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Introduction 
This chapter offers a general history of clinical research at GSH between 1938 and about 
2008. We use term ‘clinical research’ as it was defined in the Cohen Report on British 
Clinical Research in 1953 to mean research ‘into the mechanisms and causation of 
disease, including its prevention and cure … not simply work on patients in hospital but 
also field studies in epidemiology and social medicine and observations in general 
practice’.1  

Clinical research undertaken at GSH or by GSH staff has been reviewed in a number of 
works about UCT Medical School, focusing on the pre-1990 period.2 This chapter will 
focus on identifying general trends in clinical research done by GSH staff. The focus will 
be on understanding how the production of research was affected by its social context and 
the professional or institutional environment. Not all breakthroughs in clinical research 
can be mentioned in this chapter: key research findings will be mentioned only as 
examples of trends and influences. To evaluate the quality and impact of GSH research 
on clinical practice, more detailed, discipline-specific analyses are required.  

In the late 1950s clinical research became central to the professional and institutional 
identity of GSH and UCT Medical School,3 justifying GSH’s role as an academic 
hospital and enhancing the status of staff members within the international scientific 
community. In subsequent years, building on early research strengths, researchers on the 
joint staff of these institutions contributed significantly to international scientific 
understanding of malnutrition, diabetes, neonatal care, heart and liver disease, among 
others. However, by the 1990s, as provincial health services reoriented their funding 
towards service provision, and medical schools focused on teaching,4 clinical research 
enjoyed a lower profile and fewer resources in the hospital. The patient profile changed 
as GSH shifted from being a general hospital to a tertiary hospital. Research output 
declined, but because other institutions struggled with the same problems, GSH 
maintained a leading national research status. 

This chapter will discuss how national and provincial government priorities affected 
funding decisions for hospitals, the balance of tasks allocated to hospital staff, and to 
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what extent research was prioritised. Other influences on clinical research at GSH 
included trends in international research, collaboration with international research 
centres, medical professionalisation, technological advances, social factors like racism or 
gender bias, individual interests and capacities, the disease profile of patients, and the 
quality and availability of research support and record-keeping. First, however, we will 
discuss the focus and meaning of scientific research within a broader examination of 
science, identity and social ideologies of race and gender. 

Science, identity and ideology 
Dubow suggests that science was particularly important in the development of a liberal 
white South African national identity in the early twentieth century.5 J.C. Smuts used 
national scientific achievements to position South Africa as a nation deserving of respect 
and independence from Britain within the Commonwealth, and as a nation capable of 
bringing western ‘civilisation’ to the country through industrial development and 
judicious handling of ‘the native question’.6 Medical research was seen as playing a 
particular role in potentially returning ‘to the rest of the world some of the benefits which 
she has received from the development of scientific research in overseas countries.’7 
What made South Africa marketable in this context was the country’s unusual, if not 
unique, combination of a developing-world burden of disease, diseases of the urban 
middle class and a good scientific and clinical infrastructure.  

After 1994, the nature and quality of scientific research continued to be important in the 
debate about South Africa’s ‘new’ national identity, and its intellectual and political 
standing in the world. In 1996, Thabo Mbeki as Deputy President envisaged a key role 
for science and technology in aiding the intellectual and spiritual renewal of Africa – the 
‘African Renaissance’. The Growth, Employment and Redistribution Strategy (GEAR) 
placed significant national emphasis on growth, employment creation and 
competitiveness.8 The South African Department of Science and Technology sought to 
promote representivity in national research capacity to ‘achieve excellence in science that 
is uniquely South African with a global competitive edge’.9  

There is, however, some tension between the aim to maintain global competitiveness 
especially in relation to science in wealthy western countries, and focusing on locally-
relevant research. This tension, coupled with political polarization over the role of 
science in the AIDS issue,10 has constrained serious debate about how to position 
scientific research and its future role in a democratic South Africa. English-speaking 
historically white universities such as UCT are blessed and burdened in different ways by 
anglophile liberalism, which is associated with a firm trust in the objectivity of science 
and a reluctance to sacrifice academic freedom. Introspection about the influence of 
Apartheid and colonialism on the UCT Medical School or GSH has thus focused mainly 
on questions of segregation and exclusion in the running of the institutions as clinical and 
teaching centres – and not on research.  

In exploring the professional, social and institutional factors that affected clinical 
research at GSH, it is interesting to explore in what ways clinical research was affected 
by racism, since this is a major theme of the historiography of South Africa. In the 1920s 
and 1930s, following Dart at Wits, Matthew Drennan’s anatomical research and lectures 
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at UCT Medical School presented the Bushman (or San) as ‘one of the lowest of the 
human races’ and as anthropological relics who were not part of the evolutionary path 
taken by whites.11 Skull and pelvic measurements were among the tools used to define 
and interpret racial typologies. It was some time before challenges to the scientific 
validity of the concept of race in the 1930s began to erode the assumptions behind racist 
science even in liberal universities like UCT. Dubow argues that ‘[r]acial myths proved 
hardwearing and adaptable’.12  

Heavy reliance on funding from government and mining houses made scientific research 
in South Africa sensitive to national policy and industrial needs. But Apartheid itself did 
not rely on scientific justifications for racism, and its proponents relied more on cultural 
or religious than biological explanations for racial difference.13 Scientific research that 
was valued and validated in the developed world was also important to the Apartheid 
government.14 The Apartheid government and its agencies were partisan or narrowly 
focused on their electorate in some research funding decisions,15 but funding was not 
denied to broad-based clinical research.  

Thus, clinical research at GSH was not generally used as a justification for Apartheid or 
white supremacy in the post 1940 period. GSH and UCT were in fact supported by a 
racist government in positioning their clinical research within the growing international 
ideal of universal scientific research, in which racial differences existed (but were not 
explained by) immutable and hereditary racial typologies.16 By following the 
international orthodoxy on race, clinical research at GSH established the scientific 
reputation of the institution and its doctors, and confirmed its liberal reputation for 
providing a broad public service across colour lines. Yet even as explicit racism became 
unacceptable in scientific publications, racial discrimination at a social level continued to 
influence the way in which research data were investigated, and (alongside gender and 
class) influenced who would be likely to be employed to do research, and in what 
professional capacities. A few points will suffice here, on which further investigation is 
required.  

Interest in comparing disease patterns across racially-defined groups was firmly 
entrenched prior to Apartheid. South Africa presented medical researchers with a 
situation in which diseases of poverty existed alongside diseases of plenty, a situation 
which persists in many respects today. Apartheid-era race and class inequalities, 
alongside cultural or genetic factors, created different patterns of disease in racially-
defined datasets and affected who came to public hospitals. Black South Africans, for 
example, were particularly affected by malnutrition, tuberculosis, cleft palate, ascariasis, 
oesophageal cancer, and iron-deficiency anaemia.17 White South Africans showed higher 
rates of coronary heart disease, diabetes, and myocardial infarction (heart attacks).18  

Much of the clinical research across South Africa focused on the differential prevalence 
of various conditions among black and white South Africans. This interest persisted after 
1994. Indeed, racial nomenclatures have gained new life and new meaning in South 
African society in the context of affirmative action and redress. Around half of the 
articles published in the SAMJ in the three years after 1994 still made reference to racial 
categories.19 Explanations for racial differences in disease patterns in South Africa (and 
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elsewhere) tend to over-emphasise the role of genetic or environmental factors in creating 
these differences.20 They continue to underplay the importance of differential access to 
health care or the chronically stressful impact of racism and socio-economic inequalities 
on health.21 In many cases, social class or other factors may explain variation better than 
race.22

Using racial categories in research is not necessarily racist in itself, however. Some 
excellent research has sought to lay bare the health consequences of Apartheid in the 
1970s,23 and work tracking the impact of more democratic health policies needs to 
continue. Even under Apartheid, some of the work that compared racial categories 
ascribed differences to environmental factors arising from discrimination. Linking social 
inequality to health inequality was a feature of the discourse of social medicine in South 
Africa’s public health initiatives of the 1940s, which faded under Apartheid24 but may 
have left an intellectual, if not an institutional, legacy. In 1949, in a paper on mortality 
and morbidity patterns among ‘the Cape Coloured People’ Brock ascribed high rates of 
‘social diseases’ in coloured communities to sociopolitical circumstances such as poverty 
associated with low wages, poor education and discriminatory legislation.25  

The context of the anti-Apartheid struggle affected what topics were chosen for research, 
especially in the 1970s and 1980s. Some researchers emphasized the need for debate 
about ethics, or actively opposed Apartheid policies. Folb, Clarke and Kirsch, for 
example, reported the negative health effects of the demolition of an informal settlement 
called Unibell on residents in 1978.26 The academic boycott also played a role in 
conscientising researchers who did not initially take a stand against apartheid by the 
1970s.27 It was first proposed by exiled South African students in the 1950s,28 promoted 
by the anti-apartheid movement in the 1970s and intensified in the 1980s. The ANC-
aligned National Medical and Dental Association (NAMDA, formed in 1984) supported 
the boycott because it was frustrated not only by the racist attitudes and practices of 
government supporters, but also at what they saw as lip-service being paid to the anti-
apartheid struggle by liberal white academics who wished to carry on with academic 
business as if South Africa were a normal society.29 It advocated the ‘discouragement of 
all cultural and scientific events except where these contribute towards the end of 
apartheid or have no possible role in promoting it’,30 and ‘selective support’31 for certain 
progressive initiatives. 

