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ABSTRACT 

Introduction: As many recently qualified South African doctors pursue specialisation and sub­

specialisation, projections indicate that the critical mass of medical practitioners required to 

support primary healthcare will continue to dwindle, with wholly inadequate numbers to 

sustain the country's proposed National Health Insurance plan. Little is known, however, 

about what newly qualified doctors on the verge of making career choices think of the 

speciality of Family Medicine (FM) and how these young doctors actually decide on what 

career options to pursue. 

Ohjecti1'es: This study describes the career intentions of newly qualified doctors working in 

the four southern districts of Gauteng Province, the factors that influence their career 

aspirations, and their views on FM as a specialty. 

Methods: This is a descriptive cross sectional study using a self-administered questionnaire, 

which targeted 502 participants (interns N=396 and community service doctors N=1 06) in 

2013. 

Results: Out of 368 questionnaires returned, 342 were eligible for analysis. More than two 

thirds (68%) of the respondents graduated from medical schools located in Gauteng Province. 

Only 5.3% were working in primary healthcare (PHC) facilities. The most chosen specialties 

were: surgical (32.2%), internal medicine (14.3%), and paediatrics (12.9%). FM was the least 

chosen specialty by only eight respondents (2.3%). Only 44% had ever considered FM as a 

career. Of these, 77% agreed that they were not well enough infonned about the FM registrar­

training programme to select this discipline. Only 16.8% thought they would be job satisfied 

working in a PHC facility, while 53.4% believed that FM would not be financially rewarding. 

Conclusions: A serious human resource shortage looms large in primary healthcare if most 

newly qualified doctors have no desire to enter general medical practice or work in PHC 

settings. This study highlights the need to urgently address current undergraduate, internship 

and registrar training programmes in South Africa with a view to marketing FM and making 

generalism attractive. 
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DEFINITIONS 

Community service doctors: Following a two-year internship, every South African medical 

graduate is assigned to work for one year of paid community service in any government 

health facility. This became a requirement from July 1997, with the passage of the Health 

Professions Amendment Bill (1996). These are those doctors. 

Family physician: A medical doctor who has completed postgraduate training in Family 

Medicine, and is registered as a specialist with the Health Professions Council of South Africa. 

General practitioner: While similar to a medical officer, this is a doctor without a formal 

specialist qualification and whom works primarily in private practice, either solo or group. 

Health Professions Council of South Africa (HPCSA): This is a statutory body established 

in terms of the Health Professions Act 56 of 1974 to regulate and register health professionals, 

through 12 distinct Professional Boards. The council is "committed to promoting the health of 

the population, determining standards of professional education and training, and setting and 

maintaining excellent standards of ethical and professional practice:' I 

Medical internship: In South Africa, the medical internship is a statutory two-year additional 

training requirement whereby recently qualified doctors work in designated hospitals 

(primarily central hospitals affiliated to university-based medical schools) under specialist 

supervision for two years-rotating through six domains, including three months in Family 

Medicine. Doctors completing this requirement are called "interns" and are noted to be either 

first- or second-year. The domains covered in the six core rotations include: surgery, internal 

medicine, paediatrics, obstetrics & gynaecology, family medicine and psychiatry, anaesthetics 

and orthopaedics. To be a second year intern, one must have completed at least three of the 

six rotations in no particular order. 

Medical officer: South African medical doctor working in any public health sector facility 

without a fonnal specialist qualitication. There are also 'career' medical ofticers, many of 

whom have developed experience/expertise in a particular discipline over many years, either 

with or without advanced training, such as a higher diploma earned through the Colleges of 

Medicine of South Africa examinations. 
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Newly qualified doctors: Used in this study to mean interns and community service doctors, 

these doctors have qualified with an undergraduate medical degree (MBChB/MBBS) within 

the past three years and are working in public health sector facilities. 

Non-primary care specialties: All medical and surgical specialties that are not primary based 

in a primary healthcare setting. These specialities are found within secondary, tertiary or 

central hospital settings. 

Primary care specialties: Primary care specialties fulfilling the general medical needs of 

specific patient populations include: Family Medicine, and any other general specialty needed 

to manage a range of undifferentiated problems at the level of primary healthcare. 

Primary healthcare: (definition from the Declaration of Alma-Ata - (1978) "Primary 

health care is defined as essential health care based on practical, scientifically sound and 

socially acceptable methods and technology made universally accessible to individuals and 

families in the community through their full participation and at a cost that the community 

and country can afford to maintain at every stage of their development in the spirit of self­

reliance and self-determination:·2 

Registrar: A doctor who is enrolled in postgraduate training and working at a health facility 

to become a specialist in a particular medical or surgical field. 
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CHAPTER ONE 

INTRODUCTION 

1.1 Background to specialisation and primary healthcare (PHC) in South Africa 

"Specialization appears in many ways to be a self-evident necessity of medical science whose 

existence requires little explanation:'] 

The present modem system of specialisation all began to take shape from the nineteenth 

century. Since then, the criteria for classification and extent of specialisation still vary 

according to country3. Medical specialisation became popular in South Africa due to the 

potential of acquiring certain rewards such as: prestige; academic exposure, or prowess; 

higher income or better working hours4
. Over time, the numbers of specialties in South Africa 

have expanded from the traditional specialties of surgery and internal medicine to 30 

specialties and 18 sub specialties currently recognised by the Health Professions Council of 

South Africa (HPCSA)5. 

The Colleges of Medicine of South Africa (CMSA) registered in 1955 was mandated to 

conduct fellowship, certificate and diploma examinations6
. It currently has 28 constituent 

colleges, which represent all the disciplines of medicine and dentistry. The relationship 

between the CMSA and HPCSA involves the CMSA conducting specialist exams with 

subsequent registration by the HPCSA6. 

Specialist training in South Africa involves four bodies or stakeholders namely the: CMSA; 

HPCSA; universities whose medical schools or faculties of health sciences offer accredited 

postgraduate academic programmes that lead to the award of the relevant degree (MMed or 

Mphil); and lastly, all of the provincial departments of health that fund these registrar training 

posts7
. 

All four stakeholders mentioned above may have different effects on specialisation for 

different disciplines. For example, well established specialties with more 'fellows' who are 

graduates are more likely to be popular than the newly inaugurated specialties. There could 

also be other external factors like criterion established by government or institutions for 

choosing prospective trainees into a particular specialty4. 
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With all the advances in specialisation in the last forty years, and irrespective of a global 

commitment to primary healthcare, South Africa still grapples with ineffective health care 

delivery at district levels. Some of the challenges to achieving effective primary healthcare in 

contemporary South Africa can be explained by looking at a timeline of key historical events: 

Pre-apartheid primary healthcare: 1910-19488.
9 

• Establishment of the Union of South Africa; health services were fragmented among 

the existing four ex-colonial provinces. Development of the Pholela Health Centre 

model in 1940 from which community oriented primary care (COPC) derives. By 

1945, under Dr Henry Gluckman as Minister of Health, a network of community 

health centres became the forerunners of community-based primary healthcare. 

The apartheid period: 1948-19938.9 

• This period saw the disintegration of primary healthcare in South Africa as health 

services were provided differentially according to 'race" or population group through 

an elaborate structure of 'own affairs" health ministries. There was so much disparity 

in health expenditure according to 'race" that health outcomes between white and 

black South Africans varied greatly. 

• The PHC nurse model was introduced: nurses were trained in a post-basic course to 

diagnose and treat common ailments. This expanded role was born of necessity 

following the Soweto student uprisings, which caused mass congestion in the tertiary 

hospitals. The use of nurses to run primary healthcare facilities also became popular to 

address the dearth of doctors in South Africa. 

• The introduction of PHC principles outlined in the Declaration of Alma Ata (1978)2 

directly challenged the apartheid health system but met with little success. The 

National Progressive Primary Health Care Network (NPPHCN) was an example of 

such an organisation that stood against apartheid government policies. It was founded 

in the early1980s and was initially funded by the Henry J. Kaiser Family Foundation 1o
• 

Democracy period: 1994 - present 

• The National Health Plan launched in 1994 with advent of democracy changed the 

landscape of the national health system, which became genuinely grounded in the 
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PHC approach8. All health services were 'rationalised' and integrated under a single 

Ministry of Health instead of the duplication of services that existed under 

apartheid8·
11 . Three notable changes helped create a more comprehensive primary 

healthcare system: i) then-president Nelson Mandela offered free primary health care 

to all pregnant women and children under six years of age; ii) the decentralisation of 

the health system in the nine provinces led to the adoption of the District Health 

System (DHS) by 1997; and, iii) the up scaling of the budget for health to 8% of the 

Gross Domestic Product (GOP), close to the World Health Organisation (WHO) mark 

for developing countries in Africa where the burden of disease is far greater9. South 

Africa would have seen the positive impact of these major changes had it not been for 

the explosion of the HIV/ AIDS pandemics. 

• Introducing a District Health System, which included developing a package of primary 

healthcare services to be delivered at this level, was one strategy of improving access 

to quality health care for the population of South Africa, the majority of who were 

deprived of such services prior to 1994 12. 

1.2 Primary healthcare and Family Medicine 

Primary care programmes and specialties have been evaluated as the most effective vehicles 

to drive primary healthcare forward especially in low and middle -income countries 13. It has 

been proven that countries with better -developed and -resourced primary care specialties, in 

contrast to the non-primary care specialties, had a direct positive health outcome as regards 

population mortality and morbidityI4.15. These studies further argue that increasing the ratio of 

primary healthcare specialists (especially family physicians) to non-primary healthcare 

specialists, counts towards a better health outcomes and corrects health inequities 16. Such 

inequities in South Africa transcend sex, race, political and geographical boundaries, created 

by the apartheid rule, and still exists 20 years after democracl. South Africa therefore needs 

primary health care, which has been lacking, to be entrenched into the health care system to 

ensure better population health outcomes. 

The appropriate training of the family physician is central to the realisation of accessible, 

quality health care l7
• If primary care is embedded in future refonns of the heath care system, 

countries embarking on these renewals (such as South Africa) will need sufficient numbers of 

family physicians joining the workforce
lg

• 
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Traditionally in Africa, the career pathway for doctors has been 'either to specialise or not to 

specialise' in one of the traditional core medical or surgical specialties or sub-specialties. This 

simple bi-furcation into the medical officer / general practitioner track or specialist track 

offered no opportunity for specialisation in generalism. Primary healthcare has not excelled in 

most of sub-Saharan Africa thereby making it even more difficult to specialise in Family 

Medicine in that part of the African continent l9
. The situation is made worse by poverty, 

population growth and the inverse care law, which is explained as the fewest health care 

professionals located where they are needed the most19 . Until the advent of postgraduate 

training in Family Medicine in South Africa, those who did not specialise had no further 

postgraduate training and so continued in general practice as general practitioners (GPs). 

Primary care became the domain of GPs who worked either in private establishments known 

as 'surgeries' or as medical officers in public hospital outpatient departments or community 

health centres. This trend began to change as the African continent started to establish training 

programmes in Family Medicine for doctors intending to work in primary health care I 9. 

In South Africa, the University of Pretoria was the first to start formal Family Medicine 

postgraduate training in 1968; however, it was not until 1997 that all medical schools had 

standardised Masters and/or diploma degrees in Family Medicine, completed as part-time 

vocational training programmes19 . National postgraduate training in Family Medicine 

changed again in 2007, when legislation made Family Medicine a specialty with equal 

standing to all other specialties, with its own College of Family Practice that was created at 

the Colleges of Medicine of South Africa (CMSA)2o. Consequently, from 2008, a four-year 

full-time Family Medicine registrar-training programme was introduced at all eight medical 

schools. In 2011, a mandatory research requirement (MMed) and a common exit fellowship 

examination administered by the Colleges of Medicine of South Africa were introduced. The 

core competencies and the types of training already determined by the chairs of Family 

Medicine were evaluated based on set common outcomes and exit standards21 . Family 

Medicine registrar training was stipulated to take place primarily at Level I district hospitals, 

community health centres and clinics2o . 
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1.3 The Family Physician: definitions, terminology and roles in the current South 

African context 

The definition and role of family physicians vary in different countries. Family Medicine 

(FM) is the medical specialty of general ism devoted to providing comprehensive health care 

to individuals regardless of age or sex22
; the specialist is called a family physician, family 

doctor, or family practitioner. In this study, a family physician is a medical doctor who has 

completed part-time postgraduate vocational training resulting in a university degree or 

attended a full-time registrar-training programme in Family Medicine, and is registered as a 

specialist with the Health Professional Council of South Africa (HPCSA). 

The term 'family physician' is used interchangeably with family practitioner in South Africa, 

which means the same as General Practitioner (GP) in the United Kingdom (UK). This is a bit 

confusing since the South African term 'GP' is understood differently as a medical doctor 

who has not undergone formal postgraduate specialist training, irrespective of years of 

experience in primary healthcare23. Also, the roles of family physicians vary to a large extent 

in different countries as highlighted below. 

"In Great Britain [UK], the Netherlands and the Scandinavian countries, for example, family 

physicians playa central role in the health care system, treating the majority of ailments and 

caring for more than 90% of health care problems presenting to their practice. They [also] 

function as gatekeepers for other medical specialists and hospital admissions. In some other 

countries like Germany, France ... where there are no gate keeping systems, patients may elect 

to consult any family physician or specialist at their own discretion"-:'-l 

There are major challenges in the present health system as regards the role of the family 

physician / practitioner in primary healthcare settings in South Africa. The 'uncomfortable fir 

of the so-called "African Family Physician,"23 can be explained by an undergraduate medical 

curriculum that falls short of explaining what it means to be a family physician. According to 

de Villiers and de Villiers25 , this gap gets carried into postgraduate training so that the 

biomedical model predominates over the holistic approach as practised in Family Medicine. 

In other words, a medical officer that reasons within a disease-oriented paradigm of health 

care, instead of a patient-centred one, may find it difficult to distinguish between him and the 

trained family physician when they see the same protile of patients. The current primary 

healthcare system, which is nurse-driven and doctor-supported,9 is battling to clearly 
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understand and define the role of the family physician, who is perceived as being the same as 

any other public sector doctor or medical officer. Also, it has been postulated that the weak 

bargaining powers due to multiple standpoints within this group of primary care doctors has 

not helped the cause of FM with the government, funding and academic institutions25
. 

According to the Green Paper on the proposed National Health Insurance (NHI) plan in South 

Africa, the primary healthcare approach takes centre stage26
. This is also in line with the 

recently released White Paper on NHI27. The current view by policy makers regarding the 

role of the family physician is reflected in a document prepared for strengthening PHC 

through on-going re-engineering28
. One of the three strategies ofPHC re-engineering is the 

composition of the district clinical specialist teams, which include the following categories of 

health care worker: an obstetrician and gynaecologist; a paediatrician; a family physician; an 

anaesthetist; a principal midwife and a primary healthcare professional nurse28 . These are 

viewed as cadres in the primary healthcare specialist team rather than hospitalists. The 

problem with this sharing of the primary healthcare role is that the family physician that is 

supposed to be at the centre of its development is side tracked to the extent that such a role 

has in certain cases been undermined at the set-up phase29
. Three key roles of family 

physicians in PHC have been identified by South African stakeholders: "providing expert 

generalist care to patients referred from nurses and junior doctors at clinics and community 

health centres, and thus reducing referrals to secondary or tertiary hospitals; taking 

responsibility for clinical governance and improving the quality of care; and providing 

support to community oriented care .. 30 Involvement in community-oriented primary care 

(COPC) is noted to be one ofthe major ways to measure the impact ofa family physician23. 

