-1 -

Chapter 1
INTRODUCTION

“All theories of learning are based on fundamergatimptions about the person,

the world, and their relationsLave and Wenger (1991:45)

In 2003 the University of the Witwatersrand, Jolesiurg introduced a new curriculum for
the medical degree (MBBGh Known as the Graduate Entry Medical Programine,new
curriculum aimed to provide different opportunitiEs learning which would change the
way in which medical students approach their leggrand the type of knowledge they are
able to build. The curriculum integrates contentizamtally across disciplines within a
single year of study as well as vertically acros#els of study. The learning process is
structured around medical problems which the stisd@malyse in small groups facilitated by
a staff member. This form of curricular structusekhnown as problem-based learning since
learning should occur in response to the probléhese problems are deliberately designed
to stimulate the students to identify gaps in themderstanding and seek appropriate
multidisciplinary knowledge to fill these gaps. Blem-based learning is intended to be

constructivist, self-directed, collaborative anghiextual (Dolmangt al, 2005).

Formal or institution-based learning most commoabgurs in relation to some plan of
intended learning which forms the basis of what lbamegarded as a curriculum. Cornbleth
(1990:12) emphasises that conceptions of what itotesta curriculum will “emerge from
and enter into practice”. It follows that the desilpgic of the planned curriculum will
embody conceptions held by the designers regarkimayvledge, learning and learners,
which may or may not intersect with the conceptitietd by the agents enacting that
curriculum i.e. the students. When a curriculumhsas the Graduate Entry Medical
Programme (hereinafter GEMP) introduces new commeptof knowledge and learning as
well as of the practice of medicine, the concegiohthe students are likely to impact on
the ways in which they respond to the opportunifeslearning which the curriculum
provides. This study explores the ways in whialdehts have approached learning in the

GEMP in relation to its design principles.

1 MBBCh is the acronym used for the degree Bachefiddedicine and Bachelor of Surgery



1.1 Background to the Research

1.1.1 International perspective

In the last three decades there has been a majorirshmedical education locally and
internationally as a result of changes in the fieldnedicine and health care as well as in
medical education itself. Changes may be identifredive domains: patient awareness,
curriculum content, clinical performance and corepeg, the learning process and access to

learning.

Patient awareness

Consumerism has affected the delivery of healtle,caith patients beginning to see the
medical practitioner as a service provider and delimg a different set of professional
standards. Medical councils and faculties haveareded to this by introducing a greater
emphasis on social awareness into curricula. Furtbee, the range of alternative health
practices available, many of which focus on thecepn of holistic care, has highlighted the
need for a more patient-centred approach. Patmartsno longer be seen as “diseases” or
“cases”, but as individuals with personal lives,ondre part of families and communities.
There is a shift from cure to prevention, from dse to wellness, from healer to educator,
from patient dependence to empowerment and redpbitysi Medical education
programmes have been obliged to find ways to accmhate this approach, while at the
same time adapting to the rapid advances in medaahce. Given the increased levels of
patient awareness and access to information omtamet, doctors are also no longer the
sole custodians of medical knowledge, but haveaon to accommodate patients who have

researched their own symptoms even before entdrengonsulting room.

Curriculum content

Developments in medical science during the lasty®&s have produced an exponential
growth of knowledge. This proliferation of knowleglmitially resulted in a factual overload
in medical curricula as faculties struggled to eadiat their students were equipped with
all the latest information (Barrows and Tamblyn8@9Des Marchaiet al, 1992). More
recently, however, there has been a growing awasetiat there is such a proliferation of
information and that knowledge is developing athsacapid rate that it is nearly impossible
for students to learn everything that each of tlseper-specialties demand and moreover,
much of what they are being taught at any momentinme is likely to be outdated or

incomplete fairly rapidly (Noguchet al, 2002). Thus there is a growing recognition thest
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more important for students to master the prinsipiethe various disciplines and to develop
skills related to information retrieval and anatysThe need for students to develop the
motivation and skills necessary for self-directedl difelong learning, which will enable
them to update their knowledge on a continuoussbh&sis been identified as an essential
component of medical education (General Medicalr€oul1983; WFME, 1983).

Clinical performance and competence

It is important that medical practitioners shoutt anly know what to do, and be able to do
it, but they should have insights into when andwhamuch” to do, while demonstrating
appropriate and ethical attitudes to their patiethtsir fellow health care practitioners, the
health care system and society in general. Thisimeaent for professional practice is
sometimes expressed as a triad of knowledge, slalisattitudes. The emphasis on clinical
competence thus focuses on expertise in sevefatetit domains and the debates on how to

ensure that students acquire such expertise a@@rang

The learning process

New understanding and theories of learning from ftakls of cognitive and educational
psychology have found fertile soil in this envircembh Medical educators have been
prompted to start asking not onlyhat should be taught but aldmw students should be
learning. There has been a definite shift in emishiasm curriculum content to the learning
process, with an associated interest in the foroh guality of the instruction. During the
1960’s and 70’s innovative curricula using problbased learning (hereinafter PBL) were
originally introduced at a few pioneering medicehgols in Canada, the Netherlands, the
USA and Australia (Norman and Schmidt, 1992).

Access

Another key issue in medical education has beerchiadlenge of opening access to social
groups who have previously had limited access tdicak schools. In an era of democratic
and human rights awareness, access to medicatiéachbhs become a political issue. Some
countries (e.g. the Netherlands) have an open sdzaltot system; in the UK and USA
performance at secondary school/and or in undeugtadtertiary study are paramount; in
Australia and New Zealand places are reservedridemepresented minorities and foreign

fee-paying students
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In response to the challenges described above, mawgrsities worldwide, including South
Africa, have introduced contemporary curricular anations which have drawn on and

adapted the original PBL models developed in th@)Xand 70’s.

1.1.2 Local perspective

The eight South African universities which qualifyedical doctors have responded to the
international trends described above to greatelesser extents. Several have introduced
curricula with a predominant emphasis on PBL, whileers are more “problem-oriented”
with a lower level of integrated teaching and assesnt. At the University of the
Witwatersrand (hereinafter Wits) a new PBL curnigcal was introduced in 2003. It was
aimed at changing not only what and how the medstadlents learn, but how they are
admitted. In South Africa most medical studentseh&raditionally been selected directly
from school and enter a five- or six-year degresgmamme. All South African universities
are now are moving towards a student complementiwheflects the local and national
demographics. Democratisation of access thus rassesges related to preparedness for
university in general and the PBL method in patécu

At Wits there are now two distinct routes of entry:
» Direct admission from school followed by two yeaf basic medical sciences
(Physics, Chemistry, Biology, Anatomy, Physiololyiglecular Medicine)
* Admission with a prior degree and certain preratpss (Physics, Chemistry,
Biology).
The two groups are merged in a four-year GraduateyEMedical Programme
(hereinafter GEMP).

In keeping with the challenges to medical educatiescribed above, the programme is
intended to produce graduates who are competent to:
» provide comprehensive patient care in a pluralitigealth and social contexts
* develop and deliver appropriate care beyond theediate consultation and short-
term management plan
» function effectively with regard to individual patts, different social and

professional groups, health care and health pramdéams.
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The first cohort of this new programme graduatednfiVits with the MBBCh degree at the
end of 2006. The time is thus opportune to exptbeeachievements and shortcomings of
the programme in terms of its intended outcomes. rBisearch reported here is confined to
the first two years of the programme i.e. GEMP ¢l dhand focuses specifically on the

students’ approaches to learning in these two y&aise programme.

1.2  Aim of the Research

The aim of the research is to explore whether theraaches and strategies to learning
adopted by the students in the Graduate Entry Mééloogramme at the University of the
Witwatersrand are compatible with assumptions nestit problem-based learning in the
Faculty of Health Sciences, and to identify thetdes which may be constraining and

enabling learning.

Research question
Central to the study is the following critical reaseh question:
What approaches to learning do students adopt in tn GEMP?

To address this, the main question may be brokemdioto several sub questions:

* What approaches to learning does the GEMP seekgtecamd why?

* What are the approaches that students adopt anddbatvey account for these
approaches?

 To what extent does the design structure and logithe GEMP promote the
intended approaches to learning?

* What are the implications of these approachesHerléarning outcomes in the
GEMP?

1.3  Theoretical framework

The emphasis of the study is on understanding ilegrrand, more specifically,
understanding learning for the practice of medicingights into different perspectives of
learning may illuminate the approaches which sttgleadopt to learning in a PBL
curriculum. Historically, the original medical PBturricula was informed by Dewey’s
concept of transformation through learning (Barrod@85), with strong links to Piagetian

equilibration theory (Rowell, 1989). However, tloder of the facilitator as a mediator in the
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learning process may also be interpreted in terinth® learning which occurs in the

Vygotskian zone of proximal development (Wertsc®84). Furthermore, since the learning
is situated in a specific social context by meahwluich the students are able to develop
competence and a professional identity, a perspgedi participation in a community of

practice, as described by Lave (1993) and Lave Wfehger (1991), should also be
considered. This research draws on insights froeseltheories to develop a lens through
which to analyse the students’ approaches to legrim relation to the assumptions about

learning made by the curriculum designers.

To understand the design logic of the curriculuns ialso important to understand some of
the deeper dynamics of the intended formal cumitulFrom a broader perspective of the
levels of power and control by which decisions tieato the curriculum objectives and

structure are made, a Bernsteinian lens on cudmawdtructure (Bernstein, 1975) is valuable.
Selection, sequence, pacing and criteria in theiaewhum are interpreted in terms of the

regulative and instructional discourse associatéti wlassification and framing (teacher

codes) and student participation in terms of retta@nand realization rules (learner codes)
(Bernstein, 1996).

The following chapter describes the design of tH&MB curriculum and the assumptions
about the type of learning which the curriculumrpotes.
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Chapter 2
THE GEMP CURRICULUM

This chapter describes the aims of the curriculine curricular structure and organisation
designed to promote these goals, and the assura@imut learning which are embedded in
the curriculum.
2.1 Curriculum goals
The goals of the GEMP | and Il curriculum were ded from decisions made by the
MBBCh Curriculum Committee of the Faculty of He&biences (1999):

0 Reduce information overload and encourage an utathelieg of concepts,

principles and underlying mechanisms

o Foster an integrated, holistic approach to patiant

o

Promote basic and human science knowledge whidmamsferable to the
clinical years (GEMP 1l and IV) and to clinicalautice

Provide earlier exposure to the clinical sett®gkills development
Increase student diversity

Encourage responsible, self-directed, life-lorayméng

o O o O

Develop competence in the use of electronic medid @formation
technology and skills in information retrieval, &rsas and evaluation
o Promote appropriate learning through congruencywéen objectives,

learning and assessment

2.2 Curriculum structure and organisation

2.2.1 Organisation of contents

The GEMP | and Il curriculum forms a two-year camtim which is organised into 11
teaching blocks. The first block, Preliminary Copkse of Medical Science (PCMS),
provides the graduate entry students with an initddn to Anatomy, Physiology and
Molecular Medicine, after which all students reeeasseries of lectures and practicals which
provide a framework for the disciplines Anatomid2hthology, Genetics, Immunology,
Microbiology, Pharmacology, Biomedical Ethics, Rash Methodology and Information
Retrieval and Management. They are also introddoethe principles of PBL and small
group process. The remaining 10 blocks use the IBBining model. Block 2, Life on the
Street, presents five medical cases which are itapbin the South African context i.e.

malnutrition, HIV/AIDS, rape, infectious diseasesdainherited genetic disorders. The
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remaining 9 blocks are based on the human bodynorggstems: Cardiovascular,
Respiratory, Renal, Haematology, Endocrine, Gastgstinal, Musculoskeletal,
Reproductive and Neurosciences. The content okbl@do 11 consists of four longitudinal
themes running the two years: Basic and Clinicakri8es (e.g. Anatomy, Physiology,
Pathology, Microbiology, Immunology, Genetics, Rhacology) and three themes which
emphasise the psychosocial elements of medicatiggadhe Patient-Doctor relationship
(PD theme), the Community-Doctor relationship (Cie@rhe) and Personal and Professional
Development (PPD theme). The intended integratibthe content of these four themes
constitutes a biopsychosocial approach to patierd. cThe blocks are organised as a weekly

series of medical cases which the students anadys®eall-group PBL tutorials.

2.2.2 Rationale for the PBL process

The rationale for using problem-based learning iedital education has been well

documented in the literature (see for example Besr(1985); Barrows and Tamblyn, 1980;

Schmidt, 1983; Schmidt, 1993). It was adopted as I#arning model for the GEMP

curriculum because it is believed to:

o Provide a contextualized learning situation whiatilftates the transfer of information to
new learning contexts.

0 Activate the prior learning of the participants ahds facilitate their engagement with
new information.

o Encourage the integration of a cross-disciplinarglarstanding of disease processes

o Promote elaboration, communication and socialigaby working in a safe, stimulating
environment.

o Stimulate self-directed learning since studentsesreouraged to identify gaps in their

understanding which they will seek to fill.

2.2.3 Learning opportunities
A number of different learning events are madelaistg to students including:
o Small-group problem-based learning tutorials: thpee week, two of which are
facilitated and one of which (PBL 2) is not.
o0 A weekly “plenary session” with the week coordinmasd which data related to the
week’s problem is discussed.
o A maximum of six lectures per week.

o Laboratory-based practicals.
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0o “Theme Sessions” at which psycho-social topicstirgdato the doctor-patient
relationship, community perspectives, ethics aridrination retrieval and analysis
are presented.

Printed and web-based “Learning Topics”.

References to relevant information in text boo&arfal articles and websites

Clinical skills instruction.

O O O O

Visits to hospital wards where students examine tak@& simple histories from
patients.

Service learning activities at community centres.

Visits to rural community health centres.

Permanent and topic-specific museum displays.

Online formative assessments.

o O O o o

Self-reflective portfolio entries.

In order to limit the students’ insecurity aboutat/iis expected from the Faculty perspective,

a series of objectives is provided which are lint@the criterion-referenced assessments.

An outline of the PBL process as it rolls out itygical week is shown in Figure 1 overleaf.

2.2.4 The PBL tutorials and facilitators

The PBL tutorials are facilitated by a Faculty stafember. The intention is that the

facilitator scaffolds the learning by prompting.egtioning and redirecting the discussion but
does not teach. Their prime task is to help thelesits to identify the gaps in their

understanding and to integrate the information ghvuo the discussion, while supporting

the group process so that all students feel equallyed and have opportunities for

participation. Some of the facilitators are cliigdarained while others have a background
in an allied medical discipline, medical scienceeducation, but all the facilitators undergo a
short training course in facilitation. At the staft each problem the facilitators attend a
briefing session and receive a printed guide wioigtines the key learning objectives, core

content and resources for the week.
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PBL Tutorial 1
(with Facilitator )

Presentation of problem

» Analysis of cues

'

» Hypotheses (Diagnosis & Mechanistis

v

Identify gaps for learning

SELF- DIRECTED
INFORMATION SEEKING

A 4

LEARNING PRACTICALS
LECTURES TOPICS (Some notes and
(Slides on (Print + Web) images on Web)
Web) \
?gl?rl;]SaIS (no facilitator)
Websites More patient information

Patient History Psychosocial issues LalisTe&rays, etc

——
REFINE HYPOTHESI:

i | REFERENCES: PBL Tutorial 2

_________________________________________________________________________________________

PBL Tutorial 3
(with facilitator)

Report back on learning

Finalise diaghosis

Explain mechanisms causing symptoms & signs ofdise REVIEW

Group process

Patient management principles ﬂ["::> Week contents

Figure 1: The PBL Process in the GEMP Curriculum
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2.3  Assumptions about learning in the GEMP

The design of the GEMP curriculum was informed bg 1999 guidelines of the South
African Medical and Dental Professional Board (n8weuth African Health Professions
Council) and was shaped by the Faculty in consahawith several international medical

schools who had introduced PBL programmes.

The Faculty curriculum designers made certain apfons about the knowledge,

competence and student dispositions that the calurit should promote. It was assumed
that the students selected for the programme,cpigatly the graduates, would possess the
maturity, motivation, resources and personal atteb to adopt a self-directed learning
approach, making full use of the learning oppottasiprovided. The assumptions made
about learning in the GEMP relate to the three design principles of the GEMP: access to
the study of medicine through graduate entry, tivegrated structure of the curriculum, and

the development of a self-directed approach tanlagrthrough the PBL process.

However, a planned or intended curriculum doesneaiessarily translate seamlessly into
practice. Anecdotal reports from educators, stugest well as information derived from
assessments and preliminary course evaluationseesugtat several design assumptions of
the GEMP may not be working as intended.

* Not all students appear to participate activelthe PBL tutorials.

* Not all students appear to have engaged with thieipated self-directed learning
process. On the contrary, some appear to have leeegan more dependent on the
course materials and show little inclination to esx and evaluate additional
resources.

* While some students are able to reproduce facetalld in assessments, their grasp
of important concepts and principles may be ddficie

» Of the first cohorts of students in GEMP Il and, INot all students showed the
ability to transfer and apply certain GEMP | an@dintent and skills to real clinical
settings.

* The failure rate, particularly of the graduate ants, has been higher than
anticipated. Given the pressures on all South Afriauniversities to improve

“throughput rates”, this is an area which commeaattksntion.
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It is important to note that some or all of thesgies may have been shortcomings of the
previous traditional “layered” curriculum and magtrbe specific to the new integrated
curriculum. However, they are of concern here beedhey represent some of the issues the

new curriculum was specifically introduced to addre

As established previously in Chapter 1, the ainthef study is to explore what approaches
the students are adopting to learning in the GEMRelation to the design assumptions of
the curriculum. Based on this a questionnaire vasldped and the next chapter describes
the research methods used in the study to cobeetlyse and interpret data related to the

students’ approaches to learning.
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Chapter 3
METHODOLOGY and RESEARCH METHODS

3.1  Nature of the research

The research was empirical in that it was basedjathering evidence to be interpreted
within a stated framework. The approach may berdest as an exploratory study, the aim
of which was to explore the approaches studentstadeg to studying in the GEMP
curriculum and to understand how they accountHeirtapproaches. Since it was important
that the research was conducted in such a wayttpedduced data which would reflect the
attitudes and practices of a wide spectrum of tigippants and provide opportunities to
gain an in-depth understanding of the processesroeg, a variety of research instruments
was used. These included questionnaires, particgizservation and focus group interviews.

3.2 Study population and sampling

The study population was the GEMP 1l class of 2606 the data was collected between
March and October of that year. This group was ehass the students had completed at
least a full year of study in the GEMP curriculumdacould thus be expected to have
developed fairly stable approaches and attitudesuying. The research aimed to identify
the attitudes and approaches which they had deseldpring the GEMP | and Il phase of
the curriculum. Three different forms of data colien were used. First, all students were
invited to complete the anonymous questionnaireciviprovided a broad view of the
approaches adopted by a large number of studeeton8, a single PBL group was
observed during two consecutive weeks of PBL taterio gain insights into the processes
operating in the tutorials. Third, in order to gandeeper understanding of the emergent
issues which confirmed or contradicted the asswmptiabout the learning, focus group
interviews were conducted with four groups of studechosen to represent the diversity of
opinion which emerged from the questionnaire anglgsd group process observations. The
three research instruments were thus used to tdaiegthe data. Cohegt al. (2000:112)
define triangulation as “the use of two or more e of data collection in the study of

some aspect of human behaviour”.
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3.3 Research instruments

3.3.1 Questionnaire

Questionnaires are a widely-used and effective tool collecting large amounts of
structured, often numerical data (Wilson and McL.&#94; cited in Coheat al.,2000:249

A questionnaire was designed which aimed to explsrevidely as possible the GEMP
students’ approaches, attitudes and strategiegrfgaging in learning in the GEMP (see
Student Questionnaire form, Appendix A). The questaire included questions on personal
background, perceptions of the PBL tutorial proceks usefulness or otherwise of the
various different resources provided by the prognamnparticipation in self-directed and
information seeking activities, strategies and ele learning for summative assessments
and the factors other than academic that may bé&ilboting to learning. A seven point
Likert-like rating scale was used since respondargsoften reluctant to select the extremes
of a scale, effectively reducing a five point scate three (Coheret al, 2000:254).
Possibilities for open-ended responses were indliidall sections. The questionnaire was
validated by two staff members involved in the GEMIRJ piloted with five GEMP |lI
students.

Questions included in the biographical data secténthe questionnaire were chosen
primarily for insights into the profiles of the GEMstudents admitted through the widening
of access to medicine at Wits. Questions relatingge and their educational qualifications
(i.e. whether they are matriculahtsr graduate students) were seen as importang ity
was to produce useful information on the assumptaiyout graduate students as mature and
competent learners who could cope with the cumicuin spite of not having had the same
basic science background as the matric entrantsestipns were included on
sociocultural/race groups and self-perceptionsrgjlish language competence as these had
previously been identified as possible factors iotipg on the possibility of full
participation in the PBL process. The questionnai@s also an opportunity for asking about
family responsibility and constraints such as fices) accommodation and transport,
although these were not regarded as key areasteykdt in the present study but might

become a useful source of information for informiatyre investigations.

2 Matriculation is the South African school leavipgalification
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The major focus of the questionnaire was on theudds, approaches and strategies adopted
by the students in relation to the curriculum ashmle, as well as to the different learning
opportunities offered by the curriculum. The quastiaire was aimed at establishing the
extent to which students were able to develop deapproaches to learning and integrate
course content as intended by the curriculum dediba questions were intended to collect
data which could lead to an understanding of theomance of the attitudes of the students
and the role of the PBL facilitators in the studemngagement with the curriculum and
opportunities for making meaning. Section 1 on tuwericulum overall was primarily
directed at a general understanding of studensgl&snotivated, responsible learners. Since
the curriculum design had opened the frame of obmiver learning and deliberately left
approximately 40% of the timetable free for infotroa gathering, the questions were
focussed on the individual use of the resourceb asdime, notes, websites, books, journals

and faculty tutors.

The second section, on the PBL tutorials, was tlstraxtensive because this is the core
component of the curriculum and is intended to beiraportant driver of successful

learning. The questions in this section covered itttvidual student’s role in the PBL

process, perceptions of the usefulness of eacheothree PBL tutorials in the week, and
ability to use the tutorials as a means towardsgrating and understanding. Drawing from
the literature on the importance of the social egnhof learning and the facilitator as a
mediator of the group’s progress, several questimre directed at perceptions of the social

environment of the PBL group and the role of thelitator.

Sections three, four and five questioned the ppeimn in and perceived usefulness of the
three key methods for delivering core course cdntdre Learning Topics, Lectures and

Theme Sessions. Section 6 was aimed at obtainfegmation on the strategies students
used in learning for assessments. For the leainiag integrated curriculum to be aligned
with its assessment, the assessment should rexquirgegrated understanding of the various
different constituent disciplines. The assessmen@EMP | and II, which include questions

from each of a number of different basic, clinied human science disciplines, with no
discipline-based sub-minima, represents a majoardege from the independent discipline-

specific assessments of the previous curriculunerdhvere concerns in the Faculty (and
anecdotal reports that these fears were beingseehlithat students were able to ignore

certain disciplines such as Pathology and Pharmoggobnd still pass the integrated
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assessments and the course overall. The questioassessment thus specifically addressed

students’ general as well as discipline-based iegrstrategies.

3.3.2 PBL group observation

The observation of PBL tutorial sessions was aieddding to the questionnaire data by
gathering direct information on how the studentsengngaging with the intended process of
knowledge building through participation in PBL clissions as well as on the role of the
PBL facilitator as a scaffolder of that learningccarding to Coheret al (2000:305),
observational data are useful because they profirde hand ‘live’ data from ‘live’
situations. A simple coding framework was estal@itsifor recording data during the
observation. De Gravet al (2001) and Visschers-Pleijeet al (2004) provide useful
models for recording and coding the group actiuityhe PBL process. Since the scope of
this study did not permit extensive analysis ofdbservation data, the coding was limited to
an indication of whether each contribution of adstut was offered freely or elicited in
response to an intervention made by the facilitafbe observation was semi-structured in
that the researcher had a preconceived idea of sdrabf activity was likely to occur e.g.
guestioning, reasoning, and conflicting episodésharation and constructions. However,
the researcher was open to noting and recording Baasraveet al (2001) might refer to
as unexpected and critical incidents. The mostwtihy observation, and one that differed
from the information derived from the questionngjrevas the extent to which certain
students tended to participate in the discussioly winen expressly prompted by the
facilitator. An observation that was supported g fuestionnaire was the extent to which
the students relied on the facilitator, who wasedical practitioner, to explain issues they
might not have understood and relate the discussicthe practice of clinical medicine.
These observations were useful for framing somehef questions for the focus group

discussions.

3.3.3 Focus group interviews

After analysis of the completed questionnaires BBd. group observation a number of
issues presented themselves as interesting andigrissng and worthy of deeper

investigation. A noteworthy example here is thathef Afrikaans language students whose
guestionnaire responses indicated a particuladpaesible and self-motivated approach to
learning and informed the decision to invite themain interview as a separate group.

Through semi-structured focus group interviews finéormation derived from the
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guestionnaire and observations could be clarifig@rpreted, simplified and expanded upon.
Morgan (1993) suggests that feelings, attitudes ardeptions may be elaborated on and
the synergy of the group interaction provides opputies for generating valuable data.

Focus groups provide valuable opportunities foniga access to the student “voice”, or
discovering not only what is occurring but why (Baunr, 2005). However, Barbour cautions
that in using focus groups it is important neveloe sight of the importance of the context
within which the group is conducted and the possibhpact of culture on the group’s

effectiveness.

3.4  Data collection

3.4.1 Questionnaires

The questionnaires were distributed to all studentSEMP Il during the Musculoskeletal
block of 2006. This is the seventh block of thegpamnme and the second teaching block in
that year of study, beginning in mid February amdtihg for 6 weeks. Students were
informed by the researcher in advance of the permdsthe research and asked for their
cooperation but it was stressed that participati@s voluntary and neither inclusion nor
exclusion would result in any benefit or disadvgetésee Ethical considerations below). A
pack of questionnaires was compiled for each PBlugand placed in an unsealed envelope
to which a tag with the group number was attackedilitators were asked to distribute the
packs to their groups and a group representative asked to collect the completed
guestionnaires, seal them in the envelope and ptheen in a marked box in the
administration area of the GEMP learning centre. a@dministrator was then asked to
remove the tags and deliver the envelopes to theareher. In this way the researcher had
no way of identifying either individual responderds the groups to which respondents
belonged. The administrator was asked to checkdihmved tags to see if all groups had
submitted an envelope. When a few were found toutgtanding the students were asked by
means of the electronic notice board to returnrtieivelopes if they still intended

responding.