The academic boycott threatened the relationship GSH staff had worked so hard to build 
between themselves and international networks. In 1977, for example, the Professor of 
Paediatrics, ‘Boet’ Heese, reported on his study tour to the United Kingdom, West 
Germany and Scandinavia as follows: 

[O]ne was struck by how isolated paediatricians in the Republic have become in 
participating on an international level in the planning and provision of health 
services for children. The developing countries do not wish to be associated with 
South Africa and it was my distinct impression that, perhaps more than before, the 
developed countries of the world avoided official contact with us where possible. 
Through informed opinion, it would appear that the same attitude prevails in the 
World Health Organisation.32
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One of the issues was racially-based salary discrimination: Heese thus pressed the UCT 
Faculty of Medicine to use UCT funds to address the issue for joint staff.33 Under 
pressure from delegates in the World Medical Association on the same issue, the Medical 
Association of South Africa withdrew from a meeting in Brazil and resigned from the 
World Medical Association in the same year.34 By 1990, however, South African 
scientists were gradually welcomed back into the international academic fold.35

Until the 1980s, most clinical staff at GSH were white men, with a smattering of white 
women as doctors and research assistants; some black men, such as Hamilton Naki,36 
later honoured by UCT for his surgical skills,37 were employed as laboratory assistants. 
There were significant race, class and gender barriers to someone with enormous natural 
talent like Naki becoming a surgeon or moving to a job better paid than a laboratory 
assistant. This may have ironically benefited the surgical research programme. There 
were also significant barriers to black doctors specialising and entering the field as 
researchers. The enforcement of Apartheid regulations that prevented black medical 
students from attending white ward rounds at GSH, or dissecting white bodies at UCT 
Medical School made it difficult for them to benefit from the full teaching input, or to 
feel comfortable within the hospital after graduation, when they were still restricted to 
junior positions and seeing only black patients.38 There were professional and legal 
barriers to specialist practice for black doctors in Cape Town (and GSH) as late as the 
1970s,39 which would have prejudiced the development of a cadre of black specialist 
researchers locally.  

There were not as many barriers to the employment of white women at GSH. Golda 
Selzer remembered that in the 1950s Van den Ende initially did not want to employ her in 
a senior position in the Department because she was a woman. However, he was 
overruled by his superior, T.B. Davie.40 There were soon a number of women in senior 
posts, although many women remained in the background – such as the ‘mature ladies’ 
who were back-up assistants in the biochemical and histological laboratories.41  

The skewed distribution of race and gender in scientific research has been slow to change 
across South Africa: ‘the majority of scientists in the publicly funded institutions are still 
white men’.42 Between 1984 and 1995, the proportion of Africans increased from a 
miniscule 1% to only 4% of permanent teaching and research staff at UCT as a whole.43 
Given this history, GSH is fortunate today to have black doctors with strong research 
backgrounds at the helm of the Departments of both Surgery and Medicine. In South 
Africa as a whole, while the proportion of women researchers in tertiary institutions has 
increased, most of them were white even in 2001,44 and they tended to be concentrated in 
less senior positions.45 But compared to the basic sciences and engineering, this pattern 
was less marked in the health sciences, where women have been better represented as 
doctoral students and faculty members, and in fact received a majority of self-initiated 
research grants from the Medical Research Council between 2000 and 2002.46  

Given that most GSH researchers were white, and male, social bias and status 
differentials between doctors and patients may have affected the conduct of clinical 
research at GSH. In 1995, Benatar suggested that language barriers between doctors and 
patients in South Africa were likely to be a major barrier to ‘informed clinical 
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communication and adequate patient understanding’ although only a quarter of the 
doctors he sampled perceived language as an obstacle to informed consent.47 As late as 
1981, GSH had only one official Xhosa interpreter, in the Department of Medicine, 
although it had 100,000 African patients annually.48 Language, cultural background and 
social class may thus have created significant barriers to mutual understanding between 
doctors and research participants.49  

The relevance and value of clinical research at a tertiary institution like GSH and in a 
developing country like South Africa is currently hotly debated. The critique of hospital-
based medicine began slowly, with more attention being paid to public health in the 
1970s and 1980s. GSH clinical research in this period tended to be focused on specific 
diseases which could be treated at the hospital. Some clinical research, such as that on 
porphyria, catered mainly to the needs of people – in this case white Afrikaners and a 
small pocket of Africans - with specific genetic defects.  

The relevance of certain disease studies to the general population also changes over time, 
however. Heart disease was initially seen as affecting mainly white Afrikaners, who 
suffered from high cholesterol. By the late 1980s, heart transplants and cardiology 
research were represented as expensive tertiary-level, ‘first world’ interventions that 
would mainly benefit wealthy white patients.50 But many poor black communities 
suffered from heart problems because of the high incidence of rheumatic fever.51 Heart 
disease, cancer, diabetes and obesity also became more common in the general 
population as the black middle class became urbanized and sedentary, took up smoking, 
and adopted an unhealthy high-fat, refined-carbohydrate diet.52  

In conclusion, scientific research has been valued by successive governments in South 
Africa as a statement of national competence and pride. Clinical research has been the 
main route for GSH clinicians to establish their professional and scientific status, which 
has until quite recently been defined primarily in relation to their compatriots in the US 
and UK. Explicit racism in scientific writing predated Apartheid, and was largely 
discarded by the 1940s, but social racism and the Apartheid context continued to affect 
who did research on whom, how the data were organized and to some extent what topics 
were chosen. These broader social and ideological influences on clinical research at GSH 
form the background to a discussion of other factors that influenced research focus and 
quantity in the period after the hospital opened in 1938. Makgoba and Seepe suggest that 
continued white dominance of research positions and agenda-setting in higher education 
institutions, and a long history of cultural and intellectual colonialism within the academe 
will mean that research agendas continue to be set by international priorities rather than 
national needs.53 But the nature of national needs is changing rapidly as South Africa 
develops more ‘first-world’ problems.  

Establishing GSH as a research institution, 1938-1955 
Sustained government funding and university investment in scientific research was a 
precondition for the expansion of research activity in American universities after World 
War II.54 In South Africa, although there was less in the way of private funding and 
fewer total resources than in the US or UK, UCT was fortunate to have been an early 
beneficiary of a similar confluence of state and institutional interests. The South African 
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government established a permanent structure for funding medical research under the 
Council for Scientific and Industrial Research (CSIR) in 1945, a few years after GSH had 
been established. The CSIR followed in the wake of initiatives like the Colonial 
Bacteriological Institute (1891) and the South African Institute for Medical Research 
(SAIMR), established in 1912 through an agreement with the Chamber of Mines.55  

Louw describes the UCT Medical School rather optimistically as ‘one of the best in the 
clinical field and also … a recognized research centre’ by 1950.56 UCT Medical School 
was, however, initially focused on turning out medical practitioners rather than 
researchers.57 Drennan (Professor of Anatomy), Saint (Professor of Surgery until 1946) 
and Ryrie, (Professor of Pathology from 1925 and in 1948 the Medical Faculty’s full-
time Dean), all placed a strong emphasis on clinical practice rather than research.58 Thus, 
in the first decade after the establishment of GSH, hospital staff, mostly part-time or 
honorary appointments, concentrated on teaching and their clinical work.  