1.4 Rationale for this study 

Newly qualified doctors [NQDs] have to make choices about their career pursuits as they 

discover that the euphoria of becoming a medical doctor is short-lived and they must now 

become gainfully employed. The career choices these doctors make and the reason for their 

choices in South Africa have not yet been explored. There is a paucity of family physicians in 

the country, in part because the full-time four-year speciality training programme in Family 

Medicine is relatively new (introduced in 2008). There is also the inability to attract talented 

local South African medical graduates into this nascent discipline, having relied mostly on 

regional migration to establish the discipline. 

6 



Proportion of primary care specialists to non-primary care specialists 

The Canadian healthcare system, with its historic 50:50 split between family physicians and 

the rest of specialists, was seen as a role model. However, by the early part of the twenty-first 

century, cracks were appearing. A 2003 editorial by Mackean and Gutkin bemoaned the 

shortage of family doctors in Canada and the difficulties the population experienced in 

accessing primary healthcare31
. The percentage of graduates choosing Family Medicine as 

their first choice in the annual Canadian residency (registrar) matching service fell from 40% 

in the 1990s to 24% in 2003. Presently, Canada has been able to improve selection of Family 

Medicine training with 34% of medical school graduates making Family Medicine their first 

choice for residency during the 2011 match32
. In the US, there is slow but steady increase of 

interest in Family Medicine, although this seems due to the recruitment of a high percentage 

of international medical graduates, citizens or non-citizens, into FM training programmes33
. 

The ratio of specialists to generalists that fits Africa in general and South Africa in particular 

has not been determined for certain. However, one expects a higher proportion of primary 

care specialists due to high disease burden and poor resource settings. From the 2014 Health 

Professions Council of South Africa (HPCSA) medical doctor registration statistics34
, the 

number of specialists to non-specialists is 14,547 to 26, 585. Most of the non-specialists are 

GPs who work in the private sector, while among the specialists Family Physicians are in 

hundreds. This human resource discrepancy indicates how overburdened and dependent the 

public primary healthcare system is on a very small proportion of doctors, the majority of who 

do not have further training in Family Medicine or primary healthcare. 

General practitioners, family physicians and other primary care doctors should unequivocally 

form the cornerstone of a health system that aims to achieve the best mix of quality, 

satisfaction (public and individual) and cost-effectiveness35
. However, despite the desired 

trend for health systems to be more equitable and socially accountable, medical schools 

continue to produce excessive numbers of other specialists and sub specialists rather than 

primary care specialists. Even the few primary care or family physicians produced are enticed 

to enter the lucrative private sector or migrate to where they perceive greener pastures, such 

as the United States, United Kingdom, Canada and Australia. This maldistribution of doctors 

entering traditional specialties and the exodus of highly skilled doctors results in a substantial 

human resources sh0l1fall in the critical area of PHC35
. This is important because the NHI 

intends to cover mostly primary healthcare at its onset; hence the governmenf s plan to enlist 
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general practitioners more than specialists with the planned accreditation and recruitment of 

3000 GPs by 2016 and 6000 GPs by 2021 36
. The reality, however, is that due to ageing and 

the lack of intake into FM registrar training programmes; these general practitioners on whom 

the entire NHI scheme is dependent are dwindling in numbers. 

Personal motivation 

The researcher's interest in the career aspirations of recently qualified doctors was sparked 

during clinical rotations in specialties other than Family Medicine. Prior to the onset of this 

research, the researcher was aware of the following: 

During the apartheid era, specialist training posts were reserved largely for whites, 

with the exception of Family Medicine. This 'racial' biasing may still affect the 

psyche of present day doctors. They might prefer the long-established traditional 

specialties, which are seen to be more prestigious than Family Medicine. This may 

further explain the reason for the entry of high numbers of foreign medical graduates 

into Family Medicine registrar training programmes all over the country, as it is 

..... the only specialist programme that is not based on a supernumerary (without 

remuneration) employment arrangement. All the registrars [whether foreigners or not] 

are paid as registrars or medical officers if they are already employed in the SA Public 

Service [and have obtained permission from Foreign Workforce Management and 

possess a valid work permit]. It is different for foreigners who want to specialise in 

other clinical areas. They need to obtain a supernumerary appointment from a 

province and they must provide proof of financial support. etc:-37 

FM registrar training seems set at an impossibly high standard to achieve, as very few 

registrars graduate when compared to the number admitted. An example of this is the 

researcher's own University of the Witwatersrand (Wits) class of2010, which started 

with 22 registrars. After attrition, there were only eight individuals making it to the 

end. 

The perception of Family Medicine in the academy and amongst other doctors has not 

been studied. This factor is believed to have a profound effect on those considering 

entering the full-time registrar training programme and those already in the 

programme. 

Lastly, Wits has been unsuccessful until recently in attracting its own graduates or 

graduates from other South African medical schools into its Family Medicine 
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specialisation programme. This has implications for both the programme and the 

future of primary care in the districts that provide the training platform in Southern 

Gauteng Province. 

To promote the future growth of Family Medicine in South Africa, it is therefore imperative 

to understand the factors for and against a career in Family Medicine among young doctors at 

that critical watershed period, when they are planning their longer-term career paths. 

Information from such a study would potentially inform how to attract young locally trained 

doctors into Family Medicine postgraduate training programmes both at Wits and elsewhere. 
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CHAPTER TWO 

LITERATURE REVIEW 

2.1 What are the career choices of young doctors and medical students in the literature? 

Career choice studies that examine similar populations as this research (i.e. within three years 

of basic medical qualification) are few and were mainly done outside the South African 

context. In a 2003 UK study of medical graduates one-year post qualification, 23.7% 

indicated general practice (the British equivalent of Family Medicine) as their choice of 

speciality, while 22.7% selected specialisation in internal medicine and 20% the surgical 

specialties38 . In comparison with a 1999 study,39 the authors established that there had been a 

decline amongst current graduates in choosing general practice. They indicated that the 

increasing preference for surgical specialties came at the expense of general practice, but 

noted that this was mainly inflated by women, whose numbers rose significantly, intending to 

enter surger/8. 

In an Iranian medical university hospital, 51 % of 137 interns had yet to make up their minds 

about specific career specialty. Among the remaining 49% who had a definitive choice, they 

went mainly for surgery and 'other" specialties that were not specified and none indicated 

general practice as their choice of specialt/o. 

A 2001 Nigerian study of 'house officers' (same as interns) working in two major hospitals in 

the mega-city of Lagos yielded similar results in relation to the choice of surgery as a 

specialt/ I
. Amongst those who decided on specialisation, 18.1 %, 18.1 %, and 9.5% chose 

surgery, obstetrics and paediatrics respectively; while 17.1 % stated that they would not 

specialise, thus accounting for would-be general practice doctors. Interestingly, internal 

medicine as a specialty choice was only 7.6%; and, Family Medicine was non-existent in the 

selected sample. 

Most studies on medical student career choices tend to examine the population of one 

university at a time. However, both Greece and South Africa have conducted national 

surveys on final year medical students across all of the country's training institutions. In a 

landmark study, 876 final year South African medical students in 2007 and ::W08 indicated 

their first choice for specialisation-l2
. Internal medicine (22%), surgery (21 %) and paediatrics 
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(11 %) came out as the highest-ranking specialties of first choice. Interestingly, 9% indicated 

Family Medicine as their first choice of specialty, while another 12% made it their second 

choice4
". The stability of these choices following graduation, internship and community 

service is unknown. 

In Greece, out of 1021 final year medical students only 44 (4.3%) of respondents stated that 

general practice is or could be among their choices for specialisation43
. Only seven students 

(0.7%) indicated that they were sure of choosing general practice as a specialty while another 

12 students (1.9%) might make it a first choice41
• In that study, the most popular medical 

specialty was general surgery (10.9%), followed by cardiology (9.6%), endocrinology (8.7%) 

and obstetrics-gynaecology (8.3%). 

2.2 How timing influences or changes decisions about career choices: medical graduates 

versus medical students as study populations 

Research on the choice of career specialty has been conducted among doctors across the 

spectrum of their training. This ranges from newly matriculated medical students to medical 

students just before graduation and has been extended to qualified medical doctors with a 

varying number of years post-qualification. These different populations represent a career 

timeline from entering the university to graduating, to the first few years as a medical doctor 

before the ultimate choice to enter a particular specialty. It has been suggested that while 

students have strong career preferences from early on in their training, their choices undergo 

several transitions before finally deciding on a chosen career44
. This means that studies done 

on medical students may not reflect their actual choice after graduation from medical school. 

Although interesting from a developmental perspective, this instability may not be useful in 

planning for a country" s human resources needs. Consequently, the authors of a qualitative 

study in Malawi conclude that graduates are better (and more reliable) than medical students 

in their ultimate choice of career, because the former were closer to the real life situations and 

circumstances that ultimately affect career choice45
• Bearing in mind that timeframes between 

qualifying as a medical doctor and entering postgraduate specialty training vary for different 

countries, it would be helpful to determine the "best time' to survey medical doctors that 

would yield the closest approximation to their tinal career pathing in order to accurately plan 

human resource requirements. Only a minority of Australian and British medical students 

have a detinitive career choice at graduation, with it taking one or two years after graduation 

before the majority have committed to a discipline46
. In contrast, most students nearing 
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graduation from Canadian and United States medical schools have already chosen their career 

path. This may reflect both the fact that medical studies are postgraduate qualifications in 

North America as well as the necessity to aspire to a career pathway in medical school in 

preparation to begin residency training immediately; hence they make their minds up earlier 

because they have to 47
. 

Despite increased impetus to specialise in South Africa, due to pressure on some posts,4 newly 

qualified doctors are not pressured to make their choice of specialty immediately. This could 

be attributed to the following factors: 

Upon completion of community service for South African citizens and permanent 

residents, registration as an independent practitioner with the HPCSA is guaranteed, 

thus allowing doctors to practise as GPs with no further training or specialisation (in 

contrast, for example, with Canada, which requires completion of specialty training in 

Family Medicine before registration to practice even as a generalist). 

Spaces for postgraduate specialist training at South African medical schools, as well as 

provincially funded training posts are limited. This increases competition and 

effectively serves to restrict access to many specialities. 

2.3 What demographic, individual and social factors affect the choice of specialisation 

among young doctors? 

Factors that affect the choice of specialty have been researched and hotly debated48
. Studies 

have classified these factors based on different models, with the intention to clarify the 

background from which these choices are made by students and graduates. Consensus has 

gradually been reached over the years as to the most important factors that influence career 

choices. The literature reveals three areas that impact the choice of specialisation, namely: 

demographic factors; social/societal/occupational factors; and, individual/personal-value 

factors. Demographic factors include: sex, age, city of residence and current 

university/universityattended49
. Findings from a study in Germany, for example, show that 

being both female and older are important demographic factors for those choosing general 

practice49
. In the past, being female was positively related to the choice of Family Medicine as 

a specialty. However, this relationship may be changing, having been attributed to barriers 

that women encountered when they considered entering traditionally 'male' specialties. As 

more women overall enter the profession of medicine and are admitted into specialties 
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historically dominated by men, such as the surgical disciplines, this prior association may be 

disappearing5o. In a more recent study, the student's sex was not found to be a significant 

predictor of speciality choice, something the authors explain was due to the increasing 

numbers of women in medical school's. This leaves one to question ifnewly qualified South 

African doctors will follow the established trend of females having higher interest than males 

in Family Medicine. 

The particular medical school/university at which one trained is considered to be another 

demographic factor that may influence choice of speciality, as some universities tend to 

contribute more registrars to the discipline of Family Medicine than others, particularly in the 

United States33
. Such US medical schools were the ones whose departments of Family 

Medicine were better funded and which required a longer duration of clerkship in Family 

Medicine33
. Although one would not expect representation in sufficient numbers from all of 

South Africa"s eight medical schools in this study to draw conclusions about the effect of 

graduating from a particular medical school, the four southern districts of Gauteng Province 

have a sizeable number of medical graduates from the three medical schools in the province, 

namely: the University of Witwatersrand as well as the Universities of Pretoria and Medunsa 

(now SMU). These three medical schools do have strong departments of Family Medicine, 

however, the level of satisfaction with funding and the curriculum support for Family 

Medicine remain part of the debate. 

Apart from demographics, seven other factors affecting choice of career were explored in a 

Gennan study and classified into two categories, namely: occupational category (,Variety in 

job', 'Patient-orientation', 'Job-related ambition' and 'Image') and individual category 

(,Personal ambition', 'Future perspective' and 'Work-life-balance,)49. Similarly, another 

comprehensive study on factors influencing career choice done in Canada classified these into 

two categories: "attitudinal" and "other attitudinal" (individual) factors 5
'. The attitudinal 

factors included medical lifestyle, societal orientation, prestige, hospital orientation, varied 

scope of practice, and role models. The individual factors included "dislike of uncertainty"" 

"focus on non-urgent care"" "interesting patient population"" and "research interests" among 

others. 

The 2007-2008 South African medical student study by de Vries etar-l2 followed the Canadian 

study51 by selecting some ofthe social/attitudinal/occupational factors and mixing them 

with the individual/personal factors and asked the tinal year students to grade these on a 
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four-point Likert scale. In this regard, the need for consistency and ability to compare results, 

as well as familiarity with this particular grouping of factors, would indicate the importance of 

opting for a classification of factors already researched in a South African context. 

One ofthe factors studied by de Vries42 that has also been researched extensively elsewhere is 

the medical school experience. A literature review by Senf et also indicated that programmes 

aimed at marketing Family Medicine in the medical schools, Family Medicine postings 

especially at the higher classes, the informal culture created by side comments or views by 

other students and lecturers. and faculty role models all impact on students' ultimate choice to 

specialise in Family Medicine. Primary care role models, including consultants and registrars, 

have been confirmed as an important predictor of career choice in Family Medicine especially 

for newly qualified doctors52
.
53

. 

Another factor to be considered in this study would be the influence of community service 

experience after internship on career choice especially as it relates to Family Medicine. A 

review performed in Australia about factors influencing career choice among doctors suggests 

that vocational training in Australia that is similar to community service in South Africa did 

infl uence career decisions 47.53. 

Schafer et al54 provided a summary of important individual or personal factors most 

associated with choosing a career in primary care as: being female, older, and married; having 

a broad undergraduate background; having non-physician parents; having relatively low 

income expectations; being interested in diverse patients and health problems; and, having 

less interest in prestige, high technology, and surgery. Other traits, such as value orientation, 

personality, or life situation are yet to be reliably measured and may actually be responsible 

for some of these associationss4. 

Migration factors might also affect choice of specialty. Newly qualified doctors who choose 

to stay in their countries would most likely succeed in their intended area of specialisation 

compared to those who consider leaving their country. In a Nigerian study by Odusanya et 

a141 , 69% of respondents aspired to leave the country due to financial considerations; thus 

much is at stake as regards their final career pathway. In slight contrast, most Malawian 

graduates planned to emigrate for further studies and then return to their country in a study by 

Bailey et ar~5. 
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2.4 Understanding and considering Family Medicine as a specialty of choice 

Studies done in countries where Family Medicine already has a strong foothold, like the UK, 

Canada and USA, had enough respondents choosing Family Medicine to make significant 

inferences about those choices. This is not the case in other countries, mostly in Africa, where 

there may not be enough respondents selecting Family Medicine as a speciality of choice41
.42. 