In total 124 of the 207 questionnaires distribu@@Ps6) were returned. The biographical data
was used to calculate the percentage of each gmouthe class who returned the
guestionnaire. These are shown in Table 1 belows Tiformation was necessary to
establish whether the questionnaire responses drqarticular group could be regarded as

representative of that group in the whole popukaiie. the GEMP 1l class. Those groups



-18 -

with a response rate of less than 60% were thusrteptesented and those with a response

rate of greater than 60% were overrepresented.

Table 1: Questionnaire Returns

Group Number Number of %
in class guestionnaires | Response

Black 63 35 56
Indian 57 25 44
White 87 55 63
Graduates 64 52 81
Matric entrants 143 70 49
Black graduates 18 16 89
Indian graduates 10 6 60
White graduates 36 28 78
Black matric

entrants 45 19 42
Indian matric

entrants 47 19 40
White matric

entrants 51 27 53

3.4.2 PBL group observations

The observations of the PBL process took placetishafter the questionnaires were
distributed and returned. They took place duringksefour and five of the Gastrointestinal
system block. Although it was originally intendeldiat two different groups would be
observed, it is not possible for a single researthebserve two different groups discussing
the same case, since all groups meet simultaneandlyt was suggested that differences in
the nature of the discussion in two groups mightlresult of the different content of the
week. Therefore it was decided to observe the ggmegp on two different problems, firstly
to minimize the effect of the problem content oe tjroup interaction, and secondly to
minimise the effect of having an observer in theral. It was felt that by the second week
the group would be more comfortable with the “idigd’ in their midst. The same group
was thus observed in PBL tutorials 1 and 3 of ss&ige weeks i.e. on four different
occasions. This group was chosen randomly fron8¢hgroups of the GEMP Il class in that
a facilitator who was comfortable with the ideab&ing observed asked his group if they
were prepared to participate. In this sense thaigreas chosen randomly since the
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researcher did not know beforehand who the mentfettss group were. The PBL groups
are constituted in such a way as to create thetegpkealiversity possible: there is
representation of gender, ethnicity, graduate aattimmentry and repeating students in each
group. At the start of the session the researdhanked the participants, explained the
importance of the research and the use to whicldldte would be put. The students and the
facilitator all signed a form giving their informembnsent to the researcher to conduct the

study.

The purpose of the observation was to gain a bettderstanding of the group dynamics i.e.
how the students interacted with one another aaddtilitator, what sort of contributions
they made and whether they were spontaneous otedliby the facilitator, and how the
facilitator guided and scaffolded the learning. iBrportant aspect of the observation related
to the sociocultural nature of the group behavieuwhether the graduates and matric
entrants, the different language groups and rap@alips participated equally and how the

facilitator and group members appeared to valub etteers contributions.

3.4.3 Focus group interviews
Four focus group interviews were conducted. Theseewnly arranged once a preliminary
analysis of the questionnaire had been completbddhahelped identify emergent themes,
surprises and areas that required clarificatiore gloups were constituted to be comprised
of students who represented some of the charaatsrishich were of particular interest.
These were:

Group 1: Matric entrants

Group 2: Graduate entrants

Group 3: Repeating students

Group 4: Students whose home language was Afrkaan
Since the questionnaire respondents had identifiechselves as graduates or matric entrants
and supplied their racial affiliation and home laage, the responses of the students in these
groups could be triangulated with the questionnda&a. The questionnaire did not identify
repeating students so triangulation was not passibt this group was of interest to establish
whether they may have changed their learning appesaas a result of repeating a year. It
had been intended to have a fifth group, namelgestts whose home language was an
African language, but all of the students seledtadthis focus group declined to attend.

Nevertheless, there were African language studepesented in Groups 1, 2 and 3. The
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guestions used in the focus group interviews arergin Appendix B. They were directed at
the students’ use of unscheduled curriculum tirtvateggies for learning, including the use of
objectives, strategic selection of content, pgyiton and experiences in PBL group
process, the importance of language and socioalllidentity, and approaches to learning,
including how these may have changed through stgdy the GEMP.

The participants for the focus group discussionsewselected by identifying the class
members who met the specific criterion for eachugrdisting them alphabetically and using
a random number table to select 10 members for gemlp. All selected members were
contacted and requested to attend but assuredhérat was no advantage or disadvantage
associated with participation. They were informduhttthe participants would not be
identified in the research report, and that thengnoty of any statements they made during
the interview would be assured. However, sincerésearcher could not guarantee that the
statements made during the interview would not bdempublic by other participants present
in the same interview, the participants were afjedr to respect the confidentiality of each
others’ contributions. The interviews took placeidg the last block of GEMO 1l i.e. the
Neurosciences block. They were audio recorded thghgroups’ permission and transcribed

for analysis. All participants signed the infornmmhsent form.

3.5 Data analysis

The questionnaires were analysed quantitativelgigntify frequencies and trends. Since the
research was intended to be essentially qualitative rigorous statistical analysis was
undertaken, particularly since rating scales predoidinal and not interval variables and
may thus not be subjected to parametric analysels @8t ANOVA (Jamieson, 2004:1217).
Jamieson also warns against the use of mean sicorasng scales (“the mean of Fair and
Good is not Fair-and-a- half”). The intention okethesearch was more to understand the
underlying factors related to the approaches stsdadopted than it was to quantify the
statistical differences between comparable groups graduates and matric entrants or
students with different home languages. One appréaguantifying rating scale data is to
conflate the total number of “agree” statements dne total number of “disagree”
statements. This can also produce misleading irdbam since the conflation of the three
levels then gives no indication of the strengthhef feelings in either direction. Thus, while
remaining cognizant of the fact that a mean foritam for either the whole class or a

specific subgroup within the class is not an exaeasure of that parameter, means for items
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were found to be a useful way of identifying overadtterns of response and variations

between groups on a particular question as wdleaseen questions for the whole class.

Preliminary analysis of the data showed that thezee apparent differences between some
of the student variables on some of the questidils.questions were thus analysed
according to the predominant race groups (Blacttiaim White), entry point (Graduate or
Matric), age group (20-25, 26-30 and 30-plus) arajomhome language groups (English,
Afrikaans and all African languages). Some of thestegories served as controls for each
other — for example similar results could be expedor the graduate and older student

groups, and for Black students and African langugrgeps.

The group observations and focus group intervieerewranscribed and coded according to
the types of interactions occurring and informatpoduced. Analysis and reduction were
used to reveal patterns from which conclusionsddd drawn. The method described by
Huberman and Miles (1994) suggests that data shoeldnalysed as it is collected and
conclusions fed back to inform the subsequent @bsens and interviews. In this case the
data from the questionnaire and group observateere used to inform the focus group
guestions and interpretations. The interactive datysis model of Miles and Huberman
(1984:23) explains how data reduction, data display conclusion drawing and verification

may occur before, during and after data collection.

3.6 Ethical considerations

Soltis (1990:247) outlines the major ethical pmodes in qualitative research as honesty,
justice and respect for those who are participat8tgauss and Corbin (1984) emphasise the
ethical obligation of the researcher to the acpansicipants to “tell their stories/give them
voice”, albeit in the context of the interpretatias well as to society to develop theory with
practical application which is relevant to policyakers and the wider society. The code of
ethics of the University of the Witwatersrand fesearch on human subjects in the Faculty
of Health Sciences was upheld and ethics cleararase obtained before collecting data

(Ethics clearance number M060229).

The rights and welfare of the participants were rdsearcher’s primary concerns and their
written, informed consent was obtained. They weeehegiven an individual letter

explaining the aims and purpose of the research that their involvement should be



-22 -

completely voluntary and that withdrawal at anydinvould not have any repercussions.
Furthermore, there would be no positive or negaitmglications for them, irrespective of

whether they chose to participate or not. Questiwese not embarrassing and permission
was obtained before the use of audio recordersresiliits would be confidential and the
anonymity of the participants would be maintainedhe report. If necessary, aliases and

disguises would be used to protect the identitiesdividuals.

The ethical implications of the researcher’s ineohent were also carefully considered.
Although | do not teach the participant studentsnmark their assessments, | am the
coordinator of the GEMP Il course and as such amlwed in arranging the examinations
and coordinating the mark compilation. The studemse assured of my impartiality and
that participation could not influence their acaterasults in any way.

3.7  Validity and Reliability

Unlike quantitative research in which validity iardgely determined by means of control

groups, randomised sampling and statistical amabyfsdata, in qualitative research there are
no specific objective measures by which the validiay be expressed (Maxwell, 1996:88).

The validity of qualitative research is establishmd the basis of ensuring that there is
evidence of trustworthiness and authenticity in theearch design, data collection and
interpretation. Maxwell1pid: 89-90) proposes five categories of understandimmdyvalidity.

The research took cognizance of these as follows:

Descriptive (accuracy of an account): the interngevere recorded and transcribed; detailed
notes were taken in the group observations.

Interpretive (inference and interpretation): intetptions of comments in the focus groups
were fed back to participants for confirmation.

Theoretical (explanations of events): interpretaiovere discussed with colleagues;
Generalisability (systematic extension to new s8g#j: the outcomes cannot be generalised
to other universities, but care was taken in gdisamg from the groups studied to the whole
class only if results were consistent betweenrhallgroups studied;

Evaluative: evaluative frameworks, for exampleadiog data, are made explicit.

Merriam (1995) regards internal validity as an imiant component of qualitative research,

to ensure that “we really are observing or meaguvihat we think we are”. One of the
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suggested methods for securing trustworthinessiatitqtive research suggested by Merriam
is triangulation. Coheet al. (2000:112) define several different modalitiesradngulation
according to differences in time, space, and legélgarticipants, theories and investigators
(Ibid: 113). The current research was triangulated dotgrto method (observations,
interviews and questionnaires), and time (simiktadvas collected at several different times

during the investigation period).

Reliability (i.e. replicability of findings) is natsually possible in qualitative research since
the research is usually related to specific evémtspecific circumstances. Cohent al.
(2000120 regard dependability as its equivalent, and Lincaimd Guba (1985:289)
advocate ‘audit trails’ to ensure that the resaits consistent with the data. Consistency was
maintained in the way in which the research wasduoted e.g. the four PBL session
observed were recorded and evaluated in the samealVajuestionnaires were analysed in
the same way and as far as was possible all foaugpgnterviews were conducted in the
same way, under the same conditions and usingatine set of semi-structured questions.
The data collection, analysis and interpretatiqoresent a clear ‘audit trail’ by which the

authenticity of the findings may be evaluated Eessary.

3.8 Thematic analysis

The recorded data were coded according to the mbofethe responses and the dominant
emergent themes were identified as the issues whalk mentioned most frequently and
were of interest in relation to the assumptions enalobut learning in the GEMP curriculum.
The emergent themes were thus related to the ddemn of the GEMP and more
specifically to the assumptions made about theniegrwhich it would promote. To make
sense of the content within each theme a tree aliagvas created to conceptualise the

relationships between the constituent parametatsai-themes of each theme.

The research findings will be interpreted in relatito key debates in the literature on
curriculum, learning in general and learning in mebeducation. The following chapter
presents a review of the literature in these arwag;h may be useful for illuminating the

findings of the study.
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Chapter 4
LITERATURE REVIEW

The aim of this study is to gain insights into #pproaches and strategies for learning which
students are adopting in the GEMP. The study thezefocuses on an aspect of the
relationship between the intended and the actaahieg. The research, research methods,
analysis and interpretation of the findings willush be positioned in relation to the
assumptions that the curriculum design makes dbheustudents and their intended learning
and the learning processes involved. This chameeldps an account of the key debates in
the relevant literature, which provide insightsithese areas as they relate to the learning
that is made possible by the GEMP curriculum. If develop a historical account of the
GEMP in order to debate its key design features, pmresents a lens through which to
analyse the logic and implications of the GEMP giedor shaping students’ approaches to
learning in the GEMP. However, the approach takem Iis a methodological move, and is
not intended to imply that the curriculum designeese necessarily aware of all the learning

theories and underlying logic which shaped theiculum.

4.1 The Concept of Curriculum

A working definition of ‘curriculum’ is a useful atting point from which to analyse some of
the debates in this field. Bernstein (1975:85) sstgythat formal education consists of three
intersecting message systems: curriculum, whiclnédgefwhat counts as valid knowledge
(i.e. content), pedagogy, which defines what cowmdsthe valid transmission of that
knowledge, and evaluation, which defines what ceumt the valid realisation of that
knowledge by the student. These message systerfeafinees of both the planned as well as
the enacted curriculum. Bernstein (1996) arguethdéurthat any curriculum is shaped by
“distributive rules” (vho may learn, i.e. the students), “recontextualisatiales” (vhat
discourse is made available ahdw the learning is intended to occur), and “evaluativ
rules” (the assessmentwhat countsas learning). Furthermore, the selection of cantée
pace and sequence of the learning through the pgglaand the structure of the assessment
may favour some groups more than others. Theserésatof a curriculum may all be
recognised in the GEMP design, which is charaadrisy a change in student access
through changes in admission policy, has an integrgroblem-based curricular structure,
espouses student-centred learning, and evaluaterirlg through integrated, criterion-

referenced assessments.
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It is clear that the decisions which lead to thecsjr design elements of the GEMP were
determined by positions which took both educatioaatl political considerations into
account. Indeed, Cornbleth (1990:12) argues that counceptions and enactment of a
curriculum can never be “value free or neutral” @wrnstein (1975:85) is also clear that

curriculum is a political construct:
“How a society selects, classifies, distributegnmits and evaluates educational knowledge ...

reflects both the distribution of power and thengiples of social control”
As a result, curriculum change, no matter how walentioned, is unlikely to be
accomplished without conflict. Kelly (1989:149) giegts that the curriculum can be seen as
the battleground of many competing influences afeblogies which may result in a gap
between the intended and the enacted curriculunmeSof the key perspectives of
curriculum are thus useful lenses through whicliew the GEMP and the factors which

influenced the adoption of the PBL curricular model

4.1.1 Perspectives of Curriculum

Conceptions of what a curriculum is and how itnsated are important because they reflect
and shape issues pertinent to the education madalale to students. Cornbleth (1990:12).
distinguishes between what she regards as the tajormviews of curriculum, namely
technocraticandcritical, which differ essentially in their treatment ointext (bid: 13). The
technocratic conception sees curriculum as a mamstruction, akin to a course outline or
a syllabus. This view decontextualises the cumacuby separating the product from policy-
making and its developers are generally not resplentr the education made available to
the studentslipid: 17). In this view the curriculum is a documentievhrepresents an
idealised logic rather than classroom practice. tMigpically a technocratic view of
curriculum includes underlying positivist assumpsicabout knowledge as a predetermined
object which can be transmitted to students andé@ossessed by them. Kelly (1989:28)
concurs with Cornbleth that the view one takesdafoation, and hence of curricular design,
will be predicated on assumptions about the natdirknowledge and a particular set of

values.

In contrast to the technocratic concept, Cornblptbposes a critical conception of
curriculum as being theattualday-to-day interactions of students, teacher’s kadge and
the milieu” (bid: 24). If we are concerned with opportunities whestable learning, then the
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enacted classroom practice should be our focusratdhe documented intentions. By
viewing curriculum as a contextualized social piEctve then extend the “what” of teaching
to include the “how” and “to whom”. Browat al. (1989) express a similar idea, with the
proposal of learning as being situated in a conixth takes into account the history and
values of the participants as well as the intestiohthe designers. Rather than a technical
rationality, this view reflects a critical ratiomtgl which is characterised by a continual
probing and questioning of claims, evidence ang@sals relating to the intendedrsusthe
actual learning. Although a critical curriculum lalso have a plan, it does not become the
curriculum but is only part of the curriculum. Thin will offer a general specification of
what might be taught but does not include the immgletation context. Since it
decontextualises the context, the social orgawisat@long with its interrelationship with
subject content, comes more sharply into focus oritecal concept of curriculum. Kelly
(1989:34) concurs: “Knowledge is thus socially domnsted and debate about the curriculum
is thus dispute between conflicting ideologies”. IMu(2000:9) makes similar distinctions
to Cornbleth’s between what he calls “official avddied” knowledge, as opposed to the
“passage of knowledge...as that process by whicltialsknowledge becomes validated as
[school] knowledge” and as what counts as knowledg@ese forms are equivalent to what
Young (1976, cited in Muller, 2000:9) calls the rgaulum as fact’ and the ‘curriculum as

process’.

From the socially-determined, critical perspectitien, curriculum knowledge means the

opportunities actually available to students tostarct, reconstruct or critique knowledge

(Cornbleth, 1990:26). Where the technocratic culiim emphasises the phenomena to be
studied, the critical curriculum presents a mortegmated structure. The curriculum is

enacted as a situated practice, the context ofhwbith situates and shapes it. Curriculum
context is variable and fluid over time as wellimselation to the local, national and global

environment. The impact of each of these contexfaelors depends on their relative

strength.

4.1.2 Forms of curriculum

The organisation of the opportunities for learnarg important in determining the type of
learning that is possible and the type of knowletlgg may be acquired. Bernstein (1975)
proposes that there are two main forms of curritutd collection and integrated In the

collection form of a curriculum the boundaries betw the different constituent disciplines
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are robust and act to reinforce the power of eashigline. In an integrated form of
curriculum the boundaries between disciplines asaknand the power in the curriculum is
held centrally and not by the constituent discigdin Bernstein refers to these forms of
curriculum as collection and integrated “codes”éwese the structure and organisation of the
curriculum is contextualised as messages about edatts as knowledge and what type of
learning is valued. The context in which the codmerates includes the history and
expectations of the learners and educators andnésage is thus interpreted by them
according to their own personal models.

Bernstein draws on the distinction between formswficulum to explain social control in
education and the implications of curricular chamgéerms of the relative weakening and
strengthening of the two codes. Since curriculura teol of power and control in society
through its recontextualising rules, changing frome code to another will change the
possibilities for access to knowledge. As descrilmed.2 above, a PBL curriculum has an
integrated code because each problem presentgamfanterest which integrates a number
of discipline areas. Therefore, according to thartdhutive rules of Bernstein’s ‘pedagogic
device’, the change in code which is brought aliiguthe introduction of a PBL curriculum

may create the potential to restrict access to keage for certain groups of students.

Central to Bernstein’s theory of curricular codes #e concepts otlassification and
framing Classification refers to the degree of insulati@tween the different content areas
in a curriculum. For example, in a traditional neadicurriculum knowledge is organised
according to clearly demarcated, discipline-basemhtent areas such as Anatomy,
Physiology, Pathology, Microbiology and Surgery,mstimes referred to as “silo”
knowledge. In such a curriculum students are f@tialised into the principles of each
discipline independently and then taught its agpicc in a more holistic setting. In an
integrated medical curriculum, such as one using, B student acquires discipline-based
knowledge in relation to the problems around whibk learning is structured and the
internal logic and organisation of the content ate discipline are thus not clearly defined.
The selection, sequence and pacing of the diseiplinontent is determined by the logic of
the integrated curricular structure and its intégoaprinciples. Where strong boundaries
exist between content areas, Bernstein referset@léssification astrong and the contents
are in aclosedrelation to each other. Where the boundaries lmedd the classification is

weakand the contents stand in @menrelation to each other:



- 28 -

“Classification thus refers to the degree of bougdaaintenance between conténts
(Ibid: 88, author’s italics).

The concept of framing is used to describe the aggssystem or form of the pedagogy,
more specifically the relationship between the atlucand the taught as to the degree of
control each has over the selection, sequence acitigoof the curricular content. When

framing is strong there is a sharp boundary andethecator retains more control over the
pedagogy. Where framing is weak and boundarieblaresd, there is an expanded range of
options by which the learner is able to come intelationship with the knowledge:

“Thus frame refers to the degree of control [teaflad [pupil] possess over the selection,

organization, pacing and timing of the knowledgensmitted and received in the pedagogical

relationship.” (Ibid: 89, author’s italick

Returning then to the concept of curriculum, Bezimstproposes that a curriculum with
strong classification has a collection code (he.c¢urriculum is a loose collection of separate
and distinct content areas) while a curriculum witleak classification will have an
integrated code, where integration refers to thmsilination of previously isolated subjects
to some relational idea, thus blurring the bouretarbetween subjectdbid: 93). An
integration code has implications for areas of gbsation and raises questions about the
possibilities for socialisation of students inte ihternal logic of these areas. The distinction
between these two types of curriculum code is kevhis study since, as will be shown
below, the GEMP sought to change learning by chmnghe code. These concepts of
curriculum codes thus offer useful insights inte tmplications of the design of the GEMP
and will be important in relation to the structufethe curriculum because the nature of the
classification and framing will affect the powetations through which control is exercised

over which knowledge may or may not be made adolest students.

4.2 Development and introduction of the GEMP
A historical account of the process of curriculuhracge for the MBBCh degree at Wits
seeks to provide insights into the following quess:
*  Why was the MBBCh curriculum at Wits changed?
* Why was graduate entry introduced as a means ekado the study of medicine at
Wits?
* Why was an integrated, problem-based learning madigbted for the GEMP?
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4.2.1The need for curricular change

The process of curriculum change at Wits was ilytiaformed by a global realisation that
the overload of factual information in the medicailrriculum was leading to what Des
Marchaiset al. (1992) referred to as ‘curriculopathy’. In 19%% tresponse of the Faculty of
Medicine at Wits to this situation was to modifyetbasic structure of the curriculum to
create what was known as the ‘core plus selectinexiel, which would satisfy the South
African Medical and Dental Council (SAMDC) requirent for specified discipline-based
content (Milne, 1994). In each of the first thygsars of the six-year programme all students
completed the same core courses as laid down byAMDC, as well as an additional
credit selected from several options. At the endawth of the fourth and fifth years students
spent four weeks in an elected discipline of tlokioice, which could be undertaken in a
hospital or practice outside of the Wits acadenoimglex. Despite the Dean of the Faculty
suggesting that it was important for students t@iobskills in learning, problem solving and
information retrieval and an “understanding of Hhaistic nature of man in his community”
(Hart,1994), this restructuring of the curriculumasvdirected solely at the syllabus or
content plan and conformed to what Cornbleth (1986uld describe as a ‘technocratic
exercise’, with little evidence of an attempt tayage in discussion around the educational
philosophy of the learning process or other epigteilssues such as the context of the
learning, responsibilities of educators and leaerthe role of assessment in the promotion

of learning.

Nevertheless, an interest in more substantial @ultnm reform had already been indicated
by the production of a Faculty Mission Statement 993, leading in 1995 to a major survey
of the attitudes and perceptions of staff, students graduates to the curriculum. This was
followed in 1996 by a Faculty Board document stpinlg the desired attributes of a newly
qualified medical graduate of the Faculty. The gaatpressed in this latter document can
clearly be seen as the principles from which théviBHearning outcomes would ultimately
be derived. These goals were stated in terms ofktlwavledge, skills and attitudes the
graduating student should have acquired, and ted fog developing lifelong, self-directed

and independent learning skills was recognised.

4.2.2Changing access to the study of medicine
In considering the assumptions made about learinitige GEMP curriculum it is necessary

to consider not only the curricular content and elddr transmission, butho the students
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are and how they relate to the process and cootake learning. The decision to introduce

an alternative route of access for graduate stsderihus relevant here.

Graduate entry

The decision to change access to the study of medizy introducing a graduate entry
system arose from three different principles. Birsh line with the newly achieved national
democracy it was necessary to facilitate accessntoe students from disadvantaged
educational backgrounds who had not previously ifigel for entry into medicine after
matric but whose potential had been realised thHrozgmpleting other degrees. This was
intended as a contribution to a ‘leveling of theyphg fields’ in the sphere of higher
education. Secondly, it was argued that there gérdents, who may or may not have
gualified for entry after matric, but who had beersure or not sufficiently mature to make
the decision about a career in medicine at thgesté their life, and who had come later to a
desire to study medicine. Thirdly, the diversitydawariety of life experience that the
graduate entrants could bring to the PBL group udison, which is at the core of the
students’ learning experience, would greatly enbahe elaboration that was possible and
would be to the benefit of all the group particifsanThe initial Faculty proposal was that
the new integrated PBL curriculum would be fourrgea duration and that all entrants into
the programme would have a prior degree. A newetlgsar degree, the Bachelor of Health
Sciences, was proposed as the route into the geguagramme for about two thirds of the

entrants with the remaining students entering wilier appropriate degrees.

The motivation for a graduate entry programme wésrined largely by the experience of
the Australian graduate programmes. Several stu@edfen, 1991; Rolfeet al 1995;
Newman and Peile, 2002) have reported that grasluate
o0 came in with a range of life and educational exgee which added a richness to the
group discussions
o had valuable research and information retrievakerpce

o0 were older, more mature, competent, responsiblarasitvated learners

While graduate entry has been the norm in North Agador many decades, it is a relatively
new phenomenon in Australia and the UK. In the WKvas introduced in response to a
government initiative for widening access to studdrom disadvantaged areas and lower

socio-economic groups. In Australia there was atitadhal intention to use graduate entry
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as a means of extending medical services for raral remote areas and improving
indigenous health by selecting graduates from rarahs, who would return to practice in

their communities after completing their medicairiing (Powiset al, 2004).

During the planning stages of the GEMP major camcexere expressed in the Faculty
regarding the three plus four-year model, when ro8muth African medical schools were
staying with six- or even changing to five-yearratula. A total of seven years was felt by
some to be too expensive for prospective studerdstezere were concerns that Wits would
‘miss out’ on the best applicants who would go wisere. In fact, a five-year minimum
requirement of the professional qualifying bodye tHealth Professions Council of South
Africa (HPCSA) determined the decision to retaisiayear MBBCh degree with school
leavers entering in the first year and special pEsion was obtained to have a maximum of
60 (later increased to 80) graduates enteringerthiird year of the MBBCh degree i.e. the
first year of the GEMP.

One of the key concerns with the graduate entry ehadlas that, while the entry
requirements would include first year courses igdis, Chemistry and Biology, not all the
graduates would have studied Anatomy and/or Phygyoland Molecular Medicine, the
three compulsory courses in MBBCh IIl. The assunmpbout the graduate entrants which
was put forward to allay this concern was that asune, competent and motivated learners
they would be equipped to ‘catch up’ the necessatgsa content. Furthermore, there would
be some relevant content of these disciplines oh ez the organ-system blocks of the
GEMP curriculum. It was however decided that thadgates would need some sort of
foundation on which to build further knowledge aula three-week module in preliminary
concepts of Anatomy, Physiology and Molecular Madicwas created specifically for the

graduate entrants at the start of the GEMP cowferdothe matric-entrants registered.

There are several assumptions about learners amdirlg contained within this model.
Firstly, all graduate entrants would be competertt mature learners irrespective of their
home language, the university they had attendetherdisciplinary nature of their prior
degree/s. Secondly, the introductory courses intdmng Physiology and Molecular
Medicine in the Preliminary Concepts block wouldsodficient to give the graduate entrants
a foundation in these basic sciences which wouliblenthem to manage the same learning

content as the matric entrants. Thirdly, the lateup would be able to remember and apply



-32 -

what they had learnt in the first two years of MBBCh degree to an understanding of the

problems in the integrated context of the GEMP.

