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“I don’t know where you are from, but where I’m from” 
“The rain, it don’t sound like that.” 
“The rain, where I am from, falls with no pattern, no order but with a sound that will deafen you.” 
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“And been righted enough” 
“And been wronged enough” 
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“I know the Goddess, she said” 
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Figure 1: Reflexivity Image generated by Digital 
Harvestor James Durno at the 8th International 
Symposium on Poetic Inquiry May 2022 
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ABSTRACT 
 
Background 

The World Health Organization (WHO) has underscored the importance of transforming health 

professional education and their training institutions in order to meet population and health care system 

needs. The acceleration of “transformative, high-quality education” to ensure that “all health workers 

have skills that match the health needs of populations” was reiterated by the 2016 Report of the United 

Nations High-Level Commission on Health Employment and Economic Growth. Decentralised training 

platforms (DTPs), defined as any learning environment such as a clinic, district hospital or non-

governmental organisation used for medical (or health professional) education and training, have been 

proposed as an important strategy to achieve educational reforms. These DTPs are situated away from 

the main university campus, exclude tertiary academic hospitals, and are close to and engaged with 

communities. The benefits of DTPs include the expansion of the teaching platform that enables an 

increase in the production of medical graduates, attraction to and retention of graduates in rural and 

other underserved areas, enhanced social accountability of graduates, and changing negative views about 

PHC or non-tertiary level services. 

 

Aim 

The aim of the study is to examine decentralised training platforms (DTPs) utilised in undergraduate 

medical education by the health science faculties of four South African universities and their role in 

transforming medical education.  

The specific objectives of the research were to:  

1. Describe the typology of DTPs at the four selected universities, specifically:  

a. Context or evolution of DTPs at each university  

b. The profile of DTPs (number, type, size, etc.)  

c. Inputs (e.g. staff, finance, infrastructure)  

d. Process of engagement with stakeholders  

e. Envisaged outputs or product of DTPs  

2. Compare the teaching or learning objectives at the DTPs  

- a. Within each institution’s DTPs  

b. Across the four institutions  

3. Compare the experiences and perceptions of preceptors and staff at the existing DTPs  

4. Explore the medical student experiences at the existing DTPs.  

 

Methodology 

Between 2017 and 2020, a cross-sectional mixed methods study was conducted at the University the 

Witwatersrand (Wits), the University of KwaZulu-Natal (UKZN), Walter Sisulu University (WSU) 
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and Sefako Makgato University (SMU). These universities represent a wide spectrum of South African 

universities – from a mainly rural environment (WSU), a mixed environment (UKZN & SMU) to a 

mainly urban environment (Wits).  This PhD study consisted of four components: in-depth interviews 

with 18 key informants combined with a document analysis; site observations at 8 DTPs; and 13 

preceptors and staff, 4 focus group discussions (FGDs) with final year medical students and 60 Log diary 

analysis. Thematic analysis was used to analyse the qualitative data. 

 

Results 

The study highlighted the financial and human resource requirements needed from institutions to 

sustain the use of DTPs. The teaching objectives emphasise critical competencies like critical thinking, 

evidence-based practice, clinical application and how DTPs help students understand patients and their 

backgrounds better. The study revealed the experiences of preceptors and staff at DTPs, highlighting the 

challenges they face in balancing clinical duties and education. It emphasised the importance of 

continuous professional development and effective communication for shaping competent healthcare 

professionals. The study also highlighted the benefits of hands-on patient interaction in developing 

communication skills and empathy for students trained at DTPs. 

 

Conclusion 

The PhD generated new knowledge on the utilisation of decentralised training platforms in 

undergraduate medical students training. The findings highlight the conceptual and theoretical 

discourse on DTPs in South Africa and the transformation in medical education. 

 

Keywords: 

decentralised training platforms; distributed medical education; health workforce; transformative 

medical education; South Africa 

  



viii 
 

ACKNOWLEDGEMENTS  
 
During my journey towards”earning my PhD, I would like to express my”gratitude to a” 
great number of individuals who provided me”with support and encouragement.  
 
First and foremost,”I want to use this opportunity to offer my heartfelt appreciation to” 
Professor Laetitia Rispel, for”her unwavering support in developing the study and the” 
supervision and guidance”to analyse the data and co-author the publications from this” 
work. Without her,”this thesis would not have been possible.” 
I would like to express”my deepest gratitude to Prof Aimee Stewart”and Dr Sonti 
Pilusa,”whose guidance and support have been invaluable throughout the last part of 
this” journey.”Their expertise and insight have not only shaped this research but have 
also” greatly contributed to”my personal and professional growth.”Their belief in my 
abilities” and encouragement have been a source of motivation and inspiration.” 
 
I am grateful”for the fellowship from the Consortium for”Advanced Research Training in 
Africa (CARTA)”and the support from Cohort 8,” the lasting friendships and network of 
support.”The funding received from the NRF”Thuthuka and the support from Professor 
Rispel’s SARChI Chair on the Health Workforce.” 
 
I thank my interim assessors,”Professors Judith Bruce and Professor Dianne Manning for 
their insights and feedback mid-point in this journey.” 
 
I want to express my most sincere appreciation to my village of”colleagues for their 
forthright support during the entirety of this path toward earning my PhD.”This list is 
extensive Janine White,”Deidre Pretorius, Aviva Ruch, Laurel Baldwin-Ragaven, Lianne 
Keiller, Sabelile Muthathi, Pascalia Munyewende, Paul Bohloko,Nikki Schaay, Samatha 
Waterhouse, Tanya Jacobs, Honey Mabuza, Mosa Moshabela.”Your collaborative spirit, 
insightful feedback, and constant encouragement have been pivotal in my academic 
pursuit. This” accomplishment not only shows the value”of my work but also the 
strength of our team effort. Thank you”for being an integral part of this challenging yet 
rewarding voyage.” 
 
The many friends, Roz,”Renata, Cane, Tracy, Ruebina, Ann, Jillian, Mantoa, Serela, 
Myrtle, Ian, Gerard, Sandra, Aunty Elenor, Ian, Thabitha,”Zaheerah and Joel who always 
asked”questions about my progress and”completion date and continued”to encourage 
me to carry on.” 
 
The completion of my”thesis marks a significant achievement in”my academic career, 
and I owe my parents enormous appreciation for their support. Their”sacrifices to ensure 
my”access to education, belief in my potential, and constant”love provided the strength I 
needed”to navigate the challenges of this PhD. To them, I” dedicate this achievement”as a 
testament to their immeasurable contribution to”my life and education. I am”the first 
child in our family to achieve a PhD – it is a privilege and” honour I carry with pride. 
 
  



ix 
 

TABLE OF CONTENTS 
DECLARATION .................................................................................................................................................. ii 

DEDICATION ...................................................................................................................................................... iii 

PRESENTATIONS ARISING FROM THIS PHD ................................................................................... iv 

PUBLICATIONS ARISING FROM THIS PHD ........................................................................................ v 

ABSTRACT ............................................................................................................................................................ vi 

ACKNOWLEDGEMENTS ........................................................................................................................... viii 

TABLE OF CONTENTS ................................................................................................................................... ix 

LIST OF FIGURES ........................................................................................................................................... xiv 

LIST OF TABLES ............................................................................................................................................... xv 

ACRONYMS AND ABBREVIATIONS .................................................................................................... xvi 

1 CHAPTER 1: BACKGROUND AND CONTEXT ................................................................................ 1 

1.1 Introduction ............................................................................................................................................ 1 

1.2 The global context ................................................................................................................................ 1 

1.3 The South African context ................................................................................................................. 1 

1.3.1 History ............................................................................................................................................. 1 

1.4 Problem Statement ............................................................................................................................... 2 

1.5 Study rationale ....................................................................................................................................... 3 

1.6 Study aim and objectives.....................................................................................................................4 

1.7 Structure of the thesis ..........................................................................................................................4 

1.8 Chapter Conclusion ............................................................................................................................. 5 

2 CHAPTER 2: LITERATURE REVIEW .................................................................................................. 6 

2.1 Introduction ............................................................................................................................................ 6 

2.2 Definition of terms ................................................................................................................................ 6 

2.3 Current context of Primary Health Care in Medical Education ............................................. 7 

2.4 Call for transformations in Medical Education ............................................................................ 9 

2.5 Methodologies used in medical education................................................................................... 10 

2.5.1 Learning spaces ........................................................................................................................... 10 

2.5.2 Rural Learning contexts ............................................................................................................ 11 

2.5.3 Longitudinal integrated clerkships ....................................................................................... 12 

2.6 Arguments in favour of the use of DTPs ....................................................................................... 13 

2.7 Research Gap for the Study .............................................................................................................. 14 

2.8 Chapter Conclusion ........................................................................................................................... 17 



x 
 

3 CHAPTER 3: METHODOLOGY ............................................................................................................ 19 

3.1 Introduction .......................................................................................................................................... 19 

3.2 Conceptual framework ...................................................................................................................... 19 

3.2.1 Brief overview of the frameworks .......................................................................................... 19 

3.2.2 Description of my conceptual framework ........................................................................... 21 

3.3 Study setting ......................................................................................................................................... 21 

3.3.1 Table 1: Overview of selected universities ............................................................................... 21 

3.4 Study design......................................................................................................................................... 22 

3.4.1 Table 2: Overview of study methods ........................................................................................ 23 

3.5 Qualitative component of the PhD study .................................................................................... 23 

3.5.1 Key informant interviews and document review ............................................................. 24 

3.5.2 Site visit observation ................................................................................................................ 24 

3.5.3 Data management of the qualitative study ........................................................................ 24 

3.5.4 Trustworthiness ........................................................................................................................ 25 

3.6 Quantitative component of the PhD study ................................................................................. 26 

3.7 Integration of qualitative and quantitative findings ................................................................ 26 

3.8 Research ethics and ethical considerations ................................................................................. 27 

3.8.1 The ethics conducting medical education research ........................................................ 28 

3.8.2 My own positionality and reflexivity .................................................................................. 28 

3.9 Potential bias, limitations and amelioration .............................................................................. 32 

3.9.1 Potential bias and overcoming bias ...................................................................................... 32 

3.9.2 Study limitations and amelioration ...................................................................................... 32 

4 CHAPTER 4: Context, types, and utilisation of decentralised training platforms in 

undergraduate medical education at four South African universities: Implications for universal 

health coverage. .................................................................................................................................................... 34 

4.1 Publication details ............................................................................................................................. 34 

4.2 Journal details ..................................................................................................................................... 34 

4.3 Details of author contribution ........................................................................................................ 34 

4.3.1 Table 3:1: Details of author contribution ............................................................................ 34 

4.4 Copyright and permission ................................................................................................................ 35 

4.5 Published article: Context, types, and utilisation of decentralised training platforms in 

undergraduate medical education at four South African universities: Implications for 

universal health coverage. ..............................................................................................................................36 

4.6 Chapter Conclusion .......................................................................................................................... 52 



xi 
 

5 CHAPTER 5: Using log diaries to examine the activities of final year medical students at 

decentralised training platforms of four South African universities. .................................................... 53 

5.1 Publication details .............................................................................................................................. 53 

5.2 Journal details ...................................................................................................................................... 53 

5.3 Details of author contribution ......................................................................................................... 53 

5.3.1 Table 3:1: Details of author contribution ............................................................................ 54 

5.4 Copyright and permission ............................................................................................................... 54 

5.5 Published article: Using log diaries to examine the activities of final year medical 

students at decentralised training platforms of four South African universities. ........................ 55 

5.6 Chapter Conclusion ........................................................................................................................... 61 

6 CHAPTER 6: Context, Curriculum and Competencies: Final year undergraduate medical 

students’ experiences at decentralised training platforms. ..................................................................... 62 

6.1 Manuscript details ............................................................................................................................. 62 

6.2 Details of author contribution ........................................................................................................ 62 

6.2.1 Table 3:1: Details of author contribution ............................................................................ 62 

6.3 Submitted article to Journal for review ........................................................................................63 

6.3.1 Abstract .........................................................................................................................................63 

6.3.2 Introduction .................................................................................................................................63 

6.3.3 Methods ....................................................................................................................................... 65 

6.3.4 Results .......................................................................................................................................... 69 

6.3.5 Discussion ..................................................................................................................................... 75 

6.3.6 Limitations ................................................................................................................................... 77 

6.3.7 Conclusion .................................................................................................................................... 77 

6.3.8 Competing interests .................................................................................................................. 77 

6.3.9 Acknowledgements ................................................................................................................... 77 

6.3.10 Funding ......................................................................................................................................... 77 

6.3.11 References ..................................................................................................................................... 78 

6.4 Chapter Conclusion .......................................................................................................................... 80 

7 CHAPTER 7: The teaching presence of preceptors in the learning environments at 

decentralised training platforms. ..................................................................................................................... 81 

7.1 Manuscript details .............................................................................................................................. 81 

7.2 Details of author contribution ......................................................................................................... 81 

7.2.1 Table 1: Details of author contribution ................................................................................ 81 

7.3 Submitted article to Journal for review ........................................................................................ 81 

7.3.1 Abstract ........................................................................................................................................ 82 



xii 
 

7.3.2 Introduction ................................................................................................................................ 82 

7.3.3 Methodology ............................................................................................................................... 84 

7.3.4 Findings ........................................................................................................................................ 86 

7.3.5 Discussion .................................................................................................................................... 92 

7.3.6 Conclusion ................................................................................................................................... 94 

7.3.7 Limitations .................................................................................................................................. 95 

7.3.8 Conflict of interest .................................................................................................................... 95 

7.3.9 Acknowledgements .................................................................................................................. 96 

7.3.10 Funding ........................................................................................................................................ 96 

7.3.11 References .................................................................................................................................... 96 

7.4 Chapter Conclusion ........................................................................................................................... 97 

8 CHAPTER 8: DISCUSSION AND RECOMMENDATIONS ........................................................ 98 

8.1 Introduction ......................................................................................................................................... 98 

8.2 Discussion ........................................................................................................................................... 100 

8.2.1 Conceptual Framework .......................................................................................................... 100 

8.2.2 The typology of DTPs at the four selected universities ................................................. 100 

8.2.3 The teaching or learning objectives at the DTPs ............................................................. 102 

8.2.4 The learning objectives in the curriculum documents .................................................. 102 

8.2.5 The experiences and perceptions of preceptors and staff at the existing DTPs. ... 106 

8.2.6 The medical student experiences at the existing DTPs. ............................................... 106 

8.2.7 Factors impacting on the learning experiences. .............................................................. 107 

8.2.8 Triangulation of data across institutions .......................................................................... 108 

8.2.9 Summary of Key findings of the thesis ............................................................................... 110 

8.3 Chapter Conclusion ......................................................................................................................... 114 

9 CHAPTER 9: THE CONCLUDING CHAPTER ...............................................................................115 

9.1 Research Outcome, Strengths, Limitations and Recommendations ................................. 116 

9.1.1 A framework for categorisation of transformative decentralised training platforms

 116 

9.2 Strengths and limitations of the thesis ....................................................................................... 119 

9.2.1 Strengths of the thesis ............................................................................................................. 119 

9.2.2 Limitations of the thesis ......................................................................................................... 120 

9.3 Recommendations ............................................................................................................................ 121 

9.3.1 Institutional recommendations ............................................................................................ 121 

9.3.2 Human resources recommendations .................................................................................. 121 



xiii 
 

9.3.3 Curriculum recommendations.............................................................................................. 121 

9.3.4 Conclusion .................................................................................................................................. 122 

10 REFERENCES ........................................................................................................................................124 

11 ANNEXURES .......................................................................................................................................... 131 

Annexure 1a: Participant Information Sheet ........................................................................................... 131 

Annexure 1b: Consent Form for Key Informant Interview ................................................................ 133 

Annexure 1c: Informed Consent for Audio-Recording ........................................................................ 134 

Annexure 2: Key Informant Interview Guide ........................................................................................ 135 

Annexure 3: Checklist for Document Review ....................................................................................... 137 

Annexure 4: DTP Facility Checklist ......................................................................................................... 138 

Annexure 5a: Participant Information Sheet for Preceptors .............................................................142 

Annexure 5b: Consent Form for Preceptor Interview ........................................................................ 144 

Annexure 5c: Informed Consent for Audio-Recording for Preceptor ............................................. 145 

Annexure 6: Mini-survey with Preceptors ............................................................................................. 146 

Annexure 7a: Information Sheet for Focus Group Discussion Participants ................................. 150 

Annexure 7b: Consent Form for Focus Group Participants .............................................................. 152 

Annexure 7c: Informed Consent for Audiotape-Recording of the Focus Group Discussion ... 153 

Annexure 8: Guide for Focus Group Discussions ................................................................................. 154 

Annexure 9a: Information Sheet for Log Diary Participants ............................................................. 156 

Annexure 9b: Consent Form for Log Diary Participants .................................................................... 158 

Annexure 10: Paper version of Log Diary ................................................................................................. 159 

Annexure 11: HREC (MEDICAL) clearance certificate ...................................................................... 161 

Annexure 12: HREC (MEDICAL) extension clearance certificate .................................................. 162 

Annexure 13: The Contributor Roles Taxonomy (CRedit) ............................................................... 163 

Annexure 14: Turnitin Report .................................................................................................................... 164 

 

  



xiv 
 

LIST OF FIGURES 
 

DEDICATION Figure 1: 
Reflexivity Image generated by Digital Harvestor James Durno 
at the 8th International Symposium on Poetic Inquiry May 2022 

CHAPTER 3  Figure 2: 

Conceptual Framework developed from the Community of 
Inquiry (CoI) 58 model by C.S. Peirce and John Dewey, and the 
Context, Input, Process and Product (CIPP)59 evaluation model 
by Daniel Stufflebeam et al. 

 Figure 3: CIPP Evaluation model developed by Daniel Stufflebeam 

 Figure 4: Thematic map 

 Figure 5: 

Garrison DR, Anderson T, Archer W. Critical Inquiry in a Text-
Based Environment: Computer Conferencing in Higher 
Education. The Internet and Higher Education. 1999;2(2-3):87-
105. 

 Figure 6: A framework to categorise decentralised training platforms 

 Figure 7: 
A typical example of the framework applied to catergorise a 
DTP site 

Chapter 5* Figure 1: Log diary for medical students’ activities 

 Figure 2: 

Student records of activities and time spent at decentralised 
training platforms, by university (WSU = Walter Sisulu 
University, UKZN = University of KwaZulu-Natal; SMU = 
Sefako Makgatho Health Sciences University.) 

Chapter 6* Figure 1: CIPP Evaluation model developed by Daniel Stufflebeam 

 Figure 2: Thematic map 

Chapter 7* Figure 1 

Garrison DR, Anderson T, Archer W. Critical Inquiry in a Text-
Based Environment: Computer Conferencing in Higher 
Education. The Internet and Higher Education. 1999;2(2-3):87-
105. 

 

 Figure 2 Code relation matrix. Produced in MAXQDA 2024. 

Chapter 8 Figure 8: A framework to categorise decentralised training platforms 

 Figure 9: 
A typical example of the framework applied to catergorise a 
DTP site 

*Figures are listed as they appear in the papers  

  



xv 
 

LIST OF TABLES 

CHAPTER 3  Table 2: 

Conceptual Framework developed from the Community of Inquiry 

(CoI) 58 model by C.S. Peirce and John Dewey, and the Context, 

Input, Process and Product (CIPP)59 evaluation model by Daniel 

Stufflebeam et al. 

Chapter 3 Table 1 Overview of selected universities 

 Table 2 Overview of study methods 

Chapter 4 Table 4.1 Details of author contribution 

 Table 1* Overview of study setting 

 Table 2* Summary of themes and subthemes 

Chapter 5 Table 5.1 Details of author contribution 

 Table 1* 
Students’ rating of educational value of clinical and educational 

activities at DTPs 

Chapter 6 Table 6.1 Details of author contribution 

 Table 1* Overview of Study Setting Characteristics 

 Table 2* Focus group question guide 

 Table 3* Categorisation according to Conceptual Framework 

 Table 4* Focus Group Composition 

Chapter 7 Table 7.1 Details of author contribution 

 Table 2* Demographic Data of Participants 

Chapter 8 Table 1 Summary of PhD Findings 

*Tables are listed as they appear in the papers  

  



xvi 
 

ACRONYMS AND ABBREVIATIONS 
 

CIPP Context, Input, Process and Product  

CoI Community of Inquiry Model  

DTP/s Decentralised Training Platform/s 

FGD/s Focus Group Discussions 

HRH Human Resources for Health 

 LMICs. 

MBChB/MBBCh 

Low and Middle-income countries 

Bachelor of Medicine and Bachelor of Surgery 

NHI National Health Insurance 

NRF National Research Foundation 

PHC Primary Health Care 

PhD Doctor of Philosophy 

TiME-SA Transformations in Medical Education- South Africa 

UG Undergraduate 

UKZN University of KwaZulu-Natal 

SMU  Sefako Makgato University 

WSU Walter Sisulu University 

WITS University of Witwatersrand 

UHC Universal Health Coverage 

WHO World Health Organization 

  



1 
 

1 CHAPTER 1: BACKGROUND AND CONTEXT 

1.1 Introduction 

This chapter will give a brief overview of the medical education context, the need for 

transformations in the curriculum and the reform option of using decentralised training 

platforms as an alternative learning environment to realise graduate attributes for our health 

care system. The problem statement, study rationale, study aim and objectives will be outlined. 

The conceptual framework for the study will be discussed.  

1.2 The global context 

There is global recognition that investment in the health workforce is essential for improved 

population health outcomes, the management of international health crises such as Ebola, and 

for strong and resilient health systems.1 The World Health Organisation (WHO) has 

underscored the importance of transforming health professional education and their training 

institutions to meet population and health system needs.2 The acceleration of“transformative, 

high-quality education”to ensure that“all health workers have skills that match the health needs 

of populations”was reiterated by the 2016 Report of the United Nations High-Level 

Commission on Health Employment and Economic Growth.1 The six building blocks of such 

transformative education are: health workforce planning; governance, policy and financing; 

national standards, regulation, and accreditation; curricula, faculty and education; career and 

retention; and  student selection.3 

1.3 The South African context 

1.3.1 History  

In South Africa, various government policy documents such as the National Development Plan, 

the White Paper on National Health Insurance (NHI),4 and the five-year strategic plan on 

human resources for health (HRH)5 highlight the need to transform health professional 

education. The transformation imperatives include: increasing the number of health 

professionals; addressing the maldistribution between urban and rural areas, and between 

hospitals and primary health care (PHC) facilities; and ensuring that health professional 

education is socially just and socially accountable.4-7 Other challenges of health professional 

education include little or no inter-professional education with negative implications for 

teamwork in practice; and insufficient emphasis on PHC, particularly in undergraduate medical 

training.8-10 Furthermore, the practical training of undergraduate medical students is 

concentrated in academic, central and regional hospitals. Although this teaching setting 
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produces medical graduates with excellent clinical skills and knowledge, this environment does 

not provide the social learning required or the cultural and social competencies to address 

population health, PHC and/or community-based needs.11  

 

Decentralised training platforms (DTPs), defined as any learning environment such as a clinic, 

district hospital or non-governmental organisation used for medical (or health professional) 

education and training, have been proposed as an important strategy to achieve educational 

reforms.12,13 These DTPs are situated away from the main university campus, exclude tertiary 

academic hospitals, and are close to and engaged with communities. The benefits of DTPs 

include the expansion of the teaching platform that enables an increase in the production of 

medical graduates,14 attraction to and retention of graduates in rural and other underserved 

areas,15 enhanced social accountability of graduates,16 and changing negative views about PHC 

or non-tertiary level services.9,17 

 

Since the dawn of democracy in 1994, there have been encouraging initiatives at health science 

faculties in South Africa. These include curriculum reforms, faculty development, and inclusion 

or expansion of DTPs as part of the teaching platform of medical students.9 However, there has 

not been any systematic evaluation or analysis of DTPs, and their current (and potential) role in 

transforming medical education in South Africa. The exception is a published case study of the 

Ukwanda Centre for Rural Health established by the University of Stellenbosch in 2002 to train 

health care professionals with applicable knowledge and hands-on experience of the health 

issues facing rural and underserved communities.15 This PhD will generate new knowledge on 

DTPs in medical education at four South African universities, and their current (and potential) 

role in transforming medical education. This is critical in light of the current health sector 

reforms in South Africa,4 the national calls for higher education transformation spawned by the 

fees-must-fall campaigns,18,19 and the global emphasis on transformative health professional 

education.1  

1.4 Problem Statement 

Decentralised medical training is gaining traction in LMICs. This approach offers students 

exposure to diverse clinical settings, enhancing their learning and adaptability. It also 

encourages graduates to practice in underserved areas and aligns with universal health coverage 

goals. However, implementing decentralised training requires effective leadership, governance, 

and technology integration. 
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There is a lack of understanding about the institutional context, types of programs, and 

utilisation of decentralised training platforms in South Africa. In addition, there are limited 

studies that have included the experiences and perceptions of preceptors, staff and students at 

the existing DTPs. 

1.5 Study rationale 

This PhD study was nested in a broader National Research Foundation (NRF) research 

programme to explore the transformation of the medical curriculum to meet the needs of the 

health care system in South Africa. This broader research programme was led by the University 

of KwaZulu-Natal (UKZN) and was conducted at four different institutions, namely the 

University of KwaZulu-Natal, Walter Sisulu University, Sefako Makgatho University and the 

University of Witwatersrand. The four institutions that participated were purposively selected 

for this PhD study. 

The overall research programme identified six thematic areas of research: (1) Attributes and 

competencies of medical graduates; (2) The balanced exposure to specialists and generalists; (3) 

Adaptations in the medical curriculum and institutions; (4) Mutual benefit between 

undergraduates and communities; (5) Application of educational theory in the medical 

curriculum; and (6) The role of the hidden curriculum in medical education. 

My PhD was framed in the thematic area, adaptations in the medical curriculum and institutions. I lead 

the research on the description and analysis of DTPs and their current (and future) role in 

undergraduate (UG) medical education. DTPs are but one of many adaptations needed in the 

medical curriculum.  

The rationale for my PhD is listed below: 

1. This is one of the first comparative assessments or evaluations of DTPs in South Africa.  

The research will result in the generation of new information on DTPs at the four 

universities, as well as their position in the transformation of medical education, both 

currently and in the future.  

2. Anecdotal information reveals that the majority of medical graduates prefer working in 

metropolitan, tertiary, highly specialty institutions and that DTPs are less positively 

considered by students, academics, and Faculties. So, there is a need for empirical 

evidence on DTPs and the role that they play or the contribution that they make to the 

transformation of medical education.  

3. The findings of the thesis will be used to design and guide the educational initiatives 

that will educate and equip recently graduated medical professionals to meet the 

requirements of South Africa's health and health care system.  
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4. The doctoral thesis will provide a contribution to the existing body of research about 

transformational health professional education in South Africa in particular, and in low- 

and middle-income contexts around the world in general. The research presented in this 

PhD provides support for the modification of medical curricula and institutions in 

relation to the utilization of DTPs. 

5. The results of the thesis that were acquired will make a major contribution to the 

discussion that is taking place both locally and internationally about decentralised 

teaching platforms and teaching innovations.  

1.6 Study aim and objectives 

The study aims to examine decentralised training platforms (DTPs) utilised in undergraduate 

medical education by the health science faculties of four South African universities and their 

role in transforming medical education.  

 

The specific objectives of the research are to: 

1. Describe the typology of DTPs at the four selected universities, specifically: 

a. Context or evolution of DTPs at each university 

b. The profile of DTPs (number, type, size, etc.) 

c. Inputs (e.g. staff, finance, infrastructure) 

d. Process of engagement with stakeholders  

e. Envisaged outputs or product of DTPs 

2. Compare the teaching or learning objectives at the DTPs 

a. Within each institution’s DTPs 

b. Across the four institutions 

3. Compare the experiences and perceptions of preceptors and staff at the existing DTPs 

4. Explore the medical student experiences at the existing DTPs. 

1.7 Structure of the thesis 

In Chapter 1 of this thesis, I have provided the background to and context of this PhD study, the 

global and South African context, concluding with the study aim and objectives and structure of 

this thesis.  

In Chapter 2, I have provided a critical review of the literature.  

Chapter 3 is an integrated description of the PhD methodology, including the ethical 

considerations of educational research.  

Chapters 4 to 7 contain the PhD study findings, presented as individual papers:  
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• Chapter 4: Context, types, and utilisation of decentralised training platforms in 

undergraduate medical education at four South African universities: Implications for 

universal health coverage (Published in Cogent Education).  

• Chapter 5: Using log diaries to examine the activities of final year medical students at 

decentralised training platforms of four South African universities (Published in the 

African Journal for Health Professions Education).  

• Chapter 6: Context, Curriculum and Competencies: Final year undergraduate medical 

students’ experiences at decentralised training platforms (Under review of corrections 

submitted in Discover Education).  

• Chapter 7: The teaching presence of Preceptors in the learning environments at 

decentralised training platforms (Submitted to Frontiers in Medicine).  

 

In Chapter 8, I have presented an integrated and critical discussion of all the elements of the 

PhD thesis. This chapter also contains the policy implications of the study and the scholarly 

contribution of my PhD.  

 

In the final Chapter 9, the chapter overall conclusion to the thesis. 

1.8 Chapter Conclusion  

This chapter has provided an outline of the study. The rationale for the study was also 

discussed. Chapter 2 will review the literature relating to decentralised training platforms used 

in undergraduate medical education.  
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2 CHAPTER 2: LITERATURE REVIEW 

2.1 Introduction 

The aim of this chapter is to summarise the literature relating to decentralised training 

platforms used in undergraduate medical education. The literature will specifically explore the 

relationships and integrations for the necessary transformations needed in medical education to 

strengthen student learning. The enhancement on student learning will translate in the outcome 

being more competent graduates for the South Africa context. In this chapter, I will explore the 

different elements of the conceptual framework as they are interrelated and overlap. Each of the 

elements will be discussed separately for the sake of clarity. This chapter begins with the 

definition of terms used in the literature presented.  From Section 2.3, I will summarise the 

literature to date on the transformations needed in medical education and then unpack the 

components of the conceptual framework as they relate to undergraduate medical education.  

The literature for past 15 years was included in the study as this marks the educational 

transformation period. 

2.2 Definition of terms 

Decentralised training platforms (DTPs) is defined for the purposes of this study, as any 

learning environment such as a clinic, district hospital, school or old age facility, used for 

medical teaching. This site is situated away from the main campus. The site is situated close to 

the community the outcomes are aimed to serve and is linked to providing service to that 

specified community. In so, doing ensuring that specific learning outcomes in the curriculum are 

met for example primary health care.  My definition excludes tertiary academic hospitals. DTP 

discourse has changed over the past few years and includes and refers to distributed medical 

education. 

Primary health care (PHC) is a whole-of-society approach to health and well-being centred on 

the needs and preferences of individuals, families and communities. It addresses the broader 

determinants of health and focuses on the comprehensive and interrelated aspects of physical, 

mental and social health and wellbeing.1 

Medical Education according to Garcia (2014) is, “medical education is the process for training doctors, 

subordinate to the dominant economic and social structures in societies in which it takes place”.2  

Community-based Education (CBE) is a form of instruction where students learn professional 

competencies in a community setting to help students build a sense of connection with their 
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communities. CBE is a popular approach for all forms of education and for all age groups 

especially at higher education level where the primary purpose is to foster interdependence 

between education and communities for enhancing the capacity of individuals and groups for 

improving their quality of life. Community-based Learning (CBL) is viewed as a teaching 

methodology that “it is a pedagogical model that connects classroom-based work with 

meaningful community involvement and exchange”.3 

2.3 Current context of Primary Health Care in Medical Education 

The health context in our country requires a strong primary health care focus. Sub-Saharan 

African countries continue to face challenges with regard to general population health 

improvement, health systems strengthening and the education of health professionals.4-6” 

 

Subsequently, the focus has now shifted towards strengthening primary health care”and 

community-based health services. For medical schools in South Africa, responsible for training 

health professionals, this has meant they have been challenged to produce greater numbers of 

graduates who will be trained to deliver this healthcare service.  

For this reason,”medical education in South Africa is facing a major paradigm shift. The urgency 

to increase the number of suitable, qualified and socially accountable”health sciences graduates 

has brought to the fore the need to identify alternative training platforms and learning 

environments, often in rural areas.” 

 

The primary health care (PHC) approach and the primary level of care are related concepts in 

healthcare, but they are distinct in their meaning and application.  

The Primary Health Care Approach (PHC) is a healthcare philosophy based on equity, 

accessibility, community participation, and collaboration. It emphasises holistic care, 

addressing broader health determinants, rather than disease treatment. Rooted in the Alma-Ata 

Declaration, it aims for "health for all" by ensuring universal health coverage and addressing 

social and economic inequalities. The PHC approach guides healthcare policies and strategies at 

all levels to meet community needs. 