The de Vries study42 carried out among final year medical students in South Africa in 2007-

2008 indicated that Family Medicine is not a popular specialty, so there was a similar 

expectation that this study population may also not favour Family Medicine. Similarly, in 

Greece, where only 12 out of 1021 (1.9%) final year medical students choose Family 

Medicine. there was a need to know more about the respondents' views on Family Medicine, 

irrespective of their ultimate career choices 43. That study posed questions about students' 

awareness of Family Medicine / general practice as a medical specialty, their interest in 

Family Medicine and their reasons for not considering Family Medicine43 . The situation in 

Greece in 2005 demonstrated that 20 years after recognition of Family Medicine as a specialty, 

it still remained a low priority choice. This was due to the persistent view of the biomedical 

model (hospital and super-specialised medicine) as the superior one in comparison to primary 

healthcare43 . Based on the presumed low desirability of Family Medicine, this study also 

needed to incorporate questions like: 'Have you ever considered Family Medicine as a 

specialty option?' and 'Do you understand Family Medicine registrar training programme 

(residency) enough?' 

2.5 General perceptions of the importance of Family Medicine as a specialty 

Most studies interpret' interest in a specialty" to mean choice of the specialty. Hence such 

studies conclude that the percentage of respondents who choose Family Medicine reflects the 

level of interest in Family Medicine 11uR. However, one can find a specialty interesting without 

necessarily making that specialty a lifetime career. This study aims to bring out the perception 

of the Family Medicine specialty as an interesting or not interesting specialty among the study 

population. It therefore becomes pertinent to ask for the level of perceived value of Family 

Medicine irrespective of chosen specialty to enable a true reflection of attitudes towards 

Family Medicine. A related study in Finland highlighted the perceptions of fifth year medical 

students on a GP's workss . The majority of the students (76%) viewed the versatility and 

challenging nature ofthe job as its most attractive feature, while the least attractive features 

were the pressures of the job and dealing with lots of non-medical problems. Reasons behind 
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such perceived affection or disaffection for Family Medicine would also be important in 

further understanding of the respondents' views on primary healthcare and how to address 

them. One of the reasons for the lack of interest in Family Medicine, as reported among 

medical students in Canada, is the negative perception of remuneration in Family Medicine56 
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CHAPTER THREE 

METHODS 

3.1 Area under study 

South Africa operates within a district health system enacted under the National Health Act 

(2003), which is the designated vehicle to deliver primary healthcare to the country" s 

population. South Africa has nine provinces comprising 52 health districts, which correspond 

to district and metropolitan municipal boundaries. Of these provinces, Gauteng is the smallest 

geographically, but most densely populated province in South Africa with a total of five 

health districts. According to the 2011 census, 23.7% of the country"s population lives in 

Gauteng, translating to 12.3 million peoples7
. Southern Gauteng comprises of approximately 

8.5 million people and is served by 24 hospitals and 307 clinics. 

Southern Gauteng is the PHC training platform for The University of the Witwatersrand 

(Johannesburg) (Wits University) and comprises four out of the five health districts of the 

province, excluding only Tshwane Metro health district (Appendix 1). The four districts in 

Southern Gauteng are: Johannesburg Metro health district which covers the central part of 

Gauteng; Ekurhuleni health district which covers the eastern part of Gauteng; Sedibeng health 

district which covers the southern part of Gauteng; and The West Rand health district which 

covers the western part of Gauteng. The primary health care facilities in these four health 

districts (district hospitals, Community Health Centres (CHCs) and PHC clinics) are served 

mostly by the Family Medicine joint teaching staff, registrars, clinical associate and allied 

health students from the Wits University, under whose auspices this study was undertaken. 

3.2 Study aim 

To describe the career aspirations and perceptions of Family Medicine as a specialty among 

interns and community service doctors in Southern Gauteng Province. 

3.3. Study objectives 

• To identify the career plans and choices of specialty of interns and community service 

doctors in Southern Gauteng 
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• To describe the individual, social and occupational factors that influenced study 

participants' choice of specialty 

• To describe the study participants' prior consideration to choose Family Medicine and 

their understanding of Family Medicine registrar programme 

• To determine the demographic and career plan factors associated with the newly 

qualified doctors' prior consideration of Family Medicine specialty 

• To ascertain whether the study participants find Family Medicine an interesting or not 

interesting specialty, and their reasons for such 

3.4 Study design 

The study is a quantitative descriptive cross-sectional study with a small qualitative 

component. 

3.5 Study site 

The study site included all of the hospitals and clinics where interns and community service 

doctors work within Southern Gauteng Province. The list of these health facilities is contained 

in Appendix 2 and included 18 hospitals and 24 Community Health Centres (CHCs) where 

NQDs work. Throughout their two years, interns mainly rotate through the central, tertiary 

and regional hospitals. They are only placed in the district health services (district hospitals, 

Community Health Centres, and PHC clinics) when they do their three-month rotation in the 

domain of Family Medicine. Interns found rotating in primary healthcare facilities at the time 

of the study were classified under the tertiary or regional centres where they are based. In 

contrast, community service doctors traverse the entire health system but are placed 

preferentially in regional hospitals due to lack of adequate manpower to run those hospitals. 

3.6 Study population 

The number of newly qualified doctors (NQDs) allocated to work in Southern Gauteng in 

2013 was 768 (613 interns and 155 community service doctors), which was used to calculate 

the sample size. See Appendix 3 for the numbers and distribution of interns and community 

service doctors in Southern Gauteng Province. This list was obtained from the Gauteng 

Depm1ment of Health, Directorate on Human Resource - Community Service and Intern 
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Placements. However the number ofNQDs who could be located on ground during the survey 

was 502, which became the established population for this study. 

3.7 Study sample 

Calculation of sample size: The study sample size was calculated using Epi Info 7. Given 

that a previous similar study in South Africa found that about 9% ofNQDs chose to enter 

Family Medicine as a speciality42, an effective sample size of 21 0 was required to detect a 5% 

difference with the previous finding at 5% level of significance and a power of 80%. 

Since a 100% response rate was unlikely and similar studies designed to measure choice of 

specialty in other settings achieved response rates ranging from 50% to 78%,3XAOA2 the 

researcher thought it would be prudent to at least attempt to survey the entire NQD population 

to ensure that the desired sample size would be achieved. Thus, the 368 responses collected 

still exceed the calculated sample size for significance. 

Inclusion criteria: Any doctor doing an internship (either first or second year) or completing 

community service in 2013 was classified as a newly qualified doctor (NQD) and thus eligible 

to be included as a study subject. 

Exclusion criteria: Any doctor described above, but who was on extended sick or maternity 

leave at the time of survey distribution. Doctors who were absent on two or more occasions at 

the time of survey distribution were classified as being unreachable or never assumed duty in 

facility allocated, and then excluded from the study. This explained the discrepancy in number 

on paper compared to the actual study population of 502 mentioned above. 

3.8 Survey instrument 

The data collection tool for this study was a self-administered 16-question, 3-page 

questionnaire in English (Appendix 4). Questions 1-12 of this questionnaire were adapted 

with authors' permission (Appendix 5), from a questionnaire used previously in South Africa 

with final year medical students (Appendix 6)42. Questions 1-5 collected socio-demographic 

characteristics of the study population; questions 6-10 obtained background information to 

better understand the career aspirations of respondents; and, question 11 addressed the choice 

of specialty. Question 12 was a four-point Likert scale to grade the individual, social, 

occupational and factors that int1uence choice of specialty. 
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Questions 13-14 were added to elucidate participants· views on their consideration of Family 

Medicine and how interesting they find Family Medicine as a specialty. Question 15 was 

derived from relevant literature43 to assess the reasons behind the participants' views of 

interest or disinterest in Family Medicine. Free responses and space for additional comments 

were included in questions 12, 15 and 16. 

3.9 Questionnaire validation and pilot study 

The questionnaire from which the survey instrument was adapted had been used in a 2007-

2008 SA national study of medical students42
. Piloting of this survey was necessary to 

validate the questionnaire because of the additional questions and different study population 

(graduate NQDs vs final year students). The aim of the pilot was to ensure that the questions 

asked were uniformly understood and had clarity in measuring the objectives outlined 

(internal validity) as well as elicited the same response if asked all over again at different 

times (external validity or reliability)58. The researcher could thus ensure that the survey 

instrument could measure what it was designed to measure. In addition, the researcher 

received feedback from experts (Senior Lecturers in Department of Family Medicine, 

University of Witwatersrand), which improved face and content validity. The piloting phase 

involved 20 NQDs working at two facilities in Tshwane Health District in Northern Gauteng 

(not part of the area under study): 15 interns from Steve Biko Academic Hospital and five 

community service doctors from Kalafong Hospital. 

After the pilot, the following changes were made to the survey instrument: 

• Clarification of the wording and sentence structure in the demographic section 

• Specialty options were changed to an open-ended question to allow respondents to 

free-fill their choice of specialty (Question 11). The initial list was too detailed and 

onerous when answering. 

• Question 15 that assesses possible reasons for NQDs· level of interest in/value of 

Family Medicine through 14 mutually exclusive options was re-written for clarity and 

to avoid giving opposing answers to the seven pairs of statements. Statements were 

also reshuftled to ensure that participants would not monotonously tick a ·yes· or "no· 

response without reading for meaning. 
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Other aspects of questionnaire validation, such as principal component analysis and checking 

for internal consistency, were not carried on the final survey instrument. 

3.10 Data collection 

Attempts were made to locate all of the NQDs meant to be working in Southern Gauteng. 

Finally, the researcher distributed 502 self-administered questionnaires to NQDs during the 

data collection period of 1 st April 2013 to 31 st July 2013, corresponding to a four-month 

rotational block for interns. The researcher used each facility's departmental calendar to 

identify scheduled dates for academic meetings, presentations, and intern welfare meetings, 

during which he explained the research, distributed questionnaires and allowed for completion. 

Some departments, especially within the central hospitals, assisted with the circulation and 

collection of the questionnaires after the researcher addressed the interns collectively. Under 

such circumstances, departmental secretaries acted as points of distribution and collection as 

well. At the smaller hospitals, CHCs and PHC clinics where there was no such infrastructure, 

the researcher personally distributed the questionnaires, unless there was a willing intern 

curator. In areas where NQDs were sparsely distributed, such as in the CHCs and PHC clinics, 

the collection was mostly done by the researcher's assistant trained to assist only with the 

collection after accompanying the initial distribution. Usually during the distribution, one 

central point of collection was agreed upon with the respondents especially those who could 

not immediately finish with the filling of the questionnaires. Clearly marked collection boxes 

were placed within view of the collector, usually the departmental or hospital secretary. Since 

the expected number of interns/community service doctors was pre-determined from each 

health facility, the response rate could be easily calculated. 

Challenges included visiting each health facility at least twice, with some up to six times, in 

an effort to improve the response rates from some centres. It was not always easy to obtain 

permission from the facility managers to involve their staff in the study, which required 

additional visits. Interns were more numerous and concentrated in fewer facilities, thus more 

readily accessible than community service doctors. Community service doctors placed in 

primary healthcare settings were sparsely distributed, so there was a need to track them down 

individually. 
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3.11 Bias 

Information Bias - The questions on the survey instrument were simplified to minimise 

ambiguity and leading responses. Since respondents were asked about current career choices 

and not their previous aspirations during their secondary/tertiary education, recall bias was 

minimised. However, the question on prior thought of considering Family Medicine as a 

specialty choice involves recall and therefore could be an issue. The possibility of a social 

desirability bias, i.e. favouring responses toward Family Medicine due to the questionnaire 

being distributed by a known registrar in the field was minimal given that the method of 

collection was anonymous (dropped in a box or collected via the facility secretary) which was 

mostly in the absence of the researcher. 

Selection Bias - There was a large difference between the supposed study population of 

NQDs on paper (768) and the actual study population reached in the field (502). The fact that 

community service doctors in the smaller clinics were difficult to track down surely 

introduced some bias especially with regards to the findings associated with primary 

healthcare. There was no sampling bias since the entire study population was given the 

opportunity to participate; but there could have been a non-response bias. Manually 

distributing the questionnaires improved response rates compared to more conventional 

methods of using surveys mailed through the postal service or e-mail. It was difficult to 

estimate the extent of non-responder bias since the profile of the non-respondents is unknown. 

In order to reduce this bias, there was an effort to ensure a widely representative sample, 

especially from areas that had a very low response yield, as the researcher and/or his assistant 

made multiple visits to improve the number of questionnaires collected. 

3.12 Data analysis 

Information from the questionnaires was entered directly into Epi-info 7 software and later 

exported into both the Statistical Package for the Social Sciences (SPSS) version 15.0 

software and Stata 13 for analysis. 

Covariates or predictors investigated in the study included: 

• Demographic factors such as sex, age, medical institution trained, health facility, 

citizenship, and rotation/year of the interns. 
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• Career Plan factors included: Sector planned to practise; Country planned to practise; 

Plan to remain in medical practice; Hours of work planned to practise - full time (with 

or without over time) or part time; Plan to specialise within the next five years; and if 

the respondents have a definite career choice. 

• Personal, social and occupational factors were listed in the questionnaire to be graded 

by the respondents in a four-point Likert scale format to show their level of agreement. 

The scale included 'strongly disagree', 'somewhat disagree', 'somewhat agree' and 

'strongly agree'-which was later categorised for analysis into two groups; namely, 

. Disagree' for the first two and' Agree' for the latter two. The use of four-point Likert 

scale made the categorisation easier required for further simpler analysis as used in 

. d' 4" 59 prevIOus stu les -, . 

• Reasons for finding Family Medicine interesting or not interesting were provided as 

follows - (Other reasons not listed below could be added as open responses) 

A - Job satisfaction in Primary Care 

B - Undergraduate experience in FM 

C - Competence Level in FM 

D - Broad Content of FM program 

E - Time Demand of FM 

F - Popularity of FM 

G - FM being Financially Rewarding 

Outcome or dependent variables included: 

• Choice of career specialty (first and second options) - The free written choices were 

grouped into core specialties done during internship rotation namely surgical 

(including general surgery), medical (including internal medicine), paediatrics, 

obstetrics and gynaecology, anaesthesia, Family Medicine, psychiatry, 'other' 

specialties (like public health, radiology, pathology, etc.) - not included in any group, 

and none. This classification is identical to the study done on interns in Iran4o . 

• Level of interest in / value of Family Medicine with responses in a four-point Likert 

scale as used previously in another stud/'o. The categorization of responses was done 

into (i) FM not so interesting (to include FM is not interesting; and FM is a bit 

interesting and not worthwhile) and (ii) FM interesting (to include FM is interesting 

23 



and worthwhile; and FM is very interesting and important specialty). The 

categorisation of this outcome variable into a binary outcome made it easier to use 

tests of associations like the Pearson chi-square test. 

• Having ever considered choosing Family Medicine was coded as either' Yes' or 'No'. 

• Some career factors were considered as outcome variables when compared to the 

demographic factors as explanatorylindependent variables. 