Diversity, language and literacy

The change in access policy not only changed tleagtbnal background of a substantial
number of students in the MBBCh class, but intr@dmore students whose home language
is not English. Language is a key element in lemynVygotsky (1978) places the use of
language centrally in his model of socially medidiarning and Gee (1996) emphasises the
role of language in cultural models of learning efhplay a role in determining access to the
culturally determined context of the learning. Qrfieghe untested assumptions of the GEMP
access policy was that although many of the stsdadmitted to the GEMP would not have
had English as their home language, they wouldhale attained levels of English literacy
which were adequate for managing the course cordedtthe learning demands of the

course.

The extensive literature on academic literacy ssgggdowever, that the reality may be more
complex and that the social context of the learmmay have placed the English second
language (ESL) students at an even greater, alb@itentional, disadvantage than simply
that of having to learn in a second (or third) laage. Englisiet al. (1999) explain the three
dimensions of language in learning: as a preregufer learning, as a means of learning,
and as the means of communicating what has besrt.|&iinton (1999) suggests that there
may be a gap between our expectations and thetyresliour students’ literacy. The
expectations in higher education are that studshtsild be able to process written and
spoken texts, analyse and critique the ideas anthasgise the content of multiple sources.
Certainly the PBL model of the GEMP requires thatents interpret and select from texts
and integrate information from different disciplineneaningfully. Brinton believes that in
reality we may be unaware that many students hantet text processing ability, difficulty
compressing information, experience barriers to p@mension and prior experience which

restricts their generic skills in responding adéglyao university tasks.

Cummins (1996) proposes a four-quadrant model riblapcing the academic performance
of ESL students by scaffolding their cognitive depenent through using progressively
more complex and decontextualised language. Thes sie his model involve firstly

activating prior knowledge using contextually undewing conversational language before
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introducing cognitively more engaging inputs andviling feedback which builds language
awareness and learning strategies. Brinton’s amdnalos’ models have implications for the
design logic of the GEMP which makes assumptiomutthe skills of the PBL facilitators
in dealing with the content as well as with the teatual issues such as the academic,
cultural and language diversity which are inevigalwhen institutional access is deliberately

widened.

Slonimsky and Shalem (2004:82) highlight the diffiees associated with learning in a
second language at university. In the current S@idtltan context, these difficulties are
linked to the relations between power and insbnai access, between participation and
cultural capital. The shifts in power which brougiiout the introduction of the GEMP have
deliberately changed the patterns of access tmgteution. The aim of the current study is
to evaluate the ways in which this curriculum hadact created possibilities for access to

the knowledge as well as to the institution.

4.2.3 Problem-based learning in medicine: theorydapractice
Although PBL is said to have had its roots in Deweghilosophy of functionalism, it
“emerged in conjunction with the cognitive revotuti in psychology” and was first
introduced as an innovative educational method doedical students at McMaster
University, Canada in 1966 (Schmidt, 1993:430-481differs from problem solving in that
the problem is encounterdilst and “learning results from the process of workiogards
the understanding or resolution of a problem” (Bats and Tamblyn, 1980:1). In contrast,
problem solving usually implies the application learning to solve a problem i.e. the
learning precedes the problem. In the past thread#s the PBL process has been adopted
by a wide range of schools across the globe inctu@iouth Africa. Each school has adopted
the basic model to suit their own particular cirstamces. PBL curricula generally have
most, if not all of the following features:

o0 Student-centred — students make decisions abauthe learning
Self-directed — students are responsible for twein learning
Integrated — discipline content is vertically aratihontally integrated

Contextual — the learning relates to realistic, swn medical problems

o O O O

Collaborative — students work together in smalug®
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o Patient and community oriented — in the contexthef problem the student sees the
patient as an individual within a community i.ee thio-psycho-social approach
referred to in Chapter 2.

The problems chosen as vehicles for driving thenieg of content and development of
skills and attitudes generally reflect medical peofis common to the specific local context.
For example the problem used to drive learning alsongenital genetic abnormalities at
Sydney University is phenylketonuria — relativelgnamon in Australia but very rare in

South Africa. At Wits the problem used to promoteacin of the same learning is albinism —
relatively rare in Australia but quite common inetlSouth African Black community.

Furthermore, these two conditions each have ardifteset of psychosocial elements which

reflect the different broader social context of ldsrning.

Factors which enable learning in PBL curricula
The foundations on which problem-based learningoased relate to three conditions which
are believed to facilitate learning (Schmidt, 1983)ese are:

1. The activation of prior learnind@y confronting the problem first, the student kizes

opportunity to activate prior knowledge which aassa framework on which to add
new learning. This is in line with Ausubel (1985havbelieves that the most essential
principle of educational psychology is to teachearher according to what he/she
already knows.

2. Encoding specificity By learning in the context of medical cases stisleshould

more easily transfer this knowledge to an undedstenof real patients. Schmidt
(1993:424) expands on this concept in relation e treation of knowledge
networks: the need for restructuring clinical knedge is reduced if the learning
context approximates the clinical setting. PBL peols thus create the authentic
learning espoused by Brovet al. (1989).

3. Elaboration of knowledge Small group discussions of the problem provide

opportunities for asking and answering questiohgjlenging, explaining, teaching,
defending, summarising and reflecting. These arenatacognitive activities (see
below), which should enhance learning. AndersonReder (1979, cited in Schmidt,
1993:426) suggest that elaboration creates multrpleieval paths”, thus improving
the availability of knowledge.
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While a self-directed, student-centred and constrist approach to learning emphasises the
role of the student in the learning process, thera considerable body of research which
explores the influence of a range of other facteckiding:
o the role, experience and subject expertise ofabiditator in the group (Maudsley,
2002; Schmidet al, 1993; Steinert, 2004; Ten Caeal, 2004)
o the cultural climate and level of interaction withihe group (De Graveet al,
2001; Steinert, 2004, Visschers-Pleijetsal, 2004)
o the nature of theases(Dolmanset al.,1997 Steinert, 2004)

o the nature of thassessmen{Schuwirth and Van der Vleuten, 2004)

Thus, although the major focus of the current nesewill be on the students’ approach to
their learning, it will be important to remain awaof the complex, multifaceted nature of the
learning model and to take cognizance of the rasfgiactors which may influence their

learning. The students’ engagement in the learpnogess of the GEMP curriculum needs
to be interpreted in relation to the assumptionsuéliearning which are embedded in the
curriculum in terms of the instructional discoufge. the rules governing the organization
and delivery of the content) and the regulativealisse (the rules relating to the hierarchy
within pedagogical interpersonal relations) whicktedmine what specific ‘slice’ of a

particular discipline is to be taught, how the kiedge is to be acquired and how it will be
assessed (Bernstein, 1996). Dolmaets al. (2005: 736) conclude that successful

implementation of PBL is dependent on

“designing a learning environment that stimulatdsdents towards a constructive, self-
directed, collaborative and contextual learning andalignment between all aspects of the

curriculum such as the problems used, the tutowisignce and the assessment employed”.
This view thus points to a critical concept of tlearriculum as a socially

contextualised experience.

4.2.1 Changing the learning process

The historical account of curriculum change in Wits MBBCh curriculum provides
insights into the events which resulted in the gmedecision to adopt the problem-based
model of learning for the new curriculum. In 199&@&w Dean was appointed who was an
enthusiastic proponent of both changing the culwiouand widening access to the study of
medicine. During that year a team of academic stefinbers with an interest in education

and curriculum change attended an internationafecence in Durban which focussed on
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community-oriented and integrated, problem-basarhlag. This was the first time many of
the faculty had been exposed to the PBL epistenyotogl it was likely to have been an
important factor in the decision making process.

A commitment to curricular change having been distadd in principle, several events
escalated the process and its direction. In 199F H9O8 several influential medical
education experts from Australia and the USA wvibitiee Faculty and Wits staff members
visited medical schools in the USA, UK and Austalihere they took note of current trends
in curricular design and delivery. By 1999 a pradosas drafted for a curricular model
which

0 was integrated horizontally and vertically

o introduced earlier clinical exposure

o used a combination of problem-based learning aaditional lectures, practicals

and tutorials (i.e. a "hybrid model”)
0 emphasised teaching in the community and secoridayitals
o stipulated the need for the development of appatprskills and attitudes in
addition to factual knowledge.

This proposal was formulated in accordance with1889 guidelines of the Medical and
Dental Professional Board for undergraduate medical dental training (previously the
SAMDC). An important departure here was that fog first time the guidelines of the
professional body were stipulated not in termswficulum content but of objectives in the
domains of knowledge, skills and attitudes and mest®mmendations for curriculum,
teaching and learning, attitudes, behaviour, assassmethods, and programme evaluation.
The guiding principles for these recommendationd heen derived from a number of
documents originating in international bodies sastthe WHO, General Medical Council of
Great Britain, and the World Federation of MediEalucation. The PBL curriculum which
was adopted by Wits for the GEMP can thus be rasedmas essentially the product of the

influence of international trends in medical ediarabn local conditions.

The curriculum design adopted for the GEMP includ@eéntions relating to the type of
learning which would be promoted by the PBL mo&elaring in mind the need for students
to develop the ability to seek, evaluate and applyropriate information, a key assumption
made by the curriculum planners was that studerdsldvbe encouraged to develop

gualitatively different approaches to learning whigould contribute to the acquisition of



- 37 -

deeper forms of knowing. Understanding how studésdsn, with the aim of promoting
more useful approaches to learning, has been thes fof much research. At this point it is
useful to review the literature on theories of téag. Although the philosophy which led to
the problem-based model of learning evolved prilmdrom constructivist theories, useful
additional insights into the learning activitiesmtnstrated in the PBL environment may be

drawn from alternative theories.

The development of the PBL model was influencedd@nm@nantly by post-behaviourist
theories of learning which focus on the role of théividual, responsible for his/her own
knowledge building. The role of the social in PBLavidenced by the group collaboration

around understanding the problem and the posifidiheofacilitator in guiding the learning.

4.3.1 Constructivismcognitive foundations of problem-based learning

The literature which presents arguments justifythg introduction of PBL in medical
education draws extensively on constructivist epmlogy. According to Barrows and
Tamblyn (1980:1), the origins of the learning thesrwhich underpin PBL lie in the
functionalism which John Dewey proposed as far bexkl 929. Schmidt (1993:423) cites
Dewey as suggesting that knowledge cannot be feemesl’ but the learner has to ‘master’ it
himself. Schmidt ¢p. cit) regards the ‘cognitive revolution’ in psychologg heralded by
the constructivism of Piaget and Bruner’s ideastsfnsic motivation as fundamental to the
principles which form the foundation of PBL ideojo@entral to Piagetian constructivism is
the awareness of a cognitive ‘gap’ which is actdaby a problem or dilemma to solve and
which the learner strives to ‘equilibrate’ by mearisassimilating new knowledge which is
accommodated in existing cognitive structures (€tia964; Rowell, 1989).

The problems which are used as initiators of thernieg and which drive the PBL
experience are the instigators of the initial awass of such a gap in understanding. The
chief role of the PBL tutorial facilitator is to mméain discussion which contributes to
creating awareness of these gaps as a stimulufuriiier learning (Barrows, 1985). The
facilitator thus provokes and frames the learniRgndamental to students being able to
construct their own knowledge is that they showdsblf-regulated (i.e. identify their own
learning needs) and self-directed (seek informatmdromplement those needs). Since the
self-directed learning approach requires that sttedare reflective and identify deficiencies

in their own knowledge systems, it is suggestea lieat a metacognitive interpretation of
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the learning process (Flavedit al, 1970), may also be appropriate. While cognitive
strategies enable the building of knowledge, mejaitive strategies enable self-monitoring
and improvement (Gourgey, 1998:82). Weinert (19Bd@escribes metacognitions as second
order cognitions: “thoughts about thoughts, knowkdbout knowledge, reflections about
actions”. The latter are likely to occur as conssiantellectual experiences such as
defending a claim, linking new ideas to old, makinigrences, judgements and decisions or
accommodating self-contradictiontbifl:28). Hartmann (1998:1) regards metacognition as
“one of the most prominent constructs in cognitiaad educational psychology”.
Metacognition is thus a useful conceptual tool doalysing and integrating the activities
which occur in PBL. Gourgey (1998) regards studgmrierated questions as an essential
component of metacognition and believes that gumtadtice can play an important role in
developing this skill, an important implication fttre scaffolding role of the facilitator in the
PBL group sessions. Brown (1987:65) suggests tl@fgeognition is a central concept in
learning. The individual’'s Piagetian equilibratioesponse to a cognitive challenge is a
consciousself-regulationprocess 1pid: 89). The intervention of a mediator who guides th
learner towards a higher level of thinking abougithown learning constitutesther-
regulation which Brown (bid: 100) equates to the socially determined learnirigch

characterises the learning theories of Vygotskg (ssow).

4.3.2 The zone of proximal development: social nagidin in PBL

Vygotsky developed the idea of meaning as sociddiermined and to explain how social
interaction promotes learning, he proposed the eoinaf a “zone of proximal development”
(ZPD) which exists between the learner and the atediVVygotsky, 1978:86). Instruction
“creates” the ZPD and enables the learner to pssgbeyond their “actual” developmental
level (lower edge of the ZPD) by renegotiating avnésituation definition” with the
mediator (Wertsch, 1984:13). The upper edge of2R® represents the higher level of
understanding which the student, in conjunctionhvilie mediator, may achieve. In the
context of the PBL curriculum, the facilitator, hitut actually teaching, mediates the
interaction between the students and the problemiraiso doing enhances the potential of

what the students are able to achieve.

Language as a tool in the construction of mearsragentral to the theory of social mediation
and the intersubjective communication between kraamd mediator, is converted into an

intrasubjective, internalized form of consciousn@sszulin, 1986). Hedegaard (1990:287)



-39 -

uses the ZPD as a tool in group instruction forostrchildren who are stimulated to
construct knowledge relevant to problems. The grxtpvity associated with PBL may thus
also be interpreted in terms of mediation in theDZRhe facilitator is a more capable
“other” who knows what the learning outcomes fa #ession should be, and scaffolds the

group process in attainment of this goal — equivaie reaching the upper edge of the ZPD.

Bernstein (1993: xvii) draws attention to his owmterpretation of the ZPD as an “extension
of cognitive functions” and suggests that the Vgg@n view of development was
“essentially cognitive and a practice which appearprivilege the acquisition of the ‘tool’
rather than the social context of the acquisitionThere thus appears to be no clear
consensus on the boundary between cognitive andllgyomediated concepts of learning. A
situated perspective (see below) will lend furtberphasis to this overlap.

The concept of learning as socially mediated hgsifstant implication for learning in the
Wits PBL model. Firstly, the importance of the faators cannot be underestimated. Their
subject knowledge, facilitation skills and identég an educator of medical students will all
contribute to their ability to engage, stimulatedaguide the students appropriately.
Secondly, the role of language is particularly im@ot in the context of a culturally diverse
student and facilitator population. In a situatwhere inevitably not all members of the
group share the same home language and culturdltigehe possibilities for alienation and
conflict are increased. Gee (1996:124-132) is us&fu providing insights into the
importance of cultural models of learning and povedations in education. He suggests that
language communicates not only what you are sayiagwho you are and what you are
doing. Gee develops the concept of ‘Discourseswhith language is one component, as an
‘identity kit by which one is able to display meeiship of socially meaningful groups —
such as PBL groups. Introduction of the PBL prodesschanged the way in which students

are initiated into the discourse of medicine thtouwgprking with medical problems.

4.3.3 Communities of practice: medical educationsaiated learning

One of the key features of PBL is that the learnmgtructured in relation to problems
chosen because they reflect a reality which thdestuis likely to encounter once she/he
enters the real practice of medicine. The learpiragess is designed to bring the context of
the learning activity closer to the situation inigfhthe knowledge will be used and thereby

facilitate the application of that knowledge whée heed arises. The learning can thus be
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said to be what Bernstein (1996:46) refers to ascantextualised form of the practice
because it represents the context of the praabicaviich the students are being prepared.
Brown et al. (1989) provide useful insights into the importarafethe context in which

learning takes place:
“Situations might be said to co-produce knowleddeough activity. Learning and

cognition...are fundamentally situated”

These authors explore the idea of knowledge asnaeptual tool, the appropriate use of
which is a function of the culture in the communitywhich it is developed. The activities
which cohere in a meaningful and purposeful waythe social practices of such
communities are defined amuthentic tasksThe PBL problems which are intended to
develop the clinical reasoning process and prorti@eapplication of scientific knowledge
to create an integrated approach to understandiml anaging patients can thus be
interpreted as authentic activities because thentegtualised activities represent the

realities, skills and significance of the practice.

Lave (1993) and Lave and Wenger (1991; 1999) hawthdr developed the theory of
situated learning, thereby extending the importanteéhe social dimension of learning.
Countering the view of learning as a process oérmdlisation of knowledge in the
individual, they prefer to interpret it as an irese in legitimate participation within a
community of practice, which concerns the wholesperacting in the world (Lave and
Wenger 1991:49). This view places the emphasis on meaasngeing socially negotiated
with an interdependence of “agent, world, activitpeaning, cognition, learning and
knowing” (Ibid: 50). Lave and Wenger explain that all learninketaplace in communities
of practice, since “learning, thinking and knowiage relations among people in activity
with and arising from the socially structured wérlileaning is produced, reproduced and
changed during activityl§id: 51). The activities that occur in the PBL tuttsiand, more
importantly, the role of the facilitator in guidirend directing the learning as the students
develop trajectories into the practice and assuieatities as medical professions, should
not be underestimated, since the distribution afgrowithin the group may be reflected in

the access to learning through group activities.

Engestrom and Miettenen (1999) see areas of ovdietween the different social
approaches to understanding how learning occurdanel brought together the instructional

theory of Davydov (which arose from the Vygotskiaacial mediation tradition), the
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situated theory of legitimate peripheral participatof Lave and Wenger and a theory of
“learning by expanding” developed by his own groap,all sharing the same key idea of
joint activity or practice as the unit of analysis. These all draw on therhef activity
developed by Leont’'ev, since all three place heawmyphasis on artifacts in mediating
cognition and learning. The use of PBL cases aanl #ssociated resources could be said to

be equivalent to such artifacts since their purpgse stimulate learning as a group activity.

Most medical schools which use constructed PBLs&s@lrive learning tend to do so only
for the first phase of the medical degree, aftelictvhstudents participate in clinical
“clerkships” in hospitals and community settingsd dmve access to real patients as the
stimulus for their learning. The site of the leamihus shifts from a recontextualisation of
the practice to the actual practice. Since theesttedwork under qualified practitioners
during this clinical phase, they are operating imade which is much closer to that of
“apprentices” under “masters”, or as “newcomersirhéeng from “old-timers” (Lave and
Wenger, 1991:56). The learning is still institutiised, though not to the same extent as in
the PBL phase. A search of the PBL-related liteeatn journals which report specifically
on research in medical education reveals that catéiducators appear not to have taken
significant note of the possibility of meaning asrg jointly negotiated in accordance with
Lave and Wenger’s idea of identity as created hyiggaation in an enterprise. At a recent
meeting of the Association for Medical Education Enrope (AMEE, 2006), a plenary
discussion panel on learning theories in medicalcation included a presentation on
situated learning which was delivered in a way Wwhsuggested that the concept was
generally unfamiliar to many of the 1800 delegaMmvertheless, the prominence of group
interaction in the learning environment and the oEenedical cases to create ‘authentic’
contexts around which the learning is structurexprbvide an opportunity to explore the
idea of the PBL group as a community of practicke Theoretical rationale for PBL in
medical education was presented in the earliestatiire in this field (see Barrows, 1985;
Barrows and Tamblyn, 1980; Schmidt, 1983; Schmi#®93). As it was adopted more
widely, most research in the field has taken tleitétical basis for granted and reported on
predominantly practical, and largely technocratigplementation and evaluative issues.
More recently however, as the real and perceivadomes of PBL curricula are being
guestioned and compared with those of traditionalicula, the theoretical constructs of the
model are now being debated (see for example @oJIRO00; Norman and Schmidt, 2000;
Dolmanset al, 2005).
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4.4 Student approaches to learning

4.4.1 Surface and deep learning

A key assumption made by planners in PBL curricidathat students will develop
gualitatively different approaches to learning. €relanding how students learn, with the
aim of promoting more useful approaches to learrwag been the focus of research
spanning several decades. Following on the corististcideas which promoted learning as
building individual knowledge, a number of authdw@ve sought to develop methods for
analysing the relationship between the ways in Wwisitdents approach their learning and
the quality of the learning that results. It wagg@ested that being able to attach some sort of
measure or label to an individual performance eilhance the learning strategies that may
be promoted. It is also thought that particulatestyof learning are associated with success
in certain types of tasks. A range of different misdand inventories has thus developed to
help categorise learning approaches and styledg¢sexample Honey and Mumford, 1983;
Kolb, 1976; 1984). Ford (1985) differentiates begwan approach and a style in saying:

“The particular way that an individual approachegearning task, on one occasion, is a
learning strategy... A tendency to use one typerafegly consistently is a learning style.
Comprehension and operation are learning stylesyttlescribe how an individual tends

to approach learning in general.”

Biggs (1987) developed a classification of learnsiygges which attempts to understand not
only how the student approaches a task, but whatnibtivation is. He describes deep,
surface and achieving approaches. It would be roossistent with the goals of PBL if

students adopted deep approaches to learning tsutedlistic to assume that, given the fact
that most of the students accepted into the caanseelatively high academic achievers, at

least some of them will be using achiever as webther strategies.

The concept of deep as opposed to surface leamwinite apparently simple, has proved to
be more robust than other tools for understand&agning, and has been incorporated into
much of the work of Ference Marton and his co-wk€entral to the work of Marton is
the concept of learning as experience, and thetyual the learning as determined by the
nature of the experience, the awareness of thendeaof his experience and the
transformation of the knowledge which occurs dutimglearning experience. In one of their
earlier works Marton and Saljo (1976) contrast diegpning with surface learning. Deep
learning is described as occurring when the leaisepaying attention to gaining an
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understanding of the underlyingeaningof the messageather that to just knowing what

the message is. The differences in learning outsauald be attributed to differences in the
ways in which learners approached their learning emgaged with the task. Marton and
Booth (1997:166) explain that deep learners pandeetlect on what they have read, how it
relates to previous learning. They break it insopiarts, determine the key point of each part

and relate it to their previous experience.

More recently Marton, Runesson & Tsui (2004) discrearning as being aware of
variation and that successful learners are able to be awarariation in several different
aspects of the object of learning simultaneouskariples of patterns in variation include
contrast in value or number, generalisation arcangriable (e.g. three apples, three cars,
three books), separation of variables where onecagghanges while others stay the same
(Ibid: 16). It is also important to see the whole asum ©f its parts and the parts as
components of the wholgbid: 12). This concept of being aware of variatiompasticularly
important in the field of medicine where the practier is confronted with the patient as a
multifaceted “problem” in which the variation inl @lomains require simultaneous attention.
In its simplest form, the importance of the bio-gisy-social model foregrounds the essence
of this complexity. Another important point made Bgwden and Marton (1998) is that only
by experiencing variation are we able to prepamseaiues for a future varying in unknown

ways.

In a field in which the knowledge base is said talfale every ten years it is essential that
medical students are equipped to deal with vanatihich may not yet exist or of which
they may be unaware during their undergraduateitrgy but which are likely to confront
them at some stage in the future. There are defimplications here for curricular design:
students need to be engaged and scaffolded iningagctivities which will offer them
opportunities to develop the skills which leadte ability not only to seek knowledge but to

evaluate its usefulness for explaining and undedst@ new experiences.

4.4.2 Learning for professional practice

The profession of medicine

The education of any professional is guided bystamdards, norms and values associated
with the practice of that profession. The desir¢dibautes of the professional medical

practitioner are continuously debated at intermatio national and institutional level.
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International summits on medical education as anamy determinant in providing
appropriate health care were held in 1978, 19881&88. The World Summit on Medical
Education in Edinburgh in 1993 laid down 21 recomdaions for medical education
which were expected to contribute to an improvennetite fulfillment of the social contract
which the medical profession has with society (WEMB93). These recommendations
focussed on the practices and policies which waquioduce a better type of medical
graduate and health care system. The followingmeeendations for the graduating medical
practitioner, summarised in the WFME documibitd :pp. 144-149) are pertinent here:

0 The relevance between education and practice slkemsidre professional satisfaction
that what was learnt could be usefully applied.

o Graduates should display a basic competence wéthathge of expertise required by
the institution and society.

o Doctors should be better prepared to serve theigurid to optimise use of
resources.

o Graduates should be competent to practice in thal lenvironment and able to
respond to transitions and changes in health cagds

o Doctors should be more competent, ethical, compaag and holistic with keener
self-awareness.

o Practitioners should be multi-science-based to merabreast of scientific advances
and understand their relevance to the field of fpracby being predisposed to
continuing self-directed learning and participatinghange.

o Doctors should be cost-effective and work as membgthealth-care teams.

o Doctors should be skilled communicators, able steh, understand and advise
patients, inform and educate the public, speak&bients, communities and society.

Changes in the challenges facing the educationhefmedical practitioner world wide
produced a variety of responses. Included in tiesee General Medical Council of Great
Britain’s document entitled “Tomorrow’s Doct8rs(GMC, 1993) which became the
foundation for curriculum change in Britain as wa#l an influence in many other parts of
the world. In South Africa all accredited medicahsols are governed by the Guidelines laid
down by the Health Professions Council of Southio&ffHPCSA, which has replaced the
SAMDC as the qualifying body.)
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Learning to be a doctor

The medical student is a medical doctor in trainemgl therefore the extent to which the
student identifies with the Faculty’s goals for dieping professional competence may
determine his/her ability to engage with the cudien and its intended learning, and to
develop an identity as a professional practitiomagyris and Schon (1974:149) explain
professional behaviour as having a “practice atiteary of action in which that practice can
become a reproducible valid technique”. Educatibthe professional thus requires that not
only must the appropriate techniques be taughttimiteaching must be enacted in such a
way that the world in which the techniques are éaubed must be created. For the practice
of medicine the consulting rooms, hospitals, arobiatories are an artificially created
environment in which the controlled and predictab&haviour of the profession may be

imposed on patients. It is the
“knowledge of these environments and the abilityriderstand the language spoken in them

and negotiate in them constitute a great part efélpertise and authority which sets the

professional apart from the layman”. (Ibid: 150)

As shown in 4.3.3 above, Lave and Wenger’s (1998hgept of learning in a community of
practice can be applied to medical students whml&®m practicing qualified medical
doctors. An essential component of such learningriactice is the development of an
identity as a practitioner of the profession. Wen@®98:5) defines the components of a
social theory of learning as including ways of iagkabout meaning (experience), practice
(doing), community (belonging) and identity (becaom)i. These have important implications
for the training of medical practitioners, parti&dy in a curriculum which purports to be
concerned not only with what graduates know and darbut with who they are and to

which values they ascribe.

