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Abstract 

 

The study traced the experiences of learning the clinical aspects of a problem-based learning 

(PBL) medical curriculum and the participants’ construction of a relationship with the 

subsequent clinical environments. In light of international and local medical and technological 

changes, the Nelson R Mandela School of Medicine (NRMSM) changed its traditional 

curriculum to a PBL curriculum in 2001. The participants were the first cohort to experience a 

PBL pedagogy and graduated in 2005, subsequently undertaking two years of compulsory 

internship and one year of community service within the South African health care system. It 

was in the context of these changes and the present state of health care that such a study 

sought to determine how a PBL pedagogy was experienced within the clinical environments 

of South Africa. 

 

Phenomenography was used as a methodology to describe and interpret the ‘qualitatively 

different ways’ in which the participants’ experienced the phenomenon. Purposive sampling 

reflecting the institution’s admission policy regarding race and gender demographics was 

applied. In-depth interviews were conducted at the end of the community service experience. 

Variation in the experiences was represented through logically related and hierarchical 

categories of description resulting in the formulation of an outcome space.  

 

The outcome space identified three categories of description: ‘The guinea pig identity’ which 

found that the participants felt at the mercy of a curriculum experiment and felt discriminated 

against by the hospital consultants who had negative views of PBL. The category of 

‘knowledge construction’ saw the participants exploring issues of difference between the 

knowledge and practices expected by the two different kinds of curricula. The category of 

‘professional identity’ indicated an emerging sense of competence across a range of clinical 

situations.  

 

Critical discourse analysis (CDA) was used to augment the phenomenographic analysis and to 

explore the ways in which the social structure of the clinical contexts related to the discourse 

patterns emerging in the phenomenographic categories in the form of power relations and 

ideological effects. CDA was used as an additional lens to develop theory and acquire deeper 

knowledge about why the participants constructed a relationship with the phenomenon and 

the subsequent clinical environments in the way that they did. 
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The thesis concludes with a proposal for an empirical model that illuminates resolutions from 

the major findings in the study regarding medical knowledge construction in a PBL 

curriculum. The model consists of a Y axis depicting the vertical spine of basic sciences 

knowledge construction, a X axis depicting the horizontal nature of professional identity 

construction and a spiral that indicates the simultaneous movement of clinical knowledge 

construction along each axis. It is hoped that this model will serve as a future curriculum 

innovation that will result in the production of professional medical practitioners that are 

required for today’s South African communities. This study, however, revealed that despite 

the hegemonic practices and the theoretical inadequacies that were reported by the 

participants they finally felt like professional medical practitioners during their community 

service experience. 
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CHAPTER 1   CONTEXT AND CURRICULUM 2001 
 
                                                                                                                                                                                                                          
1.1.   Introduction 
 

The art and craft of medicine lies in the clinical-expertise1 of a professional medical 

practitioner who based on his/her knowledge of the basic sciences2 and underlying 

diseases is able to make a diagnosis3 and treat a patient in a holistic manner. My study 

focusses on this clinical expertise in a medical curriculum and therefore traced the 

experiences of learning the clinical aspects of a problem-based learning (PBL) medical 

curriculum (the phenomenon) and the participants’ construction of a relationship with the 

subsequent clinical environments. It was the intention of the research, through the 

analysis of the experiences of the participants to determine whether the PBL medical 

curriculum was perceived as preparing them for the clinical environments of internship4 

and community service5 within the South African Health Care context. The participants 

of the study were part of the first cohort of medical students who registered for the PBL 

MBChB6

The intention of this Chapter is to provide the reader with a picture of context in which 

the phenomenon of the study was experienced. The components of the picture will reveal 

the importance of this study, especially with regard to the curriculum change that is 

presently underway at the NRMSM. The statement of the critical questions leads to an 

explanation of my role as the researcher in the study as well as an interested party in the 

 programme at the Nelson R Mandela School of Medicine (NRMSM), 

University of KwaZulu-Natal (UKZN), South Africa (SA).  

 

                                               
1 clinical expertise: when a medical practitioner personally assesses a patient by taking a history and 
performing a physical examination in order to arrive at a diagnosis and subsequently treat the patient. 
2 basic sciences: disciplines like Anatomy, Physiology, Pathology, Biochemistry etc. 
3 diagnosis: the process of attempting to identify a possible disease or disorder  in a patient. 
4 internship: compulsory two year service requirement of the Health Professions Council of South Africa 
(HPCSA) for South African medical graduates to rotate through the various disciplines of medicine at 
District level hospitals. 
5 community service: compulsory two year requirement of the Health Professions Council of South Africa 
(HPCSA) for South African medical graduates to rotate through the various disciplines of medicine at 
District level hospitals. 
6 MBChB: basic medical qualification, the degrees of Bachelor of Medicine and Bachelor of Surgery taken 
concurrently. 
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curriculum development and delivery of certain aspects of the curriculum. The rationale 

for the change to a PBL curriculum is discussed and the structure of the curriculum with 

an emphasis on the clinical aspects is described. The Chapter concludes with a brief 

overview of the outline of the subsequent chapters.  

 

1.2.   Importance of the study 

 

Sixteen years after democracy, the South African health care system remains in a state of 

crisis (Dorasamy, 2010). Both urban and rural health care facilities are immensely 

understaffed, under-equipped and overloaded with patients from poor communities. 

There has been a drastic increase in the number of patients admitted daily into hospitals, 

particularly with dreaded diseases such as Tuberculosis and HIV Aids. Due the high 

crime and motor vehicle accident (MVA) rate in South Africa, the numbers of trauma 

patients admitted into hospitals are also on the increase. Statistics reveal that every 

minute of every day patients are rushed to hospitals in emergency service vehicles with 

gunshot wounds, stab wounds, and traumatic injuries from MVAs (World Health 

Organisation, 2004). This crisis in the medical and emergency units in South Africa 

requires responsive doctors who will become competent and confident enough to perform 

clinical examinations and procedures on ‘dying patients’ in the under-resourced 

circumstances of the South African health care context. The study looked at the extent to 

which the participants perceived the PBL medical curriculum as empowering them to 

function in this wide array of clinical environments, enabling them to provide optimal 

patient care in such poverty-stricken conditions.  

 

It is hoped that the findings of the study will add to the body of knowledge called upon 

by the relevant role players in health care education and delivery such as the NRMSM, 

the HPCSA, medical schools both nationally and internationally as well as the South 

African Department of Health. While the study is not an analysis of the PBL medical 

curriculum as a whole, the findings may assist the NRMSM to identify whether the PBL 

curriculum is instrumental in developing the clinical practice of its students and graduates 

for optimal patient care. It is also hoped that from the analysis of the participants’ 



 3 

experiences, the NRMSM would be able to identify areas where change in the curriculum 

may be needed. The HPCSA is the body that is responsible for the accreditation of the 

medical curriculum at each of the South African medical schools. It is also the authority 

that stipulates the national guidelines that medical curricula must adhere to. The study 

could inform this body of the students’ experiences of the clinical aspects of a PBL 

curriculum and their ability as graduates to construct a relationship with the subsequent 

clinical environments based on these clinical experiences and their interaction with 

medical graduates from the other medical schools across South Africa.   

 

Medical schools around the world battle with the problem of developing authentic 

clinical practice (Edwards et al., 2004; Cohen-Schotanus et al., 2008; Pugsley and 

McGorie, 2007; Lempp et al., 2004). There is also extensive international literature on 

the difficulty of transferring simulated clinical practice to authentic patient care settings 

(Eyal and Cohen, 2006;  Kneebone et al., 2007; Bradley and Bond, 2006). My study will 

serve as an additional perspective on these issues by looking at how the participants’ 

experienced their clinical practice in a PBL curriculum and how they were able to 

construct a relationship with internship and community service in a South African 

context. It was interesting to take cognizance of whether the participants that experienced 

the phenomenon of the study understood and reacted to the clinical environments in the 

ways that the PBL curriculum intended them to within the contexts of the NRMSM and 

the hospitals where the clinical education1

                                               
1 clinical education: refers to the practical integration and application of knowledge, skills and attitudes 
learnt at medical school in the simulated and real clinical environments, to the profession and practice as a 
medical practitioner in the real world. 

 modules were undertaken.  

 

1.3.   Research questions 

1.3.1.    What were the participants’ experiences of learning the clinical aspects of the      

PBL medical curriculum?         
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1.3.2.    How was the relationship between the experiences of learning the clinical aspects 

of a PBL medical curriculum and the experiences of the subsequent clinical environments 

constructed? 

 

1.3.3.   Why did the participants construct a relationship with learning the clinical aspects 

of the PBL medical curriculum and the subsequent clinical environments in the way that 

they did? 

 

1.4.   My role as a researcher 

I was employed by the University of Natal in 1999 as the Manager of the Skills 

Laboratory.  I am an Advanced Life Support Paramedic and one of my tasks was to set up 

and develop the Skills Laboratory in preparation for the implementation of the PBL 

medical curriculum that was going to be implemented in 2001.  I was also the coordinator 

and lecturer of the Basic Emergency Care Course that was a compulsory module of the 

first year of the PBL curriculum. The medical curriculum at the time of my employment 

was traditional in nature. Soon after my appointment at the NRMSM, curriculum reform 

began in earnest. The six year traditional curriculum was being changed to a five year 

PBL curriculum.  A curriculum development task force (CDTF) was established to steer 

this process forward. I was given the oppor tunity of becoming an active member of the 

CDTF and began working to identify the relevant clinical and emergency skills within the 

core material and to develop the clinical skills training programme across the first three 

years of the programme. 

 

The skills training programme looked at the training of clinical and emergency skills in 

the Skills Laboratory with the use of models, mannequins and simulated patients.  There 

have been numerous research studies done nationally and internationally on the use of the 

Skills Laboratory in a PBL medical curriculum (Syme-Grant, Stewart and Ker, 2005; 

Kneebone et al., 2007; Bradley, 2002; Nielsen et al., 2003).  I will elaborate on these 

studies in the literature review section of the thesis.  This was the start of my curiosity 

and interest in the teaching and learning of the practical aspects of medicine.  I 

subsequently completed a Masters Degree in Higher Education and the topic for my 
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dissertation was “Integrating Emergency Care into the MBChB, PBL Curriculum at the 

Nelson R Mandela School of Medicine, University of Natal:  student and staff 

perceptions” (Reddy, 2004). I subsequently began to research my other area of interest, 

the clinical education aspect of the PBL medical curriculum, and the experiences of the 

students and graduates thereof. The first cohort of students registered for the new PBL 

medical curriculum in January 2001 and with its inception, came the introduction of a 

laboratory based clinical skills training programme. The first three years of study were 

organized in Themes1

 History taking:  A simulated patient with a cardiac complaint.  

. Themes were six-week periods in which broad concepts or 

medical complaints were topics of study such as People and Bugs, Cardio Respiratory 

Disorders, Reproductive Health, etc. Guided by a Theme book, the students acquired the 

relevant knowledge and skills through paper cases, practicals, large group resource 

sessions and clinical skills training.  

 

As much as possible, the clinical skills training in the Themes were largely relevant to the 

weekly objectives of the Theme.  In the Cardio Respiratory Disorders Theme, for 

example, the relevant clinical skills were: 

                              A simulated patient with a respiratory complaint. 

 The physical examination of the Cardio-vascular system.  

 The physical examination of the Respiratory system.  

 CPR. 

 Adult orotracheal intubation. 

 ECG monitoring and Defibrillation. 

 

I was responsible for the day to day managing of the Skills Laboratory which included 

the co-ordination of the clinical skills training programme. This entailed obtaining 

clinicians and appropriately trained demonstrators for the teaching of the relevant skills, 

simulated patients and the purchasing and preparation of the relevant models, 

mannequins and equipment that were required to teach the skills.  I am also involved in 

                                               
1 Theme: six week period that made up a module during which the integrated medical content that was 
identified by the Theme Design Group was covered. 
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the teaching and assessment of all emergency skills of the Skills Laboratory.  Therefore I 

was intimately and directly involved in the process of clinical skills training in the 

undergraduate PBL medical curriculum.  This intimate involvement in the curriculum 

made me passionate about the research that I have undertaken but also raised an ongoing 

tension with my personal investment in the findings of the study.   

 

Throughout the study, I was conscious of my role and position in the research process. 

My position as Head of the Skills Laboratory with an intimate involvement in the skills 

training of the participants led me to the focus of the study in the first place. I also 

acknowledge that my choice of methodologies was influenced by my position in the 

research. At first I wanted to understand the different experiences of the phenomenon and 

therefore took a phenomenographic stance to the research but later experienced an 

ontological and epistemological shift both from a personal perspective as well as from the 

emergent phenomenographic findings. Details of this shift are provided in Chapter 6 of 

the thesis. 

 

Mckenna (2004) advocates that within a critical research approach, the influence of 

researchers’ identities need to be carefully managed and therefore I had to be constantly 

aware of my values and prejudices. Having worked at the NRMSM for the past eleven 

years and being intimately involved with the teaching and the development of the PBL 

curriculum has clearly impacted on the research process. However, I have carefully 

outlined the interview and analysis processes from a methodological perspective in this 

thesis in order to demonstrate the rigorous process I have followed. I have constantly 

questioned the extent to which my own views might sway my voice in the findings and 

claims. The final chapter of the thesis provides an opportunity for me to reflect on the 

extent to which I have been successful in this regard or not. 

 

 

 

 

1.5.    Rationale for a change to PBL 
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Due to the nature of the phenomenon and the various contexts in which the experiences 

of learning took place, it is important to unpack the complexity of the participants’ 

engagement with such clinical environments. It is therefore important to understand the 

context at the NRMSM and the construction of the medical curriculum (Curriculum 

2001)1 with particular emphasis on the clinical education aspects thereof. Since the study 

also focuses on the participants’ construction of a relationship with internship and 

community service, it is necessary to also look at the context in which medicine is 

practiced in South Africa. This will be discussed in Chapter 2. 

 

A changing world with persistent health problems, ageing populations and the emergence 

of chronic illness in conjunction with social problems (persistent poverty, unemployment, 

urbanization, etc.) and a declining environment, called for a global strategy for effective 

health care delivery (World Health Organisation, 1994). A new type of medical graduate 

is needed to attend to the challenges facing South Africa (imbalances from the previous 

apartheid government an increasing HIV infection rate, financial crises in the Department 

of Health). It is thus imperative that the doctor of the 

In light of the changing medical environment both internationally and in South Africa, 

the NRMSM recognized the need to change its traditional discipline-based medical 

curriculum that had been in place from the time of its establishment in 1952. The 

traditional six year curriculum was structured according to the pre-clinical/clinical divide 

 Century is equipped with 

knowledge, skills and ethical values that will allow for cost effective and holistic health 

service delivery. The fundamentals of modern medicine have to therefore move towards 

becoming social as well as scientific, with a need for preventive, supportive and 

therapeutic procedures that will be more available to an expanding global population who 

can generally not afford health care services (Parsell and Bligh, 1995). The profile of the 

required ‘five-star’ doctor of today thus has to have the following traits: care provider; 

decision-maker, communicator, community leader and manager (Boelen, 1994). 

 

                                               
1 Curriculum 2001: The name given to the 5 year PBL MBChB programme at the NRMSM that was 
implemented in 2001. 
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model that was traditionally operational in most medical schools throughout the world. 

Annexure A gives a brief description of the style and content of the traditional curriculum 

that was eventually phased out in 2005. Although this study is not a comparative one, the 

participants reported experiences of being compared to the traditional curriculum students 

who in their final year of study (2005) were in the same clinical education module 

groups. These comparisons, as they arose in the data, are discussed in Chapter 4 in the 

phenomenographic analysis section of the thesis. 

In preparing the proposal for this study, I had numerous discussions with staff that had 

been party to the introduction of Curriculum 2001 and attempted to ascertain the 

motivation for the changes.  A number of points were made which can be summarized as 

follows: 

 There was a need to train doctors with a primary health care orientation to be 

aligned with the South African Health Departments’ mission statement, “To 

develop a sustainable, co-ordinated, integrated, and comprehensive health system 

at all levels, based on the primary health care approach through the district health 

system.” (Thompson, 1994:2). 

 The stakeholders of the health care system needed to re-examine their position for 

the delivery of health in the new South Africa to meet the goals of health for all 

and equity of health delivery. 

 Medical schools that have traditionally focused on a definition of quality that was 

limited to technical capability and competence had to review quality in the 

context of cultural and consumer expectations. 

 A curriculum had to be developed that was appropriate to the health needs of the 

country as well as being internationally recognized. 

 There were massive changes taking place in SA and in Universities throughout 

the world, with paradigm shifts in all aspects of life including health services and 

educational approaches. 

 The teachers of the six year curriculum acknowledged that it was carrying a 

content overload and deplored by students as being a curriculum that taxed the 
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memory and not the intellect, and therefore a reduction in curriculum content was 

needed. 

 There was a need to re-humanize medicine and to train doctors who were capable 

of caring for a society that was in transition. 

 There was a great need to prepare students for the usage and access of emerging 

information technologies and to enable them to seek out knowledge independently 

and to promote an interest and motivation in an ongoing desire to learn. 

 

Thus in 2001, the NRMSM implemented a PBL medical curriculum with its aim being to 

produce doctors who would have a holistic approach to their patients in a situation where 

information was developing and changing rapidly, who would be concerned primarily 

with prevention rather than cure and to develop a family physician who was concerned 

with the whole individual and who would assess and meet primary health care needs 

(NRMSM Faculty Handbook, 2001). It was in this context of a changing medical 

environment and in the present state of South Africa’s health care system with its under-

staffed and under-resourced urban and rural health care facilities that this study was 

undertaken. 

 

In 1997, the NRMSM Faculty Board appointed a Curriculum Development Task Force 

(CDTF) to initiate and guide the process of developing the new Curriculum 2001 for 

undergraduate medical students. Some of the guiding principles that the CDTF 

considered during the process of developing Curriculum 2001 are summarized below: 

 The modular content would be constructed in such a way that medicine would be 

recognized as a science and an art which dealt holistically with a person in terms 

of the body, mind and spirit. The patient would be considered as an integral 

member of a family and society with due consideration for his/her specific human 

and ethical rights. 

 The emphasis in medicine in Curriculum 2001 would be posited on the concept of 

the promotion and facilitation of health and healthy lifestyles rather than disease 

or ill health. Essential components of the curriculum should be the prevention of 

illness and aspects of public health. 
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 Curriculum 2001 should be developed to include all aspects of the patient-doctor 

relationship, the role of doctors within a community, the health care system in the 

country, relevance of health economics, good practice management and 

legal/ethical aspects of medicine that were applicable to undergraduate medical 

students. 

 The philosophy underpinning Curriculum 2001 should reflect that learning at the 

medical school was only the first step in a life-time of learning and therefore 

Curriculum 2001 should accommodate mechanisms that develop motivation and 

skills for life long learning. The learning process in the new curriculum should be 

one of student-centred, self-directed learning, based on a problem. 

 (Ohlmsdal, 1997). 

 

It was in line with the literature on PBL and the above CDTF guidelines, that the 

NRMSM designed a curriculum that was intended to be integrated, student–centred, self-

directed and problem-based (NRMSM Faculty Handbook, 2001). Following Faure (1972: 

681) who says that “Lifelong education should be adopted as a guiding principle for 

reforming education at all levels and in all countries,” the NRMSM introduced a five year 

problem-based learning curriculum in 2001 that covered the registerable basic medical 

qualifications, the degrees of Bachelor of Medicine and Bachelor of Surgery (MBChB). It 

was a rule by the HPCSA that the degrees had to be taken concurrently. 

 

1.6.   Structure of clinical aspects of Curriculum 2001  

 

Curriculum 2001 consisted of thirty six modules in each of the five years of study. The 

duration of the modules were six weeks for years one to four and seven weeks for year 

five. The curricular content, made up of the different disciplines of medicine, was 

integrated in a spiral1

                                               
1 spiral manner: reference to the spiral nature of the entire PBL curriculum, where content is arranged in 
such a way that there is vertical and horizontal integration of medical knowledge. In the model that I 
propose (pg 197) the spiral denotes only the clinical knowledge construction. 

 manner and presented as Themes with generally one Theme per 

module. Students were also exposed to clinical situations early by undertaking clinical 

skills training at the Skills Laboratory from year one. According to the NRMSM Faculty 
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Handbook, (2001), the programme was planned to ensure the highest possible standard of 

education and training by the stimulation and encouragement of understanding instead of 

rote learning. The programme was administered by the School of Undergraduate Medical 

Education (SUME) at the NRMSM and followed the stipulated requirements of the 

HPCSA for the degrees of MBChB. On completion of meeting all the prescribed 

requirements of the HPCSA, the graduates of the University of KwaZulu Natal could 

register as medical practitioners in terms of the Medical, Dental and Supplementary 

Health Service Professional Act 1974 (Act 56 of 1974). 

 

Curriculum 2001 used a method of learning in which students first encountered a 

problem which was then followed by a student-centred inquiry process (Neufield and 

Barrows, 1974; Schmidt, 1993; Boud and Feletti, 1997; Barrows, 2000). At the start of 

each Theme, the students were given a Theme book (for an example, see Annexure B).  

The Theme book served as a guide for the duration of the Theme and consisted of weekly 

time-tables, details of the practicals, skills, large group sessions and most importantly the 

paper cases for each week. The facilitators1

Large group resource sessions that served to reinforce the weekly learning objectives 

were also time-tabled. At the end of the week there was a second small group facilitated 

session that served as a means for reporting back of the conducted research. It was during 

 were also given Theme books. However, 

their books contained the learning goals for the weekly paper-cases whilst the students’ 

books did not. The week was strategically structured so that the paper-cases in the small 

group facilitation sessions took place early in the week. This meant that the problems 

would be presented without the students being given prior readings or lectures on the 

cases. During the small group facilitated sessions, groups of between ten to twelve 

students worked together with the facilitator to identify the learning goals through the 

eight-step PBL process (Annexure C). They would then be left on their own to research 

the learning goals. During the week the students attended relevant practical sessions and 

clinical skills sessions (in the Skills Lab) that were part of the weekly objectives.  

 

                                               
1 Facilitator: non expert who guided the PBL tutorials through a collegial, non authoritative process to 
enable the students to achieve the learning goals for each of the paper cases through the 8-step PBL 
process. See Annexure D (Facilitators, guidelines) and Annexure C (8-step PBL process). 
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this second small group’s session that active discourses and analysis of the problems took 

place. The students also reflected on what they had learnt individually as well as a group. 

They convened with the same facilitator and group for the duration of the Theme. In this 

way, the core material that was required for the module was learnt. 

 

My study traced the participants’ experiences in this learning context and sought to 

understand how and why they were able to construct a relationship with subsequent 

clinical environments through the application of the knowledge and skills that were 

gained in such PBL pedagogy.  According to Blumberg and Micheal (1992), student-

centred and self-directed learning requires students to have a greater input and 

responsibility in deciding what and how they want to learn. For the first three years and 

part of year four, at the NRMSM, the small group tutorials, clinical skills training and 

practicals constituted the main instructional activities in Curriculum 2001. Traditional 

instructional methods, for example, lectures were kept to a minimum. I will now 

elaborate on the clinical education aspects of the PBL medical curriculum. Clinical 

education in medicine refers to the pedagogy of the practical aspects of the study of 

medicine and consisted of leaning experiences in a simulated clinical environment (Skills 

Lab) as well as in the real clinical environments of hospital wards, clinics, General 

Practitioners’ rooms and rural health care facilities. Clinical education in the PBL 

curriculum was integrated across the curriculum from year one to year five of the 

programme. During the first three years, the students were taught clinical skills in the 

Skills Laboratory.  

 

In the Skills Laboratory the students were trained on models/mannequins, simulated 

patients1

                                               
1 Simulated patient: also referred to as a standardized patient in health care, is an individual who is trained 
to act as a real patient in order to simulate a set of symptoms or problems. 

 and on each other. When the PBL curriculum was implemented in 2001 the 

Skills Laboratory was staffed by two Advanced Life Support Paramedics and four part-

time sessionally paid clinicians who were solely responsible for teaching and assessing 

the emergency and clinical skills in Curriculum 2001, at the Skills Laboratory. 
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The Skills Laboratory created an opportunity for the students to acquire clinical and 

emergency skills alongside their studying of theoretical knowledge. For example, the 

students would have studied the theoretical aspects of a complaint earlier in the week 

from the learning goals of the paper-case, then they would be rostered to attend a clinical 

skills training session at the Skills Laboratory during the same week to be taught the 

clinical skills related to this complaint. At an early stage, therefore, the integration of 

theory and practice was designed to take place. 

 

Skills training at the Skills Laboratory was organized on a longitudinal basis. It was an 

ongoing process from day one of the curriculum up until the end of the third year. 

Complex skills were broken down into smaller and less complex elements. Students 

started off with very basic principles of the examination techniques of a patient and 

gradually moved on to the next stages of complexity in those techniques and procedures. 

By the end of the three years, the students were able to perform complete doctor-patient 

encounters in a systematic and technically correct way. At the Skills Laboratory students 

were provided with a number of different training situations. Besides their scheduled 

weekly skills training sessions, students were encouraged to book extra sessions after 

hours or during the weekends. Clinical skills tutors, emergency skills tutors, teaching 

aids, models and skills protocols1

 Gradual increase in the complexity of skills 

 were made available for students to enable them to 

practice the skills that they felt uncertain about. In this way, they had many opportunities 

to acquire and maintain their clinical skills abilities. The opportunities also enabled the 

students to learn and master the skills at their own pace.  The following didactic 

principles were followed in the teaching of clinical and emergency skills at the Skills 

Laboratory. 

 

A skill can best be acquired when the smallest constituting elements are identified. 

Through a process of step-by-step mastering of those smallest elements, the students 

were able to develop their skills abilities. The Skills Laboratory provided a variety of 

                                               
1 Skills protocol: refers to a step-by-step guide on how to perform a clinical/emergency skill. (physical 
examination technique, procedure etc). Annexure E is an example of a skills protocol for the collection of 
blood specimens. 
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circumstances and contexts for the students to practice their skills. Thus, they were 

finally able to master the whole action of the skill in a flexible way. The training of skills 

in the Skills Laboratory increased in complexity from year one to year three of the 

curriculum. 

 

 Gradual increase in complexity of practicing situations 

The clinical and emergency skills were acquired in different practicing situations 

(models, mannequins, simulated patients etc). Analogous to the increase in complexity of 

the skills, the practicing situations also increased in complexity. This created an order to 

the level of mastery of a particular skill. If at any stage a student considered his/her level 

of mastery of a particular skill to be insufficient, opportunities were created at the Skills 

Laboratory for him/her to return to the less complex practicing stage, and practice until 

he/she was secure enough to proceed to the next stage. 

 

 Gradual increase in interaction of different knowledge and skills 

Not only could the students practice their clinical and emergency skills in the Skills Lab, 

but they were also given opportunities during the week to use their skills and knowledge 

in simulated doctor-patient encounters in the Skills Lab. With the use of simulated 

patients, every student was able to practice an entire doctor-patient interaction where the 

students could practice their ability to integrate their knowledge as well as their physical 

examination techniques and communication skills. In this way, during the first three years 

of study, they were able to deal with complex, multi-disciplinary problems that patients 

presented with. 

 

The discipline of medicine demands competence in a wide variety of psychomotor skills. 

In developing the skill of inserting an intravenous drip on a patient, for example, the 

student has to use a high degree of physical co-ordination. This is in accordance with 

Bloom’s (1956) psychomotor domain where the student first practices the skill until 

precision is achieved. He/She needs to be able to recognize where in the patient 

management sequence the skill fits; and then without even thinking about how to perform 

the skill, the student should be able to perform the procedure in an emergency situation in 
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order to save a life. An example of how the skill of inserting a peripheral intravenous drip 

on a patient as taught in the Skills Laboratory using Bloom’s Psychomotor Domain is as 

follows: 

 

Step 1- the students were given the skills protocol (step by step procedure guide) prior to 

the scheduled skill session. 

 

Step 2- a demonstration of the procedure was conducted in the Skills Laboratory by the 

tutor on a model that closely resembles a human arm that had plastic veins filled with 

simulated blood. 

 

Step 3- the student was subsequently requested to perform the procedure on the model 

under the watchful eye of the tutor and fellow students in the group (until the required 

level of competence had been achieved). 

 

Step 4- the student performed the procedure on a simulated patient (under very close 

supervision). 

 

Step 5- the student performed the procedure on real patients in the real clinical setting 

(Trauma Unit under the supervision of an intern). 

 

Step 6- the student subsequently performed the procedures as part of a complete patient 

management protocol in the emergency situation. 

 

The Skills Laboratory was a safe learning environment where important clinical skills 

and life-saving procedures were performed on models and mannequins until they were 

perfected. This eradicated the traditional method of learning skills and procedures 

directly on real patients. The safe learning environment of the Skills Laboratory can be 

paralleled to what Schon (1988) called a ‘practicum.’ He described the ‘practicum’ as a 

virtual setting that was designed for the task of learning a practice. In a context that 

approximated the practice world, students learnt by doing. The Skills Laboratory thus 
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was a “virtual world relatively free of pressures, distractions and risks of the real one to 

which it nevertheless referred” (Schon, 1988:200). 

 

During year three of Curriculum 2001, the students were introduced to the clinical 

methods course that was offered by the various clinical departments of NRMSM. The 

clinical methods course was held at the different district-level hospitals in Durban and 

Pietermaritzburg. During this course the students were exposed to patient-care in the 

clinical disciplines of Internal Medicine, Surgery and Paediatrics. The students were 

divided into the following groups: 

 

Clinical Methods 1- Medicine, Family Medicine and Dermatology 

Clinical methods 2- General Surgery and Orthopaedics 

Clinical Methods 3- Paediatrics 

 

During the fourth year, the clinical exposure in the hospital setting was further expanded 

to the following disciplines: Internal Medicine, Psychiatry, Family Medicine, Obstetrics 

and Gynaecology (O & G), Surgery and Paediatrics. The clinical methods rotations were 

as follows:  

 

• Clinical rotation 1- Surgical Specials and Anaesthetics 

• Clinical rotation 2- Psychiatry and Internal Medicine 

• Clinical rotation 3- O & G, Family Medicine and Paediatrics 

 

In years three and four, the Theme ran concurrently with the clinical methods modules. 

The weekly time-tables were arranged in such a way that students attended the small 

group tutorial sessions, large group resource sessions, practical and clinical skills sessions 

at medical school on three days of the week and the remaining two days were spent at the 

hospitals rotating through the clinical methods modules. Year three consisted of six 

Themes and year four had seven Themes that covered the theoretical content of the 

curriculum. The content covered in the Themes was not necessarily related to the clinical 
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methods modules. This issue is discussed later in the phenomenographic analysis 

(Chapter 4). 

 

In their final year of study the students rotated through the six clinical modules covering 

Family Medicine, Medicine, O & G, Paediatrics, Psychiatry and Surgery. According to 

the Health Professions Council of South Africa (HPCSA), a medical practitioner has to 

demonstrate a basic understanding of all the above mentioned disciplines1

According to the NRMSM Student Intern Guide (2005) that the final year students were 

given before they attended the clinical rotations in their final year of study, students were 

advised to use the tools of discovery, initiative, self-directed learning, a problem-based 

learning approach and the life-long learning philosophy during their final year. The 

handbook also stated, “View teachers as a resource (c.f. internet, textbook, journal, etc) 

 in order to 

practice in South Africa (HPCSA, 2005b, Annexure F). The six modules followed the 

same format as the final year of the six year traditional curriculum. In 2005, both the PBL 

cohort and the traditional cohort were in final year together. This will be discussed in 

more detail in Chapter 4.  

 

It was hoped that the final year would provide the ‘big picture’ where students would be 

able to revisit, consolidate material and be able to apply all the knowledge and skills that 

they had encountered during the previous four years. It was required of the students to 

apply the ethical principles to the clinical decisions that they made and to attain a degree 

of maturity that was required in the profession (NRMSM, 2005).The six disciplines that 

they encountered in the final year represented the majority of clinical practice during the 

internship period and general practice. It therefore created an opportunity for the students 

to achieve the clinical and personal maturity that was required for a successful internship 

period. 

 

                                               
1 disciplines: The medical field is divided into preclinical and clinical disciplines. Examples of preclinical 
disciplines are Anatomy, Physiology, Pathology, Biochemistry etc. The clinical disciplines are Surgery, 
Medicine, Paediatrics, Psychiatry and Obstetrics and Gynaecology. In this thesis, the use of the term 
‘discipline’ is sometimes used in the more encompassing sense of the ‘medical discipline’ as is common 
parlance in the medical fraternity. In this case, ‘discipline’ relates to the medical community as opposed to 
a particular subject area.   
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and not the ultimate source of information or knowledge…Enquire, question, challenge -

always! This will ensure that you obtain the best evidence for your clinical decisions and 

don’t fall into the trap of doing things as they had been done by your predecessors 

without understanding the basic reason behind the decision” (NRMSM, 2005: 3). At the 

same time the students were told to value the patients that they would encounter during 

the clinical methods modules as well as the interns, community service officers, 

registrars, medical officers, and consultants and nursing staff with whom they will be 

interacting during their work in the wards. They were also reminded that patients were 

people and should be treated as such and not as a disease. Every encounter with a patient 

should be seen as a learning experience with human beings rather than ‘clerking’1

The words of advice that the faculty offered the students prior to their attending the 

clinical rotations served as guidelines for the professional identity that the students had to 

assume during their final year of study. Chapter 7, section 7.4.2 discusses the issue of 

professional identity further.  However we need to take cognizance of the guidelines and 

relate this to the actual events that transpired in the wards during their clinical rotations as 

reported by the participants of the study. For each of the six disciplines that the final year 

students rotated through, they were given logbooks

 in 

preparation for a tutorial or a part of a crowded waiting room that needed to be cleared. 