The primary level of care is the first point of contact with the healthcare system, providing basic 

services. It focuses on community delivery, typically including general practitioners, family 

physicians, community health workers, and clinics. Services offered include health promotion, 

disease prevention, early diagnosis, common illness treatment, and chronic condition 
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management. The primary level of care is operational and context-specific, determined by 

available infrastructure and resources. 

PHC Approach is a guiding philosophy that underpins how health systems are structured and 

services are delivered to promote equity and community-centered care. Primary Level of Care is 

the operational implementation of care delivery at the grassroots level, where healthcare 

services are accessed by individuals. While the PHC approach influences the design and vision 

of health systems, the primary level of care is one component within this broader framework, 

emphasising localised service delivery.  

“In order for educators to train graduates for the 21st Century, we need to be aware of the ways in 

which we will measure our shifts. According to the World Health Organisation, more 

professional health workers are needed, but it has become clear that efforts to scale up health 

professionals’ education must not only increase the quantity of health workers but also address 

issues of quality and relevance in order to address population health needs.7  

 

“Our current context requires a more directed approach toward primary health care. Irlam et 

al.(2009) provide a useful framework for future monitoring and evaluation of the primary health 

care sub-themes of culture, psyche and illness; health promotion; and evidence-based practice 

within the medical curriculum.8  

 

Although this is seen as a tangible contribution to transformative health professional education, 

it contradicts the expressions of Duvivier et al.(2015)9 The authors,9 and Kent et al. (2007)10 

speak of the interesting developments in how we have traditionally trained undergraduates that 

offer promise for the future of healthcare and delivery. 

 

More than 100 years ago Flexner proposed reorientation and reorganisation of medical 

education after a survey of 155 existing medical schools in USA and Canada amid widespread 

concern about performance and competency.11”Literature critiques that very little if anything 

has been done to realise the proposals presented by Flexner (1912)11.“Gibbs (2007) argues that as 

an international community that is seemingly passionate about medical education and shares a 

belief that the future of a country’s health relies on the education of its future health care 

workers we have to recognise the problems faced in medical education.12” 

 



9 
 

“Recognising these problems and investing in addressing change it is evident that a paradigm13 

shift, both in speech and practice, needs to take place. A shift that embeds improvement in 

community health with innovations in health professions education with delivery and health 

policy needs to be at the core of the work at medical institutions.14 

 

2.4 Call for transformations in Medical Education 

The WHO has recommended that health professional education and training institutions 

should transform student selection, curricula and educational pathways to meet the health-care 

needs of communities.7 Existing evidence suggests that the incorporation of decentralised 

training platforms (DTPs) and more situated learning within the curricula is an important 

educational strategy to achieve curriculum transformation.3, 10, 15-17 Decentralised placements 

create space for students to build self-confidence and develop competencies that assist in 

preparing them for practice.” 

 

There is a need to transform medical education through the development of relevant skills and 

competencies that are able to address patient and community needs.18 The literature indicates 

that increasing attention is being paid to the need relevant to their contexts and to strengthen 

health systems.7, 19 There are constraints in South African medical training that limit academic 

institutions from meeting the needs of the country.20 These constraints include the diversity and 

inequitable divides that exists in the communities in South Africa. The challenges are systemic 

and the absolute number of graduates that are produced per annum is not enough to respond to 

the country’s needs. Another challenge that exists is that medical schools are centred around 

large tertiary hospitals in the cities.21  

 

This has implications in the design of rotation settings, rotation objectives, the activities 

students are expected to complete and the environment where the learning takes place. Worley 

et al.22 speak of the split between the learning that is meant to take place and what is actually 

learnt whilst out on rotations. Context-based learning reflects consideration for "the interaction 

and intersection of students, learning tools, and context is given a learning environment" (23, pg. 

44).23 A deeper understanding of the factors that impact on learning can assist educators to 

optimise the teaching and learning environment. The concept of social context suggests that 

"learning is an everyday event that is social in nature because it occurs with other people, and it 

is the interaction with the setting itself that determines the learning" (24,pg 13).24”This will 
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ensure that graduates are fit for purpose and meet the required competencies for our context of 

professional engagement in South Africa.25 

 

Students who undertake a placement in communities are able to participate in the 

comprehensive care of patients over time; participate in continuing learning relationships with 

these patients’ clinicians and the community, and meet the majority of the year’s core clinical 

competencies, across multiple disciplines simultaneously through these experiences.26 

 

2.5 Methodologies used in medical education. 

“Teaching methodologies have changed in undergraduate training. Most of the learning no longer 

takes place in the classroom. Dated teaching technologies like bedside teaching, problem-based 

learning and simulation continue to form a huge part of the teaching methodologies used. It is 

clear that changes in medical education have begun to ensure learning is carried out with some 

context-based activity in a social setting.27 However, there is still tension between those who 

argue for the importance of the cognitive learning28 of students and others who believe that 

learning is largely a sociocultural phenomenon.29” 

 

The utilisation of this platform in the teaching process at the university will impart skills and 

knowledge to be a medical expert. David Gruenewald, speaks of how “place-based pedagogies 

are needed so that the education of citizens might have some direct bearing on the well-being of 

the social and ecological places people actually inhabit” (30,pg 4)30 

 

Englander et al31 and Reeves et al32 support the notion that within the training there is need to 

develop more competencies that can be best developed in community contexts with structured 

learning activities at these decentralised teaching platforms. De Villiers et al. propose that 

“decentralised training offers opportunities to address this quantity, quality and relevance 

factors”.33 

 

2.5.1 Learning spaces  

“Widyandana et al. (2011) showed that primary health care (PHC) is recommended by medical 

students as the best place to learn clinical skills,34 whilst it was also found that District General 

Hospitals (DGH) were more preferred than tertiary hospitals.35  The high preference of the 

DGH by students and the teaching staff is due to its ability to provide longer patient exposure, 

which leads to improvement in patient care.26, 36  Daly et al. (2013) highlighted the learning 
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spaces that occur within rural placements, such as learning about personal roles, experience 

environment and the connection between students and learning spaces.26  

 

DTPs are vital for the education and development of health professionals like physiotherapy and 

dentistry.37 They offer interdisciplinary research, practical placements, and professional 

development opportunities, enhancing students' competencies and preparing them for diverse 

roles in healthcare systems. DTPs emphasise collaborative learning, fostering a broader 

understanding of healthcare challenges and encouraging innovative solutions. They align 

curricula with evidence-based practice frameworks, ensuring students acquire competencies for 

clinical settings. Learning outcomes are structured around key domains like professional 

practice, patient care, and sustainable healthcare. Decentralised training platforms further 

enhance learning outcomes by immersing students in real-world healthcare environments. 

 

2.5.2 Rural Learning contexts 

 “The training of rural workforce is a viable strategy for addressing medical education 

transformation. Murray et al.(2012) recommended policy interventions that address rural 

medical workforce needs such as funding provision for rural scholarships purposes, the creation 

of “rural clinical school campuses and regionally based medical schools”, encouraging the 

selection of students from rural areas, and the establishment of “rural-health clubs” at 

universities for students to create interest in rural health.16”This provides a feasible strategy to 

address the need to train for rural contexts. Limited research speaks to the use of this model as a 

strategy to address the shortages of staff in underserved areas. 

 

The danger in only focusing on the clinical training of undergraduates limits the community 

engagement opportunities. In the training of students Bicket et al. (2010)  found that motivators 

for students’ engagement were linked to their need to contribute to the community.38 It 

empowered students to have responsibility and clearly defined roles, allowing them to have a 

meaningful connection with others.38 Training on a rural platform provided students with an 

understanding of healthcare and how it is delivered in the community.39 A study on students’ 

experiences of innovative rural education found benefits of rural clinical schools came about 

because they contribute to the “ development of leadership qualities and that students 

acknowledged their role as a healer when they work with patients.40 Community-based 

education has been found to have a great impact on communities and student engagement in 

community work. Short-term benefits included improvement of services, decreased referrals, 
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home visits; provision of primary healthcare services that are community oriented, 

communication improvement and professionalism.41-45 Long-term benefits included improved 

teaching and familiarity with health care system and student engagement in community work.3, 

41, 45  

 “ 

2.5.3 Longitudinal integrated clerkships 

 “Hirsh et al.(2012)46 argue that longitudinal integrated clinical education programmes pay 

attention to the changing context and have principles that impact and underpin the educational 

design, the structure of the models, and outcome data for educational reform.” 

 

 “Greenhill and Poncelet (2013) argue that medical education programmes that incorporate LICs 

aim to create doctors who are patient-centred, clinically competent and knowledgeable, and 

maintain high standards of professionalism and humanistic values such as integrity and 

humility.47 Longitudinal placements allow time to reflect on health issues in a social context and 

enable students to follow up patients and their families. They provide opportunities for 

reflection and guidance from clinical teachers, preceptors and peers.” 

 

The responsibility to make the most of available opportunities requires that“students have the 

skills to make this link. In order to transform medical education at decentralised training 

platforms, educators need to better understand what learning “occurs for students during the 

situated learning experiences. The work of van Schalkwyk et al.(2014)48 and Couper et 

al.(2011)49 argue in support of longitudinal placements to enhance the learning opportunities. 

These findings can provide guidance in designing service-learning activities. Their findings, 

however, did not explore what these learning environments looked like or how they are 

constructed. The learning objectives must be aligned with the learning that takes place in that 

environment. Soemantri et al.(2010)50 discuss the merits of having clear objectives for the 

educational environment. It is understood that a well-developed placement at a decentralised 

training platform will enable graduates to meet the many challenges of providing high-quality 

patient-centered care and of navigating a complex health care delivery system with the required 

competencies. This concurs with the competency training that Reeves et al.(2009)32 and 

Englander et al.(2005)31 propose for graduates. 

 

The International Consortium of Longitudinal Integrated Clerkships (LICs) definition states 

that students who undertake an LIC will participate in the comprehensive care of patients over 
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time; participate in continuing learning relationships with these patients’ clinicians and the 

community, and meet the majority of the year’s core clinical competencies, across multiple 

disciplines simultaneously through these experiences.26 “The key features of LICs include 

continuity with clinical teachers, patients and settings26 introduce a theoretical approach to 

LICs: the social learning system (or workplace learning).” Community-based education and 

LICs have been in use in South African medical education and building on this in an 

appreciative way will be the entry into exploring the decentralised training platforms.  

 

The framework used in this study is promising, but there is a broader range of theoretical 

concepts that underpin the use of the LIC as a new approach in medical education, including 

the symbiotic model of clinical education, social learning theory and transformative learning.” 

 

2.6 Arguments in favour of the use of DTPs 

DTPs have been proposed as an important strategy to achieve educational reforms.51,52 These 

DTPs have situated away from the main university campus, exclude tertiary academic hospitals, 

and are close to and engaged with communities.” 

 

“The benefits of DTPs include the expansion of the teaching platform that enables an increase in 

the production of medical graduates,53 attraction to and retention of graduates in rural and 

other underserved areas,54 enhanced social accountability of graduates,20 and changing negative 

views about PHC or non-tertiary level services.55,56” 

 

Transformative learning acknowledges the importance of context, relationship formation 

between students and society, and experiential learning.57 As such, transformative learning can 

occur by indulging in community activities that will positively affect the health of the 

population.58 Rudolf et al.(2014) emphasized the value of planning student activities with the 

communities where students are involved in service learning.59 Transformative health 

professional education needs many reforms, of which DTPs is only one alternative.60  

 

In the preceding decade, the notion of social accountability has assumed increasing global 

importance. Boelen and Woollard (2009) proposed that social responsibility involves” 

“accountability to society for actions intended to serve it”(61, pg 887)“ and that within health 

professions education institutions should foster commitment from graduates to respond to the 

priority health needs of citizens and society.61”It is argued that placement of students within 
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communities for their practical learning experiences, allows opportunities for accountability by 

students (and future graduates) to these communities.51””Social accountability supports”the 

idea that learning environments are required to move from tertiary academic teaching 

hospitals,62 and that DTPs are more likely to encourage trained health professionals to remain in 

underserved areas.63”  

 

2.7 Research Gap for the Study 

Empirical gaps exist as to“whether DTPs are appropriate training environments to equip 

undergraduate medical students with the knowledge, skills and attitudes to address the 

primary health care needs. There have been increasing calls for curriculum transformation, as 

well as a particular emphasis on the utilisation of decentralised training platforms (DTPs) in our 

medical schools. The Health Professions Council of South Africa (HPCSA),64 dictates that it is 

important for medical schools to deliver undergraduate medical education through 

decentralised platforms as a method of teaching to better prepare graduates to address the 

health and healthcare system needs of South Africa. The recent adoption of the Consensus 

Statement on Decentralised Training in the Health Professions was endorsed at the closing 

ceremony of the 2017 South African Association of Health Educationalists (SAAHE) national 

conference in Potchefstroom. The consensus statement positions decentralised training as being 

part of the solution to the challenges we face in healthcare, and calls on all those involved – 

particularly education and service partners – to work together towards developing a shared 

vision for such training.33 It is part of a process that includes the development of a framework 

that will provide practical guidance for implementing decentralised training. SAAHE members 

were invited to support the statement and to use it in advocating for decentralised training.65 

 

Existing studies in the field have been limited in the providing the evidence that our curriculum 

prepares graduates to understand community health needs. Frenk et al.(2010)  have 

recommended a "system-based" educational reform that will address the health system need 

(such as shortage of medical workforce) and also enables the production of competent students 

who will be able to address context-specific health challenges.31, 66,67”“Frenk et al. (2010) have 

argued that transformative learning and mutual dependence in medical education are 

necessary5.”“Having opportunities for service learning and incorporating the key principles of 

the PHC approach into a decentralised teaching environment provide the transformative 

learning that is required.8, 68, 69 To date, the medical schools in South Africa have not 

documented the ways in which they currently use DTPs. Anecdotal evidence exists of the DTPs 
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as examples of transformative learning environments but very little is documented in order for 

educators to analyse what elements are needed to ensure that DTPs are a transformative 

learning environment that acknowledges the importance of context, relationship formation 

between students and society, and experiential learning.57,70 As such, transformative learning 

can occur by indulging in community activities that will positively affect the health of the 

population.58 Rudolf et al.(2014) emphasised the value of planning student activities with the 

communities where students are involved in service learning.59 

 

“It is important to develop context-specific competencies as a way of promoting social 

accountability. Transformative learning in medical schools cannot be separated from social 

accountability and a community consultative process is important for assessing the rural 

training of health professionals.71 Having a social accountability mandate for the institution 

provides opportunities for community engagement that strategically contribute to the 

successful learning experiences of students at rural clinical schools.72 Emphasis is placed on the 

need for capacitating educators to be change agents by encouraging peer mentoring, supporting 

innovations and providing educational scholarships72, 73 that are based on the self-directed 

learning74 approaches of undergraduates. Peer mentoring is necessary for augmenting learning 

and fostering leadership among students.75”The literature has a limitation in expression how 

these models are replicated and what elements are essential to maintaining the learning 

environments.76-78 

 

Medical schools are thus seen as critical change agents to transform medical education by 

promoting social accountability.59 For this reason, the responsibility lies with medical schools 

to develop and propose solutions to address the gaps. Although there are clear gaps with regard 

to graduate competencies and meeting health system needs, medical schools are considered 

critical in transforming medical education by supporting a shift away from tertiary education 

towards DTPs.16 This will provide more context-based learning that will help graduates develop 

the necessary competencies for their future practice in delivering healthcare.79 Studies have been 

conducted showing how DTPs have been used as an approach to train a greater number of 

suitably trained health professionals who are more likely to remain in the underserved health 

sector16. DTPs allow for an understanding of the context and local needs in which learning 

occurs, which in turn assists in addressing relevant competencies.63 Through decentralised 

platforms, culture and community are strengthened and social responsibility is encouraged 

whereby students are involved in community-based projects and service learning activities 
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leading to context understanding and better service.51 The curriculum is used to support and 

assess the graduate's competencies on exit.67 The curriculum also sets the standard for 

supervision/ preceptorship while at the DTP.79 Thus if DTPs have the potential to realise the 

abovementioned possibilities in undergraduate medical education, why are we not using more 

platform of this kind?  

 

Like many other countries, South Africa is facing a paradigm shift regarding identifying suitable 

training platforms and learning environments for medical education that would produce a more 

suitable graduate. Health personnel will be regarded as being “fit for practice”4 and socially 

accountable80, if they are able to address the81 health needs of the communities they serve. The 

focus for medical education is thus shifting towards strengthening primary health care and 

community-based health services.10 In particular, Kent and De Villiers(2007)10 accentuated the 

importance of medical education that produces health professionals ready to practice in rural 

and remote areas, and there has been a move towards this in the country.” 

 

Another gap exists around whether DTPs can assist in the expansion of undergraduate numbers 

at institutions. In addition, there is a skewed distribution of health care professionals, as most 

favour placement in urban-based health facilities for a range of personal and professional 

reasons.82, 83  It is within our rural areas that healthcare” professionals are most needed. The 

need to train more graduates is reinforced as basic healthcare services become a mandatory 

prerequisite for citizens.84 In order to train more graduates, we need additional teaching and 

learning environments.” 

 

The guidance of learning theories to unpin the teaching at DTPs is another gap in research. As 

educators, we have underestimated the learning processes for students. As we explore how best 

to improve higher education in South Africa, we seek answers to questions that have not been 

explored with such depth. In our attempt to provide transformative education, we need to 

further understand whether students make meaning" out of these experiences, how students 

construct knowledge in a clinical experiential setting and what factors will enhance that 

outcome.70”Hussain (2011) argues that competency frameworks in undergraduate medical 

education “increase the transparency, accountability and efficiency of training programmes in 

the face of a changing healthcare environment”(85, pg 184).85 The clinical rotation or placement 

often takes place within a social practice, which presents both opportunities and challenges for 

students during the learning process.” 
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The work of Wegner,(2011 &2008)86 outlines communities of practice central to representing 

an informal or organised learning community or space in which members have three 

objectives.86, 87” 

1. “interact with each other in many ways, which Wenger refers to as mutual engagement” 

2. “have a common purpose, referred to as a joint enterprise and 

3.  develop a shared understanding of common resources of language, styles and routines by 

means of which they express their identities as members of the group.  

Social learning allows students to gain the attitudes, values, skills, and constructed 

professional knowledge necessary for effective, responsive practice. Since clinical rotations 

occur in a practice setting that is largely a social environment, it may be useful to research such 

a setting by making use of a lens that is socially based such as situated learning.” 

 

2.8 Chapter Conclusion 

  There is a wide variety of options for DTPs, and medical schools choose amongst these in 

relation to context, aims and resources. It is apparent however that many of the most effective 

DTP models are situated in rural contexts88 and that rural medical educators are responsible for 

a significant proportion of the available literature on DTPs.89 “A competency-based approach to 

education could result in better quality because educators would begin to have information on 

outcomes, which could ultimately lead to better patient care.90 Defining a core set of 

competencies across educational oversight processes could also reduce costs as a result of better 

communication and coordination, with processes being streamlined and redundancies 

reduced.91 Integrating core competencies into oversight processes would likely provide the 

impetus for faculty development, curricular reform, and leadership activities.92” 

 

This may be both because the rural context provides a unique opportunity for hands-on clinical 

practice and engagement with communities, and because rural academics have often taken the 

lead in clinical educational innovation.32 These DTP models show the impact that decentralised 

training has on students through community health service provision93,27; the extent of the 

impact of this training on the communities served is less documented, and would be a valuable 

avenue for further research. 

 

It is clear that DTPs have demonstrated the capacity for realising academic, service and social 

learning agendas, depending on the strategies adopted. Various models of DTPs provide options 
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for developing context-specific competencies that respond to the health needs of the 

population. Hunt et al.(2011) also argues that partnerships between communities and academic 

institutions are essential94 for the success of a functional DTP model in the 21st century.  
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3 CHAPTER 3: METHODOLOGY 

3.1 Introduction 

In this chapter I provide a full method description used in the PhD to achieve the study 

objectives. In section 3.2, I outline a broader methodology description and the theoretical 

framework for the study including the timeframes within which the PhD was completed. This 

chapter starts with the setting, followed by the research design, axiological and philosophical 

assumptions, as well as a research framework. This chapter will also describe the justification 

for the research design, recruitment, and participant selection, as well as the tools used for each 

objective. Likewise, it describes the research process in detail and provides an opportunity to 

reflect on the research process and methods. 

In section 3.3 the ethical considerations are discussed. In sections 3.4 to 3.8, I summarise the 

study setting, the study population, sampling methods, development of data collection tools, 

data collection, data management and data analysis. In section 3.9, I outline the triangulation 

methods, and in Section 3.10, I discuss the study limitations and the steps taken to prevent or 

overcome these. In the concluding section 3.11, I highlight the strengths of my PhD study. 

3.2 Conceptual framework  

3.2.1 Brief overview of the frameworks  

“In this PhD study, I have adapted an analytical framework that draws both on the work of early 

pragmatist philosophers C.S. Peirce and John Dewey, the Community of Inquiry95 Model (CoI) 

and the Context, Input, Process and Product (CIPP)96 evaluation model,  developed by Daniel 

Stufflebeam and colleagues in the 1960s. CIPP is an evaluation model that requires the 

evaluation of context, input, process, and product in judging a programme’s value.” 

 

Recognition for the International Classification of Functioning, Disability and Health (ICF) as a 

comprehensive framework for understanding health and disability, emphasising the importance 

of considering the broader context of an individual's life. It advocates for a holistic view of 

health, recognising that health outcomes are influenced by biological, psychological, social, and 

environmental factors. The ICF supports ongoing engagement with patients to understand their 

evolving circumstances, allowing healthcare providers to tailor interventions. It also emphasises 

the importance of understanding the patient's lived experience and the impact of their 

environment on their health, fostering a deeper connection between healthcare providers and 

patients. The ICF framework was not included as a framework in application to this study. 
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Figure 3: Conceptual Framework developed from the Community of Inquiry (CoI) 58 model by C.S. Peirce and John 
Dewey, and the Context, Input, Process and Product (CIPP)59 evaluation model by Daniel Stufflebeam et al. 

 “The CoI model is based on social constructivist education theory, and serves as a framework for 

teaching and learning.97 The CoI identifies and measures three essential elements of an 

educational experience: cognitive presence; social presence; and teaching presence.97 As DTPs 

provide the platform for teaching and learning, the CoI provides a useful approach to analysing 

the educational experience of medical students at the study sites.” “ 

 

“The CIPP framework was developed originally as a means of linking evaluation with programme 

decision-making. It aims to provide an analytic and rational basis for programme decision-

making, based on a cycle of planning, structuring, implementing and reviewing and revising 

decisions, each examined through a different aspect of evaluation –context, input, process, and 

product evaluation. The CIPP evaluation model is considered a useful framework to guide the 

conception, design, implementation, and assessment of DTPs, and to provide feedback and 

judgment of their effectiveness, thus generating recommendations for continuous 

improvement.98” 

 

The COI (Community of Inquiry) and CIPP (Context, Input, Process, Product) frameworks 

complement each other by addressing different yet interconnected aspects of evaluation and 

learning environments. 
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• COI Framework: This focuses on creating a collaborative and meaningful learning 

experience. It emphasises three core elements: cognitive presence (critical thinking and 

knowledge construction), social presence (interaction and communication), and 

teaching presence (design and facilitation of learning). 

• CIPP Framework: This is an evaluation model that provides a systematic approach to 

assess programs or projects. It examines four components: context (needs and goals), 

input (resources and strategies), process (implementation), and product (outcomes and 

impacts). 

Together, these frameworks can be used to design, implement, and evaluate educational 

programs or learning environments. 

 

3.2.2 Description of my conceptual framework  

While the CIPP evaluation model looks at the context, the inputs, processes and products, the 

COI model look at the experience. For the purposes of this study, the product will not be 

explored as these benefits / expected outputs require longitudinal studies, and graduate 

tracking is not an objective of this study.  

 

The learning objectives at the DTPs within each institution may be different across the sites. 

The supporting discourse, setting climate and content will differ across the four institutions. 

The interplay of the constructs may differ across the universities and this, in turn, will impact 

on the transformative opportunities of DTPs. 

 

3.3 Study setting 

The study was conducted at the University the Witwatersrand (Wits), the University of 

KwaZulu-Natal (UKZN), Walter Sisulu University (WSU) and Sefako Makgato University 

(SMU). These universities are located in three South African provinces and represent a wide 

spectrum of South African universities – from a predominantly rural environment (WSU), a 

mixed environment (UKZN & SMU) to a predominantly urban environment (Wits). All four 

institutions participated in the NRF TiME-SA funded study. Table 1 provides a high-level 

overview of the selected universities.  

3.3.1 Table 1: Overview of selected universities  

University Year of establishment 
Provincial 
location 

Target student 
population Urban/rural 
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University of 
KwaZulu-Natal 
(UKZN) 
  

UKZN was established in 
2004 as a merger of 
University of Natal (UN) and 
University of Durban-
Westville (UDW). UN was 
established in 1910 and UDW 
was granted University status 
in 1972  

KwaZulu-
Natal  
 
  

In 2015, student 
demographics were 
reported: 69% Black 
African students, 24% 
Indian students, and 
5% white students. 

Urban (Durban) 
 
 
  

University of the 
Witwatersrand 
(Wits)  

Wits was founded in 1896 as 
the South African School of 
Mines but was granted 
University status in 1922  

Gauteng  
 
  

From a 2015 report: 
60% Black African, 
22% White, 13% 
Indian, 4% coloured 
students. 55% of 
students were female 

Urban 
(Johannesburg) 
  

Walter Sisulu 
University 
(WSU) 
 
 
  

WSU was established in 2005 
from a merger between Border 
Technikon, Eastern Cape 
Technikon (est. 1985) and 
University of Transkei 
(founded 1976 as a branch of 
University of Fort Hare, and 
gained independence in 1977) 

Eastern Cape 
 
 
  

From a 2011 database, 
WSU is said to have a 
100% black African 
student population, 
with 57% of the 
students being female 
  

Rural (Mthatha) 
 
 
 
  

Sefako Makgatho 
Health Sciences 
University (SMU) 
 
 
  

Established in 2015, the 
Medical University of South 
Africa (MEDUNSA) was 
separated from the University 
of Limpopo (established in 
2005 by merger) in 2015 
 
  

Gauteng  
 
 
 
 
  

20% of students places 
are reserved for 
students from the 
foundation programme, 
the remaining places 
are distributed: 78% 
Black African, 11% 
White, 8% coloured, 
3% Indian. 

Urban,  (Pretoria 
North) 
 
 
 
  

 

3.4 Study design 

This study was a cross-sectional study, using mixed methods.62 A convergent parallel mixed 

methods design63 was used to bring together the qualitative and quantitative components. This 

involved separate collection of qualitative and qualitative data which was merged during the 

analysis and interpretation phase.64 Within educational research, a mixed method approach 

assists with analysing a research problem holistically,65 as neither quantitative nor qualitative 

methods are sufficient by themselves to understand the complex processes of teaching and 

learning that occur during clinical placements.66,67 Medical education research aims to improve 

teaching, learning, and evaluation methods in medical schools and training programmes. 

Furthermore, exploring the educational value ensured that this research contributes 

meaningfully to educational practice, examining relevant medical education inquiries and 

distributing findings to positively impact the wider population. 
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3.4.1 Table 2: Overview of study methods  
Objective Proposed Questions Data Collection 

Instruments 

Methods of 

Analysis 

1. Describe the 
typology of 
decentralised 
training 
platforms at 
the four 
universities 

a. Type of facility 
b. Number of facilities 
c. Distance to sites (calculated 

with Maps) 
d. Category of health professional 

students trained  
e. Length of students stay at 

facility 
f. Staff composition and 

responsibilities 
g. Relationships with community 

(communities) 
h. Innovations/good practices at 

the decentralised training 
platform 

i. Challenges/ constraints at DTPs 

a. Site visit and 
observations 

b. Interviews with key 
informants at each of 
the selected 
universities’ health 
science faculties 

c. Faculty documents 
d. Staff who set up 

community placements 
e. Staff who co-ordinate 

community/service 
learning activities. 

Qualitative 

analysis: thematic 

analysis & 

MAXQDA 

version 12 

MAXQDA 2024 

Quantitative data 

–STATA  

 

2. Compare the 
teaching or 
learning 
objectives at 
the DTPs 
within each 

institution’s 

DTPs 

across the 

four 

institutions 

a. What theory of teaching and 
learning exists at the 
decentralised training platforms? 

b. What are the learning objectives 
as per curriculum? 

c. What learning activities are 
outlined in the curriculum? 

d. What learning activities do 
students engage in? 

a. Document review 
b. Interviews with key 

informants 
c. Interviews with staff 

and preceptors  

 

Thematic content 

analysis  

3. Compare the 
experiences 
and 
perceptions 
of preceptors 
and staff at 
the existing 
decentralised 
training 
platforms 

a. What are the 
advantages/strengths of 
decentralised training platforms? 

b. What barriers/ constraints exist 
at decentralised training 
platforms? 

c. What are the opportunities 
provided by DTPs to transform 
medical education? 

a. Interviews with staff 
and preceptors  

Qualitative 

analysis: thematic 

analysis & 

MAXQDA 

version 12 

MAXQDA 2024 

 

4. Describe the 
final year 
student 
experiences 
at the 
existing 
decentralised 
training 
platforms 

a. What are the student 
experiences from placement at 
decentralised training platforms? 

b. What are perceived 
advantages/strengths of the 
placement at decentralised 
training platforms? 

c. What were barriers? 
d. What are recommendations 

from students’ perspectives? 

a. Focus group interviews 
b. Log diary  

Qualitative 

analysis: thematic 

analysis & 

MAXQDA 

version 12 

MAXQDA 2024 

 

 

3.5 Qualitative component of the PhD study 

The purpose of the qualitative component was threefold: Firstly, using a review of key 

curriculum documents, and exploring the perspectives of key informants on the training of 

undergraduate medical students (Chapter 4). Secondly, exploring the perspectives of 
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preceptors and staff on the utilisation of decentralised training sites on the training of 

undergraduate medical students (Chapter 7). Thirdly, the experiences of students who are 

trained at decentralised training sites (Chapter 6). 

3.5.1 Key informant interviews and document review 

The key informant interviews and the document review was used to answer thesis objective 1 

and objective 2. Further details are contained in Chapter 4. 

3.5.2 Site visit observation 

The data collected during site observations at the decentralised sites was integrated into the 

findings to answer thesis objective 1 and objective 2. Further details are contained in Chapter 4. 

3.5.3 Data management of the qualitative study  

Throughout this thesis, all qualitative data was safely maintained. Using a Voice Memos 

programme on a protected mobile device, the key informant interviews were digitally recorded. 

The mobile device provided two levels of security: key code and fingerprint access. The audio 

files were downloaded and saved on a password-protected laptop after the interviews. 

Likewise, the same password-protected device was used to safeguard the transcriptions of the 

audio recordings done by researcher. The related notes from the key informant interviews were 

kept in a secured, access-controlled office. Every handwritten field note from the ethnographic 

observations that was used to study the participants, cultures, and behaviors in their natural 

setting was kept in a locked, access-controlled office before being transferred to a password-

protected laptop and grid-formatted in Microsoft Excel. The goal was to deeply understand the 

lived experiences, values, and practices of participants through immersive observation and 

interaction. Ethnographic methods prioritise context and subjective experiences, making it a 

powerful tool to uncover rich, detailed insights. 

To ensure the credibility and reliability of ethnographic findings triangulation using multiple 

data sources (e.g., interviews, field notes and documents) and the perspectives helped validate 

the findings and provided a holistic understanding. The researcher continuously reflected on 

their biases, assumptions, and influence on the research process, ensuring they maintained 

objectivity and authenticity in their approach. 
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3.5.4 Trustworthiness 

The standards for assessing the calibre of qualitative research are laid out in Lincoln and 

Guba's99 work, which suggests that the results may be used to the creation of curricula and 

instructional strategies. In order to achieve credibility, confirmability, transferability, and 

dependability while performing qualitative research, the requirements are centered on 

trustworthiness99. 

The triangulation of findings99, which entails gathering both quantitative and qualitative data, 

guaranteed credibility and confirmability. Likewise, the observation checklist (Annexure 4) and 

the interview schedule (Annexure 2) made sure that the same data was gathered. Researcher 

debriefing99 was also employed throughout analysis, which established confidence in the 

qualitative data by using independent analyst (acknowledged in publications) through the 

methodical procedure of intercoder agreement.  

A "rich description"99 of the qualitative data was used to achieve transferability. This included 

in-depth descriptions of the experiences of participants who might influence the use of 

decentralised training platforms by virtue of their [key informants] involvement in the teaching 

and learning process in this setting. Furthermore, the qualitative study's trustworthiness was 

guaranteed via peer debriefing, which is covered in the paragraph above. 