There was little in the way of research funding, even at the UCT Medical School. Some 
research, mainly in the preclinical departments, - on malnutrition, infectious diseases 
such as brucellosis, physical anthropology, plant and animal poisons, and diagnosis of 
human pregnancy using frogs - was already being done in the Medical School in the 
1930s.59 This focus on preclinical research before World War II was echoed at the 
University of the Witwatersrand (Wits) Medical School.60  

Unlike many of his colleagues, physiologist W.T.A. Jolly promoted original research at 
UCT Medical School in the 1930s. He believed that one of the primary functions of a 
medical school was to do research. In his wartime-inspired phrase, research was the 
‘fighting arm of the medical profession’.61 Working with Marshall, Jolly was the first to 
prepare an active extract of the ovary - ‘an initial step of immense importance in 
reproductive physiology’. Jolly also contributed to the development of 
electrocardiography, initially through his work for the Defence Force in World War I.62  

Partly because of Jolly, UCT researchers had more access to funding for medical research 
through bequests and active fundraising by the 1940s.63 A fund in memory of Jolly 
promoted research in physiology.64 J.S. Marais gave money to UCT for surgical research 
and the mining magnate J.B. Robinson funded cancer research,65 which established a 
chair in Radiology. This funding was limited. When Goetz arrived as a laboratory 
researcher funded by the J.S. Marais grant in 1937, he was told to finance his own 
research.66 Later, Schrire and Nellen paid for their first ECG machine out of their own 
pockets.67 Similarly, as a postgraduate student at Wits Medical School in the 1940s, 
Sydney Brenner complained that ‘if you wanted to stain something, you first synthesized 
the dye’!68  

J.F. Brock also played a major role in promoting research at GSH and UCT. Brock found 
few research facilities when he arrived as Professor of Medicine in 1938.69 Before 
leaving his well-resourced post as full-time assistant-director of Research in Medicine at 
Cambridge University, he had sought assurances that he would have facilities and support 
for research. But those who gave him these assurances ‘had absolutely no idea of what 
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was involved in providing material and financial resources for medical research.’70 Brock 
then worked hard to secure funding and space for research activities.  

During the twentieth century, the link between nutrition and health became a major 
concern in rich and poor countries alike. The UK’s Medical Research Council focused 
strongly on nutrition research after World War I.71 In South Africa, government and 
industry focused on mineworkers and poor whites, especially children.72 The Cape 
Coloured Commission of 1937 raised specific concerns about malnutrition among 
coloured people in the Cape.73 In 1939, the Union Department of Public Health therefore 
commissioned J.F. Brock to investigate malnutrition in the coloured community.74 In 
1950, after Brock argued convincingly that kwashiorkor was caused by protein 
malnutrition,75 he was seconded to the WHO to study the clinical features, aetiology and 
ecology of kwashiorkor throughout Central Africa.76 He then did collaborative research 
in the United States, at Minnesota, and continued his work with the WHO.77 This work 
led to his appointment in 1949 as Director of the CSIR Clinical Nutrition Research Unit 
at UCT.78

Brock promoted research at GSH by conducting his own research on malnutrition, 
encouraging colleagues and students to do research, publishing about research and raising 
money for it.79 A year after his arrival, he had already begun to argue in the SAMJ that 
clinical research needed to be closely linked to both medical education and medical 
practice.80 He shared his appointment as Head of the Department of Medicine with Frank 
Forman, a man famous for his diagnostic and clinical skills.81 Although there was some 
tension between the clinically-oriented Forman and the Brock camp,82 and Forman 
eventually resigned his chair because of tension between them,83 Forman also 
encouraged his students and assistants, including Lionel Berk, Graham Bull and Val 
Schrire, to do research.84 Yet research activity was slow to gain momentum. When Peter 
Jackson arrived from Britain as Forman’s assistant in the Department of Medicine, for 
example, he found little research being done besides Brock’s nutrition studies, and no 
research technicians or research instruments. Crichton said he thought Jackson’s diabetes 
research idea was ‘complete nonsense’, but gave permission for him to do his research 
anyway.85  

Jackson had the assistance of two women technicians, Betty Scholtz and Peggy 
Hofmeyer, employed as teachers in the E-floor laboratory, who were allowed to perform 
glucose tolerance tests for him.86 Jackson used this work to develop the concept of pre-
diabetes in a paper published in 1952, which had international impact.87 This led to 
further research because there were interesting differences within the South African 
population in terms of diabetes prevalence, and a very high rate of late-onset diabetes 
among South Africans of Indian origin.88 A project to screen Indian South Africans for 
diabetes in the Cape Peninsula was later funded by the United States Public Health 
Service in the mid 1960s.89

There were strong collaborative research relationships between people in preclinical 
departments at UCT (such as Robert Goetz, and Budtz-Olsen in Physiology) and those in 
the clinical departments.90 Goetz earned an international reputation for his work on 
digital plethysmography, the sympathetic control of peripheral blood vessels, Raynaud’s 

© Harriet Deacon 2008  8



disease, diabetic gangrene and progressive systemic sclerosis.91 His plethysmography 
work assisted in the diagnosis of peripheral vascular disease.92 This diagnostic work was 
initially based at UCT Medical School, but relied on GSH referrals from 1938 and 
became even more integrated with the work of the hospital after his appointment on the 
joint staff after the War.93  

Goetz and others of this era often made or modified their own equipment – he developed 
the first photo-electric plethysmograph for his vascular diagnostic work and made a 6-
channel recorder for catheterisation procedures before it was available commercially in 
the 1950s. Given the restrictions on funding, it is significant that Goetz relied on the 
(largely unpaid) assistance of his wife in the early years. She was trained as a physician, 
and was involved in doing the laboratory work and keeping the clinical records on a 
punch card system.94 By 1954, the research team had assessed a large number of patients 
with vascular disease using these techniques and when Barnard came back from 
Minnesota with a heart-lung machine they were ready for surgery. After surgery, the 
GSH team reported a very low rate of rupture because Goetz had devised wider than 
normal iliac limbs on the grafts.95  

There was also collaborative work between technicians and researchers. The task of 
developing, adjusting and maintaining diagnostic equipment was taken up in the 1950s 
and 1960s by senior technicians, such as Goosen and Piller, who worked in the Cardiac 
Clinic and continued to develop new ideas. The 1979 Nobel Prize in medicine was a joint 
award for computerized tomography, shared by a South African (Alan Cormack) who 
became interested in the mathematical problem of creating a correct radiographic cross-
section in a biological system when he worked as hospital physicist at GSH in the mid-
1950s. A British computer specialist later used Cormack’s ideas to develop the first CAT 
scanner machine.96  

Improvements in funding were soon coupled with the establishment of a larger corps of 
full-time clinical staff replacing many of the part-time honorary clinical lecturers in the 
late 1940s. This trend was cemented by the 1951 Joint Staff agreement. This agreement 
encouraged a close working relationship between the Medical School and GSH, and 
support from the Provincial administration for research functions in the hospital. This 
was similar in its effect on clinical research to funding arrangements in the UK in which 
universities paid for laboratories and overheads and the Medical Research Council or 
charitable funds paid, if only initially, for direct research costs, although as in South 
Africa, this arrangement later collapsed.97

After some teething problems in the early 1950s,98 a synergistic relationship between 
full-time and part-time doctors at GSH encouraged clinical research at GSH, as it did in 
Germany and America.99 Booth argues that conflict between full- and part-time medical 
faculty staff in England, the continued power of the part-time teacher, and the 
consequently greater separation between clinical work, teaching, and basic medical 
research, had a negative effect on clinical research there in the early to mid-20th 
century.100 This conflict was reduced with the introduction of the National Health Service 
in the late 1940s, which provided salaries to honorary part-time consultants and allowed 
them to do research alongside full-timers.101
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GSH enjoyed relatively stable, congenial relations between part-time ‘sessional’ doctors 
(who worked in private practice as well), and full-timers. Part-time sessional staff 
relieved full-timers of the full burden of clinical work without restricting their access to 
clinical teaching and research. In 1960, Brock reflected on the benefits of appointing 
salaried medical staff under the Joint Staff Agreement: 

The most significant effect of this new system has been [that] men of high 
academic achievement and research potential are more frequently being attracted 
into full-time appointments. There they can devote their thinking to the raising of 
standards and the advance of knowledge without the inevitable distractions of 
private practice. A real partnership between full-time and part-time staff has 
developed and brings mutual benefit. The influence of the part-time men prevents 
any tendency to ivory-tower outlook and keeps the real and total needs of the 
patient in the forefront of attention. The presence of full-time men, who are 
productive in research, constitutes a continual challenge to replace outworn 
concepts by new ideas.102  

Brock believed that medical research should incorporate both clinical and laboratory 
work and that the clinical research beds should be in small wards in the hospital, close to 
research laboratories.103 In contrast, full-time staff at the University of the Witwatersrand 
Medical School, initially had restricted access to hospital beds.104 This was reminiscent 
of the British model in which hospital beds were controlled by part-time consultants who 
opposed the intrusions of clinical research staff at teaching hospitals in the 1950s.105  

As in American medical schools in the first few decades of the twentieth century,106 
maintaining this amicable relationship depended on achieving a balance between private 
and full-time hospital practice in terms of income and other benefits. As early as 1937, 
the Committee for Medical Education under M.C. Botha had declared that ‘unlimited 
private practice’ for full-time professors should be restricted because it meant ‘that they 
have neither the time nor the inclination for serious research’.107 Limitations on private 
practice had thus been imposed on joint staff at GSH from 1951, unlike Stellenbosch 
academic hospitals in the late 1950s, where professors were initially allocated hospital 
beds for private practice.108 This encouraged harmonious working relationships between 
full- and part-time staff. In Cape Town it was also easier to attract experienced full-time 
clinical professors to academic hospitals than in Johannesburg,109 where there was a more 
lucrative and professionally assertive market for private practice. 