However, no matter how noble and well-intentionéé policy documents for medical

education such as those described above, theragatnof these ideals will depend largely
on whether the Faculty members and students igentth these goals and are sufficiently
motivated to strive to achieve them. As noted egrlchanging the curriculum involves

challenging the norms and values of the constitigrito may be heavily invested in the
existing curriculum. Therefore, it is the contemrtwhich the learning occurs, the factors
which influence the attitudes of the educators kadners and the learning environment,

which will determine to a large extent the suceasstherwise of the planned curriculum. In
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trying to understand the variable extent to whitidents identify with the professional
practice of medicine, as represented by its rectudéised form in a curriculum, and
thereby participate in the learning to “do” the fessional practice of medicine, theories
about culture and the context of learning may lefuls

The cultural context of learning medicine

The concept of culture is too extensive to explarany depth here, but Krajic Kachur and
Altshuler (2004:101) provide a useful starting poifThe concept of culture reflects the
breadth and the individuality of experience.” G4899) proposes that “cultural models
mediate between micro levels of individuals and rmadevels of institutions — they establish
conventions which are understood by members”. Tiw@duction of the GEMP with its
associated assumptions and expectations for diffelEarning processes and outcomes
suggests the need for a shift in cultural modelkafning for both educators and students.
Gee (bid: 60) explains that cultural models are “varialléfering across different cultural
groups, including different cultural groups in ecisty speaking the same language”. In
relation to education Gee (1996:38) proposes tblabvdingin itself is not powerful: the
important gains from schooling are the attitudedues, norms and beliefs derived from the
school environment. Access to the underlyinganingsof texts (in its widest sense) is only
made possible by becoming a member of the socadtipe which generates those texts
(Ibid: 40). Medical education has its own culturesishaped by its history, its ambitions
for the future, the institutions, trainees, eduatnd administrators (Ludmerer, 1985, cited
by Krajic Kachur and Altshuler, 2004). What is mamgportant is the relationship between
the culture of medical education and the culturehef practice of medicine. The work of
Gee (1996) on cultural models and Wenger (1998)Jemeloping an identity as a member of
a community of practice, suggest that the moreethecational culture resembles the culture
of practice the more easily the students will ble &b form appropriate identities. It is thus
important that the learning experiences of GEMRd H be structured and implemented in a

way which offers students authentic opportunit@saiccess to the culture of the practice.

A study conducted in a traditional curriculum bgi®t(1998) showed that one of the reasons
that medical students may not be learning the noahghe profession is that the
recommended values are not consistently taughtioAtdh the intended and scheduled
learning experiences are essential to the studebilgy to realise the stipulated learning

outcomes of the curriculum, potentially more impottare the informal experiences of the
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medical student (Stern and Papadakis, 2006) — hiedén curriculum”. The formal or
explicit curriculum is the curriculum as it is eteat and experienced. The hidden curriculum
is informal or implicit (Argyris and Schon, 1974)he learning that occurs in the hidden
curriculum is in response to role modelling and s$treicture of the learning environment.
McLean (2004 a, b) has investigated the importawiceole models in a South African
medical school. She found that most students ledi¢kat role models were important and
that most commonly family members were identifisd@e models. The personal attributes
ascribed to parents as role models were in fadtasite some of those considered important
for medical professionals (caring, sympatheticf-satrificing). Appropriate role models are
important because they may provide access to tipdicinvalues and structures of the

practice through the hidden curriculum.

Since the PBL tutorial groups and their facilitatare central to the context of the meaning
making in which students participate, it is likehat the PBL group facilitator is one of the
most powerful variables in the educational envirenm(Hutchinson, 2003) and is likely to
become an important candidate for a role modelnfitthet al. (1993: 790) showed that,
particularly in the earlier years, students wittidiexperience of PBL rely more heavily on
their facilitator’'s subject matter expertise to dpiiand influence their learning, suggesting
that the engagement of the learner is affected biivation and perception of relevance,
which in turn may be affected by the learning cahssd environment.

4.5  The challenge of curricular change

Changing an existing curriculum, at both the lesfeplanning and of enactment, is likely to
present challenges. Cornbleth (1990:29-31) explaovg an education system, consisting of
two or more interrelated components and their patef interaction, tends towards self-
perpetuation. Participants have a stake in its teaance and tend towards resisting change,
particularly change which is seen as weakeningsystem or challenging its operating
procedures or values. Kelly (1989:150) agrees:

“Curriculum change shares that tendency of alltitagions to resist any attempts to do more

than chip away at it and introduce relatively mimodifications”.

Any form of change will require that entrenched gbiges and constructs have to be
‘unlearnt’ and replaced, often with alien and thimeatening concepts. An understanding of
curricular change requires an understanding ofcdhieure of the system and component

subsystems. Change which does not take into act¢beninderlying culture and values of a
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system may bring about little more than a supeaffii@chnological rearrangement (Cornbleth,
1990).

The technocratic and the critical curriculum haesyvdifferent accounts of the challenges
involved in change. For the critical curriculum olga involves changing its context. Indeed,
the sociocultural context often provides the impdtr changing the curriculum (Cornbleth,
1990:31). However, to shift from a technocratic ragh to a contextualized curriculum,
such as changing from a traditional medical cuhaeuto a PBL curriculum, is not without
problems. Jacques Des Marchais, Vice-Dean of tealfyaof Medicine at the University of
Sherbrooke (Canada), the medical school generakbgited with being the first to
successfully change from the traditional to a PBlitriculum, addressed the issue of
curricular change. Having identified the problerasaxiated with the old curriculum and the
need for change, he stressed the importance ofnignake change an institutional project
with clear goals, competent leadership and seitgitie the attitudes and needs of the
constituents, including faculty educators, admmatstrs and the student body (Des Marchais
et al, 1992). An awareness of the context of the chamgkthe inevitable implications for

changes in power and control are thus key issues.

Evaluation of learning in the GEMP is essentialtyewvaluation of how effectively the new

curriculum has enabled a different style of leagnand is thus also an evaluation of how
successfully the curricular change has been impiésdein the Faculty. For example, the
integrated structure of the GEMP curriculum aimsettance students’ ability to apply a
more holistic model of understanding to their pase A measure of success in the
curriculum could thus be in terms of how effectiviie graduating GEMP students are able
to do this, particularly as compared with the getds of the previous curriculum. Graduates
of the old curriculum, including those who are neglucators in the Faculty, are likely to be
particularly resistant to change, because theivipps models and values are being
challenged.

Bernstein’s model of curriculum codes providesHartinsights into resistance to curriculum
change. An educational identity is created by meahssocialisation in a particular
curriculum code. Any change in curriculum code Wil experienced as a threat to identity
and is thus a source of resistance (Bernstein, :28Y.5In shifting from a collection to an

integration code there is a weakening of the diassion of knowledge which leads to a
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disturbance in the authority structures, identitg awnership of curriculunilfid: 101). The
traditional medical curriculum at Wits conformedaaollection model, with the constituent
disciplines being both strongly classified and sglg framed. Each was taught and assessed
separately with near total autonomy and decisiokingapower held by departmental heads.
In contrast, the PBL curriculum of the GEMP reprigsea change in curriculum code to an
integrated code since there is only one universityse code for a whole academic year, and
the teaching content as well as the assessmenheofdisciplines is integrated. More
importantly, the decision-making power is now hekehtrally by the Faculty’'s MBBCh
Undergraduate Committee instead of by the indiMidisciplines. Bernsteinllfid: 107-109)
warns that the authority structures of a collectiode will be reduced in an integration code,
depriving both educators and students of a ‘selfigene, place and purpose’ unless the
following four conditions are met:

1. The integrating idea must be explicit with a higivdl of ideological consensus,
hence important for educators involved in the plagmand implementation

2. The nature of the linkage between the integratoigpiand the content must be
explicit to bring the educators and students imt@ppropriate working relationship.
Such a co-coordinating framework is necessary tiabpe educators into the new
code. While a collection code may accommodate neeelieducators, an integration
code requires greater powers of synthesis andataderof ambiguity.

3. Some form of central committee system is requiceprovide feedback as an agency
for on-going socialization into the code. Evaluatoriteria are likely to be relatively
weaker and less explicit than in a collection cagsulting in insecurity for both
educators and students.

4. The weaker frames are likely to enable a wider eanf forms of assessment.
Dispositional attributes such as attitudes and eslibecome candidates for
assessment along with cognitive attributes. WiHitsé increase the range of student
diversity that may be taken into account in theesssents, students may develop
new defences against the intrusiveness of the @pa@mes of the integrated code,

with implications for both students and implemestef assessments.

Bernstein further proposes several explanations fibe movement towards
institutionalisation of integration codes above thaeel of the primary schooll{id: 110-
111). These include the integration of knowledgacsures, the need for flexibility in the

labour force and moves towards more egalitariarcaihn. As described earlier, all of the
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above factors can, to a greater or lesser extengelen as contributing factors towards a
trend which Bernstein identified at least two dexsatlefore it assumed the prominence now

taken for granted in the sphere of medical educatio

The historical perspective of the GEMP and theviasi¢ literature presented above show
how the key design features of the GEMP i.e. changecess, change in curriculum and
change in pedagogy, make assumptions about theirlgawhich the curriculum makes
possible and the approaches that students willtadtywe organisation and structure of the
planned curriculum have changed the classificatbnthe curricular content with the
intention that students will be able to construsttér integrated webs of understanding. The
PBL process has opened the frame of learning, ¢hgrige ways in which time and space
are used and creating opportunities for studentsddwelop more self-directed and

responsible approaches to learning.

The following chapter presents the research firglimg the student approaches to learning in
the GEMP and an analysis of these findings in ieato the design logic and assumptions
of the GEMP.
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Chapter 5
RESEARCH FINDINGS

Chapter 3 described the research instruments ossalléct data i.e. the questionnaires, PBL
group observation and focus group interviews. Témulting information was coded and
organised according to the major themes whichedlathe logic and assumptions made in
the GEMP curriculum design to promote a changeearring code. As described in the
previous chapter, these three key design princguies

* Changing the structure and organisation of the esinthrough an integrated

curriculum.
* Increasing access to the study of medicine thraugHuate entry.

* Opening the pedagogical frame through problem-bkseding.

This chapter presents the research findings, warehinterpreted in relation to the design
principles of the planned curriculum and in relatim implications for these principles.
However, the first of these, i.e. who the studearts opens up a range of sociocultural
issues which goes beyond institutional access faduate students, and raises questions
about the sociocultural context in which the leagnoccurs and the access to knowledge
which is made possible by the GEMP curriculum. Ehssues will come into focus more
sharply after the findings on curricular structared learning have been presented and will

thus conclude the chapter.

5.1 The intendedversusthe enacted curriculum

The planned curriculum can never be identical te #macted or delivered curriculum
because the latter is a contextualised form of furener. Assumptions made about the
students, the educators and the learning environnae often not realised, thus
compromising the possibility for concordance betwegpectations and actuality. Coles and
Grant (1985) present a useful curricular model istimg) of three interlocking circles — the
planned, the delivered and the experienced cuwcu{see Figure 2: Curriculum Model

below).
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EXPERIENCED

ENACTED
PLANNED

A. Intentions not carried out

B. Unintended actions

C. Intended and enacted

D. Experienced but not intended

E. Intended, not enacted formally but experiencéarmally

F. Intended, enacted, experienced

G. Not intende, not enacte formally, but experiencecHidder” curriculurr

Figure 2: Curriculum Model (after Coles and Grant, 1985)

Kelly (1989:144) proposes that

“... there is a very wide gap between what is planaed what actually happens, between the
official and the actual curriculum, between the d@tfeand conceptions in the minds of the

curriculum planners and the realities of the outesnof these in the classroom”
He suggests a number of possibilities for this gapluding conflicting ideologies,

institutional tendency to resist change, and adstriziiive and resource constraints.

Discrepancies between the intended and the actselafi a curriculum perceived in
Cornbleth’s technocratic terms may arise from anmaigh between the procedures

recommended by the curriculum planners on the @ralhand the beliefs, practices and
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conditions which prevail in the implementation stethe other (Cornbleth, 1990:15-16). A
technocratic view of curriculum is inherently consdive and if the values of the
implementers and recipients are not addressed,snadbut the neutrality of the curriculum
are perpetuated. Cornbleth interrogates the cormfdpe hidden curriculum from the critical

perspective. Preferring the term ‘implict’ to ‘hieldf she concludes that:
“when curriculum is viewed as a contextualised abpractice, so-called hidden curriculum

or implicit curricula are made explicit and subjeotscrutiny”. (Ibid: 48)

The implications of the difference between the p&hand enacted curriculum are not the
same for the students as for the educators. Thengg®ns the educator makes about the
students’ learning and the expectations for peréoree in assessments is likely to be
derived from their understanding of the plannedeathan the enacted curriculum. The
students, on the other hand, are largely unawatbeoplanned curriculum and draw their
inference as to what is valued from their expement the enacted curriculum, whether

intended or not, as well as the messages theweepsgarding the “hidden” curriculum.

The gap between the planned and the enacted dumas likely to be significant when
the disciplinary knowledge and skill of the experisthe field is so embedded in their
practice that they have difficulty in deconstrugtitheir practice to make it accessible to
students, resulting in unfulfilled expectationsledrning. Argyris and Schén (1974:8-11)
are useful in distinguishing between espoused ibe@nd theories-in-use and explain that
implicit knowledge, equivalent to the ‘tacit knowilge’ of Polanyi (1967), is that which is
known and displayed without being able to explamwland why. By formulating theories-
in-use explicitly, tacit understandings are givesice. The concept of tacit and explicit
knowledge has important implications for medicau@ation and particularly for the
development of professional knowledge and a pradeakidentity. Much of what medical
practitioners do, diagnosis for example, is intbsed to the extent that the experts may
find it difficult to explain the thought process@s/olved. The challenge for medical
education is to make this tacit knowledge availdblstudents as explicit knowledge. One
of the aims of the GEMP curriculum is in fact, thgh the use of problems and integrated
learning, to create a more authentic context winthmake the clinical reasoning process

more explicit and thus more accessible to students.
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5.2  Students’ experience of the structure and orgasation of the curriculum

As was established in the previous chapter, a @imn communicates its expectations
through the message systems of its content, pegagod assumptions. Through its
integrated, problem-based structure with open fngmthe GEMP curriculum intends to
develop self-regulated learners who will optimise time available for study to pursue their
own individually identified learning needs. The wan which curriculum time is used are

thus of particular interest.

5.2.1 Self-directed learning and use of curriculime

The structure of a curriculum can only be undemdtocterms of the measures of time which
are allocated to various activities, whether iaigear of study in a degree, the number of
weeks making up a module of block of work or thenber of hours and minutes allocated to
the different disciplines and activities. Bernstgif75:86) speaks of “formal punctuation of
time into periods” within a curriculum. These p@&soare “units of time” and a curriculum
can be defined in terms of the relationship betwlese units and the way in which they are
used — the curricular “content”. The relative ssatdi the content can be defined in a crude

way by the number of units of time allocated tantl whether it is compulsory or optional.

The concept of time in the curriculum may be aredyBom several different perspectives.
From the student perspective time may be seen &®th resource or “temporal capital”
(Slonimsky and Shalem, 2004:94). From the perspedf the Faculty, for those teaching
time raises issues of ownership of the curricuiaref and reward for time invested in
teaching and assessment. For those who plan amdicai@ the activities of the curriculum,
time is a key area of decision making related gganizational issues such as sequence and
pacing of the learning and often involves compramggedagogical benefit for practical and
logistical expediency such as the availability edhing venues and appropriate teaching
staff.

The GEMP curriculum has reconstructed the timecations of the previous traditional
curriculum in such a way that only about 60% of #vailable teaching time is specifically
allocated to designated learning tasks and studeetgjiven the responsibility for making
decisions for individual use of unscheduled timeatldition, there are now relatively few
compulsory activities. The only compulsory actedi are the PBL tutorials, since

participation of all group members is necessargdioieve the desired group process which
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stimulates learning, and attendance at ClinicallSkind hospital visits since these are
essential for learning communication and examimasé&ills for managing patients. The
curricular design has thus weakened the pedagaoef, allowing the students to take more
responsibility for how they use the available umshtiied time to construct their own
knowledge. Individuals are likely to take differapproaches to the selection, sequence and
pace of the knowledge they acquire according to fhersonally identified learning needs.
This use of time is thus intended to contributeh® development of self-regulation which
will form the foundation for the life-long learningkills necessary for medical practitioners
to update and refine their professional knowledge am ongoing basis (Barrows and
Tamblyn, 1980). The design principle for the curl@ organisation thus intends to serve
two roles simultaneously: in the short term studesgtek knowledge required for adding to
their immediate understanding, and in the long tdray should be developing skills which
will allow them to add to and replace that knowledts the need arises. While a student-
centred programme creates new possibilities fanieg it also produces new tensions and
disjunctions. The intended curriculum makes fachéag assumptions about the capacity of

students to manage their own time effectively faximum benefit.

5.2.2 Use of unscheduled curricular time

Students responded in a variety of ways to the topmess on their individual use of
unscheduled curricular time. In the questionnaggeétion 1.3), only 62 respondents (50%)
of the respondents said that they were able to gakd use of this time. In the table below,
and all following similarly tabulated results, “%Agfers to the combined percentages of
respondents to that question who agreed i.e. Bliglgreed, somewhat agreed and strongly
agreed with the statement. Similarly “%D” refers abb those who slightly disagreed,
somewhat disagreed and strongly disagreed. Theahg@aisition ‘neither agree nor disagree’
is not reflected. “Mean” is the mean score on #hees-point Likert scale for the rating of all
respondents on that questionnaire item. Since tidepoint of the scale is 4 with strongly
agree being 7 and strongly disagree beingl, a roedr2 confirms that overall there was a

slight tendency towards agreement rather than disagent with the statement.

Question| Statement Mean | %A | %D
1.3 I am able to make good use of the free time inithetable for studying 4.2 50 29
1.4 | find the amount of work required is manageable 4.3 52 31

There appeared to be a difference between sone efarious different groups in the class,
with the older students (a mean score of 6.0 f& 30 years-and-above age group),
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Afrikaans students (mean 5.1), and Black studantat 4.8) showing the highest positive
usage. Of interest is that the Black and older esital are also the groups who find the
workload least manageable (question 1.4) and thpsa to be investing more time in their
studies during the general working day. The apganability of nearly half the respondents

to manage the volume of work required is also térst since it was an intended design
goal of the GEMP that content should be reducethéoessential “core” material, which

would be communicated to students through the @bgc How the students are working

with the objectives will be discussed later (sextieg 5.3.3).

The focus group interviews revealed several diffemeasons for the inability to use this
time effectively. Some students use the time to ezoney.
“| work — straight forward - not University work Ibin my practice®
(Group3: Graduate entrant)

This was confirmed by the questionnaire (Biographidata question 9c): 30% of
respondents said that they had to work to suppernselves and/or their families, with the
proportion in the graduate group (35%) being neawlige that of matric entrants (18%).
This is not unexpected since the graduates are ald@ more likely to have families to
support as well as previous qualifications whicloville an opportunity for engaging in
working for financial gain. Some of the time inteddfor studying is thus being used by

students in ways which were neither anticipatedimended.

Several students said that they were able to @ssitigle hours between lectures:
“l find the time quite beneficial | go through theaterial in the course pack, lectures etc.”
(Group2: Matric entrant)

“l must be the nerd of the group because | do heetime to work. | find it easier to work at
varsity than at home.” (Group3: Matric entrant)

Most of the students who said they did not useutiecheduled time for learning explained
that the major constraints were the amount of twelable and the study facilities available
to them in the Faculty. In general, there was agesd that it was not worthwhile trying to

work unless more than an hour was available.

“l do go to the library; | generally find that thehort periods of the day are unproductive
but the longer periods | can get something donertmitif there is just one hour between

lectures”. (Group 1)

% This student, like many of the graduate entrasta,qualified practitioner of an allied clinicaigfession and
continues to run a part-time practice while stugyimedicine.
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“Honestly | find it not much use if it's only an dno- if it's two hours I'll use it but not if it's
only an hour. By the time you've got all your books it's almost time to pack up again.”

(Group 4)
Some students found the physical environment caingtl their ability to use

available time satisfactorily.

“I find it difficult to work at Varsity. | need mgomputer and my own private space. | find
it distracting with everyone else around”.

(Group 3)

“I'm quite specific about my study environment sndl it not conducive to studying here.
It might work for some other people but it doesvork for me.” (Group 4)

Others were able to use the resources effectively.

“I mean | like to go to the library. So | generalyp to the library...” (Group 1)

It is interesting that none of the students memtibasing or studying in the PBL tutorial
rooms which were designed as study areas equippgbdoaoks and Internet access which
would be available for students to use in the uedualed times to seek and synthesise
information. The curriculum design had taken intoaunt the fact that students would need
facilities for studying in the unscheduled time aratl provided excellent facilities in the
form of the PBL tutorial rooms. Not only are manfytbhe students not using the time
effectively but they are also apparently not makinth use of the facilities available to

access information from the books and websitentaaded.

The specific time during the week in which the timas available was relevant for some
students. In GEMP Il the new case begins each weelk Monday afternoon. Monday
morning is thus either free or may have a lectalated in some way to the previous week’s
case. One student commented that although she ddutie time during the week useful,

Monday mornings are effectively ‘wasted time’.

“During the week it's fine — in between lecturesse the time, but on the Monday before
PBL the time is wasted. | don’t go over previousksework or anything.” (Group 2)

The design of the weekly timetable is structurethWwABL tutorial 1 (analysing the problem
and identifying knowledge gaps) on Monday afterno®BL tutorial 2 (adding to
understanding through more patient information) &RBL 3 (integrating all knowledge
gained during the week) on Friday, with an assuomptihat students would use the weekend

and Monday morning for consolidation and revisiefolbe moving on to the next problem.
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It was also clear that the timing in relation mominent exams changed perceptions of the

value of small time slots available for study.

“It also depends on how close to the exams it i®s€ to exams we use every spare
minute we have.” (Group 3)

“...- except just before the exams when | use all the wmhave.” (Group 4)
It should, however, be noted that the unscheduted tvas primarily intended for seeking

information and not for revising before examinasion

The examples above show that the concept of hovhrime is available as a resource and
the use which is made of such time is an importanstruct in the academic practice of the
GEMP students. Oakshott (1986, cited by Slonimskg &halem, 2004:84) foregrounds
scholéor “leisure time” as a key condition for masteritig range of intended academic
practices. In the present context it appears thatynstudents may be taking unscheduled
time literally as leisure time in which academioulght, knowledge building and creating

new understandings play no role.

To an appreciable extent there appears to be abghpeen the assumption of mature,
motivated and self-directed learners the curriculuas intended to both admit and develop
and the reality revealed by this study. The chagkefor the Faculty will be not so much in
how to restructure the curricular time to accomnedhe wishes and expectations of the
students for a more “user-friendly” timetable, Inatw to encourage and develop responses

and attitudes which are better aligned with theimegnents of professional practice.

5.2.3 Effective use of PBL tutorials

Although the PBL tutorials are compulsory, scheduetivities of the GEMP curriculum,
participation in the discussion groups represemmsieh weaker level of framing than that of
the learning in the previous traditional curricutructure. The students themselves should
be able to influence how effective the tutoriale ag their levels of participation and the
guality and quantity of the contributions they make

From the questionnaire responses, it appears lieaPBL 1 tutorial is generally seen as
useful for identifying gaps (question 2.7, mearpogsse 5.1 and 76% agree) and PBL 3 is
useful in bringing things together (question 2.fr#zan response 5.3 and 79% agree). In
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contrast, the unfacilitated PBL 2 tutorial is lasduable (question 2.9, mean 3.6 and only
36% agree).

Question| Statement Mean | %A | %D

2.7 The discussion in the PBL 1 tutorial is useful élging me to identify gaps 5.1 76 17
in my knowledge and understanding

2.12 The PBL 3 session is valuable for bringing togetigrunderstanding of | 5.3 79 16
the week’s case

2.9 PBL 2 is a useful session for adding to my undeditay 3.6 36 48

An unsolicited response from one focus group paditt was emphatic that PBL 2 has little
value:

“The PBL 2 is a waste of time. We all go there aitdnd we know nothing so we achieve

nothing. It's better to have a facilitator thereask you questions.” (Group 2)
There is a clear indication here that the studentgptions of what knowledge is valuable
and what learning is worth investing time in, dd n@tch those of the planned curriculum.
The difference in the perceived value of PBL’s 1 é&as opposed to PBL 2 raises two
important issues. Firstly, there is the importaoteole of the facilitator in PBL 1 and 3. It

appears to be the facilitator who determines tlveessful outcome of a PBL group activity:
“Everything depends on the facilitator - if he isdwledgeable he will ensure that you
bring everything together.” (Group 1)

Not only do these students appear to understandoimeibution which the facilitator makes
to the process by which they are able to constthetr webs of meaning, but their
perceptions of the knowledge and learning that @wesible in conjunction with the
facilitator were seen as more valuable than witlzof#cilitator. The role of the facilitator in
enabling learning will be explored in greater depthrelation to the social context of

learning (section 5.4 of this chapter).

The second issue raised by the inadequate usee dintle allocated to PBL 2 is that of the
development of competence in independent exploraicd debate. PBL 2 is arguably one
of the most essential components of the week irthvkiudents receive detailed information
on the medical history and the results of cliniegshmination and laboratory tests of the
‘patient’ of the week. They are expected to use time to analyse this new information to
gain greater understanding of the disease mecharaathrefine their hypotheses in the light
of this new information. In other words, it is awable opportunity for refining the clinical

reasoning process essential to the practice of acimegdibut one which is not being fully
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utilised. The apparent reluctance or inability terkv independently in PBL 2 will be

explored further in section 5.3 in relation to fntdapproaches to learning.

5.2.4 Adapting to curricular change

The introduction of a different form of curriculatructure intended to promote a different
type of learning in the GEMP. Since few, if any,tbé students would have had extensive
experience of an integrated curriculum and sektaed model of learning, particularly at
the tertiary education level, their adaptationhe thange is of interest here. The learning
strategies they had adopted previously and theitivatoon for learning will have been
developed in relation to other curricular structuesd learning expectations and will have
formed part of their existing cultural models o&reing. In order to cope successfully with
the GEMP curriculum many of them would have hatitdearn’ old ways of learning.

One of the free response comments in the quesii@spports this:

“[The] GEMP programme is a masterpiece. The styfléearning, though stressful in

GEMP1, with time acclimatization develops and terhing process is accelerated.”