The trustworthiness of qualitative research is based on the idea that a transparent audit trail of 

the study is accessible and able to be evaluated by anyone outside the study to confirm that the 

results are reliable and repeatable 99. The NRF study provided gatekeeper permissions from the 

four participating universities. The permission letters have not been included as appendices in 

this thesis. This PhD thesis’s qualitative component's trustworthiness was verified in two 

methods. First, by presenting the research techniques to the Faculty Graduate Studies 

Committee, the Human Research Ethics Committee (HREC) (Medical), and the protocol 

phase—three crucial stages in this PhD journey—for assessment. Second, to recognise the 

halfway point of the PhD study, an interim seminar was held, which is a prerequisite of the PhD 

programme. 

The preliminary results and an audit trail, which is a summary of the procedures followed 

during the research process, were presented to two external assessors for assessment during 

this seminar. The presentations mentioned above also guaranteed the validity of the qualitative 

components of the PhD thesis and demonstrated that the procedures followed during the 



26 
 

research process, the instruments used for data collection, and the data themselves were 

legitimate and suitable for addressing the thesis’s goals 99. 

I continuously engaged in a reflexive approach during my PhD journey, which entailed 

considering how my assumptions would influence the study's conclusions. During the 

intercoder agreement process, I was continuously pushed to view the data through the many 

lenses that the analysts presented, thus researcher debriefing became an essential part of this 

reflexivity supporting reliability and validity. 

The above-mentioned procedures were essential for confirming the results of qualitative study's 

trustworthy 99. 

3.6 Quantitative component of the PhD study 

Determining the use of students’ time while at the decentralised training platforms across the 

institutions through the log diaries in this thesis was the aim of the quantitative component 

(Chapter 5). 

 

3.7 Integration of qualitative and quantitative findings 

Combining the statistical strength and generalisability of quantitative data with the richness 

and context-rich insights of qualitative data is known as "integrating qualitative and 

quantitative findings." Researchers confirmed and enhanced their findings using this mixed-

methods technique, which offered a more thorough comprehension of the study subject. For 

example, quantitative data can support the patterns and themes found in qualitative research, 

while qualitative data can provide the "why" behind trends shown in quantitative data. This 

integration strengthened the findings' resilience and may produce more insightful and useful 

information. 

The process of coding data involved collaborative support to ensure accuracy, consistency, and 

depth in analysis. The researcher, supervisor, and independent reviewer worked together to 

integrate emerging codes. 

The researcher played the primary role in developing initial codes through close engagement 

with the data. The researcher identified patterns, themes, and categories, reflecting the 

researcher’s firsthand understanding of the material. The researcher's familiarity with the 

context and nuances of the data laid the groundwork for subsequent discussions. 

The supervisor offered critical oversight and mentorship throughout the process. The supervisor 

helped refine the emerging codes by providing feedback on their clarity, relevance, and 
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alignment with the research objectives. The supervisor also suggested alternative 

interpretations, encouraging a more robust coding framework. 

An independent reviewer added an external perspective to the coding process. By reviewing the 

data and proposed codes without prior involvement, the independent reviewer helped to 

minimise biases and validate the findings. The independent reviewer’s role ensured that the 

coding remained objective and comprehensive. 

The integration of the emerging codes involved iterative discussions and comparisons among 

the researcher, supervisor, and independent reviewer. They examined the similarities, 

differences, and gaps in their interpretations. Through these exchanges, they achieved 

consensus on the final coding framework, ensuring that it was both reflective of the data and 

methodologically sound. 

This collaborative approach enhanced the credibility of the findings by combining diverse 

perspectives while maintaining rigor and transparency in the coding process. 

 

3.8 Research ethics and ethical considerations 

Ethical approval M170704 and M240358 as per Annexure 11 and Annexure 12. Research ethics 

was essential to guaranteeing the trustworthiness, quality, and societal relevance of the 

educational research process and findings. The broad area of ethical considerations 

encompassed a wide range of issues, including the protection of participants' rights, the 

integrity of the research process, and the proper dissemination of findings. Participants were 

fully informed about the study's objectives, procedures, potential risks, and benefits before 

giving their informed consent. This process respected participants’ autonomy while fostering 

confidence in their contribution to the study.  

 

To safeguard participants' privacy and personal data, secrecy and anonymity was upheld. 

Avoiding any kind of injury to participants—physical, psychological, or emotional—is another 

duty of researchers. Being aware of the power relationships between teachers and students was 

part of this. Transparency in disclosing results, refraining from plagiarism, and appreciating the 

contributions of others are other components of ethical research in education. Researchers need 

to be aware of conflicts of interest and make sure that there is no prejudice or manipulation in 

their work. Education researchers may develop knowledge in a way that is responsible, 

courteous, and advantageous to society by abiding by these ethical guidelines. 
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3.8.1 The ethics conducting medical education research 

The objective of medical education research is to enhance the instructional, educational, and 

evaluative techniques employed in medical schools and training programmes.  

Ensuring ethical concerns is essential for safeguarding the welfare of learners, patients, and the 

credibility of research results. The purpose of educational value is to guarantee that research 

makes a meaningful contribution to educational practice, examine the pertinent inquiries in 

medical education and distribute findings to benefit the wider community.  

3.8.2 My own positionality and reflexivity 

Being an educator for the past 14 years has afforded the opportunity to engage with 

undergraduate medical students and has profoundly shaped my understanding of both 

educational practices and community healthcare dynamics. Through the collaborative 

exploration of healthcare challenges in local communities, particularly rural communities, I have 

recognised the importance of fostering an experiential learning environment that encourages 

students to integrate theoretical knowledge with real-world applications. The research process 

has revealed not only the complexities of community health disparities but also the potential for 

students to become proactive agents of change. By facilitating discussions and hands-on 

projects, I aimed to cultivate a sense of social responsibility and cultural competence among my 

students. This reflective journey has illuminated the reciprocal relationship between teaching 

and research; as I guided students through various research methodologies, I too was enriched 

by their fresh perspectives and innovative solutions. Ultimately, this symbiotic engagement 

underscores the critical role of education in addressing healthcare inequities and enhancing 

community well-being. 

The positionality of the author as a non-medical person significantly shaped her perspective and 

approach to the study, introducing both unique opportunities and challenges. Intersectionality, 

the framework for understanding how multiple aspects of a person's identity intersect to 

influence their experiences and worldview, also played a role in shaping the interpretation and 

motivation. 

As a non-medical individual, the author approached the study with fresh eyes, unbounded by 

traditional medical paradigms. This position allows for the incorporation of interdisciplinary 

insights, drawing from fields such as sociology, anthropology, or public policy, which enriched 

the study's scope. The absence of formal medical training might also prompted the author to 

emphasise patient-centered approaches, focusing on lived experiences and social determinants 
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of health rather than purely biomedical factors. However, it also necessitated a conscious effort 

to engage with medical literature and collaborate with healthcare professionals to ensure the 

study's credibility and relevance. 

Intersectionality highlights how the author's unique combination of identity factors—such as 

her educational background, cultural context, or personal experiences—shaped her motivation 

and interpretation. For example, her background in public health inspired the author to focus 

on health inequities, while personal experiences with healthcare systems drove a commitment 

to more inclusive and empathetic care models. These intersectional influences encouraged the 

author to critically examine systemic barriers and advocate for a holistic understanding of 

patient needs. 

Acknowledging these positionalities has enhanced the study's reflexivity, ensuring that the 

author's biases and perspectives were transparently addressed. It also enriched the study by 

incorporating diverse viewpoints, ultimately contributing to a more comprehensive and 

nuanced understanding of the research topic. 

The intersection of education and research in medical settings serves as a foundational 

component for cultivating future healthcare professionals equipped to address community 

needs. Within this dynamic framework, educators are tasked with designing curricula that not 

only impart essential medical knowledge but also foster critical thinking and empathy among 

students. Simultaneously, as researchers we contribute to the evolution of medical education by 

investigating pedagogical methods that enhance learning outcomes, ultimately benefiting 

patient care. These findings can reshape educational strategies, ensuring that training aligns 

with the evolving challenges in healthcare. This symbiotic relationship emphasises the 

importance of collaboration between educators and researchers, as both play pivotal roles in 

creating an adaptive learning environment. Reflecting on my experiences, I recognise that this 

dual capacity enriches the educational process, facilitating a more comprehensive approach to 

healthcare that extends beyond the classroom and into the communities we aim to serve  

This has impacted on self-reflection on my teaching practice and has offered the opportunity to 

refine my teaching practices and enhance student learning experiences. By systematically 

analysing my instructional approaches and the subsequent outcomes. As an educator, I can 

identify effective strategies as well as areas needing improvement. This iterative process not 

only supports the development of self-regulated learning but also fosters essential reflective 

skills, a vital for clinical competency for undergraduate medical students. Furthermore, 

embracing self-reflection encourages a culture of inquiry and openness, particularly in medical 



30 
 

education, where adaptability and resilience are crucial. As I worked with undergraduate 

medical students, I recognised that this reflective practice led to deeper connections in 

identifying community healthcare needs and tailoring educational interventions accordingly. 

Ultimately, the self-reflection has served as a cornerstone for my professional growth, allowing 

me to evolve my methodologies in ways that significantly impact both student engagement and 

community health outcomes.  

The complexities of working with undergraduate medical students have necessitated a 

profound transformation in my own understanding and practice as an educator. Engaging with 

students during their formative years has highlighted the critical role of self-regulated learning 

in medical training. The research indicates that portfolios serve not only as tools for assessment 

but also as facilitators of personal reflection and growth, enhancing the student’s ability to 

engage in self-regulated learning phases, such as performance, reflection, and planning. This 

dynamic interaction has fostered my continuous development alongside my students. Moreover, 

the emphasis on cultivating critical thinking skills resonates deeply with my mission to support 

resilience and open-mindedness in future healthcare professionals. The perspectives of students 

within this educational framework illuminate the transformative power of reflective practices, 

directly influencing my pedagogical approach and ultimately enriching the learning 

environment.  

Engaging undergraduate medical students in collaborative research has not only enriched their 

learning experiences but has also fostered a sense of responsibility toward community health. I 

have observed that students develop essential skills in self-regulated learning, particularly in 

implementing performance, reflection, and planning phases. 

 This approach allows students to actively contribute to local healthcare solutions while 

refining their critical thinking and problem-solving abilities. As I reflect on this journey, it is 

evident that fostering a collaborative research environment not only improves healthcare 

outcomes for local communities but also promotes the personal and professional growth of 

students, preparing them to be competent and compassionate practitioners. 

In my journey as an educator and researcher, I have observed the profound impact that active 

student engagement can have on community health outcomes. Through experiential learning 

initiatives, undergraduate medical students are empowered to investigate pressing health issues, 

such as food insecurity, and collaborate directly with community members. This approach 

aligns with the principles of problem-based learning, which stimulates students’ critical 

thinking and fosters an intrinsic interest in public health concerns. By integrating community-
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based participatory research into our curriculum, students can develop not only analytical skills 

but also a deeper appreciation for the social determinants of health as they work alongside 

patients. This hands-on involvement not only enhances students’ educational experiences but 

also contributes to more targeted and effective health interventions that resonate with 

community needs, thereby creating a sustainable impact on overall health scenarios within local 

populations. 

The journey through educating and researching alongside undergraduate medical students has 

illuminated the intricate relationship between personal growth and communal health outcomes. 

Engaging deeply with these emerging professionals has not only enhanced the clinical 

competencies of students but has also prompted profound self-reflection on my own practices 

and beliefs as an educator. This reciprocal learning approach has underscored the necessity of 

adaptability and empathy in teaching methodologies, as well as the significance of community-

oriented strategies. Observing students applying theoretical knowledge to real-world healthcare 

challenges in local settings has reinforced the idea that education extends beyond the classroom, 

serving as a catalyst for social change. Furthermore, the research process has been a pivotal 

aspect of this journey, revealing the complexities involved in effectively addressing healthcare 

disparities and fostering collaborative solutions.  Overall, this experience has solidified my 

commitment to continue bridging academia with community needs for improved health 

outcomes. 

As the landscape of healthcare continues to evolve, the role of educators and researchers in 

community health initiatives must adapt accordingly. Importantly, the integration of 

interdisciplinary approaches fosters a more holistic understanding of community needs and 

enhance the effectiveness of health programmes. For future directions, there is a critical need for 

collaborative partnerships among academic institutions, local organisations, and health 

practitioners. Such alliances will not only facilitate the exchange of knowledge but also ensure 

that interventions are grounded in the socio-economic realities of the communities they aim to 

serve. Moreover, empowering undergraduate medical students with research opportunities in 

community health can cultivate a sense of responsibility and engagement, promoting 

sustainable health initiatives. I am further led to believe that ultimately, continuous reflection 

and feedback mechanisms will enable educators and researchers to refine their methodologies, 

ensuring that future efforts are both impactful and responsive to the evolving challenges of 

public health.  
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3.9 Potential bias, limitations and amelioration 

This section describes the study's limitations, possible bias, and the measures taken to 

overcome those limitations and reduce potential bias. 

3.9.1 Potential bias and overcoming bias 

In this study, the potential sources of bias were non-response bias and observation bias.  

Non-response bias: When research participants who do not participate are consistently 

different from those who do, this is known as non-response bias. The questionnaire was created 

to be brief, with items that were clear and easy for participants to understand, so order to 

account for any non-response bias. Additionally, the log diary was transferred to the REDCap 

platform for tablet computers, and the survey was completed via a touch screen, making it easy, 

quick, and private to complete. Developing a relationship with students was one of the 

additional strategies to counteract non-response bias. The log diary ultimately achieved 

response rates above 80%, guaranteeing representativity. 

Observation bias: One possible cause of bias in the observations at decentralised training 

locations was observation bias. Systematic discrepancies in the collected observations may give 

rise to observation bias in the observational research. The researcher was familiar with the 

teaching practices and educational environments at the four universities, which helped to 

minimise observer bias. In order to guarantee uniformity of the observations and to provide 

flexibility for observations to incorporate information not included in the guide, an observation 

guide was also employed for data collecting.  

 

3.9.2 Study limitations and amelioration 

A limitation of the thesis was the selection of DTPs that represent the spectrum of DTPs. The 

selection of the DTPs currently used by the four universities was constrained by the availability 

of current sites being active DTPs at the time of data collection. Some sites were not active due 

to the unavailability of preceptors, deeming those sites out of use. A purposive sample of sites 

was identified to represent one urban, one peri-urban and one rural site in use across all the 

universities in the study. This provided a balanced representation for comparison. Twelve DTPs 

did provide valuable and in-depth information on types, similarities and differences across the 

DTPs used at the four universities. However, it may not be possible to generalise the findings to 

all DTPs at the four universities or to South Africa as a whole.  

 

A limitation was the poor uptake of student participation from the institutions. At the time of 

data collection, two institutions had student boycott demonstrations which hampered 
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recruitment of students. Support of the representative student structures was enlisted to 

encourage student participation. 

 

Another limitation in the study relates to the observational bias in data collection at the selected 

sites. The findings resulted in site-specific representation, the observer effect, selection bias, 

observer bias, and environmental and contextual factors. 

 

Site-specific representation led to data that may not reflect broader trends or conditions, 

making it less generalisable to other contexts. The observer effect influenced the behavior of 

preceptors and students being studied, leading to results that deviate from their natural 

behavior. Selection bias could have introduced a bias when sites were chosen based on 

convenience. Observer bias may have unconsciously influenced data collection and 

interpretation, focusing on data points that confirm hypotheses while overlooking others. 

 

Environmental and contextual factors may also have influenced data collected, distorting the 

results without proper controls or adjustments. Addressing these limitations required strategies 

such as randomisation in site selection, using multiple observers to reduce individual biases, and 

incorporating complementary data collection methods to validate observational findings. 
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4 CHAPTER 4: Context, types, and utilisation of decentralised training 

platforms in undergraduate medical education at four South African 

universities: Implications for universal health coverage. 

4.1 Publication details 

Chapter four is presented as a published paper. The paper provides an overview of the 

characteristics of the DTPs used by four institutions and structures a framework to classify 

these DTPS. This paper was published in Cogent Education. Cogent Education is a 

multidisciplinary open-access journal, publishing high-quality, peer-reviewed articles across the 

breadth of educational research.   

 

4.2 Journal details 

Title of the Publication: Context, types, and utilisation of decentralised training platforms in 

undergraduate medical education at four South African universities: Implications for universal 

health coverage.  

Authors: Dreyer AR1, Rispel LC2 

1 Department of Family Medicine and Primary Care, University of the Witwatersrand, 

Johannesburg South Africa.  

2 Centre for Health Policy School of Public Health, University of Witwatersrand, South Africa.  

Journal: Cogent Education  

Year:2021 

Volume: 8 

Issue: 1 

DOI: https://doi.org/10.1080/2331186X.2021.1906493 

DHET accredited. 

Impact factor: 1.7 

 

4.3 Details of author contribution 

The Contributor Roles Taxonomy (CRediT)100 was used to outline the authors' 

contribution to the study. The full explanation of the terms is in Annexure 13. 

4.3.1 Table 3:1: Details of author contribution 

 Dreyer Rispel 

Conceptualisation ✔ ✔ 

Method ✔ ✔ 

https://doi.org/10.1080/2331186X.2021.1906493
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Resources ✔  

Manuscript writing draft ✔  

Manuscript writing review and editing ✔ ✔ 

Supervision  ✔ 

 

4.4 Copyright and permission 

This paper is presented as published by Cogent Education (Open access). According to the journal 

copyright and licencing guidelines, authors can grant permission to use the article as long as the 

authors are acknowledged, and the article style and information is maintained. 
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4.5 Published article: Context, types, and utilisation of decentralised training platforms 

in undergraduate medical education at four South African universities: Implications 

for universal health coverage. 
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4.6 Chapter Conclusion 

In this chapter, we discussed the types of DTPs and how they are used in undergraduate 

medical education. The next chapter will discuss the use of log diaries to examine the activities 

students are engaged in at DTPs. 
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5 CHAPTER 5: Using log diaries to examine the activities of final year 

medical students at decentralised training platforms of four South 

African universities. 

5.1 Publication details 

Chapter five is presented as a published paper. The paper analysed how final-year medical 

students spend their time during the integrated primary care rotation at a DTP. Students from 

four South African universities logged their activities for one week, categorized into clinical, 

teaching, skill, community, and free time. The data revealed that students predominantly 

engaged in clinical activities, with minimal time dedicated to community-based activities, 

suggesting a need for a shift to realize the full potential of DTPs. This paper was published in 

the African Journal of Health Professions Education. The African Journal of Health Professions 

Education (AJHPE) is an online, quarterly, peer-reviewed journal that covers matters related 

to education for health professionals.   

 

5.2 Journal details 

Title of the Publication: Using log diaries to examine the activities of final year medical 

students at decentralised training platforms of four South African universities.  

Authors: Dreyer AR1, Rispel LC2 

1 Department of Family Medicine and Primary Care, University of the Witwatersrand, 

Johannesburg South Africa.  

2 Centre for Health Policy School of Public Health, University of Witwatersrand, South Africa.  

Journal: African Journal of Health Professions Education. 

Year: 2022 

Volume: 14 

Issue: 2 

DOI: https://doi.org/10.7196/AJHPE.2022.v14i2.1471   

DHET accredited. 

Impact factor: 0.5 

 

5.3 Details of author contribution 

The Contributor Roles Taxonomy (CRediT)100 was used to outline the authors' 

contribution to the study. The full explanation of the terms is in Annexure 13. 

https://doi.org/10.7196/AJHPE.2022.v14i2.1471
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5.3.1 Table 3:1: Details of author contribution 

 Dreyer Rispel 

Conceptualisation ✔ ✔ 

Method ✔ ✔ 

Resources ✔  

Manuscript writing draft ✔  

Manuscript writing review and editing ✔ ✔ 

Supervision  ✔ 

 

5.4 Copyright and permission 

This paper is presented as published by the African Journal of Health Professions Education (Open 

access). According to the journal copyright and licencing guidelines, authors can grant 

permission to use the article as long as the authors are acknowledged, and the article style and 

information is maintained. 
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5.5 Published article: Using log diaries to examine the activities of final year medical 

students at decentralised training platforms of four South African universities. 
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5.6 Chapter Conclusion 

In this chapter, we analysed how final-year medical students spend their time during the 

integrated primary care rotation at a DTP. The next chapter will discuss the student 

experiences of learning at DTPs. 
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6 CHAPTER 6: Context, Curriculum and Competencies: Final year 

undergraduate medical students’ experiences at decentralised 

training platforms. 

6.1 Manuscript details 

Chapter six is presented as a manuscript structured according to the journal guidelines. The 

paper was submitted to the Discover Education journal, and we are working on post-review 

feedback. Discover Education is an open access journal publishing research from a broad range of 

education fields with the potential to impact social and academic development. The paper 

explored student experiences at DTPs during their final year rotations. The manuscript's title is 

Context, Curriculum and Competencies: Final year undergraduate medical students’ experiences at decentralised 

training platforms.  

Journal: Discover Education 

Authors: Dreyer AR1, Rispel LC2 

1 Department of Family Medicine and Primary Care, University of the Witwatersrand, 

Johannesburg South Africa.  

2 Centre for Health Policy School of Public Health, University of Witwatersrand, South Africa.  

ISI accredited 

Impact factor: 0.560 

6.2 Details of author contribution 

The Contributor Roles Taxonomy (CRediT)100 was used to outline the authors' 

contribution to the study. The full explanation of the terms is in Annexure 13. 

6.2.1 Table 3:1: Details of author contribution 

 Dreyer Rispel 

Conceptualisation ✔ ✔ 

Method ✔ ✔ 

Resources ✔  

Manuscript writing draft ✔  

Manuscript writing review and editing ✔  

Supervision  ✔ 
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6.3 Submitted article to Journal for review 

6.3.1 Abstract  

Background: South Africa is focusing on restructuring health professions education and 
exposure to underserved communities as a necessary curriculum reform. Research has 
shown the importance of qualitative methodologies in understanding students' 
perspectives on the curriculum and community-based education and suitable teaching to 
help students achieve a better understanding of the patient and their healthcare goals.  
 
Aim: To explore medical students’ experiences, facilitators and barriers related to teaching 
and learning at these DTPs.   
 
Setting: The study recruited thirty-eight final-year medical students from the four selected 
universities.   
 
Methods: The study employed an exploratory approach, utilising qualitative data-
collection methods through focus group discussions (FGDs) to gather a comprehensive and 
detailed set of information. The transcripts and audiotapes were examined using inductive 
and deductive topic analysis. The open coding process created a comprehensive set of codes 
based on the data. These codes were subsequently organized into groups and further 
refined into themes. Results: Direct patient interaction enhances communication skills, 
empathy, and understanding of patient needs. Real-life patient scenarios promote critical 
thinking and problem-solving. Clinical rotations provide valuable insights for healthcare 
workers, preparing them to master patient care and the healthcare system.  
 
Conclusion: Although clinical activities are necessary, community-based experiences offer 
a comprehensive understanding of patient care, public health, and the socioeconomic 
factors influencing health outcomes. Community-based experiences provide a 
comprehensive understanding of patient care, public health, and socioeconomic factors 
influencing health outcomes. Balancing clinical practice and community participation is 
crucial for cultivating skilled physicians. Participation enhances education, and fosters 
social responsibility, and empathy toward diverse needs.  
 
Keywords: final-year, medical students, experiences, learning environment, decentralised 
training platforms, South Africa  
  

6.3.2 Introduction   

Global perspectives maintain that the importance of human resources management (HRM) 
is critical in providing quality health care delivery and improving overall patient health 
outcomes. The COVID-19 pandemic has underscored the criticality of human resources for 
health (HRH) to health care delivery, health system resilience, and population health 
outcomes 1, 2. At the same time, the pandemic has exacerbated the global HRH crisis, 
characterised by under-investment, resource shortages, maldistribution and inequities 
among and within countries, and inadequate and unsafe work environments 3, 4.   

  

In May 2021, the 74th World Health Assembly resolution called for HRH investments, 
including acceleration of health workforce education 5. However, such education should be 
reoriented to ensure the deployment and retention of health professional graduates in rural 
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and other underserved areas 6. Health workforce education should also ensure that 
graduates have the right competencies to meet the health and targeted student admission 
policies, revised curricula and distributed or decentralised training platforms (DTPs)6. 
These DTPs exclude highly specialised tertiary hospitals and are situated away from the 
main university campus, commonly embedded in and linked to communities 7. In the 
preceding decade, DTPs have gained traction and have been expanded in countries like 
Australia and Canada 8-10.  The goal of these DTPs is to increase student enrolment and to 
encourage doctors to practise in under-served area, thereby achieving a more equitable 
distribution of HRH.  
  

There is a substantial literature on the importance of the learning environment in health 
professions education11-18. These studies capture the student perspectives of how the learning 
environment supports the construction of knowledge, the professional identity and 
professional skills essential to their future profession. The learning environment refers to “the 
physical, pedagogical, and psychosocial contexts in which learning occurs” 19: page 290. Evidence 
suggests that there is a positive relationship between a supportive learning environment and 
student well-being, values, identity, academic success and subsequent professional    
practice 18-21.   
 
The restructuring of health professions education, particularly medical education, continues 
to be a top focus in South Africa22. There are still significant disparities in the distribution 
of medical personnel between urban and rural areas as well as between the public and 
commercial health sectors, notwithstanding democratic transformation measures that are 
encouraging 22. The selection of medical students, the curriculum, the exposure to and 
experience of DTPs in underserved communities, and other variables all contribute to these 
discrepancies 23.  
 
The perceptions of medical students toward the educational environment have been the 
subject of several South African research studies 15, 24. This research has shown the 
significance of qualitative methodologies for learning about students' perspectives on the 
curriculum 25. The perceptions of medical students on community-based education have 
been examined in these studies 11 as well as their plans to return to the areas that the DTPs 
serve after graduation 26. In a related study 27, it was discovered that student interaction and 
representation helped students from rural backgrounds achieve their healthcare goals. 
Studies have also concentrated on the curriculum areas that require attention, emphasising 
elements like standardising the assessment, student support systems, and suitable teaching  
25.   

While many studies shared experiences of students while completing clerkships at district 
hospitals and primary care clinics, these were single university experiences 15, 24, 26, 28. There 
were few comparative studies that looked at medical student experiences at DTPs across 
multiple universities 29, 30. This study aims to address this limitation through the use of 
qualitative data on medical student experiences, facilitators and barriers related to teaching 
and learning at these DTPs. Nested in a broader doctoral study, this study contributes to 
generating new knowledge on the utilisation and transformative role of DTPs in 
undergraduate medical education by the health science faculties of four South African 
universities.  
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6.3.3 Methods  

6.3.3.1 Conceptual framework  

For the study, an adapted analytical framework was used that drew on the work of early 
pragmatist philosophers C.S. Peirce and John Dewey, the Community of Inquiry 31. The COI 
framework presents a social constructivist process model that defines, describes and 
measures three principle elements namely the social presence, cognitive presence and 
teaching presence.   
Stufflebeam's Context, Input, Process, and Product (CIPP) evaluation model was used in 
conjunction with the COI as it systematically guides the conception, design, 
implementation, and assessment of learning projects, and provides feedback of the 
effectiveness 32.  In conjunction, the CIPP model can be used to evaluate the effectiveness of 
a program or curriculum, while the COI model ensures that the learning environment 
promotes active participation and meaningful dialogue. This combination allows for both 
structured evaluation and dynamic interaction, making it ideal for educational settings or 
collaborative projects. This conceptual framework therefore facilitates decision-making for 
educational improvement in this context.   
  

Figure 1 represents the CIPP evaluation model as indicators used to categorise the data for 
analysis.   

 

  

Figure 1: CIPP Evaluation model developed by Daniel Stufflebeam  

6.3.3.2 Study setting  

The study recruited thirty-eight final-year medical students the four purposively selected 
universities namely, Sefako Makgato University (SMU), the University of KwaZulu-Natal 
(UKZN), Walter Sisulu University (WSU) and the University the Witwatersrand (Wits). 
These universities are located in three South African provinces. Refer to Table 1 for an 
overview of the shared characteristics that form the study setting.  
  
Table 1: Overview of Study Setting Characteristics  

Characteristic  SMU  UKZN  WSU  Wits  
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Provincial location  Gauteng  KwaZulu Natal  Eastern Cape  Gauteng  

Size of the provincial 

population*  
15 176 116 (25.8%)  11 289 086 (19.2%)  6 712 276 (11.4%)  15 176 116 (25.8%)  

Urban-rural 

population 

distribution  

Urban 97.2% Rural  
2.8%  

Urban 46.0% Rural  
54.0%  

Urban 38.8%  
Rural 61.2%  

Urban 97.2% Rural  
2.8%  

* Statistics South Africa: Mid-year Population Estimates 2019(STATS SA 2019)  

  

6.3.3.3 Design   

The study was guided by an exploratory, qualitative data-collection method using focus 
group discussions (FGDs) to provide a rich source of information. Focus group discussions 
are a valuable method for collecting data from students due to their ability to foster 
interaction, explore diverse perspectives, and provide rich, qualitative insights. FGDs were 
conducted in person. The researchers designed this study to triangulate the data collected 
within a larger study aimed at gaining a better understanding of the ways DTPs are used in 
the undergraduate training of medical students. Final year medical students from SMU, 
UKZN, WSU and Wits, were invited to participate in the FGDs. This provided 
representational data from the universities located in three South African provinces.  
 

6.3.3.4 Recruitment and participant selection   

Participation in the FGDs was voluntary. An invitation to participate was sent via email to 
the medical student council, and the final year class representatives at the respective 
institutions. Following the request for voluntary study participation, participants at each 
university confirmed their interest with the principal researcher (AD) via email.   
  

After volunteering to participate, participants received an information sheet and consent 
form through email. The researcher sent the participants an email with the time and 
location of the focus groups.  To accommodate the time schedules of participants and their 
locations, three options were provided to conduct the FGDs. The agreed time and location 
considered the academic schedule to support minimal interruption for the participants. 
FGDs were audio-recorded and transcribed for analysis.  
 

6.3.3.5 The FGD guide  

According to recommended focus group methodology19, a semi-structured question guide 
(see Table 2) was developed by the research team. Questions for the FGD were constructed 
to illicit the student experiences across the undergraduate training, paying attention to the 
facilitating or constraining factors related to teaching and learning at DTPs. Questions also 
probed for possible solutions or interventions needed for curricula transformations and 
encouraged participants for suggestions for changes they identified as feasible. Each 
question was asked as a guide to discussion on the topic, where the facilitator encouraged 
discussion with probing questions and requests for elaboration around the questions. 
Questions remained consistent for both focus groups. Participants were guided through 
these questions to explore several issues related to their experiences at the DTPs. These 
included the practicalities, timing, what they took from the experience, and how it 
benefitted their learning and contributed to the development of their professional identity.  
During the FGDs the researcher followed the question guide, asking additional probing 
questions to obtain more in-depth information about the topics and showed enough 
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flexibility to allow open discussions between participants. Trustworthiness of data was 
established by comparing responses from the focus groups from each university.   
  

 
Table 2: Focus group question guide  

Question type     Question  

   Opening    

  

1. What are the positive aspects of being a medical student at.  
a. Named university?  
b. In South Africa?  

2. What are the main challenges faced by medical students in South Africa?  

  Introduction    3.  During the course of your undergraduate studies, you have been to a 

number of the decentralised training platforms that the university 

makes use of. Is that correct?  

 4.  How many have you been to, and can you describe to me your 

experience at these sites?  
  Transition    1.  Please tell us about the teaching and learning that happens at these 

DTPs.  
a. What types of teaching and learning activities are you engaged in?  
b. In your opinion, how do the learning activities contribute to you 

becoming a competent graduate (probe skills acquired, knowledge 
learned)?  

c. How would you describe the culture of teaching and learning?  
d. Compared to your experience at large central or regional hospitals, 

what are your views on the teaching and learning activities at the  
DTPs  

e. Do you provide formal evaluation of your placement at DTPs?  
f. What would you say is the educational value of the DTPs?  

 2.  In your view, what are the benefits of training medical students in a 
DTP?  

a. What do you gain from the experience?  
b. In your opinion, what is the role in, or contribution of DTPs to, 

transforming medical education?  
  Key    7.  From your perspective as student, could you tell us about any 

innovations/good practices at the different DTPs that you have been to?   

 8.  Is there any DTP that stands out? Why is that the case?  

 9.  Could you tell us about the challenges or constraints that you 

experience at the different DTPs?  
  Ending    10. Is there anything else you would like to say about DTPs used by [name] 

University/ department/School, and their contribution to your 
education?  

11. What are your recommendations for changing the under-graduate 
medical curriculum, with particular focus on DTPs:  

a. At this [named] University  
b. In South Africa as a whole?   

  

6.3.3.6 Data Analysis  

Transcripts and audiotapes were analysed using a combination of inductive and deductive 
thematic analysis.  For analysis, the conceptual framework was used to categorise the 
responses as either related to content or process-related aspects of the DTPs as outlined in  
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Table 3. All the data was analysed and coded by the authors and an independent researcher. 
The additional themes emerging from the data, i.e., inductive coding, were extracted 
through listening and assessing the auditory clues and oral context of the discussion 33.   
  

