten rovince’.

I have acknowledged the Research protocol named “A Self Assessment
study of procedural skills of medical officers in district hospitals in Region
B in Gauteng province’ done by Dr Neetha Joe Erumeda as part of the
requirement for the completion of her M FAM MED degree. T have no
objection for doing the research in Kopanong Hospital which is chosen as
one of the study site.

In proviso that Dr. Likibi’s office has given an approval — kindly submit the
report of this research outcome to the management of Kopanong Hospital at
the end of the study.

.................................... O3 [Soplecsicer [aeoa
DR = ¢ OMOJOO DATE
CLINICAL MANAGER

KOPANONG HOSPITAL
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APPENDIX 6: Approval for Research from Gauteng

CONDITIONS OF APPROVAL OF RESEARCH CONDUCTED BY POST GRADUATE STUDENTS IN GAUTENG

DEPARTMENT OF HEALTH AND SOCIAL DEVELOPMENT (GDoH & SD)

GAUTENG DEPARTMENT OF HEALTH & SOCIAL DEVELOPMENT (GDOH & SD)
POLICY, PL# AND -

Enquiries: Sue le Roux
Tel: +2711 355 3212
Fax: +2711 3565 3007

Sue.LeRot £

Date 02/10/2009
Tel number 011 717 2119
Fax number 011 717 2745
Email None
wn Dr NJ Erumeda
Supervisor Prof | Couper
Institution University of the Witwatersrand
Research title A self assessment study of procedural skills of
s at district ¥ in region B.
Gauteng Province

by the Department of Health for the above research project to be conducted.

to with the terms and conditions:

ANl principles and South African regulations pertaining to athica of research are obsarved and adherad
n the Ethi 1ol

to by =l proj: isonty if it has been provided by a
Which T v the National Health Research Ethics
Coancit (NHREc) S South A this is o Whether othics approval has been granted
elsewhere.
Of key for all l= that they abide by of al ethics prir
relating to n tho " of Soloinia (1004. amended in 1933) and the
of the R e of South Africs i its ty. 3 g
for:

when

= Human dignity:

-  Autonomy;
Informed consent;
Vulnerable persons:;
Confidentiality:
Lack of harm:

=  Maximum benefit;

=]
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