Two aspects of adaptation to curricular changeeardent in the research findings: firstly
the change which some students identified in tle@ming in the GEMP as compared with
their previous experiences, and secondly changeshwiave taken place over the two years

of GEMP | and Il programme.

Several different ideas about change were brougbtfocus by the group discussions. A
key intention of an integrated curriculum is thaidents develop the ability to see the
interconnectedness of the different disciplinesmake links between related topics and
think more holistically. An inevitable consequenoé integrating between different

disciplines in a programme based on body orgaresysis that students do not necessarily
make the connections between the content presentbd different organ systems. In other
words, while the integration code may make the Zomtal integration explicit, it may

simultaneously produce unintended vertical disiocst Nevertheless, some of the students
had realised the importance of integratibgtweenthe different blocks as the course

progressed:
“The good thing for me is that you start off in ttiéferent blocks but then | start to make
the links between the different blocks and witHocks between the different cases. You

must be able to make all the different links beeabat's what's important.”
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“Yes, for the Pharmacology sometimes you learrmabdiut one drug in one block and then

you have to remember it again in another block.”
(Group 4)

Bernstein’s theory of student codes of recogniteord realisation may be useful here.
Bernstein (1996) applies the concept of “recognitidles” to the ability of members within a
pedagogical context to recognize shifts within ¢hessification and framing of that context.
Through the “realisation rule” they are able to jméanings together and create “legitimate
texts” (Bernsteinlbid: 32). The students’ comments above suggest tlest tlave indeed
recognised the need to respond to the message aupatad to them through the integrated

curriculum code.

5.2.5 Change in language competence

The change in access policy which sought to adrarerBlack students as graduate entrants
had not regarded language as a barrier to learnitite GEMP. However, both anecdotally
and in direct conversation with students, it becawvieent that language difficulties might
be acting as a constraint to understanding and kume building. In particular the course
materials which need to be mastered are not onityewrin what is essentially a second or
third language for some students (English), buhfiradd to the complexity by introducing
the discourses of a number of different discgdinDespite this challenge, several students
reported an improvement in their language competeamthe GEMP, both at the level of the

English as well as that of the technical content:

“In the beginning it was very difficult for me tmderstand the language - in the sentence
constructions and the meanings of the Learning @opdidn’t really understand, especially
in the exams, what they wanted. | could understhadjuestion but I didn’t know what they

wanted so | had to get a broad overview of whatas about. Now it's much better- maybe

not in my marks (general laughter) but | feel itisich better.” (Group 4)

“We've now got so used to the language that evéis ifechnical we can work out what

they’re trying to say.” (Group 1)

5.2.6 Change in approaches to learning

The change in curriculum code assumed that studemidd change their organisation and
approach to learning. Students in the focus grauqued recognise that their approach to
learning had changed as a result of the differemiahds of the course as compared with
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some of their previous experiences. Several stedarhpared their learning experiences in

the GEMP with that at school — more specificallynatric.

“Basically | think in the time we have there’s restough time to learn like we used to in matric.
(Group 1)
“In matric we went over everything and made sum wnderstood everything whereas

now with it being integrated there are literallyirigs that you can’t go over again.”

(Group 2)

Having time to “go over” things more than once v&&®n as an important contributing
factor in developing an “understanding” but witHimited amount of time to cover the

content the students recognised the need to adftgredt strategies.

Sequence and pacing of the curricular content atie tonditions determined by the design
of the curriculum. Sequence relates to the temp@iationship between different content
areas selected for inclusion, while pacing is #lationship between the number of units of
time allocated to each area. The latter is als@fkeation of the importance which the
curriculum planners attach to that particular cohteea. As described above it was evident
that only 52% of the class found the amount ofknexpected in the available time to be
manageable (see question 1.4 in 5.2.2 above),heutocus group interviews revealed that
some students have responded by changing theioagpto learning:

“There’s a lot more work to cover in a week so yawe to change” (Group 3).

“I have had to change how | work — | used to juesad my course pack but some of my

friends made notes so | started making notes ds’wel (Group 1)

Since it was one of the intentions of the curricalesign to bring about a change in learning
which would enable students to respond effectitelghanges in knowledge in the future,
their recognition of the need to change is intdguteas a positive outcome. How they

realised this aim will be discussed in more deiagection 5.3.

The integrated curriculum code has also contributech change in learning for some

students:

“GEMP has definitely changed how | learn becausis integrated so what | will do | have

to link together all the psychosocial things to thedicine. In MBBCh Il we just had to
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learn Anatomy and Physiology but now in GEMP weehtavintegrate them together so it's

a different approach”. (Group 2)

Experiences of more or less effective strategie ladéso contributed to changes in approach
during the GEMP:

“Last year [GEMP I] in some of the course packsytheere talking about some things |

wasn’t sure about. So now | don't even bother altbatcourse packs until | get a decent

understanding of the topic.” (Group3)
This student is indicating a change over time ay tltave become encultured into a different
approach to using course content. In terms of a&laamd Wenger’'s concept of participation
in a community of practice this student is no lange‘new comer’ but is creating a

trajectory into the practice and becoming an ‘alaet’.

Several students were particularly aware of the fhat they had had to adapt to the
increased demands of volume of work which the @yskced on them. This is an
affirmation of the intention that students in thEN&P would develop greater responsibility

for their own learning as they became insidersiéopractice.

“I haven’t changed the way that | approach learnioigstudying at all but | do think- and |

wrote my last portfolio about this — | think my brdas changed — it's getting more use. |
remember studying Anatomy for the first time. Beanning the 4 muscles of the pectoral
region it was extremely difficult to just rememitke names whereas at the end of it |
found it easy to remember the whole base of thimtaad those things so | think that my

brain has become more efficient”

“Never before have | had to do this for myselffdde, in school and in MBBCh | and I,
there were strict guidelines. But here sometimesets something vague in the course
pack but you know you have to get the informatiorydurself because nobody is going to

teach it to you. So if you don’t do the work oraddra no one’s going to help you. To be

whatever you want to be you have to take the respitity” (Group 4)
The quote above shows the positive response afdeist to the opening of the pedagogical
frame and to the expectation that students woulkldp a self-directed approach to

learning.

The following general conclusions may be drawn alibe students’ experience of and

responses to the integrated curricular code and fspening created by the GEMP:



-64 -

Firstly, many students are using the unschedutad thich was intended for self-directed
learning in unintended ways — either for sociafisor for financial gain. The length of the

‘packet’ of unscheduled time available and its posing both in the daily and the weekly

programme as well as proximity to examinations iotpaon its perceived usefulness.
Secondly, the facilitated PBL 1 and 3 tutorials @gexceived to be beneficial learning

opportunities but not the unfacilitated PBL 2 tigbrThirdly, some, but not all, students had
recognised the need to adopt different learningagahes to the different demands of the in
GEMP | and Il curriculum and have been able to oagpto these demands.

The next sections will explore in more depth whese approaches are and why students

adopt them.

5.3 Students’ experience of learning in the GEMP

In the previous section the response of the stsderthe integrated curriculum with weaker
framing brought into focus some of the differentways in which they are engaging with
the learning process. The focus will now be ondHtey concepts: motivation for learning

(why), the process of learning (how) and the canséuidents select for learning (what).

5.3.1 Motivation for learning

The motivation that drives learning is likely to keflected in different learning styles and
the production of different types of knowledge. Theestionnaires and interviews revealed
that a range of different motives appear to drivelent learning in the GEMP. These have
been grouped as the desire to pass the examinaiimpsove understanding and the
development of personal and professional idensty aoctor-in-training. There is likely to

be some overlap between these areas.

Several of the design features of the GEMP sucthasntegration of factual knowledge,
seeking, evaluation and application of informatamd development of appropriate attitudes
are aimed at fostering professional competenceéhiong term future. Two questions in
the questionnaire specifically addressed the is§ughort term motivation for success (i.e.
performance in assessments) compared with the dotegen goal of training to be a

competent doctor.
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Question| Statement Mean | % A | %D

6.6 I am generally focussed on the immediate goal efipg the exams of | 4.7 58 29
the current year

6.7 I have a long-term focus on what | need to knobetsuccessful in the | 5.6 78 7
clinical years and/or medical practice

Since this is an important aspect of the studyilithe explored it in some detail here. Firstlyeth
mean response for question 6.6 (short term goad) 4va with an agreement of 58%. Across the
different groups of interest in the study there wasvever, a wide range of mean responses. Age
appeared to be the greatest differentiating faettth a mean score of 2.6 for the 30+ age group
and 4.6 for both other age groups. The matric atdramean 5.8) seemed slightly more motivated
by passing exams than graduates (5.2), somewhéirmory the age differentiation since the
oldest students are all graduates. These diffesesgggest that age, and presumably maturity, is
associated with different priorities. In contragtestion 6.7 (motivation for learning to be a
doctor) produced a much higher mean response, (Béaand 78% agreement) than question 6.6
and group responses which mirrored those in theique question: the oldest students (mean 6.6)
and graduates (5.8) are more focussed on becondogtar than their younger classmates (means
of 5.9 for the 25-29 group and 5.5 for the 20-2dug) and the matric entrants (mean 5.4). The
Indian students showed less of a long-term focusa(nof 5.0 for question 6.7) as compared with
the Black and White groups of students (both 5T&g range of mean scores across the different
home language groups was also of interest. Afrikdanguage students showed the greatest focus
on their future as doctors (means of 4.2 and 5t8gfeestions 6.6 and 6.7 respectively), with
English speakers being the group with the greatemtn focus (mean 5.1) and lowest professional
focus (mean 5.4). Since the English speaking gadupe questionnaire respondents consisted of
25 Indian and 54 White students the results forlénguage groups appear to be consistent with

those for race.

Some of these findings were corroborated by thada@group interviews. In response to question 9
in the interviews (see Appendix B) in which the ype were asked about how they approached
their learning, it was only in group 4 (the Afrikeaastudents) that learning for becoming a doctor

was specifically raised by the students as an itapomotivation for learning:

“...the vast majority of stuff | try to understand@ne day when you’re a doctor you're going
to have to have an understanding because you'neggimi have lots of patients coming in and
you're going to need to know what's going on.”

“It's bigger and fuller like life in general and nall we're studying, we're studying not for now
but to become a doctor like you said, so everytiimglearn you can't just study for the exam.
You may be disadvantaging yourself and your fupatéents if you do that.”

(Group 4)
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The quotes above indicate the goal-oriented approfdhe Afrikaans language students
who demonstrate a focus on authentic tasks as temgofor developing professional
competence. This was a surprising finding becaosetwas an expectation that students in
all the groups might have recognised the importasfcstructuring their learning towards

their future practice.

The motivation for learning may also be linked he students’ epistemological position on
knowledge. Those students who are focussed onngasgsams may be operating within an
acquisitionist model: knowledge is something yoguae and use to pass examinations.
From the participative perspective, those who leaith a more career-oriented goal have
already developed an identity with the professibwloich they are still relatively peripheral

participants. Since these approaches are appareitvenly distributed across the different
sociocultural groups in the class, the orientatiorknowledge may be derived from their

cultural models of learning, which will be exploredmore detail in section 5.4 below.

If understanding is a motivating factor in learnirigen we should assume that students
should value those activities which contributehteitt understanding. It may thus be useful to
see whether in fact those activities which arendésl to contribute to the integration of

knowledge, and hence to an understanding of wieatukriculum is intended to achieve, are
in fact identified as useful by the students. Salveuestionnaire items were aimed at
exploring whether the small group PBL tutorials evepportunities for learning which

contributed to developing an understanding of tleekis content. Questions 2.7, 2.9 and

2.12 and 2.13 are relevant here.

The results show clearly that although PBL 1 and. FBare seen as making useful

contributions to understanding, this is not gengithle case for PBL 2.

Question Statement Mean| % A | %D

2.7 The discussion in theBL 1 tutorial is useful in helping me to ident|f.1 75 17
gaps in my knowledge and understanding

2.9 PBL 2 is a useful session for adding to my understanding 3.6 36 46

2.11 The plenary session afté?BL 2 is useful for understanding thet.0 27 47
patient history

2.12 ThePBL 3 session is valuable for bringing together my ustierding 5.3 77 16
of the week’s case

2.13 After PBL 3 | generally feel that | have a good understandifghe| 4.9 67 16
week’s objectives
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The results above confirm the discussion in theidogroups reported earlier (see 5.2.3) that
students do not perceive PBL 2 as useful. Theralesef a facilitator in PBL 2 could be one
reason for the perception of that session not besedul. The assumption made by the design
of the curriculum was that in PBL 2 students wobkl motivated to explore the patient
history and work towards a refinement of their hyyesis generated in PBL 1. The
scaffolding and support they receive in the feaiéitl session is absent and many groups
seem unable to produce the self-directed approaguired to carry out this function
unassisted. However, the plenary session follovdimgctly after PBL 2 is conducted by a
staff member, usually an expert in the field arowtnich the week’s learning is structured. A
further assumption was that this plenary sessionldvbe highly valued by the students
because there is an opportunity to ask questiodgaim insights which will greatly enhance
an understanding of the key pieces of informatiohie patient history and test results and

how these contribute to making a definitive diage@sd formulating a management plan.

An important question then is why PBL 2 and thenply session are not valued by the
students. Several possibilities present themselMeste is a wide variety of educator styles
and ways in which the plenary session is conduetede individual creates the learning.
This is one aspect of the social context of thenieg which is the subject of section 5.4 and
| will return to it there. The second reason pdgsielates back to the use of curricular time.
The PBL 2 is held at 15:00 and the plenary from0Q@60 17:00 on a Wednesday. Many
students have requested a change of timetable sethey are reluctant to stay later in the
afternoon. The way in which timetable time is uslkeds becomes a constraint to learning
because of the low perceived learning benefit ilatien to other gains. The design
assumption that useful sessions would be valuespit@ of inconvenient scheduling is not
supported by the research. This possibility wadficoed by a comment made in a focus
group:

“The other thing is the arrangement of the PBL'Ss Inot very user friendly. Especially the

Wednesday one. It's the only thing after lunch sopte actually don’t want to stay”

(Group 3)

The analysis of the questions above accordingeadliffierent groups shows some variations
that are noteworthy. Black students value all ahRBL sessions the most and Indian
students value PBL 1 and PBL 3 the least. Graduated all three sessions higher than did
than the matric entrants. Reconciling the opiniceffected in the questionnaire and focus
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groups with the observation of the group activiireshe PBL 1 and 2 tutorials poses some
further interesting questions. Of the three Blatkdents in the observed group, only one
(student 1 in the Table 2 below) participated atyivand was in fact the dominant student
in the group. The other two Black students (stusiéhaind 3) were clearly listening to the
discussion but seldom made contributions unlessweaged by the facilitator. In contrast,
the three White students (students 6, 7 and 8) gemnerally vocal and constantly involved
in the discussion. One of the Indian students &stt@) was prominent, the other (student 4)
made the fewest contributions overall). Table 2olelshowing the number and type of
contributions made by the individual group membaitsp shows that the quietest students

did participate more when responses were elicri@th them by the facilitator.

Table 2 Profiles and numbers of contributions of studentsn PBL tutorials 1 and 3

NO. | SEX | HOME SOCIAL | ENTRY PBL1 contributions PBL3 contributions TOTAL
LANGUAGE | GROUP Spontaneous| Elicited | Spontaneous | Elicited Contributions

1 F African Black | Graduate 10+ 15 1+1 13+11 +2 56

2 M African Black | School 1+ 4 1+1 342 5+2 |19

3 M African Black | School 1+2 1+2 1+4+2 42+ 15

4 F English Indian| School 2 +2 1+2 O0+2 1+ 11

5 M English Indian| School 12 +14 0 +1 8+5 2+ 44

6 F English White | Graduate 12 + 10 0+l 8+6 2 +2 |41

7 F English White | School 945 0+2 8+4 2+1 |31

8 M English White | School 6 +8 1 +1 Absent+&bsent + 2| 24

Results from a study conducted previously in theesatudent cohort in the previous year of

study (GEMP | of 2005), showed a very similar pattef participation by the different

sociocultural groups. The sociocultural elementsndéraction and participation in PBL

tutorials will be discussed in more detail in sectb.4.

A key assumption about learning in the GEMP wag gaticipation in the PBL group
discussion would motivate students to gain a deepeerstanding of the issues raised by the
group. In all the focus groups several studentswkation that one of the motivating forces
for learning was a desire to understand the wottebeThey also suggested that the need to
understand was the reason for seeking additiosalrees outside of the notes and lectures

provided.

“If I don't understand something | can’t move on.”
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“If necessary | find a book or a computer or sontieen view point that will help me understand
it.”

(Group 1)
“l go through the course pack and things don't urstend | have to look up.” (Group 2)

“I won’t move on until | have [understood]. If ibésn’t make sense to me or | can’t imagine
what it would be like on a patient then | know thdbn’t understand it.” (Group 3)

“Understanding for me is the most important compunaf learning. Even with some subjects
like Mathematics with equations for example, if ymaerstand the equation you can put down
all the mathematical rules you can figure out thedry from your understanding and | think it's

the same with the medical discipline as well.”

“... but that’s the problem with Medicine, you cajuist memorise stuff, you have to understand
it. So to work on a problem is much more benefisedause it helps you to understand it.”

(Group 4)
It is clear that these students have recognisddibee is a difference between learning and
understanding and it appears that when the measfisgmething is not clear it creates a
cognitive gap which they attempt to close by creata personal understanding. Sobral
(2004) has described different types of motivaasndriving medical students’ learning. He
classifies these as intrinsic and extrinsic, wite former including motivation to know, to
achieve and to experience stimulus, and the lgteup as identification, introjection and
external control. The motivation to accommodate neaterial as understanding falls within
the constructivist Piagetian concept of equilitmatiIn the following section | will show

how the students are approaching their learniraghdeve this understanding.

5.3.2 The process of learning

In the previous section it was shown that studemfzessed different motives for learning

and it is likely that such motives lead to differ@pproaches to learning. These processes
appear to be directed at either learning so asmwember/memorise or at understanding.
While repetition is a strategy associated with bo#morising and understanding, a number

of other approaches are adopted to achieve unddnsta

The questionnaire scores for questions which adddiespproaches to learning and

understanding are shown below:
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Question| Statement Mean| % A | % D
2.18 My own reports back to the group are a valuablg pamy learning 4.7 63 15
2.21 The reports of other group members are a valughl¢ of my learning 4.8 65 18
2.22 By the end of each week | feel that | have pultegtther and integrated 4.9 63 10
my understanding of the various different discigdimelated to the case
2.26 The facilitator should explain things that the gpodo not understand 6.4 92 4
3.2 | try to memorise the content of the learningdep 3.9 42 41
3.3 | try to structure/organise new information in bua way that it is easier 5.5 81 12
to understand

These results show a clear recognition of the needructure knowledge (question 3.3) and
not merely memorise content (question. 3.2). Sttedalso show an appreciation that, as well
as learning from their peers, constructing a refmrpresentation to the group members is a
useful tool for their own learning. The responsetestion 2.26 was one of the highest in the
guestionnaire, and the expectation that the fatilitshould teach difficult concepts suggests
that the students have not yet accepted full respihity for making sense of what they do
not understand and still require the security & Having an ‘expert’ explain it to them.
Between the different subgroups of the class thvee small variations on questions 2.18
and 2.21. The graduates and older students werralnable to pull things together more
effectively. The older students and Black studéemdiscated that they were the least inclined
to try and memorise content. The latter was arresteng finding since many Black students
are generally assumed to have been educated imdago schools and (and some
Universities) in which rote learning is the norndah might be expected that their cultural
models of learning would be more aligned with a roggation approach. It is also worth
noting that students value their fellow studengparts as more useful than their own reports
to the group. They have thus not fully realised leaefits of peer teaching as a means to
learning. The above suggests that the form in kthey are reporting may contribute to this
finding. Students often just copy something froimoak or handout and read it to the group.
There is thus no need to understand the meaninghat they should be explaining to each
other. The emphasis may well be on the productioa report rather than on the learning

which is derived from it.

The focus groups gave valuable qualitative insights some of the learning strategies
students are using. These include repetition, coctstg summaries and diagrams,

classifying, explaining to others and linking idéagether.
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Repetition
“l believe in repetition. | go over it until | knowt ... | just read and read and read - | do
actually understand it. (Group 1)
Summaries

“I go through the whole course pack and try to makées and summarise it. And then when |
learn for the exam | go over my summaries. Bagidatink in the time we have here’s not
enough time to learn like we used to it matric. refeeliterally only enough time to read over
everything.”

“I try to understand and not just memorise.”

(Group 2)

“Me and my friend — we split the pack in half anddmmarise half and we each become the
expert in our half and if we have any questionscare debate them”.

“There’s a lot of stuff that | don’t understandweekl so | make notes and do summaries of the
things that | do understand and then | find thatdmes together later on but that's a bit
worrying because | don't feel that all my questians answered in week 1[ of the block].”

(Group 3)
“I make summaries of all my work.”
(Group 4)
Notes
“The only thing | make notes on is Pharmacologys-too verbose”. (Group 1)

“Mostly | just read it but sometimes | will maketes’.

“l used to just read my course pack but some offfepds made notes so started making notes
as well.”

(Group 2)

Diagrams
“Personally I’'m a very visual person; | need to leagliagrams, pictures and stuff. Also | can't
learn something from just reading it so | do makees but | like making flow diagrams and
schematic things so when | look at it | can seet@& means that. Also one little diagram with a
few notes on it gives me a general understandingbd can take a lot of information, condense it
into a diagram that has all the information on filsimuch easier to remember — all the little

things are on there so it's much easier to remerthber (Group 4)

Linking ideas
“Now when we get learning topics | go through itdahnighlight the important things and then |
try to figure out what is the overview — what aneyt trying to get across? | think what this case
is about so | try to get the bigger picture.”
DM: Do you try to link new material to previous?
“Absolutely. | always try to do that because it rala bigger picture.”
DM: Is your learning a huge network of facts linked todpetr?
“Yes, because the human body is like that so ngtisithere in isolation because it links to
everything else in the body.”
(Group 4)

Classifying
“I need to classify something for instance we'rendpPsychiatry at the moment so if | can
classify all the information about the Psychiatfisorders then | can put it in a box and my brain
is like room full of filing boxes and | know thatdn walk through it and pick it up, then | know
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that | have understood it. | put everything inlditboxes and all the boxes in bigger boxes and
that's the way that | know it's there.” (Group 4)

* Explaining
“If I can’t explain then | know that | don’t undstand it. If you understand it you should be able
to close the book and teach it back to someonevioosly not the detail but | know that |
understand it if someone were to come to me angvbhaydo you think about this and | could

explain how it works then I'd know that | undersiab” (Group 3)

The students above have identified a range of réffte ways in which they learn for
understanding. Fyrenius (2005) has categorisedppeoaches students adopt for achieving
understanding in a medical PBL programme in Sweden'condensing’, ‘holding’ and
‘moving’. Condensing is an acquisitionist positmith a realist foundation— a “taking in” of
knowledge hidden in text books and teachers’ mirdlstholding approach’ has some
constructivist elements — active construction aflenstanding by reorganisation to achieve a
proper understanding in terms of predetermined abibgEs. A ‘moving approach’ is
characterised by a continuous reshaping, refinmd) challenging of knowledge, and is thus
more fully constructivist. Most of the approachésteld above fall within the holding
approach. Making notes, summaries, teaching amdaieng to each other, classifying,
diagrams and linking new ideas to old all involve restructuring and therefore a
transformation of the knowledge. McLean (2001), kirg with medical students in a PBL
curriculum at a different South African universityhowed that those students who had
achieved higher academic scores expressed monsforanative conceptions of learning’ as
opposed to their academically weaker peers, whdetéitio rely more on memorisation and

recall.

Those students who mentioned strategies which wedothanging or refining conceptions
of learning and knowledge may have been workindpiwiaa ‘moving approach’. Included
within this category are the students who may beptdg the self-directed approach to
learning which was intended in the curriculum dedyg giving them more responsibility for
directing their own learning. When something thegrev learning from the materials
provided could not be understood they sought arsivem additional sources. In this way
they were challenging their immediate constructd aere seeking to refine the ways in
which they understood. This approach may also berpreted as being metacognitive.

Several examples were suggested in the focus groups

“If necessary | find a book or a computer or sontieen view point that will help me understand
it’. (Group 1)
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“l go through the course pack and things | don'denstand | have to look up”.

“Everything we do and every section we do | trffital a textbook on. A basic text book and |
read the text book. | don’t necessarily learn frthra text book but | read it so | can understand
what it says and from there and if I've got a lista learn topic — a list of points- at least | can

understand it. | use the learning topics and leetuto actually learn what's required but for

understanding | always use text books.”

“That's why | use text books a lot because thesetgiorm lectures just don’t work for me.”

(Group 3)

The questionnaire responses provide further usesights on the use of alternative learning

resources:

Question| Statement Mean %A | %D

1.7 | am stimulated to read outside of the specifiegactives 4.0 45 36

1.8 | use additional resources in addition to the ceupgcks, lectures and 4.5 56 32
theme sessions for the week

1.9 | make use of the websites which are providednks lio deliveries on the | 3.5 37 54
GEMP website

1.10 | find additional interesting GEMP—related websitagself 2.9 22 63

1.11 I make use of the prescribed text books 5.6 89 7

1.12 I make use of library books 4.6 67 27

1.13 I make use of articles in medical journals 2.7 17 69

3.4 The learning topics stimulate me to read further 4.2 50 30

3.5 | supplement the content of the learning topicéwther sources such as | 4.4 59 33
books and websites

These results show clearly that prescribed boo&ssaen the most useful source of extra
information by the respondents (89% agreed wittstjole 1.11 above). The chief librarian of
the Health Sciences library has also reported arease in the use of the library since the
introduction of the GEM® It was of concern, however, to see a limited efseebsites and
journal articles reported as sources of informatiparticularly since there is a series of
lectures and exercises on evidence based medidirehws specifically aimed at teaching

students how to access and evaluate information.

A breakdown of the different student groups for gfiems 1.8, 1.9, 1.10, 1.12 and 1.13
above was useful to establish more precisely whicllents were in fact making use of
these resources. Additional resources as a whaksfigpn 1.8) were used most by the White
students (mean 5.1) and least by the Indian stademan 3.7). Websites and library books
were used most by Black and least by Indian stedé&naduates used all the resources more
than the matric entrants. Except for the use adqribed books, there was an increase in the
use of all resources with an increase in age, h@a®0+ age group was the only one which

made good use of journal articles (6.0 as opposedl.4 and 3.0 for the other two age

4 Personal communication
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groups). In general the Afrikaans-speaking studerade more use of the resources than the
other language groups, with the notable except@ndthe library books which were used
most by the African-language students. These foglisuggest that the assumption that
graduates will be more mature and self-directednkra may be confirmed, and further
indicates that cultural models of learning may benaportant factor in student’s approaches

to learning.

