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MEDTRONIC SASSiT EDUCATION GRANT

SASSiT is now the recipient of a R500 000 education
grant from Medtronic. As you all know, service on

the executive committee is entirely voluntary and all
SASSiT funds are used to advance SASSiT interests.
With this amazing grant we plan to significantly
upscale our service to members. Our sincere thanks
to the Exco members (Dr. Sekeitto, Dr. Govender and
Dr. Mosai) who undertook the massive amount of
work required to obtain this grant.  Our first use of these funds will be to
sponsor the local exchange programme taking place between SMU and UCT
general surgery registrars between February and March. We look forward to
your input on ways in which we can use this grant to promote education and
training for all SASSiT members!

SASSiT LOCAL EXCHANGE PROGRAMME

It’s happening!! Congratulations to Dr. Sardiwalla and Dr. Coccia, 
who will be part of our first local exchange programme. 

This pilot programme will run from 1 February 2016 – 31
March 2016. Dr. Coccia will join the minimum access
surgery unit at George Mukhari Hospital, while Dr.
Sardiwalla will be travelling to Groote Schuur. The
programme is fully funded by SASSiT and provides a
unique opportunity for our members to be exposed to
surgery not available at their home institutions. This
programme is the first of its kind to be undertaken in South
Africa. We look forward to positive feedback from the

candidates! Please note, only SASSiT members are eligible for the exchange.
Keep in touch with the SASSiT registrar representative at your institution and
keep an eye on future additions of The Needle Holder for information about
the next exchange. 

Dr. Sardiwalla

SASSiT WEBSITE RELAUNCH
We are in the process of revamping our website. We aim to build the
website into a much more useful resource for members. In the future, all
members will have access to: (i) lectures from past refresher courses, (ii) a
national research forum, (ii) the SASSiT newsletter (The Needle Holder), (v)
interesting articles written by local specialists, and (iv) online access to
international journals through our website.  We want to use the website as
our primary contact point with all members! Keep up to date with the latest
SASSiT initiatives @ www.sassit.co.za

The Needle HolderThe Needle Holder



SASSiT SILVER SCALPEL

As you all know, SASSiT is run for trainees by trainees. None of this would be possible though, without the significant
contribution of our trainers!! The Silver Scalpel is an annual award launched by SASSiT in order to identify those
consultants from any surgical speciality who go well beyond expectation in their role as mentors to future surgeons. We
would like to acknowledge those of our seniors that demonstrate distinction in leadership, professionalism,
communication and commitment to training and development. Nominations for the 2015/2016 Silver Scalpel Award are
closed and a winner has been chosen! We look forward to presenting this award to the winning candidate at the next
refresher congress to be held at Wits on 27-28 February. Nominations for the next Silver Scalpel award are open.
Nominations may come from any surgical speciality and from any individual SASSiT member. Nominate your consultant
by emailing a motivation letter to Nirav Patel @ niravpatel44@gmail.com, or Allan Sekeitto @ sekeitto@yahoo.com. 
We look forward to hearing from you! Please join us at the Refresher to honour this year’s winner!
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NATIONAL RESEARCH
FORUM

The National Research Forum is a new
and innovative way of developing
multicentre research studies within
South Africa. This forum will be
accessible on the SASSiT website and will
be accessible to all SASSiT members.
Members will be able to view research
proposals from all training institutions
and all surgical specialities involved in
SASSiT.  
We hope to use this portal as a way of promoting
multicentre research in South Africa.  This forum serves as
a platform to link members in different training centres and
all research conducted and published will be members
own work. 
I hope you all make use of this opportunity to connect and
produce world class research!

N A T I O N A L 
FORUM ON SURGERY
& ANAESTHESIA

In his keynote address at the
National Forum on Surgery and
Anaesthesia, held at the University of
the Witwatersrand in December
2015, Deputy Minister of Health Dr
Mathume Phaala stated that the
ideal of a long and healthy life for all

South Africans cannot be achieved without improved
access to safe surgery and anaesthesia, a goal necessitating
improvements in existing infrastructure, information
systems, financial management and leadership. 
This marked the introduction of a groundbreaking event –
the launch of a sustained Global Surgery movement in
South Africa (SA) aimed at stimulating discussion on and
conceptualising the future of surgery in SA. Discussion
focused on needs assessment, a review of the essential
package of surgical and anaesthetic care offered at
regional, district and tertiary levels, monitoring of policy
implementation, and a movement from the ideals of the
Millennium Development Goals to sustainable goals.