Since the age of the participants did not follow a normal distribution probably due to the two 

mixed groups, it was described using median and Inter quartile range (IQR). Consecutively, 

differences in ages with respect to categorical covariates of interest such as sex were tested 

using the Mann-Whitney test. Besides that, all the other categorical covariates were described 

using frequencies and percentages. 

For most categorical variables, the Pearson chi-square test was used to test for association 

between the individual independent/explanatory variables and the outcome variables. The 2x2 

tables that did not meet the criteria for the Pearson chi-square test, such as expected values in 

20% of the cells having less than five, were analysed using the Fischer's exact test. To 

quantify the magnitude of the relationship between some predictors (age, health facility, etc.) 

and prior consideration on choosing FM, a simple logistic regression model was built using 

forward elimination approach for selecting significant covariates to be considered in the final 

model. The final model was refitted and lack of fit was investigated using the Hosmer­

Lesmeshow test for goodness of fit. Marginal probabilities of the final model were used to 

support the interpretation of the model. 

Finally, the open-ended or free response options for any extra reasons for not considering 

Family Medicine, and extra reasons for finding Family Medicine interesting or not interesting 

were analysed qualitatively. Such responses were analysed into themes, and any themes that 

were found to be different from the already listed choices were highlighted in the findings 

section. 

3.13 Ethical considerations 

Ethical approval to conduct this study was granted by the Human Research Ethics Committee 

(HREC) of the University of the Witwatersrand on 30 December 2012. The clearance 

cel1ificate number is M 121147 (Appendix 7). Additional pell11ission to caITY out the research 
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was obtained from the Gauteng Provincial Health Research Committee, since it involved 

multiple facilities in four separate health districts (Appendix 8). 

Lastly, the facility managers were informed of the research and gave assent for their staff to 

participate voluntarily. 

Anonymity: There were no names or specific identifying information traceable to 

respondents. The returned questionnaires were numbered for consistency within each facility 

in the study to ensure that the response rate was achieved. To further ensure anonymity, 

respondents were advised to drop the completed questionnaires in closed boxes at designated 

places. In the few primary healthcare centres where only one or two doctors work, 

respondents were instructed not to put the name of their clinics on the questionnaire. Also, the 

research assistant, who the respondents knew was not actively involved in the study analysis, 

mostly collected the questionnaires from these clinics. 

Confidentiality: The participant information sheet, which was attached to the questionnaire, 

assured the respondent of the confidentiality of all information provided being used solely for 

the purposes of this research. 

Consent: Consent to participate in the study was implied once the individual duly completed 

and deposited the questionnaire. The information sheet indicated that there was no benefit for 

participating in the research or penalty for refusal thereof. The researcher verbally reiterated 

this during the distribution of questionnaires. Incomplete questionnaires dropped into the 

collection boxes were deemed to have been those who refused consent. 

3.14 Period of research and budget 

The research took 24 months to complete. Data collection began in April 2013 and ended in 

July 2013. Data entry, rechecking and cleaning were effected from January 2014 to March 

2014. The analysis of the data was done from May 2014 to August 2014 and revisited in April 

2015 to May 2015. The initial write up took place from September 2014 to January 2015, 

with final submission in February 2016. The budget for the project was entirely borne by the 

researcher and would be produced on request. The researcher declares that there is no cont1ict 

of interest with this study, except that he was a Family Medicine registrar at the time that the 

study was conducted. 
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CHAPTER FOUR 

RESULTS 

4.1 STUDY POPULATION 

Five hundred and two questionnaires were distributed to 396 interns and 106 community 

service doctors at three different types of workplace: central hospitals; tertiary, specialist and 

regional hospitals; and, primary healthcare facilities which included district hospitals and 

CHCs/PHC clinics. A total of 368 questionnaires were returned from 298 interns and 70 

community service doctors. The overall response rate was 73.3%. Twenty-six of these 

questionnaires were excluded from analysis (22 completed by interns and 4 by community 

service doctors) due to missing vital information or illegible handwriting rendering them 

unanalysable. Hence the total number of questionnaires included for analysis was 342, 

achieving more than the calculated sample size required for this study. Appendix 9 is a 

graphic representation of the entire process of questionnaire distribution and collection while 

Appendix 10 describes the response rates by work place and occupation level. 

The highest response rate was from participants working in central, tertiary, specialist, and 

regional hospitals (80.4%) and the lowest from those in district hospitals, CHCs, and PHC 

clinics (59.3%). Interns (75.6%) responded slightly better than community service doctors 

(64.8%), although more interns were excluded from the study compared to community service 

doctors due to incomplete questionnaires. This difference, however, was not significant. 

4.2 DEMOGRAPHIC FACTORS OF THE PARTICIPANTS 

The demographic characteristics of the study participants are laid out in table 4.1 below 

4.2.1 Sex of the participants 

Almost two thirds (63%) of the study participants were female. 
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Table 4.1 Demographic characteristics of NQDs (N = 342) 

Characteristics Number Percentage 
Sex n=342 

I Female 214 62.6% 
Male 128 37.4% 
Median age, (IQR) 26 (3) 
University medical school attended (n=340) 
Witwatersrand (Wits) 123 36.2% 
Pretoria (UP) 66 19.4% 

I Limpopo (Medunsa) 42 12.4% 
Cape Town (UCT) 39 11.5% 

I Non-South Africa 23 6.8% 
Kwazulu-Natal (UKZN) 20 5.9% 

I Stellenbosch 14 4.1% 
Walter Sisulu 11 3.2% 

I Free State 2 0.6% 
University categorised in relation to Wits University 

I Wits University 123 36.2% 
Non Wits 194 57.1% 

I Non South African University 23 6.8% 
Occupation Level n=342 

I Interns 276 80.7% 
Community Service 66 19.3% 

I Citizenship n =342 
SA Citizen 321 93.9% 

I Non SA Citizen 21 6.1% 
Health Facility (Workplace) n=342 

I Academic (central) 143 41.8% 
Tertiary, specialist & regional 181 52.9% 

I District hospitals, CHCs & clinics (PHC) 18 5.3% 
Internship year 

I Year 1 165 59.8% 
Year 2 111 40.2% 
Number of rotations completed at the time of survey n = 276 
[Interns onlyl 
1 111 40.22% 
2 42 15.22% 
3 12 4.35% 
4 76 27.54% 
5 28 10.14% 
6 7 2.54% 
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4.2.2 Age of the participants 

The mean age of the study participants was 26.1 years (interns 25.75 years) with a standard 

deviation (SD) of 2.4. However, since age was a non-normal distribution, the median and 

interquartile ranges were reported as shown in Table 4.1 above. Figure 4.1 below clearly 

portrays a non-normal distribution of age across sex. Thus, the median age for females was 25 

years while that for males was 26 years. This difference in ages was investigated using the 

Mann-Whitney test for equality of the sum of ranks (since the t-test is used only for normal 

distribution), and it was found to be statistically significant with a p-value of 0.04. 

Figure 4.1 Age distributions of the study participants 
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Figure 4.1: Age distribution of the study participants 
By Gender 
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4.2.3 Participants' universities attended 

40 

Regarding undergraduate medical training as shown in Table 4.1, over one third of the 

respondents (36.2%) graduated from Wits University. Almost one fifth (19.4%) of the study 

participants attended University of Pretoria while Medunsa and UCT were attended by 12.4% 

and 11.5% respectively. The rest of the medical schools were each attended by less than 10% 

of the study participants. 
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For the purpose of further analysis, the medical schools attended were grouped into: Wits, 

attended by 123 participants (36.2%); Non Wits (in SA), attended by 194 participants (57%); 

and, Non SA (outside SA) by 23 participants (6.8%). The rationale for this grouping was 

based on the fact outlined in the first chapter that the University of Witwatersrand is the only 

medical school situated geographically in Southern Gauteng. 

4.2.4 Occupational level of participants 

From Table 4.1, the distribution by occupation of the study participants shows that interns 

formed four fifths (80.7%) of the study participants while community service doctors 

constituted 19.3%. Using the Pearson chi-square test, there was no statistical difference in sex 

proportions between the two occupational levels of being an intern or community service 

doctor (p-value 0.444). 

4.2.5 Workplace of the participants 

Table 4.1 shows that just above half ofthe respondents (52.9%) were based at tertiary, 

specialist and regional hospitals while 143 (41.8%) worked in central hospitals. There were 

numerous primary healthcare facilities where community service doctors were placed, 

although this category had the lowest number of respondents at 18 (5.3%). 

4.2.6 Citizenship of participants 

Most participants (93.9%) were South African citizens, while non-South African citizens were 

just 6.1 %. 

4.2.7 Rotations of the interns 

Table 4.1 shows that out of the 276 interns who participated, III (40%) indicated that they 

were only in their first rotation. There was no statistical difference between males and females 

who participated in this study with respect to the rotations they were in during data collection. 

The two least-completed rotations by the participants at the time ofthe study were the 

combined Family Medicine / Psychiatry rotation and the Anaesthesia / Orthopaedics rotation. 
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4.3 CAREER PLAN FACTORS OF THE PARTICIPANTS 

Table 4.2 below indicates the responses on career plans by the study participants. Tests of 

association were done to investigate associations between selected demographic 

characteristics and the career plans of the study participants. The p-values with asterisks were 

derived from the Fisher exact tests, while the others result from the Pearson chi-square tests. 

The p-values in bold are statistically significant 

4.3.1 Sector planned to practise by the participants 

As indicated in Table 4.2,63.4% of participants planned to combine both public and private 

practice in their careers. One fifth (20.2%) stated they were interested in public practice alone 

while only 16.4% indicated they intend to do solely private practice. 

Although these expectations differ by sex, age and occupational level with respect to sector 

intended to practice, these differences were not significant. However, within the 25-29 years 

age group, most planned to work either less in the private sector alone (13.6%) or more in 

public sector alone (23.8%) as compared to other age groups that are younger or older (p­

value 0.066) .. 

4.3.2 Country intending to practise in and plan to remain in medical practice by the 

participants 

Table 4.2 below shows that most respondents (91.2%) planned to practice in South Africa. 

Using the Pearson chi-square test, although not significant but a finding worthy of note, is that 

among those who intended to emigrate from South Africa, the proportion of males (13.3%) 

was twice that of female participants (6.1 %) (p-value 0.062). 

Of all respondents, 89.8% planned to remain in active medical practice with one tenth still 

(9.7%) unsure. When investigating for the association between sex and plans to remain in the 

practise as a medical doctor, there was no statistical difference between the expectations of 

the two sexes (p-value 0.741). 
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Table 4.2 Career plans of NQDs cross tabulated by important demographic factors 

Sector planned to practice Country intending to Hours of work Plan to Definitive choice of Plan to remain in medical 
(n=341) practice (n=342) (n=342) specialise in 5 speciality practice 

years (n=341) (11=342) (n=342) 

---~ e U 
~ ~ ~ ~ 

~ 
M .t::. ~ = ~ = ~ 

--- =--- ~ 
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SEX 0.482 0.062 0.006 0.027 0.054 0.741* 

Female N ("!o) 32(15) 41 (1'1.2) 140 (65.7) 201 ('13.'1) 7(.'..') 6 (2.X) 100 (46.7) 99 (46.3) 15 (7.0) 185 (86X) 2X (1.12) 77 (36.0) 39 (18.2) 98 (45.8) 1'14 ('10.6) I (0.5) 1'1 (X.9) 

!\Iale N (IX,) 24 (18.8) 28 (21.9) 76 (59.4) III (X67) II (X.6) 6 (4.7) 82 (64.0) 38 (29.7) 8(6.3) 121 ('145) 7 (55) 62 (48.4) 15 (11.7) 51 (39.8) 11.1 (XX.l) I «UX) 14 (10.94) 

AGE 0.066 0.242* 0.001 0.406 0.126 0.205 * 

< 25 19 (22.1) 10(11.6) 57 (66.3) X2 ('15.4) 2 (2.3) 203) 38 (44.2) 40 (40.5) 8 (9.3) 74 (86.1) 12 (1.1.9) 26 (30.2) IS (20.9) 42 (48.8) 75 (87.2) 0(0.0) II (128) 

25- 29 32 (13.6) 56 (23.8) 147 (62.6) 213(90.3) 15 (6.4) 8 (3.4) 133 (56.4) 93 (39.4) 10(4.2) 214 21 (89) 109(44.1) 35 (14.8) 97(41.1) 21() (91.5) 2 (0.9) 18 (76) 
(91.1 » 

>30 5 (25.0) 3 (15.0) 12(60.0) 17 (85.0) I (5.0) 2 (10.0) II (55.0) 4 (20.0) 5 (25.0) 18 (90.0) 2 (10.0) 9 (45.0) 1(5.0) 10 (50.0) 16 (80.0) 0(0.0) 4 (200) 

Occupation 
0.726 0.076 0.627 0.580 0.002 

LEVEL 
Intern 44 (16.0) 54 (19.6) 177 (64.4) 60 (90.9) 6 (9.1) II (0.0) 144 (52.2) 114(41.3) 18 (6.5) 248 ('102) 27 (9.8) 103 (37.3) 51 (IS.8) 121 (33.8) 246 (89.1) I (0.4) 29 (10.5) 

Comm. Serv 12(18.2) 15 (22.7) 39 (5'1.1) 252 (91..1) 12 (4.4) 12 (4.4) 38 (57.6) 23 (34.8) 5 (7.6) 58 (87.9) 8 (12.1) 36 (54.5) 1 (3.0) 28 (42.5) 61 (92.4) I (1.5) 4 (6.1) 

WORK 
0.604 0.052* 0.226* 0.645 0.345 0.705'~ 

PLACE 
Central 21 (15.3) 29(21.2) 87 (63.5) 124 (90.5) 4 (2.9) 'I (6.6) 74 (54.0) 55 (40.2) 8 (5.8) 123 (90A) 1.1 (9.6) 58 (42.3) 21 (15.3) 58 (42.4) 120 (87.6) I (0.7) 16 (11.7) 

Tertiary & Re~ 34 (18.3) 33 (17.7) 119 (64.0) 171 (92.0) 12 (6.4) 3 (1.6) 94 (50.3) 79 (42.2) 14 (7.5) 16X (XI).X) 19 (10.2) 70 (37.4) 32 (17.1) 85 (45.5) 171 (I) 1.5) I (0.5) 15 (X.O) 

PHC 6 (33.3) 2 (11.1) 10 (55.6) 16 (XX.9) 2 (11.1) 0(00) 14(77.8) 3 (16.7) 1(5.6) 15 (8.1 .. 1) .1 (16.7) II (61.\) 1(5.6) 6 (33.3) 16 (XX.'!) () (0.0) 2 (11.1) 

*Fisher exact test 
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4.3.3 Hours of work planned by the participant 

As shown in Table 4.2, when asked about how much time they plan to work, just over half of 

the participants (53.2%) stated that they would work full time (FT) with over time (OT), 

while 40% planned to work full time but with no over time. Only 23 participants (6.7%) 

planned to work part time. 

Expectations about the hours of work differed significantly (p-value = 0.006) between the two 

sexes, with 46.7% of females choosing to work full time combined with over time as opposed 

to 64.1% of males. In contrast, more females (46.3%) planned to work full time with no over 

time against only 29.7% of males. 

There was not much difference in age groups as regards the expected hours of work. 

Regarding part time work, however, a quarter of the participants aged 30 years or more 

considered it, compared to less than 10% for those 29 years and younger. There was no 

difference among interns and community service doctors regarding their plans on working 

hours. 