Although the good relationship between full-and part-time staff at GSH favoured 
research, key government-funded research centres and major commercial interests were 
concentrated on the Witwatersrand. Witwatersrand Medical School benefited from close 
relationships with both,110 whereas for UCT it was less easy. The SAIMR and CSIR 
headquarters were both on the Witwatersrand. The SAIMR had a close relationship with 
the Medical School of the University of the Witwatersrand and the Johannesburg General 
Hospital, but less formal collaboration with UCT and GSH.111 Their branch laboratory 
system covered other parts of South Africa and even Namibia (then South West Africa), 
but did not cover Cape Town, as there were already laboratories there.112 A number of 
national research institutes were established on the Witwatersrand, including a National 
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Nutrition Research Institute for the CSIR (established in 1954), which UCT had 
originally hoped to host under Brock.113 Research on polio vaccines was undertaken on 
the Witwatersrand at the Virus Research Institute from 1951, later renamed the National 
Institute for Virology.114  

Because of their location away from the centre of business finance and centralised 
government research institutions, UCT and GSH thus supported the CSIR’s decision in 
1948 to decentralize some of the research funding.115 This drew from similar models in 
the British Commonwealth and the US,116 expressed for example in the Cohen Report of 
1953 which recommended a central organisation for research promotion and training, 
alongside decentralised research units.117

The CSIR built on existing initiatives to set up research units in the various medical 
schools, funding a virus unit, a nutrition unit and a cardiopulmonary unit at UCT. For 
example, the Virus Research Unit was established under Marinus van den Ende at the 
UCT Department of Bacteriology in 1950. Here, researchers in this Unit, including Van 
den Ende, Kipps and Polson, worked on a number of viruses, including arboviruses and 
hepatitis, and made noteworthy contributions to understanding the complications of 
measles, encephalitis and adenovirus pneumonia.118 They worked on identifying the 
structure and density of virus particles, on the purification of viruses, and helped develop 
techniques for producing refined influenza vaccine.119 This research was located more in 
the laboratory than in the hospital, although the pathologists used human tissue. Golda 
Selzer was the first to isolate the rubella virus from human tissue, and later also worked 
out the structure of the polio virus with Polson, before the electron microscope was 
widely used.120  

The rise in research output, 1955-1985 
From the mid 1950s until the mid 1980s, there was a marked increase in government and 
university support for research at GSH. The CSIR soon became the major source of 
research funding at SA universities.121 In 1969 the CSIR handed over its role in funding 
medical research and managing its national research units to the newly-formed Medical 
Research Council.  

At a provincial level, the Joint Agreement in 1951 gave the CPA (Cape Provincial 
Administration) financial responsibility for the care of the sick in the teaching hospitals, 
while the University shouldered the burden for teaching and research. However, these 
activities were not easily separable, and the percentage contribution from each institution 
was calculated using an estimate of the overall activities of the Joint Staff. Perhaps 
because of this, no specific limitations were imposed on the time individual members of 
the Joint Staff spent on clinical work, teaching or research.122 This flexibility in how staff 
members spent their time, coupled with stronger institutional and financial support for 
research, facilitated clinical research activity in the 1960s.  

In the 1950s and 1960s, the growing emphasis on clinical research as a measure of 
academic quality led to the hospital and the university making greater demands for 
institutional support from the CPA. A UCT Faculty of Medicine Commission of Inquiry 
into medical research in 1954 applauded the greater amount of research being done since 
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1950 but complained about the Province’s low financial commitment to research where it 
was not directly linked to patient needs:  

[The [Provincial Administration] is aware of the need for medical research but is 
reluctant to provide special facilities or to contribute directly towards research 
which it tends to regard as falling in the sphere of higher education and therefore 
a responsibility of central government. The Provincial authorities should be 
permitted and encouraged to give direct support to medical research particularly 
in its teaching hospitals.123

In 1956, the Joint Staff Advisory and Executive Committee (JSAEC) of GSH argued that 
it was difficult to distinguish between research that was of ‘remote benefit to the patient’ 
and ‘special investigations of which the benefit to the patient are immediately obvious’. 
They emphasized the importance of ‘adequate facilities for [clinical] research’ at GSH, 
while saying they would leave ‘pure’ research to the University.124  

Their pleas fell on fertile ground from the mid 1950s to the early 1970s. The CPA began 
to pay more attention to research needs in planning hospital restructuring in the mid 
1950s,125 and in allocating funds to research projects at the hospital by the late 1950s.126 
The focus was on financing research that had clinical application, rather than 
experimental research.127 By 1960, the CPA had relaxed some of the prior restrictions on 
the use of Teaching Hospital Board funding for research, which the THB described as ‘a 
big step forward’.128 The Medical Superintendent of GSH, similarly enthusiastic, looked 
forward to every department increasing their research output.129 Although in 1952 the 
JSAEC view was that study leave for doctors at GSH should be unpaid, ‘ex gratia’ and 
could not be taken as a right,130 the JSAEC now pressed the CPA for further support for 
conference attendance because ‘family men could not be expected to attend at their own 
expense’.131 By the mid 1960s, the CPA provided not only financial support and special 
leave to full-time Hospital Services medical staff for overseas study trips. The CPA also 
allowed local hospital facilities to be used by (white) researchers from other countries 
collaborating with local clinical researchers.132

In the latter half of the 1950s, the JSAEC had successfully campaigned for better 
laboratory facilities, diagnostic services and medical record-keeping to aid clinical 
research at GSH. Serious attention was paid to developing a centralized, comprehensive 
medical record keeping system, maintained by a trained body of archivists and typists, 
and archived in more compact forms, such as microfilm. A large microfilming project 
was begun in the 1970s. Increasingly, centralised record keeping was seen as an essential 
requirement for the modern hospital.133 In 1951, an editorial in the SAMJ underlined the 
point: 

The classification of disease and death is pointless unless the data classified are 
available for useful inspection. The need to improve our hospital record systems 
should be pursued pari passu with the adoption of internationally recognised and 
standardized conventions. It could then become one of the corner-stones of the 
important developments taking place in the field of social medicine.134
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In cancer research, for example, better record-keeping enabled studies of the efficacy of 
treatment in GSH,135 the development of a tumour registry and involvement in broader 
cancer prevalence studies in the 1970s.136 The World Organisation of Gastroenterology 
appointed the GSH Gastro-Intestinal clinic to compile a registry on alpha-chain 
disease.137

However, as those who sought to implement the record-keeping system soon found out, 
older traditions of record keeping did not die out. Researchers like Goetz and Schrire had 
maintained extensive private record-keeping systems, with the help of female assistants. 
Schrire’s system, some of which remained in place till the late 1980s, included the 
keeping of duplicate cardiac records (the first use of such a system in the hospital), and 
extensive data capture on punch cards.138 Records were difficult to retrieve from 
departments, and parallel record-keeping systems were often retained in clinics, such as 
the Cardiac Clinic. In the 1980s, a review of the x-ray record-keeping system noted that 
‘Medical staff are notorious for having personal collections of interesting x-rays which 
are then “lost” to the rest of the hospital’.139 Even today, the Medical Records department 
periodically receives duplicate record-sets from departments in the hospital that date back 
up to twenty years.140  

Readily available laboratory facilities were also an essential precondition for South 
African participation in a growing international trend towards randomised clinical trials 
and statistical analyses of patient data in clinical research. Laboratory facilities, initially 
upgraded at Medical School in the early 1940s,141 were soon being upgraded and 
extended at GSH as well. A new Medical Research Block was opened in 1959.142 There 
was greater communication between laboratories and clinicians on research as well as 
diagnosis.143 This went along with a national144 and international145 trend away from the 
general practice-style case studies of the 1940s and towards statistical analysis of larger 
bodies of case material especially in randomised clinical trials. 