The National Forum on Global Surgery and Anaesthesia
presents the first step towards the objective
acknowledgement of the challenges of providing safe,
accessible, effective and affordable surgical and
anaesthetic care in the SA context. Incorporating the input
of local and international, surgical, anaesthetic and public
health, academic and non-academic, and private and
public stakeholders, the foundation to systematically
discuss and tackle issues of infrastructure, workforce,
service delivery, financing and information management
challenges has been formed. It is now incumbent on us as
the medical community to continue this momentum and
effect real change. Look out for the SASSiT report on the
National Forum in the February addition of the SAMJ. 

SURGICAL REGISTRARS’
PERCEPTIONS OF RESEARCH

Thank you to all of you that assisted in our first research
project by completing our questionnaire! The SASSiT

study on surgical registrars’ perceptions of research is
complete and will be published in the February edition of
the SAMJ. Objective analysis is one of the ways in which
SASSiT can advocate for change in order to improve
surgical training in South Africa. Once published, this
article will be shared with all medical school Deans, all
surgical HODs and the Council of the College of Surgeons.  
We look forward to your involvement in future SASSiT
research. We encourage you to share your ideas with us!
Take up the challenge and do the work needed to
improve surgery in South Africa. 
Contact Nirav Patel @ niravpatel44@gmail.com 
with your input! 
As you already know, SASSiT represents all surgical
specialities! We look forward to contributions from
members representing orthopaedics, urology, plastic
surgery, ENT, neurosurgery, and paediatric surgery. 



REPORT ON
S U R G I C A L
R E G I S T R A R
TRAINING IN
SOUTH AFRICA
As you know, we are a
society for trainees run by
trainees! As part of our
efforts to improve registrar
training in South Africa,
SASSiT conducted a review
of the training
programmes in general
surgery in the country’s 8
training departments. A
report based on this
review was submitted to
the Council of the College
of Surgeons, to all medical
school Deans, and to all
Heads of Department of
General Surgery. It is now
incumbent on us to
continue the momentum
and work together to see
that recommendations are
adopted and effect real
change. •

South Africa has had a
proud tradition of
surgical science, and in
the past were leaders in
surgical science fields led

by names such as Chris Barnard featuring
prominently in world literature. But why a
surgical scientist; why not chop, chop,
chop? This is a very one dimension and
naive pint of view. Fortunately, to some
degree, all surgeons are scientists whether
they realize it or not. Everyone asks
questions, gives thought to their practice,
considers their outcomes; the foundation
stones of science. The labeled scientist is
only more formal in their activity,
developing questions, and then ways of
answering them, either through controlled
observation or experimentation. 

Unfortunately the clinician scientist has
become an endangered species in our
country.  The University of Stellenbosch
published an eye opening bibliometric
analysis in 2010. Though South Africa's
overall research publication output
increased from 20 892 between 1990 and
1994 to 33 671 between 2004 and 2008 this
was not due to the contributions of clinician
scientists. The output of research papers in
medicine, both general and internal
dropped from 2 280 between 1990 and
1994 to 1 556 between 2004 and 2008.
There is no published data regarding this for
surgery, but one can assume it is at best
similar to our medical colleagues. 

A headcount of researchers in all fields
stood at 30 000, putting South Africa on a
level Korea was 30 years ago. Between 1992
and 2007 full-time researchers in South
Africa's business sector grew from 3 395 to
6 264, government (including the science
councils) from 2 428 to 3 058 but higher
education only went from 3 631 to 3 672.
This data is dismal, and highlights how
medical training in our country became
solely focused on service delivery and lost
its academic way. Fortunately universities
and government have realized this and
various initiatives are under way to correct
the current situation. Gradually we are
seeing PhD students appearing in the
surgical ranks, but large volume publication
output will take time.
It the modern South African surgical
landscape we need to lose the stigma