Each of the focus groups transcripts were reviewed multiple times; first for familiarity, 
second to code transcripts for content and thirdly to classify themes. The open coding 
generated a list of codes from the data, which was then refined into categories and then into 
themes 34. The authors reviewed this work for consistency and trustworthiness. Consensus 
on the themes was reached between the authors.   
  

Table 3: Categorisation according to Conceptual Framework  

 
1 Curriculum structure  5 Curriculum and the use of DTPs at institutions  

Types of sites used  

2 Skill development  6 Learning competencies achieved at the DTPs  

3 Site related matters   7 Description of the experience of learning at DTPs  

Student expression of experience  

4 Feelings expressed by students about the experience  8 Development of professional identity and reflection  

    9 Reflection of how experience has contributed to identity  

  

 
 

6.3.3.7 Ethical considerations  

The Human Research Ethics Committee (HREC) Medical of the University of the  
Witwatersrand in Johannesburg granted ethical approval for the study (M170704).   
Using the ethical approval certificate, special gatekeeper permissions were obtained from 
the universities to grant permission to make contact with the student population for the 
study. The signed consent forms were collected at the FGDs by the researcher. All ethical 
guidelines were adhered to including a detailed information sheet, informed consent, 
voluntary participation, anonymity of respondents and ensuring confidentiality of 
information. Trustworthiness in this study was crucial for its credibility, accuracy, and 
applicability. It was achieved through data collection techniques that addressed rigor and 
reliability. 
 
Credibility involved ensuring the study accurately represented participants' perspectives on the 
experiences being studied. Strategies included triangulation, member checking, and ensuring 
the findings could be applied to other contexts and institutions. Dependability was ensured 
through the consistency of findings over time and across conditions. Confirmability ensured 
that the findings were shaped by participants' experiences rather than the researcher bias. 
Authenticity involved the deliberate inclusion of diverse perspectives from the undergraduate 
students ensuring that their voices and experiences were the focus in the findings. By 
addressing the trustworthiness of this study, the results are reliable and meaningful to 
participants and the wider health professional audience of educators. 

 

             



69 
 

6.3.4 Results  

Thirty-eight individuals participated in five focus groups. All participants were final year 
students. No demographic data other than gender was recorded. The majority of 
participants were female (n = 24).   
  

 
Table 4: Focus Group Composition  

Focus Group  Number of 

Participants  
Gender  Relationship  

1 SMU University  7  5 females and 

2 males  
Peers: all known to each other. All 

Unknown to researcher.  
2 SMU University  8  4 females and 

4 males  
Peers: all known to each other. All 

Unknown to researcher.  
3UKZN University  10  8 females and 

2 males  
Peers: all known to each other. Mixture of 

known by researcher from joint seminars 

and external assessments in first and 

second year of study.  
4 WSU University  7  4 females and 

3 males  
Peers: all known to each other. All 

Unknown to researcher.  
5 Wits University  6  3 females and 

3 males  
Peers: all known to each other. Mixture of 

known from first- and second-year 

interactions with researcher.  
  

The themes connect to the CIPP evaluation model indicators and the themes and the 
corresponding sub-themes that were identified and constructed by careful analysis from the 
study are illustrated in Figure 2 below.   

 

  

Figure 2: Thematic map  

The themes and sub-themes are discussed in the paragraphs which follow, with narratives 
to highlight the participants’ voices.   
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6.3.4.1 Context: The student description of the experience of learning at DTPs  

This sub theme described, the negative and positive expressions of the experience by 
participants and the expression of the site related matters that affected the learning 
experience. Students reported that their experience at the DTPs uncovered their own need 
for support from their respective institutions.  

“Yes, and then when they’re doing that now, like somebody that knows which sites we are going to. I 
mean, if you knew there were problems there all you had to say, yes, this is the problem. Maybe you’ll be  
trying but then we’ll do our best as well.”     (Female, Student FG UKZN)  
  
“I think also, I think the people that, if you are doing a decentralised programme, the preceptors or the 
doctors or whoever that is responsible for you, they must have a clear picture on what you are there to 
do. Because sometimes, as in our case, we will be treated as we are here to complement the staff as we 
are here to learn. In our case we learnt a lot in terms of doing but there was lack of supervision, as my 
colleague has said. That if you are doing such a programme you need to make sure that it’s equally 
everywhere. If they in Butterworth they have five visits to make sure at all other hospitals they get same 
treatment so that our learning, one person mustn’t feel like they are disadvantaged…”     

        (Male, Student FG WSU)  
  
“So our hospital is like a black hole, literally, so no connection. So literally the only thing we could use 
was Wi-Fi, and we had to now get our own…we weren’t even told that only Vodacom was there. So we 
went there with MTN, and we’re sitting there with no reception for the ward round, and now your 
entire assignments are online. So we there…how are we supposed to do this?”   

 (Female, Student FG UKZN)  
  
Other feelings such as being overwhelmed and uncertain were negative feelings expressed. 
Negative feelings included that student often felt confused when out at the site as well as 
depressed and exhausted.  

“I think for me I can concur a bit with what M is saying in terms of it being confusing. Every…like I feel 
like with every block that we go to, there’s so much that’s expected of you, and sometimes you feel as 
though you’re not competent enough to do what they expect you to do. Especially when you’re dealing 
with a patient. It’s different when they’re teaching you here at school and taking you through 
everything, but if you like throw me into the dungeon and you’re like, now you need to do this, it’s very 
stressful, personally.”       (Female, Student FG 1 SMU)  

  
In contrast to these negative experiences, some students experienced the feeling of being 
treated like a doctor as positive. This added to their enjoyment at the site.   

“You also staff because you need to show up and do things. They will know that…this person was  

supposed to do this.”                        (Female, Student FG UKZN)  
  
“… So, there you get a feel of what it’s like to be a doctor, you have your own consultation room. You get 
to decide, okay, this patient comes and then this is what they have, so what would you do? But you also 
have doctors there that guide you and you consult, okay, I’m having trouble with this one, how do I 
approach it? So, it was a nice learning experience, preparing one for internship.”              

(Female, Student FG 2 SMU)  
  

 “We ran the clinic. (laughter)”      (Male, Student FG 2 SMU)  
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The participants described the site related matters impacting on the student attitude and 
learning. Logistics, resources and the living conditions were also described as impacting on 
whether the overall experience was positive or negative.  

“…I think it also goes back to our attitude as well, like the willingness to…must I say, to learn. Because 
sometimes, like you’re just thrown in the forest that you must just come out, you know, victorious 
regardless of the circumstances that you are in. In most cases I’m too forward, and that’s what mostly 
helps me, because even if you see that this person is not really interested, you know, in helping us…I 
mean, in teaching us, and then like the primary objective of me leaving this place is that I must be 
taught, so it  

means I must be after them. Although it is not, like…I’m not supposed to be doing that, but I must 
survive and…”             (Female, Student FG 2 SMU)  

  
Most of the negative experiences were linked to the student living conditions and limited 
resources.  

“And there’s also a lot of unlearning, because all the stuff that I trained for IPC, I was trained at a tertiary 
or quaternary level. And here am I in my primary health care situation, I don’t have resources, they’re 
always telling me we don’t have money, and I don’t know how to think in a way where I work with what I 
have.”         (Female, Student FG Wits)  

  
 “So I believe if you have to talk about resources and learning it will be in the sense to say, maybe as 
students it may be a disadvantage in the sense to say that, you may not get the opportunity to perfect 
those skills. But when it comes to working and being employed and all of that, I really, really agree with 
what they are saying, you know; when you don’t have what you don’t have, you have to make a plan of 
what to do, you understand, and that is the part that is more nicer in the sense that you learn to work in 
a resource limited environment.”      (Male, Student FG1 SMU)  
  
“Also, we had only one refrigerator and we were like eight, and guys who are needing to buy their own 
food and it couldn’t fit there, you know. And the problem of living with too many people. It always  
became a problem because we shared everything.”       (Male, Student FG 2 SMU)  
  
“…And something so simple as, like I remember in physiology they taught us how to draw blood. And 
there was a vacutainer, and all of these things, and when you went to hospital there were none of these.”   

                 (Female, Student FG Wits)  
  

6.3.4.2 Input: Learning objectives, Curriculum, skill acquisition and competencies   
Students experienced the curriculum as inconsistent both within and across sites 
regardless of the institution they attend. This lack of alignment vertically and horizontally 
within in the various sites was highlighted in terms of statements related to curriculum 
structure, activities and competencies. The first sub-theme explored the way in which the 
curriculum is structured to support the use of DTP sites.  
 
The curriculum structure with reference to the year of study, the length of stay at the sites, 
the curriculum and clear learning objectives, experiences reflected that there was varied 
experiences across the institutions with regard to how this was structured in the 
schedule/logbooks and variations in the expectations between blocks existed. Participants 
highlighted that even though scheduled activities in the logbooks were indicated there was 
variation in the expectations across the blocks and lack of clear learning objectives.  
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“… I think it’s also reflected in how they assess our progress and during that block. So, them using a 
logbook is having a set of objectives that you must have achieved, that you must have done this many 
procedures, you must have seen this many patients, you must have done this and that and that. All of 
that has changed now, especially with the additional Cuban trained students now. So, which means 
that they’re already in a training site and I’m not sure if the system is ready to acknowledge such a 
big number of students. Because now in orthopaedics we were told, okay, it’s fine…there was some 
space because there are so many of you, it’s fine, just do one, two or three of that procedure and that 
should be fine.”              (Male student FG Wits)  
  
“I would like teaching materials for students also. And then taking examples from first year…there 
were some departments where there wasn’t books or manuals prepared for us, that we can sort of 
show them to the doctors in terms of this is what we’re supposed to learn, etc., etc. So, I think making 
sure that the students leave with maximum teaching reading material for all the courses or all the 
rotations they’re supposed to go through.”       (Male, Student FG WSU)  
  

Finally, the sub-theme related to the skill set and competencies acquired during the 
learning experience. The participants felt that the time spent at DTPs provided 
opportunities for students to acquire and practice the necessary skills for their degree 
regardless of the time spent at sites. Participants perceived major development in their 
clinical skills when out at the DTPs. The competent delivery of clinical teaching skills by 
facilitators at the sites were highlighted and the facilitators’ ability to facilitate students 
learning was noted. Although the skills were often centred around a health condition, the 
practice of the skills could be executed with a system focus and biopsychosocial approach. 
Participants reported that there was an opportunity to develop skills related to the effective 
interaction with patients, better patient management and addressing patient needs. 
Participants also indicated the recognition that patients trusted students for the delivery of 
their care. Other skills that related to the personal development of the students were noted 
and an improvement in how they communicated with peers.    
  

Participants highlighted that this holistic approach and the communication skill 
development contributed to a great sense of achievement from the learning experience.   

“Instead of treating the patient like a human being and how you would ideally treat them in a 
hospital setting. You’d rather just rush everything, so you have all the information, so that when 
the doctor does come, and you present to them you’re not put on the spot feeling like you know 
nothing. And it’s not a nice way to learn when you have to force yourself to finish in a short space 
of time and then you compromise patient care. Ja. And I mean, that’s not the lesson or the teaching 
around delivering quality care, if it’s compromising that in the first place.”       
       (Female, Student FG Wits)  

  
“… I came here to do medicine because I really loved it. And then me loving medicine made me, you 
know, be able to be more stronger, more helpful and more…so ja, I think it’s because I’ve really 
grown in loving this thing, and it makes it easier for me to go on there and also apply my skills and 
apply the knowledge that I have. Because at the end of the day it was something that I really 
fought for to get into, and then when I got it, it was something that I told myself that I will put all 
my work into it and to develop myself, so that’s developing my brain so that I can also help other 
people outside.”               (Male, Student FG 2 SMU)  
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6.3.4.3 Process Indicators  
The sub theme that was identified and constructed by careful analysis from the data, related 
to activities that students engaged in during their DTPs. These included unscheduled 
holiday work, health promotion activities and health and environmental systems related 
activities. Participants indicated that the emphasis on development of clinical and 
procedural skills within a healthcare facility was consistent across the years of study.  

“You can see as you go, like something that’s proper, like how every year they add on to what you know 
and they expect you to know what you’ve learnt throughout the year, then to it too, until you’re in final 
year then you can use all the skills in one hospital.”                  (Male, Student FG 1 SMU)  

  
The participants recalled that across the programmes several different sites were used 
during the course of their undergraduate programmes. The sites where students were 
expected to work in a combination of primary health care clinics and district level hospitals 
enabled them to conduct community work compared to sites where a hospital-based 
approach was used.   

“…And we either went to Alex or Hillbrow, right. So, it was part of like our sociology training where 

we were sent to these sites and then basically, we were given a brief outlook of like what it’s like in 

that community, what are the things that they’re faced with, and what are the programmes that are 

running there, what are the challenges that they experience there as well.”       
 (Female, Student FG Wits)  

  

“…one block going to a hospital it’s like virtually twelve and fifteen hospitals.”   
(Female, Student FG UKZN)  

  

With these activities, participants referred to the work they were required to do in primary 
health care clinic and within other community sites. They commented on the frequency and 
organisation of these activities.  

“Here we sometimes go to what is called an outreach, we go to a nearby clinic with other doctors. But  

we only get out once a week.”                  (Male, Student FG WSU)  
  
 “We went to the clinics in the communities where we did the vitals and would learn about history  

taking and that here and there.”                    (Female, Student FG 1 SMU)  
  
“I think every week had a certain plan. So, like maybe the first three weeks, maybe you’ll do that, you 
go to the clinic and whatever. And then one week you go to…when did we go to water sanitation 
plants?”     

(Female, Student FG 1 SMU)  
  

The sub-theme addressed the resources constraints at DTPs and suggested the ways in with 
these issues could better enable sites to provide a more enriched learning environment. The 
constraint related to the limited resources and logistics and how these resource limitations 
impacted on learning.   

“Yes, with limited resources and it’s a primary centre. You can’t maybe do obstructed labour and do a 
C-section in Butterworth. So, they want the tertiary level knowledge of which you are so used to the 
primary level. So that’s the thing that they don’t understand that there we at least acquired the primary 
level and not always going for advanced stuff, always having maybe CT scan available and all those 
things. You always go…so even though they do have a problem but at some point, I just accepted that, 
but we were just acquiring the primary skills and being able to manage minor cases.”                        

(Male, Student FG WSU)  
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“But you go to a local clinic at home and you one day have to work in that hospital that doesn’t have 
those resources, so if you’ve been working at tertiary hospital seven years of your life knowing, I can 
just send you for an MRI, maybe you’ll get it in three months, yes, but eventually you’ll still get it. But if 
I’m at a clinic that doesn’t even have a CT scan, you have to find ways to manoeuvre and to still deal 
with  the patient that you have now.”           (Female, Student FG 1 SMU)   
  
“Another thing would be access to the learning material or resources. Like if there are no books, or 
there is no internet access in that place…”          (Male, Student FG WSU)  

  

6.3.4.4 Product indicators  

The sub theme of Professional Identity, reflection and achievement of integrated learning 
was highlighted. The exposure at DTPs allowed participants to develop their professional 
identity and upon reflection participants were able to speak to how their experience had 
developed the identity. The reflection of their experience and how it has contributed to the 
students’ identity was robust. Participants were able to reflect on the knowledge gaps that 
existed in the undergraduate training and how using the site often allowed them to identify 
the knowledge gaps and support the self-directed learning that they needed to achieve the 
learning outcomes.   

“So, with student internship it was more like procedure, because when we do internal med, if you’re at 

the Gen like you really don’t get an opportunity to do a lot of procedures. So, at these sites you 

basically do those procedures, you are the doctor…you are the intern basically. You’re prescribing 

medication, you’re ordering…so I think it’s just…I think what they’re trying to do is, integrate our 

learning and that’s what they’re trying to do.”       (Female, Student FG Wits)  
  

“You’re forced to be independent. So, you get to make decisions, in Durban. In Durban there’s always 

somebody supervising you or your observing. Whereas when you go into the outskirts and rural areas 

you’re forced to perform there independently, which leads to a lot more experience as opposed to down 

here.”        (Female, Student FG UKZN)  
    

In contrast to this, there were participants who reported that the expectation to perform as 
a doctor was not one, they were prepared for through their training.  

“…you become limited in your skills as an undergraduate. Although you’ll still have more opportunity to 

learn those things when you come to the tertiary hospital, it’s, for an example, where I was there was no 

Mantoux skin test for TB. It was not there. So…and there were no lab forms and even the sputum bottles 

were not there in the clinic. Now it becomes a problem because now I’m here as a student and I’m sent by 

the university to come and learn some of these skills, and only to find that those things are not there. So, it 

becomes a challenge for the whole factor in a sense that, I won’t be able to practise my skills of collecting a 

sputum, I won’t be practising the tuberculin skin test, how it’s done, I won’t be practising how to fill a lab 

form because it’s not there. Even the urine dip sticks are not there. I won’t be able to practise the urine dip  

sticks. So now when I come back here, I’m going to have an end of block and they’re going to assess me 

on the very same things I was supposed to have learnt, you understand?”        
           (Male student FG1 SMU)  

  

“I think it’s…to just add on, I think sometimes…eish, I don’t know, I stand to be corrected but I feel like their 

expectations sometimes as well are so much. I mean, thinking about going out for Family Medicine for the 
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first time and you’re going to work as a whole doctor, and they expect you to know everything. You really 

don’t. And once you start asking questions, like he said, and they’re like, you should know this, and you’re 

just like, okay. Then you don’t ask anything anymore because you’re not even sure whether the question 

you have, you’re actually really supposed to know or maybe everyone else is also struggling with the same 

thing?”        (Female student FG1 SMU)  
  

Role modelling of the preceptor/facilitator and their teaching/supervision role at the DTP 
had an impact on role modelling and how they contributed to the learning for students. The 
facilitator demeanour and how they responded to their role with regard to the teaching and 
supervision responsibilities was highlighted from the experience.  

“They make sure. I feel like they go an extra mile. If I can say, personally, that I learn a lot outside than 
here. Because we’re a lot and like there’s many patients here, for example. So there there’s not so much 
as we have here and then they can actually take time to teach us more…”                      

    (Male, Student FG 2 SMU)  
  
“… The teaching was very good because the consultant made time to teach us. And I think because 
they’re a new site, they’re enthusiastic about teaching. So, it’s difficult here because the consultant sees 
how many hundreds of people every block, and just gets bored and then stops teaching, or just becomes 
nasty. So, I don’t know, or just because they want to be nasty (laughs). And they teach, they made a 
proper effort to actually teach you, like one consultant actually taught us on a Saturday, like gave us a 
two our before our exam, just to help us.”      (Female, Student FG UKZN)  
  
“Our facilitator in XXX Clinic who is supposed to take care of us, I believe that they should attend 
maybe seminars where they will teach them some basic psychological things where they teach them 
education skills, how to deal with us as students. Because sometimes we stress them, you know. They 
ask us to do something, and we run away and all of this, and they get stressed, and they start to feel like, 
you know, students are lazy, students don’t want to learn. They end up developing this attitude towards 
us. But I feel like if maybe there could be a common ground whereby these facilitators and almost 
everyone, you know, is taught how you deal with students, how do you teach, how do you…you know, 
deal with all these sorts of things when you are there. I think it will be better because sometimes I feel 
like education is the one that is not there. Because most of them are not taught. So that’s how I feel that 
it would be really, really much better if they had some short courses or something of that sort.”     

(Male, Student FG 1 SMU)   
  

6.3.5 Discussion  

Bolstering the HRH requires improvements and a focus on the education and training of the 
students who are about to enter the workforce. DTPs have been developed, in part, to 
address this requirement. The aim of placing students at a decentralised site for their 
training is to add value to the learning experience and supplement the medical student 
teaching in traditional academic hospital settings 35. Exploring the achievement of this aim 
is partially possible through understanding student experiences as they relate to their 
placement at DTPs. While experiences are often described as simply positive or negative, 
these findings are often in relation to isolated experiences. The authors in this study 
utilised FGDs and a thematic analysis of the experiences for final-year medical students at 
four DTPs in South Africa highlighting the common features in the curriculum and the 
delivery of the curriculum. This supports findings from South African studies at our 
universities related to the delivery of the curriculum25, 26, 28.   
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Similar to Mader et al. 36, who reported on the factors that impact on learning, the students 
in this study reported that learning was facilitated and/or hindered by a number of factors at 
the DTPs. While the aim of medical training is to train graduates to efficiently take care of 
the health and medical needs of the community 37, the students at the sites in this study 
report that DTPs often focused on  clinical skill development. Additional skill development 
related to communication and patient management was supported in some DTPs. The 
students reported that they experienced improved communication skills with patients and 
peers, a biopsychosocial approach and the development of communication skills. This speaks 
to the added value that can be achieved from the exposure at DTP sites. This is supported by 
the work of Mariam et al. who argue contextual learning at such sites should not only address 
the workforce scarcity but also enable trainees to acquire the competencies and values 
needed to provide care in local communities 38. Furthermore, the work of Salam et al. (2019, 
pg. 585), highlights that this approach to learning should ensure that “students are active 
participants, and with their active involvement they gain vital skills, such as communication 
skills, ability to work independently, teamwork, critical thinking, problem solving skills, 
social awareness and sense of civic responsibility” 39. In considering the benefits to learning 
of skills, both clinical and affective, the findings of this study also uncovered barriers to 
learning. As with the facilitators to learning, barriers are often expressed in relation to those 
involved in the delivery of the curriculum.  
  

The site facilitator's critical role, as well as their position in student supervision, is 
frequently overlooked. The site facilitator provides an important partnership for the faculty, 
student, and patient 40. The bulk of site-related issues identified in this study support the 
value of this relationship, as seen by students in their responses to facilitator interactions 
that impacted their learning. The ways in which the facilitator contributes to providing the 
access to patients is important to clinical learning for students 16, 41. Student living 
conditions is a major contributor to the negative experiences. In instances where resources 
are limited, this contributes to negative experiences, while simultaneously driving students 
to optimise and solidify the learning opportunity. Through their synthesis of the learning 
opportunities that exist, whether positive or negative as it relates to their experience, the 
professional identity of the future Healthcare worker is developed.  
 

Resource-constrained environments significantly impacted effective learning, creating barriers 
for students while at DTPs. These constraints took various forms, such as financial constraints, 
lack of infrastructure, inadequate access to materials, and shortages of skilled teachers. The 
effects of resource constraints included limited access to educational materials, limited study 
and learning spaces, and a lack of professional development opportunities for preceptors. 
Limited access to technology exacerbated the educational inequities, particularly in areas where 
digital tools are becoming integral to education. Additionally, resource constraints lead to stress 
and burnout among preceptors, negatively impacting their ability to inspire and engage 
students. 
 
To mitigate the effects of resource constraints, innovative approaches should be employed, such 
as leveraging low-cost solutions like open educational resources (OERs) and peer learning 
models, prioritising preceptor development through investment in training programs, 
promoting collaboration through partnerships with local organisations, and using 
contextualised learning. Strategic interventions should inspire adaptive solutions that ensure 
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learning remains impactful, and success stories and tools that work in such environments can 
provide examples of successful learning experiences at decentralised training platforms. 

 

DTPs offer medical students a learning environment that affords them the opportunity to 
perform particular tasks that contribute to how they apply the theory to practice. This 
application of their knowledge and their reflections on the experience at the sites supports 
our understanding of the value that service learning in the form of DTPs can offer. 
Reflection of the experience of learning for medical students provides insight into 
professional identity formation 42-46. The development of the professional identity was an 
outcome of the overall learning experience for participants in this study. The impact that 
this context-based learning holds for the participants in this study concurs with the work 
of Lave and Wenger for identity formation and highlights the potential benefits of service 
learning 12, 47, 48.  Therefore, the value of leveraging the facilitators and addressing the 
barriers to learning highlighted in this study, could lead to the development of a workforce 
that contributes positively towards the HRH crisis.   
 

6.3.6 Limitations  

The use of a limited number of DTPs in three provinces in South Africa could limit the 
generalisability of the findings. However, the combination of experiences across the 
institutions was similar and indicated similar facilitators and barriers to achieving the exit 
outcomes that are expected of the undergraduate medical curriculum in the SA context.  
 

6.3.7 Conclusion  
The findings of this study demonstrate the need for increased support from both the 
University and Health Department. The support required includes both curricular and 
affective support. Support for minimally resource-intensive service-learning programmes can 
effectively ensure that students achieve the undergraduate learning objectives and have 
longer, more intensive learning experiences for students 17, 49. Through emphasising 
reciprocal learning and reflective practice, service-learning helps students develop skills 
needed to be effective in working with communities and ultimately achieve social change. 
This skill development could conceivably support the existing efforts to support competent 
and effective human resources for health within the region.  As with any teaching strategy, 
the educational and professional development value of dispersed and service learning 
depends on its implementation 50, 51. To optimise this implementation, planning and 
evaluation that is inclusive of student experience is needed.  
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6.4 Chapter Conclusion 

In this chapter, we explored the experiences of final-year medical students learning at DTPs. 

The next chapter will discuss the preceptors at DTPs. 
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7.3.1 Abstract  

Background: Decentralised training platforms (DTPs) are crucial in transformative medical 
education, providing an extended learning environment outside the main campus for 
undergraduate medical students. Preceptors play a vital role in teaching students, acting as role 
models and supervisors, and facilitating the socialisation and development of students into 
professional fit to practice. They must balance their roles as both teachers and clinicians.  
  
Aim: To explore the experiences and perceptions of preceptors and staff at the DTPs related to 
teaching at these DTPs.   
  
Setting: The study recruited preceptors through purposive sampling from four selected 
universities based on eligibility criteria, including supervision of students, willingness, and 
availability to participate.  
  
Methods: The study used semi-structured interviews with preceptors to explore their 
experiences and perceptions, transcribed verbatim, and analysed using thematic content 
analysis using the CoI framework, focusing on cognitive, social, and teaching presences.  
  
Results: Clinical education is a complex field that requires both preceptors and staff to balance 
clinical duties with educational responsibilities. Preceptors who engage in continuous 
professional development experience increased competence and professional status, while 
staff, including newly qualified nurses, report positive experiences. However, the complexities 
extend beyond these experiences to include communication skills and patient advocacy. 
Clinicians may encounter systemic and interactional barriers, and cultural contexts can 
influence priorities and challenges. A dynamic and culturally sensitive approach is needed to 
foster competent healthcare professionals adept in communication and patient advocacy.  
  
Conclusion: The study confirms the CoI survey's factor structure and hypothesized causal 
relationships among presences, highlighting the crucial role of teaching presence in establishing 
and sustaining a community of inquiry. Further research is needed to explore dynamic 
relationships across disciplines and understand specific sub-elements of each presence, 
including autonomy, variety, supervision, social support, and orientation towards teaching and 
learning, reflecting the learning environment's culture.  
  
Keywords: preceptors, learning environment, decentralised training platforms, South  
Africa  
    

7.3.2 Introduction  
Decentralised training platforms (DTPs) are an essential component of transformative medical 
education and offer an extended learning environment outside of the classroom, off the main 
campus for undergraduate medical students (Dreyer & Rispel,2021). These learning 
environments, used in education for the health sciences provide alternatives to the classroom 
setting. It is common that learning in hospital settings rather than in the classroom teaching 
(Rotem et al.1995) takes place to develop the graduate exit competencies. It is thus imperative 
that attention to these learning environments continues and is argued to remain a significant 
matter for medical and other health sciences educators to investigate 
(Roft,2005),(Stewart,2006), (Rusticus et al.1995).   
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The disciplines that form the undergraduate training programmes depend on practitioners at 
the site to teach students (Yonge et al. 2005). This teaching is expected to contribute to the 
learning of the students and develop the necessary competencies. In this role, preceptors make 
an invaluable contribution and act as a role model and supervisor, thereby facilitating the 
socialisation and development of the student into a professional fit to practice (Bartlett et 
al.2020). Recognition is given that these preceptors continue to juggle the roles of teacher and 
clinician while carrying out this responsibility as preceptor (Burns et al.2006).  
  
A strategy to education and learning that is utilised in the fields of nursing, medicine, pharmacy, 
and dentistry is called preceptorship. It entails providing students with training in clinical 
settings to develop their clinical and ethical abilities (Coates & Gormley, 1997) (Broadbent et 
al.2014) (Billay & Myrick 2008). A highly competent professional, the preceptor is responsible 
for providing direct supervision and advice to undergraduate and graduate students while they 
carry out their practical responsibilities. In addition, the preceptor fulfils the job of an assistant. 
A close relationship that is centered on teaching and learning is established between the trainee 
and the preceptor, who acts as a source of inspiration for the trainee (Heffernan et al.2009) 
(Panzavecchia & Pearce, 2014).   
  
The preceptor plays a significant part in the process by mentoring and role-modeling the 
students' knowledge, abilities, and practice to boost students' confidence and improve their 
practice. This provides the students with the chance to be shaped into an independent 
practitioner who makes decisions via positive engagement (Panzavecchia & Pearce,2014). This 
style of learning in practice, which is mediated by a preceptor, is favorable to the development 
of a critical awareness regarding reality on the part of the student. It is anticipated that students 
who get professional training in the twenty-first century will be able to apply a critical 
perspective to their work and, when required, be capable of initiating actions that will result in 
the alteration of reality (Frenk et al.2010).  
  
The Community of Inquiry (CoI) framework is based on social constructivist education theory 
and serves as a framework for teaching and learning (Garrison & Arbaugh,2007) (Swan & Ice, 
2010) (Garrison et al.2001). The CoI identifies and measures three essential elements of an 
educational experience: cognitive presence; social presence; and teaching presence. The CoI 
framework offer these three inter-related presences as elements to review (Garrison et al.1999). 
The framework has been used extensively in the research and practice of learning contexts 
and, hypothesises the causal relationships that teaching and social presence have a significant 
perceived influence on cognitive presence and that teaching presence is perceived to influence 
social presence. As DTPs provide the platform for teaching and learning, the framework 
provides a useful approach to analysing the educational experience of medical students at the 
study sites.   

https://coi.athabascau.ca/coi-model/description-cognitive-presence/
https://coi.athabascau.ca/coi-model/description-cognitive-presence/
https://coi.athabascau.ca/coi-model/description-cognitive-presence/
https://coi.athabascau.ca/coi-model/description-cognitive-presence/
https://coi.athabascau.ca/coi-model/description-cognitive-presence/
https://coi.athabascau.ca/coi-model/description-social-presence/
https://coi.athabascau.ca/coi-model/description-social-presence/
https://coi.athabascau.ca/coi-model/description-social-presence/
https://coi.athabascau.ca/coi-model/description-social-presence/
https://coi.athabascau.ca/coi-model/description-social-presence/
https://coi.athabascau.ca/coi-model/description-teaching-presence/
https://coi.athabascau.ca/coi-model/description-teaching-presence/
https://coi.athabascau.ca/coi-model/description-teaching-presence/
https://coi.athabascau.ca/coi-model/description-teaching-presence/
https://coi.athabascau.ca/coi-model/description-teaching-presence/
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Figure 1:Garrison DR, Anderson T, Archer W. Critical Inquiry in a Text-Based Environment: Computer 
Conferencing in Higher Education. The Internet and Higher Education. 1999;2(2-3):87-105.  

 
The learning that takes place at DTPs can thus be explored as blended learning approaches 
used in undergraduate medical education. Garrison, (Garrison et al. 2009) defined social 
presence as “the ability of participants to identify with the community (e.g., course of study), 
communicate purposefully in a trusting environment, and develop inter-personal relationships 
by way of projecting their individual personalities”. The teaching presence, the design, 
facilitation, and direction of cognitive and social processes for the purpose of realizing 
personally meaningful and educationally worthwhile learning outcomes (Anderson et al.2001). 
Garrison et al, refer to cognitive presence as “the extent to which learners are able to construct 
and confirm meaning through sustained reflection and discourse” (Garrison et al.2001).   
  
In this paper, the CoI framework is used to construct meaning to the experiences of preceptors’ 
and staff at the existing decentralised training platforms and their contribution to the 
development of knowledge construction for students at DTPs.    
  

7.3.3 Methodology  

7.3.3.1  Study population  

Data was collected by means of interviews conducted at selected sites with staff who are 
designated or function as preceptors for each of the three institutions.  The researchers 
designed this study to triangulate the data collected within a larger study aimed at gaining a 
better understand the ways DTPs are used in the undergraduate training of medical students.   
  

7.3.3.2 Table 1: Demographic Data of Participants  
Participant Gender Age Length of Service University 

1 Male 58 < 5 years University of KwaZulu-Natal (UKZN) 

2 Female 44 > 5 years University of KwaZulu-Natal (UKZN) 

3 Female 52 > 5 years University of KwaZulu-Natal (UKZN) 

4 Male 48 > 5 years University of KwaZulu-Natal (UKZN) 

5 Male 54 < 5 years Walter Sisulu University (WSU) 

6 Male 48 < 5 years Walter Sisulu University (WSU) 
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7 Male 48 > 5 years Walter Sisulu University (WSU) 

8 Female 60 < 5 years Walter Sisulu University (WSU) 

9 Male 56 < 5 years University the Witwatersrand (Wits) 

10 Female 52 > 5 years University the Witwatersrand (Wits) 

  

7.3.3.3 Study setting  

The study was conducted at the Sefako Makgato University (SMU), the University of KwaZulu-
Natal (UKZN), Walter Sisulu University (WSU) and the University the Witwatersrand (Wits). 
These universities are in three South African provinces.   
  