(NRMSM, 2005, Annexure G). 

 

2

                                               
1 clerking: examining of a patient and making detailed notes on the findings 
2 logbooks: a compulsory requirement of the clinical methods modules where the students had to perform 
specific skills and procedures on the patients. These books were required by the specific departments to be 
signed off on a daily basis by the medical ward staff who were supposed to observe the students whilst they 
performed the examination techniques and procedures on patients. 

 (Annexure H) by the relevant 

department. The purpose of the logbook was to advise the students of the department’s 

requirements, to enable students to record the details of the training that was received so 

that any shortcomings could be identified and addressed and to assist the consultants 

from the departments to evaluate the overall training of the students with the view to 

providing any extra experiences that would benefit the students. Each department 

stipulated their own rules pertaining to the purpose of the logbooks according to their 

requirements. I have summarized some of the generic rules as follows: 
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• It was mandatory and usually contributed towards a block assessment 

mark1

• Had to be signed by the consultants/registrar at each tutorial, ward round, 

intake, and when procedures were performed or observed. 

. Had to be completed daily and carried by the students at all times 

to avoid retrospective /inaccurate recordings. 

• Had to be discussed by the student with their unit consultants once a week. 

• Was reviewed by the unit consultant at the end of the block. 

• Contributed to the DP certificate that either allowed the students entry or 

barred the students from undertaking the final examinations for that 

particular block. 

 
The students were usually briefed on the first day of the block on what their roles and 

responsibilities were regarding their clinical rotations through that particular discipline. 

The NRMSM Student Intern Guide, 2005 (Annexure G) gives a detailed description of all 

the disciplines with their requirements. My study was concerned with the participants’ 

experiences of the phenomenon during their clinical rotations in the wards, so I will 

outline some of the requirements in this regard. As stated in the Student Intern Guide 

Book, there are specific requirements for each discipline. However, I will provide a 

generic guide for the purpose of creating a context for what was expected of the 

participants during their clinical methods modules in the wards.  

 

When the students attended the various hospital attachments they were expected to 

behave and dress professionally and to treat the patients with respect and dignity. They 

were compelled to wear clean, white coats at all times in the wards as this was seen to be 

symbolic of their status as doctors. Their ward attendance times and details were 

scheduled according to the department’s requirements. In the wards, the participants were 

usually allocated to a medical team that consisted of an intern, registrar2

                                               
1 block assessment mark: was a progressive assessment mark that was awarded by the consultant of the 
Unit and consisted of the logbook mark, practical assessments (OSPE), clinical case presentations and ward 
rounds during the block. 
2 registrar: a doctor who is receiving advanced training in a specialist field of medicine in order to become a 
consultant. 

 and a 
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consultant.1  They were required to attend all intakes2, daily registrars/consultant ward 

rounds3

                                               
1 consultant: a specialist in a specific discipline of medicine e.g.: Surgery or Medicine 
2 intakes: a 24hour shift in a specific discipline of medicine e.g.: Surgery or Medicine 
3 ward rounds: when the consultant and medical ward staff accompanied by the students proceed from bed 
to bed reviewing each patients’ charts and condition, performing relevant examination if necessary. This 
may be followed by discussions around the patients’ medical condition regarding aetiology, pathology, 
treatment, investigations required etc. It is at this stage of the ward round that the consultants may ask the 
students any question pertaining to that particular patient’s condition and related theoretical knowledge of 
the disease/condition. 

, follow-up clinics and grand rounds. Each student was allocated three patients at 

any time with usually eighteen to twenty patients throughout the block. During the block, 

students were required to fully clerk the patient, present the findings to the 

registrar/consultant, perform relevant procedures, obtain results and discuss management 

with the registrar/consultant. They were expected to provide follow-up care of the 

patients from admission until discharge. Regarding procedures, students were to observe 

various special procedures and were required to perform certain procedures under 

supervision of the registrar or medical officer.  

 

In terms of ward teaching, tutorials including bedside tutorials and case presentations 

were offered by the departments. See Annexure H for specific departmental offerings. 

Each department also stipulated their own formats of the clinical assessments that were 

conducted in the wards (Chapter 5, Section 5.2.2.4 details the participants’ experiences of 

such clinical assessments).  

 

 

To conclude this section on the context of the clinical education modules, I would like to 

state that the people who were responsible for the clinical teaching in the wards were 

mostly on a joint employment agreement between the Department of Health (KZN) and 

the University of KwaZulu-Natal with the majority of the staff being employed solely by 

the former. Unfortunately, there appeared to be no obligation on the part of those staff 

members to supervise undergraduate training at the hospitals (from the reports of the 

participants). It was vital that academics within the context that I have described were 

able to tell whether a PBL approach to clinical pedagogy worked in the clinical 

environments of South Africa (discussed further in Chapter 8). 
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Diagram1:  Diagram of the different clinical environments and the levels of experience. 
 
 
 
 
 
 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

As established, study was located at the Nelson R Mandela School of Medicine 

(NRMSM), as well as at the various provincial hospitals in KwaZulu Natal at which the 

participants were rostered and the urban and rural hospitals in KwaZulu Natal at which 

they undertook internship and community service.  

 

1.7.   Outline of the thesis 

Having provided a brief introduction to the rationale for the study and the context of the 

study, this chapter ends with a synopsis of the forthcoming chapters. 

 

Chapter 2 provides a picture of the problem-based learning methodology and 

philosophy, from its origins to international and national perspectives. Since the 

phenomenon of the study is learning the clinical aspects of a PBL medical curriculum, 
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this chapter focuses more on the clinical aspects of PBL and the clinical education 

experiences thereof. The South African health care system provides the context for the 

internship and community service experiences and will therefore be explored in more 

detail in this Chapter. 

 

Chapter 3 describes the research design and methods that were used in the study. It 

introduces phenomenography as the research methodology and provides an insight into 

phenomenographic theory. It reiterates the first two research questions and provides 

descriptions of how the participants were selected and interviewed. The 

phenomenographic analysis steps that were implemented in the analysis process are 

outlined. There are details on the measures that were undertaken to ensure the validity 

and credibility of the study. The Chapter ends with a reflective account of the 

phenomenographic process and the use of phenomenography as a research methodology 

in the study.  

 

Chapter 4 is the first part of the phenomenographic analysis. The ‘what’ aspect’ of the 

phenomenon is introduced and the phenomenographic categories of descriptions are 

described and interpreted. In this Chapter, data is presented for the first time and reflected 

in the categories of description of the participants’ experiences of the phenomenon. In 

describing and interpreting the experiences the first critical question was addressed. 

 

Chapter 5 is the second part of the phenomenographic analysis and foregrounds the 

‘how’ aspect of the phenomenon. This chapter describes how the participants constructed 

relationships with the clinical environments during their internship and community 

service. Here again, data is presented that describes the categories of description of the 

participants’ experiences. Through the use of the ‘Professional Entity Theory’ (Reid and 

Petocz, 2004) the chapter describes how the second critical question was addressed. 

 

Chapter 6 provides an account of the methodological issues that were experienced on 

completion of the phenomenographic analysis. It is argued that there was a need for an 

additional lens. In doing so, the Chapter shows why phenomenography alone could not 
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be used for the purposes of answering the third critical question. The phenomenographic 

findings that were reflected in the outcome space needed unpacking and deeper 

understanding. An account of my personal epistemological shift is also provided in this 

Chapter that deals with ‘issues of all kinds.’ Critical Discourse Analysis is subsequently 

described and I argue how it was better suited to expose and illuminate the 

phenomenographic findings. The Chapter also discusses matters of ethical consideration 

that guided the study. 

 

Chapter 7 provides an account of the critical discourse analysis. It describes how CDA 

was used to further analyze the phenomenographic findings and in so doing exposes and 

illuminates the discursive practices and the power relationships that the participants 

experienced during their undergraduate clinical training in the wards. From this analysis 

the third critical question is theorized and addressed. The Chapter uses critical theories of 

Hegemony, Knowledge Construction and Identity to theorize around the effects of the 

discourses that were analyzed in the study. 

 

Chapter 8, the final Chapter, serves as a conclusion to the thesis and reveals an empirical 

model that I am proposing for future innovations to the PBL curriculum that are currently 

underway at the NRMSM. A description of the model illuminates resolutions from the 

major findings in the study regarding medical knowledge construction in a PBL 

curriculum. This new innovation will serve as my contribution to the world of medical 

education. 
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CHAPTER 2 – PBL IN THE CLINICAL REALM 
 
2.1.   Introduction 
 
Preparing students to take up the profession of medicine is as much about ethics and 

humanity as it is about knowledge. This is especially true in the South African context of 

grossly uneven resources. This chapter describes the educational preparation of the 

participants by focusing on the pedagogy of the clinical aspects of a PBL medical 

curriculum and the subsequent clinical environments within the South African health care 

context. In this chapter PBL is discussed from its educational origins internationally in 

‘first world’ countries to its South African origins. PBL at the NRMSM was adopted as a 

learning approach in 2001.The learning theories that PBL uses are introduced and studies 
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that show the impact of PBL curricula on students’ learning are highlighted. Since the 

phenomenon of the study is concerned with the clinical education environments, studies 

that were conducted in these settings will be reviewed. 

 

2.2.    The educational origins of PBL  

2.2.1. International origins of PBL 

 

As a method of instruction PBL stems from within the rationalist tradition and can be 

traced as far back as 1929, when Dewey made pleas for the fostering of independent 

learning in children (Norman and Schmidt, 1992). Schmidt (1993: 11) reported that, “The 

role of problems as a starting point for learning can be attributed to Dewey, who stressed 

the importance of learning in response to, and in interaction with real-life events.” In 

terms of the adoption of PBL in the medical school context, it was originally developed 

and implemented at the Faculty of Health Sciences of the McMaster University (North 

America) around 1965 (Schmidt, 1993). Among the originators of PBL at McMaster 

were John Evans, Bill Spaulding, Bill Walsh, Jim Anderson and Fraser Mustard. These 

men were strongly influenced by the case-study method that the Harvard Law School had 

developed in the 1920s. In 1966 a neurologist by the name of Howard Barrows joined 

McMaster University and played a major role in the design and implementation of its 

PBL medical curriculum. 

 

In the 1970’s two other medical schools, the University of Limburg (in Maastricht in the 

Netherlands) and the University of Newcastle (Australia) adapted the McMaster model 

(Savin-Baden and Major, 2004). Subsequently in the late 1970s, some medical schools 

introduced a PBL track that ran parallel with their traditional medical curriculum. 

Barrows (2000) reported that the University of New Mexico began its PBL track in 1979. 

The NRMSM could identify with the University of New Mexico because in 2001, when 

the PBL medical curriculum was implemented at the NRMSM, the traditional curriculum 

was still in existence with only first year students being in the PBL track whilst the 

second to the sixth year students were in the traditional programme. The last of the 
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traditional cohort graduated in 2006. Subsequently, all the students at the NRMSM 

follow the PBL medical curriculum. 

 

In 1981, Howard Barrows moved from McMaster to become the Associate Dean at the 

Southern Illinois University’s School of Medicine in USA. Here he had significant 

influence in initiating a separate PBL track in the early 1990s. Around the same time 

Harvard Medical School also integrated basic science and clinical medicine throughout 

the curriculum. Countries world-wide were questioning the effectiveness of the 

traditional curricula and were suggesting that students were unable to transfer the 

knowledge gained in such a manner to the authentic clinical settings. Barrows and Benett 

(1972) reported that traditional education actually impaired students’ natural problem-

solving skills. After North America, Australia, the Netherlands and the United Kingdom 

realized that PBL seemed to address the need to produce doctors with adequate problem-

solving and critical thinking skills, PBL as an educational methodology also became 

popular throughout Sweden, Switzerland, Brazil, Chile, Hong Kong, and South Africa 

(Savin-Baden and Major, 2004). 

 

2.2.2.   South African origins of PBL 

 

The origins of PBL in South African medical schools can be traced to the 1990s. Meel, a 

Professor at the University of Transkei reported that a PBL curriculum was first 

implemented there in 1992, (2002). This curriculum subsequently underwent several 

changes and in the year 2000,  a five year PBL curriculum was implemented. According 

to Meel (2002), this move to a PBL curriculum was motivated by the Health Professions 

Council of South Africa’s (HPCSA) concern around the knowledge, attitude, skills and 

habits of the South African medical graduates. There were concerns that the graduates 

needed to display exemplary behaviour within the communities that they worked as 

practicing doctors (HPCSA, 1992). 

 

Around the same time, the use of outcomes-based education (OBE) became a policy in 

the new South African Education Department and was introduced in schools throughout 
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South Africa. Meel (2002) stated that OBE was implemented to meet the shortcomings of 

education under the previous apartheid government. According to Jansen (1998), the 

South African government of national unity issued several curriculum related reforms 

that were intended to democratize education and eliminate the inequalities of the post-

apartheid education system. OBE was seen as an approach to education that would enable 

such reform in the South African education system. Support for the OBE approach in the 

anti-apartheid movement was based on a belief in the importance of placing the learner at 

the centre of the education process (Allais, 2003). The apartheid based education system 

was widely equated with rote learning which was seen to undermine critical thinking. 

There was therefore a need for an educational approach that would be closely associated 

with the democratization of the South African society (Allais, 2003). 

 

Since the adoption of OBE into the South African education system, there has been a 

wide-spread critique around its implementation in the South African classrooms. One of 

the major concerns of OBE was that as an educational approach it was being driven by 

politics and in reality had very little to do with what occurred in the everyday lives of the 

South African classrooms. Whilst Professor Jonathan Jansen (Jonathan and Christie, 

1999) has many arguments pertaining to the implementation of OBE and its failure in 

South Africa (Jansen, 2010), the question that needs to be raised is whether the 

philosophical underpinnings of such an educational approach should be ignored. 

 

It was not within the ambit of my study to compare OBE with PBL, neither was it to 

critique the implementation of OBE as a curriculum reform strategy in schools but suffice 

to say that I am of the opinion that the HPCSA considered the philosophical principles of 

OBE when it began looking into the curriculum reform that was necessary of medical 

curricula in its quest to the doctor that was required for the communities of South Africa 

in the  century. The HPCSA identified with the new policy of OBE in South African 

schools and stipulated that medical schools should follow a similar approach in their 

teaching of medical students. Chapter 1, section 1.2 described the rationale that was 

stipulated by the HPCSA for the motivation of change in medical curricula in South 

African medical schools and that this emphasized the fundamental principles and 
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methods that promoted understanding and problem-solving skills (HPCSA guidelines, 

1995). 

 

According to Kent and De Villiers (2007, pg 906), “South Africa needs medical 

practitioners who will serve the health needs of its population and the universities are 

moving with nerve-racking speed in this direction.” They further indicated that all eight 

medical schools in South Africa were now part of the Faculties of Health Sciences. From 

this kind of collaboration it may be implied that medical education was moving towards 

an interdisciplinary approach (Kent and De Villiers, 2007).  All eight medical schools 

have subsequently moved from a pure discipline-based traditional approach of teaching 

medicine, to a form that takes on problem-based, student centred approaches. The 

NRMSM was one of the first to move completely to a five year pure PBL approach in 

2001. The other medical schools have adapted their curricula to variations of PBL and 

problem-orientated approaches.  

 

 

 

 

 

 

 

2.3.   PBL as an approach to learning 

 

The literature provides several criteria based on educational principles for student 

learning in PBL (Charlin, 1998; Schmidt, 1993; Savin-Baden and Major, 2004; Mattick 

and Knight, 2007). I have summarized the key criteria as follows: 

 

 The problem acts as a stimulus for learning. 

 It is an educational approach, not an isolated instructional technique. 

 It is a student-centred approach. 
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The student’s learning must involve: 

 

 Active processing of information. 

 Activation of prior knowledge. 

 Meaningful context. 

 Opportunities for elaboration/organization of knowledge. 

 

There are a variety of perspectives about how people learn. PBL is an approach to 

learning that has been constructed from a perspective that considers a whole range of 

learning theories (Savin-Baden and Major, 2004). The originators of PBL were mainly 

medical educators and were influenced during the designing of the approach by common 

conceptions about how people learn. PBL attempts an integrative approach to learning 

since it draws on a number of learning theories namely: behavioural, cognitive, 

developmental and humanistic learning approaches (Savin-Baden and Major, 2004). One 

of the main factors that PBL acknowledges out of these disparate theories is the 

importance of learning through experience.  

 

Some behavioural theories of learning such as the Classical Conditioning Model posed by 

Watson (1913) and Operant Conditioning proposed by Skinner (1953) ran contrary to 

PBL mainly because they generally assert that we cannot observe learning except through 

behavioural changes. These theories see learning as a relatively permanent change in 

behaviour that was brought about as a result of experience or practice. This makes the 

outcome the most important factor, rather than the interactive process of learning that 

PBL tries to promote. On the other hand, behaviourists like Thorndike (1913) provided 

an understanding of the improvement of learning through feedback, clear goals and 

practice which are some of the main concepts that underpin PBL. In the same regard, 

Savin-Baden and Major (2004) point out that Hull’s (1943) work and his notion of Drive 

Reduction Theory, which asserts that behaviour is determined in part by learner 

motivation, promotes a key aspect of PBL which asserts that students should be 

motivated as stakeholders attempting to solve important problems.  
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Cognitive theories of learning provide an interesting lens for understanding the origins of 

PBL because they are directly concerned with mental processes. Cognitive theorists 

usually seek to understand how students learn and emphasize what processes go on inside 

the mind when such learning occurs. According to the literature on PBL, one of its 

primary goals is to develop skills for better learning, as well as learning how to learn 

(Schmidt, 1993; Savin-Baden and Major, 2004; Dolmans et al., 2006; Mattick and 

Knight, 2007, Cohen-Schotanus, et al., 2008). Cognitive theorists have also argued that 

new information has to be interpreted in terms of both prior knowledge and shared 

perspectives (Tolman, 1948; Piaget, 1929; Ausubel, Novak and Hanesian, 1978). It can 

therefore be claimed that meaningful material can only be learned in relation to a 

previously learned background of relevant concepts. PBL advocates such as Barrows 

(1986) and Camp (1996) argue that students enter any learning environment with pre-

existing knowledge and cognitive structuring. Thus the focus in PBL centres is on 

helping students to utilize their previous knowledge and ways of thinking and to 

construct it into a new form that is understandable and meaningful to them (Savin-Baden 

and Major, 2004). 

 

Humanist theories, including the work of psychologists such as Maslow (1968) and 

Rogers (1983) offer us a further understanding of PBL because they saw learning as a 

personal act designed to fulfill potential. According to these psychologists, students had 

both affective and cognitive needs, so the goal of learning should enable them to become 

self-actualized and autonomous. It was, therefore, the responsibility of educators to 

facilitate the development of the whole person. In the PBL environment, the facilitator 

helps to provide a supportive environment in which students are enabled to recognize and 

explore their needs. The facilitator is seen as an equal in the small group learning process 

and is thus able to liberate the students and allow them the freedom to learn. 

 

Developmental theorists are concerned with models that include the cognition and 

development of students’ learning. Their main concern is to enable students to develop 

both an understanding of the nature of knowledge and ways of handling different 

conceptions of the world so that knowledge acquisition is an active process (Savin-Baden 
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and Major, 2004). Developmental theorists such as Piaget (1929) and Perry (1988) place 

the issues of students’ experience centre stage and argue that students proceed through a 

sequence of developmental stages. According to Ausubel (1978), learning occurs when a 

student is presented with new information that possesses some external or internal 

characteristics that enables them to associate it with their previous learning. A bridge 

between new material and existing ideas is therefore essential. 

PBL takes into account the role and relevance of learning through and from experience. 

Savin-Baden and Major (2004) state that: 

 

PBL draws from all the cognitive and developmental theories where students 

compare new information to existing cognitive structures, they seek to determine 

the overall structure of the problem, their learning capabilities may be extended 

through guidance and collaboration, they learn through progression of experience 

and they learn best when they can see the meaning of learning.  

          (Savin-Baden and Major, 2004: 24) 

 

PBL also fits with tenets of adult learning theory. According to Camp (1996), student 

autonomy, building on previous knowledge and experiences, and the opportunity for 

immediate application, are all recognized to facilitate learning in adults. Medical students 

are admitted into NRMSM as adults and thus should be able to adapt to the PBL 

approaches. The father of adult learning theory, Knowles (1980), proposed that 

appropriate conditions for adults to learn effectively include a learning environment 

characterized by physical comfort, mutual trust and respect, mutual helpfulness, freedom 

of expression, and accepting of differences. He also said it should be where learners 

perceive the goals of  the learning experience to be their own goals, where learners accept 

a share of responsibility for planning and operating the learning experience and therefore 

have a commitment to it, where learners participate actively, and have a sense of progress 

towards their own goals. These benefactors, as advocated by Knowles, describes the PBL 

small group tutorial process where the student is responsible for working out his own 

learning goals and the facilitator is considered an equal in the learning process.  
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To conclude the discussion on PBL as an approach to learning, I would like to reflect on 

the general aim of any medical faculty. All medical faculties want their students to learn, 

to remember, to apply and to continue to learn once they are out from under their 

tutelage. According to Camp (1996), many traditional curriculum students memorize, 

forget, and fail to apply or integrate knowledge and resist further learning. He further 

states that the PBL curricula on the other hand, seem to foster more positive attributes of 

learning in students. 

 

2.4.    The impact of PBL curricula on student learning 

 

Over the past forty years, PBL has become popular in medical education world-wide as 

the ‘new curriculum’ innovation. Many medical educationists and theorists from around 

the world hoped that PBL would be the solution to the problem of the transferring of 

medical knowledge and clinical skills learned at medical schools to real clinical 

environments (Svinicki, 2007). The need to re-define basic medical education had been 

recognized and accepted by international and local medical schools and educational 

principles on which medical curricula should be based have been put forward. The 

NRMSM took this step forward in changing its traditional curriculum to that of a PBL 

curriculum in the hope that undergraduate medical education would make significant 

progress towards achieving its educational goals and providing the communities of South 

Africa with the doctors they needed. 

 

In order to understand the impact that the PBL curriculum can have on the participants’ 

experiences of learning the phenomenon through this PBL pedagogy, I would like to 

provide an overview  of what the literature says about what happens to a student in PBL. 

Schmidt et al. (2009: 229) says that, “PBL is not a single educational treatment but a 

conglomerate of interventions each of which is thought to foster learning.” From the 

literature it can be determined that different medical educationists and theorists view the 

goals of PBL differently. As such, they tend to stress certain aspects of PBL more than 

other aspects (Schmidt et al., 2009). Schmidt and colleagues have identified three 

different types of PBL curricula by categorizing the different interpretations of what 
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happens to the student in PBL. A summary of the three types of PBL curricula together 

with what each of them emphasizes is provided below: 

 

 TYPE 1 CURRICULA 

 Helps students to build flexible mental models of the world. 

 The problem represents the part of the world that must be 

understood by the student. 

 The small group process and self study enables students to 

construct a theory to explain the problem. 

 The problem activates prior knowledge which is then 

collaboratively used to construct a tentative model of the situation. 

 The student subsequently engages with literature to test, enrich, or 

modify the model. 

 The literature is studied with preconceptions in the mind of the 

student resulting in the resolution of faulty prior knowledge and 

the better learning of new knowledge. 

 The activation of prior knowledge provides scaffolding for new 

information. 

 Returning to the problem after individual study, further elaborates 

on what has been learned and is used to check if a deeper 

understanding has evolved. 

 Discussion of the problem before processing the relevant 

information facilitates understanding of that information. 

 The literature reveals the following medical schools use this type 

of curriculum: Maastricht, Manchester, Missouri and McMaster 

(latest curriculum). 

 

 TYPE 2 CURRICULA 

 The goal is to help students learn the skill of diagnostic reasoning 

by mimicking the thinking process of the expert. 
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 Students formulate diagnostic hypotheses whilst working on a 

problem by looking at the signs, symptoms, laboratory data and by 

making a physical examination of the findings in order to solve the 

problem. 

 Increasing the students’ levels of problem-solving is the main goal 

of the curriculum. 

 The literature reveals the following medical schools use this type 

of curriculum: McMaster (early curriculum), New Mexico and 

Newcastle. 

 

 TYPE 3 CURRICULA 

 PBL in this regard is a tool for learning how to learn. 

 It is important to acquire skills on how to learn because of the 

rapidly expanding scientific knowledge base. 

 The goal of the curriculum is to prepare students for life-long 

learning and self directed learning. 

 An example of a medical school using this type of curriculum is 

the Harvard New Pathways Curriculum. 

        

                                Adapted from Schmidt et al., (2009: 229-230) 

 

From the above descriptions of the different types of PBL curricula, it can be suggested 

that the NRMSM designed and implemented a combination of Type 1 and Type 3 

curricula in its PBL Curriculum of 2001. The participants in the study experienced a PBL 

curriculum where the problem represented a patient problem that they would most likely 

encounter in the real clinical environment. These may have been problems that may be 

infrequent, but may have serious consequences unless recognized and managed 

appropriately, for example, Meningitis, was also considered.  The NRMSM also designed 

problems that had a high social or economic impact, for example HIV and AIDS, toxic 

shock etc. In the first three years problems that introduced students to the important 

concepts or areas of knowledge in basic sciences were designed. Another consideration 
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for the design of a problem was whether it had implications for the prevention of 

disease/illness (NRMSM, CDTF minutes, 1999). 

 

Guided by Dolmans et al. (1997) principles of case construction, the following guidelines 

the in terms of the construction of the cases for the Theme books were adhered to at the 

NRMSM. 

 

• The contents of the case should adapt well to the students’ prior knowledge. 

• The case should contain several cues that stimulate students to elaborate. 

• Preferably present the case in a context that is relevant to the future profession. 

• Present relevant basic sciences concepts in the context of a clinical problem to 

encourage integration of knowledge. 

• The case should stimulate self-directed learning by encouraging students to 

generate learning issues and conduct literature searches. 

• The case should enhance students’ interest in the subject-matter, by sustaining 

discussion about possible solutions and facilitating students to explore 

alternatives.  

• The case should match one or more of the faculties’ objectives 

 

(Adapted from Dolmans, et al., 1997 and presented in NRMSM CDTF Minutes, 1999). 

 

By utilizing the cases (as described above) and problems designed to match students’ 

perceptions of their future profession and their current knowledge, the NRMSM hoped 

that their PBL curriculum would serve as a powerful stimulus for their students to be 

intrinsically motivated to learn. This integration of the basic science disciplines and other 

subjects into the clinical cases also emphasized other important aspects of the training of 

future competent health professionals. These skills include communication, teamwork, 

professional attitudes, values and ethics. According to the literature, such combination of 

early and sustained community and primary care experiences with carefully selected PBL 

cases relevant to priority community health problems can synergize with the promotion 

of population and community health education (Neufield, 1992). 
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By designing and implementing a PBL curriculum, the NRMSM sought to reduce the 

content overload and make the curriculum more relevant to the needs of South Africa 

whilst maintaining a standard that would be recognized internationally. The Standard 

Treatment Guidelines (Annexure I) and The Essential Drug list (EDL) (Annexure J) of 

South Africa had been compiled based on the health profile of the country and the 

NRMSM saw these documents as being appropriate for determining the ‘core 

curriculum.’  The Heads of Departments at the NRMSM were asked to submit a 

curriculum for their specific disciplines (the traditional ones) and the core curriculum was 

developed from the combination of this list and the EDL as well as The Standard 

Treatment Guidelines.  

 

 

 

 

 

 

 

 

 

A summary of the shifts that the PBL curriculum was designed to bring about is 

presented below: 

Table 1: Traditional Curriculum versus PBL Curriculum 

 

TRADITIONAL CURRICULUM 

 

PBL CURRICULUM 
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• Teacher centred 

• Lecture based 

• Discipline based 

• Hospital based 

• Disease based 

• Standard programme 

• Atomistic (parts prior to whole) 

• Year layers, continuous 

 

• Student centred 

• Problem based 

• Integrated 

• Community based 

• Patient/person based 

• Electives and core curriculum 

• Holistic (whole prior to parts) 

             Modular (Blocks) 

2.5.   The effectiveness of PBL curricula 

 

Early research by Norman and Schmidt (1992) examined the psychological basis for PBL 

using theoretical perspectives (primarily from cognitive psychology) and reviewed 

studies that were relevant to those perspectives. Their study, conducted at the University 

of McMaster and the University of Limberg, did not compare the performances of 

students or graduates from the traditional curriculum with those from the PBL 

curriculum, but looked at testing various hypotheses regarding learning in the two 

curricula1

Norman and Schmidt’s (1992) study hypothesized that PBL was more successful at 

teaching ‘problem-solving’ skills. This would entail the use of general skills that would 

be applied to gather, interpret and integrate data from any clinical problem. Their study 

proved that it was difficult to demonstrate any change in measures of the problem-solving 

process from the first year of medical school to clinical practice. They found no evidence 

indicating that one curriculum or another, PBL or otherwise were able to enhance the 

students’ problem-solving skills independently of their acquisition of knowledge. Despite 

.  

 

                                               
1 My study also did not compare the effectiveness of the traditional curriculum against the PBL curriculum 
but instead looked at the participants’ experiences of learning within a PBL curriculum and how this 
experience impacted on their construction of a relationship with the clinical environments. It should be 
noted however that during their experiences of the clinical modules in the hospital wards, the participants 
reported that they were compared with the traditional curriculum students by the medical ward staff. 
Chapter 4 and 7 deals with this issue. 
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this study’s findings that PBL had a negligible effect on problem-solving skills, improved 

problem solving remains one of the main claims about PBL made in the literature. 

 

Subsequently there have been numerous studies regarding the effectiveness of PBL as an 

educational approach with differing opinions being presented (Schmidt et al., 2009).  

Albanese and Mitchell (1993) conducted a review of literature on the outcomes and 

implementation issues of PBL. They looked at studies that reviewed a wide range of 

outcome measures such as standardized achievements tests, clinical ratings of graduates 

during residency, self ratings of graduates and rates at which graduates secured one of 

their top three desired residences. Their findings revealed mostly mixed results with PBL 

students performing the same as, or slightly better than traditional students in terms of 

clinical assessment performances. They also reported that PBL students enjoyed their 

learning more but generally performed more poorly in basic scientific knowledge than 

traditional students.  

 

Svinicki (2007) reported that Albanese and Mitchell (1993) acknowledged that their 

research on PBL had certain weaknesses. The issues that they noted that were weak 

pertained to the outcome criteria that were confounded by other student variables that 

made it difficult to demonstrate significant effect differences. They also admitted that 

there was a weakness regarding the experiment design, especially in terms of 

randomization of students to control conditions, lengthy experiment periods and 

maintenance of separation of the conditions etc.  Albanese and Mitchell’s (1993) results 

however, did provide some degree of confidence in PBL, despite concerns about the 

basic sciences. My study was particularly interested in their findings in the clinical skills 

domain which revealed that PBL students and graduates performed as well as or slightly 

better than conventional students on clinical examinations such as Part II of the National 

Board Medical Examination (Albanese and Mitchell, 1993). This finding has consistently 

been validated in subsequent studies for example (Remmen et al., 2001; Edwards et al., 

2004; Eyal and Cohen, 2006; Evans and Roberts, 2006). 

 



 39 

Most of the studies found that the increased clinical exposure that is typical of a PBL 

medical curriculum could be expected to result in an increase in the students’ clinical 

acumen. At the NRMSM there has been no study published that compared the clinical 

performance of the traditional curriculum students with the performance of the PBL 

students, although a unique and great opportunity arose in 2005 when the two cohorts of 

students were in the final year together. The only study that was done during that period 

at the NRMSM was my Master’s dissertation that was entitled, “Integrating Emergency 

Care into the PBL medical curriculum-staff and students’ perceptions” (Reddy, 2004). 

The study concluded that the PBL students performed the emergency skills in a more 

confident and systematic manner in the real clinical setting when compared to the 

traditional students who had studied the same course in a traditional format in their first 

year. 

 

Other meta-analyses of PBL literature were conducted by Vernon and Blake (1993) and 

later by Dochy, et al. (2003) that revealed similar findings to Albanese and Mitchell’s 

study (1993), where they found traditional methods to be more effective for some 

variables whilst PBL was more effective for the other variables. In general they reported 

that whilst studies showed that PBL students started off with decreased levels of 

knowledge, they were able to retain the knowledge for longer after they had learned it. 

There was also a positive result in favour of PBL in terms of clinical skills knowledge. 

This finding is particularly relevant to my study that looked at the construction and 

transference of clinical skills within the PBL pedagogy.  