associated with the term  ‘academic’ or
‘researcher’.  All surgeons, regardless of
their life’s vocation are able to ask
questions. It is answering these questions
that is science. We have an obligation to our
patients, not only to care for them and
relieve them of their distress, but also to
pursue novel and improved treatment
modalities. This can be done through
observation, understanding the underlying
physiology and pathology as well as
interpreting outcomes; in other words
through research. Clearly, not everyone is
suited or able to perform all aspects of this
and this is where collaboration comes into
being. No one expects a clinician to become
a flow cytometry expert, geneticist or
biochemist. However, being well trained
clinicians we are in a unique position to give
direction and relevance to many laboratory
scientists’ findings. In other words
translational research. Taking the science
bench and setting it down next to the
patient’s bed is where we as South African
surgeons are in an exceptional position. We
have a phenomenal diversity and volume of
pathology, the extent that it present’s with
are components being lost in First World
research, hence their need for
collaboration. 

In conclusion, translational research,
regardless to which degree one practices it
is in each and every surgeon’s ability. My
advice to trainees is to see the compulsory
MMed dissertation not as another hurdle in
obtaining one’s specialist degree, but rather
as an opportunity. You have the possibility
of asking a question and then going about
answering it under the guidance of a
supervisor with university support. By doing
this you will appreciate that though it is not
necessarily an easy endeavor, it may even
be gut wrenching at times, seeing your
name in PubMed, or on the MMed degree
certificate is a very satisfying achievement.
With an open mind you may surprise
yourself and find the exercise stimulating,
and who knows even go on and do a PhD.
There are now several programmes that are
available to facilitate this. What is one-
dimensional is only to practice surgery, and
not ask questions of your discipline.

The playing field is changing, take
advantage of it. 

Save the rhino….  save the blue crane…. save
the surgical scientist!   
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The Association of Surgeons of South Africa

affiliated to The South African Medical Association. Incorporated Association not for gain.
Reg No. 05100136108

Dear SASSiT Members,

Why join ASSA? 

Our challenge is to ensure your seamless transfer from SASSiT to ASSA member for the rest of your professional life as a
surgeon. 

Membership of ASSA provides you with membership of a professional body specifically constituted to look after the interests of
Surgeons and Surgery in South Africa.

ASSA is important

The reasons for joining SASSiT is often to attend a course prior to taking the FCS intermediate or final examination. 

While the benefits of joining ASSA may not be as discrete or obvious as a pre-exam refresher course, they are just as important.
As Surgeons and doctors we have a unique insight into the problems and needs of our country and constitute a significant voice. 

All Surgeons should be members of ASSA to allow us to speak with a unified voice, as a profession and as a specialty at an
academic, political and commercial level. 

The efforts of ASSA benefit all surgeons, not just the members of ASSA. (We appeal to you. Don’t be a lurker! Join ASSA and
contribute. 

ASSA has friends and contacts around the world and is a designated society of the Association of Surgeons of Great Britain and
Ireland (ASGBI). ASSA has also invested in creating links with other African as well as international Surgical Societies and has
established good working relationships with the West African College of Surgeons (WACS), Pan African Association of Surgeons
(PAAS) and the College of Surgeons of East, Central and Southern Africa (COSECSA).

And so, what are the benefits?

i) ASSA membership ensures a reduced registration fee for the Biennial ASSA congress (R2000 discount at the 2015
Congress).

ii) Travel grants: Financial support to registrars presenting oral papers at the ASSA Congress (Average R6000 per applicant
in 2015)

iii) Free and full online access the British Journal of Surgery and the Annals of Surgery
iv) The ASSA/SANOFI biennial travelling fellowship to the value of R85 000 in 2015 for the successful applicant to visit an

international centre and bring back expertise to South Africa. 
v) The ASSA biennial young surgeons award to allow travel and experience to centres within South Africa where a specific

interest and/or skill set is well developed. 
vi) The practice cost study is an ongoing ASSA initiate that was largely responsible for the improvements in compensation

for all specialists under the Occupational Specific Dispensation. 

ASSA recognises the importance of ensuring adequate compensation for professional services that are rendered by General
Surgeons as a fundamental for the sustainability and growth of Surgery in South Africa.  

These are a few of the benefits. The more members we have, the stronger we are as a society and the better we are able to
provide for and strengthen the practice of Surgery in South Africa. 

The South African Journal of Surgery

ASSA is proud to have an official peer reviewed journal, the SAJS, which is distributed to all members and is cited by Index
Medicus. All SASSiT and ASSA members receive four printed editions annually. 