7.3.3.4 Recruitment  

Purposive sampling of participants was applied and were selected based on the eligibility 
criteria, that were identified as individuals responsible for the supervision of students placed at 
the site or designated as the preceptor for student rotations, their willingness and availability to 
participate. Participation was voluntary.   
  

7.3.3.5 Data collection tool  

Individual interviews were conducted in person, using a semi-structured interview guide to 
explore the experiences and perceptions of preceptors who supervise the student visits at the 
DTPs the advantages/strengths in making use of decentralised training platforms and the 
barriers/ constraints that exist at decentralised training platforms. The interview also explored, 
specific actions needed to improve DTPs, the opportunities of DTPs to transform medical 
education, both at the relevant university and the country, and any recommendations for 
upscaling of DTPs and transforming medical education. Interviews ranged from 48 -60 
minutes.  
  

7.3.3.6 Data analysis  

Interviews were transcribed verbatim. Thematic analysis was used to analyse the interview 
content. Inductive theme coding was used during the analysis, supported by MAXQDA 2024, 
to determine emergent themes (Nowell et al.2017). This process led to the identification of 
themes (Vuso & James,2017) (Greenwood et al.2017). Two authors as well as an independent 
checked the thematic analysis on a selection of transcripts.   
  
There was a high degree of agreement and where there were minor differences, these were 
discussed and resolved leading to an agreed list of codes, categories and subcategories. They 
then identified themes from the codes and categories discussed them with the first author and 
reached consensus on any minor differences.   
  
Codes were then grouped according to the CoI framework using the three inter-related 
presences, cognitive presence; social presence; and teaching presence. The trustworthiness 
model of Lincoln and Guba’s (1985) as cited in Holloway and Weeler (Holloway & Galvin, 
2017) was utilised in this study. Trustworthiness such as the truth of the participants’ views, 
which was supported through the first author’s engagement during interviews and observations 
and tracking of audit trails was evident.  Trustworthiness of the data is supported by the 
transferability of findings, namely if a study will be conducted in similar conditions, similar data 
will be obtained. Conclusions and interpretations made from the dialogues of participants and 
in-depth data confirm the criterion of confirmability. Authenticity was attained through the 
participants’ views, feelings and precise verbatim quotes relating to trust and trusting 

https://coi.athabascau.ca/coi-model/description-cognitive-presence/
https://coi.athabascau.ca/coi-model/description-cognitive-presence/
https://coi.athabascau.ca/coi-model/description-social-presence/
https://coi.athabascau.ca/coi-model/description-social-presence/
https://coi.athabascau.ca/coi-model/description-teaching-presence/
https://coi.athabascau.ca/coi-model/description-teaching-presence/
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relationship. Triangulation of the data was thus assured through member checks, field note 
comparison, observer reflection and the above verification of the data. The aim of this 
triangulation was to “overcome the inherent biases in a single investigator, single theory or 
single method approach” (Halcomb & Andrew,2005).   
  

  
Figure 2: Code relation matrix. Produced in MAXQDA 2024.  
 

7.3.3.7  Ethical considerations  

The Human Research Ethics Committee (HREC) Medical of the University of the 
Witwatersrand in Johannesburg granted ethical approval for the study (M170704). The signed 
consent forms were received from all participants. All ethical guidelines were adhered to 
including a detailed information sheet, informed consent, voluntary participation, anonymity of 
respondents and ensuring confidentiality of information.  
  

7.3.4 Findings  
Ten preceptors were interviewed. UKZN (4), WSU (4), Wits (2). No preceptors were available 
to be interviewed from SMU.  
  

7.3.4.1 Setting/Climate  

Preceptors are crucial in medical education, assisting students in applying their academic 
knowledge to real-world scenarios and supervising clinical practice. They shape future 
healthcare practitioners' professional development by serving as educators, mentors, and role 
models. Preceptors' dedication to the medical field and their love for training the upcoming 
generation of healthcare workers motivate them to teach, bridging the knowledge gap between 
academic knowledge and practical skills. While the length of time in the role as a preceptor 
differed across institutions.  
 “I’ve been here from 2002, first a registrar and then a specialist”   (Preceptor 04, UKZN)  
  
 “I have been here at the Alex CHC since 2015”      (Preceptor 01, Wits)  
  

“I started as a preceptor at Mbekweni Health Centre in 2015” (Preceptor 02, WSU)  
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Particularly in professions like nursing, preceptors are essential to students' mentoring. They 
provide direction, motivation, and useful information in their dual roles as coaches and 
mentors. By providing students with practical experience in a secure and encouraging setting, 
preceptors aid in bridging the gap between academic understanding and real-world application. 
Additionally, by setting realistic goals, modeling professional conduct, and offering ongoing 
feedback, they aid students in honing their clinical and critical thinking abilities. The position is 
quite fulfilling for many preceptors. They frequently feel more fulfilled in their work, a sense of 
achievement, and rejuvenated after mentoring the upcoming generation of professionals. 
Preceptors identified with the role and found great enjoyment in the role.  

"Yes! It’s motivating for us. I’m very happy with the programme. I know it’s not 
the same at all the places but here at Mbekweni we have this very proper space. I 
can do both things I like teach and be a doctor. So, I’m fulfilling my dreams.”  

(Preceptor 02, WSU)  
  

"Wanting to take this responsibility was my decision. I don’t know whether 
others enjoy it but (laughs) at least it was my decision, and I take the 
responsibility very seriously."    (Preceptor 01, Wits)  

  
“I think I enjoy because it’s an isolated place, it’s a silent place, calming place. Different to the 
noisy place of most clinics.”       (Preceptor 04, UKZN)  

  
"What do you I like most about my work as a preceptor or teacher within the programme is 
that I have been doing this for many years now. What I prefer is to teach students. There’s lots 
of other people that wouldn’t want to do that, they don’t want to work with students. I come 
from a family of teachers, but not doctors. This way I can be both. But if I needed to choose to 
be a teacher or be a doctor, I prefer to be a doctor.”           
      (Preceptor 04, UKZN)  

  
Preceptors usually need to complete specialised training to carry out their teaching duties in an 
efficient manner.   

“I wish that I could have had some more training to prepare me for the role as a teacher. I just 
learnt as I went along. I am better now but I think back to how useless I was with the first few 
groups of students, I am quite embarrassed when I think back to me then, but now I feel very 
competent and am proud of my role and how I support students in their learning journey” 
        (Preceptor 02, WSU)  

  
 “I just learnt as I went along. I am better now but I was bad in the beginning”     
        (Preceptor 01, Wits)  
  

“It would be really great to get some formal training in education, more specifically medical 
education so that I have that grounding as a basis for my role as preceptor”  

(Preceptor 02, UKZN)  
  

7.3.4.2 Regulating Learning  

Preceptors identified that as preceptors they significantly influence the learning environment 
for medical students by providing guidance, support, and real-world clinical experience. They 
act as mentors, and role models, fostering a psychologically safe environment and encouraging 
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open communication channels for students. Preceptors bridge the gap between theoretical 
knowledge and practical application, ensuring students are well-prepared for future healthcare 
careers.  
  

7.3.4.3 Supporting discourse  

Supporting discourse in educational settings involves fostering open communication and 
collaboration among students, educators, and stakeholders to enhance the learning experience. 
However, preceptors identified that the expansion of educational sites often faces limitations 
and constraints such as budgetary restrictions, logistical challenges, and regulatory hurdles. 
These factors can impede the development of new facilities or the enhancement of existing 
ones.   
 “Money, Money and then more money and time”   (Preceptor 02, WSU)  

  
“Money, time and people. People…because we don’t have sufficient funds, you cannot appoint 
all the supervisors you would ideally like in a mentorship type of relationship coaching type of 
thing. But I think we do pretty well for what we have. And our management, as I said, are 
usually supportive. I do get from time to time, from top management, you have to cut down 
your sessions, if the transport becomes too much, and so on. But the curriculum committees sort 
of say, no, no, this is the place where they have to learn, we cannot reduce the time in the 
community. So…but those requests come because of budget and funding. The university really 
struggles financially. So, it’s always sort of…a way to try and find a solution for something. 
The point is the Department of Health do not provide anything for us, so we have to buy 
everything. Every dipstick, everything. So, it’s getting those things on time because sometimes 
our procurement process takes unacceptably long unfortunately. But in the end, we  

 get it”              (Preceptor 03, WSU)  

“This year we had to cut down because we’ve run out of funding, not space. So, we needed to 
cut down a bit and…so in the first semester we only managed to offer eight homestays per 
block”        (Preceptor 01, UKZN)  
 
“We don’t get much support from management…but we tend to have some district managers 
who do support us. And then the head from province comes, generally”  

(Preceptor 01, Wits)  

“And there’s a lot of capacity building for the management because the district hospitals see 
them as part of the university. So, when there is need for capacity they will come and say, okay, 
this is where we need to help. We work with communities, then that again helps. So, all these 
are additional values. Because this is a training site people feel it’s better, so people are willing 
to come and learn… And so, it’s both those relationships as well, indirectly, made it a lot 
stronger”       (Preceptor 01, WSU)  

 Additionally, failures and negative feedback from students can arise from various issues, 
including inadequate resources, insufficient support, or misalignment between learning activities 
and objectives. Addressing these concerns requires continuous evaluation and adaptation to 
ensure that educational environments meet the evolving needs of students and provide a 
supportive, effective learning experience.  

“So, the only complaint that we have is that it’s a lot of work: writing up, recording, 
documenting”       (Preceptor 01, Wits)  
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“And it’s kind of assumed by some of the comments saying like, you know, they don’t get 
taught this, or they have got no clue about whatever, but it’s kind of I think that’s part of how the 
disjuncture happens between how you are being taught in the first three years and how you’ve 
been taught in the last three years”        (Preceptor 01, UKZN)  

  

7.3.4.4 Social presence  

Social presence, collaboration, and connectedness play a crucial role in student placements at 
various sites. When students actively engage in social networks and collaborative activities, 
they build essential relationships with peers, mentors, and industry professionals. This 
connectedness not only enhances their learning experience but also opens doors to valuable 
opportunities. Students placed at sites often demonstrate strong teamwork and communication 
skills, which are honed through collaborative efforts.   

“Okay, there are one or two who still don’t know how to work as a team and they come and 
say, I’m going to do this on my own, I want to do this on my own. Ja, they do very well, they 
do excellent jobs, but then you realise, shame, you know, you’re in the wrong profession… 
because if you don’t know team work you’re not going to survive, but anyway…and then…ja, 
so they learn that, they learn teamwork, they learn how to make plans, how to plan, and work 
as a team basically”       (Preceptor 02, UKZN)  
  
“It’s extremely important. We cannot do this without having that good relationship. And 
whenever there was a break in the relationship of trust, we really put a lot of effort to build it up 
again. And…as I said at this stage, we really have very good relationships with the 
community…who will call   us even if there’s a women’s society having a special Women’s Day 
sort of thing, they will call the sister working in the area. Can’t you and a few students come 
and do some voluntary thing on Women’s Day or Youth Day or around World AIDS Day? 
And then we try to help as far as possible,  even if it’s not part of the curriculum”   
        (Preceptor 02, Wits)  
  
“So, I think…yes, we have. A lot of the sites actually are built around long-term relationships 
where that has been quite a bit of investment of in terms of relationships, support, kind of visits, 
CPT, all sorts of activities in those sites over like quite a bit of time anyway. And that’s true for 
the PHC sites in the urban areas as well as the rural sites. Quite a few of the rural sites have got 
a very strong emotional link for people in the department where, like an example is, me having 
worked in Emmaus for quite a long time, and so I go back to Emmaus, and so the kind of that 
continuity of me going back, it’s really wonderful for Emmaus, people get really joyous when I 
go and whatever; like it’s not only the doctors but nurses and cleaners, and  everyone, you walk 
around and it’s like you tell stories and whatever. For the students it’s kind of they are often 
really surprised by this when…the relationships that continue. And so that…it’s kind of a…like 
one of these not so obvious kind of dimensions of the type of support. But the relationship is 
really critical, and I think that in that model that Marieke de Villiers and co, like that whole 
team has developed, kind of the relationship in the centre, for me that is absolutely critical, like 
without that relationship nothing works”    (Preceptor 01, UKZN)  

  

In essence, fostering these connections is vital for students to transition smoothly from 
academic environments to professional settings, ensuring they are well-prepared for future 
practice.  
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“Better prepared. They are prepared. And actually, I would say that it’s an opportunity given to 
them to embrace medicine in the real sense of caring for people”  

(Preceptor 01, Wits)  
  

“They learn to do continuity of care. They learn to actually apply empathy. Because they are 
firsthand with the patient. They understand the difficulties of life. They learn to work with 
families, because in a rural hospital, the whole family comes when there’s an issue, so they 
have a chance to talk. And also, understand the cultural issue. When somebody is seriously ill, 
they want to bring the church congregation to the ward, right? So, they actually understand 
the in death and dying or in palliative care, there’s a huge place for spirituality. All our 
patients in the rural areas are coming from the traditional healers anyway. So, they learn to 
actually understand and if possible, work with the complementary medicine. They learn to 
work with less resources. They learn to work in the real world.  Socially hospitals are just very 
artificial situation. It’s very artificial. It’s not the real life. So, they’re actually vibing in the 
district hospital, they learn to work be…Better prepared. They are prepared. And actually, I 
would say that it’s an opportunity given to them to embrace medicine in the real sense of 
caring for people”           (Preceptor 01, WSU)  

  

7.3.4.5 Cognitive presence  

Preceptors identified ideas that could strengthen the connecting of ideas and information in the 
programme offered at decentralised training platforms for future engagements  

“What! So, it’s like those sort of ideas, and that works well in a context like that. If you’re only 
working in a regional hospital where people refer to you, you never understand what the 
difficulty of referral is. So, it’s really placing that sort of…and it’s that authenticity of the 
environment that I think is really critical”       (Preceptor 01, UKZN)  
  
“I suspect a lot of our thinking will quickly evolve once it becomes apparent what existing   
structures are. I think that’s what people like me are looking for, is once they get a better sense 
of where are these sites, how many people are we talking about, then we can start getting 
concrete. At the moment it’s all these ideas is…the faculty is planning something out there, and 
I think it’s that kind of framework…once my mind is concentrated, we’ve got these facilities, 
these number of people, then we can start thinking about feasible projects. So, I think that’s…so 
that’s my bottom line about decentralisation. Obviously conceptually I strongly support the 
notion, but its value, its ability to offer meaningful extensions to the curriculum, to competency 
achievement, for me still is too theoretical at this stage, and even that theoretical I haven’t 
engaged sufficiently”       (Preceptor 02, Wits)  
  
“Like how do we…so another exercise, how do you refer to a regional hospital? They do a   
teleconference where they then need to refer a patient. And because doing a referral is 
completely different to doing a ward round presentation. The purpose of that is different, so you 
need to learn how to talk; when you pick up the phone, you need to introduce yourself, who 
you are, what rank you are, where you’re calling from, all of the basic, basic things that are 
obvious when you do the referral but if you’ve never done it you say, hello, will you take the 
patient. What! So, it’s like those sorts of ideas, and that works well in a context like that. If 
you’re only working in a regional hospital where people refer to you, you never understand 
what the difficulty of referral is. So, it’s really placing that sort of…and it’s that authenticity of 
the environment that I think is really critical”    (Preceptor 01, UKZN)  
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7.3.4.6 Teaching presence  

Preceptors identified the concept of teaching presence transcends mere instruction; it 
embodies the commitment of educators to create an engaging and supportive learning 
environment.   

“So, I think the one challenge would be the standardisation, I standardisation is really difficult, 
and I think one maybe needs to do the standardisation of setting out the scope of work that 
they need to cover. So having a skills book and all the skills that they need to do. Or having a 
list of conditions that they need to cover and be competent at. But the challenge around that is 
how we kind of influence the local learning. So often the local learning may be very good or 
very poor. But we are not able to    
build on the very good or challenge the poor because we are so far removed. And again, so 
how do you do that, how do you create that for students”  (Preceptor 01, UKZN)  

  
Effective teaching presence fosters a sense of community and connection among students, 
which is essential for motivating and enhancing learning outcomes. When educators actively 
participate in discussions, provide timely feedback, and express genuine interest in students’ 
progress, they establish a profound influence on academic success.  

“I think it is a challenge. And so, what I’ve thought about putting people out there…and that’s 
why the medicine block was one that we pushed because that’s low hanging fruit; it can be done 
in a distributed platform without too much trouble. It’s also a low stakes exam for students. It 
doesn’t…it’s not one of those that fails them usually. So, they see it as easier to obtain the 
competency required”       (Preceptor 01, Wits)  
   
“Consolidates the learning and identifies the gaps and…I think in a tertiary hospital students, 
like fifth year students is at the bottom of the food chain; like there’s a consultant, cardiologist,  
there are other consultants, then you have a senior registrar, your junior registrar, you have 
your medical officers, you have your final year medical students, and the fifth year medical 
student there’s nobody behind. They just parade in the ward; they don’t do anything…they are 
not acting member. But in a district hospital they are the person. Students are involved in the 
patient management with the doctor. So that is an opportunity for them to actually learn”   

(Preceptor 02, UKZN)  
   
“So, the objective is to acclimatise the student to difficult environments in the country, and that 
is a reality, and then make them to adapt and find the best way of… Serving that community 
and then to learn.  So…I think it’s a context in which our programme is. If you ask, are we 
having the best of accommodation? Probably not. If we are having the best of connectivity? 
Probably not. Do we have the best opportunity to help patients? Yes. And then patients 
remember that. I think one of my…in the feedback from one of the students, says, there was a 
patient I saw in casualty, then I clerked the patient; when the doctor wanted to admit, I 
admitted the patient. The following day I went to theatre to assist when they operated on this 
patient. And a week later when they discharged, I went and wrote the discharge form for the 
patient. When this patient came three weeks later for review, he saw me from far and he greeted 
me from far, he said, Doc, I’m much better now. And he said that day I felt I’m  a doctor”  
             (Preceptor 02, WSU)  
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7.3.4.7 Educational experience  

The educational experience is designed to provide students with hands-on, practical learning 
opportunities that complement their academic studies. Students are placed at our facility to 
gain real-world experience, develop professional skills, and apply theoretical knowledge in a 
practical setting.   

“We don’t hear a lot of complaints, and they usually want to do it, and they feel it’s practical 
handson, and the nurses are patient and teach them. And even in casualties the feedback that I 
got is that, you know, those doctors they really teach us. It’s one of the good learning 
experiences that we get is that the doctor is there to teach us, he’s not there to teach patients”  

(Preceptor 03, UKZN)  
  

“So, he’s patient, he shows us over and over how to palpate or examine, or whatever, and he 
spends time helping us develop clinical reasoning in terms of the diagnosis and so on. So, in 
general it’s good  
feedback. Maybe they won’t tell me the rest, the bad stuff, but they can apply the knowledge 
they have and learn more of the skills in a practical way”     (Preceptor 03, WSU)  
  

The learning objectives are carefully crafted to align with the activities students engage in, 
ensuring a cohesive and comprehensive learning journey. Preceptors identified that the overall 
educational experience related to attributes which include appropriate levels of autonomy, 
variety and workload, quality of supervision and social support, and, most important, the 
overall orientation toward teaching and learning, reflecting the culture prevailing in the learning 
environment.  

“… the staff will facilitate the supervision but you the preceptor you are their contact and form 
part of  

 the support network students need”       (Preceptor 03, Wits)  
  
“You provide so much more than just supervision for the students. Yes, you also indirectly 
familarise them to the setting and become a point of contact for them”  

        (Preceptor 03, Wits)  
  

7.3.5 Discussion  
In contemporary medical education, effective mentoring of students has become integral to the 
development of competent physicians. This paradigm shift emphasises the need for preceptors 
to not only impart knowledge but also facilitate cognitive engagement among undergraduate 
medical students. A robust framework for understanding this interaction is anchored in the 
Community of Inquiry (CoI) model, which suggests that cognitive presence is paramount to 
meaningful learning experiences. By actively participating in the student’s educational journey, 
preceptors create an environment conducive to critical thinking, reflective practice, and the 
application of theoretical knowledge. Consequently, their role transcends mere supervision; 
they become catalysts for skill acquisition and problem-solving. Establishing a strong cognitive 
presence not only fosters deeper understanding but also aligns educational practices with the 
dynamic demands of healthcare, ultimately ensuring that students are well-equipped to 
navigate complex clinical environments and deliver high-quality patient care.  
  
Preceptors can improve their teaching skills through continuous education, feedback, 
mentorship, and using teaching models. Continuous education helps stay updated with the 
latest teaching methods and clinical practices. Regular feedback from students and colleagues 
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provides valuable insights for improvement. Connecting with experienced mentors fosters a 
collaborative learning environment. Setting clear learning objectives aligns preceptors and 
students, and staying current ensures accurate information.  
  
Triangulation of student data highlights the importance of training preceptors, who play a 
crucial role in bridging the gap between theoretical knowledge and practical application. 
However, without proper training, preceptors may struggle to provide consistent, effective 
guidance. Challenges identified include inconsistent supervision, communication gaps, lack of 
understanding of educational principles, and overburdened preceptors. Training ensures 
consistent student experiences, enhances teaching and feedback skills, builds confidence and 
competency, and fosters professional development. Recommendations for preceptor training 
programs include workshops on teaching strategies, time management support, interdisciplinary 
collaboration, and ongoing support and resources. These programs aim to provide students 
with the guidance and support they need to succeed, ultimately improving the quality of future 
healthcare professionals. By implementing these recommendations, healthcare institutions can 
ensure that students receive the guidance and support they need to succeed, ultimately 
improving the quality of future healthcare professionals. 

 
The integration of cognitive presence into medical education is vital for fostering critical 
thinking and effective clinical decision-making among undergraduate students. Cognitive 
presence, defined as the ability to construct and confirm meaning through reflection and 
discourse, enhances the learning experience by bridging theoretical knowledge with practical 
application. As students engage in reflective practices within their clinical environments, they 
develop a deeper understanding of medical concepts and their implications for patient care. 
This process is particularly accentuated through the guidance provided by preceptors, who 
serve as mentors in various healthcare settings. They facilitate cognitive presence by 
encouraging students to analyse realworld scenarios, fostering an environment that promotes 
inquiry and self-confidence. Studies indicate that structured support, like post-registration 
preceptorships, significantly bolsters new graduate nurse’s self-efficacy in their professional 
roles, emphasizing the importance of mentorship for enhancing cognitive presence and 
competence in medical education (Cheung, 2007). Thus, cultivating cognitive presence is 
necessary for producing skilled and confident healthcare professionals.  
  
Engaging in meaningful interactions within clinical settings is paramount for the cognitive 
development of undergraduate medical students. The role of preceptors becomes particularly 
significant as they guide these students in integrating theoretical knowledge with practical skills, 
promoting higher levels of cognitive presence during training. Preceptors not only impart 
knowledge but also facilitate critical thinking by encouraging students to reflect on their 
experiences and decisions in real-time clinical scenarios. As outlined in existing literature, the 
structured support provided through post-registration preceptorship has been shown to 
enhance new graduate nurses’ confidence in professional competencies, thereby highlighting its 
indispensable role in fostering cognitive presence (Cheung, 2007). Furthermore, simulation-
based learning environments (SLEs) have emerged as valuable tools in health education. While 
they allow for risk-free practice, aligning them with effective preceptorship can reinforce the 
cognitive learning process, ensuring that students can translate their simulated experiences into 
competent, confident performance in real-world situations (Mills,2016).  
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Effective preceptors employ a variety of strategies to cultivate critical thinking and reflection in 
their students, which are essential components of nursing education. These strategies include 
interactive dialogues, problem-solving tasks, and the application of cognitive apprenticeship 
principles, which emphasise learning through guided experiences. For instance, preceptors 
often incorporate scaffolding techniques, allowing students to build upon their existing 
knowledge while developing their clinical judgment skills (Vygotsky, 1978). This approach 
creates an environment that fosters confidence and encourages students to engage deeply with 
clinical scenarios. Furthermore, the establishment of respectful, mutually beneficial 
relationships between preceptors and students enables open discourse, which is vital for 
reflective practice. In examining the Irish preceptorship model, it is evident that when 
preceptors adopt these methods, they not only enhance student learning but also ensure that 
future nurses are equipped to navigate the complexities of patient care as highlighted in 
research by Kavanagh and Swzeda (2018) regarding clinical judgment deficits in new graduates 
(McSharry,2012) (Farrar,2023).  
  
An effective preceptor-student relationship is foundational to cultivating the competence and 
performance of undergraduate medical students in clinical settings. Preceptors play a critical 
role in fostering an environment conducive to learning, characterised by the application of 
interactive teaching strategies such as demonstration, coaching, and scaffolding. These 
methods not only enhance the students understanding but also instil confidence through 
consistent and respectful engagement, underscoring the necessity of time dedicated to teaching 
(McSharry, 2012). Furthermore, the application of noncognitive assessments, such as the 
multiple mini-interview, highlights how preceptor support can extend beyond cognitive skills to 
evaluate essential attributes like empathy and teamwork, which are pivotal for effective patient 
care (Eckrote, 2019). Ultimately, the symbiotic relationship between preceptor support and 
student development is vital in bridging academic knowledge with practical competence, 
ensuring that students are not only proficient in clinical tasks but also competent in their 
professional roles.  
  
Effective preceptor engagement is pivotal in shaping the clinical education experiences of 
undergraduate medical students, significantly influencing their overall competence and 
performance. Research has highlighted that well-structured preceptorships foster a 
collaborative learning environment, facilitating the development of essential clinical skills and 
critical thinking. This engagement extends beyond mere supervision; it encompasses 
mentorship that instils confidence in students, ultimately enhancing their self-efficacy in clinical 
settings. For instance, the implementation of the dedicated education unit model has 
demonstrated positive outcomes, effectively bridging the gap between theoretical knowledge 
and practical application through active preceptor involvement (Van Housen,2023). 
Additionally, a holistic review of preceptor involvement reveals that consistent engagement 
positively correlates with improved student outcomes, emphasising the necessity for 
programmes to prioritise these relationships in their curricula (Eckrote,2019). Consequently, the 
interplay between preceptor engagement and student performance is not only significant but 
also essential for preparing competent healthcare professionals.  
  

7.3.6 Conclusion  
The findings from this study underscore the vital importance of preceptors in fostering 
cognitive presence within medical education, significantly enhancing students’ competence and 
performance. By adopting interactive dialogue and employing diverse pedagogical strategies, 
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preceptors not only facilitate comprehension but also boost students’ confidence, mirroring the 
successful approaches highlighted in midwifery education, where clinical facilitation was found 
to be highly valued by students (Cornell, 2022). Moreover, the variation in teaching practices 
among preceptors indicates the necessity of aligning educational methods with defined learning 
outcomes, enhancing the student’s ability to apply knowledge in real-world scenarios. As 
evidenced by the discrepancies in focus between service needs and professional educational 
values in nursing preceptorships, there is an urgent need for a coherent framework that 
prioritises critical thinking and patient-centered care (McSharry,2012). Ultimately, effective 
preceptorship holds the potential to transform medical training into a more competent and 
performance-oriented experience for future practitioners.  
  
The study’s comprehensive results illuminate critical relationships between preceptor 
engagement and the cognitive development of undergraduate medical students. Findings 
indicate that active participation by preceptors not only enhances students clinical reasoning 
skills but also encourages a deeper understanding of medical complexities. Through structured 
feedback mechanisms and reflective practices, preceptors facilitate a collaborative learning 
environment that promotes both knowledge retention and application in varied clinical 
contexts. These insights underscore the necessity of integrating preceptorship as a fundamental 
component of medical curricula, particularly in fostering competencies that are essential for 
effective patient care. Considering these findings, future medical education practices should 
prioritise training preceptors to adopt pedagogical strategies that emphasise cognitive 
presence, ensuring that students are not passive recipients of information but rather active 
participants in their learning journey. Ultimately, this approach may raise the standards of 
clinical education and better prepare students for the evolving challenges of modern 
healthcare.  
 

7.3.7 Limitations  
The results of this study confirm the factor structure of the CoI survey and the hypothesised 
causal relationships among the presences predicted by the CoI framework. These results point 
to the key role of teaching presence in establishing and sustaining a community of inquiry. 
Further research is called for to explore the dynamic relationships among the presences across 
disciplines and institutions as well as understand the existence and role of the specific sub-
elements (categories) of each presence. Future research should focus on exploring adaptive 
teaching presence strategies that cater to diverse learner needs, particularly in hybrid learning 
settings. There is a pressing need to investigate the long-term impacts of teaching presence on 
student outcomes, incorporating quantitative measures to substantiate qualitative findings. A 
standardised set of preceptor competencies and assessment methods have been identified 
across health professions, with some having performance indicators for effective measurement, 
but further research is needed to determine the minimum standard. The model of 
preceptorship's success requires evaluation, and the minimum level of competence is not 
determined. A consensus approach like the Delphi method could improve confidence in 
identified competencies.  
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7.4 Chapter Conclusion 

In this chapter, we explored the experiences of preceptors responsible for the supervision and 

teaching of medical students learning at DTPs. The next chapter will look at the integrative 

synthesis of the PhD study findings. 
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8 CHAPTER 8: DISCUSSION AND RECOMMENDATIONS  

8.1 Introduction  
This chapter presents a summary of the preceding chapters in this thesis, linking study results to the 

overall objectives of the thesis. The summary will be followed by the strengths and limitations of the 

thesis. Finally, educational and research recommendations emanating from the results will be made. 

 

Adopting a mixed methods approach to data collection and analysis; this thesis demonstrates the 

need to comprehensively understand the complex processes of teaching and learning that occur 

specifically during clinical placements. This thesis aimed to examine decentralised training 

platforms (DTPs) utilised in undergraduate medical education by the health science faculties of four 

South African universities and their role in transforming medical education. Decentralised training 

platforms (DTPs) are defined as any learning environment such as a primary health care facility 

(clinic or community health centre), district hospital or non-governmental organisation used for 

medical (or health professional) education and training. 

 

Objective 1 described the common characteristics of DTPs as they are used across the four 

universities. Findings from the study provided insight into the financial resources, human resources, 

and other investments institutions need to make DTPs functional learning environments.  The 

common use of these DTPs provides a context in which students can better understand their 

patients and their specific context. 

 

A document review was conducted to address Objective 2, comparing the teaching or learning 

objectives at the DTPs both within each institution and across the four institutions. The findings 

revealed a shared commitment to developing key competencies essential for delivering quality 

healthcare. These results emphasize critical thinking, evidence-based practice, and the application 

of knowledge in clinical settings. Despite variations in curriculum and pedagogy, there is consensus 

on the importance of equipping students with a core set of skills that include patient care, 

communication, and ethical practice. This alignment ensures that graduates are prepared to meet 

the demands of the healthcare sector and contribute to the well-being of communities. The 

integration of these competencies across DTP programmes reflects a broader trend in health 

professions’ education, where interdisciplinary collaboration and a holistic approach to health are 

increasingly valued. 

 

Through a qualitative study, Objective 3 compared the experiences and perceptions of preceptors 

and staff at the existing DTPs. The findings emphasised the multifaceted landscape of clinical 
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education. Preceptors, who are experienced clinicians responsible for the supervision and teaching 

of students, often face the challenge of balancing clinical duties with educational responsibilities. In 

light of this, research has shown that preceptors who engage in continuous professional 

development perceive an increase in their competence and professional status, which may enhance 

their ability to support pedagogical development at their workplaces101-103. Although staff often 

report positive experiences with preceptorship, indicating that it meets expectations for 

professionalism and teamwork, complexities do exist due to the additional roles of the education of 

communication skills and patient advocacy. Effective communication is pivotal in patient-centered 

care, often hampered by systemic and interactional barriers. Moreover, the cultural context can 

influence the priorities, challenges, and scope of clinical communication teaching, necessitating a 

dynamic and culturally sensitive approach to education. In summary, while preceptors and staff may 

have differing experiences and perceptions of preceptorship, the overarching goal remains to foster 

an environment conducive to the development of competent healthcare professionals who are adept 

in communication and patient advocacy. 

 

Objective 4 explored medical student experiences at the existing DTPs. Findings from focus group 

discussions highlighted invaluable experiences that are critical to their development as healthcare 

professionals. Through direct patient interaction, students can hone their communication skills, 

develop empathy, and gain a deeper understanding of the diverse needs and experiences of patients. 