 

 

Whilst there were several studies that looked at the effectiveness of the PBL curricula on 

the clinical skills competencies of students and graduates (Blake and Parkinson, 1998; 

O’Neill, et al., 2000; Lam et al., 2002; O’Neill, 2003; Evans and Roberts, 2006; Williams 

and Beattie, 2008; Cohen-Schotanus et al., 2008; Ash, 2009), Colliver (2000) critically 

reviewed the literature on the  effectiveness of PBL and found no evidence for its 

effectiveness in terms of knowledge acquisition and clinical skills competencies. He 

categorically stated that he and his co researchers were surprised by this result, given the 
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major curriculum intervention that was required when changing from a traditional to a 

PBL curriculum. He went on to argue that although some medical educators and theorists 

(Norman and Schmidt, 1992; Regehr and Norman, 1996; and Godden and Baddely, 

1975) had reviewed the underlying educational principles and theories that should have 

enabled the PBL curricula to be more effective, his findings showed that PBL research 

revealed little or no correlation between educational theories and what was actually 

happening in PBL (Colliver, 2000). 

 

Colliver (2000: 264) claimed that, “The problem… is that the theory is weak, its 

theoretical concepts are imprecise, lacking explicit descriptions of their interrelationships 

and of their relationships with observables, such as interventions and outcomes.” Norman 

and Schmidt (2000) challenged Colliver’s claims by presenting evidence that, as an 

educational approach, PBL was in fact more satisfying, motivational and provided a 

greater challenge to the learner. Whilst agreeing with Colliver about rethinking the 

promise of PBL for the acquisition of basic knowledge and clinical skills competencies, 

Norman and Schmidt (2000) argued that Colliver and his co-researchers were off the 

track with some of their theories supporting PBL (Svinicki, 2007). Norman and Schmidt 

(2000) also suggested that there was a great need in medical education for much more 

theory-based research.  

 

Svinicki (2007) called for an alternative research strategy to investigate why and how 

PBL ‘worked’ instead of just focusing on its effectiveness and outcomes as was the trend 

in medical education research previously. That is, he was concerned with research that 

focused on the collaborative process of learning content, the teaching of teamwork skills 

and the learning regarding becoming part of a community of practice (Svinicki, 2007). 

This suggested research focus is in line with my study that questions how and why the 

participants constructed a relationship with the clinical environments after engaging with 

PBL pedagogy. I was also interested in unpacking the learning issues of the participants 

at a micro level and not to look at the macro level outcomes of such pedagogy. In 

attempting to describe, interpret and critique the participants’ experiences of the 

phenomenon, I also focus on the reports of their collaborative learning process, their 
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ability to work in a team and their engagement with the community of practice of medical 

practitioners.  

 

2.6.    PBL in the clinical setting 

 

The literature on PBL purports that it is a methodology of clinical teaching that enables 

students to apply their theoretical medical knowledge to the practical clinical 

environments by facilitating the acquisition of critical reasoning and clinical skills that 

are essential for the medical profession. Williams and Beattie (2008) questioned whether, 

in reality, PBL was utilized by clinicians to teach clinical skills in undergraduate 

programs. Ash (2009) interviewed surgeons who were responsible for the clinical 

teaching of students at Flinders University to enquire what clinical teaching meant to 

them. The following is a summary of the surgeons’ understanding of the apprenticeship 

model that they were familiar with, having learned to be clinical teachers in this way: 

 

Features of the apprenticeship model of clinical teaching: 

o The apprenticeship was structured by the clinical service structure and hierarchy. 

o The clinical teacher was a clinician, teaching the art of practice, during clinical 

service. 

o Clinical teaching was interactive, either one-to-one or in a small group during 

clinical contact. 

o Learning through contact with real patients in clinical practice was highly valued. 

o Learning was an experiential and social ‘contact sport’ with patients, clinicians 

and services. 

o Continuity was important in multiplying the educational benefits of clinical 

contact. 

o The development of an interactive student-teacher relationship was vital. 

o The development of self-directed learning skills was crucial for ongoing clinical 

learning. 

 

          Ash (2009: 178). 
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The surgeons in Ash’s study believed that their role as clinical teachers was to, “facilitate 

the entry of the student into the clinical workplace, to encourage contact with patients and 

to support learning from experience” (Ash, 2009: 179).  However, the reports of the 

participants in my study indicated a contrary role of the medical ward staff (Chapter 7, 

section 7.2.). The impact of the negative learning environment that this created is also 

dealt with in Chapter 7. Williams and Beatties’ (2008) study identified key gaps in the 

clinicians’ understanding of clinical teaching in the clinical environment. Their study 

revealed a distinct gap between what happened in the PBL process at medical school and 

the actual practice setting. In the wards, the clinicians reverted to traditional teaching 

methods of the ‘master-apprentice’ model where they were the content experts. Their 

findings confirmed that PBL methods did not automatically transfer to the clinical 

setting. The same can be said for the NRMSM experience. Whilst the participants 

experienced the PBL processes in the Themes at the medical school during the first three 

years, the application of such PBL processes did not take place in the clinical setting. 

Instead a similar ‘master-apprentice’ model was adopted along with other hegemonic 

practices as will be discussed in Chapter 7.  

 

According to the literature on the application of PBL in the clinical setting, there is a 

need for further research into the development of clinical education within a PBL context 

(Antepohl, et al., 2003). O’Neill et al. (2000) described how PBL was integrated into the 

third year of their programme. The third year was based entirely in the clinical 

environments of three teaching hospitals. The motivation for extending PBL into the 

clinical environment was to “develop analytical skills that would be helpful in looking at 

real patient problems and to encourage our clinical teachers towards a student-centred 

approach to clinical teaching” (O’Neill et al., 2000: 223). In this way the students would 

also be stimulated to set learning goals during the group process that would be met 

through real patient contact and clinical experience with the clinicians and professors. 

The PBL tutors in the wards were the consultants who worked at the teaching hospitals. 

The teaching hospitals also provided the necessary learning resources like articles, 

models, posters, seminars, workshops etc. Evaluation of this method of integrating PBL 
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into the clinical environment proved to be positive with the implementation of PBL being 

successful and the students reporting that they were satisfied with the course.  

 

According to the literature it is vital for there to be a relationship between the clinician 

and the student, not only for the purposes of teaching and learning but also for the 

clinicians to get to know the students in order to get them to be safely included in the care 

of real patients and to become part of the community of practice of medicine (Ash, 2009; 

Svinicki, 2007). As will be discussed in Chapter 7, this study found the lack of 

engagement by many clinicians and consultants with the PBL curriculum to be highly 

problematic.  

 

The next section deals with the South African health care system that provided a clinical 

environment. This is the environment in which the participants undertook their clinical 

education modules as undergraduate students, and later worked as interns and community 

service officers. 

 

2.7.   The South African health care context 

 

The South African health care system remains troubled even after sixteen years of 

democracy. The South African government has not been able to regenerate itself and 

transform completely in terms of its social, political and economical circumstances. In 

1994 the new government promised to provide health care to all its citizens as a basic 

human right. The present South African government under the leadership of President 

Jacob Zuma therefore has the daunting task of delivering on these promises and 

rectifying the massive health inequalities that were created by the apartheid government. 

According to Hammett (2007), the most important challenge facing South African health 

care is the continued shortage of skilled human resources in health services delivery. 

Urgent action is required by the South African government to remedy the present 

situation where the demands for proper salaries in terms of the occupational specific 

dispensation policy and the freezing of essential medical officer posts has led to low 

morale amongst health care workers and doctors. The aftermath of national strikes has 
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also crippled the financial state of the Department of Health. This section gives a brief 

description of the types of challenges that the South African health care environments 

face because this must have impacted on the participants’ experiences of the phenomenon 

and their ability to construct a relationship with the clinical environments during their 

internship placement and community service experience. 

 

South Africa’s apartheid past has had a significant effect on the health care system, the 

health of the South African people, the policies around health and its delivery as well as 

present day health services (Chopra et al., 2009). Interprovinicial and urban-rural 

differences in access to health and related services still persist (Coovadia et al., 2009). 

These problems exist despite the provision of policies that were put in place to reallocate 

budgets and other resources with the intention of focusing on the needs of the poor 

people of the rural, peri-urban and urban areas of South Africa. 

 

One policy which was intended to improve the health care delivery across the country 

was the introduction of the compulsory community service placement for all South 

African newly qualified doctors. The intention was to place these doctors for a period of 

one year in understaffed rural hospitals and clinics throughout South Africa for a period 

of one year after they had qualified. This was also intended to prevent them from 

immediately seeking employment in the private health sector or from emigrating.  For the 

purposes of describing some of the challenges that the South African health care system 

is facing, I would like to make reference to Coovadia et al.’s (2009) study and other 

related studies that look at some of the failures in health system governance in the post-

apartheid South Africa with a view to understanding the context in which the participants 

of my study experienced their clinical education in the way that they did. Coovadia et 

al.’s study is discussed under the headings from that study: Human Resources 

Challenges; Poor Stewardship, Leadership and Management of the Health system. 

 

• Human resource challenges 

The Coovadia report attributes the staffing crisis in the public sector to a legacy of mal-

distribution of staff and the poor skills of many health personnel. The report indicates that 
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the staffing crisis is especially acute at the district level. It was mainly at the district level 

hospitals in KwaZulu Natal that the participants of this study performed their internship 

placements. The staffing situation at these hospitals was further aggravated by the new 

policy decisions such as voluntary severance packages that were offered to public sector 

staff in the mid 1990s. This strategy resulted in the movement of often highly skilled 

health professionals out of the public sector. It was also during the mid 1990s that a 

number of nursing colleges closed down, resulting in a drastic reduction in the number of 

graduating nurses. Hammett (2007:68) reported a “haemorrhaging of South African 

doctors from the public sector into the private sector.” It was reported that by the end of 

apartheid, almost 59% of doctors, 89% of pharmacists and 93% of dentists were 

employed in the private sector (Hammett, 2007). The disparity between the public health 

sector and the private health sector regarding staffing was further exacerbated by the 

increasing levels of external migration by South African health care workers. Hammett 

(2007: 68) found that, “between 1990 and 1997, 26 percent of the South African medical 

students graduating in these years emigrated.” 

 

Daviaud and Chopra’s study (2007), that examined human resources requirements for 

primary health care facilities in six of the poorest districts across South Africa, found a 

drastic shortage of doctors to cover the opening times of the community health centres. 

They found that the “overall number of doctors was only 7% of the required number” 

(Daviaud and Chopra, 2007: 47). The Coovadia et al. (2009) report argues that there have 

been few concrete proposals and plans to address the human resources crises especially at 

community and primary levels, despite the development of a national human resources 

plan in 2006. 

 

The South African government has tried other avenues to expand the medical skills base 

including the South African-Cuban agreement which “focused on the recruitment of 

Cuban doctors to work on short-term contracts in South Africa as well as the training of 

South African medical students in Cuba” (Hammett, 2007: 66). This initiative has 

resulted in over 450 Cuban doctors being placed in South African health care facilities 

and over 250 South African medical students being trained in Cuba (Hammett, 2007). 
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There have also been other policies such as an increase in medical schools admissions, 

the community service legislations for graduated doctors and other health care 

professionals and the soon to be introduced clinical associates. Monetary incentives like 

rural allowances as well as non-monetary incentives such as accommodation have also 

been put in place. Despite these policies and initiatives, there remains a scarcity of human 

resources in rural health care facilities, an issue raised by the participants in this study 

and referred to in Chapter 5. 

 

It was during the study participants’ community service experience that I conducted the 

interviews for the study and I was able to observe the conditions that the participants 

were exposed to during this period of clinical work. Most of the doctors’ accommodation 

was surrounded by high fences with the presence of security personnel.  This to me 

indicated a fear of criminal activity in the area. Some of the rooms and living areas were 

small and furnished with just a simple bed. The participants reported that there was often 

a disruption of electricity and water supply to the hospitals and the living quarters. The 

roads to some of the facilities were not tarred and had poor lighting and potholes. There 

were no recreational and/or other entertainment facilities in the area. These may be some 

of the reasons why health care professionals are reluctant to work in such facilities.  

 

• Poor stewardship, leadership and management of the health system 

 

The Ministry of Health is guided by policy. According to Coovadia et al. (2009: 831) 

during post apartheid times there has been no emphasis placed on the “implementation, 

monitoring and assessment of these policies throughout the health care system.” Another 

key constraint at all levels of the health system was identified as ‘inadequate stewardship, 

leadership and management.’ The Coovadia report found that poor stewardship had 

resulted in a failure to ensure that some of the fundamental facets of primary health care 

were in place, such as community involvement. It was found that clinical committees and 

hospital boards had not yet been set up and if they were in existence then they were 

dysfunctional. The report also evidenced poor leadership which failed to effectively 

deliver intersectoral programmes, for example nutritional programmes. The issue of poor 
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stewardship and leadership that is present throughout South Africa may be attributed to 

the lack of personal accountability by the people who were given the leadership positions. 

Coovadia et al. (2009: 831) however questioned whether it is “fair to hold individuals 

accountable for the actions and values that have been shaped through apartheid 

oppressions.” They further questioned whether people who were not given the 

opportunity for teaching and training in terms of leadership and delivery should be held 

accountable. The report concludes that there has been a lack of progress in implementing 

the core health policies that were developed by the government, and they suggest that it is 

imperative to show good leadership and improved stewardship in order to meet the 

Millennium Development Goals. It is also imperative to ensure that sound health policies 

and social policies are both developed and implemented timeously (Coovadia et al., 

2009).  

 

2.8.   The international rural health care context 

 

The trend of under-resourced and under-serviced rural communities also occurs 

internationally.  Gould and Moon (2000) considered health care for the United Kingdom 

Island communities and noted that remote islands experienced a ‘penalty’ in service 

provision.  They claim that some of the effects are:  

 Having to provide a certain standard of service to meet satisfactory and 

professional requirements although population numbers may be low. 

 The need to cater for fluctuating populations of temporary residents. 

 High proportions of elderly patients. 

 Cost of transporting goods. 

 The need to pay incentives to recruit and retain health professionals. 

                                                                                              (Gould and Moon, 2000: 210). 

 

Despite the obvious differences of resourcing, these effects may be paralleled to the 

effects that the South African rural communities experience, only to a much larger extent 

due to the historical inequalities in South Africa prior to 1994. Due to the lack of 

employment in the rural areas, the economically active, adult males from the ‘Bantustans’ 
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had to leave home and seek work in the cities.  As a result the ‘Bantustans’ became vast, 

highly impoverished areas inhabited, for most of the year, by women and those who were 

very young, elderly, sick or disabled (Coovadia et al., 2009). South Africa still faces 

massive health inequalities despite the constitution providing for the right to healthcare 

for all citizens.  Historically, the health services in South Africa were fragmented both 

within the public health sector and also between the public and private sectors. Further, 

the health facilities were racially segregated.  Substantial inequalities still exist in health 

care within and between provinces.  The additional challenge within the South African 

rural health care context is that of the HIV/AIDS crisis that has contributed to and 

accelerated many of the challenges mentioned above. The ANC’s Health Plan (1994)  and 

the National Health Act of 2004 served as the post-apartheid model for health system 

change in South Africa.   

 

Although the policies are in place, a key challenge for the government is to “reduce 

health inequalities and interprovincial and urban – rural differences in access to health 

and related services (Coovadia et al., 2009: 832). Both nationally and internationally 

these challenges will be exacerbated due to the global financial crisis.  

 

2.9.    Conclusion 

 

As this Chapter has shown, PBL is both a teaching and learning method that is based on a 

wide range of cognitive theories. Over the past fifty years, there has been a considerable 

body of research untaken on PBL in many disciplines. Much of the research in the 

medical education arena on PBL has been quantitative in nature using evaluative outcome 

measures and compares PBL with more traditional teaching methods. PBL has spread its 

wings from its point of origin at the McMaster University, the Medical Schools in the 

Netherlands, to the UK, Australia and even South Africa. These drastic changes in 

teaching strategy were in response to the changing demands on future doctors. This 

Chapter also outlined how the PBL curriculum that was adopted from other countries was 

designed and implemented at the NRMSM, and reviewed the literature around its 

educational principles and methodological effects on students’ learning. This Chapter 
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concluded with a contextualization of the study in terms of South African health care. 

Having provided a broad overview of the study context, this thesis now moves to a 

consideration of methodology design.  

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
CHAPTER 3   DESIGNING THE DESCRIPTIONS 
 
3.1.   Introduction 
 

A phenomenographic approach was used to trace and understand the experiences of 

learning the clinical aspects of a PBL medical curriculum of the first cohort of students at 

the NRMSM and how they constructed a relationship with the subsequent clinical 

environments of internship and community service. This chapter describes how 
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phenomenography was used as a qualitative research methodology in the sampling, data 

collection and analysis process to interpret the ‘qualitatively different ways in which the 

participants ‘experienced,’ ‘conceptualized,’ ‘perceived’ and ‘understood’ the 

phenomenon under investigation. The phenomenographic analysis was subsequently 

augmented through the use of critical discourse analysis (CDA) to illuminate and expose 

the phenomenographic categories of description that emerged from the outcome space of 

the phenomenographic analysis. 

 

The Chapter starts with a description of the research paradigm in which 

phenomenography is located together with a rationale for a shift that was required for a 

deeper understanding of the phenomenographic findings. This is followed by a discussion 

of the phenomenographic approach with regards to its ontology, epistemology, theoretical 

and methodological underpinnings and a description of the data collection and analysis 

processes. The Chapter concludes with a description of the measures that were 

undertaken to ensure that the phenomenographic research process was credible. A 

reflective description of the phenomenographic methodology that was adopted for the 

study is provided. The use of CDA as an additional analytical framework will be 

described in detail in Chapter 6 of the thesis. 

 

3.2.   Research paradigm 

 

The focus of medical research thus far has predominantly been on the development of the 

knowledge for the profession of medicine. Recently, however, a large number of medical 

and allied health professionals both nationally and internationally have shown a keen 

interest in the field of medical education. As a result there has been the emergence of 

medical education organizations/associations world-wide. The Association of Medical 

Education in Europe (AMEE), the South African Association for Health Education 

(SAAHE) and OTTAWA (conference organizing organization dealing with assessment 

strategies for health care professionals) are examples of such organizations with a strong 

focus on medical education. Despite the emergence of such organizations/societies, “the 

majority of medical research has been aimed at establishing a firm knowledge basis for 
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best practice, or in other words to contribute to evidence-based practice, in medicine” 

(Sjostrom, 2002: 120). 

 

As indicated in the literature review (Chapter 2), most medical research including 

research on medical education was predominately quantitative and located within a 

research paradigm premised on the notion that there is a single truth about how medicine 

should be practiced and taught. There are a limited number of studies in the medical 

discipline that reflected the lived experiences of undergraduates and graduates of medical 

curricula. My study used both a phenomenographic and a CDA approach to ensure a 

fuller, more descriptive understanding of how the phenomenon under investigation was 

experienced by the participants. 

 

Qualitative research may be seen as a ‘window’ through which we might see and 

comment on significant social issues. These issues may include theoretical questions 

about how social life is organized, how institutions operate and about the ways in which 

individuals and groups make sense of their lived experiences (Cohen, Manion and 

Morrison, 2004). Since PBL is based on the premise of authentic and holistic learning 

(Barrows, 1986; de Vries et al., 1989; Coles, 1990; Blumberg et al., 1990; Mitchell, 

1992) there is an interesting parallel between phenomenography and the claims made by 

the literature on PBL. The use of a phenomenographic approach enabled me to 

understand the participants’ authentic experiences of learning in a PBL medical 

curriculum and the subsequent clinical environments. The naturalistic nature of the 

enquiry that was conducted in ‘authentic contexts’ and ‘natural settings’ allowed for the 

eliciting of holistic accounts of such experiences (Lincoln and Guba, 1989). The 

methodology adopted for this study was therefore in line with the philosophical 

underpinnings of PBL that emphasizes the lived experiences of students as impacting on 

their roles as life-long learners (Biggs, 1999; Savin-Baden, 2000). 

 

At its inception the study was thus located within the interpretive research paradigm; one 

that is characterized by a concern for the individual and a desire to understand the 
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subjective world of human experience (Cohen, Manion and Morrison, 2004). 

Terreblanche, Durrheim and Painter (2006:120) claim: 

 

The interpretive paradigm involves taking people’s subjective experiences 

seriously as the essence of what is real for them (ontology), making sense 

of people’s experiences by interacting with them and listening carefully to 

what they tell us (epistemology) and making use of qualitative research 

techniques to collect and analyze information (methodology). 

                  Terreblanche, Durrheim and Painter (2006:120) 

 

A phenomenographic approach was adopted with a view to understanding and analyzing 

the participants’ experiences of the phenomenon within their own subjective 

understandings. The study was conducted in a real setting of the medical school and 

hospitals where they worked because I was interested in the subjective worlds of my 

research participants, their meanings, hopes and aspirations. Phenomenography as a 

methodology rests on a non-dualistic ontology that does not make any assumptions about 

the ‘nature of reality’ (Marton, 1986). The reality of the study up until the derivation of 

the phenomenographic outcome space was constructed by the participants’ subjective 

experiences of the phenomenon. The study was then augmented with the use of CDA 

which posits that the social realm is socially constructed. As will be discussed in the next 

chapter, CDA is in no way oppositional to phenomenography but in fact it can be seen to 

share an ontological space. The justification for the use of these two analytical 

approaches that were applied sequentially, was to ensure a fuller description, 

interpretation, understanding and illumination of the participants’ experiences of the 

phenomenon. The two analytical approaches and the reasons for the use of both are 

described in detail in this Chapter and in Chapter 6. 

 

3.3.   THE PHENOMENOGRAPHIC APPROACH 

3.3.1. What is phenomenography? 
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Phenomenography is a qualitative research approach that is used to understand the world 

as one experiences it. In my study phenomenography provided a method of discovering 

what meanings underlie the way the participants experienced the phenomenon under 

investigation. According to Marton (1986:2)  

Phenomenography is a research method adopted for mapping the qualitatively 

different ways in which people experience, conceptualize, perceive and 

understand various aspects of, and phenomena in the world around them.  

 

Phenomenography is not only concerned with the phenomenon being investigated neither 

is it concerned with just the people who are experiencing the phenomenon, but it looks at 

the relation between the two and the ways in which people experience or think about 

phenomena. The research questions were formulated to be amenable to study within the 

framework of phenomenography. I was interested in the ‘ways of experiencing’ the 

phenomenon and the relationship that was constructed between the participants and the 

phenomenon. The aim of my study was not simply to capture the full richness of the 

experience of the participants, but it aimed at a very specific level of description, 

corresponding to a level of experience believed by me to be critical as far as the 

participants’ capabilities for experiencing the phenomenon (ways of learning the clinical 

aspects of a PBL medical curriculum) in qualitatively different ways were concerned.  

 

This level of description had to do with what the different experiences of the 

phenomenon were seen as, what they appeared to be and what their potentially different 

meanings were. It was also concerned with how the experiences were ‘delimited from’ 

and related to their ‘context’ and how their parts were ‘delimited’ and ‘related’ to each 

other as well as the ‘whole’ (Marton, 1986). 

The ontological assumptions of phenomenography are subjectivist. There is only one 

world and different people construe this world in different ways. These differences can be 

‘described,’ ‘communicated,’ and ‘understood’ by others (Sjostrom, 2002; Bowden, 

2005). It is the experiences of the phenomenon as described by others that forms the basis 

of the researcher’s descriptions. This makes phenomenography ‘second order’ rather than 

‘first order’ (Trigwell, 2000). The ontological underpinnings are therefore non-dualistic 
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where reality is seen as being constructed as its relationship between the participant and 

the phenomenon (Marton and Booth, 1997) .  

 

Since the character of knowledge and the understanding of the similarities and 

differences in the meaning of this knowledge is phenomenography’s research object, the 

ontological assumptions also become phenomenography’s epistemological assumptions 

(Svensson, 1997) . The emphasis in phenomenographic research is on description and the, 

“researcher may adopt an inter-subjective or interactional epistemological stance toward 

the reality and use methodologies such as interviewing that relies on a subjective 

relationship between the researcher and the subject” (Terreblanche,Durrheim and Painter, 

2006:121). Phenomenography aims to explain the subjective reasons and meanings that 

lie behind such social action. In fact, the interpretive paradigm is often referred to as the 

phenomenographical paradigm because it aims to understand human phenomena in 

context, as they are lived, using context driven terms and categories. 

 

Marton (1994) says that phenomenography addresses the question of what a phenomenon 

looks like as much as how it is seen. My study looked at the experiences as a relationship 

between the participants and the phenomenon. This relationship depicted the 

phenomenon as much as it depicted the participants. Furthermore, the assumption is that 

such a relation is best understood at an individual level, where different aspects of the 

same relationship can be found in different individual cases and where each relationship 

between person and phenomenon can be seen against the background of the other 

relationship between persons and the same phenomena (Marton, 1994).  

 

In phenomenographic studies it has been found that “each phenomenon, concept or 

principle can be understood in a limited number of qualitatively different ways” (Marton, 

1986:150). My study assumed that a limited number of conceptions of the phenomenon 

under study could be found. The conceptions are presented in categories of description 

that constitute the main outcome of the research. (Chapter 4, section 4.1). 
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According to Bowden and Walsh (2000) ‘categories’ are based on the most distinctive 

features that differentiate one conception from another and are presented in the form of a 

hierarchy, reflecting increasing levels of understanding. They go on to say that, “the 

focus on making explicit the relations between the conceptions is one of the 

characteristics of phenomenography that distinguishes it from other approaches, such as 

alternative conceptions research” (Bowden and Walsh, 2000:50). Sandberg (1994) 

describes the relation between individual conceptions and categories of description by 

suggesting that in the phenomenographic approach, the term ‘conception’ is used to refer 

to people’s ways of experiencing a specific aspect of reality.  

Sandberg (1994:157) states that: 

Conceptions are typically presented in the form of categories of description. The 

basic idea of the phenomenographic approach, is to identify and describe 

individual’s conceptions of some sort of reality as faithfully as possible…the 

more faithful we as researchers can be to individual’s conceptions of an aspect of 

reality, the better we are able to understand learning, teaching and the other kinds 

of human action within society. 

 

 

3.3.2.   Variation in phenomenography 

 

Phenomenography focuses on variation. The object of research is variation in ways of 

experiencing a phenomenon. Pang (2003:146) claims that, “there are two faces of 

variation.” The first face refers to the study of variation between different ways of 

experiencing the same phenomena, in which categories of description and outcome space 

are derived to describe how people experience the reality. The variation that corresponds 

to the critical aspects of the phenomenon, i.e. the dimensions of variation as experienced 

by the experiencers, is the second face of variation (Pang, 2003). 

 

The first critical question is concerned with the ‘first face of variation’ that addresses the 

‘what’ question:  
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1. What were the first cohorts’ experiences of learning the clinical aspects of a PBL 

medical curriculum? 

 

The study here was basically descriptive and methodologically oriented and concerned 

with the qualitatively different ways in which participants experienced the phenomenon 

under investigation. As the researcher, I was able to sense and understand the variation as 

indicated by the data in this instance.  

 

In terms of the ‘second face of variation,’ the emphasis of phenomenography here shifts 

from methodological to theoretical concerns. The research therefore addresses the 

questions, “What is a way of experiencing a phenomenon and how do different ways of 

something evolve?” (Pang, 2003: 148). Here, the researcher has to describe the variation 

as experienced in certain aspects of a phenomenon. The second critical research question 

of my study was concerned with the ‘nature of the different ways of experiencing.’ The 

second question is:  

2. How was the relationship between the experiences of learning the clinical aspects 

of a PBL medical curriculum and the experiences of the subsequent clinical 

environments constructed? 

 

From the above, it is evident that phenomenography may be used as a methodological 

approach as well as a theoretical framework. Theoretically it may be used to explore and 

describe the cognitive relationship which individuals have with the world that they live in 

(Booth, 1992). It also concerns itself with the variation of the ways in which people 

experience something. However, the assumption is that the qualitatively different ways of 

experiencing a phenomenon may be limited. I therefore would like to foreground that a 

rigorous critique of phenomenography is provided in Chapter 6 and a rationale is given 

for moving beyond the descriptions of the phenomenographic categories to incorporate a 

critical in depth analysis of the phenomenographic findings using CDA. Chapter 6 will 

show how the methodological boundaries of phenomenographic analysis was pushed to 

its limit and how an additional analytical lens was required in unpacking the participants’ 

experiences of the phenomenon.  
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My study focused on the range of clinical experiences from the PBL medical curriculum 

to the actual clinical setting of the hospitals within the South African health system. The 

participants were therefore asked to reflect on all the different contexts that the ways of 

experiencing the learning took place in namely, their experiences in the Skills laboratory 

(year 1,2 and 3), the hospital wards (years 3, 4 and 5), internship (year 6 and 7) and 

finally community service (year 8). In this way I expected the participants to express the 

different ways of experiencing the phenomenon across all the different clinical contexts. 

It was my intention to yield data that reflected and described a variation of the ‘ways of 

experiencing.’ 

 

3.3.3. Producing data through phenomenography 

3.3.3.1. Introduction 

 

One of the major characteristics of phenomenography is the explorative character of the 

data collection. This explorative character may be related to the relational characteristics 

of conceptions in phenomenography with its uncertain relationships (Marton, 1986) .  It is 

therefore up to the researcher to choose the most appropriate means of obtaining the 

participants account of their experiences ensuring that they allowed maximum freedom in 

their description of it (Lucas, 2000).  The literature on research methodologies claim that 

there are many possible sources of information, that can reveal a person’s 

‘understanding’ or ‘conception’ of a particular phenomenon. Phenomenography, 

however, generally adopts a method of discovery through an open, deep interview 

(Booth, 1992). 

 

 

3.3.3.2.   Selecting the sample 

 

Marton and Booth (1997) state that data collection methods in phenomenographic 

research generally consist of closed interviews with small, purposive samples. Bowden 

and Walsh (2000) recommend that the sample should comprise fifteen to twenty 



 58 

participants. They justify this number by arguing that the aim of the exercise is to 

constitute, from the transcripts of the interviews, a range of categories of description of 

the experiences of the group of participants. Ten to fifteen participants would be the 

minimum number to create a reasonable chance of finding variation in the range, whereas 

the limiting factor of having more than twenty participants is the volume of data that is 

produced. Bowden and Walsh (2000) advise that during phenomenographic analysis, the 

interview transcripts should be treated as a whole and should not focus on the individual 

variation. Therefore it may be difficult, as a researcher, to handle having more than 

twenty transcripts at a time, considering that each interview lasted approximately two 

hours in duration. Trigwell (2000) however argues that since the focus in 

phenomenographic research is on the variation in the participants’ experiences, the study 

should include a wide range of individual experiences. The sample should be selected in 

order to maximize the possible variation in the experiences of the phenomenon. After 

considering all of these issues, I decided on a sample of fifteen participants. 

 

My main concern in deciding on the sample was that of ‘representativeness.’ I wanted to 

select a sample that would be representative of the population about whom I aimed to 

draw some conclusions. The sampling therefore was purposive which meant that the 

sampling was not only dependent on the availability and willingness to participate in the 

study, but also considered cases that were typical of the population selected 

(Terreblanche, Durrheim and Painter, 2006). 

 

The study focused on tracing the experiences of the first cohort of the PBL medical 

curriculum. My sample for the study therefore had to be selected from the graduates of 

the class of 2001. Approximately one hundred and eighty students graduated from the 

class in 2005. I had to make my choice from the many potential participants. Another 

consideration pertaining to my study was the fact that I wanted to conduct the interviews 

at the end of the participants’ community service placement so that they would be able to 

reflect on their experiences across all three contexts (student experience, internship 

experience and community service experience). In this way I hoped to build a detailed 

picture of their experiences based on their accounts from the in-depth interviews. The 
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first cohort of the PBL students graduated in 2005, completed their internship experience 

during 2006 and 2007 and in 2008 they were placed in rural hospitals/clinics throughout 

South Africa to serve their community service experience. Towards the latter half of 

2008, I was granted ethical clearance for my study and I was fortunate to be able to 

conduct the interviews with the participants as they were completing their community 

service placement that same year. 

 

My choice of participants was guided by the fact that these participants were willing to 

provide rich information about their experiences as well as diversity in terms of gender 

and race. The rationale behind these concerns was my desire to understand the variation 

in the experiences of the participants’ across the diverse life contexts in KZN, South 

Africa. The final selection of my sample, however, was also influenced by practical 

matters of convenience like who was available and willing to participate. 

 

Following receipt of ethical clearance for the study (Annexure K), I obtained e-mail 

addresses of the 2005 graduates from the Student Administration Division of the 

NRMSM.  An e-mail invitation was subsequently sent to all possible participants. There 

was an overwhelming response to the invitation (85 graduates). I had to therefore adopt a 

selection process that would enable me to streamline the number of participants to a 

manageable number. 