Use of computer equipment made statistical analysis easier. As early as 1965, the 
Department of Anaesthetics reported increasing research activity and commented on ‘the 
immense value of the use of analysis by computer’ in a study of the effects of various 
anaesthetic techniques on the infant during Caesarean Section.146 In the early 1970s, the 
Cape Provincial Administration started establishing integrated computerized record-
keeping systems in their hospitals including GSH. Greater involvement from the hospital 
departments characterized the second attempt at an integrated computerised record-
keeping system in the mid-1980s.147  

The number of full-time staff in the UCT Medical School increased dramatically between 
1950 and 1968. The number of associate professors and lecturers rose five fold from 23 
to 103, while the number of students registered in the medical faculty actually dropped - 
wartime returnees had elevated student numbers after the war. The number of part-time 
lecturers increased by around 60%, from 128 to 208.148 Even though clinical obligations 
at GSH also increased, full-time staff gained, and expected, more research time in this 
period. The Department of Opthalmology was given research money through a bequest to 
UCT, but the staff did not have enough time free from their clinical duties to do the 
research work so the JSAEC recommended the appointment of another full-time 
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specialist.149 The Dermatology department asked for their own laboratory for research 
and histological examinations as a way of improving post-graduate training and meeting 
‘the requirements of modern international standards’ in the hospital.150  

In the department of Child Health (later Paediatrics), which Prof. F.J. Ford complained 
was still ‘a despised, derided and more or less neglected branch of Medicine’, staff had 
had little time to devote to research in the early 1950s. With concerted effort by 
researchers on kwashiorkor, and outside funds from the Price-Waterman Fund, the 
National Institutes of Health and Wellcome, the department published over 300 papers 
between 1953 and 1971.151 Much of the work on neonatal respiratory distress, which 
earned Pat Smythe world acclaim for his work on paralysing and ventilating infants with 
neonatal tetanus in 1957, was done at GSH.152 However, conflict between obstetricians 
and paediatricians in the hospital, characteristic of most professional systems influenced 
by the British model,153 limited the extent to which GSH could provide opportunities for 
peri-natal research even in 1990.154

Even the diagnostic services started to see research as a basic requirement for 
maintaining quality and staff. The Division of Pathology complained that their  

commitment to maintaining a high standard of efficiency in our diagnostic service 
has further restricted the time available for research of a fundamental kind. Unless 
this trend can be reversed by guaranteed time and facilities for research we stand 
in danger of losing trained personnel to private enterprise, the unhappy plight of 
Divisions of Pathology in other medical schools in South Africa.155

Publications and activities like journal clubs were soon deemed ‘essential for organised 
development and for the maintenance of professional and academic standards’ in the 
Medical School.156 Louw comments on the emergence of departmentally-organised 
clinical discussion groups as early as 1950, replacing the more general ‘Tuesday evening 
clinics’ started by Berk and Bull in 1940. This latter group launched the journal Clinical 
Proceedings in 1942, a journal in which UCT Medical school staff actively published, 
and which was incorporated into the South African Journal of Clinical Sciences after 
1950.157  

The increased investment in clinical research by the CPA, the UCT Medical School and 
clinicians themselves led to significant increases in GSH medical staff making 
conference presentations and study visits in the early 1960s, often outside the country. On 
the international scene, there was a mushrooming of medical congresses and specialist 
journals, and an increasing professional status associated with publication. World 
Congresses in every specialty became a flourishing business. Groups of newly-defined 
specialists sought to establish their academic credentials in a period of increasing sub-
specialisation in medicine. GSH researchers travelled not only to meetings and centres of 
excellence in Europe and America, but also to places like Japan and Australia.  

The geographical isolation in which South Africans are forced to work can 
therefore be offset by regular attendance at major overseas congresses, and such 
contact is essential for academic survival.158  
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Research trips and conference visits increased so rapidly after about 1962 that in the 
Paediatrics department, Ford complained rather snidely that: 

While the department is quite glad to have representation in such exalted circles 
as W.H.O. these world travellers have a job of work to do here in South Africa 
and it cannot be done indefinitely in absentia.159

He bemoaned the ‘peculiar South African complex which compels its citizens to take 
frequent trips overseas at short intervals and at great expense’.160 The international 
reputation of clinicians at the university and the hospital began to depend increasingly on 
presenting their research at international conferences and in international journals.  

The rapid evolution of medical technology was accompanied at this time by an increased 
emphasis on laboratory investigations in medicine.161 At GSH, some of Jackson’s 
laboratory-based diabetes research was done in collaboration with Geoff Linder who was 
the first Professor of Chemical Pathology.162 But this kind of collaboration between 
clinicians and the laboratory was not universal. As the head of the Department of Clinical 
Pathology complained in the 1970s: 

a minority of our clinical colleagues still regard the laboratory as a 
depersonalised, press-button machine, some seek our help as a substitute activity 
to gull themselves and their chiefs that something positive is being done for the 
patient, and a few clinical colleagues do not appear to relate to the laboratory at 
all.163

Collaborations between biomedical engineers, technicians and clinicians worked well in 
the Orthopaedics Department where a special prosethetic limb was developed in about 
1960. The rights to approve manufacture of the ‘UCT artificial limb’, as it was called, 
were given to the National Council for the Care of Cripples to prevent unreasonable 
commercialisation.164 In 1968, Orthopaedics called for the establishment of a special unit 
for biochemical research to allow the study of joint fluids.165  

The expansion of hospital-based research and increased professional sub-specialisation 
could have compartmentalized medical knowledge and distanced clinical research from 
the management of patients, as it did in the US.166 At GSH, however, there was a 
continued emphasis on clinicians’ involvement with patients, even in research.167 There 
was also a strong tradition within UCT and GSH of emphasizing general expertise over 
specialization, both in the Department of Surgery168 and with an even more enduring 
legacy in the Department of Medicine, under Brock, who resisted the 
compartmentalization of the department into specialized units. The involvement of 
different specialists who had a common general grounding in clinical practice turned out 
to be a major precondition for therapeutic innovation. The first heart transplantation, to 
take the most prominent example, would not have been possible without extensive 
interdisciplinary teamwork.169 In 2003, a visiting panel of health experts said that the 
GSH Cancer Unit was a model environment ‘because of its numerous inter-disciplinary 
clinics, which ensured optimal service to patients, and maximum interaction with other 
specialist fields in the hospital’.170  
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Surgical research at GSH thrived in this period, partly because of the close relationship 
between the animal laboratory and clinical work. Jannie Louw, Head of Surgery, 
encouraged research by both consultant surgeons and registrars, and insisted that full-
time staff spent a quarter to half of their time on basic research in the laboratories.171 
Louw uses numbers of publications as a rough guide to understanding research output in 
his study on the history of surgical research at UCT Medical School. He charts a marked 
increase in publications from the UCT Department of Surgery between the 1940s and 
1970s (see Figure 1).172 It is difficult to provide a breakdown of publication figures per 
full-time staff member because of the complex system of honorary and sessional part 
time employees. Detailed records of staffing allocations are only now beginning to be 
kept by the UCT Medical School – interestingly, not specifically to measure research 
output, but to measure space allocations between the Medical School and the Hospital.173

Figure 1: Number of publications, UCT Department of Surgery 1920-1979 (J.H. Louw, 
‘Surgical research at the University of Cape Town’). 

 

In the 1950s and 1960s, an era of heroic surgery,174 heart, liver and kidney transplants 
formed the cornerstone of surgical research at GSH. GSH followed the ‘American model’ 
in which ‘research and animal experimentation [were] regarded as the sine qua non of a 
surgical department’.175 The world’s first open heart transplant in 1967, led by Chris 
Barnard, was followed by other transplant firsts at GSH: Bennie Cohen performed the 
world's first vascularized human fallopian tube transplant in 1975.176 Cohen did his MD 
thesis on fallopian tube transplants in the pig and sheep, before trying it on humans.177 
These breakthroughs depended on clinical research, but also on international 
collaborations, and on technical advances such as the development of the heart-lung 
machine in the USA. In conducting transplants, the less litigious environment around 
medical practice in South Africa made it easier for surgeons to risk a ‘first’,178 and 
controversy over the use of animals in medical research was more muted than in places 
like the UK. 