4.3.4 Plan to specialise in next five years by the participants 

As indicated in Table 4.2, nine out often participants (89.7%) were planning to specialise 

within the next five years. Males (94.5%) were slightly more likely to intend to specialise in 

the next five years than their female counterparts (86.9%) (p-value 0.027). 

There were no significant differences in proportions of interns and community service doctors 

as regards their immediate five-year plan to specialise. Even with further stratification of the 

interns into first year and second year there was no significant difference (p-value 0.457). 

4.3.5 Participants who have made a definitive choice of specialty 

Table 4.2 shows the responses by the participants when asked if they had made a definitive 

choice ofa specialty. Forty one percent of the study participants responded, 'Yes' while an 

almost equal proportion (43.6%) ticked 'Unsure'. Only 15.8% responded, 'No': however. 

when combining both the 'Unsure' and 'No' categories, 59.4% of respondents were uncertain 

regarding their choice of specialty at the time of the survey. 
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As regards the influence of sex on this career plan factor, the differences in the proportions 

were minimal although statistically significant. Males (48.4%) tended to be more certain of 

their intended specialty than females (36.0%) (p-value 0.054). Concerning the occupational 

level, community service doctors (54.5%) were more certain of their choice of specialty 

compared to interns (37.3%). Only 3% of the community service doctors answered, "No' to 

having a definite career choice of specialty as compared to 18% of the interns. Yet, almost 

equal proportions of interns (43.8%) and community service doctors (42.4%) reported they 

were unsure of which particular specialty they would pursue. 

4.4 CHOICE OF SPECIALTY 

4.4.1 Choice of specialty by the participants 

Table 4.3 First and second choice of career specialty by NQDs 

No Specialty 
1 st Choice (%) 2nd Choice (%) 

(n=342) (n=342) 

I 1 All Surgical specialties 110(32.16) 93 (27.19) 

Surgery (General) 28 (8.20) 

Surgery (Specialty) 82 (24.00) 

2 All Medical specialties 49 (14.33) 50 (14.62) 

Internal Medical (General) 37 (10.80) 

Internal Medical (Specialty) 12 (3.50) 

1
3 Paediatrics 44 (12.87) 28 (8.19) 

4 Anaesthetics 32 (9.36) 34 (9.94) 

15 "Other' specialties 30(8.77) 23 (6.73) 

6 None 29 (8.48) 75 (21.93) 

17 Obstetrics & Gynaecology 25 (7.31) 15 (4.39) 

8 Psychiatry 15 (4.39) 5 (1.46) 

1
9 Family Medicine 8 (2.34) 19 (5.56) 
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Participants were asked to freely write the career specialty of their choice with the option to 

give both first and second choices. The specialty choices were then categorised into nine 

groups, with the ninth group for those who left their spaces blank or wrote in 'none'. 'Other' 

specialty choices included public health, medical administration, radiology, anatomic and 

chemical pathology, forensic medicine, et cetera, that did not fit into the rest of the groups. 

Table 4.3 above indicates the percentages and frequencies ofthese nine groups of specialty 

choices. 

Surgery ranked highest with 110 respondents (32.2%) choosing either general surgery or a 

surgical specialty that included urology, ophthalmology, orthopaedics, paediatric surgery, 

neurosurgery, otorhinolaryngology (ENT), trauma & emergency surgery, plastic surgery, 

cardiothoracic surgery and vascular surgery. Forty-nine respondents (14.3 %) indicated 

internal medicine and its specialties, including dennatology, neurology, cardiology, 

gastroenterology, nephrology, endocrinology, etc. The third highest-ranking specialty of first 

choice was paediatrics chosen by 44 participants (12.9%). The remaining specialties were 

each chosen by less than 10% of respondents. Worthy of note is that Family Medicine was the 

least chosen specialty, with only eight participants (2.34%) indicating it as their first choice. 

The second choice of specialty indicated a similar trend for the surgical (27.2%) and internal 

medicine (14.6%) specialties. However, 75 respondents (21.9%) listed no second choice. 

Family Medicine was given as second choice by 19 participants (5.6%), which is more than 

double the number who listed it as their first choice. 

4.4.2 Factors affecting choice of specialty 

Table 4.4 below documents associations between the aforementioned demographic variables 

and choice of specialties. The use of Pearson chi-square test of association was restricted by 

the preponderance of cells with expected cell counts of less than five. Apart from sex and 

occupation level, the rest of the factors all had more than twenty percent of their cells with 

frequencies less than five. Within Stata, the Fisher exact test could not be computed because 

of the multiple groups of specialties as the outcome variable. Instead, Pearson chi square was 

considered. 
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Significantly, 45.3% of males chose surgical specialties as their first choice compared to 

24.3% of females. Conversely, choosing paediatrics was female dominated, with 18% making 

it their first choice as opposed to only 3% of their male counterparts. The choice of internal 

medicine specialties as a first choice was almost equally distributed among males (15.6%) and 

females (13.6%). Disciplines like Obstetrics and Gynaecology, Anaesthetics, and Psychiatry 

all had a slight preponderance of females as first choice. Although few chose Family 

Medicine as a first choice, the males and females were equal at 2.3%. 

Although not significant (p-value 0.064), the proportion of interns choosing medical 

specialities was about twice as much as community service doctors. In contrast, the choice of 

obstetrics and psychiatry by interns was half that of community service doctors. However, 

almost equal proportions of both interns and community service doctors chose surgical 

specialties, paediatrics and anaesthetics. 
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Table 4.4 Demographic and career plan factors affecting first choice of specialty by the NQDs 
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4.4.3 Who chose Family Medicine? 

Although the number ofNQDs selecting Family Medicine as either a first or second choice 

was insufficient for statistical analysis, it is interesting to describe the characteristics of those 

individuals. All of the respondents who chose Family Medicine as either a first and second 

choice were South African citizens, except one. Nearly all of them (25 out of27) stated that 

they intend to practice in South Africa. The majority of the participants that considered 

Family Medicine as either first choice (6 out of 8) or second choice (12 out of 19) stated they 

were not entirely sure about their intention to specialise in it. 

4.4.4 Individual, social and occupational factors influencing how participants chose a 

specialty 

The statements listed in Table 4.5 below reflect some of the individual, social and 

occupational factors that are known to influence choice of specialty. The study participants 

were asked to indicate their level of agreement with those factors on a four-point Likert scale. 

Those who ticked 'strongly disagree' and 'somewhat disagree' were categorised as disagree 

with the factor while those who ticked 'strongly agree' or 'somewhat agree' were categorised 

as agree with the factor. The factors listed in the table are arranged in the order of highest 

response by both male and female participants. These were then disaggregated by sex, which 

further highlighted the impact of the factors. 

The highest-ranking factors agreed by the respondents as influential on their career decision 

were 'Acceptable hours of Practice' (85%), 'Plan to have family" (84%), 'Intellectual 

challenge of the Field' (83.4%), and 'Income potential' (78%). Other factors listed in the 

table above also had a high ranking of agreement (by more than half of the respondents) on 

the four-point Likert scale, excepting 'Narrow variety of patient problems' with up to 56% 

who disagreed on it being an important factor. It might be important to note that only two 

thirds of the pmiicipants who responded agreed that medical school experience played a role 

in their career decision. 
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Agree Agree by Sex 

N 
FACTORS (%) Female (%) Male (%) 

Need acceptable hours of practice n = 336 286 85.1 184 (86.4) 102 (82.9) 

Plan to have a family n = 339 285 84.1 187 (87.8) 98 (77.8) 

Need intellectual challenge [of the field] n = 332 277 83.4 170 (81.3) 107 (87.0) 

Income potential n = 336 262 78.0 156(73.9) 106 (84.8) 

Like working with new technology n = 334 241 72.2 138 (65.7) 103 (83.1) 

Need to see immediate results [of intervention) n = 223 67.6 134 (64.7) 89 (72.4) 

330 

Experience in medical school n = 334 222 66.5 138 (66.0) 84 (67.2) 

Variety of illnesses n = 327 216 66.1 141 (68.4) 75 (62.0) 

Social commitment n = 328 212 64.6 145 (69.0) 67 (56.8) 

Importance of health promotion [and prevention] 209 64.5 138 (67.0) 71 (60.2) 

n=324 

Importance of continuity of patients n = 332 211 63.6 139 (66.5) 72 (58.5) 

Need to be part of community n = 326 192 58.9 131 (63.0) 61 (51.7) 

Personal socio-economic status n = 333 194 58.3 116 (55.2) 78 (63.4) 

Need narrow variety [of patient problems) n = 326 134 41.1 79 (38.7) 55 (45.1) 

Twelve percent more females than males agreed that ·social commitment" was an important 

factor in their career choice; also. 11 percent more females saw the ·need to be part of 

community' as an important factor. Although most people agreed that ·plan to have family' is 

an important factor in choosing a career, ten percent more females agreed than males. 

Conversely. males thought that ·working with new technology' (17.4% more) and ·income 

potential" (11 % more) were important factors when making choices. Other factors agreed to 

by the participants had less than 10% difference between the sexes of the participants and thus 

were deemed not significant enough to be reported. 
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4.5 PRIOR CONSIDERATION OF FAMILY MEDICINE AS A CAREER OPTION 

4.5.1 Participants were asked, 'Have you ever thought of choosing Family Medicine as 

career option?' 

The participants were asked the question above irrespective of whatever choice of specialty 

had already been made; and, their responses are shown in Figure 4.2 below. Slightly less than 

half of respondents (44%) had considered choosing Family Medicine as a career option. 

Figure 4.2 - Prior consideration of Family Medicine as a career option 
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4.5.2 Demographic and career plan factors associated with prior consideration of Family 

Medicine by participants 

Those who said that they had ever thought of choosing Family Medicine as a career were 

analysed according to their demographic and practice preferences. Table 4.6 below presents 

these results. 

Table 4.6 below suggests that those who had once considered choosing Family Medicine were 

slightly but significantly older than those who did not (p-value 0.02). There was no significant 

difference among university, occupational level and citizenship. Although not significant at 

5% level of significance in the Pearson chi-square test of association, sex was considered as 

one of the primary predictors while constructing the model. 
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Table 4.6 Comparison of different demographic characteristics and career plans of the 
participants who had considered choosing or not choosing FM as a career 

Considered choosing FM 
Variables (N) (n=337) p-value 

'Yes' n=147 (44%) 'No' n=190(56%) 

Sex 

Females (2lO) 99 (47.1) III (52.9) 0.094 
Males (127) 48 (37.8) 79 (62.2) 

I Age mean, (SD) 26.45 (2.7) 25.83 (2.2) 0.020* (t-test) 

University 

I Wits (121) 53 (43.8) 68 (56.2) 
0.646 

Non-Wits (191) 86 (45.0) 105 (55.0) 
Other (23) 8 (34.8) 15 (65.2) 

Level 
Internship (272) 117 (43.0) 155(57.0) 0.647 

Community service (65) 30 (46.2) 45(53.8) 

I Citizenship 
SA (316) 137 (43.4) 179 (56.6) 0.703 
Non-SA (21) 10 (47.6) 11 (52.4) 

Health facility 

Central (141) 60 (42.55) 81 (57.45) 
0.042 Tert. & Reg. (178) 74 (41.57) 104 (58.43) 

I PHC (18) 13 (72.22) 5 (27.78) 
Rotation 1 st/2od (Interns) 

I 1st year (162) 82 (50.6) 80 (49.4) 0.002 
2nd year (I 10) 35 (31.8) 65 (68.2) 

Rotation in FM (Interns) 

Rotation done (69) 27 (39.1) 42 (60.9) 0.451 
Rotation not done (203) 90 (44.3) 113 (55.7) 

Sector 

Public (68) 35 (51.5) 33 (48.5) 
0.307 

Private (56) 22 (39.3) 34 (60.7) 
Public & private (212) 89 (42.0) 123 (58.0) 

Country of practice 
SA (307) 134 (43.6) 173 (56.4) 

0.988 
SADC (18) 8 (44.4) 10 (55.6) 
Outside SADC (12) 5 (41.7) 7 (58.3) 

Medical Practice 

Continue (305) 134 (43.9) 171(56.1) 
0.458 

Not continue (2) 2 (100.0) 0(0.0) 
Unsure (30) 13 (43.3) 17 (56.7) 

Hours of Work 

FT with OT (179) 71 (39.7) 108 (60.3) 
0.031 FT no OT (136) 70 (51.5) 66 (48.5) 

PT (22) 6 (27.3) 16 (72.7) 

Definite career choice 

Yes (137) 51 (37.2) 86 (62.8) 
0.003 No (52) 30 (57.7) 22 (42.3) 

Unsure (148) 66(44.6) 82(55.4) 
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However, the health facility in which participants were working may have had an influence, 

as up to 77.8% of the participants based in primary healthcare facilities had considered 

choosing Family Medicine compared to slightly above 40% for those working in central, 

tertiary, specialist and regional hospitals (p-value 0.042). There was a significant difference 

among interns in that half of first year interns compared to less than a third of second year 

interns had thought of choosing Family Medicine as a career specialty (p-value 0.002). There 

was no significant difference between interns who had completed rotations in Family 

Medicine and those who had not in terms of considering Family Medicine as a specialty 

option. 

Insigniticant factors in participants' prior consideration of Family Medicine as a specialty 

choice included: public versus private sector practice, country planned to practice and 

intention to remain in active medical practice. Planning to work part time was less likely 

(27.3%) to impact on considering Family Medicine in contrast to full time with no over time 

(51.5%). Less than two fifths (37.2%) of participants who had indicated a definite career 

choice had ever considered choosing Family Medicine compared to more than half(57.7%) of 

those who said they had no definite career option. With a p-value of 0.003, this was deemed 

significant in that having a definite career choice seemed a negative predictor of ever having 

considered Family Medicine as a career option. 

Results of the bivariate model in Table 4.7 below suggest that age, health facility, hours of 

work and definite career choices were the only significant predictors of prior consideration of 

Family Medicine as a career option. 

These four predictors remained significant in the final (multivariate) models even though 

some of the categories under certain predictors were not significant. Thus, in the final model, 

age remained a significant factor suggesting that increasing age was associated with a greater 

chance of having thought about choosing FM. For each incremental year, participants were 

15% (OR: 1.15; 95% CI: 1.04 - 1.28) more likely to think about choosing FM. Working in a 

primary healthcare facility (OR: 5.25; 95% CI: 1.56 - 7.62) was found to be strongly 

associated with having thought about choosing FM compared to doctors currently working in 

central hospitals. For instance, doctors working in district health facilities were five times 

more likely to have considered choosing FM compared to their colleagues in central 

(academic) hospitals (OR: 5.25; 95% CI: 1.56 - 7.62). 
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Table 4.7: Bivariate and multivariate logistic models of sociodemographic and career 
plan factors explaining prior consideration of Family Medicine as a specialty 

Odds Ratio & Odds Ratio & 
Characteristics 95% c.1. p-value 95% c.1. p-value 

Bivariate model Multivariate model 
Sex 

I Female 1 1 
Male 0.68 (0.43 - 1.07) 0.09 0.75 (0.47 - 1.22) 0.25 

I Age 1.11 (1.01-1.22) 0.02 1.15 (1.04 - 1.28) 0.01 

Health Facility 
I Central 1 1 

Regional 0.96 (0.61 - 1.51) 0.87 0.86 (0.54 - 1.38) 0.54 
IPHC 4.79 (1.50 - 15.32) 0.01 5.25 (1.56 - 7.62) 0.01 

Hours of.work 
I FT&OT 1 1 
FT&noOT 1.61 (1.03 - 2.53) 0.04 1.70 (1.05 - 2.75) 0.03 

I PT 0.57 (0.21 - 1.53) 0.26 0.45 (0.16 - 1.27) 0.13 

Definite career choice 
I No 1 1 

Yes 0.43 (0.23 - 0.83) 0.012 0.35 (0.17 - 0.70) 0.00 
I Unsure 0.59 (0.31-1.12) 0.106 0.52 (0.27 - 1.02) 0.06 

Participants who chose to work full time with no over time were almost two times (OR: 1.70; 

95% CI: 1.05 - 2.75) more likely to have considered choosing Family Medicine compared to 

those who wanted over time (OR: 1.7; 95% CI: 1.05 - 2.75). Those working on part time 

basis were 55% less likely to consider choosing FM (OR: 0.45; 95% CI: 0.16 - 1.27) 

compared to those working full time with over time, although this was not a significant 

finding. Participants with a definite career choice were 65% less likely to consider choosing 

FM compared to those with no definite career choice (OR: 0.35; 95% CI: 0.17 - 0.70). 