 

The selection of students into the programme at NRMSM is guided by the University of 

KwaZulu-Natal’s Mission statement and its general admissions policy. The institution 

aims to redress past inequalities in the production of doctors and therefore sets targets for 

different population groups as a measure that is designed to achieve the objective of the 

University’s policy (NRMSM Faculty Handbook, 2001). The admission’s ratio of Black, 

Indian, White and Coloured (Department of Labour terminology) students is 

approximately (rounded off): 70% Black; 19% Indian; 5% White and 5% Coloured. The 

study’s sample echoed these norms and the racial composition of the selected participants 

was: 10 Blacks, 3 Indians, 1 White and 1 Coloured. 
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Since medicine was predominantly a male dominated profession in the past, with the 

implementation of the new democratic government in 1994, the University adopted the 

policy of a greater intake of female students. For the class of 2001, the approximate ratio 

of female: male was 60% female: 40% male. As a reflection of this ratio, my sample 

comprised of 9 female participants and 6 male participants. Although the total number of 

participants that were selected was fifteen, I did remain open to including more 

participants if the data did not prove rich enough. 

 

Another important consideration in my selection of the sample was the geographic 

location of the participants. For practical convenience, I had to select those willing 

participants who were doing their community service placement in rural hospitals only 

within the province of KwaZulu-Natal (KZN), South Africa. The reason for localizing the 

geographic location to KZN was because I live in KZN and I had to also consider time 

and budgetary constraints. My sample was selected from hospitals/clinics across all the 

health districts as listed below 

 

 

TABLE 2- BIOGRAPHICAL PROFILE OF PARTICIPANTS AND 

GEOGRAPHICAL LOCATIONS OF THEIR COMMUNITY SERVICE 

PLACEMENT 
 

N

O 

 

NAME 

(PSEUDONYM) 

 

RACE 

 

GENDER 

 

KWAZULU-NATAL 

HEALTH DISTRICT 

 

LOCATION IN 
KZN 

TRAVEL 
TIME 
BY  
ROAD 

1. Princess Black Female AMAJUBA North west part of 

KZN 

4 hours 

2. Precious Black Female UGU Lower South Coast 

of KZN 

2 hours 

3. Cindy Black Female UTHUNGULU North Coast of 
KZN 

5 hours 
 

4. Patricia Black Female ZULULAND Northern District of 

KZN 

6 hours 
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5. Sarah Black Female UMKHANYAKUDE Northern Most 

District of KZN 

6 hours 

6. Joseph Black Male SISONKE Southern Most Part 
of KZN 

5 hours 

7. Keti Black Female AMAJUBA North West District 
of KZN 

4 hours 

8. Kenneth Black Male UMGUNGUNDLOV

U 

Midlands Region 

of KZN 

3 hours 

9. Tom Black Male UTHUKELA Northern District of 
KZN 

3 hours 

1

0. 

Mac Black Male UMZINYATHI Central District of 
KZN 

3 hours 

1

1. 

Niki Indian Female SISONKE Southern  Most 
District of KZN 

5 hours 

1

2. 

Gary Indian Male UMKHANYAKUDE Northern Most 

District of KZN 

6 hours 

1

3. 

Shaun Indian Male ZULULAND Northern District of 

KZN 

6 hours 

1

4. 

Mary Colored Female UGU Lower South Coast 

of KZN 

2 hours 

1

5. 

Jane White  Female UTHUNGULU North Coast of 

KZN 

5 hours 

 

 

 

 

3.3.3.3.   Initial contact with participants 

 

I found it easy to establish contact with the participants. I either e-mailed them or 

telephoned them and thanked them for their prompt responses to my invitation and 

proceeded to explain the format of the interviews. I ensured that they were fully informed 

of the purpose and processes of my research. I explained that it would be a prolonged 
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process with the interviews lasting up to two hours at a time and that there may also be a 

need for follow-up interviews and a session to review the transcripts. They were given 

ample time to think about their involvement in the study before I confirmed the 

appointments with them. I explained the purpose of the informed consent documents that 

they were required to sign prior to the interview (Annexure L). The informed consent 

document was subsequently e-mailed to each of the participants. 

 

I chose to interview the participants in December 2008 whilst they were still serving their 

community service at the rural hospitals where they were working in KwaZulu-Natal. 

The days, times and venues for the initial interviews were negotiated and varied for each 

of the participants. Organizing the interviews with the participants proved difficult 

because their working schedules as community service officers included twenty-four hour 

calls and shifts from 08H00 to 17H00 each day. This meant that I needed to be open to 

last minute changes in the actual time for the interviews and needed to accommodate 

their calls/intake times. Another factor was travel and accommodation arrangements for 

me. Some of the rural hospitals were more than six hours drive by car. The locations of 

the hospitals were very rural and required driving on dirt roads for two to three hours. 

The logistical arrangements had to be made early and concisely.  

 

3.3.3.4. The phenomenographic interview 

 

The phenomenographic interview is a specialized form of the qualitative research 

interview. They usually begin with participants being asked to respond to questions about 

a specific case or situation. According to Bowden and Walsh (2000), there are generally 

two common types of questions, one type of question pertaining to the field under study 

whilst the second type is of the ‘what is X kind?’   The first category requires open-ended 

questions to allow the participants to decide on the aspects of the questions that are most 

relevant to them. The open-ended questions allow the researcher to get a feel for the 

different ways of understanding the phenomenon within that context. In the second 

category, the questions don’t mention the ‘X’ at all. The questions don’t necessarily have 

to explicitly address the problem presentation. Bowden and Walsh (2000) suggest that 
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there is more likelihood of establishing a joint definition of what is being talked about 

between the researcher and the participant when the questions refer to shared ‘topics of 

discourse.’ Interviewing in phenomenography seeks to explore greater depths of thinking 

and experiencing. The aim of the interview is to elicit the variation in people’s 

experiences or understanding of the phenomenon in question. 

 

This should tie in with the aim of the research study. Reflecting on the purpose of my 

study that traced the participants’ experiences of learning the clinical aspects of a PBL 

medical curriculum and the subsequent clinical environments, I reflected on Marton’s 

(1986) definition of phenomenography: 

“Phenomenography is a research method adapted for mapping the qualitatively 

different ways in which people experience, conceptualize, perceive and 

understand various aspects of and phenomena in, the world around them.” 

                                   (Marton, 1986: 31) 

 

The phenomenographic interview focuses on the relations between the participants and 

the theme of the interview. The focus is on how the theme appears to, or is experienced 

by, the participant. It also focuses on the differences in these relations both as 

experienced by a single individual and between individuals. 

 

According to Bruce (1994), the design of the interview is influenced by the search for 

qualitative variation in conceptions. The questions therefore should not only be open but 

should succeed in eliciting variation. The interview is usually unstructured, or semi-

structured. All questions should lead the participants to discuss how they see, experience 

or understand the phenomenon. The participant should be able to structure his/her own 

response. Phenomenographers claim that the ‘what questions’ are most useful (Marton, 

1986; Sandberg, 1994; Saljo, 1997; Ashworth 2001; Bowden and Walsh, 2000; Trigwell, 

2000; Akerlind, 2005). Marton (1986) gives clear indication of the kinds of conversation 

that take place in phenomenographic interviews. Open-ended questions should be used in 

order to let the participant choose the dimension of the question he/she wants to answer.  

The interview schedule that was designed for the study comprised a few entry questions, 
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allowing for the subsequent dialogue to proceed according to the responses that were 

obtained from the participants. The aim was to encourage the participants to reveal 

through discussion, their ways of understanding the phenomenon under investigation and 

to disclose their relationship to the phenomena under consideration. Bruce (1994) gives 

some guidelines to achieve such responses:  

 Encourage reflection on experience. 

 Ask for information about how the phenomenon appeared to the participants. 

 Probe for analogies, e.g., “you said it was like…” 

 Confront and pursue areas of confusion, for example; ask participants to reconcile 

contradictory statements or raise issues of controversy pertinent to the 

phenomenon. 

 Ask for elaboration through questions such as; “Please explain?”  

“Tell me more about…?”    “Can you explain in a different way?” 

“Give me an example?”  “Describe that a little more please?” 

 

           (Bruce, 1994: 219). 

Since the intention of phenomenography is to describe and understand the variation in the 

ways a phenomenon is perceived, each of the interviews that I conducted with the 

participants aimed at allowing each of them to describe the extent of their experiences of 

the phenomenon, first as undergraduate students and subsequently as interns and 

community service officers. With the aim of the study in mind, it was important for me to 

arrive at a series of questions that would enable the conceptions of the phenomenon to be 

appropriately identified. The interview questions were thus devised to assist the 

participants to think broadly about their own experiences and were followed by other 

questions that responded to each of their unique answers. Some of the broad open-ended 

questions that the interview schedule comprised of were: 

• Can you tell me about your experiences of learning the clinical aspects of the 

curriculum as the first cohort of undergraduate medical students? 

• What were your experiences of learning clinical skills within a simulated clinical 

environment (Year 1 to Year 3)? 
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• What were your experiences of learning the clinical education component of the 

curriculum in the real clinical setting (Year 3 to Year 5)? 

• Please describe your two year internship experience (Year 6 and Year 7)? 

• Please describe your one year community service experience (Year 8)? 

On my arrival at the hospitals (rural hospitals), the participants would look for a quiet 

venue in which we could conduct the interview. On some occasions, it would be the 

doctor’s room or sometimes the interview would take place in the doctor’s quarters. 

Given the context of these rural hospital environments, it was not always possible to 

make such arrangements prior to the interviews. The use of a quiet, private and 

comfortable venue for the interviews was imperative for the purposes of the audio-

recording and to facilitate the sharing of personal experiences. It was my role as the 

interviewer to ensure that the participants would be as comfortable as possible during the 

interviews in order for them to adequately reflect on and describe their experiences over 

the eight year period. 

 

As soon as the venue was determined, and both the participant and I were comfortable, I 

explained the signing of the informed consent document and sought permission to audio-

tape the interviews. I reminded each of the participants that they were assured of 

anonymity and confidentiality. In accordance with the literature on phenomenographic 

interviews (Marton, 1986; Bruce 1994), I began the interviews with the open-ended 

questions as I have described earlier in this section. I was able to get the participants to 

reflect on what they had expressed, to explain their understanding of their experiences 

more fully and to reveal their conceptions of the phenomenon across all three clinical 

contexts. During the interviews, I tried to concentrate on identifying the significantly 

different ways in which the participants expressed their experiences of the phenomenon. I 

had to therefore stay alert to variation both within a single interview and between 

interviews. Bruce (1994) suggests that where such variation is picked up by the 

interviewer, an attempt should be made to further probe the descriptions from the 

participants that revolve around those differences. The duration of the interview was 

usually around two hours. However, sometimes I continued until I felt that the 
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experiences as expressed by the participants had been adequately described and the 

meanings of the words and conceptions had been revealed by each of them. 

 

3.3.3.5.   Phenomenographic data analysis 

 

Marton and Booth (1997) state that: 

Phenomenographic analysis results in a coherent framework for understanding 

what is presented, providing both an approach to analyzing data and a theory for 

analyzing the structure of the variation in experiences of the phenomenon being 

researched.  

               Marton and Booth (1997:  210) 

 

The important difference between traditional content analysis and phenomenographic 

data analysis is usually that, with the former, the categories into which the utterances are 

sorted may be determined in advance, whereas with the phenomenographic analysis, the 

process is ‘tedious,’ ‘time-consuming,’ ‘labour intensive’ and ‘interactive’ (Marton, 

1986). The data has to be continually sorted and resorted with the definitions of 

categories being tested against the data, adjusted, retested and adjusted again. The 

process is continued until eventually there will be a decreasing rate of change and the 

whole system of meanings becomes stabilized (Marton, 1986). 

 

A descriptive framework is developed based on the two elements of meaning and 

structure in phenomenographic analysis (Bruce et al., 2004). Conceptions are the basic 

unit of description. A conception has two dialectically intertwined aspects; the 

‘referential’ aspect and the ‘structural’ aspect. Marton and Booth (1997) explain this 

statement by clarifying that the act of experiencing involves both a structural and a 

referential dimension. This refers to the ‘how’ and ‘what’ of the conceptions. The 

‘structural’ is the action (how) and the ‘referential’ is the something being acted upon 

(what). Each category of description represents one ‘conception’ or ‘way of 

experiencing’ or being ‘aware’ of the phenomenon. The referential component of each 

category is the awareness structure. The awareness structure is usually delimited in terms 
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of the ‘external’ and ‘internal’ horizons. Bruce, (2004: 196) state that, “The internal 

horizon represents the focus of the participants’ attention and the external horizon 

represents that which recedes to the ground, the perceptual boundary associated with the 

participants’ way of seeing.” The use of the components helps describe the qualitative 

differences between conceptions and also the relations between the conceptions. 

Marton and Booth (1997) developed a model for analyzing and describing the experience 

of learning.  The model consists of a ‘what-aspect’ and a ‘how-aspect.’ In their model, 

the ‘what-aspect’ referred to the context of what was being learned and the ‘how-aspect’ 

referred to the learners approach to the task of learning. 

 
 

 
 
 
DIAGRAM 2: The   Model   of   the Experience of   Learning (Marton and Booth, 1997: 
85). 

EXPERIENCE OF 
LEARNING 

WHAT-ASPECT(REFERENTIAL) 
 
 

HOW-ASPECT (STRUCTURAL) 
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I have adapted this model to suit the focus of my study. Instead of looking at the 

‘experience of learning,’ I looked at the experiences of learning the clinical aspects of the 

medical curriculum and the subsequent clinical environments. The ‘what-aspect’ in my 

model refers to the ways of experiencing the phenomenon across the different contexts. 

The ‘how-aspect’ refers to the relationship that was constructed between the experiences 

of the curriculum and the experiences of the subsequent clinical environments. 

 
 
DIAGRAM 3: The Model of Experiences of Learning the Clinical Aspects of the PBL 

Curriculum and the Construction of a Relationship with the Subsequent Clinical 

Environment. 

 

The main aim of phenomenographic analysis focuses on the meaning found within the 

transcripts. This meaning is used to construct categories that capture the main qualitative 

EXPERIENCES OF 

LEARNING CLINICAL 

ASPECTS OF A PBL 

MEDICAL CURRICULUM 

 

 

  

 

 

 
WHAT-ASPECT(REFERENTIAL) 

 
 

The ways of experiencing the learning 
of clinical aspects. 

 

HOW-ASPECT(STRUCTURAL) 
 
 

Construction of the relationship 
between learning of clinical aspects 

and the subsequent clinical 
environments. 
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difference between ways of experiencing the phenomenon (Reid et al., 2006). Akerlind 

(2005) support this statement by declaring that phenomenographic analysis in this sense 

is ‘interpretive’ and ‘emergent.’ The relationship between the participants and the 

phenomenon as revealed in the transcripts becomes the unit of analysis in 

phenomenography. In my study the analysis of the data involved the process of 

interpreting the experiences of learning the clinical aspects of a PBL medical curriculum 

and the construction of the relationship between the participants and the phenomenon as 

reflected in the transcripts of the interviews.  

 

All the interviews were audio-taped and later transcribed verbatim. Bowden and Walsh 

(2000) suggest that the transcripts serve as the only means of evidence that reflects the 

participants’ understanding of the phenomenon. They further stipulate that the single 

most important phase in the analysis of transcripts and the constitution of the categories 

of description is for the researcher to bracket prior knowledge and to produce a coherent 

set of categories rather than a ‘shopping basket’ of categories based upon content analysis 

(Bowden and Walsh, 2000). 

 

In my preparation for the data analysis process I had to bracket my own perceptions and 

read the data for the ways in which the participants understood the phenomenon. This 

was difficult to achieve due to my intimate involvement with the curriculum development 

and implementation of the clinical aspects of the PBL curriculum. These difficulties have 

been described in Chapter 1 of the thesis where I have detailed my role as the Head of the 

Skills Laboratory. However, by immersing myself in the literature on the bracketing 

process, I believe that I did achieve a measure of success in this regard. 

 

3.3.3.5.1.   The analysis process 

• The whole set of transcripts 

 

The transcripts had to be studied as a whole set because in phenomenographic analysis, 

the parts and the whole define each other dialectically (Trigwell, 2000). Categories of 

description were constructed by grouping parts of the transcripts together according to 
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their similarities and differences. Sometimes the focus also was on the parts, but in order 

to see whether those parts were in fact parts of the same category, the focus had to be on 

all the transcripts. The categories of description of the conceptions were internally 

related. Each conception was part of the whole set of conceptions. It was not possible to 

see a category unless it was seen in the context of the whole 

 

• Multiple readings 

Bowden (2000) argues that multiple readings of the transcripts are necessary in order to 

explore all the possible perspectives. I read the set of fifteen transcripts at least seven 

times. During the readings, I attempted to familiarize myself with the key elements of the 

phenomenon as seen and reported by the participants.  I consistently asked myself, “What 

does this tell me about the way the participants understood the phenomenon?”  

Participants may say similar things but often their underlying meanings may be different 

(Bowden, 2000). Similar ideas may also be expressed quite differently. I found that the 

similarities and differences could only be discovered by holding all the ideas in my mind 

at the same time. My intention was to draw a mental picture that explained the underlying 

meaning of virtually the whole set of transcripts. 

 

• Compilation of conceptions 

While reading the transcripts, notes were made reflecting the main ideas contained within 

the transcript set. I wrote comments/ quotations on the important issues that each 

participant had brought up in the interviews. According to Marton (1986) the 

phenomenon is narrowed down and interpreted in terms of selected quotes from all the 

interviews. The quotes I selected thus made up the data pool. My data pool consisted of 

two pages of quotations from each transcript. I read and re-read each of them, in an 

attempt to make sense of the range of comments. I looked for variation between the 

transcripts and re-ordered the sheets to put those who seemed to be saying similar things 

together. The most significant elements given by each participant was identified in this 

process. 
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• Formulation of categories of description 

Utterances/quotations are brought together into categories of description on the basis of 

their similarities whereas the categories are differentiated from one another in terms of 

their differences. After I had arranged and rearranged the groups of quotes, they were 

removed into a draft set of categories of description. The categories of description were 

formulated based on the most distinctive features that differentiated one conception from 

another. The categories presented in the form of a hierarchy, reflecting an increasing 

level of understanding of the phenomenon. Qualitatively different categories of 

description were then constructed. These were used to classify the conceptions of the 

phenomenon that were held by the participants. For example, I selected the sentences 

from the transcripts that were reflective of the participants’ perceptions of what was most 

important to describe their experiences of being a student in the PBL medical curriculum. 

I will now give the details of how I arrived at one of the categories of description. 

They called us guinea pigs. It was not our fault that we were in a new curriculum 

and you really don’t expect to be treated in that way, but we looked above that. 

We were here to learn and we had point to prove. We wanted to learn and become 

good doctors. 

                            (Niki: 11) 

 

I underlined some key words such as ‘guinea pigs,’  ‘had a point to prove’ and ‘wanted to 

learn’ and ‘become good doctors’ that characterized the participant’s main ideas about 

being the first cohort of the new curriculum. 

  

Another participant had the following response: 

We kept telling ourselves, we know that we’re these guinea pigs and we’re trying 

to actually become good doctors and you know it gelled us a lot and we had to 

become a unit to fight for what we thought was our right. 

                      (Precious: 9) 
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I marked some key words to illustrate the participants’ conceptions of the phenomenon 

such as ‘guinea pigs,’ ‘trying to become good doctors’ and ‘fight for what we thought 

was our right.’ 

 

By comparing the similarities and differences between the participants, some categories 

for the conceptions of the phenomenon emerged. With the initial draft set of categories in 

mind, I reread the transcripts with a view to determine if the categories were sufficiently 

descriptive and indicative of the data. The result of this exercise was the modification, 

addition and deletion of some of the categories of description. Each time that the 

categories were modified, I had to justify to myself why and how I came up with them 

and had to refer to the transcripts to explain the conclusions. The new categories of 

description had to be constantly checked to see if the new formulations were still 

consistent with the interview data (cross-checked with transcripts). 

 

• Formulation of the outcome space 

The outcome space in phenomenographic research refers to the set of related categories 

of description of the phenomenon being studied. It reflects how the categories are 

internally related and may be shown graphically or in a tabulated form. The outcome 

space describes the variation within the entire group of participants rather than reflecting 

just the rich descriptions of individuals. Its aim is to focus on aspects of the variation in 

the experiences of the phenomenon (Trigwell, 2000). The outcome space in my study 

depicted the way in which the individual way of seeing the phenomenon was related to 

form a whole picture of the different ways of seeing amongst the participants. This 

reflected an interpretation of the phenomenon.  While generalising this to the whole 

cohort may be problematic and should be only tentatively undertaken, this study does 

attempt to portray the collective experience of the phenomenon as experienced by the 

participants of the study who were part of the first cohort of the PBL medical curriculum 

at the NRMSM. Though the outcome space is an interpretation, it was based firmly on 

the data that was produced through the interviews with the participants. The outcome 

space will be represented in Chapter 4, and will reveal the widening awareness associated 

with the different categories.  
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3.4.   Credibility of the phenomenographic analysis  

 

In quantitative approaches, issues of validity and reliability are related to the procedure of 

sampling, subjects and the design of the instrument for data collection whereas with 

qualitative studies, suggested criteria for judgment should be based on the detailed 

elements of the actual strategies used for collecting, coding, analyzing and presenting the 

data. The core question of credibility in my study was about the relationship between the 

empirical data and the categories that I used to describe the ways the participants 

experienced the phenomenon. In the analysis process I have shown that my chosen way 

of describing the differences and similarities is well supported by the empirical material. I 

have achieved this by providing excerpts from the interviews that support the relevance 

of the categories. In this way the reader is also able to consider the appropriateness of the 

categories. In an attempt to ensure the credibility of my study, I have given a precise 

description of each part of the research process, the perspectives applied to the 

phenomenon, an explicit presentation of the interview questions and procedures as well 

as a careful description of the analysis and conclusions. This has been done to ensure 

transparency in the analysis of the data. 

 

In Chapter 1 of the thesis, I explained that I am a known and interested party in the 

research. My position at the NRMSM as the Head of the PPS Skills Resource Facility has 

enabled me to be directly involved in the curriculum development and implementation of 

clinical skills teaching to all the undergraduate students. I have therefore established a 

relationship with all the participants in the study. The participants were aware of my 

background and my intimate involvement in the teaching, learning and assessment of 

clinical skills in the PBL medical curriculum. I have, however, attempted to remain 

unbiased and tried to prevent my personal beliefs and knowledge from intruding during 

the interviews and data analysis process. I tried not to allow my own assumptions and 

feelings to direct the interviews but, instead, allowed for the participants’ experiences to 

lead the way. By writing about my role and perspectives in a detailed manner in the 
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context and research methodology chapters of the thesis, I attempted to both disclose my 

positionality and take a reflective perspective on it. 

 

3.5.   My reflections of the phenomenographic process 

 

Ference Marton (1986) outlined three lines of phenomenographic research: 

1. Content-related studies of more general aspects of learning such as the relation 

between the learning processes and the learning outcomes. 

 

2. Study of learning within particular content domains for example, mapping 

students’ understanding of concepts and principles in physics. 

 
3.  ‘Pure’ phenomenographic ‘knowledge interest’ which is focused on the 

description of how people conceive of their various aspects of reality. 

 

My study is best located within the third line of research because it looked at the 

participants’ description of their experiences of learning the clinical aspects of a PBL 

medical curriculum and the subsequent clinical environments. The categories of 

description that I formulated during the analysis process were a reflection of how they 

conceived of the various aspects of their reality (see Chapter 4 and 5). 

 

One can also argue that the focus of my data collection and analysis was on the 

relationship between the learning process and the outcomes, i.e. how they experienced 

the learning of clinical skills in a simulated environment (Skills Lab) and the hospital 

wards (real setting) during their undergraduate training, and the outcome which was the 

application/ transference of these clinical skills in the real work environment (internship 

and community service). This suggests that my study may also fits in with Marton’s first 

line of research that relates to whether or not the phenomenon or aspect of reality being 

described has been the object of formal studies by those whose understandings are being 

explored. These issues will be dealt with further in the analysis chapter (Chapter 4) of the 

thesis. 
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“The descriptions arising from the phenomenographic research are relational, 

experiential, content-oriented and qualitative” (Marton, 1988:181).The relational nature 

of phenomenographic descriptions focuses on the ‘relations’ between what is experienced 

or perceived and who is doing the experiencing or perceiving. According to Marton 

(1986: 145), “We try to describe an aspect of the world as it appears to the individual.” In 

describing how the phenomenon in my study appeared to the participants,’ it was 

necessary to adopt their individual perspectives. 

 

The experiential nature of phenomenographic descriptions seek to uncover the 

individuals’ own views of an aspect of the world or how they function within the world. 

It is based on the experiences of the individuals. The experiential usually follows from 

the relational. It begins by listening to the participants and looking at the phenomenon 

from their points of view. The content-oriented descriptions follow the relational nature 

and seek to describe how individuals see an aspect of the world and describe it in terms 

of its content. In order for the descriptions to be rich and meaningful, it has to be content 

oriented. The participants in my study commented on the phenomenon as experienced 

through all the clinical contexts. 

 

3.6.   Concluding remarks on phenomenography 

 

The phenomenographic approach used in my study aimed to describe the qualitatively 

different understandings of the participants and the descriptions arising from such 

research were qualitative in nature. The results did not aim to consist of a number of 

strategies that could be applied or a number of correct outcomes. The intention was to 

illuminate the nature of the relationship being explored (Marton, 1986). 

 

In choosing phenomenography, I adopted a qualitative and interpretive methodology that 

focused on making sense of what the participants had said in their interviews, and I tried 

to be careful, thoughtful and open-minded in my analysis and interpretations. Given the 

nature of the research study, it was less important that my findings were seen as valid and 
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reliable, than they were generative of new insights into the relationship between the 

experiences of learning the clinical aspects of a PBL medical curriculum and the 

subsequent clinical environments within the South African health care context. 

 

It is at this point that I would like to declare the difficulties that I experienced after the 

phenomenographic analysis was completed. Chapter 6 will detail the methodological 

issues that I experienced in terms of remaining true and faithful to the ontological and 

epistemological assumptions of the research methodology that I had chosen at the 

inception of my study. As a doctoral student, I began to question my personal 

epistemology and relationship with the data findings. This will be expanded on in 

Chapter 6 together with a description of the use of critical discourse analysis that was 

required to enhance the phenomenographic analysis.  The next two Chapters describe and 

interpret the phenomenographic analysis of the participants’ experiences of the 

phenomenon and how they constructed a relationship with the subsequent clinical 

environments 
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CHAPTER 4- WAYS OF EXPERIENCING 

 
4.1.   Introduction 
 

This chapter details the phenomenographic analysis of the ways in which the participants 

of the study experienced the learning of the clinical aspects of the PBL medical 

curriculum. The ways of experiencing the phenomenon and the construction of a 

relationship with the subsequent clinical environments (Chapter 5) are represented in an 

outcome space that reflected the most important results of the phenomenographic 

research (Marton, 1986).  The outcome space is made up of categories of description of 

the phenomenon that were logically related to one another by a hierarchically inclusive 

relationship (Akerlind, 2005). 

 

The Chapter begins with a representation of the outcome space, followed by a description 

of each of the emergent categories. The categories of description are further broken down 

into the qualitatively different conceptions of the phenomenon as reflected in the 

transcripts of the interviews. The Chapter concludes with a discussion that related all the 

categories to show the variation in the participants’ experiences as students in the PBL 

curriculum. In describing and interpreting the experiences of the phenomenon the first 

critical question of the study is addressed. 
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DIAGRAM 4: The outcome space of the ways of experiencing the phenomenon and 

the construction of a relationship with the subsequent clinical environments 
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CATEGORY 

 

RELATIONSHIP WITH 

SUBSEQUENT CLINICAL 

ENVIRONMENT 

 

HOW ASPECT 

(STRUCTURAL) 

 PROFESSIONAL 

IDENTITY 

 Conceptions of transition 

from student to graduate. 

 Conceptions of 

competence as interns. 

 Conceptions of 

relationships with the 

health care team during 

internship. 

 Conceptions of 

relationship with rural 

practice. 

 

 

4.2.   The ‘what-aspect’ (referential) - the ways of experiencing 

clinical context. 

 Conceptions of clinical 

competence. 

 Conceptions of clinical 

assessments. 

 Conceptions of theoretical 

inadequacy. 
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The analysis and interpretations in this section of the outcome space have been made with 

the intention to understand the meaning of the experiences as expressed by the 

participants and interpreted by myself (the researcher). It has been widely stated in the 

literature that the unit of research in phenomenography is ‘a way of experiencing 

something’ (Marton, 1981; Svenson, 1997; Bowden, 2000; Akerlind, 2005; Hitchcock, 

2008). Brew (2001) claims that when individuals experience something, the phenomenon 

that is being experienced is differentiated from its context and individuals tend to 

foreground some things whilst the other things are left in the background. It is usual to 

foreground the things that are most significant to the experience. In the context of my 

study, the word ‘experience’ encompassed the participants’ intentions, approaches and 

reflections of the phenomenon. It also included the notion that experiences denoted an 

internal relationship between the subject (the participant) and the world (the 

phenomenon) (Runesson, 2005). In this section the participants’ ways of experiencing the 

phenomenon as students are categorized and described. These categories of description 

are expanded using quotations from the transcripts and subsequently linked to the 

relevant supporting literature. Each participant is given identification (a pseudonym as 

indicated in Chapter 3, section 3.3.3.2. Table 2) and a number that reflects the transcript 

from which the data quote was extracted. 

 

4.2.1. The guinea pig identity 

 

The term ‘guinea pig’ is commonly used as a metaphor for a subject of scientific 

experimentation. Biological experimentation on guinea pigs has been carried out since 

the seventeenth century and presently they are still being used in research as model 

organisms for human medical conditions. The guinea pigs have thus become known as 

‘test subjects.’ This negative connotation of the term was extended to consumer society 

by the American authors F.J. Schlink and A. Kallet who wrote the book entitled 

100,000,000 Guinea Pigs. In the context of my study, the category ‘Guinea Pig Identity’ 

emerged as a result of the conceptions that described how the participants felt at the 

mercy of a curriculum experiment. This category was loaded with hegemonic behaviour, 
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discrimination and marginalization that were voiced by the participants who claimed that 

they were victims of an experiment that the consultants in the hospital wards had negative 

views about. I will now describe each of the conceptions that made up this category with 

evidence from the data quotes in the transcripts. 

 

4.2.1.1.    Conceptions of being in the experimental first cohort 

 

In 2001, upon registering for the MBCHB degree at the NRMSM, the participants had no 

choice but to accept that they would be the first cohort of students to undertake the PBL 

format of the degree. The PBL pedagogical approach was a new educational method for 

both faculty and students. It reflected a paradigm shift from a traditional discipline-based, 

faculty driven curriculum to an integrated, student-centred and learner driven one.   

 Was the NRMSM prepared to initiate such an approach?  The concerns and criticisms 

that were expressed by the medical staff to the participants who were the first cohort are 

described in this category. As the first cohort, the participants felt like ‘guinea pigs’ and 

‘test subjects.’  

 

This view can be seen by what Precious says: 

  I think that we were a group of students who unfortunately had to be the guinea 

pigs.  It was not by our choice.       

                                                                                                                       (Precious: 02) 

                                     

Princess also expressed her feelings of being called part of a ‘guinea pig class’ in the 

following statement: 

When I came into medical school the new curriculum was starting, the PBL 

curriculum, some people called it Curriculum 2001, it had many names and 

because it was something that was new, our class was called the ‘guinea pig’ 

class. 

                    (Princess: 01) 
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Joseph used the negative labelling to prove the consultants wrong about him being part of 

an experimental curriculum. He claimed that this had motivated him to study harder and 

try to answer the questions correctly. This experience is evidenced by the following 

description: 

Some people had preconceived ideas that the new curriculum students were      

useless. They would say, Oh, the guinea pig class again!”  This pushed me to go 

home and read. I even bought more textbooks. But I think time proved them wrong 

because every now and then, if you answered what was considered a ‘brilliant 

question’ and you were from the new curriculum, it was “wow, you’re from the 

new curriculum? (laughter)   

                       (Joseph: 06) 

Another variation of the experience of being in the first cohort of students through the 

curriculum is reflected in Keti’s description of how they were determined to stand 

together as a class: 

We kept telling ourselves, we know we’re these guinea pigs and we’re trying to 

become good doctors. This gelled us together, we had to become a unit to fight for 

what was our right. 

                            (Keti: 07) 

 

Some of the other participants felt demotivated and disillusioned by being given such an 

identity (guinea pig). The following quote from Gary demonstrates the derogatory 

labelling that the students in the class of 2001 had to endure: 

I never had a good experience with any consultant in third year because even 

before the tutorial had started, there were already comments that we were this 

group of students who didn’t know Anatomy, Physiology and the other basic 

sciences. We were the new curriculum students and we were just guinea pigs who 

didn’t know much. 

                          (Gary: 12) 

 

According to McLean (2006), academic faculty members, especially clinicians, should be 

aware that students notice their attitudes and behaviour since they are prestigious 
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members of the medical profession.  Her study on the importance of clinical role models 

in the early years of a PBL curriculum concluded that with a more integrated, student-

centred curriculum, where students are exposed to the medical profession early in their 

studies, clinical role models were important for inculcating the correct attitudes and 

behaviours in medical students as they progress through their studies.  