This hands-on learning environment allows them to apply theoretical knowledge in real-world 

settings, fostering critical thinking and problem-solving skills. Moreover, these experiences can 

profoundly impact their future practice, as they learn to navigate the complexities of patient care 

and the healthcare system. These insights gained from clinical rotations are instrumental in shaping 

competent, compassionate, and patient-centred healthcare providers. Analysis of the log diaries 

confirmed assumptions and anecdotal evidence that medical students often find themselves 

immersed in a rigorous curriculum, where clinical activities take precedence. This focus is crucial for 

developing hands-on experience in diagnosing and treating patients, which forms the backbone of 

medical practice. However, community-based activities are also essential, providing students with a 

broader perspective on patient care, public health, and the social determinants of health. Balancing 

these two aspects can be challenging, but it is important for producing well-rounded physicians 

who are as adept at interacting with communities as they are at clinical problem-solving. Engaging 

with community activities not only enriches the students' educational experience but also instils a 

sense of social responsibility and empathy towards the diverse needs of the population they will 

serve. 
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8.2 Discussion 

The discussion of the findings of the thesis starts with a discussion of a conceptual framework 

as it provides a structured approach to interpret the findings comprehensively. Framing the 

conceptual framework in the beginning is essential for linking the findings together to provide a 

comprehensive understanding of a phenomenon104 in this case the utilisation of DTPs. 

8.2.1 Conceptual Framework 

Using the Community of Inquiry (CoI) )105 and Context, Input, Process and Product evaluation model (CIPP)106, 

this thesis examined the utilization of DTPs in four South African universities. The educational 

experience of medical students through the lens of cognitive presence, social presence and teaching 

presence was evaluated using the CoI. Augmenting this understanding, the CIPP model offered a 

systematic method for a detailed examination of the context, inputs and processes of the DTPs and 

their programmatic components.  

 

Integrating CIPP98 and COI106, to explore the findings of this thesis, has led to a more holistic 

understanding of DTPs, as an educational initiative, enabling future educators to make informed 

decisions based on a wide range of data sources and perspectives. Moreover, this comprehensive 

study demonstrates how educators can ensure that their evaluations are not only focused on 

outcomes, but also on the processes and community aspects that contribute to those outcomes, 

facilitating continuous improvement and accountability within educational programmes. 

By making use of these established models, namely the CIPP and COI, and combining them into 

a single conceptual framework in evaluating DTPs, we are able to respond to evidence requests 

in educational practice, influence policy, and strengthen practice across national stakeholders. 

This is further supported by the studies in our South African context that explored the use of 

distributed and decentralised teaching platforms25, 107-109. The interpretations derived from this 

thesis, presented below using the conceptual framework (Figure 2), provides additional 

guidance to adopting this approach in future studies. 

 

8.2.2 The typology of DTPs at the four selected universities 

The typology of DTPs at four universities was described through addressing objective 1 in 

exploring implications of these training platforms for universal healthcare coverage. 

Universities in SA have been required to find alternative training platforms in light of the 

educational and institutional landscape changes in recent years110. DTPs in medical education 

have been established to address the need for a more diverse and inclusive approach to 
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healthcare training. These platforms have also allowed for the expansion of the learning 

platforms. This transformative approach,  expanding the teaching environment beyond 

traditional academic settings to include primary healthcare facilities and district hospitals111, 

aligns with the global shift towards universal health coverage. This shift promote social 

accountability and ensures that medical students gain practical experience in a variety of 

healthcare contexts20. Moreover, DTPs support the development of a workforce that is better 

equipped to meet the needs of different communities, particularly in rural and underserved 

areas112. 

As a result, at the institutions included in this thesis, DTPs have changed from using urban 

based facilities to rural based sites. As DTPs are away from the main campus and a lecture room 

environment, being placed to learn in the local environment brings an opportunity to 

understand the environment in which the patient lives.  DTPs offer significant benefits for rural 

areas, particularly in enhancing access to quality education. They can break down geographical 

barriers, allowing students in remote locations to connect with educators and resources to 

which they would otherwise not have access. The transformative medical education system 

acknowledges the role that DTPs play as a means of meeting the requirements of the community 

and producing qualified medical practitioners who understand the patient within the context 

where healthcare is delivered.  It can therefore be argued that DTPs provide a learning 

environment in the context of place (rural platform), participation (community of practice) and 

enhances students’ clinical learning113.  

 

DTPs offer a community-based environment to facilitate learning based on considering both 

curricular and community-desired outcomes. Teaching medical students about the social 

determinants of health, education philosophy places a major emphasis on partnerships with 

communities and health facilities, emphasizing the need for social accountability. The findings 

in this thesis demonstrate that the philosophies in medical education can be practiced within 

the curriculum in a tangible way that contributes to the students’ learning while at DTPs. 

 

While the institutional characteristics such as governance and leadership have remained the 

same over recent years, the organic evolution of DTPs and the relationships with the community 

has experienced numerous changes. These changes have most likely been as a result of the poor 

community -university relationships. While studies speak to the ongoing stakeholder 

collaborations and engagement in the co-development of programmes, the universities included 

in this thesis demonstrated huge shortcomings in the partnerships in which they were engaged 
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114-116. There was no evidence of engagement with DTPs in the design of both programs and 

curricula. Additionally, design and re-design of training programmes, social considerations, and 

institutional vision for healthcare delivery were explored at an institutional level.  

While my findings from the published paper in Chapter 4 allude to the impact of the changing 

political climate and the Department of Health relationships with universities on DTPs, the 

importance of investment in decentralised medical education remains an ongoing investment 

from institutions. Ongoing training and sustainable human resources cannot be overstated. 

Where I identified investments, they were inclusive of infrastructure, information technology, 

transportation for students to these sites, human resources in the form of joint appointments or 

preceptors, and financial resources in the form of grants, university investment and donations. 

These need to be sustained.  

I conclude that the success of DTPs in the context of universal healthcare requires consistent 

investment in building and maintaining relationships among universities, national and local 

departments of health, and communities. Finally, the intellectual investment through 

continuous professional development of staff and preceptors will further strengthen the 

potential impact of DTPs.  

 

8.2.3  The teaching or learning objectives at the DTPs 

Guided by the conceptual framework for this thesis, the methodological approach to generating 

an in depth understanding of the curriculum strengthened the rigor of the thesis. Using findings 

from a document review of DTPs curricula at the four universities, the teaching and learning 

objectives were triangulated with data collected in thesis. This included comparison with 

standard national guidelines, student logbooks, portfolios, clinical case studies, case scenarios, 

simulated learning tools, clinical procedures, and video presentations. I adopted this strategy to 

reduce bias and enable cross-verification of data by corroborating information gathered through 

various approaches such as key informant interviews, preceptor interviews, and student focus 

groups about the teaching and learning objectives at the DTPs, and the document review.  

8.2.4 The learning objectives in the curriculum documents 

The WHO has recommended that health professional education and training institutions should 

transform student selection, curricula, and educational pathways to meet the healthcare needs of 

communities117. In this thesis, I explored the different curriculum alternatives in place at the four 

universities to deliver the same learning objectives. The curriculum delivery takes form in the 

integrated primary care block which usually lasts for about 8-12 weeks at the same facility in the 

final year of study. All four universities share a similar stated objective to produce graduates who are 
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fit-for-purpose and able to deliver comprehensive primary health care delivery, mostly in rural areas 

where there is a shortage of health professionals. The reason for the common learning outcome for 

the integrated primary care block across all the institutions was to develop key competencies 

essential for delivering quality healthcare as mandated by WHO. There was variation in the focus on 

what the key competencies are in each of the institutions in this study. The findings from reviewing 

the documentation revealed that the learning outcomes are not explicit for students and preceptors. 

Explicit learning objectives are crucial as they provide a clear direction similar to a roadmap for both 

preceptors and students, outlining what is expected to be learnt and how to successfully achieve 

these goals. This  can facilitate deeper engagement with the learning process118. By setting explicit 

objectives, educators can design their instruction methods and assessment tools to align with these 

goals, ensuring that teaching is focused and coherent. Moreover, explicit objectives facilitate the 

measurement of student progress, allowing for timely interventions when necessary. They also 

empower students by making the learning outcomes transparent, which can enhance motivation 

and engagement. In essence, explicit learning objectives are foundational to effective teaching and 

meaningful learning experiences. Balmer et al. (2013) support  efforts to shape the explicit 

curriculum and guide students’ learning experience within the boundaries of curricular objectives119. 

Balmer et al. (2015) also argue the need to broaden the understanding of the medical education 

curriculum and help educators tap into a wealth of underused educational opportunities for 

important clinical topics 120. 

 

 I found that the activities to support the learning at DTPs were not reflected in the course outlines 

or logbooks provided to students. Capturing the learning activities in curriculum documents is a 

fundamental practice in educational design and delivery. Capturing the objectives explicitly in 

written format serves multiple purposes: it provides a clear roadmap of the educational intentions, 

outlines the expected learning outcomes for students, and ensures alignment between teaching 

activities and assessment strategies. Objectives guide educators in planning and executing lessons 

that meet specific educational goals, and they help students understand the expectations and the 

skills they need to develop. Moreover, well-defined objectives are essential for evaluating the 

effectiveness of the curriculum, facilitating necessary adjustments, and maintaining educational 

standards. In essence, they are the benchmarks against which the success of the educational process 

is measured. Harden et al. (1999) support the notion that capturing learning objectives in an 

outcome-based curriculum encourages an integrated approach to medical education 121. Institutions 

need to capture well-defined objectives that serve as a guide to ensure that the curriculum remains 

relevant and comprehensive, preparing students to meet the challenges of the 21st century.  
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8.2.4.1 Absence of a teaching philosophy that underpins the medical curriculum 

The underlying philosophies of medical education are deeply rooted in the principles of social 

accountability, partnership and responsiveness to community needs. Social accountability  

mandates the alignment of educational objectives with the health needs of the community, 

ensuring that medical professionals are not only skilled clinicians but also empathetic agents of 

change within society122. This process of working and learning alongside these clinicians is 

integral to the formation of a professional identity that is both person- and community-oriented, 

fostering a commitment to service and ethical practice in future physicians123. The WHO, 2021, 

page 12,  defines social accountability as “the obligation of health science faculties to direct 

education, research and service activities towards addressing the priority health concerns of the 

community”124. The priority health concerns that are to be identified jointly by governments, 

health care organisations, health professionals and the public”125 are not explicitly stated in the 

curriculum documents reviewed within this thesis. This indicates a need to review curricula to 

ensure alignment with the burden of disease.   

 

Professional bodies that determine the structure of curriculum development for health professions 

education, like the HPCSA, Academy of Science of South Africa (ASSAf) and WHO propose 

teaching philosophies that will form the foundations on which our transformative curriculum is 

developed. The philosophies include teaching methodologies like problem-based learning, 

community-based education, interprofessional education, social accountability, and the social 

determinants of health. These philosophies draw out the values in medical education, like equity, 

responsiveness, and patient advocacy that we aim to develop as part of graduate attributes. These 

teaching philosophies were absent in the reviewed curriculum documentation. 

I found that the focus on the social determinants of health formed the basis of the curriculum yet 

there was an absence of the bio-psycho-social approach to healthcare that views health from the 

individual, family, and community perspectives. Key principles of patient-centeredness were also 

missing. This disconnect between the principles and values was surprising as the essence of PHC 

speaks to a practice that demonstrates not only responsiveness to the patient but also a person-

centered approach to the delivery of care in a collaborative way.  

This perspective on care and collaboration is essential for building effective teamwork and fostering 

an interprofessional learning experience. It involves understanding and integrating the various 

complexities of healthcare, as well as the diverse roles and expertise within a team. This approach 

enhances the ability to adapt to the evolving needs of patient care and supports the development of 
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cohesive interprofessional teams that are equipped to manage complex care scenarios. Moreover, it 

encourages continuous learning and improvement among healthcare professionals, leading to better 

patient outcomes and a more efficient healthcare system. Doyle et al. (2021) argue that this approach 

provides for better learning interactions in teams when managing patient care 126.  As these methods 

contribute to a more comprehensive and practical medical education it is important that students 

learning at DTPs also can work in teams and along with other students. This was absent in the 

curriculum documentation. 

8.2.4.2 Absence of the principles of Primary Health Care (PHC)  

The principles of Primary Health Care (PHC) emphasise a holistic approach to health, focusing on 

the comprehensive and interrelated aspects of physical, mental, and social well-being. This approach 

is rooted in equity, social justice, and the understanding that health is a fundamental human right. It 

involves not only medical treatments but also encompasses health promotion, disease prevention, 

rehabilitation, and palliative care, aiming to bring healthcare services closer to the community. The 

shift from a purely curative paradigm, often associated with the biomedical model, to a preventative 

approach aligns with the biopsychosocial model. This model integrates biological, psychological, 

and social factors in understanding health and illness, recognising that these elements interact and 

influence individual well-being. The biopsychosocial approach acknowledges the complexity of 

health determinants and the need for a more inclusive, equitable, and cost-effective way to achieve 

universal health coverage. It represents a move towards systems designed for people, with a focus on 

patient self-awareness, relationships with healthcare providers, and the individual's life context, 

which are essential for a more effective treatment and health maintenance strategy. In the 

curriculum documents there were limited learning activities for students to practice health 

promotion, disease prevention, rehabilitation, and palliative care competencies with a strong 

emphasis being placed on clinical skills limiting the shift from the curative paradigm. The shift for 

the strong clinical skill training focus is a paradigm shift needed to maintain global standards in 

medical training 127, 128. This shift supports the production of graduates who are fit-for-purpose and 

able to deliver comprehensive primary health care and optimises the learning opportunities at DTPs. 

Existing evidence suggests that the incorporation of DTPs and more situated learning within the 

curricula is an important educational strategy to achieve curriculum transformation. While models 

of DTPs in Australia129, Brazil130, Canada131, the Philippines132 are well documented, in South Africa 

our DTP models are undefined. In documented work, DTPs have enabled medical graduates to 

develop the competencies to provide quality patient-centred care and address complex and 

changing health care needs of communities. Frenk et al. have argued that transformative learning 

and mutual dependence in medical education is necessary5. Having opportunities for service 
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learning and incorporating the key principles of the PHC approach into a decentralised teaching 

environment provide the transformative learning that is required8. These principles of PHC were 

absent in the curriculum documentation. 

8.2.5 The experiences and perceptions of preceptors and staff at the existing DTPs. 

The findings for objective three related to preceptor and staff experiences, these were analysed 

from the interviews in relation to the conceptual framework described earlier in this chapter. 

Analysis of the interviews highlighted the essential role of preceptors in influencing the 

upcoming cohort of healthcare providers through mentorship, hands-on experience, oversight, 

and leadership training in clinical rotations. As final-year students, it is important that at DTPs, 

preceptors familiarise students with the practice environment, and that they learn to develop 

clinical tasks by collaborating closely with preceptors, aligning them with course objectives. 

This teaching responsibility was understood by all preceptors. 

Preceptors at DTPs have dual appointments, working for both educational institutions and the 

Department of Health or healthcare facilities. The duration in the role as a preceptor varies from 

one week to eight years, despite high staff turnover and instability. Preceptors provide 

supervision, teaching, guidance, and evaluation of students, but often struggle to balance 

clinical duties with educational responsibilities. Clinical supervision in preceptorship involves 

teaching communication skills and patient advocacy, which are crucial for patient-centered 

care. Preceptors’ role-model these competencies, forming part of students' professional identity. 

They understand cultural context and provide a supportive learning environment. No training is 

provided for their educational responsibilities, and they receive no formal induction training. 

Continuous professional development is essential for preceptors to enhance their competence 

and support pedagogical development101, 103, 133. Collaboration between educational bodies and 

health departments is needed for ongoing professional development.  

8.2.6 The medical student experiences at the existing DTPs. 

Focus group discussions with students from all four universities under study informed the 

conclusion of the analysis for this objective. DTPs offer medical students a learning environment 

that allows them to apply theoretical knowledge to practical situations and helps them develop 

their professional identities. Medical students can develop a deeper understanding of their 

professional identities and highlight the advantages of service learning by reflecting on their 
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learning experiences. DTPs were designed to enhance the learning experience and complement 

traditional academic hospital settings.  

Students expressed gratitude for the unique and enriching experiences that learning in a rural 

setting provided. Students developed a strong sense of participation and belonging because of 

the close-knit community and surrounding natural surroundings. An awareness of teamwork 

and collaborative practice was created by the DTP staff and preceptors' assistance. The staff's 

involvement was essential in establishing a welcoming and supportive learning environment. 

Integrative learning, reflection, and professional identity are critical components of 

undergraduate education134. In the analysis of these focus groups, I was aware that there is a 

need for recognising knowledge gaps, encouraging self-directed learning, and building a 

professional identity via diverse experiences and reflections Students are encouraged to 

approach their studies with a self-directed manner when they are on rotation. Consequently, 

the conduct exhibited by DTP preceptors and facilitators shapes their role-modeling and effects 

the learning for students supervised by these preceptors. 

 

Across the various DTPs, student expectations varied. The vagueness of the stated learning 

objectives was the reason of the differing expectations. Examining the learning objectives made 

it possible to look at how the preceptor at the site, the institution sending the students, and the 

students themselves perceived the different learning outcomes. The preceptors observed that 

although students had a logbook to accompany them and direct their learning activities, they 

frequently did not know what was expected of them. In order to help students grasp the links 

between the material and the importance of practicing it in an integrated manner, further 

explanations are needed. Students' experiences at DTPs displayed their negative emotions of 

being overburdened, nervous, and in need of help. 

 

8.2.7 Factors impacting on the learning experiences. 

The impact of site-related aspects such as living conditions, resources, and logistics on the 

overall experience of placement in DTPs was noted. Many negative experiences were linked to 

the living conditions of students and the limited resources at DTPs. While living circumstances 

and limited resources can lead to negative experiences, the impact DTPs bring to enhance the 

understanding of the patient and community is of far greater contribution to students learning. 

According to the collective experiences expressed by students they adjust to the inconvenient 

living conditions and limited resources and learning outcomes are achieved. 
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Augmenting the analysis of the focus group discussions, this study evaluated the logbooks of 

students at the four universities. In the undergraduate medical curriculum, logbooks serve as an 

essential tool for recording the teaching and learning activities of students. Logbooks provide an 

itemised list of skills and procedures that are carried out. In the study, log diaries from 32 sites, 

(comprising of three PHC facilities and 29 rural sites) recorded time spent on different activities 

while students were on rotation. This was done to better understand if the aims of the 

curriculum were being carried out. The log diaries students completed provide insight into how 

time was spent according to clinical time, teaching time, skill time, community time, and free 

time. Skill time refers to other skills like communication, teamwork, patient advocacy, 

professionalism, conflict management, and research. All these skills are essential graduate 

attributes needed for a well-rounded health professional.  

Analysis of the 60 students' log diaries from four universities indicated that the clinical time 

they engaged in held greater perceived value compared to the teaching time, skill time, and 

community time. This finding confirms the clinical skill focus the curriculum emphasizes from 

the curriculum documentation reviewed in objective two of this thesis. In the diary, students 

were given the opportunity to rate the perceived value of skills acquired during their time at the 

DTPs. Students rated a perceived low value in areas such as communication, problem-solving, 

and advocacy skills. Their belief that communication was unnecessary is a crucial indicator of 

their attitude towards interacting with patients, especially if they perceive communication as 

having a low value. Students reported that they spent large amounts of time on clinical activities 

when compared to community-based activities. This discrepancy ranged from 46.0% (clinical) - 

0.00% (community-based). 

The learning, time, and activities identified did not demonstrate full use of the potential that 

DTPs may offer to the curriculum. During an eight to ten-week placement, students can observe 

the living conditions and backgrounds of patients, but they do not physically visit the 

community. This is an opportunity that presents the chance for students to see the context in 

which their patients live. These findings contradict the experiences of undergraduate medical 

students at rural district hospitals and health care centres in the Western Cape Province, South 

Africa who  used a log diary study to demonstrate the opportunities for students to develop 

both clinical and practical skills while completing a rotation in resource-limited settings135. 

 

8.2.8 Triangulation of data across institutions  

Demographics of preceptors presented in Table 2 in Chapter 7 shows a slightly higher 

representation of males, with an age range of 44 to 60 years. Most participants have less than 5 
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years of service, indicating a mix of newer professionals entering academia. The remaining 

participants have over 5 years of service, reflecting a balance between experienced and less 

experienced individuals. 

University representation varies by university, with UKZN having a stronger representation of 

experienced individuals. WSU has a balanced mix of experience levels, with two participants 

having less than 5 years and two exceeding 5 years. The University of the Witwatersrand has a 

diversity in tenure, with one participant having over 5 years. Emerging patterns include age vs. 

experience, institutional focus, and gender and experience. The study suggests that women are 

represented in both tenure categories but have slightly higher representation in the >5 years 

group. 

 

Data reported on in published paper using log diaries to examine the activities of final year medical 

students at decentralised training platforms of four South African universities, presented in Chapter 5 

compare experiences across the four universities. 

The allocation of clinical practice time varies across the four institutions. Institutions with a 

strong emphasis on clinical practice have allocated more time to hands-on training, while those 

with a greater emphasis on research or theoretical knowledge have allocated less time to clinical 

practice. Some institutions adopt a competency-based curriculum, ensuring students develop 

clinical skills throughout their education. Others may emphasise theoretical instruction in the 

initial years, reserving clinical practice for later stages. Resource availability, such as access to 

hospitals, clinics, and preceptors, significantly influences clinical time. Specialised focus areas, 

such as surgery or paediatrics, may concentrate clinical time on specific disciplines, resulting in 

focused but narrower clinical experiences. This results in skill development, critical thinking, 

and preparedness for practice. It remains however crucial to align programme design with 

institutional goals and healthcare needs to ensure effective training. 

Achieving an even distribution of time spent on activities of daily living (ADLs) across four 

institutions concurs the promotion of holistic learning experiences, improvement of time 

management skills, and equitable access to resources and opportunities. Balanced ADL 

engagement, which fosters life skills like self-care, productivity, and well-being is similar across 

the institutions. This equitable access to resources and opportunities, regardless of geographical 

or resource disparities is clear. Institutions can implement this by integrating specific hours for 

ADLs into timetables, monitoring and feedback to identify disparities, and promoting 

collaborative workshops to encourage shared strategies for managing ADLs. Indicators of 
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balanced engagement include improved focus, reduced burnout, higher academic performance, 

improved student well-being metrics, and higher retention and satisfaction rates. This 

distribution requires careful planning, student input, and institutional collaboration to create 

an environment where students thrive academically and personally. 

 

8.2.9 Summary of Key findings of the thesis  

Table 2 summarises both the inter-related and inter-dependent key findings of this study in 

relation to the conceptual framework. For each paper emanating from the thesis the key 

findings provided for triangulation of the data.   
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Table 2: Summary of PhD Findings. 

Conceptual 
Framework 

Paper 1 Paper 2 Paper 3 Paper 4 

Context The changing context of medical 
education and global and national 
imperatives for the transformation of 
institution's history, evolution, political 
and social factors, and institutional vision 
for healthcare delivery, and the 
transformative agenda for curriculum 
change.  
Transformative medical education 
recognises DTPs as a vehicle to address 
community needs and produce 
competent medical doctors.  
DTPs have changed over the years, with 
PHC clinics being the predominant 
DTPs.  

Students recorded low amounts 
of time on skill acquisition and 
low amounts of time spent in the 
community. 

The experiences of students at DTPs, revealed 
their need for support and highlighted negative 
feelings such as being overwhelmed, 
uncertainty, confusion, depression, and 
exhaustion. On the other hand, where students 
felt they were treated like doctors, this 
enhanced their enjoyment levels of being at 
DTPs.  
The impact of site-related matters such as 
logistics, resources, and living conditions 
impacted on the overall experience of 
placement at DTPs. 
Most negative experiences were linked to 
student living conditions and limited resources 
at DTPs. 

Preceptors/ facility staff not 
formally induced to role by 
institution/medical faculty. 

Input Length of time in portfolio (position as 
Head of Department) varied from two 
years to over 30 years. 
Senior academic is responsible for 
teaching and learning undergraduate 
health sciences students. 
A mix of DTPs in urban, informal 
settlements, and rural areas, dependent 
on availability and proximity to the main 
campus. These DTPs include 
community visits, PHC facilities, and 
district hospitals. 
 

Similar proportions of time on 
daily living activities 
Educational activities of great 
value ranged from 9.7% at Wits 
to 60.3% at WSU. 

The curriculum at various DTP sites is 
inconsistent, with students experiencing varied 
experiences and expectations.  
The structure of the curriculum, including the 
year of study, length of stay, and clear learning 
objectives, varies across institutions.  
The variations in expectations and lack of 
clear learning objectives were noted by 
participants. 
The learning experience at DTPs provided 
opportunities for students to acquire and 
practice the necessary skills for their degree.  
Major development in clinical skills, with 
competent delivery by facilitators and a 
system-focused, biopsychosocial approach. 
Developed skills related to effective patient 
interaction, better patient management, and 
addressing patient needs.  
Recognition of patients' trust in the delivery of 
care.  
Personal development and improved 
communication skills.  

Length of time in position as 
preceptor varied from one week 
to 8 years. 
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The holistic approach and communication skill 
development contributed to a sense of 
achievement as a result of the learning 
experience. 

Process Indicators Investments in decentralised medical 
education and training, including 
infrastructure, information technology, 
transport, human resources, and finances 
are vital.  
Financial investments through 
government grants, university 
investments, and donor funding. Joint 
appointments between universities and 
the Department of Health at DTPs. 
The importance of investing in 
relationships, particularly with provincial 
government health departments, and 
intellectual investment in DTPs. 

Clinical activities were of some 
or high value across the four 
universities. 
19.5% (WSU) and 31.7% (Wits) 
of their time on teaching 
activities at the DTPs, including 
self-directed learning.  
Further research is needed to 
determine why so little time was 
reportedly spent on PHC and 
community-based activities 
during the IPC rotation. 

Student engagement in various activities 
during their placement, including unscheduled 
holiday work, health promotion, and health 
and environmental systems-related activities.  
Focus on developing clinical and procedural 
skills within healthcare facilities.  
Work/Learning in various sites, including 
primary health care clinics and district-level 
hospitals, allowing opportunities for 
community work. Frequency and organisation 
of community activities were also discussed.  
Addressing the resource constraints at DTPs 
and suggestions for improvements for the 
learning environment and logistics. 

The sustainability of 
appointments is questioned due 
to the lack of control of 
universities and confusion about 
the roles of preceptors 

Product Indicators Product indicators not analysed for this study. 
Social Presence    Patients and communities are 

happy with the services provided 
by staff and students and often 
express a desire for more service 
reported by preceptors. 

Cognitive Presence  Variations in the time spent on 

clinical activities, 

Development of professional identity through 
exposure and reflection, identifying knowledge 
gaps and supporting self-directed learning.  

Preceptors/Facility staff have 
primary role as clinicians. 

Teaching Presence In the curriculum the underlying medical 
education philosophies are implicit and 
while varied teaching approaches, 
including standard national guidelines, 
logbooks, portfolios, clinical case studies, 
case scenarios, simulated learning tools, 
clinical procedures, and video 
presentations learning are structured.  

 Learning was facilitated or hindered by various 
factors at DTPs, such as clinical skill 
development, communication, and patient 
management. 
Barriers to learning, such as the role of site 
facilitators and their role in student 
supervision. The facilitator's role is crucial for 
faculty, student, and patient relationships, and 
their interactions impact students' learning. 

 

Educational 

Experience 

 Time spent on clinical activities, 
teaching activities, and advocacy 
skills among final-year medical 

DTPs offer medical students a learning 
environment that allows them to apply theory 
to practice, providing insight into professional 
identity formation. 

Limited support to align 
curriculum objectives with 
expectations for preceptors and 
facility staff. 
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students at four South African 
universities 

Supporting 

discourse 

Community engagement, community-
based education, and social 
accountability, as well as teaching 
medical students about the social 
determinants of health underpin the 
education philosophy with a strong focus 
on relationships with communities and 
health facilities. 

Reported very little time spent 
on practicing or learning new 
skills, such as clinical, 
communication, decision-
making, problem-solving, and 
advocacy skills 

The Human Resources and Health (HRH) 
sector requires improvements in education 
and training for medical students preparing to 
enter the workforce.  
Contribution to the added value of exposure at 
DTP sites, can address workforce scarcity and 
enable trainees to acquire competencies and 
values needed to provide care in local 
communities. 
Leveraging facilitators and addressing these 
barriers could lead to a workforce contributing 
positively to the HRH crisis. 

 

Regulating Learning  Spending less than 1% of their 
time on community activities is 
concerning, as the 
transformation potential of DTPs 
lies in immersion and exposure 
to communities, developing 
relationships with communities, 
learning about the social 
determinants of health, 
encouraging students to return to 
rural and underserved areas, and 
having a greater commitment to 
social accountability. 

Reflection of the experience of learning for 
medical students provides insight into 
professional identity formation and highlighting 
the potential benefits of service learning.  

 

 

Setting/Climate  Community activities were not 
included in the study, with 
students spending less than 1% 
of their time on community 
activities. 

DTPs developed to supplement traditional 
academic hospital settings and add value to 
the learning experience.  
Student living conditions and limited resources 
contribute to negative experiences, but they 
also drive students to optimize and solidify 
learning opportunities. 

Teaching role alongside core 
work role as clinician, resulting in 
strong clinical focus and role-
modelling. 
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8.3 Chapter Conclusion 

In this chapter, I have proposed a framework called ReActive Progressive Transformative 

(RAPT) to categorize decentralised training platforms based on geographical setting, 

interprofessional education, characteristics, and educational philosophy. The RAPT framework 

aims to assess and plan DTPs, with a focus on educational transformation.  
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9 CHAPTER 9: THE CONCLUDING CHAPTER 
This thesis and its findings have notable implications on the future of DTPs in South African 

medical education. The thesis emphasizes the importance of equipping students with essential 

competencies, the role of preceptors in supporting learning, and the valuable experiences 

students gain in DTPs. I adopted a comprehensive conceptual framework for evaluating DTPs, 

highlighting their impact on expanding medical education and promoting social accountability 

in healthcare. The findings stress the need for integrating Primary Health Care principles in 

curriculum design and continuous investment in DTPs for sustainable healthcare workforce 

development. Furthermore, the result of this thesis underlines the significance of partnerships 

between universities, health departments, and communities to achieve universal healthcare 

goals. 

Objective 1 outlined the common characteristics of Distributed Teaching Practices (DTPs) used 

in four universities, focusing on their financial and human resource requirements. The thesis 

showed how DTPs help students better understand patients and their backgrounds  

Objective 2 involved reviewing the teaching objectives of DTPs within and across the 

institutions, revealing an emphasis on critical competencies like critical thinking, evidence-

based practice, and clinical application. Despite curriculum differences, there is a shared goal of 

equipping students with core skills for healthcare practice.   

Objective 3 delved into the experiences of preceptors and staff at DTPs, highlighting the 

challenges they face in balancing clinical duties and education, and the importance of 

continuous professional development. Effective communication and patient advocacy are crucial 

in shaping competent healthcare professionals.   

Objective 4 explored medical students' experiences at DTPs, showcasing the benefits of hands-

on patient interaction in developing communication skills and empathy. The findings 

emphasized the importance of balancing clinical activities with community-based experiences 

to create well-rounded physicians with a deep understanding of patient care and societal health 

needs. 

This thesis recommends the use of the fit-for-purpose RAPT framework for the categorization of 

DTPs by universities. In addition, several recommendations were made, including: 

• Effective leadership and governance are crucial for successful decentralised training 

programmes. 
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• Investment in leadership development, teaching expertise, and human resources is 

essential for quality educational environments. 

• Tracking graduates after completion of training is important to assess preparedness for 

the work environment and support workforce development. 

• Developing a knowledge base and aligning curriculum objectives are necessary for 

decentralised training programmes. 

• Institutions should leverage decentralised training platforms to provide diverse clinical 

exposure and promote social accountability. 

• Legislation and education policies should support the integration of decentralised 

training in medical education. 

• Technology can facilitate remote learning and hands-on experience in healthcare 

environments.  

• Students and preceptors play important roles in decentralised training, and feedback 

mechanisms are needed for continuous improvement. 

9.1 Research Outcome, Strengths, Limitations and Recommendations 

9.1.1 A framework for categorisation of transformative decentralised training platforms 

The ReActive Progressive Transformative (RAPT) framework for the categorisation of DTPs is a 

proposed framework emanating from the study and analysis of the data. The RAPT framework 

is my scholarly contribution. The components of this framework was drawn from the study 

findings a possible framework to categorise decentralised training platforms.  

 

The RAPT framework- provides a valuable framework for assessing and planning DTPs across 

various domains and across different contexts. This proposed framework has the potential for 

users to analyse DTP sites and the institution making use of the site as an expanded learning 

platform and the impact on educational transformation. 

RAPT incorporates indicators derived from the data collected in this thesis from key informants, 

document review, curriculum documents, preceptors, students, and staff. These indicators cover 

various aspects such as setting, educational philosophy, stakeholder relationships and 

investments, characteristics, and more. (Figure 8) 
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Figure 8: A framework to categorise decentralised training platforms 

The geographical setting refers to the location of the DTP. The location could be urban based 

(closest to city and main campus), peri-urban (outskirts of the main city or closest to 

marginalised settlements) or rural (furthest away from main campus, in remote setting) as 

illustrated in column one. 