The overall final model including sex, age, health facility, hours of work and definite career 

choice was refitted and lack of tit was investigated using Hosmer-Lesmeshow goodness of tit. 

It showed no lack of fit (p-value: 0.343), which means that the model used tits the dataset 

analysed very well. 
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4.5.3 Sufficient understanding of the Family Medicine registrar training programme by 

participants who considered Family Medicine as a specialty option 

The same 147 participants who had answered 'Yes' to having ever thought of Family 

Medicine as a career specialty were asked if they thought they understood enough about the 

registrar training programme in Family Medicine to inform their career choice. Figure 4.3 

below indicates that less than 25% of these respondents actually understood enough about the 

registrar training programme to have it inform their career option. 

Figure 4.3 -Understanding the Family Medicine registrar training programme by 
participants who considered Family Medicine as a specialty option 

Understand the Registrarship in FM enough? 
n= 147 

It was also found that almost equal proportions of both males and female participants 

responded, "Yes', "No', or "Not quite'. While more community service doctors (43.3%) 

thought they understood the registrar-training programme in FM as compared to their intern 

counterparts (17.1 %). 

4.5.4 Participants who replied 'No' to considering FM as a specialty 

Out of337 respondents who answered the question, "Have you ever thought of choosing FM 

as a career option?' 190 responded, "No'. Significantly, 72.5% of those who chose a surgical 

specialty compared to any other specialty (48.7%) replied, "No' (p-value 0.001). Those who 

replied "No' (never thought of choosing FM as a specialty) were asked to provide reasons for 
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their 'non choice' in their own words. Free-write reasons given for not thinking about FM as a 

specialty numbered 134. These were analysed and grouped into the following seven themes: 

Common theme 

No interest whatsoever 

FM is too isolated/ broad / complicated 

FM is not challenging as a specialty (or boring) 

Poor exposure to and/or lack of experience In Family 
Medicine during training 
No particular reason 

FM is not practical/suitable for South Africa 

Don't see the importance or difference FM makes 

Number of respondents 

66 

25 

22 

9 

5 

4 

3 

Figure 4.4 - Proportion of study participants [male vs female] who provided reasons for NEVER having 
considered Family Medicine as a career 0 tion 
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In Figure 4.4 below, more females than males commented that Family Medicine is an isolated 

field and that they had a limited understanding of or exposure to Family Medicine. In contrast, 

males gave more reasons for not appreciating the importance of Family Medicine and finding 

Family Medicine boring or not challenging. 
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The greatest reason for never having considered Family Medicine as specialty, for both males 

and females, was because they had no interest whatsoever. 

4.6 FINDING FAMILY MEDICINE AN INTERESTING OR NOT INTERESTING 

SPECIALTY 

4.6.1 Degree of finding Family Medicine interesting or not interesting 

Participants were asked to grade how interesting they found Family Medicine (FM), 

irrespective of their career choices, and were asked to choose responses from a four-point 

Likert scale of possible answers. Out of 323 responses, results were: FM is not interesting 

(17.65%); FM is a bit interesting but not worthwhile (36.84%); FM is interesting and 

worthwhile (31.58%); FM is a very interesting and important specialty (13.39%). The four 

degrees of responses were categorized into a two-response outcome variable for further 

analysis. The categorization of responses was either (i) FM is not so interesting (to include 

FM is not interesting and FM is a bit interesting and not worthwhile) for a total of 147 

respondents (45.51 %) and (ii) FM is interesting (to include FM is interesting and FM is very 

interesting) for a total of 176 respondents (54.49%). Based on this categorisation, 

demographically, just above half (52.2%) of the females found Family Medicine interesting 

compared to just above a third (34.4%) of males with a significant (p-value 0.002). There 

were no other significant differences in the demographic and career plans of those who found 

Family Medicine an interesting specialty. 

4.6.2 Reasons for finding Family Medicine interesting or not interesting 

Respondents were asked to select from a list of stated reasons for their rating of the val ue of 

the discipline of Family Medicine. Reasons provided were two mutually exclusive statements 

for each theme considered. This meant that only one of two statements for each theme could 

be selected. Respondents were invited to free write any additional theme that had not been 

included in the pre-set statements. 

Table 4.8 below has seven themes with explanatory statements excerpted from the 

questionnaire: one FM-negative and the other FM-positive. It also shows how the participants 

chose in terms of each theme. 
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Table 4.8 Proportion of the respondents who chose either FM or non-FM related reasons for the value of FM 

Themes FM-Negative Statements 
N (%) 

FM-Positive Statements N(%) 

Job satisfaction 
I am a hospital/non-primary I will be more job-satisfied as a 
healthcare specialist kind of 233 (83.3) Family Medicine specialist or 47 (16.8) 

in Primary Care 
person in primary healthcare 

Undergraduate 
My undergraduate experience 

My undergraduate training 

experience in 
in FM was not good enough 

94 (33.9) experience in FM was rich and 183 (66.1) 

FM enjoyable 

Compete11ce Level of competence of FPs is 
96 (36.5) 

The level of competence of FPs 
167 (63.5) 

Level in FM doubtful is adequate 

Broad C011tent of Width/content of the FM 
122 (43.7) 

I do not mind the broad content 
157 (56.3) 

FMprogram programme is too broad for me ofFM. I like diversity. 

Time Demand of FM is more time demanding 
71.0 (30.2) 

FM is less time demanding 
164 (69.8) 

FM compared to other specialties compared to other specialties 

Popularity of FM 
FM is not popular amongst my 

158 (59.0) 
Popularity of FM is not an issue 

110 (41.0) 
colleagues in recent times 

FM being 
Financially FM is not rewarding financially 116 (53.5) FM is rewarding financially. 101 (46.5) 

Rewarding 

From Table 4.8 above, only 16.8% of the respondents indicated they would be job-satisfied 

working in a primary health care setting. Two thirds thought they had a good undergraduate 

experience in Family Medicine. Close to two thirds (63.5%) did not have issues with the level 

of competence of family physicians, yet 36.5% still thought family physicians were not 

competent enough. More than 50% of the respondents did not mind the diversity of Family 

Medicine; and, nearly 70% perceived Family Medicine as less time demanding. The 

popularity of Family Medicine among colleagues was still an issue among three fifths of the 

respondents. The respondents· opinions were divided in two almost equal parts about whether 

Family Medicine was financially rewarding (46.5%) or not financially rewarding (53.5%). 
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Additional reasons provided in r~sponse to an open-ended question are grouped into the 

following themes: 

Themes Value ofFM Number of 

Personal 
Resources in FM Not being enough (negative) 4 

Holistic approach 

Not seen in FM (negative) 5 

Continuity of care 

Not seen in FM (negative) 1 

4.6.3 General comments made by respondents 

General comments made by respondents to the question' Any other comments?' came in the 

form of observations, complaints, suggestions or recommendations. These were grouped into 

themes in Table 4.9 below. The most frequently made comment was that working conditions 

needed improvement, especially for junior doctors. Other frequent comments included an 

admonition that newly qualified doctors should choose a specialty based on interest and 

should spend more time in the public sector to achieve their goals. There were a few 

comments on the need for more exposure to Family Medicine as well as the need to create 

more registrar posts in general. 

Table 4.9 General comments made by respondents ~rouped into themes 

Theme 
No of 

Respondents 

Improving the working conditions for junior doctors 9 

NQDs should choose a career specialty based on interest 9 

NQDs need to spend more time in public hospitals 8 

There is a need for more explanation on/exposure to FM 4 

Need more time before making a career choice 3 

There is need to create more registrar posts 2 

Improving the Health System 2 

Junior doctors or registrars should not be ovelWorked 1 

Exposure in some fields are necessary before one makes a choice 1 

Total no of comments 39 
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CHAPTER FIVE 

DISCUSSION 

5.1 Introduction 

This chapter discusses and interprets some of the most important findings to emerge from the 

research. These are: 

• Most NQDs, were South Africans, intend to remain in the medical workforce in South 

Africa, specialise within the next five years, and have a full-time public-private 

practice mix. 

• Surgery and its sub-specialties are the most popular choice for both sexes and Family 

Medicine is the least chosen field of specialisation by NQDs. However, there appears 

to be a gender bias in this regard. Only 24% of female NQDs compared to 45% of 

male NQDs selected a surgical specialty. 

• The majority ofNQDs are not yet certain about their choice of specialty (especially 

females and interns). Also, most NQDs believe that the personal factors contributing 

to their decision are: . Acceptable hours of practice'; 'Plan to have family'; 

. Intellectual challenge of the field'; and, . Income potential'. 

• Although slightly more than half ofNQDs never even considered Family Medicine as 

a specialty, there are interesting changes that occur with age, independent of their 

level of training. For every incremental year of age, regardless of their sex or trainee 

status, participants were 15% more likely to consider choosing Family Medicine. It is 

also important to note that there was no association between having completed the 

internship rotation requirement of three months in Family Medicine and considering 

Family Medicine as a specialty. This may mean that considering Family Medicine as a 

specialty is directly as a result of maturity in age instead of exposure in the field. 

• Only one in every six NQDs would be satisfied working in a PHC setting compared to 

the familiar academic training platform of secondary or tertiary levels of healthcare. It 

was also found that working in a PHC facility increases the chances of considering to 

choose Family Medicine specialty by five times, so exposure may playa role here. 
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This chapter expands on these findings as well as addresses their limitations. It is structured 

against the backdrop of the research objectives. The first part deals with the first and second 

objectives, which are about the decision to specialise in any field as well as factors affecting 

the choice of a particular specialty; while the second part deals with the perceptions ofNQDs 

about Family Medicine, whether or not they intend to specialise. The last part identifies and 

addresses the limitations of the study, which may hinder broader applicability. 

5.2 Specialisation - factors and the possible impact on government human resources 

planning 

This section deals with the issues that surround specialisation and centres on the choice of 

specialty, factors influencing specialisation and the government position on human resources 

for health (HRH). 

It is encouraging to note that more than nine out of every ten participants plan to practice 

medicine in South Africa, which at this stage seems to be a reversal of the "brain drain" of 

African doctors to the "Global North,61. The brain drain was pegged at annual rate of 25%, 

seen as a conservative figure in the HRH strategy for health document36. An attrition rate of 

23% for community service doctors in 2009 was quoted in the same document, although 

actually six percent self- reported that they would emigrate after their service36. In the de 

Vries et al study, more than 50% of final year medical students planned to leave, but only 

seven percent saw their emigration as permanent42 . One should interpret these findings based 

on the reasons for leaving, which may be temporary / short tenn for travel or further study or 

permanent as in out-migration. For example, in Malawi, there seems to be a predisposition to 

emigrate, but the main reason for leaving was to seek further training and exposure4S . This is 

in sharp contrast to Nigeria, where two thirds of interns are intent on leaving the shores of 

Africa for financial reasons41 . Although this study did not enquire about the possible reasons 

for leaving (short-term travel or emigration), an attrition rate of nine percent by the NQDs is 

far from the benchmark of 25% set at the national level. However, it is possible that more 

NQDs may consider leaving as they spend more time in medical practice, or that they have 

family-related and other pressures, or that different regions of the country have different 

attrition rates. 

We now know that nine out of every ten NQDs intend to specialise within five years of 

graduation, a finding similar to the 2009 study on final year medical students by de Vries et 
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a142 . This means that if their wishes were granted, we would gradually see the demise of 

general practitioners (OPs) and medical officers (MOs) who practice without any further 

training in South Africa. Such alarm has already been raised in Malawi45 . This also 

challenges the HRH assumption that there would be enough unspecialised GPs, after the plan 

to get extra 1,053 graduates from medical schools, to fill the gap in primary health care by 

202536. Unless there is a well-regulated mechanism to either restrict specialisation or to 

channel such specialisation towards developing primary healthcare (or community) specialists, 

the entire health system plan for 2030 could be derailed. Currently, the cry from the Colleges 

of Medicine of South Africa to the government is about funding unfilled specialist registrar 

posts,7 not the re-structuring of posts. 

We still have a serious maldistribution of doctors in the private versus public sectors in South 

Africa,61 with only 38% (4403 out of 11700) of South African medical graduates from 2002 

to 2010 ever employed in the public service63 . The National Health Insurance (NHI) White 

Paper and the HRH strategy document focus on correcting the private-public imbalance of the 

health care workforce, which accounts to some extent for the poor quality of care seen in the 

public sector270

36. So, it is welcome news from this study that more than four fifths ofNQDs 

say they would either work in the public sector alone, or combine practice in both public and 

private settings. As the future human resources for NHI, these doctors with their views of 

increasingly preferring public work may change the landscape of public-private practice. 

Ways to incorporate private GPs into public primary healthcare settings have been studied by 

Moosa et al,64; but, exactly how such integration into public practice, if sustained, could 

impact the NHI initiative needs further research. 

It would be interesting to know if there is an existing formula for allocation of both registrar 

and sub-specialist training posts across the medical schools in South Africa, according to 

disciplines. So far, due to lack of government funding, most disciplines are even battling to 

fill the existing created posts,7 so the restructuring needed to strike a balance between 

specialisation at different levels of care (primary, secondary, tertiary) is still a mirage. The 

historic Canadian model ratio of 50% specialists to 50% family physicians (their equivalent of 

GPs or medical officers) served as a rough guide to assist the government to know where and 

when there are shortages31 . 
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There is a need to remind us of the government position on medical specialisation as defined 

in some policy documents. The South Africa National Development Plan (NDP) for 2030 

stipulates that the government focus should not be on sub-specialisation, but rather on 

community specialisation in five main areas, namely: medicine, surgery, obstetrics, 

paediatrics and psychiatry63. Interestingly, there is no mention of Family Medicine, although 

these five are the core disciplines of this speciality in generalism. The recent NHI White 

Paper further states that services in district hospitals should be generalist in nature and limited 

to Obstetrics and Gynaecology, Paediatrics and Child Health, General Surgery, and Family 

Medicine27. Clearly, the aspirations to specialise at the secondary and tertiary levels by NQDs 

are not in line with the government plans for healthcare and the workforce. Regarding 

surgical specialties, for example, only a quarter ofNQDs saw a future in general surgery, 

while the rest wanted to further sub-specialise. The facilities upgrade incentive across districts 

in Gauteng province that is supported by the National Department of Health means that 

general surgery can be practiced as part of primary healthcare in level one hospitals. The idea 

of making 'Community surgery' a disciplinary area of expertise, just like maternal and child 

health, sports medicine etc., ofthe Family Medicine specialty may be more appealing to the 

surgically oriented male NQD population. Family Medicine, which clearly is not a popular 

specialty among the respondents, is suggested to be the most encompassing and lead specialty 

of the five areas of community specialisation63 . But this concept needs to be made a reality on 

the ground before such a cohort of doctors would be prepared to consider Family Medicine a 

specialty of choice. 