Although there was an ‘animal house’ at the medical school from 1930, most of the early 
laboratory work by Goetz was focused on humans and human tissue samples. Practical 
experience and research at the J.S. Marais Animal Laboratory, and in the operating 
theatres of the hospital, assisted surgeons in the development and perfection of surgical 
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techniques for organ transplantation. An animal operating laboratory was later acquired 
for this purpose.179  

By the mid-1950s, clinician-researchers had already started doing vascular surgery and 
organ transplants on dogs.180 Chris Barnard worked on puppies to develop a better way 
of treating congenital intestinal atresia in babies in 1954. His work led to a significant 
improvement in the recovery rate for infants surgically treated for congenital intestinal 
atresia and influenced the way researchers investigated congenital abnormalities 
elsewhere in the world.181 On his return from working with Wangensteen in the USA in 
1958, and the establishment of the J.S. Marais Surgical Laboratory with an updated 
operating room, Barnard began an active program of organ and tissue transplantation on 
dogs, leading up to work on humans. However, perhaps because of a public relations 
disaster after Barnard grafted an extra head on one of the dogs in the laboratory,182 
research funding became scarce and full-time staff at the research laboratory were only 
reappointed a decade after Goetz left in 1958.183  

After the heart transplant in 1967, it was easier for GSH to find funding to support 
cardiology research. The mining industry funded a Research Centre for Cardiac Disease 
and Organ Transplantation after the transplant.184 The Apartheid state also supported 
high-tech research they hoped would prove Apartheid South Africa’s worth to an 
increasingly critical world. In 1967, L.A.P.A. Munnik, MEC for Hospital Services, sent a 
message to the Prime Minister, John Vorster, saying that Chris Barnard had put South 
Africa and its medical standards ‘on the world map’.185 Barnard was later paid by a secret 
government fund to promote South Africa’s image abroad.186

Much of the later surgical and immune-suppression liver transplant research was done on 
pigs and rats, pigs being particularly interesting because of the low organ rejection 
rate.187 In the 1970s, the Department of Surgery persuaded the CPA to invest in a pig 
farm. This became so central to their work that Louw complained in 1971, ‘If the use of 
the pig pens had to be suspended for a period of six months the Department of Surgery 
will cease to exist as an academic department. Practically all our current research work 
has been organised on [the] basis of using the pig as the experimental animal.’188  

In their work on heart, liver and kidney disease, GSH clinicians and researchers were able 
to benefit from research in both medical and surgical disciplines. Brock’s initial interest 
in metabolic function laid the foundation for this work in the Department of Medicine. 
Between 1955 and 1975, there was a marked rise in publications in the Department from 
18 to 175 per annum.189 Many of these publications focused on heart, liver and kidney 
disorders. The Cardiac Clinic alone generated around 400 journal articles in the period 
between 1955 and 1988.190  

In the Clinical Nutrition Research Unit since the 1950s, Brock, together with Bronte-
Stewart, Hansen and others, had done research on malnutrition in children and scurvy 
among adult farmworkers. This research was used in developing Pronutro as a food 
supplement in the early 1960s.191 When Brock retired in 1970, however, the nutrition 
research unit closed. Kwashiorkor research continued in Red Cross Hospital, and work on 
protein metabolism was continued by Hoffenberg, Saunders and Kirsch who focused on 
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the regulation of liver protein synthesis in humans and rats. Bernard Pimstone did 
important research on growth hormone in protein-calorie malnutrition, showing that high 
levels of this hormone explained the catch up in growth on feeding. In the mid-1970s he 
then began to investigate the hypothalamic, rather than pituitary, hormones and together 
with British collaborators and his Cape Town team, provided the most convincing 
evidence of the time for a neurotransmitter role for somatostatin.192

Brock’s work on cholesterol also laid the foundation for later work on ischaemic heart 
disease. Brock and Bronte-Stewart collaborated with Ancel Keys in Minnesota who was 
conducting similar studies in other countries, showing that high cholesterol levels led to a 
high incidence of ischaemic heart disease. They found that white South Africans had high 
cholesterol and heart disease, while coloureds had intermediate and blacks very low 
levels of both. This work led to the use of cholesterol lowering diets and drugs to reduce 
levels of heart disease.193 Lionel Opie’s return to Cape Town coincided in 1976 with the 
establishment of a MRC Unit for Ischaemic Heart Disease, focusing on identification of 
genetic abnormalities.194 This was later to become the MRC/UCT Cape Heart Centre, the 
largest heart research group in South Africa.195 This was part of an international trend 
towards more clinical investigations at the molecular and genetic level. 

GSH developed both medical and surgical research capacity in studies of liver disease as 
well as heart disease. Genetic abnormalities in small populations who then intermarry 
over decades can create a situation in which certain genetic diseases become unusually 
prevalent.196 Afrikaners (and a small group of Africans in the Eastern Cape) showed 
unusually high levels of the disease porphyria.197 Recognition of the problem in the 
Afrikaner population attracted government attention and research funding in the 1950s, a 
time when it was also receiving some international attention. In 1957, the CSIR funded a 
Porphyria Research Group at UCT under Lennox Eales. This group pioneered 
internationally and locally useful new techniques in porphyria diagnosis and 
classification in the 1960s and 1970s.198 After Eales’ retirement in 1983 the Porphyria 
Research Group was incorporated into the MRC Liver Research Centre and, under Peter 
Meissner, concentrated on identifying the genetic defect underlying South African 
variegate porphyria.  

Alongside the metabolic research on liver function in the Division of Medicine199 the 
Division of Surgery investigated liver transplantation and regeneration. Terblanche, who 
had started working on livers while he was a lecturer in surgery at Bristol University, 
returned to GSH in 1967 and joined the GSH Liver Clinic. He and Saunders persuaded 
the MRC of the importance of liver transplantation and founded the Liver Research Unit 
in 1973.200 Of this time Terblanche says, ‘There was money. It was a dynamic time. The 
Unit attracted bright people. We had great facilities. The climate was right.'201 The first 
human liver transplant had been done in Denver in 1964, but liver transplants were not as 
successful as heart transplants.202 Most of the GSH surgical research in the 1960s and 
1970s focused on understanding regeneration203 and detoxification in livers.204 The GSH 
team conducted randomised controlled trials on different liver therapies during the 1970s 
on one of the largest series of patients worldwide who had been successfully treated with 
sclerotherapy in reducing variceal bleeding as a result of liver cirrhosis.205 Once immune-
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suppressing regimes had improved for humans, a liver transplant programme was started 
in 1988.206  

Constraints and opportunities, 1985-2000 
Research activity at GSH had been encouraged in the 1960s and 1970s by a sympathetic 
state bureaucracy eager to prove South Africa’s intellectual worth under Apartheid. 
However, this generosity was soon constrained and redirected by the national economic 
and political crises of the 1980s. As GSH pathologists had complained in the 1950s, ‘The 
first thing to suffer in an overworked and understaffed department is research’.207 Such 
problems, exacerbated by inflation and devaluation of the currency, tempted doctors at 
GSH into private practice and into employment abroad.208  

After 1994, public health reforms intensified the focus on primary health care which had 
already begun in the latter days of Apartheid. Attending to the needs of poor communities 
became research policy in government-funded organizations such as the MRC and CSIR 
after 1994. The national Ministry of Health became more proactive in developing a 
centralised research strategy focused on the needs of local communities, research 
capacity and the burden of disease.209 Although the Department of Science and 
Technology emphasized scientific competitiveness as well as relevance in research, 
national and provincial Departments of Health began to focus strongly on service 
delivery, especially at the primary health care level. Both national and provincial health 
authorities drew back from subsidising the costs of clinical research210 or funding 
overtime for research and teaching.211 The Western Cape provincial government (now 
called PAWC) began to distinguish between their role in providing health services and 
the ‘academic functions’ of the universities, i.e. training and research,212 which were now 
considered the sole responsibility of other government departments such as Education.  