Interprofessional Education refers to the level of stakeholder engagement and representation of 

the different healthcare professions. The presence of multiple disciplines such as Family 

Medicine, Paediatrics, Obstetrics and Gynaecology, Public Health, Allied and Therapeutic 

Sciences, Nursing and other Humanities using the site at the same time allow for students from 

two or more professions to learn together during certain parts of their education to cultivate 

collaborative practice for providing patient-centered care. The goal of IPE is to prepare 

healthcare students to work as a part of an interprofessional team, enhance the quality of patient 

care, and improve health outcomes by learning to collaborate with other healthcare 

professionals illustrated in column two. 

The characteristics of DTPs are divided into the institutional characteristics that support the 

DTP as a learning environment comprising of the leadership and governance from the 

institution, the evolution of the DTP site based on the number of years the site has been used 

over time by the institution, the relationships with the community, the financial investments the 

institution has put into the development of the site and the human resources the institution or 

other stakeholders have invested in  the site. The DTP characteristics refer to all the 

characteristics pertaining to the DTP site itself like the type of DTP, its distance from the main 

campus, identified preceptor engagement, how often the site is used for various student 
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rotations and the length of time students are placed at the site for rotations illustrated in column 

three. 

The educational philosophy refers to the practice and depth of application of educational 

philosophy. Education philosophy practiced with the medical curriculum include social 

accountability, community-based education, experiential learning, community participation, 

transformative learning to name just a few of the more commonly practiced philosophies at the 

studied universities. The integration of educational philosophy into medical curricula is pivotal 

for shaping healthcare professionals who are not only skilled but also reflective and ethically 

grounded. The philosophies emphasize the importance of aligning medical training with societal 

needs and engaging with communities directly. Experiential learning and transformative 

learning focus on the depth of understanding and personal growth, preparing students to adapt 

and innovate in their future practice. These philosophies, when applied effectively, contribute to 

a more holistic and responsive medical education, ensuring that future healthcare professionals 

are well-equipped to meet the challenges of their profession illustrated in column four. 

Collectively these four considerations result in a site classification that could be divided into 

three different levels, a ReActive, Progressive or Transformative level. The transformative level 

being the golden standard and higher level of classification for a DTP site encompassing the 

highest level of the four considerations present as illustrated in column five. Most DTPs in the 

study presented progressive DTP classification on consideration.  

 

This typical example can be explained to have been in a rural geographical setting with possibly 

two to three disciplines represented in their interprofessional education approach, 

encompassing a few characteristics in their description with limited depth and application of 

three educational philosophies. This would classify the site as a progressive DTP model as 

illustrated in figure 9 below.  
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Figure 9: A typical example of the framework applied to catergorise a DTP site 

RAPT emphasises a “whole-of-community approach” to DTP planning, recognising the various 

stakeholders who play a role in the site as an expanded learning platform. The framework has 

the potential to be incorporated as a Balanced Scorecard, an effective strategy tool that helps 

institutions align their DTPs with the strategic objective of transforming medical education in 

our learning environments. 

 

9.2 Strengths and limitations of the thesis 

9.2.1 Strengths of the thesis  

The major strength of the thesis was the development of the proposed RAPT framework. The 

exploration of the typologies of DTPs categorising variables from the data, resulted in the 

development of this proposed framework. This framework was formulated as the ReActive 

Progressive Transformative (RAPT) Framework. This framework has the potential to serve as a 

valuable tool for assessing and planning DTPs, enabling a structured approach to evaluate the 

progression and transformation potential to strengthen existing DTPs. This framework could 

guide current reviews of DTPs and support the expanding learning platforms for medical 

education. 

In the document review it was evident that the learning objectives are not explicit. No prior 

document review has been applied in other studies on DTPs as a form of triangulation for the 

data collected.  Explicit learning objectives are crucial in curriculum documentation as they 

define the intended outcomes of education, providing a clear direction for both teaching and 
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assessment. They articulate the knowledge, skills, and attitudes that students are expected to 

acquire, thereby aligning educational activities with desired goals. Furthermore, explicit 

objectives facilitate the evaluation of student progress and the effectiveness of the curriculum 

itself. In essence, they serve as a roadmap for educational success, ensuring that all stakeholders 

have a common understanding of the expectations and standards of the academic programme. A 

recommendation is that curriculum documentation is reviewed to explicitly articulate the 

learning objectives. 

A further strength of the thesis was the review of how time is spent by students. While students 

have historically made use of logs to record procedures carried out, no logs have recorded how 

time is spent. Time management during rotations is crucial in a demanding undergraduate medical 

programme.  The use of log diaries to understand how time is spent by students at DTPs serves as a 

tool for reflection and accountability and allows students to track their activities and review their 

time allocation. This novel method can lead to improved efficiency and goal attainment by 

identifying patterns and areas for improvement. The practice of maintaining a log diary and 

recording how time is spent can encourage a structured approach to activity management and can be 

instrumental in transforming tangible learning outcomes for the undergraduate medical programme.   

 

9.2.2 Limitations of the thesis 

A limitation of the thesis was the selection of DTPs that represent the spectrum of DTPs. The 

selection of the DTPs currently used by the four universities was constrained by the availability of 

current sites being active DTPs at the time of data collection. Some sites were not active due to the 

unavailability of preceptors, deeming those sites out of use. A purposive sample of sites was 

identified to represent one urban, one peri-urban and one rural site in use across all the universities 

in the study. This provided a balanced representation for comparison. Twelve DTPs did provide 

valuable and in-depth information on types, similarities and differences across the DTPs used at the 

four universities. However, it may not be possible to generalise the findings to all DTPs at the four 

universities or to South Africa as a whole.  

The observation data collected  

 

Integrating additional frameworks in various domains like education, technology, and management 

would have been beneficial. Such frameworks would have highlighted the complexity, resource 

constraints, context dependence, measurement and evaluation challenges, and innovation stagnation 

in this study. However, a risk of confusion would have arisen from relying on too many frameworks. 

To mitigate cross cutting analysis, this study prioritised the selected frameworks that aligned with 
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the specific needs and goals for this study to encourage feedback and iterative improvement 

processes for the future. 

 

A limitation was the poor uptake of student participation from the institutions. At the time of data 

collection, two institutions had student boycott demonstrations which hampered recruitment of 

students. Support of the representative student structures was enlisted to encourage student 

participation. 

 

9.3 Recommendations 

9.3.1 Institutional recommendations 

Effective leadership and governance at institutions are essential for successful DTPs to exist. At 

a faculty level, it is expected that institutional investment extends from merely infrastructure 

and logistical arrangements to investments in the human resource component. The investment 

in leadership development and teaching expertise programmes for academic staff and preceptors 

involved in decentralised training is crucial to ensure that DTPs are equipped to deliver good 

quality educational environments. With such investment, both educational environments, the 

DTP and the medical faculties or departments on campus are equitable.   

9.3.2 Human resources recommendations 

The use of DTPs in the training of undergraduate medical education should result in graduates 

exiting a programme well-rounded and equipped to function effectively in a health/community 

context. To provide evidence of this, graduate tracking measures need to be put in place and 

graduates need to be followed up after graduation. Data that should be collected after 

graduation would include the preparedness for future work environment, the value of 

competencies acquired during the placement while in training, location of work environment, 

and duration of service while in training to describe just a few examples of possible variables for 

graduate tracking. This could contribute to workforce development and support the retention of 

staff in underserved areas. To date, we still face the complex challenge of a global shortage of 

well trained, skilled, motivated health workers117. 

9.3.3 Curriculum recommendations  

To better understand approaches to DTPs and their possible learning outcomes, there is a need 

to develop a knowledge base for developing a model for DTPs with the closer alignment of the 

curriculum objectives of decentralised training for undergraduate medical students in lower and 

middle-income countries (LMICs). In addition, the explicit learning outcomes need to be 

articulated in written form in the curriculum documentation. 
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9.3.3.1 Institutional 

DTPs offer a flexible and inclusive approach to medical education, allowing students to engage 

with course material from various locations, including primary healthcare facilities, district 

hospitals, and community-based organisations. These platforms can enhance the training of 

undergraduate medical students by providing exposure to diverse clinical environments and 

patient populations, fostering a deeper understanding of community health needs. Institutions 

can leverage DTPs to promote social accountability and ensure that medical education aligns 

with the healthcare needs of underserved areas, ultimately contributing to universal health 

coverage. 

9.3.3.2 Legislation, education policies, and teaching  

To enhance the training of undergraduate medical students through decentralised training 

platforms, it is recommended that legislation is developed and implemented to encourage the 

use of decentralised training platforms within medical education. This could involve funding, 

infrastructure development, and incentives for institutions that integrate such platforms into 

their curriculum. Amend existing education policies to include mandatory components of 

decentralised training in undergraduate medical curricula. This ensures that all medical 

students gain exposure to diverse healthcare settings, which is crucial for a well-rounded 

education.  Technology can be utilized to facilitate remote learning and hands-on experience in 

various healthcare environments. This could include virtual simulations and online modules that 

complement traditional learning methods. A framework should be established for the 

continuous evaluation of the effectiveness of decentralised training platforms.  

9.3.3.3 Students and preceptors 

DTPs offer a diverse range of learning environments, from primary healthcare facilities to 

community-based organisations, which can enhance the educational experience. The benefits of 

DTPs include exposure to a variety of healthcare settings, fostering a deeper understanding of 

community health needs, and promoting universal health coverage. Students should adopt a 

positive approach to being placed at DTPs when the opportunity arises. Preceptors play a 

crucial role in guiding students through these decentralised learning experiences, ensuring that 

they gain practical skills and knowledge relevant to their future careers in medicine. Feedback 

mechanisms need to encourage continuous feedback from students and preceptors to adapt and 

improve the platforms over time. 

9.3.4 Conclusion 

Strengths of the study include the development of the RAPT framework and the insight into 

learning objectives and time management. The RAPT framework- provides a valuable 
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framework for assessing and planning DTPs across various domains and across different 

contexts. This proposed framework has the potential for users to analyse DTP sites and the 

institution making use of the site as an expanded learning platform and the impact on 

educational transformation. 

Limitations include the selection of DTPs and student participation issues. Recommendations 

include improving leadership and governance, tracking graduates, emphasising explicit learning 

objectives, developing curriculum models, encouraging legislative support, leveraging 

technology, and enhancing student and preceptor engagement in decentralised training. With 

these recommendations, strengths, limitations and the development of the RAPT framework, 

the thesis has achieved its stated objectives and contributed to the conceptual and theoretical 

discourse on DTPs in South Africa. Despite its transformative potential, continuous research 

and adaptations remain a gap for future research to address its challenges and call for the 

evidence of the effectiveness of training at DTPs. 

Decentralised training platforms (DTPs) are increasingly recognised as valuable in the training 

of undergraduate medical students. Key factors for the successful implementation of DTPs 

include the availability of information and communication technology, continuous rotations, a 

focus on primary care, alignment with medical schools' missions, and responsiveness to student 

needs. By implementing these recommendations and continuing future research, medical 

education can be more inclusive, practical, and aligned with the evolving landscape of healthcare 

delivery. 
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11 ANNEXURES 

Annexure 1a: Participant Information Sheet 

A COMPARATIVE STUDY OF DECENTRALISED TRAINING PLATFORMS IN 

UNDERGRADUATE MEDICAL EDUCATION AT FOUR SOUTH AFRICAN 

UNIVERSITIES 

Introduction and background 

Hello. My name is Abigail Dreyer. I am a doctoral student in the School of Public Health at the 

University of the Witwatersrand in Johannesburg. I am doing research on decentralised training 

platforms used for undergraduate medical education by the health science faculties at four 

universities in South Africa.   

 

Why are we doing the study? 

The aim of this research project is to collect information on decentralised training platforms used 

for undergraduate medical education, compare these training platforms, with the view to inform 

the transformation of medical education in South Africa.  Your insights as Faculty management, 

academic or expert in the field, will assist greatly with meeting the study objectives. 

 

What are we asking you to do? 

We would like you to participate in a recorded interview which will take you about 40 minutes 

of your time. Your participation is voluntary. This is not a test, so there is no right or wrong 

answer.  It is your opinions and experiences that are important. My role as an interviewer is to 

listen and to understand your point of view, but not to pass judgment. You may refuse to answer 

any questions that you don’t feel comfortable answering. You may also say that you don’t know 

the answer to a question. 

 

Did you get permission to do the study? 

Permission to carry out this project was obtained from the University of the Witwatersrand 

Human Research Ethics Committee. We have also obtained approval from the participating 

universities, and from the health care authorities.  

 

Confidentiality 

The information that you give in the questionnaire will be kept confidential. None of the 

researchers who work in this research project are staff members of any health care authority. 

Only members of the research team will know who has been interviewed. All interviewees will 

be assigned a code and these codes will be used on the transcribed interviews. These codes will 

only be known to members of the research team. We undertake that all information provided by 

you will be used only for the purpose of the study. Everything that you say will be treated as 

private and confidential. This means that apart from the person who asks you the questions, no 

one will know how you answered. Your name will not be revealed in any written data or report 

resulting from the study.  

 

The answers given by participants will be combined and analysed to look for common themes 

and experiences.  The combined information will be written up as an article, which will 

constitute part of the PhD thesis.  

 

Consent 

Permission to carry out this project was obtained from the University of the Witwatersrand 

Human Research Ethics Committees. We will ask you to sign an informed consent form, both to 

participate in the study and to record the interview. If you are willing to give your consent and 
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take part in the study, we will appreciate your participation and the information that you are 

willing to provide.   

 

Benefits and risks of participation 

Participation in this study is voluntary and there will be no direct benefits to anyone who 

completes the survey.  Similarly, there will be no negative consequences for individuals who do 

not want to participate in the study.  You will not be compensated for taking part in the study.  

You have the right not to answer any questions that make you feel uncomfortable or that you do 

not want to answer. 

 

Recording the interview 

We would like to request your permission to audiotape the interview because we cannot write 

down all your answers quickly enough and might miss some important things that you will say in 

response to some of the questions that you will be asked if we do not record them. The tapes and 

notes will remain confidential and your identity will not be disclosed. The only thing we are 

interested in is your honest responses. 

 

The tape will be listened to by the researcher. Tapes of interviews will be transcribed and 

transcripts of interviews will bear the code and not the name of the interviewee. The information 

will then be discussed by members of the research team and organized into a report. The tapes 

will be kept in a locked cupboard.    

 

Whom do I contact if I want more information? 

We will be happy to answer any question you have about this study.  The contact details for the 

HREC Chair/ Administrator for participants should you wish to escalate direct queries, concerns 

or complaints regarding the ethical activities surrounding the study). HREC (Medical) contact 

details: Prof P Cleaton Jones, Tel 011 717 2301, email peter.cleaton-jones1@wits.ac.za  or Ms Z 

Ndlovu Administrative Officer 011 717 2700/1234/1252 zanele.ndlovu@wits.ac.za. If you have 

questions about the research, you may also contact the Principal Researcher or the Research 

Supervisor. 

 

Principal Researcher    Research Supervisor 

Ms Abigail Dreyer      Professor Laetitia Rispel 

Department of Family Medicine   School of Public Health  

University of the Witwatersrand   University of the Witwatersrand 

Phone: +27 11 717 2438    Phone: +27 11 717 2043  

Cell: +27 740845481     Email: laetitia.rispel@wits.ac.za 

Email: abigail.dreyer@wits.ac.za      

 

 

  

mailto:peter.cleaton-jones1@wits.ac.za
mailto:zanele.ndlovu@wits.ac.za
mailto:laetitia.rispel@wits.ac.za
mailto:abigail.dreyer@wits.ac.za
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Annexure 1b: Consent Form for Key Informant Interview 

 

A COMPARATIVE STUDY OF DECENTRALISED TRAINING PLATFORMS IN 

UNDERGRADUATE MEDICAL EDUCATION AT FOUR SOUTH AFRICAN 

UNIVERSITIES 

 

I have been given the information sheet on the study entitled: A comparative study of 

decentralised training platforms in undergraduate medical education at four South African 

universities. I have read and understood the Information Sheet and all my questions have been 

answered satisfactorily.  

 

I understand that it is up to me whether or not I would like to participate in the interview and that 

there will be no negative consequences if I decide not to participate. I also understand that I do 

not have to answer any questions that I am uncomfortable with and that I can stop the interview 

at any time. 

 

I understand that the researchers involved in this project will make every effort to ensure 

confidentiality and that my name will not be used in the thesis and that comments that I make 

will not be reported back to anybody else. I consent voluntarily to participate in the interview for 

this study. I have been given telephone numbers that I may call if we have any questions or 

concerns about the research. 

 

Participant’s signature:  Date:  

 

Interviewer’s signature:  Date:  
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Annexure 1c: Informed Consent for Audio-Recording 

A COMPARATIVE STUDY OF DECENTRALISED TRAINING PLATFORMS IN 

UNDERGRADUATE MEDICAL EDUCATION AT FOUR SOUTH AFRICAN 

UNIVERSITIES 

 

I have been given the information sheet on the study entitled: A comparative study of 

decentralised training platforms in undergraduate medical education at four South African 

universities. I have read and understood the Information Sheet and all my questions have been 

answered satisfactorily.  

 

I understand that I can decide whether or not the interview should be tape-recorded and that there 

will be no consequences for me if I do not want the discussion to be recorded.  

 

I understand that information from the tapes will be transcribed and transcripts will be given a 

code and my name will not be mentioned. I understand that if the discussion is tape-recorded, the 

tape will be destroyed two years after publication of the findings.  

 

I understand that I can ask the person interviewing me to stop tape recording, and to stop the 

discussion altogether, at any time.  

 

I consent voluntarily for the researcher to record the discussion.   

 

Participant’s signature:  Date:  

 

Interviewer’s signature:  Date:  
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Annexure 2: Key Informant Interview Guide 

A COMPARATIVE STUDY OF DECENTRALISED TRAINING PLATFORMS IN 

UNDERGRADUATE MEDICAL EDUCATION AT FOUR SOUTH AFRICAN 

UNIVERSITIES 

For official use only 

 

 

1. 

 

Participant number  

 
 

    

 

 

 

2. 

 

Health Science Faculty 

 
 

O Wits    

O SMU  

O UKZN 

O WSU 
 

 

1 

2 

3 

4 

 

3. 

 

Position 

 
 

O Dean/DD/AD  

O HOD  

O Co-ordinator  

O Staff Member at DTP 

O Other (please specify)  

………..…………….……….   
 

 

1 

2 

3 

4 

 

5 
 

 

4. 

 

Department 

 
 

O Family Medicine 

O Public Health  

O Obstetrics and Gynaecology  

O Paediatrics  

O Other 
 

 

1 

2 

3 

4 

5 
 

 

5. 

 

Date of interview 

 

DD/MM/YY 

 

      

 

 

 
INTRODUCTION/ SETTING THE SCENE 

 

1. Could you please tell me about your role in medical education at [named] University? 

2. What philosophy or theory underpins the training of medical students at [name] University? Probes 

a. What are the outcomes that you hope to achieve?  

b. What are the hallmarks of the graduate at [named] University? 

3. In your opinion what have been the main achievements in transforming medical education at [name] 

university (probe transformation, innovation, etc.)? 

4. What have been the challenges experienced in transforming medical education at [name] university? 

5. When was the last review of the under-graduate curriculum at [name] university? 

a. Who participated in the review? 

b. What were the main recommendations of the review? 

c. Did the recommendations deal with decentralised training platforms? 

d. Have these DTP recommendations been implemented? 

 

DECENTRALISED TRAINING PLATFORMS AND MEDICAL EDUCATION 

We have defined a decentralised training platform (DTP) as any learning environment such as a 

clinic, district hospital or non-governmental organisation used for medical (or health professional) 

education and training, outside a central or regional hospital. 

 

6. Could you tell me whether your university/ department make use of decentralised training platforms? 

a. What types of DTPs do you make use of?  

b. Do you know how many (#) DTPs you make use of? 

c. Do you have a list of these DTPs? If yes, could we have a copy?  

d. What is the average distance from the medical campus to these DTPs?   
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e. Apart from medical students, which other categories of health professional students make 

use of these DTPs?  

f. How long have you used these DTPs? 

g. Length of time that students stay at each of the DTPs. 

 

7. Staff resources 

a. In your University/ Department, do you have dedicated staff responsible for the 

management of these DTPs? 

b. How many staff members do you have? 

c. What are their levels or positions? 

d. What are the responsibilities of these individuals? 

e. Could you give is the contact details of the person who is in charge of the coordination of 

all the DTPs?  

 

8.  Financial resources 

a. In your University/ Department, do you have a dedicated budget or finances for DTPs? 

b. Where does the budget come from (University Council, CTG, Donor, other)? 

c. Is there ongoing financial investment in these DTPs 

 

9. Can you tell me about the relationships between [name] University and: 

a. The relevant authorities (if relevant) e.g. government, NGO, private-for-profit sector, etc.  

b. The communities surrounding these sites? 

c. The health professionals employed by the DTP (if relevant) 

d. Other stakeholders? 

 

10. How would you describe teaching and learning at these DTPs. 

a. Teaching and learning activities 

b. Culture of teaching and learning 

c. Views on the learning activities 

d. Adequacy of DTPs for teaching and learning 

e. Intended academic outcomes 

 

11. In your view, what are the benefits of training medical students in a DTP? 

a. What do the medical students gain from the experience? 

b. In your opinion, what is the role in, or contribution of DTPs to, transforming medical 

education? 

 

12. Could you tell me about any innovations/good practices at the different DTPs? Is there any DTP (or 

DTPs) that stands out, and should be documented as a case study? What are the reasons for this? 

 

13. Could you tell me about any challenges or constraints at the different DTPs? 

 

CONCLUSION  

14. Is there anything else you would like to say about DTPs used by [name] University/ 

department/School? 

15. If you were providing advice to the Minister of Health, what recommendations would you make on: 

a. DTPs  

b. The potential role of DTPs in transforming medical education. 
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Annexure 3: Checklist for Document Review  

A COMPARATIVE STUDY OF DECENTRALISED TRAINING PLATFORMS IN 

UNDERGRADUATE MEDICAL EDUCATION AT FOUR SOUTH AFRICAN 

UNIVERSITIES 

 

For official use only 

 

1.  University   O Wits   

O SMU  

O UKZN  

O WSU 

1 

2 

3 

4 

 

GUIDING REVIEW QUESTIONS* 

Review of UG curriculum that relates to training at decentralised training platforms NOT entire 

medical undergraduate curriculum 

 

 

1. Does the UG curriculum make explicit linkages to the university goals? (where and 

how) 
 

 

2. Does the UG curriculum make explicit linkages to South Africa’s human resource 

priorities (where and how)? 
 

 

3. Does the curriculum make explicit reference to DTPs as training platforms? (where 

and how?) 
 

 

4. If YES, where and how? 

 

 

5. Are the prerequisites/minimum standards for a learning environment at the 

decentralised training platform mentioned in the document?  
 

 

6. What are the DTP learning objectives?  

 

 

7. What are the DTP learning outcomes?  

 

 

8. Is there alignment between learning outcomes and programme activities?  

 

 

9. Are the visits to DTPs examinable?  

 

 

10. How is assessment done at the DTPs? 

 

 

11. Is the grading system at the DTP clear? (what constitutes a PASS or FAIL) 

 

 

12. Other comments on document review?  

*The researcher will complement document review with key informant interviews and vice 

versa  as part of feedback on observations 
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Annexure 4: DTP Facility Checklist 

COMPARATIVE STUDY OF DECENTRALISED TRAINING PLATFORMS IN 

UNDERGRADUATE MEDICAL EDUCATION AT FOUR SOUTH AFRICAN 

UNIVERSITIES 

For official use only 

 

2.  DTP  ID  
 

   
 

 

3. 2 Province   O Gauteng    

O North West    

O Mpumalanga    

O Eastern Cape  

O Limpopo  

O KZN   

O Other (specify) 

……………………………  

1 

2 

3 

4 

5 

6 

7 

4.  Health Science Faculty  O Wits   

O SMU 

O UKZN  

O WSU 

1 

2 

3 

4 

5.  Type of DTP O Health Facility   

O NGO   

O Community-based  

O Other (please specify) 

…………………………. 

1 

2 

3 

4 

6.  Location  O Urban    

O Peri-urban    

O Rural   

1 

2 

3 

 

BACKGROUND INFORMATION 

 

 
 

1. What is the name of the DTP site? ____________________________

____________________________ 

 

 
 

2. What is the site address? ____________________________

____________________________ 

____________________________ 

____________________________ 

 

 
 

3. What is the distance from the site to 

health science campus? 

____________________________

____________________________ 

 

 
 

4. How long has the university been using 

this site? 

____________________________

____________________________ 

 

5. Is there a formal relationship in place 

between the university and the site? 

 No...0 
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 Yes...1 

 Not sure...2 

 

 
 

6. Are there designated preceptors appointed 

to receive the students? 

 No...0 

 Yes...1 

 Not sure...2 

 

 
 

7. If YES, who is the employer?   University...1 

 Department of Health ...2 

 Other...3 

 Not sure...04 

 

 
 

13. Are there designated preceptors appointed 

to supervise the students? 

 No...0 

 Yes...1 

 Not sure...2 

 

 
 

14. If YES, who is the employer of these staff 

members who supervise the students 

appointed? 

 University...1 

 Department of Health ...2 

 Other...3 

 Not sure...4 

 

 SECTION 1: FACILITIES AND INFRASTRUCTURE 

Please rate the following on a scale of 1 (worst) to-10 (best)  

For official 

use only 

 
 

Cleanliness of the facility   
Comments 

 

 
 

Safety at the facility   

 

 
 

Condition of physical infrastructure 

(e.g. buildings)? 

  

 

 
 

Functionality of the equipment?   

 

 
 

Availability of clean potable running 

water 
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Availability of uninterrupted power 

supply? 

 
 

 

 
 

Availability of ablution/ toilet 

facilities 

 
 

 

 
 

Availability of communication 

facilities (telephone? 

 
 

 

 

SECTION 2: EDUCATIONAL SUPPORT SERVICES 

Please rate the following on a scale of 1 (no/never) to-10 (yes/always) 

 
  

For official use only 

 
 

Availability of resources for learning such as books   

 

 
 

Availability of field supervision  

 

 
 

Availability of direct academic supervision  

 

 
 

Availability of remote academic supervision (e.g. 

via telephone) 

 

 

 
 

Availability of dedicated teaching room/ space  

 

 
 

Availability of space to study while at the facility? 
 

 

 
 

Availability of Wi-Fi facilities 

 

 

 

 
 

Availability of remote access to university e-

learning facilities  

 

 

 
 

Availability of remote access to university library 

facilities  

 

 

 
 

Other educational support services (please list) 

 

________________________

________________________

________________________

________________________

________________________ 
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SECTION 3: RESIDENTIAL AND RECREATIONAL SERVICES 

Please rate the following on a scale of 1 (no/never) to-10 (yes/always) 

 

 
 

Availability of student accommodation  
 

 

 
 

Availability of recreational activities  
 

 

 
 

Interaction with the local community (e.g. 

interaction with the local community, attendance at 

local community events or gatherings 

 

 

 
 

Interaction with the other students  
 

 

 
 

What other residential and recreational support 

services are in place at the facility? 

 

________________________

________________________

________________________

________________________

________________________ 

 

 

What field notes/observations/impressions or additional information was gathered during this site 

visit? Please elaborate: 

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

__________________________________________ 
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Annexure 5a: Participant Information Sheet for Preceptors  

 

A COMPARATIVE STUDY OF DECENTRALISED TRAINING PLATFORMS IN 

UNDERGRADUATE MEDICAL EDUCATION AT FOUR SOUTH AFRICAN 

UNIVERSITIES 

 

Introduction and background 

Hello. My name is Abigail Dreyer. I am a doctoral student in the School of Public Health at the 

University of the Witwatersrand in Johannesburg. I am doing research on decentralised training 

platforms used for undergraduate medical education by the health science faculties at four 

universities in South Africa.   

 

Why are we doing the study? 

The aim of this research project is to collect information on decentralised training platforms used 

for undergraduate medical education, compare these training platforms, with the view to inform 

the transformation of medical education in South Africa.  Your insights as a preceptor at a 

decentralised training platform will assist greatly with meeting the study objectives. 

 

What are we asking you to do? 

We would like you to participate in completing a self-administered questionnaire about the site 

and then participate in a recorded interview which will take you about 30 minutes of your time. 

Your participation is voluntary. This is not a test, so there is no right or wrong answer.  It is your 

opinions and experiences that are important. My role as an interviewer is to listen and to 

understand your point of view, but not to pass judgment. You may refuse to answer any 

questions that you don’t feel comfortable answering. You may also say that you don’t know the 

answer to a question. 

 

Did you get permission to do the study? 

Permission to carry out this project was obtained from the University of the Witwatersrand 

Human Research Ethics Committee. We have also obtained approval from the participating 

universities, and from the health care authorities.  

 

Confidentiality 

The information that you give in the questionnaire will be kept confidential. None of the 

researchers who work in this research project are staff members of any health care authority. 

Only members of the research team will know who has been interviewed. All interviewees will 

be assigned a code and these codes will be used on the transcribed interviews. These codes will 

only be known to members of the research team. We undertake that all information provided by 

you will be used only for the purpose of the study. Everything that you say will be treated as 

private and confidential. This means that apart from the person who asks you the questions, no 

one will know how you answered. Your name will not be revealed in any written data or report 

resulting from the study.  

 

The answers given by participants will be combined and analysed to look for common themes 

and experiences.  The combined information will be written up as an article, which will 

constitute part of the PhD thesis.  
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Consent 

Permission to carry out this project was obtained from the University of the Witwatersrand 

Human Research Ethics Committees. We will ask you to sign an informed consent form, both to 

participate in the study and to record the interview. If you are willing to give your consent and 

take part in the study, we will appreciate your participation and the information that you are 

willing to provide.   

 

Benefits and risks of participation 

Participation in this study is voluntary and there will be no direct benefits to anyone who 

completes the survey.  Similarly, there will be no negative consequences for individuals who do 

not want to participate in the study.  You will not be compensated for taking part in the study.  

You have the right not to answer any questions that make you feel uncomfortable or that you do 

not want to answer. 

 

Recording the interview 

We would like to request your permission to audiotape the interview because we cannot write 

down all your answers quickly enough and might miss some important things that you will say in 

response to some of the questions that you will be asked if we do not record them. The tapes and 

notes will remain confidential and your identity will not be disclosed. The only thing we are 

interested in is your honest responses. 

 

The tape will be listened to by the researcher. Tapes of interviews will be transcribed and 

transcripts of interviews will bear the code and not the name of the interviewee. The information 

will then be discussed by members of the research team and organized into a report. The tapes 

will be kept in a locked cupboard.    

 

Whom do I contact if I want more information? 

We will be happy to answer any question you have about this study.  The contact details for the 

HREC Chair/ Administrator for participants should you wish to escalate direct queries, concerns 

or complaints regarding the ethical activities surrounding the study). HREC (Medical) contact 

details: Prof P Cleaton Jones, Tel 011 717 2301, email peter.cleaton-jones1@wits.ac.za  or Ms Z 

Ndlovu Administrative Officer 011 717 2700/1234/1252 zanele.ndlovu@wits.ac.za. If you have 

questions about the research, you may also contact the Principal Researcher or the Research 

Supervisor. 

 

Principal Researcher    Research Supervisor 

Ms Abigail Dreyer      Professor Laetitia Rispel 

Department of Family Medicine   School of Public Health  

University of the Witwatersrand   University of the Witwatersrand 

Phone: +27 11 717 2438    Phone: +27 11 717 2043  

Cell: +27 740845481     Email: laetitia.rispel@wits.ac.za 

Email: abigail.dreyer@wits.ac.za      

 

 

 

  

mailto:peter.cleaton-jones1@wits.ac.za
mailto:zanele.ndlovu@wits.ac.za
mailto:laetitia.rispel@wits.ac.za
mailto:abigail.dreyer@wits.ac.za
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Annexure 5b: Consent Form for Preceptor Interview 

 

A COMPARATIVE STUDY OF DECENTRALISED TRAINING PLATFORMS IN 

UNDERGRADUATE MEDICAL EDUCATION AT FOUR SOUTH AFRICAN 

UNIVERSITIES 

 

I have been given the information sheet on the study entitled: A comparative study of 

decentralised training platforms in undergraduate medical education at four South African 

universities. I have read and understood the Information Sheet and all my questions have been 

answered satisfactorily.  

 

I understand that it is up to me whether or not I would like to participate in the interview and that 

there will be no negative consequences if I decide not to participate. I also understand that I do 

not have to answer any questions that I am uncomfortable with and that I can stop the interview 

at any time. 

 

I understand that the researchers involved in this project will make every effort to ensure 

confidentiality and that my name will not be used in the thesis and that comments that I make 

will not be reported back to anybody else. I consent voluntarily to participate in the interview for 

this study. I have been given telephone numbers that I may call if we have any questions or 

concerns about the research. 