Conclusion 

Being a member of ASSA is integral to the practice of Surgery in South Africa and provides you with membership of a
professional body specifically constituted to look after the interests of Surgeons and Surgery in South Africa. 

Thank you for the time taken to read this letter. Please do not hesitate to contact me or the administrative office if you have any
suggestions comments or queries. We look forward to welcoming you as members of ASSA. 

Mike Klipin

Chairman: ASSA
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The advent of laparoscopy has revolutionized the way
surgery is practiced. The lynchpin in all of these was
the laparoscopic cholecystectomy described first by

the Frenchman Mauret in 1987. What followed this was a
sea change of procedures that could be performed
laparscopically and the list is growing. Clearly the need for
skill acquisition and  development has been steadily
growing. The need for a different set of skill that is
obviously needed requires a significant paradigm shift in
South Africa! The surgical world has made significant
advances in the arena of minimal access surgery and now
the movement is towards the digital platform(which others
call robotics!)

We can moan about all challenges that we face in our
country and why we can not keep up with this new
technology, the fact of the matter is that this train has left
the station and is either we get on it fast or risk being left
behind. 

The realization of this inescapable fact has forced us as
surgical trainers in South Africa to rethink our strategy.
Laparoscopic surgery is here to stay and robotic surgery is
coming up very fast! There is a need to recalibrate our
thinking and approach with regards to training in minimal
access surgery; otherwise we will find ourselves training
surgeons for a world that no longer exists!

The international community has made huge strides in this
arena and we find ourselves lacking behind in a big way. In
the early 1990s when laparoscopy was beginning to take a
foothold in South Africa many people in academic medicine
were skeptical and dismissed this new interventions as a
temporary irritant that will dissipate in time!

More emphasis was placed on the so-called “horrendous
complication rate of laparoscopic cholecystectomy”.
Effectively many surgeons were discouraged from
embracing this new technique because of the fear of
complications associated with lap chole. Academic surgery
remained in a state of paralysis in the early 1990s because
of this!. That was a deadly mistake by the academic
establishments. Up to this day we are still paying the price
of indecisions of yesteryear. I would submit that it is not yet
too late for the academic sector to catch up. What we need
is resolve, focus and unshakable belief to take us forward.

The private sector was in a more fortunate position as
patients voted with their feet! it was a matter of survival
by our colleagues in the private sector! they  were faced
with stark choices – either you learn this new procedure or
you go out of business and they chose the former!

It was fortuitous that the demand by the private patient
propelled the development of minimal access surgery in
the private sector in South Africa. This explains the huge
disparities that we see today between the private sector

and the tertiary institutions with
regards to skill level in laparoscopic
surgery. This is an anomalous
situation as the custodians of
training should be the academic
centers. The opposite is true  at this
point.

We are confronted with a situation where our graduates
leave the surgical training programs without the requisite
skills to do laparoscopic surgery skill and suddenly they
have to perform laparoscopic procedures in private
because the market forces compel them to do so to stay in
business. The Medical Protection Society reports that the
highest litigation area in surgery is around laparoscopic
surgery

This is undoubtedly an area of great concern!

Reclaiming our rightful place

The time has arrived where we as academic centers need
to claim back our responsibilities to drive the process of
training in minimal access surgery. There are a few
challenges that we need to overcome before we can start
making inroads into the minimal access surgery-training
arena

At the very top of priorities is the correct environment to
be created – for minimal access surgery to thrive-this
requires a very firm commitment by academic leaders in
surgery that laparoscopic surgery is not luxury but a
necessary interventional strategy to treating patients and
is the standard of care in many procedures and that list
continues to grow. The perception that it is time wasting,
costly and tedious has got to be measured against its
formidable list of advantages- just to mention a few-
shorter hospital stay, less postop pain, less surgical site
infections, better cosmesis. There is no doubt that
economies of the countries that has embraced this
technology has improved significantly especially when one
considers less complication and early return to normal
duties. Whilst we accept that many leaders of surgery have
reached the stage in their lives where learning new
techniques such as laparoscopic surgery may be out of the
question, there is reasonable expectation that an
environment should  be created that will allow t this
technique to thrive.