Although UCT and the GSH Chief Medical Superintendent wanted to maintain UCT's 
'symbiotic relationship' with GSH, PAWC wanted greater separation between the 
administration of the hospital and the university,213 and tensions began to rise. UCT and 
its joint staff predicted that provincial funding cuts would affect teaching and research 
more than service delivery,214 and resolved to prioritise research.215 The university now 
had to raise research money from alternative sources216 and created a post in the Faculty 
for research administration and planning in 1993.217 But neither UCT nor GSH had been 
very actively involved in setting research agendas or in measuring the quality or direction 
of its research activity. It was therefore difficult for UCT, reluctant to enforce research 
agendas and unused to measuring research outputs, to step into the breach and recreate 
the supportive research environment experienced in the hospital in the 1970s. UCT 
Medical School’s current research policy remains a general guideline affirming the need 
for ‘blue sky’ research and pursuing individual research agendas, although it does 
encourage researchers to be cognisant both of the burden of disease nationally, and of 
national and international research priorities set by the MRC and the WHO.218  

The 1990s brought serious and intensifying cutbacks at tertiary hospitals. GSH had 
experienced expansion in the 1970s: a 28% increase in professional staff between 1974 
and 1984, although this had been coupled with an even greater increase in inpatients 
(62%) and outpatients (40%).219 In the 1980s, joint staff at GSH had already begun to 
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complain of reduced time for research and questioned the ‘commitment to research 
implicit in university posts’.220 Between 1990 and 2003 the Department of Medicine at 
GSH lost 35% of its full-time faculty staff and 72% of the beds in internal medicine 
alone.221 Part-time staff, who had done some of the clinical work and thus provided relief 
for full-time researchers, were reduced too.222 The Division of Obstetrics and 
Gynaecology at GSH lost half of its permanent staff between 1990 and 1998 because 
posts were frozen.223

Changes in tax law had already resulted in reduced funding for attendance at conferences 
nationally and overseas in the 1980s.224 Stricter rules for PAWC support of overseas trips 
had already been introduced in the 1980s.225 Fees for patients who were a part of a 
clinical study, for example, were no longer covered by the hospital after 1992.226 
Although research publications contributed to an individual’s professional standing, and 
brought financial benefits for the medical faculty in general, research seems to have 
become a relatively low priority for appointments or career advancement in the 
government health system during the restructuring of the 1990s. Record-keeping 
sponsored by the provincial authorities was now directed more towards tracking service 
provision than providing research data.227 The practice of typing and microfilming 
patient summaries was abolished, which made clinical research much more difficult.228  

Freezing of posts resulted in rapid reduction of staff because doctors were so mobile, 
attracted both into the private sector and into wealthier institutions abroad.229 Staff had 
more clinical responsibilities because of the staff cuts, and more teaching responsibilities 
because of the introduction of a more intensive problem-oriented teaching program at the 
medical school. With increased pressure on salaries, staff suffered a reduction in real 
income.230 There was a growing financial incentive to take on private work, or move into 
private practice. GSH had already experienced considerable loss of trained staff to the 
private sector especially after its expansion in the 1970s.231 The introduction of limited 
private practice for joint staff in 1993, later called ‘remunerative work outside the public 
service’ (RWOPS), reduced the time available to do research work.232  

Good researchers are often attracted away from institutions like GSH to better-resourced 
specialist centres of excellence abroad but until the late 1980s, skilled immigration more 
or less balanced the ‘brain drain’ in South Africa.233 Many medical staff at GSH in the 
1940s and 1950s were European immigrants. Barnard and others who were tempted by 
offers from abroad could sometimes be retained with special merit award payments.234 
The 1960s to 1980s were marked by periods of political tension which encouraged 
emigration - after Sharpeville in 1960, the Soweto uprising of 1976, and the States of 
Emergency in 1986-7.235 ‘Bill’ Hoffenberg, an endocrinologist at GSH regarded as an 
‘international authority’ for his work on albumin metabolism,236 was banned by the 
Nationalist Government because of his political beliefs and activities, and left GSH for an 
illustrious career in Britain in 1968.237 Some black doctors also emigrated for political 
reasons or because they found it difficult to practice as specialists in Cape Town.238  

The academic brain drain affected GSH much more intensely in the post-1985 period, 
with the net outflow of skilled people from the country peaking in 2000.239 Basil Bonner 
remembered a mass exodus of GSH consultants in the early 1990s to private practice and 
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jobs abroad.240 UCT Medical School and Wits graduates predominated among South 
African medical graduates practising in the United States and Canada in 2002.241 On the 
one hand, the loss of key people at the height of their career created opportunities for 
others to step into their shoes. Five or six key endocrinologists left GSH in the early 
1980s, for example, capacity which was regrown from specialists at Red Cross.242 And 
yet it took time to replace experienced people, and, overall, the loss of good researchers 
had a negative impact on research output and mentorship of new researchers.243  

The emigration of mid-career professionals and the dearth of young scientific researchers 
entering the system244 led to the ageing of the research community in South Africa as a 
whole. About half of the health-related publications in 2004 were authored by researchers 
approaching retirement or already in retirement, compared to a quarter in 1994.245 Young 
researchers found it difficult to stay at GSH and pursue their research at the same time in 
the 1990s.246 Coupled with increased pressure on doctors’ research time and greater 
emphasis on service delivery, research output from GSH thus decreased although quality 
seems to have been maintained. This pattern characterised scientific research more 
broadly in South Africa during this period, and the country lost some comparative 
advantage against other developing countries.247  

In the Department of Medicine, this decline has been most evident between 1995 and 
2005, although research output has yet to drop below 1985 levels (see Figure 2). 

Figure 2: Publications from the Department of Medicine, 1955-2005, as contained in 
the annual reprint collections of the Department. 
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Numbers of research publications at GSH in general surgery show a slow decline from 
1975 to 2003, although the decline seems steepest between 1990 and 2003.  
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Figure 3: UCT Department of Surgery - number of publications in general surgery as 
reported in the Annual GSH reports, 1970-2003. 

0

10

20

30

40

50

60

1970 1975 1980 1985 1990 1999 2003

Publications

 

GSH retained the ability to attract and keep good researchers within South Africa. 
Academics working at GSH, who hold joint appointments with UCT, comprise about a 
fifth of the twenty-five most published South African researchers in clinical or pre-
clinical medicine in the period 1990 to 2004.248 UCT and Wits dominate that list, with 
53% (n=15) of the top researchers between them. GSH and UCT were among the top 
three institutions in a database of top-cited scientific papers published between 1981 and 
1994.249 In the 1990s and early 2000s, GSH and UCT publication performance 
performed strongly on quality and quantity nationally in general and internal medicine, 
surgery, in cardiovascular and respiratory systems; reproductive medicine; 
gastroenterology, endocrinology, metabolism and nutrition.250

Key strengths remained in cardiology and liver research. Lionel Opie, who remains one 
of the top-rated scientists in South Africa, focused on laboratory research into cardiac 
metabolism, using new techniques of molecular biology.251 It was recognised in the 
1980s that black South Africans have a high prevalence of rheumatic heart disease, which 
requires heart valve replacement, because of high levels of poverty.252 Research by 
clinicians like Bongani Mayosi on the genetic and molecular causes of heart disease has 
thus focused on pericardial tuberculosis and prevention of rheumatic fever. The research 
laboratory in the Department of Cardiothoracic Surgery concentrated on developing 
better heart valves for replacement surgery.253  

Liver research also remained a key strength of the institution. The research done on liver 
disease was recognised by the MRC with the establishment of the MRC/UCT Liver 
Research Centre status in 1987.254 The Centre housed the world’s leading Porphyria 
Information Centre.255 Research into fibrinogen and fibrin degradation products and on 
elevated serum angiotensin-converting enzyme (ACE) also provided insights used in the 
treatment of unstable angina and pre-eclampsia,256 high blood pressure, stroke and 
diabetes.257  

By the 1990s GSH also developed significant research capacity in fields like anaesthesia 
and emergency medicine, rheumatology, urology and ophthalmology. The GSH patient 
intake had long been characterized by a high proportion of trauma patients with gunshot 
wounds258 and stab wounds in admissions259 because of gang violence and drug or 
alcohol abuse.260 The prevalence of trauma cases was somewhat reduced with the 
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introduction of community health centres, but GSH nevertheless offered clinicians an 
opportunity to gain extensive experience in emergency medicine.261 The status of 
emergency medicine was initially quite low, however, and it was only recently 
recognised as a specialty.262 The heavy case load restricted opportunities to conduct 
research. A major research advance in this area has come from a collaboration between 
the GSH Trauma and Radiology Departments and the De Beers Diamond Mining 
Organisation to develop a special low-dose radiation x-ray screening apparatus. Named 
LODOX, it can accurately pinpoint foreign objects such as bullets in trauma patients263 
and monitor organ function for research purposes. 