5.3.3 Selection of content for learning

Opening of the pedagogical frame has given studaotg control over their own learning
and they are able to make more choices about Wwbat,much and when to learn. Since it is
generally not possible for students to learn evengt they are given, they are required to
make strategic decisions regarding what contente&on. It was the intention of the
curriculum design that the objectives for each wae#t every subject area would indicate
the required learning on which students could eixfebe assessed and that students would
make use of these objectives to guide their legrnirhere were thus questions in the
guestionnaire directed towards the use of the g

Question Statement Mean % A % D
1.5 I make use of the objectives to guide my learning 3.7 36 49
1.6 | am able to find the information needed to meetdbjectives | 4.7 58 16
1.7 | am stimulated to read outside of the specifiegctives 4.0 45 36
6.4 | use the course objectives to guide my studying 4.2 48 41

It is clear from question 1.5 that the objectives inportant in directing learning for only
36% of the respondents. The Black students (medn2)fand oldest students (mean 4.8)
use the objectives more than the other groups. wassconfirmed by question 6.4 regarding
the use of objectives for studying for exams. Léss) half the respondents make use of
them and again, the only group showing a noticeabéeof objectives is that of the Black

students ( mean 5.7), confirmed by African langustgdents (mean 5.8).

The responses in all the focus groups were alsowvngmingly against the use of
objectives:

“| don’'t use them at all.” (Group 1)

“The objectives are not much use because | oftahtfiat the objectives are not the same as
what is given to us during the week.”

“To be honest | never ever use them. | just usdetieires and learning topics.”

(Group 2)

“To be perfectly honest, | never look at them”.



-75 -

“For the most part of every block | don’t use thgexctives at all. Maybe before an exam”.

(Group 3)
“I'll go through them briefly. But | don’t really se them to guide my learnirig
(Group 4)
Several students reported using objectives as famwmmg device:
DM: Do you use the objectives to guide you in whatdarh?
“Only if you'll really, really not sure what theyamt you to know.” (Group 3)
“Sometimes just to see if you've covered everything (Group 3)

Two Black students in group 2 and an Afrikaans legge White student in group 4 agreed

that they did use the objectives as a guide far tharning:

“When | get the pack | go over the objectives ahiyhlight the things | need to follow up on”.
(Group 2)

“l use the objectives to identify what appears #ifmportant during the week — to focus my
learning.” (Group 2)

“Well | base my studying on that — completely... dkat which objective is linked to which
lecture or whatever. | make summaries of all myknswr | look at that. | like guidelines for what

to study so | use the objectives as guidelines.” (Group 4)
If students are not using the objectives in the wégnded it is useful to find out what they
are using to guide learning. Some reported that thyeto learn all the course materials they
are given:

DM: So how do know what to learn?

“Everything.” (Group 1)

“l learn everything.”

“l just use the lectures and learning topics”

(Group 2)
“We're usually given everything in the learning e so you'll cover everything any way so |
don’t even look [at the objectives]”

(All together) ‘Everything!” (Group 3)
The objectives are part of the pedagogical messgsfem which is intended to direct the

student towards the appropriate learning. Instéhd, responses above suggest that the

students are responding to the course contenteaméssage that drives learning. It seems
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possible that they may not have switched codesaaadhe using old codes in which the

intended learning was generally communicated thrdhg taught content.

Several questions in the questionnaire soughtnib diut the extent to which students were
studying the content selectively i.e. choosingeave out certain content domains with the
knowledge that in an integrated assessment it ssiple to do so and to still pass the
examinations. This is an important potential weaknef an integrated curriculum but the
research results suggest that the extent to wigilgctsve learning occurs may be less than

was anticipated:

Question| Statement Mean % A % D

6.2 | try to study all components of the course 5.9 90 5

6.5 | work strategically by choosing not to study cartdisciplines 2.7 18 70
because | know that | can still pass without kngutimem all

The high percentage of students agreeing withtoues.2 (90% agree, with 38% strongly
agree) compared with the low percentage agreemiémigwestion 6.5 (18% agree, with 37%
strongly agree) appear to confirm that a relativahall proportion of the class are studying
selected subjects. The last section of the questiom was designed to find out which
specific subjects might be deliberately ignored dssessment purposes. These results are
summarised in the chart (Figure 3: Strategic stuglgf disciplines) overleaf.

The chart shows that there are differences in pipeoaches which the students have adopted
to some of the different disciplines. Particulatenshould be taken of the yellow bars (All +
Most) and the pink bars (Some + None). Physiologgy the highest yellow bar as well as the
highest blue bar (All), showing that this is prolyathe subject the students regard as most
important. A surprising finding is that Pharmacolognd Anatomical Pathology have the
second and third highest yellow and blue bars. @lags the two subjects which, anecdotally,
students might elect not to learn. Molecular Matkcand Genetics are the two basic science
disciplines to which students appear to pay thstlatiention. The former is dealt with largely
in the Haematology block where it does not havedentity of its own and it is likely that
students may not have realised that some of theéeebnn that block was Molecular
Medicine. If this is indeed the case, it is a cousmce of the weak classification in the
integrated code that identity of the disciplinesymiae reduced. Genetics content is
represented in almost all the blocks, from either &cientific perspective or as genetic

counselling.



-77 -

PERCENTAGE OF RESPONSES
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Anatorical An§10m|cal Cherical Genetics | Haematology | Immunology | Microbiology Nk)lef:L.JIar Pharmacology | Physiology | CD Theme PD Theme | PPDTheme
Pathology Sciences Pathology Medicine
oAl 55 34 55 24 44 35 26 20 69 73 21 29 26
@ Most 36 46 36 34 42 45 45 36 22 24 31 38 34
O All+Most 91 80 91 58 86 80 81 56 91 97 52 67 60
0 Some 9 19 9 39 13 19 19 37 7 2 44 30 37
| None 0 1 1 3 1 1 1 7 2 1 4 2 2
O Some+None 9 20 10 42 14 20 20 44 9 3 48 KY) 39

Figure 3: Strategic studying of disciplines
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There are no obvious reasons why Genetics showe balow profile other than the
possibility that the counselling aspect may be @ged in the same way as the Patient —

Doctor Theme.

As a group the Patient—Doctor, Community—Doctord aRersonal and Professional
Development cluster of themes are studied less thanBasic and Clinical Sciences
disciplines. There are several reasons why this b®yhe case. The curriculum design
intends to create a holistic approach to patierg t@ough integrating the biological domain
with the psychological and social domains. It ie thtention that the content of each week
and the assessments should emphasise all of tlesergs in such a way that students learn
to value them equally. However, the students aplpear to perceive the BCS theme as the
“real” medicine and the other three themes as fln#fy stuff” or the “warm and fuzzy stuff”.
These perceptions may also be reinforced by sontfgedieaching staff, either explicitly with
comments such as “I don’t care what a doctor’'s ioedsanner is as long as he/she can
diagnose and manage effectively”, or implicitly bgme facilitators who may ignore the
psychosocial aspects of the cases or treat it aft@mthought at the end of the case. Another
possible reason relates to the nature of the coatahthe way it is presented. The structure
of the knowledge content of these three themesngetmes closer to that of the humanities
than the hard sciences, and some of it may be basexpinions and models of behaviour
rather than proven scientific ‘facts’. Students énaeported finding it difficult to learn for
these themes (see later), possibly because thessasmet criteria are not effectively

communicated.

The differences between student perceptions oB@BS and the psychosocial themese
confirmed in the questionnaire by the values attdcto the respective theme sessions: the
percentages of students who attended and founB@%& theme sessions valuable (question
5.3:90%) was far higher than those who found the &d CD theme sessions valuable
(question 5.5:45% and question 5.7:29% respechively

® An unintentional error in the questionnaire oettthe PPD theme from this part of the questioertait the
graph in Figure 3 shows that it was perceivedadétween PD and CD themes and thus it is likedyttie
values for PPD theme sessions would also have lbetareen those of PD and CD.
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Question| Statement Mean | % A | % D
5.1 | attend all of the BCS Theme sessions 6.2 92 7
5.2 I work through all learning materials provided ing BCS theme sessions 6.0 90 7
5.3 | find the BCS theme sessions a valuable learnipg/ence 6.1 90 3
5.4 | attend all of the PD theme sessions 4.3 49 41
5.5 | find the PD theme sessions a valuable learninmeearnce 4.0 45 39
5.6 | attend all of the CD theme sessions 3.9 38 53
5.7 | find the CD theme sessions a valuable learnimpernce 3.4 29 58

Some of the free responses confirmed these peoospti

PD’s, PPD’s are a waste of time and not necessagt adding to study load.

| leave the touchy feely stuff for just before MEQ®

The focus groups interviews attempted to gain mwights into which subjects were
being studied less comprehensively and why. Anataary the one BCS subject that

was mentioned frequently:

“There’s so much Anatomy to learn and so few qoastin the exam, I'd rather spend time on
the things we think they would ask, things thatimeere understanding.(Group 2)

“I agree. The Anatomy is taught in a lot more dethan we are asked in the exam.”

“The majority of people that are leaving out senBpit’s more not where it's difficult but more
where the time that's needed to study it is notthvtive marks. That's why Anatomy is the big one
because the time needed to study the detail thay weato know just does not warrant the couple
of percentage they’re going to ask so | mean l'esean Anatomy and Physiology text book and
whatever Anatomy is in there that's what | learrsglee what we’re given because the time to
achieve that is not worth the marks”.

“The other stuff (except the Anatomy which is atead time) | study to get a good
understanding, | just study off by heart to getrirarks.”

(Group 3)

Group 1 mentioned Pharmacology:

“The one subject | can’t learn everything is Phaegubbgy — there’s a lot of Pharmacology and
in the exam we may get one or two MCQ'’s and ha¥&t)’ relating to Pharmacology. | tend to
look at a learning topic of 15 pages ...so | try dadk at it and say what could they ask and
leave out quite a large portion.”

“Ja — if we had a Pharmacology exam | would lealttlae Pharmacology ...but now we just get
examined on little bit” (Group 1)
The assessment message system thus appears topbdairh in communicating and
directing students’ investment in different subjaitas. In regard to the learning approaches
discussed earlier (see 5.3.2) one of students lsadsangled out the Pharmacology content
as being particularly difficult to learn and neeglito use a different learning approach for

that discipline.

® Modified Essay Question paper
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The questionnaire responses which showed a tendentwest less in the psychosocial
subjects prompted a question specifically on thésanes in Group 3, resulting in an

extensive discussion which is worth repeating here:

DM: What about the PD, PPD and CD Themes?
(General laughter)

“The PD, PPD, CD- you don't get marks if you dopitt it exactly that way, it's about last
minute cramming the night the exam before so Ivedte down the “3 F's and 5 A’s and the 10
C’s” even though | don’t have a good understandinfgt.”

“That’'s how they mark it. You may have interpreiedh a certain way but you don'’t get the
mark if you don’'t have that one word.”

DM: Are these themes encouraging you to develop certdtitudes and behaviour?

“I think it is important — | won't dismiss it as akess — | think it's good that we do it. | thinjsit
very objectively marked (sic) and examined: it's filexible — | mean it doesn’t blend in with
your own ideas and thoughts so when it comes ttingrit on paper you have to be very
specific. But | think it is important that we do itmean PD especially because some people
don’t have the people skills that others might have

(Interruption)”But will they ever?”
“ ... So it's a way of trying to standardise that amdake us aware of that important
interaction.”

“I think the whole thing would work much bettemié did everything like once a week in a type
of SCORPI® thing where you actually see what they're tryimgysay in a more example
oriented way with simulated patients and that sdrstuff because | know for a fact, you can tell
a person it doesn’t matter what they think or hdwyt should react to a particular situation
everyone’s going to react the way they normally lbkdn a new situation even though they
know this is the wrong way to react — the firstetisobmeone comes to you because they’'ve lost
someone because of something you've done, it doaatter how many lectures you've had on
breaking bad news, it’s still going to difficult”

“There are guidelines — there’s no good way to bréad news”

“I just found that the confrontation went on forezxand ever and ever!”

(General)'Jal!”

“l found the one on breaking bad news was gooddealing with children was good'.

Ja, but that's why | say we should have an intéoscand role playing so we could actually see
it working whereas if someone stands up and gives lecture about how to interact with
someone it doesn't actually help...”

“We learn a lot from the ones where someone a patietually comes — those are good-*

(Generadl’Yes”.

“Like that talk from the guy about gay and lesbian.

8 A teaching session where students move betweeocassion of ‘stations’, each offering a different
“authentic” experience.
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(General) YYes”
“...issues. He was brilliant. He really engaged useproblem is that many people don't really
engage us. It seems they've taken a text book thfesle theories and they just regurgitate it...”

“Or quotes!

“Yeah or quotes. But when they give us examplks,iihen Prof... gives examples from the
patients he’s seen, that's interesting. But theébakd 3C'’s, that's not useful. But if you gave us
an example of what you did with the old patient whme in, that's useful”.

“Yes. That's a lot more helpful. That | can remenibe

“Yes but that's why | say SCORPIOS work really wedimall groups, interaction, role playing
and communicating.”

“It makes a huge difference for all of us.”

“The lectures can make a difference. It was goo@mwthe patient with a spinal injury came-
the blind guy—it helps you remember it. When you lmack you remember it.”

“I think you need an expert in each field. Like ttigay with the gay and lesbian issues. Not just
see the same people continuously and get bored.”

The above discussion suggests that the studentsease the value the PD-CD-PPD
sessions for their future as medical professiofiaks discussion here is actually specifically
about the PD theme) and the indications are thiseatic tasks and real patients are able to
capture their imagination and engage them in a mghn way. There are strong
implications here for the importance of approprilarning activity and that a situated
approach to building usable, robust knowledge megua “cognitive apprenticeshipvhich
embeds the learning in activity (Browenal.,1989:208).

Two main factors thus appear to be constrainingléhening in the psychosocial themes.
Firstly, the format of the teaching sessions: & 8tudents are engaged in authentic tasks
with authentic patients they see the sessions laghla. If they are offered only theory and
lists of factors (“five A’s and three C’s”) to memse, they see the task as being trivialised.
They may make an effort to learn it, but it is jtstpass the exam and not for the inherent
value of the knowledge which they will need to gppl later years when confronted with
real problems and real patients. They are thus mgakidistinction between thieeoryof the
patient-doctor interaction and tlpeactice of this interaction Secondly, the format of the
examination questions appears to constrain leafiomngnderstanding. Theoretical questions
on the doctor-patient relationship are not perativg the students as an appropriate way of
assessing a skill, whereas a SCORPIO, in which ttey demonstrate the ability to
communicate effectively, would lead to a bettercoate. A student in Group 4 made a
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similar point about going through the motions afrleng what is required for the exams but

overall having a vision of what will be necessany fractice in the future:

“For me | will memorise some of the PD stuff like tdifferent stages of the adult consultation
even if | don't really see it as an understandihing but the vast majority of stuff | try to

understand it. One day when you're a doctor yogoing to have to have an understanding
because you're going to have lots of patients cgrimirand you're going to need to know what's

going on.” (Group 4)
There is an interesting contradiction here abowt kiwe content and pedagogy of the PD
theme (and possibly the PPD and CD themes as arellcommunicating a very different
expectation from what was intended. Compared wighttaditional basic sciences these are
new disciplines in the medical curriculum. Accoglito Stern and Papadakis (2006:3) the
formal teaching of “ethics, professionalism and hamm” were absent from the medical
curriculum until the late 1970’s. These discipliree® intended to contribute to an open
learning frame but because they are developing \& language through which to
communicate their criteria to the students, they rmstead be closing the frame and
reducing the richness of the content to the meratiois of lists. A free response comment

in the questionnaire appears to support this piisgib
“We often get asked parrot-fashion questions, epidemiology & all that CD, PD, PPD

rubbish so sometimes there is no option especidilyn there is nooncept to grasp.”

The findings above have raised a number of issbestahe learning choices that students
make (the enacted curriculum) in contrast to theighelogic which was inherent in the
planned curriculum. The curriculum intended thatdshts would be stimulated to be self-
directed in their learning, but that they would dgrgded by the objectives as to what they
could expect to be examined on. Since the objecttpulate propositional and procedural
knowledge as well as attitudes which studentsexgeaired to develop, the design assumption
is that they would value the acquisition of all lsumowledge equally. In reality it appears
that the majority are ignoring the objectives, aseng the notes and lectures as the basis of
their learning and some students are moderatinig lgerning of certain important areas,
such as Anatomy, Pharmacology and the PD, PPD @&nhdh€mes in accordance with a
cost-benefit relationship driven by the amount adrikvrequired to master a particular
discipline as compared with the marks affordedhat Wiscipline in the exams. Standish
(2005:62) is useful here, arguing that a closedtebjectives which narrowly defines the

end point of mastery will inevitably reduce the gibdities for learning. Furthermore, while
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students are aware of the need to develop certafegsional skills for their future careers,

they do not necessarily accept the assessmentaagtantic measure of such skill.

The integrated nature of the assessment is intetal@domote an ability to integrate the
content of the various disciplines which make ugt thlock of teaching. However, instead of
the students being able to master the contenteoinifividual disciplines and then integrate
it around problems, it may be that sometimes threyirafact being distanced from domain
knowledge. This was addressed by a question tiothes groups:

DM: Do you think the integration of disciplines withinthe organ-system blocks is

fragmenting the discipline-based knowledge?
Some students agreed:

“Sometimes it is a problem — you suddenly get ggdind you don’t you don’'t know how it fits
in to the whole of Pharmacology because you'reseging Pharmacology continuously.”

“I think we don’t get enough of the major subjeetBharmacology, Microbiology — we're
brushing over them. I'm not confident in my knowgkedf these subjects. It's not how you learn

but how much is presented to us.” (Group 1)

“Sometimes | do think we don't see the subject ahale. For example we may learn about a
drug in one block like Respiratory so you thinkt@fs a respiratory drug but it may come up in

another block and you don't see it as the same.trug (Group 2)

“I would much prefer Pharmacology to be a subjeet&use often what happens is that now in
Neuro there was stuff that came from PCMS so | bag® back and remind myself about that
and then there was a bit somewhere else so sixnhane and a year later there it's all over

the place. | would much prefer to do Pathology asilbject, Micro as a subject Pharmacology
as a subject and then still do all the stuff thatre doing now but maybe — | don’t know — how

ever it would work but | would prefer the separatgities.” (Group
3)

The comment above reinforces the significance @fintegrated curricular structure for
communicating the structure of the disciplinary Wihexige to the student. Nevertheless,

many students saw the benefits of an integratetbapp:

“I prefer to learn all about the heart from the mprective of the different disciplines.”

(Group 1)

“l actually find it much easier to learn it in thategrated way because, like, | hate Pharm so
it's easier to learn in relation to the other sutige than just as Pharm | find it easier to learn
scattered in between the other subjects.’

(Group 2)
“| prefer the integrated approach.”
“So do I. | think it makes a lot more logical sengdso the whole thing about blending your

week’s work it just makes sense to have everythougprding to what you're doing at that
moment.”
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“l would think it's difficult to learn it all as asubject in Third Year — all the Pharmacology say
and then when you're trying to apply it to clinicdhings then Oh | can’t remember that chapter
it would be difficult for you to pinpoint in yourehd what you did three years ago. | think it
would be more difficult for you to self integrateab when it's been taught to you in an

integrated way.” (Group 3)

“The good thing for me is that you start off in tiéferent blocks but then | start to make the

links between the different blocks and within biobletween the different cases. You must be
able to make all the different links because that'gt's important. Sometimes | manage to do
the small bits and pieces but the links is whatuggle with.”

“Yes, for the Pharmacology sometimes you learmbdiut one drug in one block and then you
have to remember it again in another block. Binihk that for the integrated exam wiill
integrate it another way. But honestly we haversigy subjects and weaker subjects; | don'’t
think if we’d had Pharmacology as a separate suhbjecwould have coped with it. It is a
problem that you can leave out stuff and still passmiow people who leave out Microbiology

because they don't like it and still pass.” (Group 4)

The last two quotes from Group 4 students show th@y have changed their orientation to
learning through an awareness of the need to mtegrontent, and may be said to be

moving centripetally with regard to the aims of thericulum.

The students in Group 3 (graduates) suggested lhging a strong discipline-based

foundation is necessary before they would be abietégrate effectively:

“| think we need a better PCM®ourse because if we left PCMS with a better wstdading of
Pharmacology and Micro etc and the kind of stuffyttexpect us to know like the different
classes of drugs. For the Pharmacology we got ddtstuff on kinetics and graphs and lots of
stuff we've never seen again, and it didn’t reabyplain to us Pharmacology”

“Ja but | think they try to cram far too much intlwe PCMS course in the details of the stuff and
don't focus on getting a general understanding.Mitro everything we do now we did in
PCMS.”

“l think initially | would have agreed with [the wtlent who said he would have preferred a
separate Pharmacology course] and initially |1 wastg worried about that but now I'm glad
we did it this way rather spend a lot of time oe basics of Pharm”

(Group 3)
The structure of knowledge may provide us with efuidens for understanding some of the
responses of the students to learning in the iatedrGEMP curriculum. Bernstein (1996;
2000) developed the concept of knowledge structuvdsch he describes as having
‘verticality’ and ‘grammaticality’. The former refe to the how theory develops within a
discipline and the latter to the way in which thedry deals empirically with its external
relations. In terms of Bernstein’s theory, knowledipmains in the sciences, which progress
towards more integrated explanations and genebddigheories, are said to be hierarchical,
have strong grammar, are less ambiguous and genmamte predictable external correlates.

® Preliminary Concepts in Medical Science: the fiisick of GEMP | described in 2.2.1 above
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Disciplines in the humanities, on the other hareljetbp horizontally as a series of separate
but equal ‘languages’ and either have strong gramimathematics and economics for
example) or weaker grammar (psychology, sociologyjose with weaker grammar will
transmit more ambiguity and have a more restrictgghcity for generalisation.

According to this knowledge structure theory, thedf of medicine would be classified
predominantly as hierarchical since the scientifasis of its parent disciplines lies in a
variety of life sciences such as biochemistry, amgt physiology, virology, bacteriology,
immunology and genetics. The diagnostic scope ef phofession has grown out of
interpreting variations and disruptions of normalran structure and function associated
with one or more of these areas, and the therapeathponent relates to interventions to
correct these disruptions. However, the practicemaidicine has an equally important
humanities-based component which has as its palieoiplines knowledge domains in
psychology, sociology, economics, and ethics wihickthe GEMP are taught by means of
the PD, PPD and CD themes. The extended field afioime can thus be thought of as a
‘hybrid’ knowledge structure including both hieraical and horizontal disciplines, with

implications for both its pedagogy and assessment.

Muller (2006) has drawn substantially on Berns®iconcept of the structure of knowledge
in his argument that it is the verticality of diglene-based knowledge which provides its
pedagogical strength and that attempts to integestehing across disciplines is likely to
disrupt this strength. He further argues that assent, particularly for [school] children
from less advantaged groups, requires clear anchlbigaous criteria if it is to be effective
(Ibid: 12). These assessment criteria will be transthittethe learners by means of the
pedagogical structuring of the teaching: the smlactsequence and pace of the teaching
convey to the learners what is important. Theséeriai are then strengthened if they
correlate well with the assessment. Muller is caiti of the so-called ‘progressive’
integration of curricular content and disciplinesbd knowledge because he says that it
generates invisible learning gaps in the systenchvimcrease class differentiation, thus
exacerbating the disadvantage of the very grougtwthie system was intended to empower
(Muller, 2005:240). There are important implicasonere for the GEMP since one of the
aims of the graduate entry is to increase accessuttents from disadvantaged education
systems. If Muller is correct, there is a tensi@iween that agenda of the GEMP which
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aims to promote inclusivity, and that which aims gmmote contextualised, authentic

learning through the use of an integrated curricudode.

Muller (2000:46-54) refers to a discipline-basednfoof knowledge as ‘mode 1’ and an
integrated one as ‘mode 2'. He cites Gibbatsal. (1994:40) on the ‘mode 2’ model

learning in medical education:
“The belief is that by using a problem-based apmtostudents will gradually pick up much
(sic) of the knowledge that they would have acquiby going the other way round, i.e.
beginning with anatomy and going on to the fundaalesciences and from there to
symptoms.”
Gibbons argues that ‘mode 1 prejudice and acadeaomservatism’ have contributed to the
resistance of medical educators to adopting prolilased learning. Muller (2000:52) is
critical of the assumptions made about the efficaty ‘mode 2’ learning because he
believes there is an implication that generic skdan be learnt as such in a context of
application, a position which he contests:

“We learn higher-order modelling skills in speciitscourses first. Genericity consists in

generalizing the skill to analogous situations. fEhis no generic learning context in which
every student can learn the generic skill. .... Trgument against disciplinarity ... holds a
potential danger: the learning platform of studemtsy be compromised and, at worst,
undermined ....how much more so is it not the caseducational systems with shaky

foundations such as is found ... in South Africa?”

In the present study the students have said clézatyalthough they understand, and indeed
appreciate the integrated format as a reconteghatain of medical practise, they also

believe that the integrated code may be restridivegy access to the internal structure of
disciplines such as Pharmacology.

The aim of an integrated medical curriculum is twaurage the building of what Dauvis,
(2996) would call ‘rich’ knowledge in the form afterconnected networks. Such knowledge
building creates opportunities for linking togethtée different component disciplines in
such a way that, when confronted with a problengpétthe student/practitioner is able to
think holistically and see the interrelationshipstvieen the different aspects of the
presenting problem. The way in which the curriculsmeks to make this learning possible is
by giving students access to authentic, recontégadh problems in their PBL tutorial

groups. The following section looks at the sodiatension of the learning in the GEMP.



- 87 -

5.4 The social context of learning in the GEMP

The previous two sections have examined the stadpatceptions of the GEMP curricular
structure, how they make use of the time and ressuavailable to them and how they
engage with learning in the GEMP as individualse PBL tutorials are intended to form the
core of the social setting which directs much & kmarning and each student brings to that
setting their own prior experiences, attitudes explectations. An understanding of the PBL
tutorial environment is thus an important part aflerstanding the learning in the GEMP.
This section will focus on the social context oé tlearning as an experience of the PBL

process.