As human beings we are products of habits, we need to
create a habit that say that almost all surgical procedures
can and should be done laparscopically and it so fascinating
how this becomes the norm with time, of course there is
always that resistance in the beginning but with time
everybody gets to accepts that this is the way to doing
things. This requires determination, consistency and
commitment by all.

Laparoscopic training in South Africa.  Professor Z.  Koto
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Caseloads

The second challenge is around the caseloads. Like any
other type of surgery, to be good and technically adept, one
needs game time ( actual operating time.) This cannot be
overemphasized, to build dexterity (both manual and
mental dexterity) one needs to operate with the correct
supervision and operate often. You need to spend time in
the trenches!!

The pertinent question then becomes- where does one get
the cases and the time?

There are a few cases that are fairly plentiful and of
sufficiently low risk to be ideally suited for laparoscopic
training

Appendicitis – acute appendicitis is a fairly common
procedure- many tertiary hospitals in South Africa still see
a fair number of acute appendicitis cases. This is one
operations that is well suited for laparoscopic surgery
training- We have used this procedure at our institution as
a primary training procedure for registrars  for a number of
years already with very impressive results- What this
procedure does is to offer the resident the requisite
dexterity skill, hand-eye coordination- we looked at this
operation as a dexterity training procedure (published as
an abstract) there are at least eleven steps that can be
learned in this procedure!

The risk of this procedure is significantly lower compared
to the traditional laparoscopic cholecystectomy!

The cases are relatively plentiful- they can be done after
hours making more operative time available. One of the
things to do  is to ensure that the new registrar that joins
the program is taught and guided in how to do laparoscopic
appendectomy confidently and safely in the first six month
of their training program- this before they go on to their
rotation. No appendicitis should  be done open unless
there is a compelling reason to do so. This we have found
has a major impact in the drive to embracing minimal
access surgery. Soon everybody learns that appendectomy
is done only laparscopically. Of course there will always be
those complaints from our anesthesiology colleagues  that
these laparoscopic procedures take a long time – of course
with gentle persuasion and understanding everybody
eventually comes on board. 

As an endeavor to achieve the objective of making
laparoscopic surgery training a reality, it is important not
to be derailed by all of these comments. One needs to stay
focused, vigilant with an unshakable commitment to ones
ultimate goal. Laparoscopic appendectomy is considered a
very small laparoscopic procedure, but in our view it forms
the basis of of our laparoscopic training program. The
mesoappendix must be handled with a Maryland dissector
and diathermy, the base must be handled with a home
made Roeder knot using chromic suture – not a

commercially available endoloop, the bag used should be
a self made one – all these steps we have found them to
be extremely useful in that they all build to this array of
skills that we need.  The retrieval bag also should be
‘’home-made” to maximize the skill building capacity of this
procedure

Laparoscopic cholecystectomy (lap chole) – Lap chole is a
procedure where we have traditionally trained our
registrars. Indeed all-surgical registrar should be proficient
in doing a laparoscopic cholecystectomy before they leave
the training program. The resident should do this
procedure, – not the fellow and this arrangement must be
jealously guided to protect the registrar training time. The
registrar should be guaranteed the right to do this
procedure under supervision of a competent surgeon- the
surgeon must be patient to allow the registrar to complete
the procedure.(not to take over from the “slow” registrar.
The registrar must do this procedure every time. It is key
that a departmental monitoring system is in place to check
who did the laparoscopic procedure – to ensure that this
procedure is done by the resident. If not done by the
resident – there must be a cogent reason why this is so!

There is no shortcut in this – we need everybody to buy in.