 

She stated further that, “the clinician’s approach to interacting and treating not only their 

patients but also the students will influence the manner in which young and often 

impressionable learners become aware of professional values” (McLean, 2006: 66). Some 

of the students in the class of 2001 were as young as seventeen and eighteen. At this 

impressionable age, it was important that the behaviour and attitudes of the clinicians that 

they witnessed during their first clinical encounters, be worthy of emulation and would 

also serve as a lasting impression of the practice of medicine. 

 

To some extent the behaviour of the clinicians in the wards may have reflected a 

resistance to change from a traditional paradigm in which they had trained in and had 

been training other medical students in to a more student-centred reformed curriculum. 

Paice et al. (2002) in McLean (2006:68) recommended that, “senior academics who have 

not kept pace with change in expectations of today’s patients, should undergo retraining 

such that all parties were aware of the values and attitudes that should characterize the 

medical profession in providing health care in the twenty first century.” 

 

The conceptions of being in the experimental first cohort described the participants’ 

experiences as feelings of being marginalized and discriminated against because they 

were in a new curriculum. Although they had no choice in this matter, the medical staff 

looked at them with scepticism and had a biased perception that the students in the new 

curriculum did not have an adequate knowledge about medicine. The PBL students were 

the experimental class who were studying medicine in a ‘strange’ and ‘different’ way 

from the usual way that the consultants had been trained in and had been training medical 

students in for many years. 
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4.2.1.2. Conceptions of labelling by medical ward staff 

 

During the third year of the PBL curriculum, students were required to attend their 

clinical education modules at the various hospitals in KZN (see Chapter 1 for details on 

the clinical education modules). It was during their rotations through the required 

disciplines in medicine that the participants’ reported their experiences of being labelled 

by the medical staff who were involved with the bedside tutorials. Some of the 

participants reported that they were labelled as inferior because they were undertaking a 

PBL curriculum.  This is evidenced in the following quote by Patricia:  

Some consultants reminded us constantly that, “your curriculum is inferior,          

things are just not done this way!”  They should have researched it more before 

they introduced it.  You guys will just not make ‘good doctors. 

                                                                                                            (Patricia: 04) 

From the data it was evident that the medical staff had a negative view of the PBL 

curriculum and therefore labelled and marginalized the students. The experience of being 

judged as if they know nothing about medicine is highlighted in the following quotation: 

In third year when we went to the wards as new curriculum students, I really 

think that we were marginalized in the sense that the doctors had a 

preconception of us.  The preconception was that we didn’t do Anatomy and 

we didn’t know anything.  We were labelled as students who learnt medicine 

on dummies [models in the Skills Lab]. We were not welcome.  I didn’t feel 

well received as a new curriculum student. 

                      (Gary: 12) 

Joseph expresses how he felt demotivated and degraded by the labelling, but reported that 

the more they would insult him, the harder he would work to prove them wrong.  The 

following quote describes this frustration: 

They told us that we were students who didn’t know what we were doing.  

Most of the consultants had negative perceptions of the new curriculum.  But 

we pressed on because we were determined and we had a point to prove.  The 

more they said negative things, that made us want to prove that we would 

make good doctors…they would really degrade you as a student. 
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         (Joseph: 06) 

 

The participants reported that they were labelled as failures and that they would fail 

because of the new curriculum. Niki describes how she experienced such labelling by the 

consultants:  

There were lots of consultants who told us that we were going to fail.  We were 

never going to make it and that they had no hope for medicine in the country if 

this was what medicine was going for. 

                           (Niki: 11) 

Cindy reported that she was scared of the consultants because they labelled them as being 

incompetent and this would make her nervous to examine patients in the wards. Her fear 

and nervousness may be described in the quote below: 

And there you were, a third year student, you were already scared and I 

remember this time in the ward when a little boy came in with a distended 

abdomen and he was pyrexial1

In the wards when we were examining patients we felt like we were an 

obstruction. They would tell us that we were obstructing the other students, 

interns and registrars. The senior doctors saw us as an obstruction and the MO

 and I was trying to think what was wrong with 

him…I tried to examine him when the consultant came in and screamed, “you 

don’t examine patients like that!’ I almost stopped breathing, so right from the 

start, Department X felt that we were incompetent as new curriculum students. 

Okay it wasn’t all the consultants, but a handful of them who would label us as 

being incompetent. 

                                    (Cindy: 03) 

It was also reported that the PBL students felt inferior to the other students, interns and 

registrars in the wards because they belonged to the new curriculum.   

 

Mac describes his experiences of feeling inferior and being labelled as an obstruction: 

2

                                               
1 pyrexial: increased body temperature 
2 M.O.: Medical Officer-doctor working in a particular Department of  a discipline in medicine. 

s 

and registrars were their priority. 
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            (Tom: 09) 

It was the responsibility of the medical staff in the hospitals (medical consultants, 

registrars, medical officers and nurses) to teach the medical students during their clinical 

methods modules from third year until final year. In her study that looked at the qualities 

attributed to an ideal educator by medical students, McLean (2001) reported that within 

the South African context, it was imperative that medical educators played a proactive 

role in student learning that would contribute to repairing the damage of the past. She 

goes on to say that, “if medical education is about enabling an individual to become 

responsible, caring and functional member of society, then the teacher-learner interaction 

becomes a central issue in student learning” (McLean, 2001:367). Students in her study 

rated the personal qualities of being approachable, helpful and friendly, higher than other 

technical issues of punctuality and organization of lectures and tutorials. It can therefore 

be deduced that students enjoy the humanistic side of the medical educators and are in a 

position to describe the impact of such educators on their development. From the data 

however, the participants described their experiences with the medical staff in the wards 

in a negative light where they were made to feel inferior, incompetent and were told that 

they would fail to become good doctors. The impact of such labelling and 

marginalization will be elaborated on in the CDA chapter (Chapter 7). 

 

The participants faced such labelling because they were part of the first cohort that 

experienced the change to PBL pedagogy. McLean (2004) in her paper on sustaining 

problem-based learning reform recommended that the first cohort should be made to feel 

that they were ‘trail blazers’ and not guinea pigs. They should be supported as 

ambassadors of the new curriculum and their evaluation taken seriously (ibid). 

 

4.2.1.3. Conceptions of being compared with traditional curriculum students 

 

In 2005, a unique situation arose at the NRMSM. Both the traditional six year students 

and the PBL-five year students were in the final year of the MBChB programme together. 

The class of 2005 therefore comprised four hundred students (200 PBL and 200 

traditional students). As described in Chapter 1 the students were grouped together to 
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attend their clinical education rotations through the various medical disciplines. Groups 

of approximately seventy students each rotated across the six final year disciplines. At 

this stage there were no distinctions made between both groups of students. All the 

students were required to attend the same teaching and learning sessions in the hospitals. 

The assessments were also the same for both cohorts and were held at the end of each 

block. The participants described the variations in how the medical staff compared the 

PBL students (the participants) with the traditional students. They also described how the 

PBL students compared themselves against the traditional students in terms of their 

theoretical knowledge and clinical competencies. These conceptions form part of the 

‘Guinea Pig Identity’ Category because it was in the comparison with the traditional 

students that the participants were made to feel like ‘test subjects’ to determine who were 

better students and which group would make better doctors.    

 

Princess describes how she was compared to the traditional students in her group: 

When we were in a ward round together, the consultant would ask who was 

going to present. The consultant would ask an old curriculum student to 

present because they knew more.  This meant that the new curriculum students 

should shut their mouths and just listen. 

         (Princess: 01) 

 

The participants felt that the consultants believed that the traditional students’ theoretical 

knowledge was better than that of the PBL students.  Another example of being 

compared with the traditional students is highlighted by the following quotation: 

 We were supposed to select a patient to examine and then present to the 

consultant.  The consultant would know exactly what to expect from the old 

curriculum students, but with us, they would just say, “Do you know anything 

about this patient?”, “When will you cover this?”  We figured that they just 

didn’t understand the new curriculum. 

                (Tom: 09) 

From the data we can see that some of the consultants were unaware of what had been 

covered theoretically in the new curriculum up until the clinical years. They were only 
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aware of what was taught in the old curriculum. During 2005, most people who were 

involved in the teaching of medical students wanted to compare the two cohorts of 

students both from a theoretical as well as a practical point of view. 

 

The following quotation describes how Patricia experienced this comparison: 

 Everybody was interested in comparing us to the old curriculum students.  

Whenever we would walk into the hospital, they would ask you, “Which 

curriculum are you doing?”  We were looked down upon because we didn’t 

do Anatomy and Physiology. They would say, “You guys haven’t dissected a 

full body or that you haven’t done Chemistry so you’re not as good as the old 

curriculum students”. They expected our clinical work not to be sharp as well. 

                    (Patricia: 04) 

 

A variation in the experience of being compared to the old curriculum students is 

reflected in Sarah claiming that by the final year both cohorts of students had difficulty 

remembering certain basic science theory. She stated:  

 “The one thing that I picked up and the rest of my class picked up as well was 

that, in final year, when it came to answering questions on basic sciences, if I 

didn’t know the answers, then the old curriculum students didn’t know them 

either.  So it didn’t make such a profound difference that they had dissected 

for a full year and we dissected for a few months only.” 

             (Sarah: 05) 

 

The new curriculum students themselves were also keen on comparing themselves with 

the traditional students.  They were eager to plot themselves against the traditional cohort 

in terms of their theoretical knowledge as well as their clinical competences.  Gary 

describes his opinion on the issue: 

“I personally felt a drive in that I wanted to be better than the old curriculum 

students.  I felt that the old curriculum students’ theory was better than ours.  

We had an advantage in terms of our clinical skills.  We were already 
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introduced to procedures on the models in the Skills Lab.  The old curriculum 

students did not have that benefit.” 

                          (Gary: 12) 

 

The view that the clinical skills were better in the PBL students than the traditional 

students was supported by Mac who describes how he was able to confidently examine 

patients in the wards compared to the traditional students: 

“When we went to the wards with the old curriculum students to examine 

patients, we were definitely more competent and confident in every respect.  

We would just walk into a ward and be able to talk to the patients, put them at 

ease and examine them.  The new curriculum always stressed the holistic 

management of patients.  We were always engaging in discussion with our 

patients.  This was much easier for the new curriculum students because of 

our style of learning from day one.  We always had to be vocal in the 

tutorials.” 

                           (Mac: 10) 

 

In line with the data from my study, several other studies that have been conducted 

internationally report that there has been no evidence to suggest that PBL students and 

graduates perceive themselves to be disadvantaged relative to students and graduates 

from conventional medical schools (Albanese and Mitchell, 1993; Edwards et al., 2004; 

Evans and Roberts, 2006).  Woodward and Ferrier (1983) found that PBL graduates from 

McMaster University viewed themselves as being better prepared in independent learning 

skills, problem-solving, self-evaluation techniques, and data gathering skills, behavioural 

science information and dealing with the social and emotional problems of patients.  The 

PBL students however rated themselves lower in terms of their basic science preparation.  

The same can be said for my study.  Post and Drop (1990), found that PBL graduates 

viewed the quality of their training more positively than traditional students in humanistic 

areas, clinical reasoning and preventative care.  However, the traditional students viewed 

their training in clinical medicine and biomedical sciences more positively.  Albanese and 

Mitchell (1993) therefore concluded that the fact that PBL graduates perceive their 
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training favourably after being in a position to observe the performance of graduates of a 

traditional curricula as being very important since, if they were to feel disadvantaged 

because of their medical training, this would suggest a major problem with the PBL 

method. 

 

Some PBL students felt that they were able to work well with the old curriculum students 

because they complemented each others’ knowledge.  Tom describes how he was able to 

work well with his group: 

In our group in final year, we had half from the old curriculum and the other 

half from the PBL curriculum.  Some of the people I worked best with were 

from the old curriculum because we kept on giving each other pointers and 

notes.  I found that they helped us a lot with the theory and we helped them 

with the clinical skills aspects of it. 

                           (Tom: 09) 

 

Princess had the experiences of doing both the first year programmes.  She had registered 

for her MBChB in 2000 whilst the traditional curriculum was still in place.  

Unfortunately she failed that year and had no option but to reregister for her first year in 

the PBL curriculum that was implemented in 2001.  Here she describes her experience of 

being in both curricula:  

 “I think that I am a special breed; I registered to do Medicine in 2000 when 

it was still the old curriculum.  When we started it was mainly up on Howard 

College1 Campus, we were doing Physics and Chemistry and that was my 

downfall.  I had a supp2

                                               
1 Howard College Campus: UKZN campus where the basic sciences disciplines were located. 
2 Supp: Supplementary result which meant that the examination had to be re-taken. 

 in physics and I didn’t pass.  I had to repeat first 

year. Unfortunately that was the last of the old curriculum and that meant that 

I had to join the new curriculum.  I felt angry at myself for failing but at the 

end of the day, I really appreciated being part of the new curriculum.  

Compared to being in a Chemistry Lab titrating chemicals, I was doing first 

year where I was in a Lab learning to put up drips and things that doctors 
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need because when you are in the field, no matter how well you dissected a 

rat, that wouldn’t help you because a rat, is just a rat and a human being is 

totally different”.  

                   (Princess: 01) 

 

From the above descriptions there were variations in the comparisons between the old 

curriculum and the PBL curriculum.  The consultants and the medical staff were curious 

to see the difference between the two cohorts.  However, as per the reported claims, the 

consultants lacked information about the contents of the PBL curriculum and therefore 

they viewed the traditional curriculum in a better light.  The PBL students themselves 

tried to make a comparison both from a theoretical and practical perspective.  They 

seemed to favour the traditional students’ theoretical knowledge whereas they felt more 

confident and competent with their own clinical skills ability.  One participant was able 

to experience both curricula and felt satisfied with the PBL curriculum in terms of it 

being more relevant to her expectations of what a medical curriculum should be like. The 

unique nature of the situation of having two cohorts from different curricula in one class 

may be perceived as an experiment to test one cohort against the other and therefore the 

conceptions that were expressed above fall under the ‘Guinea Pig Identity’ category. 

 

4.2.1.4.   Conceptions of racism and marginalization 

 

The participants were registered as students from 2001 to 2005. Almost a decade after the 

formation of the new democratic government in South Africa, the participants still 

expressed the presence of issues of race and marginalization based on their skin colour.  

According to the participants, racism and discriminatory behaviour was practiced by 

some of the hospital staff.  This is evident by Princess’ experience: 

The surgical departments like Surgery and Anaesthetics were mainly 

‘white-run.’ They were run by white consultants and MOs. Some of them 

were foreigners. There was discrimination where the Black students were 
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told to go sit in the clinic while the white students could go to the theatre 

and see laparotomies1

The White and Indian students definitely got better opportunities in terms of 

learning. For instance, if there was a gunshot to the abdomen, you wanted to go 

to theatre and assist with the laparotomy. But you would just be told to go to the 

wards to see if Mrs X’s stump

. It was just unfair. 

                     (Princess: 01) 

 

Cindy expressed similar experiences where White and Indian students were given better 

learning opportunities than the Black students. Cindy described the experiences also in 

the surgical rotations: 

2

There was nothing you could do about it. You needed to get your logbook signed 

off so you had to go to their tearooms. It was uncomfortable the minute you 

 was healing. You couldn’t argue with the 

consultants so you would just go to the wards whilst the other students went to the 

theatres.          

                                   (Cindy: 03) 

                                                                                                                                  

Patricia claimed that racism was practiced openly in the hospital in which she did her 

rural attachment during her final year. She described her experience as: 

Yes racism was open. Not too long ago, I got a call from a private Board that was 

investigating racism allegations in Hospital X. Nobody would openly say that 

Black students should do this and White students should do that, but it was there 

in the form of their actions. Their actions spoke louder than words. 

                  (Patricia: 04) 

 

Joseph also felt like he was discriminated against during some of his clinical blocks at 

Hospital Y. He stated the discomfort that he experienced due to the racism.  

                                               
1laparotomy- surgical procedure to cut open the abdomen to inspect its contents. 
 
2 stump: distal end of an amputated limb. 
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walked in because if the conversation was in English, it automatically changed to 

Afrikaans. You felt like they were talking about you. 

                        (Joseph: 06) 

Tom described his obstetrics and gynaecology experience in final year as being stressful 

due to the racism issue. He describes his experience below: 

The O and G consultant would say, “You guys don’t know how to come speak to 

me, you go straight to the SRC okay so lets learn now!”  Then instead of the 

tutorial being thirty minutes, he would go on for an hour and if you couldn’t 

answer him in that hour, you were in serious trouble. So for O and G you would 

go home and read until the following morning so when you got questions, you 

would know the answers. But yes, the O and G experience in final year wasn’t the 

greatest because of the whole racism issue that was there and the underlying 

hostility that we had with the consultants. 

               (Tom: 09) 

 

During 2004 and 2005, the NRMSM came under the spotlight regarding racism. Students 

complained about the faculty staff being racist towards them. Some staff members also 

expressed similar views regarding racism in the Departments that they worked in. A 

private forensic audit by Deloitte and Touche was undertaken during this period and 

several members of staff faced charges of racism that eventually were taken to the High 

Court. It is not within the ambit of the study to disclose the findings of such an 

investigation, however, the participants of the study were exposed to such tensions during 

their clinical education modules. The issue of racism and discrimination will be expanded 

on in Chapter 7. 

 

4.2.2.   Knowledge construction 

 

The second category identified in the ‘what-aspect’ of the outcome space was that of 

knowledge construction. The category relates to the participants’ construction of medical 

knowledge (theory and practical) in PBL pedagogy and explores issues of how the 
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participants perceived the difference between the knowledge and practices that were 

expected by the two different kinds of curricula-traditional versus PBL. 

 

4.2.2.1. Conceptions of learning in a Skills Laboratory 

The Skills Laboratory (described in detail in Chapter 1, Section 2) is a simulated 

educational facility in which a wide variety of medical professional skills are taught on 

models/mannequins, simulated patients etc. During the first three years of the PBL 

medical curriculum the participants were taught these skills in the Skills Laboratory that 

was officially opened in January 2001 when the PBL curriculum was implemented. The 

participants described how their exposure to the Skills Lab and the learning of skills on 

models and simulated patients from day one of their curriculum contributed to their 

awareness of what medicine was all about. Sarah describes her experiences of the Skills 

Lab: 

In first year when we went to the Skills Lab, we did things that were relevant 

to what you would actually be doing in hospitals.  It’s all the skills that we 

learnt in a relaxed environment in the Skills Lab that showed us what 

medicine was all about. 

                        (Sarah: 05) 

 

Many studies have been conducted both locally and internationally on the use and 

advantages of clinical skills training within a Skills Laboratory. Docherty et al. (2005), in 

their study on e-Learning techniques supported problem-based learning in clinical 

situations and proved that e-learning techniques helped students acquire clinical skills in 

the safety of a simulated environment within the context of a problem-based learning 

curriculum. Through the use of ‘George’ a Draeger™ mannequin who was attached to a 

ventilator and monitor that could simulate and display clinical data, the students were 

able to explore, analyze and make clinical decisions regarding his management within the 

safety of a clinical simulation in the Skills Laboratory (Docherty, 2005).  

 

Jane commented on how she preferred learning patient care practically rather than 

theoretically: 
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We went to the Skills Lab from first year.  We were taught practically rather than 

studying about patient care from a textbook. 

                          (Jane: 15) 

With the traditional, discipline-based curriculum students were exposed to two distinct 

educational paradigms viz: an educational paradigm (theory) and a practice paradigm 

(practicals).  Students had lectures and studied from the textbook; thereafter in years 4, 5 

and 6 they would attend the clinical education modules and saw the patients that they had 

read about earlier in their studies.  Many studies reveal that when students are faced with 

real patients in the clinical setting, they were unable to relate the cold facts of the 

‘knowing that’ with the interpersonal contextual ‘knowing how’ (Heliker, 1994).  The 

PBL curriculum had become internationally recognized for its ability to integrate both 

theory and practice.  The Skills Lab was one of the ways of introducing the participants 

early on in their studies to clinical situations that they later dealt with during their clinical 

education in the hospitals. 

 

Some participants found it challenging to perform procedures and clinical skills at such 

an early stage of their student lives.  The following quote highlights such fears (Niki): 

Although we were excited and looking forward to the first exposure that we 

got in the Skills Lab, it was daunting to say the least that we actually had to 

put up drips1

                                               
1 drips: insertion of an intravenous drip through the vein of a patient. 

 and take blood pressures in our first year. 

                            (Niki: 11) 

Tom remarked that the Skills Lab acted as a building block to his clinical education.  The 

following quotation explains how he benefited from this introduction to clinical 

medicine: 

In the Skills Lab we were exposed to the clinical work with the dummies.  I 

think that was an excellent introduction to the clinical examination.  Given 

that we were straight out of high school, the Skills Lab served as an 

introduction to what medicine really was. 

                            (Tom: 09) 
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Many studies have reported that undergraduate medical students are under prepared to 

begin their clinical education. Lee, et al.’s (2005) study reported that teaching in a 

simulated environment increased student confidence for learning clinical skills on 

newborns. From the data it can be seen that the Skills Lab also served as a place to build 

competence and confidence in procedures.  This is highlighted by the following quote: 

If we hadn’t practised how to do a lumbar puncture1

The Course that we took in the Skills Lab really helped us, starting with using a 

suction

 in the Skills Lab, we 

wouldn’t be able to do it confidently on a real patient.  I think it really was an 

integral part and crucial to building our clinical experience. 

            

                                           (Shaun: 13) 

 

Mac expands on this idea by saying: 

I’m a hands-on person so I really liked the fact that I could actually go to the 

Skills Lab and actually put up a drip onto a hand or do a physical 

examination on one of my colleagues as a simulated patient.  So the Skills Lab 

was very good for me. 

                        (Mac: 10) 

 

The Skills Lab also conducted the Emergency Care Course that taught life-saving skills.  

The participants claimed that they really benefited from the Course as is highlighted by 

the following quotation from Kenneth: 

2 unit, properly assembling an Ambu bag3

The clinical assessments from 

, knowing how to hold it and all 

those practical things that can save or kill a person if you are fumbling. 

                                                                                                             (Kenneth: 08) 

 

Joseph supports the above view by stating: 

                                               
1 lumbar puncture: procedure performed to drain cerebro-spinal fluid from the spinal cord of a patient. 
2 Suction: device used to extract fluid from a patient via a catheter. 
3 Ambu bag: manual ventilator used to assist with a patient’s breathing. 

 year onwards in the wards were very similar.  You 

were given a patient and you only had 10 minutes to examine the patient, come up 
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with a diagnosis and differential and then present the patient to the examiner.  

Our experiences in the Skills Lab, from 

The participants described the transition of learning clinical skills from a simulated 

environment to the real clinical setting as a natural progression. However, it seemed as if 

 year really prepared us for that.  Our 

time management was a big factor, apart from us being confident enough to go in 

and approach the patient. 

                       (Joseph: 06) 

From the data it is evident that the Skills Lab served as an introduction to clinical 

medicine.  The experience that was gained in the Skills Lab contributed to the 

competence and confidence of clinical skills when they had to be performed on real 

patients.  It also provided the participants with life-saving skills. The Skills Lab was also 

seen as a safe and relaxed environment where the participants could practice their skills 

until they were competent at them. Learning clinical skills in this manner contributed to 

the construction of knowledge of the practical aspects of medicine through PBL 

pedagogy. 

 

4.2.2.2. Conceptions of transference of skills from simulated to real clinical contexts 

 

During year three of the PBL medical curriculum the participants were introduced to the 

clinical methods course that was co-ordinated by the various clinical departments within 

the medical school.  The course required the participants to attend their clinical education 

at the different teaching hospitals within KZN.   

 

The NRMSM rostered its undergraduate students to provincial hospitals in the Durban 

and Pietermaritzburg regions of KwaZulu-Natal from third year onwards.  These are 

district level urban hospitals that are staffed by doctors who are on a joint agreement 

between the Department of Health and the University of KwaZulu Natal.  This implies 

that there is an obligation for those doctors who are on joint contract to supervise and 

teach undergraduate students at those hospitals as part of their job description. 
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they were left on their own to bridge the gap.  Keti describes how she had to transfer her 

skills that she learnt in the Skills Lab to the real clinical setting: 

In the wards it was very academic and you were asked to do a history and 

examine the patient on your own.  The transition was self driven because if you 

were not interested you could just go away.  You had a logbook and you had to do 

certain things so you did what you had to do to just pass. 

                             (Keti: 07) 

Mary felt that the progression was a natural process and describes how she got by on her 

own in the wards: 

It wasn’t such a jump from simulation to the real patients because we thought of 

our simulated patients as real patients. So I did the transference of skills by 

myself.  We went to the wards and said “okay” we recognise that we need to do 

this procedure from the Skills Lab and we did it on the real patients. 

                         (Mary: 14) 

Sarah shares the same sentiments: 

It was a very natural process for me anyway.  An example was with O&G, we 

would remember the process that we studied in the Skills Lab and remember how 

the tutors would hold the doll and pelvis and actually show us how the process of 

delivery was and we would then apply that when we were standing in front of a 

real patient who was in labour. 

             (Sarah: 05) 

 

Another participant described how he gained confidence from his experience in the Skills 

Lab and how easy it was for him to apply his skills on the real patients. 

I think there really wasn’t much of a transition.  Actually the Skills Lab gave you 

confidence when you went to the patients in the ward.  You weren’t going there 

and ‘phaffing’ around.  For example, examining the cardiovascular system, you 

weren’t thinking, where do I put the stethoscope? What am I listening for?  So you 

went to the wards already with the confidence that ‘I’ve done this before.  Now 

it’s just a matter of doing it on real living patients’. 

              (Gary: 12) 
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Cindy describes how she did not have any guidance in the wards.  The following 

quotation describes her uncertainty of assessing whether what she was doing was actually 

correct: 

We went to the wards and practiced on patients by ourselves.  We introduced 

ourselves to the patients but we didn’t tell them that we were doing a physical 

examination on them that we learnt from the Skills Lab.  You are not really sure 

now, that what you are doing is correct.  There’s nobody to tell you that what you 

are doing is correct. 

             (Cindy: 03) 

 

Clinical attachments, whether they were in Medicine, Surgery, Paediatrics or some other 

discipline, provided learning opportunities which were related to the practice of that 

particular discipline, with little or no emphasis on integrated teaching and learning. Up 

until their 

From the descriptions of the participants, it appeared as if the transference of skills that 

were learnt at the Skills Lab was a natural progression from a simulated environment to 

the real clinical setting.  However, they felt that the transition had to be self-driven.  The 

participants had to rely on their own clinical judgements to make the transition.  There 

was little or no guidance from the ward staff to assist the participants. As stated earlier, 

the medical staff that were on a joint contract with the University and the Department of 

 year, the participants had learnt basic clinical skills in the Skills Laboratory.  

They had been introduced to the physical examination skills, history taking, procedural 

skills, diagnostic skills and a few therapeutic skills.  As mentioned earlier, most of the 

skills were performed either on models/ mannequins, simulated patients or on each other.  

All the demonstrations and teaching were done by the Skills Laboratory staff comprising 

two paramedics and a few clinicians.  There was very little teaching from the clinicians of 

the various disciplines who were based at the hospitals. Therefore, when the students 

went to the hospitals during the clinical methods course, the clinicians there did not have 

a clear understanding of what the PBL students had been exposed to in the Skills 

Laboratory and during their tutorials. 
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Health had a responsibility to teach undergraduate students.  However, they were also 

responsible for providing a service in terms of patient care at the hospitals.  This issue 

will be discussed later on in the thesis. (Chapter 7) 

 

One of the reasons why PBL was implemented at the NRMSM was as a result of 

observations from clinicians that medical students were unable to transfer learning from 

the classroom to the clinical setting.  Parwat (1989: 150) defines transfer of learning as 

“the ability to draw on or access one’s intellectual resources in situations where those 

resources may be reliant…”  The clinical context provides an opportunity for students to 

show how their prior learning or understanding is brought to a new context.  However, 

Tedesco states that students should not be left alone in the critical clinical care context 

before important levels of mastery have been attained (Tedesco, 1989). From the data it 

can be seen that some knowledge of clinical studies was constructed in the skills lab, 

however transference of this knowledge to the real clinical setting was left up to the 

participants to achieve. This issue will be elaborated on further in Chapter 7. 

  

4. 2.2.3.  Conceptions of clinical competence as a student 

 

The procedural skills that were performed on models and mannequins in the Skills Lab 

simulated almost a life-like quality. For example, simulated blood was filled into the 

plastic veins of an intravenous cannulation model and when a student inserted a venflon 

(i.v. needle and catheter) into the vein, the chamber filled up with the simulated blood, 

closely resembling what it would look like in a real patient.  These procedures were 

taught and assessed in the form of an OSCE (objectively structured clinical exam) that 

will be detailed later in this Chapter. During the first three years of the PBL curriculum 

the participants had been exposed to most of the required procedural skills prior to them 

going to the wards where they were required to perform the skills on real patients under 

supervision of the medical staff. 

 

The conceptions in this category describe the participants’ experiences of performing 

such procedural skills on real patients and also describe the medical staff’s reaction to the 
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participants’ clinical abilities. These experiences contributed to the construction of the 

clinical competence aspect of practical knowledge construction that is required of a 

doctor.  Joseph describes the first time he inserted a drip on a real patient: 

At the end of first year, a classmate and I went to the hospital’s casualty on 

Friday night just to get some experience.  One patient who had cut himself came 

in by ambulance.  The nurses wanted someone to put up a drip on him. I quickly 

shouted that I would do it.  I felt confident, and inserted the needle into the vein 

and I actually hit it right.  The nurses said “Wow you guys are good” The interns 

and MOs were also surprised that a first year could actually put up a drip. 

                       (Joseph: 06) 

Patricia described her experience of inserting a central venous line1 when she was in third 

year: 

I remember in third year the registrar asked if we had heard of the CVP.  I said 

‘yes, in the Skills Lab.’ He said ‘Okay, you look at how I do this one and you can 

attempt the next one.’  So it started from early on, with the knowledge that you got 

from the Skills Lab and if you befriended the right person in the clinical setting, 

you could do everything except maybe cardiothoracic surgery (laughter).  

 

 They would allow you to do things because they could see that you had some 

background knowledge and you were confident. 

                   (Patricia: 04) 

 

The participants also described how they would assist the interns (

I remember when I went to the wards and met the intern.  Those were the ones we 

used to befriend because we felt a little bit at their level.  They would say to us 

“Okay, you do my bloods.  Can you pull bloods?” (Removal of a patient’s blood 

from their veins using a needle and vacutainer). I would eagerly say, “Yes, I can 

pull bloods because I had done it in the Skills Lab.”  They would then ask me to 

 year graduates) with 

their clinical duties.  The following quotations highlight one such incident: 

                                               
1 central venous line: intravenous drip inserted into a central vein of the body (subclavian vein). 
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explain the procedure of pulling bloods and if they realised that I knew what I 

was saying, then they would let me do it all day. 

             (Shaun: 13) 

An example of the display of clinical competence by the participants is highlighted in the 

following quotation: 

I remember my rural attachment in final year, the OPD (Out Patients 

Department) was run by only one community service officer.  It was very busy and 

three patients came in with meningitis.  The CSO cried out “Oh there’s so many 

patients to do lumbar punctures on!  The queues will have to wait.”  I volunteered 

to do the lumbar puncture.  She asked if I had done one before.  I said ‘yes, in the 

Skills Lab’.  Right from the outset they realised that I had just not heard that when 

somebody has meningitis that you do a LP, I had actually done it before.  So the 

skills that we learnt on the dummies were actually applied in real life. 

                (Jane: 15) 

Cohen-Schotanas, et al. (2008), investigated the effects of conventional and PBL 

curricula on clinical and general competencies and career development.  They wanted to 

test the longitudinal effects of a PBL curriculum and conventional learning relating to 

student’s appreciation of curriculum, self-assessment of general competencies, and 

summative assessment of clinical competence and indicators of career development.  

They concluded that except for O&G no differences were found between the cohorts in 

clinical competence during their clerkships. In the study, the participants felt that they 

were clinically more competent than the traditional students. 

 

The participants felt clinically prepared to treat patients in the wards.  The data indicates 

that they were confident with their procedures and protocols for approaching patients in 

emergency situations.  One such incident in emergency medicine is highlighted: 

I had a patient that came in with seizures, next thing he starts vomiting.  For 

someone who first encounters this kind of situation, you would just panic.  All you 

want to do is to get up an I.V. and put in valium to stop the fit.  But the patient is 

also vomiting and I started thinking, is the airway still secure, do I need to 

suction?  Those are practical things that the Skills Lab teaches you, to think 
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logically.  You need to have a step by step approach to any situation.  Just as in 

the protocols from the Skills Lab. 

               (Mac: 10) 

The participants perceived that their clinical acumen at that time as students was good.  

They were confident that they could perform most procedures and use most pieces of 

equipment that were required for clinical practice.  The following is a quotation that 

describes the use of such a machine (the ECG): 

Things like ECGs we were doing very well.  ECGs were one of the topics I 

presented and the consultants were very impressed.  They gave me a good mark 

for placing the leads and interpreting the ECG strip.  I remember, in the Skills 

Lab, I used to sit down and put the leads on the model.  I would do it in a stepwise 

manner and it became easy for me to conceptualize it.  So the ECG presentation 

that I did, they photocopied it and gave it to the other groups of students as well. 