 

Participant’s signature:  Date:  

 

Interviewer’s signature:  Date:  
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Annexure 5c: Informed Consent for Audio-Recording for Preceptor 

A COMPARATIVE STUDY OF DECENTRALISED TRAINING PLATFORMS IN 

UNDERGRADUATE MEDICAL EDUCATION AT FOUR SOUTH AFRICAN 

UNIVERSITIES 

I have been given the information sheet on the study entitled: A comparative study of 

decentralised training platforms in undergraduate medical education at four South African 

universities. I have read and understood the Information Sheet and all my questions have been 

answered satisfactorily.  

 

I understand that I can decide whether or not the interview should be tape-recorded and that there 

will be no consequences for me if I do not want the discussion to be recorded.  

 

I understand that information from the tapes will be transcribed and transcripts will be given a 

code and my name will not be mentioned. I understand that if the discussion is tape-recorded, the 

tape will be destroyed two years after publication of the findings.  

 

I understand that I can ask the person interviewing me to stop tape recording, and to stop the 

discussion altogether, at any time.  

 

I consent voluntarily for the researcher to record the discussion.   

 

Participant’s signature:  Date:  

 

Interviewer’s signature:  Date:  
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Annexure 6: Mini-survey with Preceptors 

A COMPARATIVE STUDY OF DECENTRALISED TRAINING PLATFORMS IN 

UNDERGRADUATE MEDICAL EDUCATION AT FOUR SOUTH AFRICAN 

UNIVERSITIES 

For Official use only 

 

 Province   O Gauteng    

O North West    

O Mpumalanga    

O Eastern Cape  

O Limpopo  

O KZN   

O Other (specify) 

…………………………… 

1 

2 

3 

4 

5 

6 

7 

 Health Science Faculty  O Wits   

O SMU 

O UKZN  

O WSU 

1 

2 

3 

4 

1.  DTP  ID   

   

 

2. 3 Participant number    

    

 

3. 8  

Date of completion:   

 

DD/MM/YY 

 

      

 

4. 1

2 

Was the questionnaire completed? O No   0 

O Yes   1 

 

 

 

5. 1

5 

 

Date checked: 

 

DD/MM/YY 

 

      

 

 

 

Section A – Site Related Information 

 Question 
Official use 

1.  Describe the site. What type of facility best describes the site? (Only mark one 

block – that is most relevant) 

□ School/ NGO or community site ... 1 

□ Primary Health Care Facility such as a clinic, community health centre, district 

hospital... 2 

□ Community structure such as traditional leader.... 3 

□ Other... 4    Please 

specify……………………………......................………………… 
 

□  

2.  Where is this site located? (Mark one block) 

No Rural ... 1 

No Urban ... 0 
 

□  

3.  How long (in years) has the university been using this site? 

                                               

 

□  

4.  Rate the investment (cash/in kind/resources) the university has made to this site? 

(Make you mark on the line where relevant) 
 

0                                                                   5                                                         10 
 

□  
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No investment                   some investment                  fair contribution               significant contribution        huge investment 

 

5.  Who is responsible for student supervision at the site? 

No Designated site staff member... 1 

No University funded staff member at the site... 2 

No Any site staff member we recruit ... 3 

No No supervision is provided at site... 4 

□  

6.  Who do you liaise with regards to organisation and logistics at the site? 

No Designated site staff member... 1 

No University funded staff member at the site... 2 

No Any site staff member we recruit ... 3 

No No organisation and logistics needed at site... 4 

□  

 

  

 

Section B –Attributes that are importance for effective functioning of decentralised training 

platforms 

Below is a list of attributes that are important for the functioning of a decentralised training platform.  

For each, please indicate what your value of importance on a scale of 1-10 (with 1 being Low 

importance) and 10 being (Very high importance).  Circle the relevant block or mark with an X 

 

   

Low importance 

Very High 

importance 

Office 

Use 

7.  
Staff that understand learning in different settings 1 2 3 4 5 6 7 8 9 10 □  

8.  
Staff that are interested and caring   1 2 3 4 5 6 7 8 9 10 □  

9.  Team members committed to student learning  
1 2 3 4 5 6 7 8 9 10 □  

10.  Management commitment to student learning 
1 2 3 4 5 6 7 8 9 10 □  

11.  Community engagement in student learning 
1 2 3 4 5 6 7 8 9 10 □  
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Section C – Perceptions on the role decentralised training platforms can play in 

transforming medical education 

 

Listed below are statements on decentralised training platforms roles. Using the provided scale 

state how strongly you agree or disagree with the statement.  

PLEASE ANSWER ALL QUESTIONS – DO NOT LEAVE ANY OUT. 

 Statement Strongly 

Disagree 

Disagree Disagree 

slightly 

Neither 

agree or 

disagree 

Agree 

Slightly 

Agree Strongly 

agree 

12.  Decentralised training 

platforms provide 

alternative learning 

environments 

1 2 3 4 5 6 7 

13.  Decentralised training 

platforms can 

transform student 

views about 

community-based 

medical practice 

1 2 3 4 5 6 7 

14.  Decentralised training 

platforms offer spaces 

for inter-professional 

teaching and learning 

1 2 3 4 5 6 7 

 

Section D – Other Comments on decentralised training platforms 

a. Please rate the level of investment of funding for the decentralised training platform: 

  Very 

Poor 

Poor Satisfactory Good Very 

Good 

15.  Institution/ University 1 2 3 4 5 

16.  Facility 1 2 3 4 5 

17.  Community 1 2 3 4 5 

18.  Students 1 2 3 4 5 

19.  External Funding sources 1 2 3 4 5 

 

b. Please rate the capacity for the entities to support students: 

  Very 

Poor 

Poor Satisfactory Good Very 

Good 

20.  Management at Facility 1 2 3 4 5 

21.  Staff at Facility 1 2 3 4 5 

22.  Individuals at the Facility 1 2 3 4 5 

23.  Community surrounding 

Facility 
1 2 3 4 5 
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c. Please indicate to what extent the following factors benefit the experience for students 

using these platforms (on a scale of 1 -10, with 1= No benefit and 10 = Maximum 

benefit) 

 Factor No benefit Maximum benefit 

24.  Adequate accommodation  1 2 3 4 5 6 7 8 9 10 

25.  Developmental supervision 1 2 3 4 5 6 7 8 9 10 

26.  Connectivity to home 1 2 3 4 5 6 7 8 9 10 

27.  Connectivity to campus  1 2 3 4 5 6 7 8 9 10 

28.  Social interaction with other peers 1 2 3 4 5 6 7 8 9 10 

29.  Recreational facilities 1 2 3 4 5 6 7 8 9 10 

30.  Access to transport 1 2 3 4 5 6 7 8 9 10 

31.  Religious or Cultural exposure 1 2 3 4 5 6 7 8 9 10 

32.  Safety 1 2 3 4 5 6 7 8 9 10 

 

 

PERCEPTIONS OF DTPS 

1. Could you tell me about the theory of teaching and learning at this decentralised 

training platform? 

2. What advantages/strengths are there in making use of decentralised training 

platforms? 

3. What barriers/ constraints exist at decentralised training platforms? 

4. In your opinion, what opportunities do decentralised training platforms offer? 

5. Do you have any recommendations on how to improve the utilisation of 

decentralised training platforms, in undergraduate medical education?  

6. Do you have any further comments on decentralised training platforms or your 

experiences of using them, you wish to share? 
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Annexure 7a: Information Sheet for Focus Group Discussion Participants 

 

A COMPARATIVE STUDY OF DECENTRALISED TRAINING PLATFORMS IN 

UNDERGRADUATE MEDICAL EDUCATION AT FOUR SOUTH AFRICAN 

UNIVERSITIES 

Introduction and background 

Hello. My name is Abigail Dreyer. I am a doctoral student in the School of Public Health at the 

University of the Witwatersrand.  I am doing research on the decentralised training platforms 

used for undergraduate medical education across four universities in South Africa.   

 

The aim of this research project is to examine decentralised training platforms at four South 

African universities. We have defined a decentralised training platform (DTP as any learning 

environment such as a clinic, district hospital or non-governmental organisation used for medical 

(or health professional) education and training, outside a central or regional hospital. 

 

If you agree, you will be invited to take part in a discussion with 6-10 other medical students 

about your experiences of medical education in general, and about DTPs in particular. I will lead 

the group discussion. We will you your opinions about DTPs, the benefits and value, challenges 

and constraints, and any suggestions for improvement. The discussion will last about an hour.  

 

Confidentiality 

The information that you give in the discussion will be kept confidential. We will not report the 

information to anyone. Only members of the research team will know who has been interviewed. 

All focus group discussions will be assigned a code and these codes will be used on the 

transcribed interviews. These codes will only be known to members of the research team. We 

undertake that all information provided by you will be used only for the purpose of the study. 

Everything that you say when answering the questions will be treated as private and confidential. 

This means that apart from the person who asks you the questions, no one will know how you 

answered. Your name will not be revealed in any written data or report resulting from the study.  

 

If you wish, you may choose another name to be used during the group discussion. If you choose 

to participate in the group, your identity will remain anonymous. You may refuse to answer any 

questions that you don’t feel comfortable answering. You may say that you don’t know if you 

don’t have an answer to a question. Many of the questions are about people’s opinions, so there 

is no right answer or a wrong answer. It is your opinions and experiences that are important.  

 

The tapes and notes will remain confidential, and will be kept in a secure place. The researchers 

who lead the group discussions will ask that people taking part in group discussions not to reveal 

any personal information about other people in the group, either during the discussion or 

afterwards. However, we cannot guarantee that everyone who takes part in the discussion will 

treat the discussion as confidential. We strongly advise against discussing information outside 

the group discussion. 

 

The answers given by participants will be combined and analysed to look for common themes 

and experiences.  The combined information will be written up in the form of a report.  

 

Consent 
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Permission to carry out this project was obtained from the University of the Witwatersrand 

Human Research Ethics Committees (Medical). We will ask you to sign an informed consent 

form, both to participate in the study, as well as to record the interview. If you are willing to give 

your consent and take part, I will appreciate your participation and the information that you are 

willing to provide.   

 

Benefits and risks of participation 

Please note that participation in this study is voluntary and there will be no direct benefits to 

anyone who participates in the interviews. Similarly, there will be no negative consequences for 

individuals who do not want to be interviewed. Also note that you will not be compensated for 

taking part in the study. During the interview, you have the right to decline to answer any 

questions that makes you feel uncomfortable, or to stop the interview at any time. However, we 

would really appreciate it if you do share your thoughts and feelings about the questions we will 

be asking you.  

 

Recording the interview 

We would like to request your permission to audiotape the discussion because we cannot write 

down all your answers quickly enough and might miss some important things that you will say in 

response to some of the questions that you will be asked if we do not record them. It is essential 

for you to know that the tapes and notes will remain confidential and your identity will not be 

disclosed. The only thing we are interested in is your honest responses. 

 

The tape will be listened to by me and my supervisor whose offices are located in Johannesburg. 

Tapes of discussions will be transcribed and transcripts of interviews will bear the code and not 

the name of the interviewee. The information will then be discussed by members of the research 

team and organized into a thesis. The tapes will be kept in a locked cupboard as per national 

requirements.  The tapes will be destroyed two years after the publication of the research 

findings.    

 

Contact details  

We will be happy to answer any question you have about this study.  The contact details for the 

HREC Chair/ Administrator for participants should you have direct queries, concerns or 

complaints regarding the ethical activities surrounding the study). HREC (Medical) contact 

details: Prof P Cleaton Jones, Tel 011 717 2301, email peter.cleaton-jones1@wits.ac.za  or Ms Z 

Ndlovu  Administrative Officer  011 717 2700/1234/1252 zanele.ndlovu@wits.ac.za. If you have 

questions about the research, you may also contact the Principal Researcher or the Research 

Supervisor: 

Principal Researcher    Research Supervisor 

Ms Abigail Dreyer       Professor Laetitia Rispel 

Department of Family Medicine   School of Public Health  

University of the Witwatersrand   University of the Witwatersrand 

Phone: +27 11 717 2438    Phone: +27 11 717 2043 

Cell: +27 740845481     Email: laetitia.rispel@wits.ac.za 

Email: abigail.dreyer@wits.ac.za  

  

mailto:peter.cleaton-jones1@wits.ac.za
mailto:zanele.ndlovu@wits.ac.za
mailto:laetitia.rispel@wits.ac.za
mailto:abigail.dreyer@wits.ac.za


152 
 

Annexure 7b: Consent Form for Focus Group Participants 

  

A COMPARATIVE STUDY OF DECENTRALISED TRAINING PLATFORMS IN 

UNDERGRADUATE MEDICAL EDUCATION AT FOUR SOUTH AFRICAN 

UNIVERSITIES 

I have been given the information sheet on the project entitled: A comparative study of 

decentralised training platforms in undergraduate medical education at four South African 

universities.  I have read and understood the Information Sheet and all my questions have been 

answered satisfactorily.  

 

I understand that it is up to me whether or not I would like to participate in the focus group 

discussion and that there will be no negative consequences if I decide not to participate. I also 

understand that I do not have to answer any questions that I am uncomfortable with and that I 

can stop the discussion at any time. 

 

I understand that the researchers involved in this project will make every effort to ensure 

confidentiality and that my name will not be used in the study reports, and that comments that I 

make will not be reported back to anybody else. I consent voluntarily to participate in the group 

discussion for this study. I have been given telephone numbers that I may call if we have any 

questions or concerns about the research. 

 

Participant’s signature:  Date:  

 

Facilitator’s signature:  Date:  

 

 

Co-Facilitator 

signature   Date:  
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Annexure 7c: Informed Consent for Audiotape-Recording of the Focus Group 

Discussion 

 

A COMPARATIVE STUDY OF DECENTRALISED TRAINING PLATFORMS IN 

UNDERGRADUATE MEDICAL EDUCATION AT FOUR SOUTH AFRICAN 

UNIVERSITIES 

 

I have been given the information sheet on the project entitled: A comparative study of 

decentralised training platforms in undergraduate medical education at four South African 

universities. I have read and understood the Information Sheet and all my questions have been 

answered satisfactorily.  

 

I understand that I can decide whether or not the focus group discussion should be tape-recorded 

and that there will be no consequences for me if I do not want the discussion to be recorded.  

 

I understand that information from the tapes will be transcribed and transcripts will be given a 

code and my name will not be mentioned. I understand that if the discussion is tape-recorded, the 

tape will be destroyed two years after publication of the findings.  

 

I understand that I can ask the person interviewing me to stop tape recording, and to stop the 

discussion altogether, at any time.  

 

 

I consent voluntarily for the researcher to record the focus group discussion.   

 

Participant’s signature:  Date:  

 

Facilitator’s signature:  Date:  

 

 

Co-Facilitator 

signature   Date:  
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Annexure 8: Guide for Focus Group Discussions  

A COMPARATIVE STUDY OF DECENTRALISED TRAINING PLATFORMS IN 

UNDERGRADUATE MEDICAL EDUCATION AT FOUR SOUTH AFRICAN 

UNIVERSITIES 

For official use only 

 

 

1. 

 

FGD number  

 
 

    
 

2. Health Science Faculty  O Wits   

O SMU 

O UKZN  

O WSU 

1 

2 

3 

4 

 

3. 

 

Overview/ characteristics of 

FGD 

  

 

 

4. 

 

Date of FGD 

 

DD/MM/YY 

 

      
 

 

We have defined a decentralised training platform (DTP as any learning environment such 

as a clinic, district hospital or non-governmental organisation used for medical education 

and training, outside a central or regional hospital. In this discussion, we would like to ask 

you more about your experiences of DTPs. 

 

MEANING OF MEDICAL EDUCATION 

 

1. What are the positive aspects of being a medical student at; 

a. Named university? 

b. In South Africa? 

2. What are the main challenges faced by medical students in South Africa?  

EXPERIENCE OF DTPS 

3. During the course of your undergraduate studies, you have been to a number of the 

decentralised training platforms that the university makes use of. Is that correct? 

a. How many have you been to and can you describe to me your experience at these 

sites? 

TEACHING AND LEARNING 

4. Please tell us about the teaching and learning that happen at these DTPs. 

a. What types of teaching and learning activities are you engaged in? 

b. In your opinion, how do the learning activities contribute to you becoming a 

competent graduate (probe skills acquired, knowledge learned)? 

c. How would you describe the culture of teaching and learning? 
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d. Compared to your experience at large central or regional hospitals, what are your 

views on the teaching and learning activities at the DTPs 

5. Evaluation 

a. Do you provide formal evaluation of your placement at DTPs? 

b. What would you say is the educational value of the DTPs? 

6. In your view, what are the benefits of training medical students in a DTP? 

a. What do you gain from the experience? 

b. In your opinion, what is the role in, or contribution of DTPs to, transforming medical 

education? 

GOOD PRACTICES 

a. From your perspective as student, could you tell us about any innovations/good 

practices at the different DTPs that you have been to?  

b. Is there any DTP that stands out? Why is that the case? 

CHALLENGES/ CONSTRAINTS 

7. Could you tell us about the challenges or constraints that you experience at the different 

DTPs? 

RECOMMENDATIONS FOR CHANGE 

8. Is there anything else you would like to say about DTPs used by [name] University/ 

department/School, and their contribution to your education? 

9. What are your recommendations for changing the under-graduate medical curriculum, with 

particular focus on DTPs: 

a. At this [named] University 

b. In South Africa as a whole?  
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Annexure 9a: Information Sheet for Log Diary Participants 

A COMPARATIVE STUDY OF DECENTRALISED TRAINING PLATFORMS IN 

UNDERGRADUATE MEDICAL EDUCATION AT FOUR SOUTH AFRICAN 

UNIVERSITIES 

Introduction and background 

Hello. My name is Abigail Dreyer. I am a doctoral student in the School of Public Health at the 

University of the Witwatersrand.  I am doing research on the decentralised training platforms 

used for undergraduate medical education across four universities in South Africa.   

 

The aim of this research project is to examine decentralised training platforms at four South 

African universities. We have defined a decentralised training platform (DTP as any learning 

environment such as a clinic, district hospital or non-governmental organisation used for medical 

(or health professional) education and training, outside a central or regional hospital. 

 

If you agree, you will be invited to record the activities you engage in at the DTP for one week. 

You will be provided with the template for the log diary. You will be expected to record your 

activities at half hour intervals. 

 

Confidentiality 

The information that you give in the log diary will be kept confidential. We will not report the 

information to anyone. All log diaries will be assigned a code and these codes will be used in the 

analysis. These codes will only be known to members of the research team. We undertake that all 

information provided by you will be used only for the purpose of the study. Everything that you 

say when answering the questions will be treated as private and confidential. This means that 

apart from the person who asks you the questions, no one will know how you answered. Your 

name will not be revealed in any written data or report resulting from the study.  

 

If you wish, you may choose another name to be used during the group discussion. If you choose 

to participate in the group, your identity will remain anonymous. You may refuse to answer any 

questions that you don’t feel comfortable answering. You may say that you don’t know if you 

don’t have an answer to a question. Many of the questions are about people’s opinions, so there 

is no right answer or a wrong answer. It is your opinions and experiences that are important.  

 

The tapes and notes will remain confidential, and will be kept in a secure place. The researchers 

who lead the group discussions will ask that people taking part in group discussions not to reveal 

any personal information about other people in the group, either during the discussion or 

afterwards. However, we cannot guarantee that everyone who takes part in the discussion will 

treat the discussion as confidential. We strongly advise against discussing information outside 

the group discussion. 

 

The answers given by participants will be combined and analysed to look for common themes 

and experiences.  The combined information will be written up in the form of a report.  
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Consent 

Permission to carry out this research was obtained from the University of the Witwatersrand 

Human Research Ethics Committees (Medical). We will ask you to sign an informed consent 

form, both to participate in the study, as well as to record the interview. If you are willing to give 

your consent and take part, I will appreciate your participation and the information that you are 

willing to provide.   

 

Benefits and risks of participation 

Please note that participation in this study is voluntary and there will be no direct benefits to 

anyone who participates in the interviews. Similarly, there will be no negative consequences for 

individuals who do not want to be interviewed. Also note that you will not be compensated for 

taking part in the study. During the interview, you have the right to decline to answer any 

questions that makes you feel uncomfortable, or to stop the interview at any time. However, we 

would really appreciate it if you do share your thoughts and feelings about the questions we will 

be asking you.  

 

Contact details  

We will be happy to answer any question you have about this study.  The contact details for the 

HREC Chair/ Administrator for participants should you have direct queries, concerns or 

complaints regarding the ethical activities surrounding the study). HREC (Medical) contact 

details: Prof P Cleaton Jones, Tel 011 717 2301, email peter.cleaton-jones1@wits.ac.za  or Ms Z 

Ndlovu Administrative Officer  011 717 2700/1234/1252 zanele.ndlovu@wits.ac.za. If you have 

questions about the research, you may also contact the Principal Researcher or the Research 

Supervisor: 

Principal Researcher    Research Supervisor 

Ms Abigail Dreyer       Professor Laetitia Rispel 

Department of Family Medicine   School of Public Health  

University of the Witwatersrand   University of the Witwatersrand 

Phone: +27 11 717 2438    Phone: +27 11 717 2043 

Cell: +27 740845481     Email: laetitia.rispel@wits.ac.za 

Email: abigail.dreyer@wits.ac.za  

  

mailto:peter.cleaton-jones1@wits.ac.za
mailto:zanele.ndlovu@wits.ac.za
mailto:laetitia.rispel@wits.ac.za
mailto:abigail.dreyer@wits.ac.za
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Annexure 9b: Consent Form for Log Diary Participants 

A COMPARATIVE STUDY OF DECENTRALISED TRAINING PLATFORMS IN 

UNDERGRADUATE MEDICAL EDUCATION AT FOUR SOUTH AFRICAN 

UNIVERSITIES 

I have been given the information sheet on the project entitled: A comparative study of 

decentralised training platforms in undergraduate medical education at four South African 

universities.  I have read and understood the Information Sheet and all my questions have been 

answered satisfactorily.  

 

I understand that it is up to me whether or not I would like to participate in completing the log 

diary and that there will be no negative consequences if I decide not to participate. I also 

understand that I do not have to answer any questions that I am uncomfortable with and that I 

can stop the discussion at any time. 

 

I understand that the researchers involved in this project will make every effort to ensure 

confidentiality and that my name will not be used in the study reports, and that comments that I 

make will not be reported back to anybody else. I consent voluntarily to participate in the group 

discussion for this study. I have been given telephone numbers that I may call if we have any 

questions or concerns about the research. 

 

Participant’s signature:  Date:  
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Annexure 10: Paper version of Log Diary  

A COMPARATIVE STUDY OF DECENTRALISED TRAINING PLATFORMS IN UNDERGRADUATE MEDICAL EDUCATION 

AT FOUR SOUTH AFRICAN UNIVERSITIES 

There are many different activities that students are engaged in while at DTPs. 

Using this list of activity codes, please apply the following codes when completing the log diary 

A: Clinical Time 

A1= Ward rounds 

A2= Seeing patients in clinic/health centre/OPD 

A3= Performing medical procedure 

A4= Assisting in theatre 

A5= On Call 

A6= Other Clinical activity 

 

B: Teaching Time 

B1= Teaching activity 

B2=Attending seminar/ meeting 

B3= Contact with lecturer/ staff at main campus 

B4= Self-directed learning [e.g. reading, study, assignment/computer-assisted learning/discussion with fellow students] 

B5= Teaching by preceptor/tutor. 

B6= Teaching by other staff, e.g. doctor, nurses, community health worker, physiotherapist, etc. 

B7= Study/Reading 

 

C: Skill Time 

C1= Practicing a skill  

 

D: Community Time 

D1= Mobile clinic 

D2= Home visits 

D3= Visiting NGO or Community Organisation 

D4= School visit 

D5= Attending community event 

D6= Organised social activity 

 

E: Free Time 

E1= Non –educational/recreation/free/sleep time 

E2= Shopping/Cleaning 

E3= Travelling time (including time spent waiting) 

E4= Waiting for clinical activity/teaching/skill 

E5= Other [please specify] 
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Date:        Day:    of Week:   

Time  Activity 

Code.  
A: Clinical Time 

B: Teaching Time 

C: Skill Time 

D: Community Time 

E: Free Time 

 

 

 

 

 

  

Type of activity 
A: Clinical Time 

A1= Ward rounds 

A2= Seeing patients in clinic/health centre/OPD 

A3= Performing medical procedure 

A4= Assisting in theatre 

A5= On Call 

A6= Other Clinical activity 

 

B: Teaching Time 

B1= Teaching activity 

B2=Attending seminar/ meeting 

B3= Contact with lecturer/ staff at main campus 

B4= Self-directed learning [e.g. reading, study, 

assignment/computer-assisted learning/discussion with 

fellow students] 

B5= Teaching by preceptor/tutor. 

B6= Teaching by other staff, e.g. doctor, nurses, community 

health worker, physiotherapist, etc. 

B7= Study/Reading 

 

C: Skill Time 

C1= Practicing a skill  

 

D: Community Time 

D1= Mobile clinic 

D2= Home visits 

D3= Visiting NGO or Community Organisation 

D4= School visit 

D5= Attending community event 

D6= Organised social activity 

 

E: Free Time 

E1= Non –educational/recreation/free/sleep time 

E2= Shopping/Cleaning 

E3= Travelling time (including time spent waiting) 

E4= Waiting for clinical activity/teaching/skill 

E5= Other [please specify] 

Was this 

activity 

supervised? 

• Only for 

clinical 
activities 

Supervised by 

who? 
E.g., Doctor, 

Nurse, 

Preceptor/Tutor, 

Community 

Health Worker, 

etc. 

• Only for clinical 

activities 

Your rating of 

Educational 

value. Rate 1-3 

1= no value 

2= some value 

3= great value 

 

• Only for 

clinical/teaching/

skill/community 
activities 

Code Skills acquired during 

this activity 
P= Procedural Skill 

A= Advocacy 

D= Decision Making 

S= Problem Solving 

C= Communication 

CA= Cultural Awareness 

T= Theoretical Skill 

N= No skill acquired 

Your rating of 

Enjoyment 

value. Rate 1-3 

1= not enjoyed 

2= did enjoy 

3= enjoyed 

very much 

  

 

• Only for 

clinical/teachin
g/skill/commun

ity activities 

Could the skills 

have been 

acquired in the 

classroom at 

main campus? 

 

6:00 – 7:00   ☐Yes ☐ No  ☐1☐2☐3 ☐P☐A☐D☐S☐C☐CA☐T☐No Skill ☐1☐2☐3 ☐Yes ☐ No 

7:00 – 8:00   ☐Yes ☐ No  ☐1☐2☐3 ☐P☐A☐D☐S☐C☐CA☐T☐No Skill ☐1☐2☐3 ☐Yes ☐ No 

8:00 – 9:00   ☐Yes ☐ No  ☐1☐2☐3 ☐P☐A☐D☐S☐C☐CA☐T☐No Skill ☐1☐2☐3 ☐Yes ☐ No 

9:00 – 10:00   ☐Yes ☐ No  ☐1☐2☐3 ☐P☐A☐D☐S☐C☐CA☐T☐No Skill ☐1☐2☐3 ☐Yes ☐ No 

10:00 – 11:00   ☐Yes ☐ No  ☐1☐2☐3 ☐P☐A☐D☐S☐C☐CA☐T☐No Skill ☐1☐2☐3 ☐Yes ☐ No 

11:00 – 12:00   ☐Yes ☐ No  ☐1☐2☐3 ☐P☐A☐D☐S☐C☐CA☐T☐No Skill ☐1☐2☐3 ☐Yes ☐ No 

12:00 – 13:00   ☐Yes ☐ No  ☐1☐2☐3 ☐P☐A☐D☐S☐C☐CA☐T☐No Skill ☐1☐2☐3 ☐Yes ☐ No 

13:00 – 14:00   ☐Yes ☐ No  ☐1☐2☐3 ☐P☐A☐D☐S☐C☐CA☐T☐No Skill ☐1☐2☐3 ☐Yes ☐ No 

14:00 – 15:00   ☐Yes ☐ No  ☐1☐2☐3 ☐P☐A☐D☐S☐C☐CA☐T☐No Skill ☐1☐2☐3 ☐Yes ☐ No 

15:00 – 16:00   ☐Yes ☐ No  ☐1☐2☐3 ☐P☐A☐D☐S☐C☐CA☐T☐No Skill ☐1☐2☐3 ☐Yes ☐ No 

16:00 – 17:00   ☐Yes ☐ No  ☐1☐2☐3 ☐P☐A☐D☐S☐C☐CA☐T☐No Skill ☐1☐2☐3 ☐Yes ☐ No 

17:00 – 18:00   ☐Yes ☐ No  ☐1☐2☐3 ☐P☐A☐D☐S☐C☐CA☐T☐No Skill ☐1☐2☐3 ☐Yes ☐ No 

18:00 – 19:00   ☐Yes ☐ No  ☐1☐2☐3 ☐P☐A☐D☐S☐C☐CA☐T☐No Skill ☐1☐2☐3 ☐Yes ☐ No 

19:00 – 20:00   ☐Yes ☐ No  ☐1☐2☐3 ☐P☐A☐D☐S☐C☐CA☐T☐No Skill ☐1☐2☐3 ☐Yes ☐ No 

20:00 – 21:00   ☐Yes ☐ No  ☐1☐2☐3 ☐P☐A☐D☐S☐C☐CA☐T☐No Skill ☐1☐2☐3 ☐Yes ☐ No 

21:00 – 22:00   ☐Yes ☐ No  ☐1☐2☐3 ☐P☐A☐D☐S☐C☐CA☐T☐No Skill ☐1☐2☐3 ☐Yes ☐ No 

22:00 – 23:00   ☐Yes ☐ No  ☐1☐2☐3 ☐P☐A☐D☐S☐C☐CA☐T☐No Skill ☐1☐2☐3 ☐Yes ☐ No 

23:00 – 00:00   ☐Yes ☐ No  ☐1☐2☐3 ☐P☐A☐D☐S☐C☐CA☐T☐No Skill ☐1☐2☐3 ☐Yes ☐ No 

00:00 – 01:00   ☐Yes ☐ No  ☐1☐2☐3 ☐P☐A☐D☐S☐C☐CA☐T☐No Skill ☐1☐2☐3 ☐Yes ☐ No 

01:00 – 02:00   ☐Yes ☐ No  ☐1☐2☐3 ☐P☐A☐D☐S☐C☐CA☐T☐No Skill ☐1☐2☐3 ☐Yes ☐ No 

02:00 – 03:00   ☐Yes ☐ No  ☐1☐2☐3 ☐P☐A☐D☐S☐C☐CA☐T☐No Skill ☐1☐2☐3 ☐Yes ☐ No 

03:00 – 04:00   ☐Yes ☐ No  ☐1☐2☐3 ☐P☐A☐D☐S☐C☐CA☐T☐No Skill ☐1☐2☐3 ☐Yes ☐ No 

04:00 – 05:00   ☐Yes ☐ No  ☐1☐2☐3 ☐P☐A☐D☐S☐C☐CA☐T☐No Skill ☐1☐2☐3 ☐Yes ☐ No 

05:00 – 06:00   ☐Yes ☐ No  ☐1☐2☐3 ☐P☐A☐D☐S☐C☐CA☐T☐No Skill ☐1☐2☐3 ☐Yes ☐ No 
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Annexure 11: HREC (MEDICAL) clearance certificate 
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Annexure 12: HREC (MEDICAL) extension clearance certificate 
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Annexure 13: The Contributor Roles Taxonomy (CRedit) 

 

The Contributor Roles Taxonomy (CRediT)100 was used to outline the authors' contribution 
to the study. 
 
The full explanation of the terms: 

Term Definition 
Conceptualisation 
 

Ideas; formulation or evolution of overarching research 
goals and aims 

Methodology Development or design of methodology; creation of 
models 

Validation 
 

Verification, whether as a part of the activity or 
separate, of the overall replication/ reproducibility of 
results/experiments and other research outputs 

Formal analysis 
 

Application of statistical, mathematical, 
computational, or other formal techniques to analyse or 
synthesize study data 

Data curation 
 

Management activities to annotate (produce 
metadata), scrub data and maintain research data 
(including software code, where it is necessary for 
interpreting the data itself) for initial use and later 
reuse 

Writing– original draft Preparation, creation and/or presentation of the 
published work, specifically writing the initial draft 
(including substantive translation) 

Writing – review and editing 
 

Preparation, creation and/or presentation of the 
published work by those from the original research 
group, specifically critical review, commentary or 
revision – including pre- or post-publication stages 

Visualisation Preparation, creation and/or presentation of the 
published work, specifically visualisation/data 
presentation 

Supervision Oversight and leadership responsibility for the research 
activity planning and execution, including mentorship 
external to the core team 

Funding acquisition Acquisition of the financial support for the project 
leading to this publication 
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Annexure 14: Turnitin Report 
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