Laparoscopy in trauma

For many years trauma surgery has become the
kindergarten of operative surgery training- this where we
all learned how to operate – to mobilize bowel, to suture,
to make anastomosis- we all cut our teeth in trauma!. This
should not be any different in laparoscopic surgery. The
reality is that in South Africa trauma is a very common
problem. We dwarf the entire world with the amount of
trauma cases that we see. This potential advantage that is
unique to South Africa that we have (the rest of the world
does not have this) the concern has always been round the
safety of laparoscopy in a trauma setting. Aventury et al
1early on in the 1990s published a disturbing finding of a
very high missed injury rate of small bowel  of 80%. This
was enough to scare people away. Subsequent to that
many studies s have demonstrated the safety of
laparoscopy in penetrating injury. Kawahara ET al2
demonstrated the low incidence of missed injuries when
employing a systematic examination of the abdomen. Koto
et al3 recently demonstrated the safety and feasibility of
laparoscopy in penetrating injury. Clearly the is more data
demonstrating the safety of this intervention in penetrating
injury. Its role in blunt trauma has also been demonstrated
to be safe in our own experience (unpublished data). This
is an area of great opportunity for laparoscopic training.
Trauma cases are plentiful and can be done after hours –
thereby increasing the opportunities for operating. This
provides the opportunity for intracorporeal suturing, for
bowel inspection and mobilization. Trauma provides an
excellent opportunity for laparoscopic training.
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Conclusion 

There is no doubt that many institutions in South Africa have made great strides towards improving laparoscopic training
in South Africa and they continue to do that its work in progress. The South African Society of Endoscopic Surgery has
been at the forefront of surgical training in South Africa. SASES has put together a range of interventions to address this
issue of laparoscopic training

Just to mention a few – the laparoscopic fellowships – these have been very useful over the years where an individual is
sponsored to visit a center of excellence oversees and learn from experts about the skills in laparoscopic surgery. There
are several established courses run by SASES to address the skill issues. E.g. laparoscopic cholecystectomy course,
laparoscopic suturing courses, etc.,

In conclusion the drivers of laparoscopic surgery training are the academic training centers and we dare not fail!

What is needed is a resolute leadership and relentless effort to drive this process of minimal access surgery training. This
is work in progress and there is no magic wand to wield to get solution but hard work and effort. It is something eminently
achievable
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We want more involvement from our

members! 

We are inviting all members to contribute

500 word articles on a topic of your choice for the next edition of the Needle Holder. Perhaps you can

share your experience of your first solo call as a registrar, or your perspective on NHI...its up to you! 

All contributions will be reviewed by the Exco and the winning article will be published in our next

newsletter. 

All other contributors will be named and their articles placed on our website. The winner wins a set of

personalised SASSiT scrubs. We look forward to your submissions. 

The competition is open to all SASSiT members from intern to registrar level.  

Please submit all entries to niravpatel44@gmail.com. We look forward to your input!

SASSiT
ESSAY

COMPETITION !
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President: Nirav Patel, 

niravpatel44@gmail.com, WITS

Vice President: Allan Roy Sekeitto,  

sekeitto@yahoo.com, WITS

Secretary: Susan Parkes, 

susan.parkes@mweb.co.za

National Orthopaedics Reynard Immelman, 

Representative: rjimmelman@gmail.com, TUKS

National Paeds Surgery Shalin Singh, 

Representative: dr.singh@mweb.co.za, WITS

Natasha Singh, Natasha_singh1230@yahoo.com, SMU

Ben Moodie, benmoodie@yahoo.com, SMU

Tarryn Gabler, tarryn.gabler@gmail.com, WITS

Meggan Peffer, ml.peffer@gmail.com, TUKS

Thokosiza Saqu, tsaqu@yahoo.com, WSU

Tumiso Mabogoane, Afrotumi@hotmail.com, UCT

Sashelin Naidoo, sashelin@gmail.com, SUN

Siddarth Gautam, srgautam84@gmail.com, SUN

Ben Oosthyse, benoosthyser@gmail.com

Elliot Motloung, Drmotloung@gmail.com, Bloemfontein

Astrid Leusink, astrid.leusink22@gmail.com, Joburg

Mayaba Maimbo, mayaba_m@yahoo.co.uk, Zambia

Fancy a greater role in the
running of SASSiT? 
We are keen for you to

contribute! 

Nominate yourself or a

colleague (with their

consent) for the SASSiT

Exco. As a nationwide body,

we are committed to having

a registrar representative at

every university. Also, we

have are committed to

having a national

representative for each

surgical speciality/sub-

speciality. Make a

difference! 

Be part of the change you
want to see! 
Please submit all

nominations to Nirav Patel

@ niravpatel44@gmail.com 

and Allan Sekeitto @

sekeitto@yahoo.com.

Elections will occur
between 27-28 February
via an online voting
platform. Details to follow. 
All nominations will be
closed by February 20th.

SASSiT

www.facebook.com/trainingsurgeons.com