               (Tom: 09) 

 

The participants felt confident and competent in performing procedures and conducting 

patient-care on real patients.  They expressed their gratitude for the opportunities that 

were created by the Skills Lab.  The practice of the procedures on the models and the use 

of a stepwise approach in managing the procedures and patient care were highly 

beneficial.  The protocols that were handed to them were useful in their ability to recall 

their management approaches when they were necessary during emergencies in the real 

setting. 

 

4.2.2.4. Conceptions of clinical assessments 

 

The participants described their experiences of the clinical assessments throughout the 

curriculum.  First they described the OSCEs that were conducted in the Skills Lab, and 

then they went on to the OSCEs and clinical assessments that were conducted in the 

wards in the various disciplines. According to the variation of conceptions, the clinical 

assessments contributed to the construction of clinical knowledge. The construction of 

the clinical knowledge was longitudinally attained. This meant that the experiences in the 
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Skills Lab OSCE were expanded on by the later clinical assessments in the real clinical 

context. 

 

The following quotation describes the experience of the OSCE that was conducted in the 

Skills Lab: 

The OSCEs in the Skills Lab were very intimidating and stressful.  The examiners 

were very stringent.  They were strict.  The examiners were from the hospitals and 

from private practice.  It was stressful because you had to do each station in three 

minutes and remember exactly what had to be done.  Studying like that and 

practicing the skills over and over again for the assessments made us very 

confident when we went to real patients.  When we had resuscitation we knew 

exactly what we were doing. 

          (Kenneth: 08) 

The variations of conceptions of clinical competence that were expressed by the 

participants indicated that they were clinically competent to perform procedural and 

clinical skills on real patients from as early as their first year in the programme. The data 

reflected an ability to transfer the skills in ways in which indicated a confidence in their 

construction of practical (clinical) knowledge.  

 

The same sentiments were conveyed by Princess who describes her experiences of the 

OSCE in the Skills Lab: 

We would have these OSCEs in the Skills Lab to test if we could really do the 

skills in three minutes.  It did a lot in terms of giving us the confidence because if 

in three minutes I could do this, I would be able to do it in a real situation.  So 

even the assessments of our skills made a big difference because it gave us the 

confidence.  Yes, even though we didn’t see it that way, back then.  It was torture! 

(laughter).  But the OSCEs were definitely for our benefit.  You don’t see things as 

you go through them, but in retrospect, you realise that it was necessary.  

         (Princess: 01) 
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Docherty et al’s., (2005) study on clinical simulation testing concluded that the test 

performed in a simulated environment improved student performance in exams and also 

increased self-efficiency in the performance of clinical skills in real patients. These 

findings can be paralleled to the data in my study since the data indicates that the students 

found the OSCEs in the Skills Lab useful in their preparation for clinical assessments in 

the real clinical context. (Kenneth: 08, Princess: 01) 

 

The participants described how they were able to adjust from the assessments in the 

Skills Lab to the assessments in the wards.  Cindy highlights her experience: 

In the senior years we had to do OSCEs that were a bit more complicated.  It was 

interesting, looking back now, as much as we were terrified of the OSCEs in the 

Skills Lab in our first 3 years, it really prepared us for the real situation in 

hospital. 

              (Cindy: 03) 

The experience of the clinical assessments in the hospital wards appeared to be a positive 

one.  Mary describes how she coped with the assessments in the wards: 

The assessments were very clinical which is what we enjoyed.  All the disciplines 

had OSCEs which were difficult but we thoroughly enjoyed them.  The exams 

were quite well organized and knowing that the practical’s percentages weighted 

more, was a bonus. 

              (Mary: 14) 

Tom shares the same sentiments about the clinical assessments as the previous one: 

The clinical assessments in the wards were about you and the patient.  You have 

to assess the patient and the only thing I can say that helps is that you know what 

you are looking for and you direct yourself and the patient. In terms of time, you 

are thinking ahead and you know what to anticipate so you are not fumbling and 

going in circles.  The exam was based on assessing patients and taking their 

histories and examining them.  I think we did just fine. 

                                     (Tom: 09) 

Mac also expresses his satisfaction with the clinical assessments in the wards, saying that 

if he had done badly it was himself to blame: 
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All the cases that I did in clinical assessments, they were fine and fair and if I 

didn’t do too well, then it would have been just my own weakness of not picking 

up something.  The assessments were well rounded and I felt that I did well in the 

different disciplines. 

                               (Mac: 10) 

The participants in the study reported that they performed well in clinical assessments 

and experienced no disadvantage in this regard from having experienced a PBL 

curriculum. This is in line with similar studies in the literature. For example Cohen 

Schotunus et al. (2008) findings showed no difference in clinical competence between 

the two cohorts being compared.  These findings confirmed earlier studies conducted by 

Albanese and Mitchell (1993) and suggest that PBL students’ clinical competence during 

assessments is not disadvantaged or compromised in anyway.  

 

Shaun felt that he was able to cope practically. However, he had to rely mainly on his 

own knowledge to answer the theory questions.  The following quotation describes his 

experience: 

During the assessments, I could see that I had gaps.  In terms of the clinical 

aspects, I was alright.  I was quite confident with the practicals.  The problem 

arose with the theory questions where honestly speaking, I had to rely on my own 

reading and knowledge for this.  During the OSPE (practical exam) where they 

would put up slides and ask questions on theory regarding whatever the case was 

based on, you would be asked to explain the pathology, symptoms, etc; here I felt 

that I had to rely on my own reading.  Not to put down the PBL process, but I 

think that it’s more an individual thing because the cases were there in the first 3 

years, and if I didn’t read around them properly and apply myself well there, I 

would actually come out with less clinical knowledge than I was supposed to.  

                    (Shaun: 13) 

 

All the participants reported that they were satisfied with their progression from being 

assessed in OSCEs at the Skills Lab and thereafter the clinical assessments in the ward.  

They expressed their preparedness for the practical aspects of the assessment however 
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there was a concern that there might have been a gap in the theoretical knowledge that 

they had acquired.  They claimed that the theoretical gap may have arisen as a result of 

inadequate reading of the cases in the first three years of the curriculum. This issue of 

theoretical inadequacy is dealt with in the next section. 

 

4.2.2.5.   Conceptions of theoretical inadequacy 

 

During the first three years of the PBL curriculum, students learnt the theoretical aspects 

of medicine through a facilitated small group process where they discussed a paper case 

that was uncovered each week (Chapter 1 details this process). In this way, all the content 

of the basic sciences was integrated into well constructed problem paper cases that served 

as a trigger for learning. All the relevant concepts from the Anatomy, Biochemistry etc. 

were learnt in the context of these clinical problems and it was hoped that the students 

would integrate this theoretical knowledge and be able to apply it in the context of the 

real clinical problems when they went to the wards. 

 

The designing of the paper cases and the delivery of the large group resource sessions 

that covered the theoretical aspects of curriculum was limited to a few individuals from 

the faculty. The participants of the study reported that many of the consultants in the 

hospitals were unaware of the theory that had been covered in the first three years. The 

following quotation describes the perceptions that some consultants had regarding the 

lack of basic science knowledge in the new curriculum: 

There were a lot of consultants who obviously didn’t like this new curriculum 

because of the manner in which we learnt and I can tell you they openly said that 

we were lacking the basic science knowledge. 

               (Jane: 15) 

 

Mary’s experience further expands the issue of the lack of basic science knowledge: 

I remember this one time in  year, one of my colleagues presented a case on 

pneumonia and the questions that were asked (of course, we hadn’t done that 

much Microbiology, we had just touched on it in  year). We were asked, “Name 



 108 

all the organisms that can give you a cavitating pneumonia?” Oh, we just stood 

there (laughter) and I think we only knew Klebsiella and the consultant just went 

off, “I don’t know why you don’t know this!  This is basic 

Your theory was mainly self-directed…you didn’t know how far to go with it and 

therefore you would spend a lot of your time researching a topic. Say for example 

Diabetes, you would spend a lot of time reading on myopathies

 year stuff and blah, 

blah, blah.  How are you going be doctors?” 

                         (Mary: 14) 

 

 

 

 

Gary expressed a variation in his experiences of the theoretical aspects. He describes how 

he had to cope with learning the theory by himself: 

1

The biggest problem for me in third year was that I was doing a clinical block 

that was completely unrelated to the theory that I was doing at medical school. If 

, then you won’t 

have time to read about say the signs and symptoms of eye disorders and the 

medications. You had to direct yourself. 

                          (Gary: 12) 

Shaun, on the other hand, reported that although he was able to cope with performing 

skills on patients, he had a problem with the theory that was associated with the 

practicals: 

Sometimes in front of a patient they would ask me to perform an abdominal 

examination, I would be able to do that very well, but when it came to discussing 

the theory behind it, I wasn’t confident about whether I knew enough about the 

topic 

                         (Shaun: 13) 

Niki reported that she had problems integrating the theory with the clinical blocks during 

her third year. Her experiences were as follows: 

                                               
1 muscular disease in which the muscle fibers do not function for any one of many reasons resulting in 
muscular weakness. 
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I was doing Paediatrics as my clinical block, I would be doing the psychiatry 

Theme (theory) at the same time. This was very frustrating because we couldn’t 

integrate the theory with the practicals. 

                  (Niki: 11) 

Mac described a similar experience but this was with the consultants who were 

unfamiliar with the structure of the curriculum: 

The consultants were not familiar with the new curriculum structure and assumed 

that if we were in the third year then they expected us to have covered certain 

theoretical aspects. They did not understand that if we were lacking in our theory 

it was because we had not covered it yet in the Themes at medical school. It was 

not because we were weak students. 

                           (Mac: 10) 

Several studies on the integration of basic sciences into clinical problems have been 

undertaken to determine whether students were able to solve real clinical problems and 

integrate the relevant basic science knowledge into their explanations of the real 

problems. Patel et al. (1991) found that PBL students were able to offer more basic 

science explanations than conventional students; however in the context of my study the 

data had revealed problems with the basic science knowledge. The problems lie with both 

the participants (Mary, Jane Shaun) as well as with the consultants who were unaware of 

the level of the theory the participants were at (Mac, Gary) 

 

Dolmans (1996) study concluded that the PBL students were more coherent in their 

pathophysiological explanations compared with conventional students. From my data 

there was no evidence that indicated that the PBL students were better able to integrate 

their knowledge of basic science into clinical problems but instead the data reflected a 

problem with the structure of the theory in the curriculum and its integration with the 

clinical modules. This will be elaborated on in Chapter 7 and Chapter 8. 

 

The conceptions of theoretical inadequacy that were raised by the participants reflected a 

problem with the construction of theoretical knowledge in a PBL curriculum. The notion 
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of the integrated nature of a PBL curriculum will be discussed in Chapter 7 and will call 

on Bernstein’s Theory of Classification and Framing to explain the issues. 

 

4.2.3. Conclusion 

 

This chapter described and interpreted the phenomenographic categories of description of 

the participants’ ways of experiencing the phenomenon. The categories of the Guinea Pig 

Identity and Knowledge Construction emerged from the variations in the conceptions that 

were reported by the participants when they reflected on their student experience. 

Returning to the first critical question of the study, what was the first cohorts’ experience 

of learning the clinical aspects of the PBL curriculum; the qualitatively different ways in 

which the participants’ experienced the phenomenon were described and understood.  

Whilst this Chapter looked at describing the categories, Chapter 7 will detail how CDA 

was used to show how such discourses had power and ideological effects. 

 

Chapter 5 is a continuation of the phenomenographic analysis and deals with the second 

part of the outcome space. This section of the outcome space deals with the ‘how-aspect’ 

of the phenomenon and describes how the relationship between the phenomenon and the 

subsequent clinical environments of internship and community service was constructed. 
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CHAPTER 5 –CONSTRUCTING THE RELATIONSHIP 

 

5.1.   Introduction 

 

This chapter serves as a continuation of the phenomenographic analysis from the 

previous chapter. The outcome space of the phenomenographic findings was represented 

in Chapter 4, section 4.1. The previous chapter described and interpreted the ‘what-

aspect’ of the outcome space. This Chapter will describe and interpret the ‘how-aspect’ of 

the outcome space which is the description of how the participants of the study 

constructed a relationship between the experiences of learning the clinical aspects of a 

PBL medical curriculum and the experiences of the subsequent clinical environments of 

internship and community service in the South African health care context. In describing 

and interpreting this relationship, the second critical question of the study will be 

addressed:  

 

 How was the relationship between the experiences of learning the clinical aspects 

of a PBL medical curriculum and the experiences of the subsequent clinical 

environments constructed? 

The Chapter begins with a description of the category ‘Professional Identity,’ and is 

followed by the qualitatively different conceptions that were part of the construction of 
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the relationship with the internship and community service experiences. The conceptions 

of the category of ‘Professional Identity’ are supported by data quotations from the 

transcripts of the interviews. The Chapter concludes with a discussion that relates all the 

conceptions to the category of descriptions and thus creates an understanding of how the 

relationship between the phenomenon and the subsequent clinical environments was 

constructed. 

 

 

 

 

 

5.2. The ‘how aspect’ (structural) - constructing a relationship with internship and 

community service 

 

The ‘how-aspect’ of the outcome space is also known as the referential aspect that refers 

to how the phenomena relates to its surrounding. In this study it refers to how the 

participants constructed a relationship with the phenomenon and the subsequent clinical 

environments. By describing and interpreting the ‘how-aspect’ of the outcome space we 

will be able to understand how the participants made meaning of their experiences of the 

phenomenon and the impact that these experiences had on their ability to construct a 

professional identity as  medical practitioners during internship and community service. 

Internship is a compulsory requirement of the Health Professional Council of South 

Africa (HPCSA). Since June 2004, all South African medical graduates are required to 

undertake a two year internship placement at a hospital facility that has been accredited 

by the HPCSA. During the internship period, interns are subjected to the same rules of 

professional conduct as that of registered medical practitioners. Upon completion of the 

two year internship period, the intern is required to submit a duty certificate to the 

HPCSA that reflects satisfactory completion of all the Boards’ requirements for an intern. 

This serves as a precondition for his/her registration to perform community service 

(HPCSA Regulations relating to the registration and Training of Interns in Medicine: 

Annexure M). In terms of allocation to the different hospitals in South Africa, the interns 
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were able to state their first three choices. However, the final decision was made by the 

officials from the Department of Health. 

 

Community service is also a compulsory requirement of the HPCSA for all South African 

medical graduates. On completion of the two year internship placement, the medical 

practitioner has to fulfil the requirements of community service in a public rural health 

care facility in South Africa. The choices of sites are once again determined by the 

Department of Health. It is only on completion of internship and community service that 

a medical practitioner is granted full registration with the HPCSA and is subsequently 

allowed to practice medicine in either the private or public health sector of South Africa.  

It was in the context of the clinical environments of internship and community service 

that the study sought to understand and interpret the participants’ experiences of the 

phenomenon in constructing a relationship with such clinical environments. The next 

section deals with the phenomenographic category of the description ‘Professional 

Identity.’ 

 

5.2.1.   The professional identity 

 

The category ‘Professional Identity’ indicated an emerging sense of competence and 

ability as medical practitioners across a range of work place situations during internship 

and community service. The participants in the study were in an ‘intermediate’ position 

between students and professionals and therefore were an important source of 

information regarding their experiences of the phenomenon. The experiences and 

challenges that they faced being the first cohort of PBL students and graduates of PBL 

pedagogy, impacted on the relationship that they constructed with the subsequent clinical 

environments.  

 

According to Reid and Petocz (2004), there has been little research on how graduates 

have taken to their working worlds. My study is concerned with what the participants had 

taken form their previous learning  (Skills Lab and clinical education in hospitals) and 

how they interpreted what they had learned in their work environments. The 
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“Professional Entity” project was an Australian based project that investigated the 

relationship between students’ perceptions of professional work and their current 

learning. Dahlgren and Fallsberg (2007)  clarify the notion of the Professional Entity as a 

unifying way of students and teachers understandings of what professional work was 

about. My study used the three level hierarchy of views of professional work and the 

corresponding relationships with the clinical environments, to show a hierarchical 

progression of the construction of a professional identity from being a medical student to 

a professional medical practitioner. Reid and Petocz (2004) describe the Professional 

Entity in the figure below: 

 

Table: 3 The Professional Entity (Reid and Petocz, 2004) 

 

 

EXTRINSIC TECHNICAL 

 
 

Professional work is constituted as a group of 

technical components that can be utilised when the 

work situation requires it. 

 

 

EXTRINSIC MEANING 

 

 

 

Professional work focuses on developing the meaning 

inherent in discipline objects. 

 

 

INSTRINSIC MEANING 

 

 

 

Professional work is eventually related to a person’s 

own personal and professional being. 
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The conceptions in this category describe the emergence of a professional identity in the 

contexts of internship and community service. The subsequent discussion will show how 

the conceptions form a relationship with the Professional Entity and in so doing will 

reflect the development of the participants’ professional identity. 

 

 

 

 

 

 

 

5.2.1.1.   Conceptions of transition from student to graduate 

 

In 2006, when the first cohort of the PBL graduates took up posts as interns throughout 

South Africa, it was questioned whether the PBL curriculum had adequately prepared its 

medical graduates for internship. The concerns were whether the transition from being a 

student to an intern was easy or a difficult one. The conceptions below describe the 

participants’ views on whether the curriculum had sufficiently prepared them for practice 

and how they were able to make the transition from being a student to an intern. Princess 

describes how she made the transition from student life to being an Intern:  

The difference between being a student and an intern was basically the 

responsibility.  As an intern you were responsible for the ward and having to 

do clinics.  It was different from being a student where you could do whatever 

and it was still okay.  As an intern you had to manage your time otherwise you 

were not going home.  It was very, very busy and hectic.  Most of the time you 

were walking half asleep but it was a wonderful experience.  I really 

appreciated what I learnt as a student in the Skills Lab because many times 

you would find yourself in resuscitation situations and it was exciting knowing 

what to do. 

                    (Princess: 01) 
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Shaun describes his experience of moving from being a student to an intern and shares 

the sentiments of Princess in the sense that he enjoyed being left on his own to treat the 

patients.  The following quotation supports this: 

 I enjoyed myself during internship; I went in head first and enjoyed it 

thoroughly.  No-one was looking after you, you were basically the doctor 

responsible.  No patient blew me away and I took it in my stride and I enjoyed 

that. 

         (Shaun: 13) 

      

 

 

 

The following quotations also highlight this notion of the interns being left alone to take 

on the responsibility of patient care: 

Internship quickly taught me how to manage patients on my own.  I am grateful 

that I quickly learned how to stand on my own and not depend on anyone else.  I 

learnt a lot by being given the freedom to be a doctor. 

              (Cindy: 03) 

From the above data it is evident that the participants had to move quickly from the 

mentality of being medical students to that of professional medical doctors. According to 

their reports, the main contributing factors for the transition were that they were left alone 

in the hospital wards and therefore had to assume responsibility for the patient care. They 

had no choice but to behave as professional medics and perform the necessary treatment 

that was required. This contributed to them feeling a sense of professional identity.  

 

Internship has been rated the most intense, hectic and formative period by most graduates 

of medical curricula. According to the participants, a typical working shift of an intern in 

the South African health care context is a thirty-six hour period of non-stop work at busy 

District level hospitals. Although most facilities had a Doctor’s Room available to the 

interns for purposes of rest in between patients, there was no time for sleep or change of 

clothes during the shifts. Ackerman et al. (2009) claim that interns in the first few months 
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should assume new roles and responsibilities and look at this time of their lives as 

contributing to their professional identities as medics. 

 

5.2.1.2.   Conceptions of competence as interns 

 

The participants described their ability to perform clinical procedures and physical 

examinations on real patients as interns.  They expressed their fears, anxieties, 

competence and confidence in patient care. The data quotes reflect a progression of 

professional development in terms of their competence and confidence as medical 

practitioners working in the ‘real world’ of medicine. 

 

 

Patricia highlights how scared she was on her first day of internship: 

The first day, I had to do Paediatrics, the Registrar asked me to take bloods from 

a newborn baby.  It was absolutely scary because the baby was a preterm and I 

was supposed to get into the tiny veins.  It was so scary! 

                     (Patricia: 04) 

 

She subsequently described how the fear disappeared soon after.  The following 

quotation demonstrates how she was able to overcome her fears. 

I asked myself, what if I’m not able to do certain things.  What if I’m 

incompetent?  But after a week of internship, I think the fear just went away.  As a 

student you were made to feel like you will not make a good doctor, so you start 

wondering if you didn’t study enough, what if you weren’t able to make a 

diagnosis? But at the end of the day, we did just fine.  I think that we did quite 

well as the new PBL students.  After a week, I could manage a ward. I think that I 

was a good intern actually.” 

                     (Patricia: 04) 

 

Gary shared similar experiences in terms of performing clinical skills on patients on the 

first day of his internship.  The following quotation describes his first day of internship: 
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My first day of internship was in Paediatrics.  It was required of me to put up 

an I.V. line on a neonate that was just two hours old.  I felt very confident in 

doing it and I did it perfectly well.  Later on the same day I had to intubate a 

neonate, and again I felt very capable of doing it and I did it. The staff were 

very impressed with me.  I explained to them that I had done the procedures 

as a medical student in the Skills Lab. 

                          (Gary: 12) 

 

 

 

Tom describes his clinical competence as being good and at the required standard for 

internship.  In fact he won a prize for being the best intern in the Obstetrics and 

Gynaecology Department that year. The following quotation describes this: 

At Hospital X, you were left on your own because they were short staffed and 

it was very busy.  When the patients came in you had to diagnose whether it 

was a ruptured1 placenta2, placenta previa or preterm3 labour.  You had to 

know when you examined the abdomen whether it was a twin pregnancy, or a 

breech presentation4

                         (Sarah: 05) 

.  All that was expected of you because the hospital was 

short staffed.  I enjoyed that kind of practical experience, and as a result I was 

given an award for being the best intern for that block during that year. 

                 (Tom: 09) 

Sarah shares similar experiences about her clinical competence and confidence: 

During internship I enjoyed the resuscitations.  If a gunshot patient came in, I 

would quickly assess the patient, put in a chest drain and drain half a litre of 

blood without waiting for a chest X-Ray.  That was a good experience because 

we just reflected on the ABCs that we learnt in the Ambulance Course in first 

year.  That gave me the confidence to deal with any emergency. 

                                               
1 Ruptured placenta: partial or complete separation of the placenta from the uterine wall. 
2 Placenta previa: situation of the placenta lower down in the uterus, partially or completely covering the 
cervix. 
3 Preterm labour: labour prior to 28 weeks of gestation. 
4 Breech presentation: when the presenting part is other than the head. 
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Another participant describes how she gained confidence in patient assessment and 

reflected on her experience of the Ambulance Course. 

The Ambulance Course taught you how to do a primary and secondary survey 

of a patient.  It taught you how to quickly and systematically go about 

assessing your patient and to quickly rule out the life-threatening injuries and 

to do simple procedures to save your patient.  So as horrible as we thought it 

was back then, in real life in the emergency setting it quickly sorts out 

problems for you. 

               (Jane: 15) 

The descriptions clearly show that the participants were clinically competent and 

confident to work as interns.  They were able to cope well with the demands of 

internship. Eyal and Cohen (2006) compared medical students’ and graduates’ 

perceptions of the effectiveness of their medical curricula in preparing them for clinical 

practice. Their study reflected similar findings where graduates rated their learning 

experiences better than students. This may be attributed to their growth in professional 

identity as well as their increasing maturity in the field of medicine. (This will be 

discussed later in the Chapter). 

 

5.2.1.3.   Conceptions of relationships with the health care team during internship 

 

The healthcare team consisted of consultants, registrars, medical officers, community 

service officers, interns, graduates from Universities throughout South Africa and the 

nurses. The participants described their experiences of working together with the 

healthcare teams in the various hospitals during internship. In this way we are able to 

trace their growth into a professional identity and their ability to form health care 

relationships with other professionals. 

 

Mary describes her relationship with the healthcare team as being good and she felt like 

she was part of the team.  The following quotation highlights this experience: 
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We had a good relationship.  We worked as a team.  Internship was very 

tiring so we needed each other’s help.  The consultants also appreciated the 

work we did.  They treated us with respect and spoke to us as doctors.  It 

wasn’t like when you were a student where they would degrade you or make 

you feel like you knew nothing because you did the new curriculum. 

                (Mary: 14) 

 

 

 

 

 

 

Joseph also felt the same in terms of how he related to the team: 

Throughout my internship I felt like I was part of the team.  It didn’t matter 

what curriculum you did.  They did not differentiate at all.  You were an intern 

and you were expected to work the same as all the other interns. 

            (Joseph: 06) 

 

Mac felt clinically stronger than the interns who had graduated from other universities in 

South Africa.  This is evidenced by the following quotation: 

I think that the UKZN graduates were a bit stronger clinically, even the 

attitude to work was much better.  The intern from UCT was a bit stronger 

theoretically, but clinically we were able to perform the skills better because 

of our undergraduate training. 

                           (Mac: 10) 

 

Keti felt the same way; that her competencies as an intern were better than the other 

interns on her team.  She also attributes this advantage over the others to her 

undergraduate training.  She describes this in the following quotation: 

UKZN interns were on top in terms of our clinical practice.  We were much 

quicker to perform the procedures.  They would hesitate or ask us for help to 
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perform them.  But at the end of the day we worked as a team.  We were one 

big group of interns. 

                  (Keti: 07) 

 

Sarah described her experience with the consultants in a very bad light.  Her experience 

as an intern in Hospital Y, Department X was filled with discrimination and racism. The 

black interns were treated differently from the white interns.  This is evidenced by the 

following quotation: 

The Surgical disciplines, General Surgery and Anaesthetics were run by white 

consultants and medical officers who were also white foreigners.  There really 

was discrimination where the black interns were told to go and run the clinics 

whilst the white interns would be told to go to theatre where they could learn 

laparotomies. 

               (Sarah: 05) 

 

She goes on to describe how badly they were treated as black interns during the ward 

rounds.  The following quotation describes this: 

When I presented the mortality stats to the consultants, I would say if the 

deaths were avoidable or unavoidable.  If there was an avoidable one, the 

consultant would target you as if you had killed the patient.  So sometimes you 

really felt victimised.  Another black intern who was my friend, she was light 

skinned and she used to walk out red every morning after those meetings 

because she would just be crying.  Once they realised that you had tears, they 

were quick to victimise you even more. 

                          (Sarah: 05) 

 

At that particular hospital even the staff facilities were separated.  The following 

quotation highlights this: 

There were two tearooms in Hospital X, one for the black doctors and one for 

the white doctors.  It wasn’t really stipulated, but if you went to the theatre 



 122 

tearoom where all the ‘whiteys’ were, five minutes was long enough and you 

walked out on your own. 

             (Sarah: 05) 

 

In the Ackerman et al. (2009: 119) study, low point incidents reflected “moments in 

which the interns felt incompetent or unable to master the medical knowledge and 

clinical skills required of an intern.”  In my study the low point seemed to reflect feelings 

of racial victimization and discrimination and not clinical competence and confidence.  

This is evidenced by Sarah’s experiences.  Ackerman et al. (2009: 120) state that “as the 

interns process the clinical events they either develop or erode their confidence and 

independence as a medical practitioner.” From the data it can be determined that the 

participants in the study did not allow such incidents to affect their professional 

development. However, the impact and effect of such hegemonic discourses will be dealt 

with in Chapter 7. 

 

The data also reflected the demands of internship and its impact on the personal lives of 

the participants. This was evident by Princess’ description of “how busy and hectic her 

internship period was.” She also stated that she was sleep deprived. Similar findings were 

recorded in the Ackerman et al. (2009) study where interns described how physical 

challenges like sleep deprivation and their long hours of duty placed a huge strain on 

their personal lives. However, throughout the internship period, the participants appeared 

to gain a sense of professional identity in terms of them being left alone to fulfil the roles 

of medical practitioners at the busy hospitals. 

 

In terms of relationships with the health care team, the participants appeared not to have 

team conflicts. Instead they felt advantaged over the other interns in terms of their 

preparedness to perform clinical procedures. They also described their experiences of 

teamwork in a positive light and claimed that this contributed to their learning in the 

clinical environment. Ackerman et al. (2008) described the opposite findings in their 

study where the interns described disagreement about patient management situations and 

team members were openly disrespectful to them. This contributed negatively to their 



 123 

learning opportunities. It can therefore be concluded that close interactions between 

interns and other health care professionals provide rich opportunities for the role of 

teamwork and therefore assists in the development of professional identities of medical 

practitioners.  

 

5.2.1.4.   Conceptions of rurality as community service officers  

 

Post 1994, the South African government began to change legislation regarding public 

service delivery. South Africa’s transforming health care was influenced by the 

imperatives of the World Health Organization’s declaration of the Alma-Ata (1978) and 

the Ottawa Charter (1986).  In doing so, a primary health care approach was adopted.  

With the emphasis on primary health care, came a broadening of access to medical care 

in areas that were previously under-resourced, under-serviced or had no health care 

facilities at all.  As part of the ANC’s Reconstruction and Development programme, 

came the clinic infrastructure programme in which one thousand three hundred and forty-

five new clinics were built and two hundred and sixty three upgraded in rural 

communities previously called “Bantustans” (Coovadia et al., 2009).  This attempted to 

“transform the public health system into an integrated, comprehensive national service, 

driven by the need to redress historical inequalities and to provide essential health care to 

disadvantaged, especially rural people (Coovadia et al., 2009)”.   

 

During this period of mass transformation in South Africa, the Department of Education 

and Higher Education Institutions also had to open its doors to change.  With the 

introduction of “The Education White Paper 3”, all Higher Education Institutions 

throughout South Africa had to realize goals of increased access and participation, 

generate new curricula with flexible models of learning and teaching within a curricula 

paradigm that was more participatory and transformative focusing on developing 

individual and societal needs, (Ramklass, 2006).   

 

According to the Declaration by the ANC (1994), primary health care, “emphasized 

community participation and empowerment, intersectoral collaboration and cost-effective 
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care as well as integration of preventative, promotive, curative and rehabilitation 

service.”  Despite the implementation of such a policy, “the pivotal facets of primary 

health care are not in place and there is a substantial human resources crisis facing the 

health sector” (Coovadia et al., 2009: 820).  It therefore became a legislated requirement 

of the HPCSA, that all South African medical graduates serve a compulsory period of 

community service within a rural health care facility for a period of one year on 

completion of the internship period.  Subsequent to community service, the medical 

professional had a choice of applying for a post within the Department of Health’s public 

service or seeking employment in the private sector, or through international agencies. 

This conception describes the participants’ experiences of rurality in their community 

service placements at the different rural health care facilities in KwaZulu-Natal.  Mary 

describes the rural clinic that she was attached to for one year.  The following quotations 

highlight her experience: 

It was a very busy district clinic with very basic facilities and only 4 doctors 

(2 community service officers and 2 medical officers). The patients would 

come in taxis and form queues every day.  We had limited resources, not even 

a Lab.  Sometimes we would even run out of drips. 

             (Mary: 14) 

Kenneth also expressed that the limited resources was a problem during his community 

service placement. 

We went without water for two weeks, sometimes without electricity.  They 

brought us jugs of water just to wash our hands.  It got a bit rough sometimes.  

We only had level one and level two drugs.  Equipment was bad, didn’t have 

tubes to take bloods.  BP machines didn’t work.  It was tough; we didn’t even 

have suturing material. 

                     (Kenneth: 08) 

          

Princess describes her rural experience in a similar light with very limited resources and a 

year of difficulties. 

What a year of suffering!  It was very rural.  Yeah, very limited resources, 

equipment and consumables, even human resources.  The staffing was very 
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bad.  We were 11 on paper but on any given day there were 5 at work.  It was 

very busy, the OPD1

 Human Resource Challenges 

 would see roughly a hundred and twenty patients.  We 

didn’t have needles or drips sometimes and you would just watch a child die 

in front of you because you didn’t have fluids to resuscitate them.  Not even 

oxygen masks! 

         (Princess: 01) 

 

Despite the implementation of a primary health care model and reconstruction and 

development efforts, sixteen years later, the reality within the rural health care facilities 

(as evidenced in the data) is that they still remain under-resourced and under-serviced.  

Coovadia, et al. (2009) study on The Health and Health System of South Africa: 

historical roots of current public health challenges, examine the historical roots of the 

determinants of health in South Africa and the development of the health system through 

colonialism and apartheid to the current post-apartheid period.  They found that although 

the “public health system has been transformed into an integrated, comprehensive 

national service, failures in leadership and stewardship including weak management has 

lead to inadequate implementation of what were often good policies” (Coovadia, et al., 

2009: 828). Their report details some of the failures in health system governance of the 

post-apartheid period that has delayed progress in addressing South Africa’s historical 

inheritance. Chapter 7 will detail some of their findings according to the following 

headings: 

 Poor stewardship, leadership and management of health systems 

 

It was quite evident from the data that the above mentioned issues compromised patient 

care in the rural facilities. There was a serious lack of essential resources like medication, 

medical equipment, consumables and even water that were critical for patient care. The 

participants’ however were able to deliver a service to the patients under these 

                                               
1 OPD: Outpatient Department 
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circumstances. The next conception describes how they were able to cope as medical 

practitioners even with such limitations.   