5.4.1 Participation in PBL group activities

An important design assumption of the curriculunswaat the student-centred PBL model
creates a more supportive, stimulating and enj@yddrning environment which should
benefit all students (Barrows and Tamblyn, 198Maklese and Mitchell, 1993; Vernon and
Blake, 1993). The questionnaire responses shovowbaliggest that in general the students

do seem to enjoy the PBL process though possiblyaaanuch as the literature suggests

they might.
Question| Statement Mean | % A | %D
1.1 | find the GEMP programme an enjoyable way of l@agn 5.2 72 13
1.2 | prefer the GEMP curriculum to a more traditionatture-based 4.8 51 22
curriculum
2.1 | enjoy the PBL tutorials 4.8 65 21
2.2 | participate actively in the PBL tutorials 5.5 73 6
2.3 I do not participate unless the facilitator encoges me to do so 2.3 8 81
2.4 I am usually one of the more dominant participantsy group 4.4 46 27
2.5 | enjoy acting as the scribe for the PBL sessions 3.1 32 42
2.6 I enjoy chairing the PBL tutorial 3.2 33 48

Although the respondents expressed a relativelly Hegree of participation in the tutorials

(question 2.2, 73% agree) and generally agreed phdicipation was not necessarily

prompted by the facilitator (question 2.3, 81% aréwo of the more demanding roles in

the group i.e. acting as scribe (question 2.5, 42ffee) and chairman (question 2.6, 48%
agree), were not seen as particularly enjoyable Jiaduates and older students enjoyed
PBL tutorials and these specified group roles ntben the other students. The White

students saw themselves as the most dominantiparits and the Black students as the
least dominant in group activities. These percegtioonfirm the observations of the PBL

group process (see 5.3.1). It was also noted hleaindian students enjoyed the role of scribe
more than the other groups.
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It is possible that those who do not participatePiBL activity may be alienated by a
dominant culture in the group with which they da masily identify. The questionnaire
sought to establish if access to the possibilitegslearning in the group may have been
constrained by a lack of cultural identity on erthesocial, linguistic or cognitive level:

Question| Statement Mean | % A | % D

2.14 | am reluctant to participate in PBL sessions bessaliam not 1.8 6 89
comfortable communicating in English

2.17 | feel uncomfortable in the group because | doidentify on a 2.3 8 84
social/cultural level with other group members

2.19 Having people from different backgrounds in theugrds useful for 5.3 77 12
sharing ideas

While language does not appear to act as a comstraerall (question 2.14), there were
some apparent differences between the means afetipmnses from the different groups
(Black 2.5, Indian 1.7 and White 1.3). The Engksshdents (1.5) appeared to be a little less
constrained by language than the Afrikaans langstigéents (1.7) and substantially less

than the African-language students (2.6).

Question 2.17 showed a low level of social discatmdwerall, expressed more by the Black
students (2.8) and Indian students (2.4) than byWihite students(1.8). It should however
be noted that a study of this nature does not thigmmarily to show whether overall a
particular phenomenon is present and if so at \@vai. The intention is rather to show what
variations might be present and if so why. Thusjlevhn 84% ‘disagree’ response for
guestion 2.17 might imply that this is not someghwe need be overly concerned about, the
converse is that a minimum of 8% of the responddotteel culturally alienated in their
PBL group and another 8% at best are unsure whétlegr are alienated or not. If we
extrapolate these results to be representativlefnhole class, then there is at least one
student in each group who is uncomfortable in gnatip and whose participation is likely to
be constrained as a result. Students who do nar o#flections are limiting their

opportunities for receiving feedback and thereleypbssibilities for growth.

The PBL groups are deliberately constituted to m#se diversity in terms of race, gender,
age, language and educational background and tituenee the range of experience that
group members can contribute to the discussionirgedactions. The responses to question
2.19 indicate that the majority of students apgeaappreciate the benefits of a diverse
group. However, one of the free response commeugigested that students may not see the

value of social diversity for building medical knlzdge:
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“Makes no difference as far as medical ideas anecemned, and cultural ideas (and

sharing thereof) fairly useless, most of the time”

The focus group interviews further probed the athges of having students from diverse
backgrounds in the PBL groups. The responses shaweaxverwhelming perception of the

benefits of diversity as expressed on severalrdiffelevels.

* Learning to work in a multicultural professionaklita care team:

“We have to learn to work with people from differéackgrounds”. (Group 1)

“I think it's really nice, especially in our hospit group where we have some Black people who
can speak the same language as the patients.” (Group 2)

“It's easier to do this with people who are yourefids because it's easier talking to them but
after a while you get used to the group as well.”

“l agree ... in the sense that you discuss thingateel to work better with your friends but | do
think it plays a part in self growth because aso&tdr you're going to be forced to work with
people you don't agree with and it's a skill yougeing to have to learn. | find that many
people and many students are still very childisthanway that they see other people and refrain
from interacting with them simply because we affedint and | think that is a problem because
as | said as doctors we are expected to work &mmt’

"You can’t choose the ward sister or your otherleajues — you are expected to work as a
team so in that respect it's very necessary.”

“Also your patients may be very different from yéet's say you've got patients that are of a
different race — you've got an opportunity to wevith people who are of a different race. Here
we get a nice view of them and we get to hear wheg stand for. Me personally | get to
understand what’'s going on and respect them fortvihey are. If we were just an Afrikaans
group we wouldn’t get to see how other people thifdu understand what I'm saying- it helps

you with your patient-doctor interaction as well.” (Group 4)
» The richness that experience in different acadeanit professional practices can bring
to the group discussion:

“Different people from different backgrounds bridifferent things to the table.{Group 1)

“l found it's been nice to have graduates in yowogp who've done Pharmacy or another
[allied] medical discipline because we don’'t haveain medical experience and we've had a
couple of Pharmacists in our group and it's beeefukto have someone who knows something
about something else.”

(Group 3)

» Personal development from learning abailer sociocultural values and practices:

“Even if it's not got to do with our work, like Hdhys like the Jewish holidays someone in our
group explained to us what it was about.”

“I think it contributes to our personal developmént

...and also with understanding other cultures — pe@gin explain things to each other.



-90 -

(Group 2)
“Well I've never found it to be a negative. I'vatat a lot about different things like religion.”

While we’re waiting for our facilitator we’'ll disa@s different religions and cultures and that's
something you'd never get in lectures so beindg?Bh group so you get to discuss.

(Group 3)

* Broadening of a personal social base in the cohort

“You also meet more people in the class. Thereaaia of people who arrive at the exam and
I've never seen before...”

“Most of the people I've been in a PBL group witvelkept in contact with.”  (Group 3)

One student suggested that the diversity may sorastcreate a level of discomfort in the group

which is detrimental to those quieter students:

“I don’t know if the diversity makes people quietreetimes. You know in every group you get
people who may be afraid to speak, | think someatim | too loud?’ But at the end of the day
you have to do it for yourself sort of, | mean yawe to get out of it what you can. Everyone

gets along with each other but in every group theeesome people who don’t say a word the

whole session and you think “Why — what's wrongeher (Group 3)

The PBL group is intended to create a supportigeniag environment in which all students
have the right to be heard and can develop theidende to risk making mistakes from
which both they and the whole group may learn. édijh just over half the students
(question 2.15, 52%) admitted to participating omien they are confident in their
knowledge, only 12% (question 2.16) said that tlaeked the confidence to risk exposing

their knowledge gaps in the group environment.

Question | Statement Mean | % A | % D

2.15 | participate in PBL’s only when | am confident aib¢he 4.0 52 31
contribution | am offering

2.16 | do not participate in PBL sessions because | &aid to risk 2.6 12 70
exposing my lack of knowledge/understanding

These two responses appear to be contradictory:ribt clear how a student who agrees
with 2.15 might disagree with 2.16. It is possibiat question 2.16 was interpreted as “I
neverparticipate because ...” Clearly this is a weaknegbe questionnaire and shows that
two-part questions are susceptible to ambiguity iaednsistent responses. If students felt
uncomfortable making contributions of which theyravenot confident, we might expect

them to prefer to be in a group of students ohalar academic level to themselves.
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Question| Statement Mean % A % D

2.20 | would prefer to be in a group with students dlaasimilar 3.2 22 65
academic level to myself

2.21 The reports of other group members are a valuabke gf my 4.8 63 8
learning

This is largely not the case: 65% of responderagtsed with question 2.20 (40% at the
level of strongly disagree), with the Black studefmhean 2.8) disagreeing the most strongly.
The reason for their wish to be in an academicallxed group may be suggested by
guestion 2.21 above — students like to learn fracheother and advantages of being able to
learn from other students is appreciated. One munestire free response suggested that
PBL2 might be more effective if students were afifar levels:

“It would be more sense to be in a group with studef a similar academic level, so that

esp. PBL2 sessions will be more stimulating aneceffe
The focus group interviews provided some furthesights into some of the students’
different experience of and attitudes to PBL graapvity.

* As an exciting experience:

“...the very very first group that we had for PBL he fgroup dynamics were phenomenal —
it worked really well. The PBL sessions were exgito go to. We went and we did it and it

worked really really well, actually we were a hitkening...” (LaughterGroup 1)

* As a stimulus to inquiry:

“I think PBL is great it really does stimulate yeuwyou really do want to go and look on the
computer. It definitely helps you — it's a fun wdyearning.” (Group 1)

* As aresource:
“You know - trying to solve the problem with theolehgroup. BUT the whole thing is
depended on the group.”

“PBL groups are good because if you don’t underdtanmething the others can help you
and sometimes you find other people didn't undesiaeither.”

(Group 2)

“Honestly. Again it's the group; if everyone doégir work then | will learn from them. But
as you said, it is great opportunity to integratkthe different disciplines. No where else do
you get that opportunity. If you had to go andosityourself and integrate everything, the
Anatomy with the Physiology and the Physiology thithPathology and the Pharmacology.

Here as people read out their questions you dcktbirsomething.”  (Group 4

« As inequitable:
“Sometimes you find some people haven't done theik and you're providing all this
knowledge and they're just sitting there takinmitind not providing anything so from that

point of view it might be a bit unfair. But gendyat’'s good” (Group 1)

« As a source of conflict:
“With me | haven'’t been that fortunate to have saafice group. One of my groups last
year we had a bit of a clash between a certainviiial.” (Group 3)
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The opinions expressed above show an awarenesieoimportance of a good group
dynamic which is determined by all the group memli@ing responsible to the group as a
whole and everyone contributing equally. A few sti$ mentioned the stimulation of
learning together but the focus here was very nurchearning from each other as reflected
by question 2.21 above. This collaborative asp&&Bi. was certainly part of the intended
curriculum but it was surprising that more mentvees not made of the group as a forum for
challenging and instigating new ideas. The resporigsgher suggest that the key to the
group activity may lie heavily with the facilitator

5.4.2 Role of the facilitator

The questionnaire addressed the role of facilitexdne following questions:

Question| Statement Mean| % A | % D

2.24 | find it easier to participate in PBL 1 and 3 whihe facilitator is from a| 2.9 17 55
similar social/cultural background to myself

2.25 The facilitator should guide the PBL discussion it teach 4.2 42 40

2.26 The facilitator should explain things that the gpodio not understand 6.4 92 4

The cultural identity of the facilitator (questidi24) does not appear to be a dominant
factor in the success of the group for the majomtith only 17% of respondents agreeing
that it was. The differences between the respangeyups were not large but it was the
White and English students who agreed slightly nstrengly here. Although 17% does not
seem to be a large percentage it takes on mordfis@gte if one remembers that the
implications of this are that in each PBL tutogabup of seven or eight students there may
be one or two who feel somewhat alienated by a ¢dcdultural identity with the facilitator.
This is a similar finding to that in question 2.(ske 5.4.1 above) in which 8% of students
said that they did not relate on a sociocultura¢éléo other group members. Given the need
for all members of a group to feel included if tireup is to function effectively, this may in
fact be an important source of group discordartas.noteworthy that while 17% are saying
a shared cultural identity with the facilitatoras important factor in their learning, only 8%
appear to believe that a shared identity with theerogroup members is important. The
identity of the facilitator may thus be a more impat factor in learning than the social

composition of the group.

The focus groups clearly identified the facilitatm the most important factor in the group

process from several different perspectives.
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* Knowledge of the process

“...some of the facilitators are awesome. We hadrg geod facilitator who understood why
we were there and what we supposed to achieve.” (Group 1)

“Depends on the facilitator - if he is knowledgealile will ensure that you bring everything

together.” (Group 2)
» Attitude

“The facilitator’s attitude is definitely importarit (Group 1)

“Some of them go out of their way to help us. Sofiteem just sit there.” (Group 2)

“... but now the last group I've been in, the grospeally lovely but the facilitator we've got —

| didn’t think it was possible to get worse thae fast one — the current guy we’ve got now for
example he’s usually in such a hurry to get outhefe, | mean the longest PBL session we've
had so far has been 10 minutes and so far, | thiake on our ¥ PBL for the Neuro. block —
and so far he’s only shown up for 2 of the PBL Ssmms — and 2 of the PBL1's we've had to
persuade him to come and when he does come #<ik he'll look at his paper — give me a

problem statement and he’ll go back to the hosgital (Group 3)

* Guidance
“One of my groups last year we had a bit of a cldstween a certain individual ... and a
number of people in the group so the PBL’s thermaselvere not that enjoyable because of a lot
of the things that happened but the thing is thagnein that bad group we had a group of
facilitators coming in | think they were from thatRology dept, and even with all the conflict
and everything else, because the facilitator wadigg us properly and working with us. “

“... well we learnt a lot from that. Whereas now waeot the opposite — a nice group but the
facilitator adds nothing to us — a lot of the timve’ll give a suggestion and the facilitator goes “
Oh — what's that?” and we have to explain to himdAf we ask a question he goes: “Oh well
I'll leave that to you to find out” and he nevereaks if we find out or anything — so it's been a
bit of a nightmare.”

“... but also we had nice facilitators who would ditehings and say “Whoa calm down now —
let someone else answer.” So the facilitator iskbg to everything.”

(Group 3)

“... and also the facilitator — if they say “what abbthis and what about that” it makes you
think about it. So it is a good system but it dejseia.”

(Group 4)

The comments above show that the students unddrgten importance of having a
facilitator who is fully aware of the purpose otttutorial, who is capable of directing the
discussion in the right direction and can handéedbnflicts and tensions which arise so that
they do not impede group progress. In this sengppears that the students have developed
an awareness of the goals of PBL which is more istpated and appropriate than that of
some facilitators. This is not unexpected, sineedtudents who were interviewed had been
participating in PBL tutorials for nearly two yeamhereas some of the facilitators were
comparatively recent recruits. This may be undestas an example of the learners being

the “old-timers” and the facilitator the “new-comdtLave and Wenger, 1991) in “doing”
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PBL. Given the expectation of students regarding ithle of the facilitator as a more
knowledgeable and competent participant, it would swrprising if an inadequate, or

disinterested facilitator did not lead to frustoatiand resentment on the part of the students.

The students also seem to have one perceptioneofrdle of the facilitator which is
fundamentally at odds with the intended one. Orii%odagreed that the facilitator should
guide but not teach (question 2.25) and a surgi€8% agreed (with 67% agreeing
strongly) that the facilitator should explain théngp the group (question 2.26). It thus
appears that the students may not yet have madmttreded epistemological shift from
their perception of the facilitator as a dispenseinformation to that of a supporter and
scaffolder of their learning in the ZPD (Vygotsky978) by stimulating them to construct
knowledge through what Wenger (1998) refers tonagotiating meaning’. If the facilitator
is either inadequately trained to take on this @aspility or disinterested in the process, the
learning is likely to be severely constrained. Negmn of meaning needs to be appreciated
as an interactive process in which the studentfliemeost when they engage fully in debate
and discussion, contribute their ideas and undwistigs, rather than simply accept
unquestioningly as fact what is supplied by oth&w#thout the intended interaction and

communication the possibilities for constructingpenderstanding are reduced.

There has been a lengthy debate in the literakgarding the expextersusthe non-expert
tutor. Barrows (1985) was clear that non-expertgh(wegard to content expertise, not
facilitation skill) may be preferable since they wia be less inclined to teach and would
thus stimulate more self-directed learning. Schrattal. (1993) re-evaluated Barrows
perspective and concluded that optimal learninqulteswhen the facilitator is both
competent in the group process function and alsocbatent expertise. They showed that
often only an expert knows what questions to as#t how to direct the discussion.
Particularly in the earlier years of study, congrdo expectations, students who were
facilitated by content experts demonstrated moog,less, hours of self-directed learning.
More recently Steinert (2004) showed that the mwgiortant attributes of an effective
facilitator were promotion of problem solving anditical thinking, creating a non-
threatening atmosphere and emphasis on clinicavaace and integration. Although
content expertise is not an essential componeistunlikely that non-clinicians, particularly
the less experienced facilitators, will be as able@lirect the students in clinical reasoning

and know what is more or less clinically relevaswman and Peile (2002) emphasise the
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importance of matching the role of the facilitatorthe needs of the learner and that in an
adult learner environment the learning model shauthte a partnership between learners
and educators. In a curriculum such as the GEMRwhas dual access routes (i.e. graduate
and matric entrants), the diversity of learninglestydisplayed by the students is likely to

create a more challenging environment

5.4.3Developing a professional identity

Related to the students’ desire to have faadsatwho provide information and
explanations is the different value which is atwtho a facilitator who is medically
gualified as opposed to one who has a basic s@dyakground or is a member of an allied

health discipline. The focus groups clearly showest

“Some facilitators are experts in the [disciplinégld and just brush over things. Others are
GP’s but they understand the issues and draw auirtiportant things.” (Group 2)

“l agree with [the student above] — I've had 3 diei groups. I've enjoyed every one of my
groups but the facilitator you have determines ¢méire tone of the PBL so when you have
somebody like we've had, a nurse or somebody wihd da more than read what's on the page
you tend to get a little bit stuck, especially wieena Monday none of you know what’s going
on, whereas when you have an expert in the fisddust so amazing, the clinical tips that you
get, for me it's just so good.”

“Often the facilitator guide will have question ththey throw out there. If you have a facilitator
who knows about that topic they can discuss it wth or if there’s a written answer. But if
there’s a two-line answer or if the facilitator has idea what's going on they will read it to
you. We had a facilitator with a degree in sociglegshe could barely pronounce the words
that were on her thing so she would read the twedithat were there and there was no chance
to put it all together rand you've never heard ére on Monday morning.”

(Group 3)

There is little doubt from the above that studestsie a facilitator who has good facilitation
skills, but they have also developed a perceptibthe medical practitioner as having a
different identity from that of the non-practitiané\s a member of the practice which has
been recontextualised for learning, the medicalifators are priviledged by having insights
into the ways of thinking and understanding thaarahterise insiders of the practice
(Wenger, 1998). The facilitators who are most faeduare thus those with whom the
students are able to identify as professional melels. Sometimes it is not their knowledge
of the content of the week’s case that is valuedather insights and behaviours which the
facilitator, possibly unintentionally, contributélsat establish him/her as valuable. In this
way students will be learning the “hidden curriculuwhich Coles and Grant (1985) define
as “not intended, not enacted formally, but expexéel” (see Figure 2, section 5.1). The

PBL group observation confirmed this perception.e Tiacilitator was an experienced
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medical practitioner who not only was very knowledgle about the subject matter, but
took responsibility for ensuring that the studegtsned professional insights that were
actually beyond the scope of what the week requifé& group was clearly keen to learn
from him and at no stage was there any suggedtiainthe subject matter was not in the
objectives or would not be in the exam — learnimaf tontributed to their own trajectories

into the practice was valued for its own long-tdremefit.

5.4.4 The role of language and culture in learning

Since the medium of instruction in the GEMP is Estgland many of the students have
home languages other than English, it is posshdé language plays a role in the student’s
ability to understand and construct meaning frone ttourse materials. A previous
unpublished study on this same population of sttsdehowed a high correlation between
English language ability and performance in thengrations. Of the 119 questionnaire
respondents who had identified their home languag® selected English (including four
who chose English and another language as equg®y, Afrikaans and 21% one or more
African languages. One student each chose TaiwaMeaysian, Tamil and French. The
percentage of English first language (EFL) speaketbe class is probably slightly higher
than the 58% reflected here because the Indiarestsichre under-represented in the study
sample and, with one exception, all the Indian segents identified themselves as EFL.
While we do not have an accurate number for thegueage in the whole class whose first
language is not English, we can probably assune lie in the region of 35 to 40%. The
point here is that a considerable number of stidenthe class are learning in a language

which is not their home language.

The students in the focus groups were asked if sagylanguage as an impediment to their
learning. Some of the English students identifiggthnical” or non-scientific language as
difficult initially.

“The only barrier is when it gets too technical

“The legal jargon in topics on legislation is cosfag — we need “lay” languagé
(Group 1 — English)

“Sometimes we get technical terms | don’t underdtand | have to look them up in the dictionary”.
(Group 2- English)
The repeating students who were African languagalgrs all expressed experiencing

some difficulty with the English language in the IGE:
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“Understanding at the level of the English is somes a problem not always in the learning
but in the exams — sometimes I'm not sure whaqjtiestion is really asking.”

“The English is a problem for me because | alwdyigk in my home language so | have to
translate what | am learning into my home langubgéore | understand it.”

“Reading the course pack is a problem for me. Whérst read it | don’'t understand it and
then | have to think what it means in my home lageu’ (Group 2 — African language)

The Afrikaans students did not all have the sanpee&nces:

“l study the same whether | study in Afrikaans aiglish. | was at an Afrikaans university for a
year before | came here where | studied in Afrikabnt the text books are in English so you go
to the lectures in Afrikaans but you still havestody in English.”

“It was not the same for me. In the beginning itswaeery difficult for me to understand the
language - in the sentence constructions and thenimgs of the learning topics | didn’t really
understand especially in the exams what they wanteduld understand the question but |
didn’t know what they wanted so | had to get a broaerview of what it was about. Now it's
much better- maybe not in my marks (laughter) Heel it's much better. And | think studying
in English is really a very big advantage for ushase all the literature is in English and if
ever we go overseas we can practise in English el ag in Afrikaans so we've got that
opportunity.”

“ | found it quite difficult adjusting in first yea it was quite difficult in small things like the

word that they use in class, everyone knows whae#ns but like | remember “inertia” — | had

no idea what that was; and stupid little thingstjts get the idea across. Little phrases that
everyone expects you to understand and you've@mtea. It's not important stuff but you can’t

understand what they are without that. It took ailevtto get used to it. | remember in the
beginning | would translate it into Afrikaans toderstand it and then translate it back into
English. But you do get used to it eventually. difiahad a lot of English exposure before |
came to university at all and | didn’t have any Esiyfriends so all of a sudden. — | really think
this is the best thing that could have happenedimgrto an English university and speaking
English. People think you'll lose your own langudne English is the universal language so if
you study in your own little world with your owmfuage —how are you going to survive?’

(Group 4- Afrikaans)

If difficulty in understanding the language of tleeurse content is an impediment to
learning, it is likely to have the greatest impactthe learning topics and lectures which
provide the students with large amounts of factnfdrmation which has to be learnt for
examinations. Questions 3.1 and 4.2 of the questioa addressed this aspect of the course

content.

Question| Statement Mean | % A | %D
3.1 | find the content of the learning topics easy nderstand 5.0 87 9
4.2 | am able to understand the content of most ofebires 5.7 86 8

Although the scores for question 3.1 and 4.2 apfaedy similar, the higher mean of 5.7 for
guestion 4.2 (lectures) compared with that of ®iOduestion 4.2 (learning topics) reflects
the 30% who strongly agreed in question 4.2 ang 6% who strongly agreed with question

3.1. These results imply that students find thenieg topics more difficult to understand
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than the lectures. If we look at the scores fos¢hevo questions according to the different
language groups, surprisingly there is no diffeeefor the means across the three groups for
guestion 3.1 while for question 4.2 the Africangdaage students have a slightly higher
mean (6.0) than both the Afrikaans students (5r&) the English students (5.5). The
African-language students thus do not appear toceper themselves as excluded from
access to what Wertsch (1991) calls “text-baselitiesi.

Question 7 of the Biographical section of the goestaire attempted to discover how
students rated their skill in English. With one epiion, all of the English speakers rated
their command of English in all four domains (Urstanding, Reading, Speaking, Writing)
as either excellent or good (Table 3 below). Mdréhe Afrikaans students rated themselves
as good rather than as excellent in all domainslevthe African-language students rated
themselves as predominantly good, with fewer agléeq@ and more as fair than those in the

other two groups.

Table 3. Students’ perceptions of their command dEnglish

A. English—speakers (n=69)

Fair Good Excellent
Understanding 1% 13% 86%
Reading - 14% 86%
Speaking - 14% 86%
Writing - 20% 80%
B. Afrikaans-speakers (n=15)

Fair Good Excellent
Understanding - 53% 47%
Reading 6% 61% 33%
Speaking - 53% 47%
Writing - 53% 47%
C. African language speakers (n=26)

Fair Good Excellent
Understanding 4% 73% 23%
Reading - 54% 46%
Speaking 15% 69% 26%
Writing 8% 65% 27%

How are we then to make sense of the contradietioere ESL students have identified the
fact that their command of English is not as gosdhat of EFL students but believe they
have less of problem in understanding the textslewdur previous research has shown a
correlation between English ability and exam penance? Slonimsky and Shalem

(2004:86) may be useful here. They addressed shie isf ‘under-prepared students’ (a term
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from Craig, 1996) whose orientations to knowledgerev‘antithetical to the forms of
thinking and operations entailed in academic peastj yet studentdhoughtthat they were
responding to the tasks appropriately. Slonimskg &malem @p. cit.) suggest that in
addition to a psychological epistemic orientatidnuader-prepared students to learning,

there is also a significant “social logic undertyithese orientations”.

Not only may the language of instructiqgger se be restricting access to meaningful
knowledge construction, but the sociocultural psast that underpin the structure of the
curriculum may be alienating them from accessingt tlknowledge or responding
appropriately to assessment tasks. Craig (1996)rides the conflict in moving students
from familiar to unfamiliar content or form and g#gts that conflict in form is more
difficult to address. Slonimsky and Shalem (200%4:8fue that under-prepared students
who are not afforded an appropriate way of “prisagart the form and content of their

experiences” may remain disempowered.

In addition to its English medium content, the swium has been constructed within an
English-speaking culture. The original curriculaarhework from which the GEMP was
derived was obtained from the University of Sydn@wystralia and the majority of the
persons who have been responsible for its planmmaglification and reconstruction have
been English-speaking White South Africans. Itasgble that the organisation, inner logic,
norms and values as expressed by the curriculuhbeimore closely aligned with those of
this cultural group and the knowledge codes andviaes which they take for granted in

terms of their experience and socialisation in aoad practice.

As was shown in section 5.3 above, the questioamhd identify differences between ways
in which the different sociocultural and languag®ups approached their learning. In
particular the Afrikaans-speaking students repovibdt may be interpreted here as a more
focussed and responsible attitude to their studiese the White Afrikaans culture of South
Africa is traditionally seen as conservative antharitarian, the students in focus group 4
(Afrikaans-speaking) were asked if they were awaréhe possibility of such a cultural

model in their approach to their learning.

DM: Do you think there is such a thing as an ‘Afrékans work culture’?
“Not that we know of...”

DM: Do you think you display a more responsible appch than other students?
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“l think it does depend on your upbringing and ténlike that but everyone | know — we're all
like that. We all [Afrikaans students] go to eveiggle lecture, every single theme session; we
never miss a thing - PBL tutorials and so on.’