Since three fifths of respondents remain uncertain about the specialty they chose, it seems that 

the majority ofNQDs may yet change their minds, especially those who did not choose a 

surgical specialty and those doing internship. This information can be used to the advantage 

of future campaigns to persuade these undecided groups to reconsider a primary care specialty. 

Also. as these NQDs 'mature' with increasing age. they appear more likely to tolerate the 

'unce11ainty' that comes with specialising in primary care specialties like Family Medicine65
. 

The mean age for interns in this study was 25.75 years, which was one year older than the 

mean age of24.7 years of final year South African medical students in the de Vries et al 

study42. Interestingly, the Nigerian study found that interns there had a higher mean age of 

26.5 years due to possible longer time in the medical school before internship, which could 

perhaps explain the interesting finding that most of them (82%) had already made up their 

minds about their career specialty with finality41. So, if specialisation is delayed in South 
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Africa or more graduate entry programme students are taken into 'undergraduate' medical 

training, there may be more 'mature' NQDs who would consider choosing Family Medicine 

as a specialty. Consequently, one can conclude that the 'early specialisation' fever observed 

in this study negatively impacts on considering Family Medicine. 

The predominance of a particular specialty being chosen by a specific sex shows that gender 

stereotyping still persists with regards to career choice. Just as males dominate surgical 

specialties, females dominate the paediatric specialty in South Africa. Contrastingly, 

obstetrics and gynaecology, which was seen as the domain specialty for males in places like 

Nigeria,41 in this study it was selected by double the proportion of females in relation to their 

male counterparts. This shows that different sex preponderance in some specialties is 

dependent on factors such as personal and cultural factors as well as differences in role 

modelling in different countries38·42-49.66. 

Having already established the predominant 'personal factors' that influenced career choice, 

women deemed 'social commitment' and 'plan to have family' more important while men 

valued 'working with new technology' and 'income potential' as the prime drivers of 

specialisation choice. Analysis of these responses to personal factors again underscores the 

gendered difference between work-time related factors for female versus career-related 

factors for male respondents. Although few NQDs chose Family Medicine, the reasons given 

by those who never even considered a Family Medicine specialty included the perceptions 

that FM 'is isolating' (by mostly females) and 'not challenging Iboring' (by mostly males). 

This might be because women may look at the social engagement level of a specialty in 

choosing careers while male doctors are more likely to go for' active' specialties like 

surgerl7. Better understanding of these reasons will assist with gender-targeted recruitment 

strategies and perhaps sex-specific career messaging. 

5.3 Understanding NQDs' perceptions about the discipline of Family Medicine and 

attitudes to working in PHC settings 

This section addresses the research objectives to provide a clearer picture of how NQDs 

perceive the specialty of Family Medicine and considers the possible reasons for the low 

career choice of Family Medicine as compared to other disciplines. The findings indicate that: 
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• A large proportion (more than half) of the respondents did not choose Family 

Medicine because it was not even on their list of specialties to consider! 

• The majority (more than three quarters) of those NQDs who included the Family 

Medicine specialty on their list, had either little or no information about the registrar­

training programme to have chosen it. 

• Lastly, only very few (one sixth) of this cohort of doctors would consider working in a 

primary health care setting. 

Taken together, these three findings all point to inadequate information, poor marketing, 

insufficient or negative experiences during a posting / rotation, and even the absence of role 

modelling during FM training. All of these may have introduced significant negative biases in 

making life choices. 

If an NQD did not even have FM on his or her list, then perhaps, the new specialty is yet to be 

placed on equal standing with the rest of the other specialties. Incidentally, it is not only South 

Africa that has difficulty with placing Family Medicine in its rightful place in Africa29 . This 

study has found that one of the 'pull' factors to other specialties is choosing surgery. 

Interestingly, those who selected the surgical specialties were also those who were most likely 

to express having no interest whatsoever in the discipline of Family Medicine. In such cases, 

it may be difficult to try and change the commitment of these NQDs to surgery, but rather 

create an awareness of the links between primary care and secondary or tertiary levels, 

including the possibilities of surgery in PHC settings, or the development of a 'community 

specialisf in general surgery. There are many 'push' factors, which were raised by the 

participants as reasons for not considering FM. Most of these pointed to: the lack of or 

minimal information about the FM specialty (newly registered with the Colleges since 2008) 

or pre-existing biased views of the specialty, like 'boring', 'isolated' and 'not suitable for 

South Africa'. Others included inadequate or negative experiences during a posting / rotation, 

and even the absence of role modelling. Improved marketing strategies by the nine university 

faculties, HPCSA and CMSA as well as the government at both undergraduate and 

postgraduate levels can perhaps mitigate some of these negative views. 

Marketing Family Medicine has been explored at undergraduate levels in Canada where the 

'hidden curriculum' of misrepresentations about the specialty were debunked,6R as well as 

after graduation. Their approach involves the' selling' of incentives, which may attract young 
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doctors to Family Medicine. Strachan et aF described such incentives as strong pull factors, 

which include better financial packages, better-resourced work environments, better work 

conditions, career opportunities, etc. We can borrow a leaf from the introduction of the 

Occupational Specific Dispensation (OSD) framework, used as a financial incentive since 

2007 in South Africa, to stem the haemorrhage of doctors from both the public sector and the 

countrl9. Through competition, the OSD bridged the gap to some extent, slowing down the 

attrition rate of health professionals, and may have helped retain staff in the public sector. It is 

the opinion of the researcher that financial incentives may playa role in enticing those 

'undecided' NQDs to consider a primary care specialty, especially Family Medicine. 

Full-time registrar training in Family Medicine, introduced in 2008, has not been embraced as 

expected by the NQDs who participated in this study. If more that three quarters of the 

participants who considered Family Medicine did not sufficiently understand what the 

registrar-training programme entails in order to make an informed choice, then it is not 

surprising that they did not choose the specialty. Family Medicine training needs to be sold: 

firstly, to the government to create more posts; secondly, to the regulatory boards of HPCSA 

and CMSA who control the posts; and, finally, to the doctors on the verge of making a 

decision of specialty. The types of marketing strategies by the departments across different 

universities would depend on their unique situations and would require more research. such 

marketing campaigns may also need to focus more on the interns than the community service 

doctors. 

Despite rotating through the domain, it seems that there is very little exposure to the Family 

Medicine registrar training programme during internship, as those who indicated they 

understood registrar training were the same (17%) irrespective of year or rotation, in 

comparison to 43% of community service doctors. We already know that due to the low 

numbers of family physicians in district hospitals and community health centres and in the 

context of high disease burden,19 it is difficult for Family Medicine to provide the clinical 

governance needed to effect change in the quality of care. The meagre number of family 

physicians available is a situation that also affects the supervision of interns who work in 

primary care. These interns might then go through an entire clinical rotation in Family 

Medicine without understanding what the registrar-training programme is all about. One can 

also infer that the duration of training / rotation in both undergraduate and internship 

programmes does very little to demystify the registrar training programme. These interns are 
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allocated three months for Family Medicine (in a shared block with psychiatry) while the 

other specialties get four months each in their 24-month internship programme. Interns end up 

not coming across registrars in Family Medicine whose ambassadorial role may help with the 

marketing to some extent. In contrast, some community service doctors who have done their 

service year in a primary health care facility are more likely to have been involved with either 

the trainees or trainers in Family Medicine. Further studies may be needed to qualitatively 

find out how interns understand and perceive their rotation through the Family Medicine 

domain. 

Clearly, the most important reason given for varying degrees of interest in Family Medicine is 

the participants' perception of the level of health care they would be satisfied to work in. The 

fact that only one sixth of the respondents agreed they would be job satisfied if they worked 

in a primary health care facility compared to the hospital setting says it all. Our hierarchal 

form of academic medical training, which favours tertiary (or even central) hospital practice 

and discourages primary health care practice, has eaten deep into the fabric of the study 

population's consciousness 70. In the current medical training curriculum, most of the students 

are exposed to a primary care posting for only few weeks compared to the months they spend 

in secondary and tertiary facilities. Another explanation for the gross lop-sidedness of choice 

not to work in primary care can be found from another study, which highlighted the poor 

working environments, difficult living experiences, and poor career pathing that characterise 

primary care facilities in Africa 71. The association between these characteristics and the 

dearth of HRH in primary care settings, which does not exist to the same extent in the 

developed world, coined the term, "inverse primary care law'71: the areas with greatest 

primary healthcare needs have the least access to those health resources needed to overcome 

the challenges. The fact that this study was conducted in Gauteng province, known for its 

highly developed urban infrastructure, may have int1uenced NQDs' decisions not to work in 

PHC settings, unlike those who trained in the rural areas in the Eastern Cape Province who 

largely wanted to remain there7o . Even worse is the obviously wide gap in financing and 

funding, between public tertiary institutions versus primary care counterparts,8 which leaves a 

lot to be desired. As the government seeks to improve the workplace environment by fast 

tracking the first three domains of the National Core Standards for health establishments, 

namely: patient rights, patient safety and clinical support services,72 there is much still to be 

done. In addition, with the immediate focus of NHI on PHC, the domains on operational 

management and facilities and infrastructure at the primary care level will need attention. 
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5.4 Limitations of this research 

The following are important limitations to either interpreting and/or overgeneralising the 

findings of this research: 

One third of the NQD population chose not to participate in the study. Although the 

calculated sample size was met, we might have derived different information from the 

non-responders. 

The findings ofthis study may not represent the opinion of the entire NQD population 

in South Africa, since it was conducted only in Southern Gauteng Province. As well, 

university graduates from all eight medical schools were not adequately represented. 

These findings from an urban setting will likely be different from those in the rural 

areas, where in SA those who are trained are likely to remain, and may have different 

views7o . 

Some factors that could have affected the choice of specialisation were not found to be 

statistically significant, probably due to type two error of not having enough sample 

size to possibly detect change. 

In hindsight, the researcher realised that there were some important missing areas of 

inquiry in the questionnaire which may have better explained our findings; such as: 

marital status, number of children, expressed preference for rural versus urban, 

migration status, medical school influence, race, socio-economic background, levels 

of parental education, medical doctors/specialists in the family, and the need for 

bursary support during medical student training that required paying off following 

graduation. 

Many of the factors about how and why NQDs consider and eventually choose to 

specialise are deeply personal, and would have been better explored through a 

qualitative methodological approach. 
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CHAPTER SIX 

CONCLUSION AND RECOMMENDATIONS 

We have always known that democratic South Africa has advanced policies that will continue 

to benefit healthcare in the future. Such national policies like the NDP, NHI, HRH Strategy, 

National Core Standards and PHC re-engineering all point towards a better health care 

delivery system to meet WHO, millennium / sustainable development goals and domestic 

targets. They are all designed with the good of the population in mind. 

What this study has revealed or clarified is that these documents will need refining to direct 

South Africa even further to achieving its objectives. Although the healthcare work force is 

becoming more robust and seems to be responding to national imperatives, there are areas that 

could impact on human resource policies, which include the following -

• Newly qualified doctors are eager to stay and practice in South Africa, contrary to the 

opinion of the policy makers that at least a quarter would leave. So, if they leave later 

in their careers, clearly they were failed by the system not retaining them rather than 

by the 'pull' factors discussed earlier. 

• It seems that there is a positive shift in the willingness ofNQDs to practice in the 

public sector as found in this research, but not in public primary health care. The 

government can build on this enthusiasm ifthey improve the public health settings 

where young doctors work as envisaged by the National Core Standards and incentive 

strategies. In addition, government should train more doctors in rural and primary care 

settings, where they are expected to work, according to Bateman70 and others. Positive 

exposure helps. 

• Even though human resources for health are constantly in short supply, just like in 

most countries, the need for redistribution across specialties and localities cannot be 

overemphasised. With the drive to specialise on the increase, there is genuine concern 

that some specialties are receiving an attention boost in tenns of choice such as 

surgical specialties, but to the detriment of the likes of Family Medicine. Ifwe could 

enrich the number of Family Physicians by using the Workload indicators (~lst({frneed 

(WISN) method,73 for example, in detennining the health staff complement needed in 

our primary healthcare centres, then we can calculate the adequate number of 

registrars needed in each training institution. 
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• The government has not 'sold' primary care enough to the country. More support for 

Family Medicine is needed from leaders in government, and such support is lacking 

due to an incomplete understanding of the discipline as explored by Moosa et a1 74
. 

Information that prioritises the categories and quantities of health staff needed to run 

an effective primary healthcare system, and how to achieve such numbers, would be 

helpfuF3. Currently, doctors do not control primary healthcare, our system of nurse­

driven doctor-supported9 provision of care may work for now, but may not improve 

health outcomes in the long run. The earlier we train and involve primary healthcare 

experts, the better prospects for South Africa's NHI plans. Since OSD helped us to 

stem brain drain, government should perhaps look at extending similar financial 

incentive into primary care specialisation. 

• The marketing campaigns by underachieving departments of Family Medicine need to 

be geared up to the right pitch. Given that the full-time registrar-training programme is 

still relatively new in South Africa, we have to 'run', not 'walk', towards correcting 

the existing imbalance in resources, registrar posts, and training in Family Medicine, 

as compared with the other specialties. This need for balance must be agreed upon by 

all stakeholders and addressed through various mechanisms, such as restriction of 

posts in the more 'popular' specialties while creating incentives for posts in Family 

Medicine. 

• The HRH strategy for health talked about developing and funding 'academic health 

complexes' for the sustainability of the NHp6. The fact is that most of these 

complexes, if not all, are situated in academic and tertiary hospitals hence cannot cater 

for primary healthcare. This fundamental flaw, which does not align with the targets 

of the NHI White Paper, need to be corrected in the coming HRH strategy document 

for 2016 to 2020. As far as primary healthcare is concerned, government needs to 

focus on the already existing 'academic health complexes' of Family Medicine, rural 

health and public health within the nine universities, in conjunction with the district 

hospitals and community health centres. 

If the issues mentioned above are not followed up, we risk a clear dysfunction of the already 

ailing health system in South Africa. Ifwe do not have enough primary healthcare specialists 

functioning at district level, the dichotomy between primary care and higher levels of care 

will only widen. This means that the existence ofNHI will be potentially threatened, because 

fewer people will receive efficient and quality health care initially. It also means that 
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health care would become more expensive yet less comprehensive, as more people will end up 

with minor ailments at the secondary and tertiary levels of care, as seen in other countries 

without adequate primary care infrastructures. 

It has proved difficult to convince an already established obstetrician or anaesthetist to work 

in a primary healthcare setting, as noted in the latest report on the district clinical specialist 

teams, where posts were either unfilled or incumbents resigned, up until May 2015 75 . It is a 

whole lot easier to engage with a newly qualified doctor who is about to make a career choice. 