 

5.2.1.5.   Conceptions of the construction of a relationship with rural practice  

 

The conceptions below describe the professional identity and practice of the participants 

who were practicing medicine in a rural context. They describe here how they were able 

to deliver medicine to the rural communities even under limited circumstances.  Precious 

describes how satisfying this kind of practice was for her: 

When I was out there on my own, able to make good decisions, proper 

assessments and put the patient first, it was very satisfying.  You get to know your 

patients because they come in and out to see you to say ‘thank you’.  Some even 

bring mealies and food for you.  Then you feel like you have done something 

good.  You are making a difference out there. 

                                (Precious: 02) 

 

Mac also believes that he was making a difference in terms of providing a service to the 

community although there were limited resources.  The following quotation describes his 

experience of patient care in the rural context: 

I saw myself in a vital position to help.  I tried to do as much as I could given the 

limited resources.  I felt for the patients, that’s what pushed me to work.  So for 

me, we couldn’t just turn a patient away because there was no water in the clinic, 

we had to consider that they were coming from far and they had no money to 

come back, so I did the best I could.  I tried to use all my skills that I learnt from 

medical school and treat the patients as best as I could despite the resources. 

                (Mac: 10) 

As a result of the lack of resources and local services in rural areas, medical professionals 

are forced to take on a patient-centred approach to medicine (Farmer, 2003).  From the 

data it is evident that the participants were easily able to adapt to patient care demands in 

the rural community context.  This may be attributed to the underpinning philosophy of 
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the problem-based learning medical curriculum that formed part of their teaching and 

learning at NRMSM. 

Cindy also attributes her ability to work in the rural context with limited resources to the 

nature of the curriculum that she was taught at medical school.  This is evidenced by the 

following quotations: 

We have started a self-help project at the clinic.  Some patients have grown a 

vegetable garden.  I think a lot of that came from the undergraduate PBL 

curriculum.  PBL was not just didactic learning, we didn’t just learn about 

medicine, it really opens you to the patient and the family.  All our cases had a 

name, there was Mr So and So, a 45 year old male, with a problem (medical) 

and he has a wife and three children.  It wasn’t just about his medical 

condition, we actually learnt around the patient.  I think the PBL process 

really helped me understand all this.  I think that’s what makes working at this 

clinic so fulfilling, frustrating, and rewarding at the same time, ‘cos you’re 

just trying to do your best.  That’s what community service is all about. 

              (Cindy: 03) 

Niki describes how she enjoyed making the decisions about medical management and 

being the doctor responsible for her patients. 

Community Service was an absolutely enjoyable experience.  I was my own boss, 

I wasn’t told what to do in terms of medical management of my patients. The 

decisions that I made were final I didn’t have to confirm with someone else that I 

was doing the right thing.  I felt like a responsible, competent doctor. 

                         (Niki: 11) 

 

From the above descriptions in the transcripts it appears that all the participants had good 

experiences as rural practitioners. The descriptions were too numerous to be included, 

although there were limitations in terms of resources both with regards to staff and 

medical equipment, they were able to provide adequate patient care to their patients. In 

their self-ratings of their abilities as doctors, they felt that they were making a difference 

to the patients in the rural communities.  Most attributed this to the nature of their 

undergraduate curriculum that focused on the holistic management of patients and their 
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families. It is clear from the data that their community service experience culminated in 

them completely developing into medical professionals. The next section will discuss the 

development of the participants’ journey from being students to that of professional 

medical practitioners.  

 

5.3.    Link between categories of description and emerging professional identity 

 

I will now draw on all the categories of description from the outcome space and show 

how the participants’ experiences as students, interns and community service officers 

progressed across the clinical contexts according to and in relation with the three distinct 

levels of the Professional Entity as described in Table 3, section 5.2.1. 

 

The narrowest most limiting level of the Professional Entity was the ‘intrinsic technical’ 

that focused on the technical skills of the work situation. In my study the participants 

described their conceptions as students at this very limiting level. The focus of their 

learning was to merely gain competence and confidence in the clinical and procedural 

skills that were required for patient encounters (supervised by hospital staff) as well as 

during assessments. The following quotation from Patricia supports the link of 

professional identity to the extrinsic technical level of the Professional Entity.  

In the wards you were given a logbook that contained all the skills you had to do 

for the block. I would just go to the patients and do whatever was required just to 

get the log book signed off, so that I could pass”  

                                                                                                 (Patricia: 04) 

                                

Gary describes his experiences of learning these skills in a simulated environment (the 

skills lab) and reported that learning the skills on models gave  him an idea of what to 

expect in the real clinical environment. Gary describes his experience in the skills lab: 

 
 I think if we hadn’t practiced how to do a lumbar puncture on the model in the                

skills lab, we wouldn’t be able to do it confidently on a real person.                

                                                                                                     (Gary: 12)   
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Jane describes her focus on the technical skills that were acquired in the skills lab: 

I still struggle to put up drips on patients, because I don’t like inflicting pain. I 

remember in first year we learned to put up drips on the model arms in the skills 

lab. We learned it in a step by step manner. The protocols really helped because 

you could go back to them. 

                                                                                                      (Jane: 15)                                                                                                        

 

In the wards during their clinical education, the focus was also on the acquisition of the 

technical skills of the profession of medicine. They felt confident in taking histories from 

patients, ‘examining them’ and performing certain procedures for example insertion of 

intravenous drips, collecting blood specimens and performing lumbar punctures on real 

patients.  

 

The above quotations all  illustrate the extrinsic technical level of the Professional Entity 

in relation to the level of experience of the participants’ i.e. the student (year 1 - 3) and 

subsequently years (3 – 5) in the clinical education environment. They felt satisfied that 

they were able to perform the technical components of their professional work when it 

was required.  

 

During their internship period many of the participants described the extrinsic meaning 

level of the Professional Entity. Here they described how they were able to make 

meaning of their professional skills within the clinical environments that they were 

working in as interns. 

 

This is evidenced by the following quotation by Shaun: 

Being an intern was completely different from being a student. Now you had the 

responsibility of an entire ward or clinic. It was so different from being a student 

where you could do whatever you wanted and it will still be okay. As an intern 

you had to prioritise certain things and manage your time properly otherwise you 

were not going home. 
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                                                                                                    (Shaun: 13)   

 

Precious expresses how meaningful the internship experience was in the following 

quotation: 

              It was the busiest period of my life and I was always tired, but I don’t regret it, it                                                                         

              was the most important two years in my career.”                            (Precious: 02) 

                                                                                                                                                                                                                                                                     

              

 

 

 

Cindy shares the same sentiments: 

 The calls during the internship were very busy, but I was still able to make 

proper assessments and diagnosis and stabilize patients even at two o’ clock in 

the morning” 

                                                                                                                            (Cindy: 03) 

 

Princess describes how she was able to make meaning of her professional skills as a 

medical practitioner even though she was exhausted from not eating or sleeping 

throughout her shift. The following quote highlights her dedication and commitment to 

the profession:  

It was the  of January; I was on call for Ortho at Hospital X. That day, I hardly 

had a chance to have a bite of my sandwich, but I had to put my mind to it. I had 

to pull out the red book and work. I didn’t even sit down for a minute. The 

patients were in and out. It was three o’ clock in the morning, my eyes were heavy 

but I still kept them open. I think that there are certain things that get my 

adrenalin rushing, like treating all those patients that came in with fractures from 

the taxi accident. I never thought that I had so much of energy. 

                                                                                                (Princess: 01) 
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It is evident, from the above quotations that when the participants reached the internship 

level of experience, they were able to identify with the ‘inherent meaning’ of their 

professional work. During their community service placement, they showed their own 

personal development with regards to their profession as medical practitioners. This is 

evidenced by the following quotation: 

As community service officers we were not just playing the numbers game with 

the patients. We considered the patients waiting outside. I sometimes wanted to do 

extra things for the patient, like go into health education. I didn’t just refer 

patients to other better facilities to decrease my workload. 

                                                                                                               (Joseph: 06)       

 

 

Gary also shares the same sentiments about community service: 

Community Service was not just simply about being the doctor that gave the 

diagnosis. It was about the service we offered the patient. Were we improving 

their quality of life in any way? I had to consider the patient and the family and 

the social issues around the family. 

                                                                                                                              (Gary: 12)    

 

Kenneth describes how he was able to relate to the patients personally during community 

service. The following quotation shows how he considered the patients first: 

During community service we had limited resources. We didn’t have labs for 

instance. We had to consider whether it was really necessary to do all the fancy 

investigations. I had to often question whether the investigations were necessary 

for the sake of excluding certain things or whether it was going to change the 

management. So I had to really think about all the consequences for the patient, 

identify with him/her before calling for all investigations.”    

                                                                                                 (Kenneth: 08)       
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The above quotation from Kenneth shows how the professional work of being a medical 

practitioner is related to his own personal being.  Keti describes how meaningful the 

patient-encounters were during community service: 

In the field when I was working as a CSO, I loved and enjoyed it. I had a positive 

attitude and wanted to be a good doctor. During community service I was alone 

most of the time and got used to the patients. It was really fulfilling when they 

said ‘thank you’ or brought you mealies or something. It made me feel like I was 

making a difference. Then I thought that I was not a bad doctor after all. I didn’t 

miss out on the Chemical Pathology or Anatomy lectures like the old curriculum 

students. We also had a good basis and foundation with the new curriculum. We 

were making a difference out there. I think we did quite well as a group that were 

seen to be ‘guinea pigs’. 

                                                                                                       (Keti: 07) 

 

5.4.    Conclusion 

 

The progression from ‘guinea pigs’ to professional medics was a journey that the first 

cohort of PBL medical graduates had to endure. Their experiences as students in a 

simulated clinical environment, the clinical education modules in the wards, the 

internship experience and finally the community service experience shows a progression 

from the narrowest extrinsic technical level to the broadest most inclusive level of 

intrinsic meaning. This progression in the formation of a Professional Identity also 

reflected how the participants were able to construct a relationship between the 

experiences of learning the clinical aspects of a PBL medical curriculum and the 

experiences of the subsequent clinical environments of internship and community 

service. The phenomenographic analysis resulting in the formulation of the outcome 

space (Chapter 4, section 4.1.) described and interpreted what the participants’ 

experiences of the phenomenon were and how the relationship between the phenomenon 

and the subsequent clinical contexts was constructed. An additional analytical frame of 

CDA was required to uncover why the relationships were constructed in the way that they 

were. 
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Chapter 7 will describe the CDA framework in the analysis of the three categories of 

description:’Guinea Pig Identity,’ ‘Knowledge Construction’ and ‘Professional Identity.’  

This will serve to address the third critical question of the study. 

 

The next Chapter forms a framework for the CDA Chapter. It outlines the methodological 

issues that were encountered after the phenomenographic analysis was completed and 

justifies the use of CDA as the second analytical lens.  

 
 
 
 
 
 
 
 
 
CHAPTER 6 BECOMING CRITICAL 

 

6.1.   Introduction 

 

As a doctoral student, one of the most difficult tasks was to choose a research framework 

and methodology that would be most appropriate to the focus of my study. As the 

research journey progressed, I also experienced some personal changes as a researcher. 

This chapter provides an explanation for the route that the research journey took in terms 

of its theoretical framing and methodological choices that were made for the purposes of 

a more in-depth analysis of the data. It will show how and why such methodological 

issues are extremely important in a doctoral study. The chapter begins with an 

explanation of why there was a need to merge methodologies, followed by the rationale 

both personal and theoretical for the shift to a critical approach. Thereafter, I describe the 

use of critical discourse analysis as an additional analytical framework. This chapter 

concludes with the ethical considerations that were adopted for the study. 
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The previous two chapters described in detail how a phenomenographic  approach was 

used to collect, organize and analyze the data that reflected the experiences of learning of 

the first cohort of medical students through the clinical aspects of the PBL medical 

curriculum and the subsequent clinical environments. It was on completion of the 

phenomenographic analysis together with some other factors (detailed later in this 

section) that I began questioning the emergent phenomenographic categories. I then 

began a search for an additional approach that would enable me to unpack and illuminate 

the phenomenographic categories of description beyond the interpretive level of 

understanding and description offered by phenomenography. The next section will deal 

with literature that reflected similar methodological issues as well as literature that 

confirmed the interpretive and descriptive theoretical and methodological underpinnings 

of phenomenography, and why it became necessary to adopt a further approach to 

augment the phenomenographic analysis. 

 

 

6.2.   Justification for additional analytical lens 

 

When phenomenography was founded by Ference Marton in the early 1970s, it did not 

have a particular overt philosophical basis, neither was it guided by specific theoretical 

underpinnings (Entwistle, 1997; Giorgi, 1999; Akerlind, 2005, 2008). Phenomenography 

emerged from a strong empirical basis that was mainly concerned with solving of specific 

learning and teaching problems in higher education (Entwistle, 1997; Akerlind, 2005). It 

later developed from, “problem to solution and from question to answer” (Giorgi, 1999: 

114). Entwistle (1997) succinctly summarises the purpose of the original 

phenomenographic research:    

 

What eventually became codified as phenomenographic research started out as an 

attempt to scrutinise and understand human learning by focusing on what people 

are in fact doing in situated practices and when studying. In particular, the 

approach was driven by an attempt to replace the abstract and empirically 

unverifiable conceptual frameworks, such as those which implied that people 
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‘process’ or ‘store’ information in various processing devices of dubious 

ontological status… The aim was one of reinstating a truly empirical approach to 

learning as a human and institutional phenomenon, with an interest in clarifying 

functional relationships between what people do when they engage in learning 

activities and the nature of understanding they end up with… 

                                                                                          (Entwistle, 1997:128) 

 

Phenomenography subsequently became a popular qualitative research tool, used by 

researchers who were interested in studying teaching and learning in higher education. 

With its popularity, came problems and challenges (Entwistle, 1997; Webb, 1997; 

Ashworth and Lucas, 1998, 2000; Amedeo, 1999; Akerlind, 2005; Levy and Ben-Ari, 

2009). Some phenomenographic studies were critiqued in the early years for not being 

rigorous enough in their research design and analysis. Entwistle (1997) however tries to 

defend such claims by declaring that in the early years of phenomenographic research, 

there was very little literature on the precise guidelines and descriptions that were 

required. It therefore became difficult for young and new researchers in the field to 

effectively use the phenomenographic approach (Entwistle, 1997). 

 

Both qualitative and quantitative researchers have challenged the phenomenographic 

approach with regards to the subjective nature of deriving the categories of description. 

This critique however, may well be pertinent to much qualitative research and is not only 

peculiar to phenomenography. Also some theorists (for example Saljo, 1997; Webb, 

1997; Ashworth and Lucas, 2000; Laurillard, 1993; Trigwell and Prosser, 1996) have 

claimed that phenomenography is a branch of other more established methodological 

traditions. An interesting point to take note of regarding the critique of phenomenography 

is that such critique and criticisms have emerged from some of the original members of 

the research group (Saljo, 1997; Svensson, 1977; Entwistle, 1979 and Lucas and 

Ashworth, 1998, 2000). Some of the critiques posed by these members have been 

incorporated into this section of the thesis.  
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In the subsequent sections of this chapter, I have attempted to highlight some 

methodological issues that have been reflected in studies in terms of the goal of 

phenomenography as well as, its research paradigm, and theoretical issues pertaining to 

phenomenography, its research procedure and results. In this way, I aim to illuminate the 

limitations of the phenomenographic approach with regards to my study and to justify my 

addition of CDA to address these limitations in taking forward the phenomenographic 

results of the first part of my research. Also power is implicated in all the categories of 

the outcome space and it is because of this substantial emphasis on power that I have 

decided to augment the analysis with an approach that has power as its core concern.  

 

6.3. The descriptive and interpretive nature of phenomenography 

 

Levy and Ben-Ari (2009) used phenomenography to uncover the ways in which teachers 

experienced a computer programme called ‘Jeliot.’ They came up with the category 

‘dissonant teachers’ that described teachers who were enthusiastic about ‘Jeliot’ but did 

not use it. Levy and Ben-Ari (2009) claimed that because of its descriptive nature, 

phenomenography by itself did not enable them to further elucidate and account for this 

phenomenon. They therefore had to look for a theoretical framework that enabled them to 

connect ‘attitudes’ with ‘behaviour.’ The one limitation of phenomenography that they 

highlighted was in terms of its goal. The goal of phenomenography is to describe and 

understand ‘variation’ in behaviour. It does not attempt to look at the causes of such 

behaviour. Levy and Ben-Ari (2009) required a methodology that would elucidate causes 

of behaviour and therefore had to augment their analysis by choosing an appropriate 

methodology that dealt with relevant concepts like attitude and behaviour for the second 

phase of their research. 

 

Similarly in my study, some of the phenomenographic categories that emerged from the 

data, reflected issues of power. Initially the focus of my study was to understand and 

describe the qualitatively different ways of experiencing the phenomenon. The 

phenomenographic approach enabled me to arrive at such categories of description. 

However, phenomenography alone did not allow me to answer the ‘why’ research 
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questions of the study. In attempting to uncover why the participants in my study 

constructed the relationship between learning the clinical aspects of a PBL medical 

curriculum and the subsequent clinical environment in the ways that they did, I needed to 

unpack the causes of attitudes and behaviours that the emergent categories described. A 

methodology that would allow me to explain, expose and illuminate each behaviour was 

required. According to Webb (1997) phenomenography does not have a particular view 

of humanity since it is entirely interpretive and descriptive. It therefore makes no critical 

claims. Webb (1997) argues that phenomenography does not take the social context of 

education into consideration. He justifies this argument by stating that phenomenography 

is:  

Not in any sense politically radical and no responsibility is placed upon lecturers 

to produce social reformers, to motivate transformative intellectuals, to argue the 

oppressive nature of education within an unequal society or to call for de-

schooling. 

                                                                                                          (Webb, 1997: 198) 

Phenomenography in the above regard claims to be neutral in terms of its relationship 

with the learners (participants). It assumes an interpretive position in terms of values and 

interests by acknowledging their existence without critiquing their power. Many 

researchers feel that it would be a hindrance to their practice if value positions and 

ideologies are factored into their research (Webb, 1997).  Webb (1997) goes on to 

critique phenomenography for the supposed observational and interpretive neutrality of 

the researcher that is usually characteristic of positivistic researchers. He makes further 

claims that the qualitative nature of phenomenography is underdeveloped in terms of it 

not being able to exhibit hermeneutical values that are usually associated with human 

beings. Webb (1997) challenges the qualitative positioning of phenomenography by 

stating that a tension exists between Enwistle’s argument that qualitative analysis 

requires ‘rigour’ and carries the ‘hallmarks’ of scientific research and at the same time 

seeks ‘empathetic understanding.’ 

 

Webb (1997) suggests that a hermeneutic understanding by the researcher is an intricate 

process of ‘self-reflective,’  ‘care’ and ‘authentic openness’ to the ‘other.’ Such 
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understandings take time to develop and a phenomenographic interview that is so 

controlled and short-term does not allow for such understandings to take place. Webb 

(1997:198) states that, “Qualitative methods employed by phenomenography appear to 

have more to do with a quest for positivist generalisation than the development of a 

hermeneutic understanding.” This statement provokes one to question the ontological and 

epistemological assumptions of phenomenography. 

 

My study was initially located within the interpretive research paradigm in line with the 

ontological and epistemological positioning of my chosen methodology, 

phenomenography. Webb’s critique however, questions this location of 

phenomenography within an interpretive paradigm and raises a suspicion that in fact the 

methods employed by phenomenography appear to seek a quest for positivist truths 

which allow for broad generalizations rather than a hermeneutical understanding of the 

participants’ ways of experiencing the phenomenon. In my attempt at data collection and 

analysis, I remained faithful to the phenomenographic approach by adhering to the 

stipulated hermeneutic processes that enabled me to arrive at the categories of 

description. However, at that point the research took a shift to a more critical approach as 

I adopted CDA to explore and illuminate the categories of description further. The 

paradigmatic shift also allowed me to account for why such categories emerged.   

 

 Ashworth and Lucas (1998) draw our attention to the uneasiness of the kinds of claims 

phenomenography can make. There seems to be a deliberation of where exactly 

phenomenography is located. It appears to sit in tension between descriptive interpretive 

and scientific positivism.  This claim may be substantiated by Ashworth and Lucas 

(1998) argument that Marton’s ‘second order’ of the participants’ conceptions is not 

straightforward. They argue that the phenomenographic researcher is required to 

enunciate assumptions and presuppositions that would tend to import ‘first order’ matters 

into the categories of description. Guided by Husserl’s work on life-worlds, Ashworth 

and Lucas (1998) drew on two categories that guided the ‘epoche’ (bracketing) that they 

claimed was lacking in the phenomenographic literature on the research process. I have 

summarised the two categories below:   
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1. Science- (refers to a ‘body of known facts’). In this regard, the researcher has to 

put this aside in order to avoid the importing of theories that may distort the 

description of the life-world. It would only be permissible to include perceptions 

of the researcher’s situation that echoed scientific concepts ‘naturally’ arising in 

the data. These inclusions would then be independent of the fact that such notions 

were included in the scientific literature. 

 

2. The researcher should not ‘query the validity of the life-world.’  He /She should 

take no position on the true/false nature of the claims made by the participant. 

Data collection should be seen as a discovery process of individual cases with 

unique ‘life- worlds.’ 

                                                            Summarised from Ashworth and Lucas, (1998) 

 

   

Saljo (1997) makes a comment that most phenomenographic studies concern how people 

‘experience’ scientific concepts. He contends that the combination of ‘experience’ with 

scientific concepts leads to, “claims that are difficult to reconcile with the connotations 

that go with the term ‘experience’ in everyday language as well as in any scientific 

approach that emphasises human experience as an object of inquiry.” (Saljo, 1997:185) 

The linguistic awkwardness is not the main issue here. Saljo claims that the scientific 

concepts that are part of the scientific accounting practices have been developed in a way 

that is drained of experiential perspectives (Saljo, 1997). 

 

The above statement may be the one reason why phenomenography has been so 

successful within a science context. Science concepts are generally not defined by 

reference to human experience, instead they are defined in “highly specialised accounting 

practices that have placed certain phenomena in discursive formations that do not need to 

refer to any kind of human experience” (Saljo, 1997:186). Institutionalised accounting 

practices are developed and characterised by this feature. Their languages rely on such 

definitions of concepts and relationships between them. When attempting to understand 
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such scientific concepts, one usually does not refer to experience and background 

knowledge in such life worlds, but would rather look at how the concepts are defined by 

explicit delimitation of what qualifies as instances of those concepts and what falls on the 

outside (Saljo, 1997). Webb (1997) has critiqued the decontextualizing which has 

occurred in some phenomenographic studies and argues against the universal application 

of method across cultures and contexts.  

 

A related critique of phenomenography lies in its failure to acknowledge issues of gender, 

race, discrimination and marginalization (Entwistle, 1997). In its analysis of the data 

phenomenography abandons the experiential aspects in its efforts to formulate the 

categories of description. In doing so, the individual voices of the 

respondents/participants are lost. The cognitive components of learning as indicated in 

the data are over-emphasised thus neglecting the emotional aspects (Entwistle, 1997; 

Ashworth and Lucas, 1998, 2000). Criticism has been raised that there is a tendency in 

phenomenography to lean on ‘patriarchal’ disciplinary frameworks in order to structure 

the outcome space. This may be attributed to the number of male researchers that choose 

phenomenography as their methodology as well as the ‘male dominant’ participants 

involved in the teaching and learning of science where most phenomenographic research 

has occurred.  

 

The phenomenographic challenge in the context of unravelling how people learn and 

make use of discursive devices by taking over institutionalized accounting practices are 

often devoid of an experiential perspective. Phenomenographic research is interested in 

the situated experiential background of specific utterances. These utterances reflect ‘the 

collective anatomy of awareness.’  Saljo (1997:187) states that, “If the expression, ‘the 

collective anatomy of awareness’ has any meaning, we must be talking about a discursive 

entity; ways of accounting for the world that are located in and have their meaning in 

discursive practices.”  Saljo critiques this very notion that phenomenographic analysis 

separates the speakers from his /her utterance (categories of description) and by creating 

this disconnection, the utterance from the communicative function in context, the study 

becomes very abstract (Saljo, 1997). Because issues of racism, discrimination and 
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marginalization were clearly evident in the phenomenographic outcome space of the 

study (see Chapter 4, section 4.1.), it became necessary to call on an additional mode of 

analysis which would take cognisance of the study context. 

 

6.4.    Methodological claims of phenomenography 

 

Ashworth and Lucas (1998, 2000) have raised several key questions about the nature of 

phenomenographic research and the way in which it is conducted. They question the 

position of phenomenography regarding its methodological adequacy in terms of 

revealing student experiences. They argue that there are clear methodological 

requirements in this regard and critique phenomenography for not meeting those 

requirements. Some of these requirements are discussed below. 

 

In phenomenographic research, the aim is to construct a typology of the participants’ 

conceptions as interpreted by the researcher who attempts to provide a clearer, more 

accurate account of conceptions than those that would be generated by the participants 

themselves (unaided). Ashworth and Lucas (1998: 417) qualify this statement by saying 

that, “It must therefore be a paramount requirement for phenomenography to be sensitive 

to the individuality of conceptions of the world. It must be grounded in the lived 

experience of the research participant.”  They go on to say that if this is not considered 

then the description of the participants’ experiences will not be valid and the typology 

will be deemed arbitrary. In my data collection efforts, I was guided by Marton (1986, 

1994) who declared an awareness of the above mentioned issue, and therefore during the 

interviews I adopted an open-ended technique with a limited number of questions in 

order to evoke the participants’ own conceptions. However, phenomenography literature 

does not clearly reveal such research procedures for accounting for the lived experience 

of its research participants (Ashworth and Lucas, 1998; 2000). 

  

Ashworth and Lucas (1998) describe the ‘epoche’ as the central methodological principle 

in revealing the true lived experience of the research participants. ‘Epoche’ refers to the 

process of ‘bracketing’ or setting aside prior assumptions about the nature of the 
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phenomenon. They question the specificity of the presuppositions that should be 

bracketed in the empirical work. They claim that leading phenomenographers have given 

some indication of their awareness of this issue. However, there are no stipulations of the 

process of the ‘phenomenographic epoche.’ Marton (1994) and Saljo (1997) have 

provided some guiding questions around the issue of ‘epoche’. However, there are clear 

guidelines on what exactly is involved in ‘bracketing.’ 

 

Uljens (1992) drew attention to the fact that the phenomenographic research on deep and 

surface learning did not practice the bracketing of prior theories or findings. He claims 

that some phenomenographic researchers, “used Marton’s (1976) judgement instructions 

to identify deep and surface approaches…analyses were no longer a process of discovery, 

but a means of searching for predetermined categories.” (Uljens, 1992: 418). During the 

interview process of my research, I was aware of the bracketing of my presuppositions 

and theoretical conceptualisation. In this way, I cleared the way for careful hearing of 

what the participants were saying. Chapter 3 described the implementation of the 

phenomenographic interviews that were guided by Bruce (1994: 219). Regarding the 

research procedure of my study, all the qualitative methodological requirements were 

adhered to.  The problem I experienced was not in the construction of the categories, but 

in accounting for the issues that emerged from the categories of description. 

 

Entwistle (1997: 131) draws our attention to Saljo’s critique that, “Phenomenography is 

concerned about the abstractions which were created through the categories of 

description, seeing them as being as doubtful in their ontological status as the 

psychological constructs they were supposed to replace.” Saljo refutes the contention that 

the phenomenographic categories are able to describe the different experiences. He 

claims that the empirical data reflects only the participants’ ‘account’ of their experiences 

and he therefore questions the status of the interview data in phenomenographic research 

(Saljo, 1997). 

 

Saljo (1997) critically looks at phenomenographic enquiry with regards to the 

relationship between discourse and experience. He considers this issue to be central in 
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terms of the phenomenographic object of inquiry. According to Saljo (1997: 176), “Talk 

and language are important ingredients in phenomenographic research.”  

Phenomenographic assumptions may closely resemble other approaches where discourses 

are analyzed. Marton (1995) alludes to the constitutive role that language plays in human 

life, and therefore it is safe to assume that discourse maybe given a crucial role in the 

constitution of the social world according to phenomenography.  

 

According to phenomenographical assumptions, language, culture and human experience 

are intertwined. Saljo (1997) however argues that culture in its material and discursive 

components is ‘genetically prior’ to individual experience. He further argues that 

communication (talk) has primacy over experience with respect to it being a tool through 

which individuals’ learn to ‘experience.’ It also characterizes and communicates people’s 

experiences and the researcher uses it to document the empirical data. Saljo explores the 

implications of this position of communication by reminding us that ‘ways of 

experiencing,’ is the primary unit of phenomenographic analysis. These ‘ways of 

experiencing’ may be accessed through interviews and the researcher may be able to 

establish the limited number of ways of experiencing the phenomenon. Saljo (1997: 177) 

questions, “In what sense do the utterances that people respond with in 

phenomenographic interviewing relate to ‘ways of experiencing?’  In other words, he is 

questioning what is meant by what is said. He goes on to clarify that:  

  

how people talk, what genres of communication they assume to be appropriate 

and how they master various discourses are primary, since they form the basis on 

which we as scholars consider their contributions to communication as instances 

of meaningful talk. 

                                                                                                                  (Saljo, 1997: 177) 

 

In phenomenographic analysis we have been guided to consider the utterances (as per the 

interview) as indicative of ‘ways of experiencing.’  In this way, the researcher does not 

assume that the utterances may signify something else; for example, the participant 

merely provides a response to a question just to say something and does not truly mean 
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what he/she is saying. The phenomenographic researcher in his/her quest to remain 

faithful to the methodology places himself/herself at risk of turning the method into 

ontology.  Saljo (1997: 178) succinctly explains that, “the categories of description 

allegedly indicating ways of experiencing are no longer the analyst’s tool for 

understanding human activities in context, but rather something that is supposed to be 

there in the material and which one is more or less obliged to find.”  Saljo further 

cautions us against considering what people communicate in the interviews as being 

indicative of a ‘way of experiencing’ rather than a ‘way of talking.’ 

 

Since my study focuses on the learning and development of medical students, I am 

cautioned by Saljo’s suggestion that we should “refrain from critical commitments to 

assumptions that we generally are studying ways of experiencing when interviewing 

people.” (Saljo, 1997: 178). What we are in fact studying is what the participants say and 

therefore the ‘object of inquiry’ becomes the ‘accounting practices.’  Saljo describes this 

unit of analysis as, “ways of understanding, talking, arguing and ways of bringing the 

world into language in order to be able to communicate.”  (Saljo, 1997:178). 

 

Saljo (1997) argues that entities such as ‘ways of experiencing’ provide a strategy for 

better understanding of learning. He claims that phenomenographic research only 

“becomes interesting when there is a discursive practice in which people are trying to 

achieve something” (Saljo, 1997: 179). Therefore the researcher should rather, “study the 

constitutive and social nature of language in human practices, and the interesting question 

of how people learn to mean in such practices” (Saljo, 1997: 179). This becomes my 

major rationale for considering the discursive nature of the outcome space, and my use of 

CDA to do this. 

 

Saljo (1997: 180) states that, “what is at stake is precisely the constitution of a 

phenomenon in a situated practice in which concepts are put to use for concrete 

communication purposes rather than put on display for observation as they tend to be in 

interviews.” The participants’ conceptions of the phenomenon were not meaningful in 

isolation but they formed part of discursive practices and as such gained meaning from 
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being part of a systematic discourse. Therefore the utterances that were made by the 

participants and transformed into ‘categories of description’ in that context may not mean 

the same as they did in their original communicative setting. Furthermore, having 

developed an outcome space which elucidates systematic discourses, it became important 

to understand how these functioned. 

 

Saljo (1997) claims that people learn how to experience events in their life. Therefore 

‘accounting practices’ (or discursive constructions in CDA terms) are genetically prior to 

experience. He argues that when an individual talks about his/her experience of a 

phenomenon, it is usually a borrowed account from what other people have been saying 

about it before him/her. Dominant discourses about the phenomenon temper the 

individual’s experience of that phenomenon and therefore affect their accounting of that 

experience. Saljo (1997:184) qualifies this by stating that, “linguistic categories as 

something you simultaneously borrow from the past, offer to your interlocutors as 

sensible ways of constituting events, and thereby present them as resources for 

individuals to account for their experience in further situations.” It is only through 

discursive social practices that an individual can account for his/her experiences. Saljo 

(1997:185) reminds us that, “any ‘experiencing’ presupposes access to a symbolic code 

through which whatever an individual hears, feels or encounters can be experienced and 

communicated.” This need to consider the ‘accounting practices’ underpinning an 

experience requires an explicit consideration of discursive constructions of that 

experience.  

 

6.5.   My personal epistemological shift 

 

Subsequent to the acceptance of my research proposal for the study, I became intensely 

immersed in a whole new world of philosophical and theoretical readings around the 

focus of my study. I also attended the six-weekly doctoral seminars that were hosted by 

the Faculty of Education, UKZN on the week-ends. During the seminars, I would engage 

with members of staff and fellow doctoral students on issues of research paradigms, 

methodologies and theoretical frameworks. At the same time, I began analyzing the data 
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that I had collected using the phenomenographic methodology.  It was a combination of 

all three activities that created an evolution in me as a researcher. I became increasingly 

uneasy and uncomfortable with the interpretive relationship that I had with the data in 

wanting to account for and describe the participants’ experiences. The phenomenographic 

analysis only allowed for a description of the participants’ experiences and did not 

account for the ways in which the categories had power over their realities. I began to 

question the powerful nature of the emergent categories. 