“I think we'd feel so guilty if we didn’t [go].”
(Group 4)

Although the students were not explicitly awaretled impact of such a cultural model of

being a student on their learning, their respoirsdisate that one does in fact exist.

The analysis of the research findings presentédisnchapter suggests that students are
working in a number of different ways which botméarm to, or deviate from, the
assumptions made about the planned curriculum. cdhelusions which may be drawn

from these findings as well as their implicationyl tne discussed in the following chapter.
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Chapter 6
CONCLUSIONS, IMPLICATIONS and RECOMMENDATIONS

As established in Chapter 1 the aim of the study twaexplore the approaches to learning
which the GEMP sets out to promote and the appesatte students are in fact adopting.
The planned GEMP curriculum aimed to change the mwayhich medicine is taught and

learned to better equip medical graduates in tmeaglts of knowledge, skills and attitudes to
act as professional practitioners able to meet nbeds of their patients, society and
themselves in a rapidly changing knowledge enviremm The curriculum logic makes

assumptions about the students, the form and doafdhe intended learning and how the
curriculum might bring these into a relationshipetch other. This chapter aims to draw on
the findings presented in the previous chaptertaneélate them to the design principles of

the planned curriculum.

6.1 Conclusions
The conclusions in relation to the curriculum gaedsdescribed in Chapter 1 are summarised
below, grouped according to the themes of curricateucture, access and approaches to

learning.

6.1.1 Theme 1: Integrated Curricular Structure
The integrated curriculum and PBL model are intehttebe a recontextualised form of the
practice of medicine which will promote the intetipa of the biological, psychological and

social domains for a holistic approach to the usidading and management of patients.

o0 Curriculum goal: Reduction of information overloadd promotion of an understanding
of concepts, principles and underlying mechanisms

Conclusions

If the volume of information to be mastered hasnbéecreased students are not aware of it.
Although over 60% felt that the work load was massdgle, focus group discussions
indicated that the volume was considerable andrakwkfferent coping strategies were
identified. Some of these showed that the studéats developed their own ways of
restructuring the knowledge to create an undergigndf the principles inherent to the
disciplines. For some disciplines (Anatomy and Rteanology were specifically mentioned)
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the volume that had to be learnt was seen as exedasrelation to the time available and
perceived assessment criteria. Learning was thuailewdl in these areas. This was confirmed

in the questionnaire for Anatomy but less so foarRtacology

o Curriculum goal: Promotion of knowledge which iansferable to clinical practice
Conclusions

This area was not explored in any depth becaussttitly population consisted of students
who had not reached the clinical years. Indicataesthat although students have a limited
opportunity to transfer learning to understandihg patients to whom they have been
exposed at this stage, many of them have realihedldnger term need to develop
professional competence for the future and arectiirg their learning at this goal as well as
at the immediate hurdle of passing examinations.

o Curriculum goal: Foster an integrated, holistic appch to patient care

Conclusions

While the GEMP | and Il students are not yet resgma for patient care, the
recontextualisation of a patient-based probleraraauthentic task is intended to create an
opportunity for appropriate learning according toigtegrated bio-psycho-social model. The
research suggests that while the students are awahe need for a holistic approach to
patient care, the structure, delivery and assedsofethe PD-CD-PPD components as a
group have resulted in these components being agdass important than the biological
domain and overall less attention is paid to thidaving said that, between 64% and 83% of
students still say they learn all or most of thenteat of these three themes. Students
generally feel confident that they are in fact aoléring together the different contributing
disciplines to construct an integrated understapdih the cases they study. However,
although 63% of the respondents agreed that theld dategrate effectively, 25% were
neutral — neither agree not disagree. It thus appbat many students are in fact not sure
whether they have or have not reached an integuatderstanding of the content or not.

The aim of developing a holistic approach to patieare essentially implies the
development of a professional identity as a medacattitioner-in training. The findings
suggest that while most students are focussedelotiy-term goal of professional practice,

a smaller percentage is more oriented towards p@agsiaminations. A further finding that
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the identity of the PBL facilitator is an importamaie model for professional practice further

emphasises importance of the sociocultural contewhich the learning occurs.

0  Curriculum goal: Provide earlier clinical exposuesd skills development
This aim relates to the one day per week whichesitedspend in the Hospitals and Clinical
Skills Unit. This component of the curriculum didtrform part of the current research and

is being evaluated by a separate study.

6.1.2 Theme 2: Access

The graduate entry provides access to graduatergsigdvho will be competent and mature
learners, whose range of life and educational expee will also contribute to the diversity
of the class in ways that enhances the learniral tifie students.

0  Curriculum goal: Increase student diversity

Conclusions

The biographical data confirms the diversity of thess with regard to age, race, language,
and educational background. The data analysis shioatsthe attitudes and approaches of
the students to learning do reflect this diversitythat the different groups often express

different views. The PBL group composition inteidsdraw on the richness of experience

which this diversity brings to the discussion. &oi$ were generally supportive of the

diversity and appreciated the increased opporasibr the learning which it promotes. The

observation that it is generally the African-langeastudents who are the quietest in the
group suggests that the potential for maximizing #sset is not always realised and some
students may experience constraints to knowledgdibg through their cultural models of

learning.

6.1.3 Theme 3: Student Approaches to Learning

The GEMP curriculum opens the pedagogic frame twwmpte an approach to learning
through which the students will become motivateddlective and self-regulated by having
more control over selection, sequence and pacindeaming. It is assumed that the
collaborative learning in small groups with a faator will lead to the acquisition of
appropriate knowledge, skills and development obfgssional identity as medical

practitioners.
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o  Curriculum goal: Encourage responsible, self-diesttlife-long learning

Conclusions

The weaker pedagogic frame created by the curricttacture and the cognitive dilemmas
arising from the PBL tutorials are intended to emege students to become aware of gaps in
their understanding and to develop the competencge¢k knowledge with which to fill
these gaps. Unscheduled time is provided in thetéible and students are expected to seek
out information from sources such as text bookdysites and journal articles. Indications
from the research point towards students makingofisikee lectures and notes provided and
supplementing these with prescribed books. Manankedghe unscheduled time as social
time and those who do use it for working (50% afp@ndents) relate using it for learning,
revising, summarising and not for actively seekinfprmation. The development of a
responsible attitude is best displayed by the olgtaduates and the Afrikaans language

students.

0  Curriculum goal: Develop competence in the usel@fteonic media and information
technology and skills in information retrieval, dysis and evaluation.

Conclusions

The ability and tendency of the students to usepuaden facilities to access information was

not specifically addressed in this study sinceornfs the basis of other research in the

Faculty. If the self-reported use of the interrmed gournal articles as a source of information

is an indication of this activity, then it is cletlrat only the older graduates are using these

resources to any appreciable extent. The assumphian the PBL curriculum would

stimulate such self-directed learning behaviowlesirly not being met by all the students.

o  Curriculum goal: Promote appropriate learning thmglu congruency between
objectives, learning and assessment

Conclusions

In a learning environment which deliberately aimspromote self-directed learning, the
learning objectives which students are given wertended to provide a set of criteria
according to which the assessments would be stedttThe research findings have shown
that less than half the students are using thegetokes as intended, generally relying on
the course materials to provide the evaluativeegdat The content is thus an important
message system for what counts as knowledge. Studkso reported using the assessment

to indicate what knowledge was valued and ignoboth the objectives and the content
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presented. It thus appears that for certain disgplthe three message systems of content,

pedagogy and assessment may not be well aligned.

6.2 Implications of the research findings
Implications may be drawn from the conclusions &by interpreting these findings in

relation to several key theories on curriculum kaning.

6.2.1 The structure of knowledge and the integram@driculum code.

The problem-based medical curriculum presents theéest with an integrated curriculum
code (Bernstein, 1975) with the expressed purpbpeomoting a form of learning which is
authentic. The learning is structured around casegsiiring a holistic response which
involves identifying, recruiting and applying appr@te discipline-based knowledge. In an
integrated curriculum such as the GEMP both thessdigation and framing of the
knowledge are weakened. Bernstdinid; 107) is concerned that the order created by the
integrated code may be problematic and that weakifrg may exclude participants from
access to learning unless four conditions are Bwefly, there should be a high level of
ideological consensus among the teaching staffrartie integrating idea, the link between
the integrating idea and the knowledge should lpdi@k a committee structure is required
to monitor, provide feedback and socialise theigagnts into the code, and clear evaluative
criteria are required, particularly in view of tleeak framing. These are all important
implications for the role of the teaching staff ahwed in the programme. Since the current
study was focussed only on the students’ expergeatéhe GEMP curriculum, further study
is required to better understand the attitudes apputoaches of the Faculty staff and the

implications for the success of the curriculum.

Muller (2001; 2006) is critical of integrated cwula for much the same reason that
Bernstein is wary of them. Muller suggests that weaker classification of an integrated
code distances the student from the grammar odidegplinary knowledge i.e. the ability of
the content to communicate the criteria for whainte as knowledge. Muller (2005:240)
argues that in South Africa it is particularly teastudents with an educational disadvantage
(what Craig, 1996 termed ‘underprepared’) who bk further disadvantaged if an
integrated code prevents access to the knowledgetwte. The one discipline which
students specifically identified as fragmented ahds potentially less accessible was

Pharmacology.
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The implications for the Faculty of changing fromcallective curriculum code to an
integrated code are numerous and may help to expdaistance on the part of educators as
well as students. Not only do the two codes strecéducational knowledge differently, but
they organise social relationships differently, hwitonsequences for the distribution of
power and control (Bernstein, 1975:103-104). Cdilbec codes with strong classification
and strong frames have strong vertical relatiorsshihin each discipline, but usually only
the most senior members develop interdisciplinaoyizontal relationships. In contrast,
integration codes with weaker classification andkes frames require educators at all levels
to enter into relationships with members of othesciglines arising out of the need to
cooperate in the common task. The change to amratten code is likely to provide
conditions for strengthening of horizontal relasbips and allegiances between disciplines
as well as between educators and students. Suwmnge in code thus results in disturbances
in power structures, ownership of the curriculund aducational identity. Resistance to
change, which is communicated to students expliatl covertly by a negative attitude to
the process, serves to undermine students’ cordeden the curriculum and opportunities

available for them to develop an appropriate cansriess and professional identity.

Students, on the other hand, who have to switcle,caie challenged by having to ‘unlearn’

(Cornbleth, 1990:12) previous approaches and giestdor making meaning and create new
ways of negotiating in the practice. Access to kieolge through participation in the small

PBL groups may be predicated on the social ideofitye student and their ability to relate

to the learning context.

6.2.2 Curriculum as socially contextualised actiyit

The findings reported here suggest that the padsigbifor learning in the GEMP require a
concept of curriculum which extends far beyond w@atnbleth (1990) calls a technocratic
plan. The socially situated activities of probleasbd learning and culturally diverse
environment call for a critical conception of cotium as a contextualized social activity
(Op. cit.).Kelly (1989:34) suggests an understanding of culuim in which knowledge is
socially constructed.

The medical education literature emphasises theitapce of the PBL learning process as

“collaborative” and “contextual” (Dolmangt al, 2005). In this sense ‘collaborative’
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indicates that students work together and thatdkeltant learning is synergistic in that their
various contributions to the discussion stimulatballenge and reinforce each other’s
learning — what Schmidt (1983;1993) refers to daberation’. The contextual element of
PBL refers to the learning taking place in the eanhtof a medical problem, with the
intention that transfer of relevant information girdblem solving skills to ‘real’ patients at
a later stage will be facilitated. Schmidt callsstlencoding of specificity’. In fact Norman
and Schmidt (2000) admit that this claim for PBL ymlaave been oversold, that the
contextual learning may be of marginal significaacel that the development of reasoning
skills may be more important. The design assumptiat the GEMP curriculum would
produce learners who were better able to transiewledge gained in GEMP | and Il to

understanding patients in GEMP Il and IV will needbe investigated.

The findings in this study suggest that more aitbentmay need to be paid to a further
interpretation of ‘contextual’, where the contextniot only the context created by the case
and the associated learning content, but the soordkxt of the group process. The research
findings suggest that the group members, and marécplarly the role played by the
facilitator, were of fundamental importance in detming the success or otherwise of the
intended interaction. Indeed, if the social bensfininimal, the students might gain as much
benefit from working on the problems alone. Ge89@) has explained the importance of
scaffolding collaborative cognitive development Mhi simultaneously promoting
proficiency in academic literacy. For ESL group nhbems who are reluctant to contribute to
group discussions the possibilities for buildingtfb@cademic robustness and language

proficiency are constrained.

The phenomenographical work of Marton and his aasegmay be useful to understand the
importance of the PBL group interactions. Martord aBooth (1997:206) foreground
learning as arising fromexperiencewhich they define as a relationship between the
individual and the world around them. Phenomena tmayexperienced in a number of
different ways and they emphasise the importandearhing as developing a capacity for
awareness of variation. Effective learning thendpees the ability to be aware of a number
of different aspects at the same time. This ideamates well with Biggs and Collis’s (1987)
SOLO taxonomy which evaluates the ability to mowenf the unistructural and
multistructural to the more complex relational aextended abstract levels. In applying

Marton and Booth’s concept to the PBL group adasitit is clear that successful group
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interaction between members with diverse culturadleds of learning and experience should

bring about an increase in the awareness of thalpliges for variation.

Bowden and Marton (1998:140) comment on PBL aspgmaach which is consistent with
the idea of learning through an experience of wianaand that of experience occurring as a
contextualization of the professional circumstanoceshich the graduates will work. They
do, however express concerns about PBId( 141). They agree that the PBL approach is
likely to be both more supportive of appropriatariteng and more responsive to the need for
dynamic change than a traditional lecture-basedotium. However, they do not believe
that PBL will provide an appropriate setting foreducational needs and therefore advocate
a combination of PBL, lectures and web-based lagtinihe PBL concept to which they
refer is most likely the “pure” form of PBL in whicthere are no lectures or course notes
provided and students are expected to be exclyss&f-directed. It is interesting that
Bowden and Marton’s suggested model conforms virsety to the Wits version of PBL
which was always intended to be a “hybrid”. Indeetre recently even the most ardent
purists of PBL such as the University of Maastribve moved away from this extreme

form and now offer limited numbers of lectures.

The learning environment, including the interactisith others in that space, creates the
possibilities for learning. Martoet al. (2004:230) provide some valuable insights into som

of the factors which may enable learning and favagd the role of language in learning:

“Language plays a critical role in learning by bring about the necessary conditions for

learning. One such condition is that students foonsthe object of learning and discern its

critical features. Because language makes meartimg,ability of students and teachers to

negotiate meaning and construct meaning collabwedyi through language, makes qualitative

differences in the semantic dimension of the spataarning that is being constituted.

Another condition for bringing about learning isatithe space of learning is shared by students
and teachers. Language plays a crucial role in klshing as well as in widening a shared

common ground.

There is a difference in the classroom discourdevéen student learning in mother tongue and
learning in a second weaker language: they do rantehthe necessary resources for making
meaning”

Although Martonet al are making these points in relation to schoddecén in Hong Kong,
the conclusions they draw may be equally applicablS&outh African students in general
and learning in the GEMP in particular. All threzsearch instruments used in this study

showed that the African-language students remairerperipheral as participants than both
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the Afrikaans and English students. If participatis an important component of learning
then it is likely that some of the African-languagfedents may have acquired institutional

access which has not necessarily been translateépistemic access.

Lave and Wenger (1991) are useful for insights ithte possibility of learning being a
socially determined activity in which students aperating as participants in a community
of practice. Wenger (1998:173) identifies the disiens of belonging to a community as
engagement, imagination and alignment. Engagenegresents the intersection between
ongoing negotiation of meaning, trajectory formati@and shared histories of learning.
Students who fail to engage with the practice tills be separated from full discovery of
meaning, from developing personal trajectorieh@gractice and contributing to the growth
of the practice. Imagination provides opportunitieextrapolate from personal experiences
to future possibilities, and alignment allows capation within a broader contextb(d:
173-174). These modes all offer powerful opporiasifor creating deeper knowledge, but
students who have not developed a personal idesftibglonging to the group are less likely
to benefit from the goods produced by mutual engesge in the enterprise. A number of
authors have described the importance of studemtsing belonging access to the
conventions of academic discourse, learning hotieriack the code” (Ballard and Clanchy,
1988) and knowing the “rules of the game” (Lea &teet, 1998). Gee (1996) relates access
to the discourse as a necessary requirement fatupmg a particular interpretation or
response in a discipline. In an integrated curdgulstudents not only have to learn the
conventions for participation in integrated actestsuch as PBL tutorials, but have to learn

the specific discourses of the many individual ighkices which constitute the curriculum.

Membership of a community of practice is determibgdhe landscape of that practice: the
boundaries of the practice define what activitesetplace, who belongs and who does not,
where there is continuity, discontinuity and ovpnath other practicedigid: 119-120).

Lave and Wenger (1991:105), however, challengecémdrality of the role of language in

learning:

“Issues about language may well have more to dd végitimacy of participation and with
access to peripherality than they do with knowletigesmission.”

Jordan (1989, cited in Lave and Wenger 1991) argtiearning to become a legitimate

participant in a community involves learning howtatk (and be silent) in the manner of full



- 110 -

participants”. In the observed tutorials somealshis asked questions and others did not.
Scribner and Cole (1981) speculate that in edutakimstitutions such as school, asking
guestions forms part of learning how to “do” schappropriately and may be a major part
of what school teaches. The same authbid:235) describe a “practice account of literacy”
according to which exposure to the patterns oflagpgaand reasoning in formal educational
settings gives rise to a particular set of disceumad cognitive tools which represent a
particular form of literacy practice. The implicati of this is that students who have not
been exposed to the literacy practice in which tilesasking is valued will be
disadvantaged in situations which require this fafriinguistic communication. Lave and
Wenger (1991:107) argue further that

“Didactic instruction creates unintentional pracéis. There is a difference between talking
about a practice from outside and talking within Thus the didactic use of language, not
itself the discourse of practice, creates a newdistic practice which has an existence of its
own. Legitimate peripheral participation in suchduistic practice is a form of learning but

does not imply that newcomers learn the actual leagg the language is supposed to be

about.”

The implication of the above seems to be that tistsgents who have learnt the conventions
of PBL will participate in appropriate communicationodes such as asking and answering
guestions, but that this form of communication doesnecessarily grant them access to the
practice of medicine unless the context of PBLnsaathentic approximation to the practice

of medicine.

PBL groups should thus be seen as far more thamwp gcollaborating for the common
purpose of learning from the problem: the groupasimunity, but the extent to which all
members will be able to create a common identity dgpend on the engagement in what
Gee (1996: viii) calls a common “Discourse”. In Geterms Discourses are far more than
languages: they are “ways of behaving, interactuaying, thinking, speaking and often
reading and writing that are accepted as instamtisitof particular roles bgpecific groups
of peoplé (author’s italics). The role of the facilitatohus goes far beyond that of
facilitating the students towards an understandoiigthe content but creates unique
opportunities for moving the student towards forgnam identity around the Discourse of the
medical professional. The implications for the nmmoedical practitioner are that their
peripheral position may prevent them from them fremgaging as fully legitimate members
and thus make it more difficult for them to engdige students. Bruner (1996:20) elaborates
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on the passing on of knowledge and skill as invava ‘subcommunity in interaction’. It is
through interaction that learners discover theuraltof the activity. In a ‘community of
mutual learners’ the role of the educator is teahastrate’ the proceedings. To extend this
metaphor, it would be unusual to find the conduabran orchestra who is not also a

musician.

6.2.3 Research on problem-based learning in medgcin

The literature related to PBL in medicine tendsetophasise the knowledge that the
individual is able to construct. The last 15 yehas produced an intense debate in the
literature on the benefits or otherwise of PBL muda. In the early 1990’s, when PBL had
been in common use in medical curricula for a decadmore, there was great interest in
evaluating its success, particularly in comparisath the so-called traditional curricula.
Albanese and Mitchell (1993) and Vernon and Bla®8@) carried out meta-analyses of a
number of these studies and suggested that alththhegh was no conclusive evidence that
students educated in PBL were superior (i.e. peréor better in high-stakes clinical
examinations) there was evidence for it being aemaurturing and enjoyable form of

learning.

More recently Colliver (2000) has proposed thatittability of the research to demonstrate
that PBL is a more effective process for produdingwledge and clinical skills is because

the link between the educational theory and theareh is too loose. Norman and Schmidt
(2000) disagree, saying that while they concur Bt has not delivered on its promises for
the acquisition of knowledge and skills, it doesduce a more challenging and motivating
educational approach, but that progress in undetstg why this is so will only be achieved

through theory building and a rigorous, systematigearch approach which captures all
possible interactions and variables. Albanese (R@@@ees that the theory underlying the
claim for contextual learning theory facilitatingamsfer to the clinical setting is weak and

argues for more research to understand what iy tegbpening in PBL. He suggests that the
context of the case in the PBL tutorial has moreammon with other unrelated PBL cases
than with the patients in the wards. Dolmastsal (2005) have supported Norman and
Schmidt in the view that randomized control triate not the most appropriate method for
evaluating educational interventions, and callrfare research studies which focus on the
theoretical concepts underlying PBL and which asmuihderstand how it does or does not

work, and in which circumstances. They refer t@ thé “design-based” research, in which
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mixed methods and triangulation of multiple souroésdata will help to create bridges

between theory and practice.

The current study speaks to the literature on P&iearch by supporting the position of
Dolmanset al (2005) and of Norman and Schmidt (2000) in cgllior more research that
links theories of learning to observations of thetcomes from PBL curricula. The
interpretations of the current findings suggest #éwaluating and understanding the learning
that occurs in a PBL environment is a far more demjprocess than drawing conclusions
from performance in examinations and that the ingyme of the sociocultural context of the

learning needs to be investigated in greater depth.

6.3 Limitations

The conclusions which it is possible to draw maycbestrained by several factors. Firstly,

the questionnaire response was 60% of the studylgtdgn and since those who responded
were self-selected, their willingness to be inctiideay be reflective of a general attitude to
studying in general and the GEMP in particular. iTkiEews may thus not be representative
of the class as a whole. The respondents alsoddidacurately reflect the demographics of
the class accurately: the White and graduate stedeere over-represented and the Indian
and matric entrants were underrepresented. It hwwoting that the groups which were

better represented overall appeared to be thoderggiwith a more positive attitude and to
the curriculum and tendency to change and to engéte the intended approaches to

learning.

There was a close alignment between most of thdings from the three research
instruments which could be triangulated, thus dlifoy the study validity in terms of
method. However, although the students invitedauigipate in the focus group interviews
were randomly chosen from the study population, albtof those chosen did in fact
participate and again, the participation may hasenba reflection of their attitudes.

Since the study was intended to be predominanglyaditative study there was no attempt to
establish the statistical significance of variasiom the data. Numerical data generated by the
guestionnaire analysis were used to identify bro@shds and show where apparent
differences and similarities were most likely tastxand these became areas of interest for

further exploration and deeper understanding inftkses groups. The absence of statistical
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guantitative analysis does limit the conclusionscivitan be drawn about the significance of
the differences identified between some of the gsolt must however be remembered that
the purpose of the study waetto compare the various different groups in the GEBIR
where variations were detected it was more impottamstablish why differences occurred
rather than their extent. There was also no attenporrelate the findings with the results of
student assessments and thereby determine howtiedfdbe different approaches and

strategies for learning adopted by students migfadt be.

A further limitation of the questionnaire was thatwas designed and distributed to the
students prior to the completion of the full litene review presented here. Had the
guestionnaire design drawn more on concepts suthozg relating to cultural models of
learning, curriculum codes and the social contéxearning, the study may have produced

additional useful information and insights.

Since the programme, the participants and the tondistudied formed the elements of a
unique study, the scope for generalisation to offettings may be limited. Nevertheless,
several other South African universities have ssmprogrammes and student bodies with
similar demographic profiles. Elsewhere in the wdHere are also schools grappling with
many of the same issues around problem-based &derdrated curricula, self-directed
learning, language and cultural diversity. The ltsstrom the study will probably be of

interest to a wider audience than just the Uniweisi the Witwatersrand community.

6.4 Recommendations
The conclusions drawn above suggest the followe&ogmmendations:

1. Given the robustness of the argument for the ckwola played by the facilitator in
creating the opportunities for learning in a PBlrmwlum, more attention should be
paid to ensuring that facilitators understand thec@ss and act to stimulate and
scaffold the intended learning in the ZPD.

2. Students should be encouraged to create professioleatities as medical
practitioners and trajectories into the practicaibing competent facilitators who are
medically qualified and by helping non-medical faiors to develop deeper
insights and ways of thinking which are better r@did with the clinical reasoning

process.
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3. The provision of substantial course materials tmlesnts in the form of the learning
topics needs to be reconsidered: if the intentienfor students to be seeking
information as directed by the learning objectitlesre needs to be an incentive to
access information more independently.

4. Students whose cultural models of learning may ttaimsparticipation and access to
learning need additional support and encouragetoerards fuller participation. The
importance of this role by facilitators and faculkypport structures needs to be
emphasised.

5. Since the integrated curricular code may be dengindents access to the logic and
verticality of the constituent disciplines, the wajn which the disciplines are
developed and communicated need to be consideckest@ngthened.

6. The identity and message systems of the PatienteBo€ommunity-Doctor and
Personal and Professional Development themes pdszlreviewed.

7. Where possible the organization of the timetableukh be reconsidered to create
larger blocks of unscheduled time available whigh more conducive to promoting

learning.

6.5 Future research directions

One of the insights gained from the current rede&ahat the biopsychosocial model of
learning in the GEMP curriculum may in fact serngeam analogy for understanding that
learning. The curriculum content can be likeneth®biological domain, the learning of the
individual to the psychological domain and the soaltural context of the learning to the
social domain. Just as the students are encouragetkvelop a holistic approach to
understanding patients by integrating all three @iosy so medical education researchers
need to take a holistic approach to understandiagossibilities for learning, by attempting

to integrate perspectives on the knowledge, thaesiiuand the learning environment.

The current research was intended to be an explgratudy which would highlight which
assumptions about learning in the GEMP curriculuemeafulfilled and which were enacted
in practice. Since the research points to the imapce of the PBL tutorial context and
particularly the role of the facilitator in learginfurther research into the practices, attitudes
and opinions of the Faculty staff related to theMFEcurriculum is indicated. The findings
regarding Afrikaans students were unexpected aggdes that further research might reveal

equally interesting insights into other groups vdplay learning approaches which may be
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understood in terms of their cultural models ofriéag. A further area of interest which
requires deeper investigation is that of the factwhich might enable and constrain the
development of the students’ identity as medicalfggsionals in training. Finally, more
information is needed on the ability of the studetd apply knowledge gained in the

recontextualised practice to the clinical setting ¢he management of real patients.
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