The literature on hidden curriculum suggests that it is necessary to start changing the bias 

against primary healthcare right from undergraduate education at the level of 'policy 

development". 'evaluation', 'resource allocation', and 'institutional slang,76. Apart from 

marketing campaigns, readapting policy documents and possibly incentives, there is a need to 

develop a mechanism for the regulation of registrar training posts, in such a way that career 

options are not restricted, but proportioned to suit the needs of the health system. This is 

currently used by the Canadian health system51 . There is also the need to fast forward a plan 

to metamorphose the current GPs and medical officers in the system to primary care 

specialists of some kind, in order to make them feel not left behind in the 'moving train of 

specialisation' . 

Historically, in most parts of Europe, specialisation initially aroused considerable opposition 

and was seen as "a break from traditional forms of systemic medical thinking:'3 Why should 

Africa in general, and South Africa in particular, encourage specialisation that cannot be 

sustained with astronomical health costS?5 Consequently, the 'specialisation fever' deserves 

further research. It is time for our medical schools to change their borrowed culture of super­

specialisation model seen as ideal and pursue generalism in the interests of nation building 

and meeting our population health targets. 
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APPENDIX 1 - Five health districts and 
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APPENDIX 2 - Location of NQDs in Southern Gauteng health facilities 
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APPENDIX 3 - Southern Gauteng allocation list for community service doctors and 
interns in 2013 

COMMUNITY SERVICE DOCTORS ALLOCA TlON 2013 

Institution/Facility 
Number of Community 

Service Doctors placed 

Ekurhuleni Metro & Sedibeng District 

Ekurhuleni Health District 11 
Sedibeng Health District 3 
Far East Rand Hospital 10 
Pholosong Hospital 4 

Tambo Memorial Hospital 11 
Bertha Ngoxa (Germiston) Hospital 4 

Tembisa Hospital 8 
Natalspruit Hospital 8 

~ong Hospital 3 
elberg Hospital 2 
keng HospItal 5 

Johannesburg Metro & West Rand District 

Johannesburg Metro Health District 20 
West Rand Metro Health District 2 
Charlotte Maxeke Johannesburg Acad. Hospital 25 

Helen Joseph 7 

Rahima Moosa Mother & C 5 

Chris Hani Baragwanath Acad. Hospital 5 
Sizwe Hospital 0 
Sterkfontein Hospital 0 
Tara Hospital 0 
Leratong Hospital 7 
Dr Yusuf Dadoo Hospital 3 
South Rand Hospital 3 
Edenvale Hospital 6 
Carletonville Hospital 3 

TOTAL 1S5 

INTERN ALLOCATION (2013) 
No of Allocated 2"" Yr 

FACILITY (Hospitals) Interns (started 2012) No of Allocated 1" Yr 
Interns (started 2013) 

1 Charlotte Maxeke Academic q2 42 

2 Chris Hani Baragwanath 90 90 

3 Dr Yusuf Dadoo & Leratong 18 17 

4 Edenvale 3 6 

5 Far East Rand 12 11 

6 Helen Joseph & Rahima Moosa 47 48 

7 Kopaoong ! Sebokeng 18 18 

8 Natalspruit 21 23 

9 Tambo Memoria! 18 17 

10 Tembisa 30 33 

TOTAL 299 314 
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APPENDIX 4 - Study questionnaire with participant information sheet 

INFORMATION SHEET 

Good Day 

1 am Dr Sam Ubabukoh of Depaltment of Family Medicine, UniverSIty of 

\VItwatersrand. I would like to invite you to paiticipate in this study to explore the 

career a;;plfatioI1'i of intems and COlllll1l11nty service doctors as well as their level of 

interest 1Il Fa1lllly Medicine. 

Attached is a 1111·ee-paged anony1110US questiollllllire I1lllt WIll take approximately 10 

minutes to complete. Youl11ay choose not to answer any question entirely or any part 

thereof There is no incentive attached to paiticipation, winch is vohmtmy while non­

participation IS without any penalty whatsoever. Your name is not required and any 

other identifying infol1nation will not appear on the completed survey Consequently 

yom responses \\111 be completely anonymous. Any personal demograpillc 

information (such as age, sex) provided \\;11 only be known to the researcher and Iris 

supervisor during the aIllllysis phase of the study. 

There are desigIlllted places where you can ch·op the questiollllllire anonymously for 

later collection by a member ofthe research team 

The findings from l1us research may potentIally inform public policy on physician 

workforce reqlrirements, potential career opportlllnties/pal11s for yOlmg physicians. 

and be of help when evaluating tUldergraduate medical programmes. 

Completmg tIns questi0!1llaire implies that you 11llderstand and that you consent to be 

pali oftlris study 

I appreciate you taking time out of yom busy schedule to assist me in my research. 

Dr Sam Ubabukoh 

Contact- 0116812094 s3mozin(ilYahoo com 
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QUESTIONNAIRE 

Career ASllirations and level of interest in Family Medicine of Interns and 
Conununity Service doctors 

Please tick the box on the right sidt' of your appropriate choice as indicated ~ and also 

fill in the lint' spaces. 

I. Gender: Female c Malec 2. Age: ____ . 

3a. At which University did you do your IUldergraduate tl1.1ining') 

3b, In which year did you graduate0 
_. _____ ... _. ____ . 

3c. Arc you an illtcm c or Conumurity Service doctor C 

-I. Are you a South Afiican [SA) citizen') Yes 0 No 0 

5, At which health institution do you clUTently wOlko 

6 For intems tick rotations completed so far including the present rotation wlJile conumuuty 

sen>ice doctors move to the next question 
(a) Intemal Medicine 0 (b) SlU'gelY C (c) Paediahics 0 (d) Family Medicine 0 

(e) Obstellics and GYllaecology 0 (f) Anaesthesiology !Ollhopaeclics 0 

7a, In which sector do you plan to pmctice') Public iJ FIivate 0 FIlbhc and p!ivate 0 

NGOO 

7b. Where do you plan to p!'acticeo SA 0 SADC 0 Outside SADC [J 

8. Do you plan to remain in the medical field!health sector as a careel" YesO No 0 

Unsure 0 

9, For most ofyolU' career. do you plan to work) 

Full tillle + oveltime 0 fiill time with no overtime 0 PaIt time 0 

10, Do you plaIl to specialise fillther in the ne:--'! five years instead of working as a Medical 

Officel" Yes 0 No 0 

1 Ob. Have you made a defmite career choice (in tenns of the specialty you would like to 

specialise in)O Yes 0 No [J Unsme 0 

11. Choice of specialty Please \1;1ite down yom proposed area of specialty in the spaces 

below 
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First choice 

Second choice 

12. Please rate the following factors that could influence yom choice of specialty on the 
Likelt scale \~ith [I] indicating you strongly disagree [2] indicatmg you somewhat disagree 

[3] indicating vou somewhat agree and [4] inclicating vou stronglv agree , 

1 2 

Plan to have a family 

Acceptable hotu's ofpmctice 

Intellectual challenge of the field 

Continuity of patient contact 
V ruiety of illnesses 
Nruww vruiety of patient problems 

Income potential 
Results of intelvenlions inunediately available 

Social cOllunitment 

Health promotion ruld prevention is impottrull 

Being PaIt of a conulUuuty 
Working with new tecJmology 

Socio-economic St.attls 
Medical school expelience 

12b. Are there any other impOltrult factors influencing yonr choice of specialty" 

13 Have you ever thouglll of choosing Family l\]edicine as a career specialty' Yes 11 

NoD 
l3b. If NO, whyO 

3 

--------_ ... _ .. _ .. _-_ ... _ ..... _-_. 
If Y"ES. do you think you IDlderstaIld enough about a registmrslup in FaInily Medicine 

specialty to intonn your career choice" Yes 0 NoD Not quite 0 

4 

14. We would like to know how you feel abom Frunily l\!edicine inespective ofyonr career 

choice. Which ofthe following statements match up with your level of illlerest in Frunily 
Medicine [FM] as a possible cru'eer pathway ill South Afiica') Circle yotu' answer 

FM is not interesting to me at all. 
ii. Fl\] is a bit interesting but not wOlth my while. 

iii. Fl\! is illteresting and wOIthwllile. 
iv FM is a velY illleresting ruld impOitaIlt specialty. 
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15, Listed are possible reasonJs for yom level of interest in Family l\ledicine from A-G, Tick 

the boxes on the light side of either option 1 or 1 that applies to you, 

Al I am a hospitaJinon-PrimmJi ,~ I will be more job-satisfied as a Family 

Health Cm'e specialist-kind of Medicine Specialist or in Plimary 

person i Health Care, 

81 My ulldelgraduate training 82 My undergraduate experience in Fl\l 
eXl)elience in FM was lich and was not good enough 

elyoyable 

Cl Level of competence ofFl\1 

~, 
Level of competence ofFl\I specialists 

specialists is doubtful is adequate 

£)1 Width/content oftilC FM D2 I do not mind the broad content ofFM, 

program is too broad for me I like diversity, 

El Fl\I is more tUlle demanding E2 Fl\l is less tUlle e!emanduJg comparee! to 

", 
compared to other specialties other specialties, 

Fl Fl\J is not popular mTlOlJgst my }"2 Populmity of FM is not an issue in 
colleagues recent tunes, 

Gl FM is rewm'diJlg flllanciaIly (f2 Fl\I is not rewardiJlg finmlciaIly. 

15b,WIite any other reason/s personal to you but not oullil1ee!lhat can fiutlICr explain yom' 
level of interest in Fmuily l\ledicule 

16, Any COllunents or ad\~ce you may wish to ade! on cm'eer aspiratIOns for newly qualified 
doctors in South Afiica? 

2 
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APPENDIX 5 - Permission to adapt questionnaire from de Vries et al study 
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APPENDIX 6 - Original questionnaire from the de Vries et al study42 

Questionnaire: Career plans of final year medical students 

Introduction 
The purpose of this study is to explore the career plans of final year medical students. 
Participation is voluntary. This is an anonymous questionnaire. and the researchers will not 
be able to identify individual students who participated. Informed consent is implied by 
completing the questionnaire. The researchers will give feedback to the class regarding the 
findings of this research project. before the end of the academic year. 

Please circle the appropriate choice: 

1. Gender: female / male 

2.Age: __ _ 

3. First language spoken when growing up: __________ _ 

4. Are you a South African citizen? Yes / No 

5. Please indicate what is/was the main occupation of your 

(a) father _______ _ (b) mother ______ _ 

6.1 Origin: do you consider the place where you grew up: ctty / small town / rural 
6.2 Postal code of the place where you grew up: ____ _ 

7. Do you plan to remain in the medical field/health sector as a career? Yes / No / Unsure 

8. For most of your career, do you plan to work: 
full time + overtime / full time with no overtime / part time 

9. Do you plan to take "time out" for a few years during your career? Yes / No / Unsure 
(Matern tty leave of 4 months is not considered "time out") 

10. Have you made a definite career choice (in terms of whether you would like to 
specialise)? Yes / No / Unsure 

11. Choice of speciatty: which field would be your first and second choice? Please tick one 
field for each choice 
Specialist field First choice 
None 
Anaesthetics 
Family medicine/general practice 
Forensic medicine 
Internal medicine (including subspecialties) 
laboratory medicine (microbiology, pathology, etc) 
Obstetrics and Gynaecology 
Orthopaedics 
Paediatrics 
Public Health 
Psychiatry 
RadioloQv 
SurQery (including subspecialties) 

12. Do you plan to spend time working overseas? Yes / No / Unsure 
If yes. do you plan to do it: 
Short term (e.g. a year or two) /long term / Relocate permanently 

Second choice 
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13. What period oftime (after specla lsin ) d o you p an to spen d k wor ing In: 
None 1-2 years Several years Most of career 

Rural area 
Public sector 
Private sector 
Combined public/private 
Academic field 
(teaching/research) 

14. Please rate the following factors that could influence your choice of specialty on the Likert 
scale with 1 indicating not at all important and 4 indicating very important. 

1 2 3 4 
Plan to have a family 
Acceptable hours of practice 
Intellectual challenge of the field 
Continuity of patient contact 
Variety of illnesses 
Narrow variety of patient problems 
Income potential 
Resutts of interventions immediately available 
Social commitment 
Health promotion and prevention is important 
Being part of a community 
Working with new technology 
Status 

15. Any other important factors influencing your choice of specialty? _________ _ 

16. Please rate the following factors that could influence the choice of where you would like to 
work on the Likert scale with 1 indicating not at a II' t d 4' d' t Importan an In Icatlng very Importan . 

1 2 3 4 
Opportunities for children 
Opportunities for partner/spouse 
Rural lifestyle 
Community belonging 
Sense of beino needed/makino a difference 
Providino continutty of care 
Opportunities for own continuing education 
Adventure/recreational opportunities 
Access to social and familv networks 
Availabilitv of specialists 
Using a wide range of skills 
Sense of professional independence 
Crime and safety issues 

17. Any other important factors influencing your choice of where you would like to work? 

18. Any comments? _______________________ _ 
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APPENDIX 7 - Human Research Ethics Committee (HREC) approval letter 
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APPENDIX 8 - Gauteng Department of Health approval letter 
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CRITERIA YES NO COMMENTS 

X 

X 

X 

X 

X 

X 

X 

X 

X 

X 

nJa 

SUMMARY OF PROPOSAL 

Background 

Objectlvt;!'i 
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METHODS 

REVIEWER'S FINAL CONClUSION 

Reviewed and recommended hy 

Bridgctlkolofong, DO: Research and Epidemiology 

Datt:' 
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APPENDIX 9 - Questionnaire distribution and collection 

DISTRlBUTIO~ AN"D COLLECTION OF QUESTIONNAIRES AMONG THE 

STUDY POPULATION" 

Total study population of NQDs 
working in Southern Gauteng in 
2013 (N = 768) 

Source: Human Resource­
Placements (Gauteng Department 
of Health) 

NQDs met & 
questionnaires 
issued 

NQDs non­
existent/on leave/not 
reachable 
N = 266 

N = 502 

,. 
Questionnaires 
returned 
N =~FiR 

Questionnaires 
eligible for 
analysis N =342 

Incomplete/illegible 
questionnaires 
excluded from 
analysis N = 26 
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APPENDIX 10 - Response rates of the study population 

RESPONSE RATES BY WORKPLACE AND OCCUPATION 

Response rate by workplace facility 
Facility Questionnaires Questionnaires Response rate 

issued returned 

Academic (central) 229 155 67.7% 
hospitals 
Tertiary and 241 194 80.4% 
Regional hospitals 
District hospitals and 32 19 59.3% 
CHCslPHC clinics 
Total 502 368 73.3% 

Response rate by occupation 

Occupation Questionnaires Questionnaires Response 
issued returned rate 

Interns 394 298 75.6% 
Community service 108 70 64.8% 
doctors 
Total 502 368 73.3% 

Occupation and workplace facility of those excluded from analysis 
Facility Interns Community Service 

Doctors 
Academic (Central) 
hospitals 

11 

Tertiary and Regional 11 
hospitals 
District Hospitals & 
CHCslPHC clinics 
TOTAL (percentage of the 22 (7.4%) 
total questionnaires 
returned) 

2 

4 (5.7%) 

12 

13 

26 
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