Psychiatric research was boosted with the establishment of the UCT/MRC Clinical 
Psychiatry Research Unit in 1981, which received funding for a decade. The Psychiatry 
Department staff produced over 500 journal articles, articles, and chapters in books,264 
and ranked second in the country on average citations per paper between 1996 and 
2000.265 Research conducted by the Psychiatry Research Unit focused on the effects of 
alcoholism and drug abuse on mental health; and on schizophrenia, mental illness in the 
elderly and in children, non-compliance with medication, and patterns of admission to 
psychiatric hospitals.266 In 1997 the Psychiatry Department became a Collaborating 
Centre of the World Federation for Mental Health, dealing specifically with mental health 
research and training and the promotion of psychiatry in Africa.267  

Research by GSH staff in Psychiatry, Paediatrics and Obstetrics & Gynaecology, perhaps 
more than other specialties, was characterised by the use of clinical data gathered from 
communities, clinics and hospitals other than GSH. In part, this broader perspective was 
due to the fact that beds for specialties like Psychiatry and Paediatrics were limited within 
GSH. Psychiatric staff worked closely with other hospitals, especially Valkenberg,268 and 
with community-based initiatives such as the Empilweni counselling centre for children 
in Khayelitsha. The Division of Obstetrics and Gynaecology at GSH had such a large 
community case load, however, that research suffered, at least in the 1970s and 1980s. In 
the 1970s, the Division was already seeing more clinical cases than Medicine and 
Surgery, partly from an expansion of the specialty and partly from the new MOUs in 
Heideveld and Athlone.269 In the 1980s the continued increase in clinical cases, and an 
influx of patients from the Eastern Cape, coupled with staff shortages, hampered teaching 
and research activities.270  

Although many of its patients are HIV-positive, GSH has not been at the forefront of 
developing clinical AIDS services, apart from the Kidzpositive clinic for HIV-positive 
children. In 2000, major research initiatives at UCT Medical School were planned on 
HIV/AIDS, TB, malaria, parasitic infections, major cancers, prevalent genetic disorders, 
and non-communicable diseases important to Africa.271 But although some joint staff are 
active in AIDS research, there are still very few infectious diseases specialists employed 
within GSH, and only three infectious diseases beds.272  

Because of the stigma associated with it as a ‘gay’ disease, or because it is a sexually 
transmitted infection (STI), HIV and AIDS research was a ‘Cinderella discipline’ well 
into the 1990s.273 The first AIDS clinic in the mid 1980s, research on the natural history 
of HIV before anti-retroviral drugs, and many clinical trials in the 1990s were all 
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managed out of Somerset Hospital rather than GSH. The first AIDS clinic was at 
Somerset Hospital in the mid-1980s - one was only established at GSH in 1992.274 There 
was in fact some resistance within GSH to the establishment of an AIDS clinic there.275 
The GSH authorities argued that HIV was a sexually-transmitted infection, and the 
primary care of such patients did not fall under the responsibilities of a general 
hospital.276 GSH was established as a general hospital, but from the beginning it was 
insulated to some extent from the research and treatment of infectious diseases which 
happened in institutions such as the City Hospital for Infectious Diseases (until the 
1980s) and the network of tuberculosis and sexually-transmitted disease clinics. 

By the late 1990s, when the hospital (and the country) recognized the likely impact of the 
AIDS epidemic, an environment of severe budget cuts made it difficult to argue for the 
expansion of clinical and research capacity in the relatively new area of infectious 
diseases within GSH.277 The profile of AIDS patients coming into the tertiary system 
changed significantly within the 1990s as treatments were developed and more cases 
could be diverted into the primary healthcare system. Most HIV and AIDS research 
projects conducted by GSH staff require a broader cross-section of patient data and thus 
use data from primary or secondary centres such as G.F. Jooste hospital.278 For similar 
reasons, the Institute of Infectious Diseases and Molecular Medicine, established in 2005 
at UCT Medical School, conducts most of its research in community settings rather than 
in GSH itself.279

A similar pattern can be discerned in Public Health. By the 1970s the field of public 
health had already begun to develop out of a critique of hospital-based medicine as a 
solution to public health problems in developing countries.280 New priority was given to 
randomized controlled trials, evidence-based medicine and a broader epidemiological 
analysis of the burden of disease.281 By the 1970s, UCT Medical School began to 
encourage research on public health issues in a new Department of Community Health.282 
Researchers at UCT began to make more contacts in other developing countries,283 
although the impact of this has been patchy and primary relationships with British and 
American institutions have remained strong. Much of the research conducted by the 
Department of Community Health or Public Health at UCT Medical School of necessity 
focused on broad epidemiological studies outside the hospital. More seriously, there has 
not been very much health systems research on GSH, to understand how patients are 
managed within the tertiary system or how referral systems between tiers of the health 
system work.284  

This is partly because of a general dearth of epidemiological and health systems research 
in relation to other kinds of medical research. In the GSH context there was also the 
consideration of territoriality over data access. There was already an institutional 
tendency towards personal and departmental control over record keeping. Such records 
were linked to departmental research, which was important for maintaining professional 
status. Poorly designed and implemented computer-based record keeping systems from 
the 1970s onwards did not encourage departments to relinquish control of their records. 
This problem, common in many hospitals, made it difficult for the GSH authorities to 
gain effective access to the record keeping process and therefore for other researchers to 
conduct systematic analysis of hospital-wide data. This limited access to and analysis of 
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hospital-wide data for health systems research or indeed their inclusion in broader 
epidemiological studies.285

Conclusion 
In the 1940s, clinical research had a low profile at GSH, which focused on clinical care, 
and at UCT Medical School, which focused on training general practitioners. At this 
time, however, research was also relatively cheap: low-tech equipment could be made 
locally, even by the scientists and technicians themselves.286 This enabled GSH 
researchers to ‘punch above their weight’, making breakthroughs in areas such as digital 
plethysmography and pre-diabetes.  

The clinical research conducted at GSH in the well-funded decades of the 1950s to 1980s 
allowed the institution to situate itself as a competitor within the broader social and 
scientific transformation of medicine in the western world.287 GSH was able to ride the 
wave of increasing quantification, collaboration and specialization that characterized 
scientific investigation internationally after World War II. Its research became more 
dependent on specialised laboratory work, complex equipment and computerized analysis 
and shifted towards genetic and molecular investigations of disease by the late 1980s, 
again reflecting international trends.288 Local conditions at GSH allowed productive 
relationships to develop between full- and part-time staff, between clinical and laboratory 
work, and between an emerging range of specialists within the hospital. Research outputs 
at GSH thus increased dramatically from the late 1950s into the 1990s.  

Building on the work of people like Brock, Schrire and Goetz in the 1950s, GSH 
developed significant capacity in certain fields of clinical research, initially most notably 
in malnutrition and neonatal care, and later in heart and liver disease. By the 1960s, 
increasing attention was paid to research on chronic problems like cancer, pulmonary and 
cardiovascular disease, which were becoming the leading cause of death in the US and 
Europe, as well as among the white electorate in South Africa. While doing more public 
health work in communities from the 1970s, GSH could not fully capitalise on the trend 
towards primary health care and public health research. The hospital tried to maintain its 
significant research strengths in areas of curative hospital-based medicine, and saw more 
of these patients as it became a tertiary hospital.  

National and provincial government had provided most of the necessary infrastructural 
investments for clinical research at GSH from the early 1950s to the 1980s. 
Unfortunately, however, this investment was based on government privileging of tertiary 
institutions in a time of relative financial strength. By the late 1990s, research remained a 
status symbol for government, but attracted significantly less health department 
investment as the focus shifted to health care delivery in the hospital. There was a 
reduction in the quantity of scientific research output in South Africa as a whole and at 
GSH, when a decade of budget and staff cuts had whittled away research time for 
clinicians, and reduced the number of clinicians doing research at the hospital. The 
research output of staff working in the hospital is likely to decline further as few younger 
clinicians are now able to devote serious time to their research. UCT Medical School 
began to attract more research funding from national government’s National Research 
Foundation, the MRC and international funders after 2000,289 but much of this funding 
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went into research institutes at the Medical School which conducted community-based 
studies.  

In the financial and political turmoil of the 1980s, GSH staff showed growing pessimism 
about narrowing the ‘research gap’ with well-resourced western research centres in an 
increasingly expensive and competitive international research environment dependent on 
high-tech equipment and teams of good researchers.290 Financial constraints limited the 
institutions ability to develop new areas of research. Although GSH began to see high 
levels of trauma cases from the 1970s and HIV/AIDS cases from the 1990s, significant 
research emphasis in these areas was relatively slow to develop. Health systems and 
public health research was also not fully integrated into the GSH research agenda, partly 
because the hospital was much more focused on tertiary health care delivery in the 1990s. 
More health systems research could however show what GSH contributes and how it can 
best interact with other levels of the public health system.  

Within this context there are opportunities for researchers to build on current strengths, 
revisit their research agendas and develop new methodologies to address local 
problems.291 More generally, there needs to be more debate about the role of clinical 
research in health care as well as teaching, what competitiveness means (i.e. how best to 
judge the quality and relevance of research, nationally and internationally), what 
transformation is needed in the research sector, and how to effect it in a time of skills 
shortage.  
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