 

As a researcher, I was no longer satisfied with just tracing the experiences of the 

participants and describing them. My relationship to the research phenomenon underwent 

a significant shift as a result of my response to the emergent categories. I increasingly felt 

the need to analyze the participants’ experiences in terms of the issues of power and 

control; discrimination and marginalization which emerged. It was as a result of this 

epistemological shift1

                                               
1 Annexure N: poster presented at AMEE 2010, Miami. 
  Annexure O: poster presented at UKZN, Faculty of Education, Research day (won s second prize in the 
poster competition). 
 

 that I was prompted to engage with a critical discourse analysis to 

more fully account for the phenomenographic findings in the data.  

 

Critical researchers believe that men and women live in a world filled with 

contradictions, unequal power relations and privilege. The critical researcher has to 

therefore endorse theories that are dialectical, recognizing that problems of society are 

part of the ‘interactive context’ between individuals and society. During analysis, both 

the individual and the society are considered equal and a reference to one is a reference to 

the other. A dialectical theory thus attempts to trace interactions from the “context to the 

part, from the system inward to the event” (McLaren, 1986:70). Being dialectic in nature, 

critical research allows the educational researcher to see ‘school/college/university’ as a 

place for instruction (indoctrination/ socialization) as well as an institution that promotes 

student empowerment/transformation. Critical research is therefore tied to a struggle for a 

better life for all through the construction of a society that is based on non-exploitative 

relations and social justice.  
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Using methods such as CDA, critical research seeks to reveal ideological practices. 

Fowler (1991: 490) defines ideology as a “society’s implicit theory of what types of 

objects exist in their world (categorization); of the way in which the world works 

(causation); and of the values to be assigned to objects and processes (general 

propositions).” These ideas, beliefs, values and principles constitute both individuals’ and 

groups’ ‘commonsense.’ It may be seen as a way of viewing the world and its social 

practices.  

 

The shift from a descriptive, interpretive paradigm to this ‘emancipatory paradigm’ 

allowed me to explore why the participants in the study constructed their relationship 

with the phenomenon in the way that they did. Luckett (1995)  claims that it is within this 

paradigm that the teaching and learning experiences should be subjected to an ‘ideology 

critique’ so that the ‘political and socio-economic’ causes of what might be considered to 

be ’natural’ could be exposed. The critical paradigm asks questions such as “whose 

interests are served by the curriculum? What curriculum would promote greater equity, 

emancipation and social justice? How is power distributed in the teaching and learning 

process? And how can it be more equitably distributed?” (Grundy, 1987:12). Thus, while 

CDA was simply used to augment the phenomenographic analysis, due to the nature of 

the categories which emerged from the data, it cannot be denied that it entailed an 

ontological shift within me as a researcher also. Chouliaraki and Fairclough (1999) 

confirm that CDA is concerned with the consequences of social and political 

‘commitment’ and how their theoretical practice is influenced and shaped by struggles 

and practical practices.  

 

6.6.   Critical discourse analysis 

6.6.1. Introduction 

 
Discourse analysis deals with language, meaning and context. There has been little 

agreement to a fixed definition of what constitutes a discourse. TerreBlanche, Durrheim 

and Painter (2006) claim that one should distinguish between how the term ‘discourse’ is 
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used in the methodology of discourse analysis and how it is more commonly used in 

‘everyday talk.’ McKenna (2004: 15) agrees by indicating the error of assuming the 

everyday interpretation of ‘discourse’ where, “a discourse could be seen simply as the set 

of statements about a given area.” 

 

In the study,  however, the understanding of discourses goes further than just a set of 

statements about the discipline of medicine and includes the discursive power of 

particular understandings of a wide variety of issues related to the pedagogy of medicine 

within a PBL curriculum and the relationship with the subsequent clinical environments. 

I agree with Kress (1988: 180) who declares that, “Discourses are regarded as giving 

expression to meanings and values; they are regarded as having the power to organise 

how a topic is talked about, understood and acted upon.” The study thus looked at the 

phenomenographic categories of ‘Guinea Pig Identity,’ ‘Knowledge Construction,’ and 

‘Professional Identity’ to establish what happened in the construction of knowledge of the 

participants and the social practices that they experienced during clinical education in 

their journey towards becoming professional medical practitioners.  

 

According to Van Dijk (2008: 2), “Discourse analysis is a domain of scholarly 

practice…that adopts many methods of study, depending on the aims of the investigation, 

nature of data etc.” The use of such a practice in my study was to analyze the emerging 

discourses that were identified through the phenomenographic analysis. The analyses of 

such texts took the form of qualitative descriptions and explanations of the details of the 

discourse structure. 

 

Luckett (1997: 30) reminds us that “texts are always discursively produced, it is always a 

part of a process of social interaction and thus it is conditioned by the structural context 

and therefore meanings of texts are always socially and historically located in discourse.” 

Van Dijk (2008: 66) states that “…institutions may influence the structures of texts and 

talk in such a way that, as a result, the knowledge, attitudes, norms, values and ideologies 

of the recipients are more or less indirectly affected in the interest of the dominant 

group.” 
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Institutions in my study, the medical professionals at (NRMSM and hospitals in KZN) 

have their own ways of using language, i.e. discourses that create certain subject 

positions. From these positions, discourses can come to be seen as natural and obvious by 

those who use them; live within them. Those who are able to recognize institutionally 

privileged discourses and take them up are constituted by the institution as being in a 

position of power. Medical practitioners are constituted by institutional discourses to 

perform certain roles which give them subject positions and social roles which in turn 

become part of their identities and subjectivities. Powerful individuals are constituted 

within particular subjectivities that are dictated by the “power knowledge” formulations 

in which they find themselves. Discourses in this understanding form a basis of power 

and in my study, access to power was considered. 

 

 

Patterns and strategies of access may be spelled out for all institutions. In traditional 

medical education, the lecturers usually control communicative events, distribute 

speaking turns, and otherwise have special access to and hence control over medical 

educational discourse. Traditionally, medical students had access to talk in the lecture 

theatres and in the wards only when talked to and invited to speak. Therefore, not 

everyone had equal access to scholarly text and talk. My study sketched a discursive and 

communicative ‘schema of conditions and strategies of access’ (Van Dijk, 2008) for the 

participants involved focusing on who said what, to whom and in what circumstance. 

 

TerreBlanche, Durrheim and Painter (2006) advise that the researcher should identify 

known discourses operating in a particular text. Discourse analysis involves a way of 

reading that is made possible by the researcher’s immersion in a particular culture. In my 

study, it was the culture of teaching and learning, the culture of medicine in South Africa, 

the institutional ethos, the historical context of medicine in South Africa and the socio-

cultural contexts of the consultants with the participants. The literature on discourse 

analysis warns that, although a rich cultural background is a pre-requisite to doing 

discourse analysis, I extracted myself from the “living in the culture to reflecting on the 
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culture.”  Parker (1992:40) puts it as “striking a critical distance from text.” As I have 

stated in Chapter 1, although I have been the central instrument in this study, during the 

data collection and analysis phases, I attempted to distance myself from the text. My use 

of discourse analysis sought to uncover how the structural context conditioned the 

discourses (Van Dijk, 2008). In describing these discourses in Chapter 7, I attempted to 

illustrate through the use of data a rich tapestry of ‘ways of speaking’ that could be 

recognised and dialogued. I will now move on to discussing critical discourse analysis.  

 

Critical discourse analysis is a “critical framework that is distinguishable from 

conventional discourse analysis by its emphasis on linguistic manifestations of social and 

political domination in both spoken and written texts” (Fairclough, 1995: 28). A major 

goal of CDA is to develop a framework of analysis that becomes a resource for people 

who are struggling linguistically against oppression and domination (Fairclough, 1995. In 

analyzing the ways in which the participants discursively constructed their relationship 

with the phenomenon under study, I was alerted to the domination and oppression that 

was present during the experiences as students, interns and community service officers.  

 

“CDA primarily studies the enactment of social power abuse, dominance and inequality 

and how these are reproduced and resisted by text and talk within the political and social 

contexts” (Van Dijk, 2008: 85).  Its purpose is to analyze “opaque as well as transparent 

structural relationships of dominance, discrimination, power and control as manifested in 

language” (Wodak, 1996: 24). It is aimed at the understanding, exposure and ultimately 

resistance of social inequality. CDA’s critical nature thus, “projects a relational logic into 

a dialectical logic through its analysis of stabilization as an effect of power and a factor in 

reproducing relations of power, and its forms on the dialectical tension between structural 

permances and the practical activity of people engaged in social practices” (Chouliaraki 

and Fairclough, 1999: 58). 

 

My study used the tools of CDA to analyze the phenomenographic categories of 

description, then re-examined and evaluated the data to develop theory and acquire a 

deeper knowledge about the experiences of the participants as being the first cohort and 
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how they constructed their relationship with the subsequent clinical environments of 

internship and community service. The study of language use is fundamental to the 

understanding of how oppressive social relations are created and reproduced (Foucault, 

1984). I therefore agree with Fowler (1996) when he claims that CDA is a  

 

Careful analytic interrogation of the ideological categories, and the roles and 

institutions…a society constitutes and maintains itself and the consciousness of its 

members. All knowledge, all objects are constructs: criticisms, analyzes the 

process of construction and acknowledging the artificial quality of the categories 

concerned, offer the possibility that we might probably conceive the world in 

some alternate way. 

                       Fowler (1996: 25) 

 

Fowler’s definition meets the hallmarks of discourse analysis in the questioning of 

objectivity and its interest in the practices which produced objectivity, normality and 

factuality. I used CDA to focus on how the texts were constitutively constructed and how 

they enacted social relationships and social identities (Chouliaraki and Fairclough, 1999; 

Fairclough, 1992; Wodak and Meyer, 2001). 

 

6.6.2.   Conceptual and theoretical framing of CDA 

 

There are several types of CDA which may be theoretically and analytically quite 

diverse. However all CDA, including the one used in my study, ask questions about the 

way discourse structures are deployed in the reproduction of social dominance. My study 

looked at the phenomenographic categories arising out of the interviews with my 

participants and re-examined their reporting of the conversations that occurred during 

their experiences of the phenomenon. According to Van Dijk (2008) typical vocabulary 

featured in CDA are notions such as ‘power,’  ‘dominance,’  ‘hegemony,’  ‘ideology,’  

‘class,’ ‘gender,’  ‘race,’ discrimination,’ ‘interests,’ ‘reproduction,’ ‘institution,’ ‘social 

structure,’ and ‘social order.’ These concepts featured strongly in the transcripts of the 

interviews as well as the phenomenographic categories that emerged. The study therefore 
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shifted towards a concern for the analysis of power relations and professional 

discrimination through a consideration of differential access to discourse networks.  

 

The micro level of social order comprises language use, discourse, verbal interaction and 

communication whilst power, domination and inequality between social groups are terms 

that typically belong to a macro level of analysis. Theoretically CDA has to bridge the 

gap between the micro and macro approaches (Van Dijk, 2008). In my study, I was able 

to bridge the gap between the experiences of the participants at the micro level and what 

the discursive constructions of such experiences allowed one to conclude about issues of 

‘power’, ‘domination’ and inequality at the macro-level.  

 

 

Most critical work in discourse analysis looks at the social power of groups and 

institutions. Social groups may be defined in terms of control where groups have power if 

they are able to control the acts and minds of other groups. This ability presupposes the 

power base of privileged access to social resources such as knowledge, information, 

status, fame, etc (Van Dijk, 2008). Bourdieu (1994: 153) states that, “‘symbolic elites’ 

such as academics exercise power on the basis of ‘symbolic capital’ and they are able to 

determine topics, style or presentation of discourse.” He further claims that their 

symbolic power may not only be limited to articulation, but may also extend to the mode 

of influence. The term ‘elite’ may be problematic but Van Dijk (2008) argues that it 

should be maintained to denote exclusive social control by a small group. 

 

6.6.3.    Methodology of CDA 

 

Fairclough (1992) sketches a three-dimensional framework for the analysis of discourses. 

The dimensions are: ‘discourse as text,’  ‘discourse as discursive practice’ and ‘discourse 

as social practice.’ The framework that was selected in the analysis of my study was 

‘discourse as social practice’ that looked at the ideological effects and hegemonic 

processes in which the discourses used by the participants were seen to operate. 

Hegemony concerns power that is achieved through the construction of alliances and the 
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interrogation of classes and groups through consent.  Fairclough (1995) concurs with this 

statement by stating that:    

The way in which discourse is represented, respoken or rewritten shows the 

emergence of new orders of discourse, struggles over normative attempts at 

control and resistance against regimes of power. 

                            Fairclough (1995: 47) 

 

Given the critical approach that the study had shifted to, the framework of ‘discourse as 

social practice was the most appropriate method for the second phase of the study, that 

served to augment the phenomenographic analysis.  

 

Social life is made up of ‘practices.’ Practices may be defined, as “habitualised ways, tied 

to particular times and places, in which people apply resources to act together in the 

world.” (Chouliaraki and Fairclough, 1999:21). The word ‘practice’ may also be 

understood both as a social action (what is done in a particular time and place), and as 

what has become relatively permanent (a sense of a habitual way of acting). A dialectical 

view of practice may reflect that practices are characteristic of both structures and events 

and structures and agency.  A practice of production occurs when people in a particular 

social relation apply certain technologies to materials (Chouliaraki and Fairclough, 1999). 

Social practices are always ways of socially interacting and therefore it is important for 

any dialectically conceived critical theory to grasp the complex qualities for such social 

interactions. 

 

The use in my study of a critical research approach and the use of CDA within a 

framework of discourse as social practice enabled me to make the relationships of the 

participants with the PBL medical curriculum and the subsequent contexts more visible 

and transparent. It enabled me to explore the ways in which social structure (within the 

multiple clinical contexts of the medical school and hospitals) related to the discourse 

patterns (in the categories and transcripts) in the form of power relations and ideological 

affects. In treating these relations as problematic, I situated the study within a critical 

research paradigm. 



 154 

 

6.6.4.   A critical discourse analysis framework 

 

The framework gives a view of what critical discourse analysis usually involves. A 

framework can be narrowed down to suit particular purposes, for example pedagogical 

purposes. In my study the analysis suited the pedagogical purposes of a PBL approach to 

a medical curriculum and the subsequent clinical environments. A CDA framework 

should be theoretically grounded in its approach (Fairclough, 1995). 

 

CDA usually begins with a discourse related problem. For example, a problem in social 

practice or a problem in the reflexive construction of a social practice. The first type of 

problem may involve the ‘ideational’ or ‘textual’ functions of discourse whilst the second 

type may be associated with problems of representations and miscognition. My study at 

the CDA phase, looked at the phenomenographic categories that emerged and questioned 

how those categories were discursively constructed. The problem was thus identified as 

existing within the activities of social practice (across the different clinical contexts). 

 

Chouliaraki and Fairclough (1999) advocate three types of analysis in CDA: analysis of 

the conjecture ‘analysis of the particular practice/s and ‘analysis of discourse proper.’ 

The CDA analysis of the phenomenographic categories in my study was located within 

the second type of analysis: ‘analysis of a particular practice.’ This type of analysis 

focuses on the dialectic between the discourses and the moments. The moments of social 

practice in my study referred to the social relations and process (social relations with the 

consultants, power, and institutions i.e. hospitals) and the discourses (Chouliaraki and 

Fairclough, 1999). The analysis was interested in what role discourses played in the 

practice (clinical education across clinical contexts) and what the relations were of 

internalization between moments. For example, I wanted to know, what went on in the 

wards that made the participants feel like ‘Guinea Pigs;’ who was involved and what was 

done in the wards at that moment. It was therefore necessary to ‘reconstruct’ the practice 

that the discourses were located within in order to get a proper sense of how the 

discourses figured in the practice. The general objective of the analysis here was to have 
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a clear sense of how the discourses worked in relation to the internalisation between them 

and the other moments. Another point of consideration was when internalization was 

absent (where the discourses remain external to the moments). Chouliaraki and 

Fairclough (1999: 62) remind us that, “discourse has social force and effect not 

inherently, but to the extent that it comes to be integrated within practices.” 

 

Specifying relations between the social and discourse moments of social practice 

inevitably raises questions about power. In the case of the emergent categories in my 

study, ‘Guinea-Pig Identity,’ ‘Knowledge Construction,’ and ‘Professional Identity” 

these categories may be classified as discourses which have internalized the power 

relations between the consultants and the participants, the academic rulers and the ruled 

and whose internal features were shaped by these power relations. It is evident in this 

case that the discourses have power. Power relations are usually relations of struggle. 

Power may not simply be exercised or fought over. This interdiscursive orientation of 

discourses may be seen as a strategy of the power struggles. Questions of power may be 

linked with questions of ideology and maybe looked at in terms of a relationship between 

the discourse moments of different practices and different orders of discourse 

(Chouliaraki and Fairclough, 1999).  

 

In terms of the actual CDA, it should be based on a substantial body of material that 

represents a particular domain of practice. In my study the material emerged from the 

phenomenographic outcome space that was formulated as a result of the categories of 

description from the transcripts of the interviews. From the empirical data one needs to 

determine whether and how the problematic aspect of the discourses functions within the 

practice. According to Bhaskar’s (2002) explanatory critique there should be a shift from 

explanations of what it is about a practice that led to a problem to the evaluation of the 

practice in terms of its problematic results.  

 

Texts can be understood in many different ways. CDA however analyzes understandings; 

therefore it may offer a particular explanation of a text. By using a theoretical framework 

to locate the text in social practice, the researcher may re-describe the properties of a text 
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that may include a range of understandings it gives rise to. Bernstein (2000) distinguishes 

between internal and external ‘languages of description.’ Internal language is a reference 

to the theoretical framework whereas external language relates empirical data to the 

concepts of the framework. Chouliaraki and Fairclough (1999) state that: 

 

Explanation lies in the interplay between the two languages of description and it 

can be seen as a process of translation, whereby the (internal) conceptual 

language is used to re-describe specific material, such as texts. It is an 

interpretation of the text in the terms of a theoretical framework, which crucially 

involves making invisible categories become visible. 

          (Chouliaraki and Fairclough, 1999: 21). 

 

CDA looks at a relational/dialectical logic that assesses how a discourse moment works 

in a social practice taking into consideration effects on power struggles and domination. 

For example, the interpretation of texts ideologically is not of understanding the text, but 

by locating the text in a social practice by reference to the category of ideology, it 

becomes part of the explanations. The explanation is that aspect of social practice that 

makes critique possible. In terms of understandings, the researcher’s own understanding 

may be subjected to critical analysis. I have openly declared my understandings in 

Chapter 1 of the thesis. In terms of the critique of the study, it dealt with a transitive 

critique of how the participants discursively constructed their experiences of the 

phenomenon. It also dealt with how the participants believed they in turn were 

discursively constructed by others during their experiences of learning the clinical aspects 

of a PBL medical curriculum and the subsequent clinical environments. 

 

6.6.5.   Ethical considerations for the study 

 

My study involved students from the NRMSM, University of KwaZulu-Natal. I therefore 

had to gain authorization from the medical faculty to conduct my research. A letter 

detailing the purpose of my study was sent to the Dean of the NRMSM (Annexure P). At 

the time of the interviews, the participants were working as community service officers in 
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rural hospitals in KwaZulu-Natal. A letter of authorization was sent to each of the 

medical superintendents of the hospitals (Annexure Q). All the participants who were 

involved in my study did so on a voluntary basis. Informed consent letters (Annexure K) 

were given to each participant. 

 

The participants were also advised that they had a right to withdraw from the study at any 

given time at their own free will. Confidentiality and anonymity was guaranteed during 

the interviews, the analysis of the data as well as in the writing of the thesis. Pseudonyms 

were used to give each of the participants an identity. The pseudonyms were discussed 

with each participant prior to me allocating it. The pseudonyms were used throughout the 

transcripts as well as the thesis. The process of interviewing, transcribing of the 

interviews, and analysis of the data that was conducted by myself and reporting of it was 

clearly transparent in nature. Copies of the transcripts were given back to the participants 

for their validation. Accurate records of all the transcripts including the audio-tapes and 

confidential documents were kept in a secure place during the working of the thesis. On 

completion of the thesis, these documents were handed over to the School of Adult and 

Higher education for safe-keeping for five years as required by UKZN policy. 

 

6.7.    Conclusion 

Returning to the third research question of the study as well as the phenomenographic 

outcome space that reflected the categories of description, an analytical framework that 

would augment the phenomenographic findings was required. I chose CDA to look at the 

issues of power in the discourses that emerged from the data. During the 

phenomenographic analysis, such research critically analyzed how discourses served to 

construct certain social realities and in this process privileged some ways of viewing the 

phenomenon over others. I therefore called on the theories and methods of CDA to more 

fully explore the construction of the participants’ relationship with the curriculum and the 

clinical contexts. The next Chapter details the use of CDA in illuminating the emergent 

discourses from the phenomenographic findings. In so doing, it appropriates the relevant 

theories in an attempt to understand why the participants’ constructed a relationship with 

the clinical environments in the way that they did. 



 158 

 

 

 

 

 

 

 

 

 

 

 

CHAPTER 7:  DATA IN SEARCH OF A THEORY 
 
7.1.   Introduction 
 

This Chapter details the critical discourse analysis of the categories reflected in the 

phenomenographic outcome space (Chapter 4, section 4.1.). Chapter 4 and 5 reflected the 

phenomenographic analyses that dealt with the first and second critical questions of the 

study. The intention of this Chapter is to address the third critical question of the study 

that asks why the participants constructed a relationship with the phenomenon and the 

subsequent clinical environments in the way that they did. The phenomenographic 

outcome space was imbued with issues of racism, discrimination, marginalization and 

labelling. It became evident that it would be necessary to call on an analytical framework 

that would deal critically with the emergent categories of the ‘Guinea Pig Identity,’ 

‘Knowledge Construction and ‘Professional Identity.’ CDA was used to unpack the 

discursive power that was immanent in these categories and in so doing addresses the 

third critical question of the study. 

 

The Chapter is divided into three sections representing the three categories that have been 

identified from the phenomenographic outcome space and which are now analyzed 

discursively. In the discussion of each discourse, I have called on substantive theories 

that serve to illuminate and explain the particular discourse in terms of why it was used 
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and how it functioned within the social practices of the clinical environments of the 

study. In so doing, my intention was not to formulate a theoretical model to establish the 

effect the discourses had but to call on an established theory which seemed best to 

account for the particular discourse being analyzed. Widdowson (1998:137) in his 

critique of CDA indicated that, “CDA is not the systematic application of the theoretical 

model, but a rather less rigorous operation, in effect; a kind of adhoc bricolage which 

takes from theory whatever concept comes usefully to mind.” I believe that the use of 

various substantive theories in this Chapter does not fall into the bricolage trap but rather 

serves to elucidate the discourses in terms of broader theory.  

 

 

The first section of this Chapter deals with the ‘Guinea Pig Discourse.’ Gramsci’s 

Hegemony Theory was found to be the most appropriate means to interrogate and 

problematize this discourse. The next section describes the discourse of ‘Knowledge 

Construction’ and uses Bernstein’s Theory of Knowledge Structures to show how the 

different expectations of a traditional versus a PBL construction of medical knowledge 

affected the participants’ experiences. The third section discusses the ‘Professional 

Identity Discourse’ and Identity Theories are called upon to show how an emerging sense 

of clinical competence and professionalism across the range of clinical contexts was 

achieved in the face of these power relations. The progression of the participants’ 

professional development is plotted according to Reid and Petocz Professional Entity 

Theory (2004) which was introduced in Chapter 5 and the reasons for these levels are 

unpacked. 

 
7.2.   The Guinea Pig discourse 
 

The phenomenographic category of ‘The Guinea Pig Identity’ emerged from the 

participants’ conceptions of feeling like they were a part of a curriculum experiment 

since they were the first cohort of medical students to register for the PBL curriculum at 

the NRMSM. They reported being labelled as ‘guinea pigs’ when they undertook the 

clinical education modules during year three to year five of the curriculum (Diagram 1 

levels of experience, Chapter 1, section 1.2). Chapter 4, section 4.2.1 described the 
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participants’ reports of being labelled by the medical ward staff. Their reports also 

indicated that they were constantly compared with the traditional curriculum students 

during the ward rounds1

The participants were rarely conscious of being subject to hegemony and rarely overtly 

referred to this in the interviews. At most they had a broadening sense of limitation and a 

vague hope for an alternate arrangement in the years that they undertook the clinical 

education modules. They however did see themselves as having willingly consented to an 

educational system and therefore expressed an inability or unwillingness to address this 

. 

 

During the participants’ final year of study, they were grouped together with the 

traditional students, who, according to the participants’ reports were perceived by the 

consultants to be better than them in terms of their theoretical knowledge. The effects of 

being referred to as part of an experimental first cohort were exacerbated by practices of 

racism, marginalization and discrimination. 

 

In adopting a critical discourse lens to these issues, it is possible to understand how the 

‘Guinea Pig Identity’ impacted on the participants’ experiences of the phenomenon and 

also to determine what effect such a discourse had on their construction of a relationship 

with the subsequent clinical environments. I wanted to explore the practices that took 

place in the wards that led to the participants’ feelings about being called ‘Guinea Pigs.’ I 

also wanted to understand how and why issues of racism, marginalization and 

discrimination were inferred and reinferred in the routine structures of the everyday 

practices across the clinical contexts of the study. These practices may be collectively 

referred to as hegemonic practices since the participants who were subjected to these 

practices did not revolt against them but accepted the values of the consultants who 

subjected them to such practices , as common sense and obvious.  

 

                                               
1 Ward round: when the consultant and Medical ward staff accompanied by the students proceed from bed 
to bed reviewing each patient’s charts and condition, performing relevant examination if necessary. This 
may be followed by discussions around the patients’ medical condition regarding aetiology, pathology, 
treatment, investigations required etc. It is at this stage of the ward round that the consultants may ask the 
students any questions pertaining to that particular patient’s condition and related theoretical knowledge of 
the disease/condition. 
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sense of being marginalized, alienated and disempowered at the risk of it affecting their 

success as students. The data indicates that the pedagogy of the clinical aspects of the 

PBL medical curriculum assumed hegemonic practices in the hospital wards during the 

participants’ clinical education modules. Princess describes her experiences of racism 

during the final year in the wards by stating that: 

The medical school has gone through so many issues of racism and in our final 

year that was the height of the racism struggles. In my group there were five black 

females and we were always being called to the MSRC1

From the data it is evidenced that certain race groups felt less privileged in terms of 

learning opportunities. Cindy (03) stated that, “The White and Indian students definitely 

got better opportunities in terms of learning.” It appears that the medical staff in the 

 office and asked about 

racial incidents in the wards. I remember complaining about the one wicked 

consultant who told us to just sit next to the fan and not to fall asleep because she 

was busy with the ‘other’ students. 

         (Princess: 01) 

                                

The PBL medical curriculum promised equal opportunities to all medical students 

regardless of race, culture, gender or social-economic position (NRMSM Faculty 

Handbook, 2001). The participants’ reports however, reflected a contradictory practice 

that occurred in the wards. This may be evidenced by Joseph’s experiences of racism and 

marginalization during the ward rounds when he stated, “What made it difficult for us to 

understand was why we were sidelined? Was it because of our colour or was it because 

we were in the new curriculum?” (Joseph: 06). There was thus a feeling of uncertainly of 

whether the marginalization that they experienced was as a result of racism or because 

they were from the PBL curriculum. Cindy (03), Kenneth (08) and Joseph (06) claimed 

that they had experienced racism first hand during their surgical rotations in final year. 

These were all Black participants who reported such incidents of racism. Although the 

focus of this study was not envisaged to include racism, the effects of this discourse on 

the participants’ experiences of the phenomenon could not be ignored. 

 

                                               
1 MSRC: Medical Students Representative Council 
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wards favoured the White and Indian students. It was unclear what race group the 

medical staff belonged to. The participants did not divulge who the people responsible for 

the hegemonic practices were; they merely stated that they had accepted such forms of 

racism and discrimination during their ward rounds. Joseph (08) stated that, “There was 

nothing you could do about it. You needed to get the logbook signed off.” This reflected 

a passive acceptance of the discriminatory practices that they experienced as 

undergraduate students in a PBL curriculum for fear of being victimized or failing the 

assessments.  

 

Post-apartheid South Africa drafted numerous policies for Higher Education Institutions 

to adopt in its attempt to rectify the imbalances of the past apartheid government. The 

NRMSM was one such institution that opened its doors to the new policies and declared 

an approximately seventy percent intake of previously disadvantaged students (NRMSM 

Faculty Handbook, 2001). During the same time period, however, the number of Black 

academics in the medical school and the number of Black consultants in the wards did 

not increase proportionately to match the number of Black students admitted. Racial 

desegregation during the post-apartheid years did not occur to any great extent in the 

academic or clinical environments that the participants were exposed to during their 

undergraduate training.  

 

The average age of the participants during the clinical years as students (years 3 to 5 of 

the programme) was twenty-one. We can therefore assume that they would have had very 

little personal experiences of the apartheid regime. However, while 1994 brought on a 

new democratic government, the data indicated that racialised social structures clearly 

remained after this date. The participants appeared knowledgeable about racism and 

could identify it in the wards. Maybe they came into the University with a framing that 

they were disempowered because of their colour and felt even more disempowered in the 

wards when they were constantly being labelled negatively and told that they were from 

an inferior curriculum.  
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The issue of racism at the NRMSM during 2004 and 2005 was a serious one. Allegations 

of racism were reported by the student body at that time (comprising a combination of 

traditional and PBL students) to the Dean of the NRMSM. The University immediately 

appointed an external private company to execute a forensic audit in this regard. My 

study is not concerned with the findings and outcomes of the forensic audit but it should 

be noted that the participants were exposed to such an investigation during their clinical 

education modules. It should be further noted that Princess (01) reported feeling the 

tension of racist struggles during that time and therefore we can deduce that racism did 

have an impact on the participants’ construction of a relationship with the clinical 

environment when they were undergraduate students.  

Despite the University’s implementation of institutional redress policies such as a new 

admissions policy as well as the forensic investigation regarding the racism allegations, 

the participants in 2008 reported that racist practices were still prevalent in the clinical 

environments. It appears that the medical consultants in the wards assumed a ‘wall of 

impenetrable privilege and authority’ that went unchallenged by the participants (Jansen, 

2004). The theme of inherent racism and discrimination of the participants by members 

of the hospital clinical staff is prevalent across the thesis, and I believe that this issue led 

to a contextual limitation of the study. As a researcher I found it difficult to distinguish 

between the reported attitudes of racism and the reported negativity towards the new 

curriculum by the hospital ward staff. I therefore called on Gramsci’s Hegemony Theory 

to interrogate such issues of racism, discrimination, marginalisation and alienation that 

were reported by the participants. 

 

 “Gramsci’s Theory of Hegemony posits that dominant social groups impose their 

supremacy over weaker groups, either by overt coercion or by using more intellectual 

means of realizing their dominance” (Ndhlovu, 2006: 305). Historically hegemony was a 

concept used by Marxists to indicate political leadership of the working class. Gramsci 

suggested that capitalism maintained control, not through violence or political coercion, 

but ideologically through a hegemonic culture in which the values of the bourgeoisie 

became the commonsense values of all people. The working class identified their own 
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good through the good of the bourgeoisie and thus maintained the status quo rather than 

revolt against it (Gramsci, 1971).  

 

According to Gramsci, hegemony occurs when people who are being marginalized do not 

rebel or criticize but actually take on what suits the powerful to be obvious or 

commonsense. Power is given to those who control, teach and police the different forms 

of knowledge. In my study ‘disciplinary power1

                                               
1 disciplinary power: refers to power associated with being experts in the field. 

’ was accorded to the medical staff who 

were specialists in their own fields of knowledge. Students want to register at 

Universities and medical faculties because they would like to become members of such 

specialist communities and subsequently access the power that these ‘discipline experts’ 

bestow on them, but the study data suggests that the positioning of the participants as 

‘guinea pigs’ made it particularly difficult for them to navigate access to the specialist 

community. The participants made frequent reference to feelings of alienation and 

marginalization by virtue of their mentorship in the PBL curriculum. 

 

 

 

Due to the hierarchical nature of the medical school and hospital management structures, 

the medical staff in the study assumed a type of ‘positional power’ that had been granted 

to them because of their relative positions and duties (Foucault, 1979). In the study, the 

participants reported that they were made to believe that the medical ward staff were the 

figures of authority and that they determined what was right and what was wrong, what 

was normal and what was deviant. Foucault (1972) refers to such belief systems that gain 

momentum as people accept the particular views of such systems as forms of covert 

power. From the data it is evident that the participants’ ways of seeing the world and 

normalizing them as being the truth were defined by what the medical ward staff told 

them. 

 

Kenneth shows us how he was accepting of his position as a ‘guinea pig’ by simply 

taking on the values and beliefs of the consultants as being common sense.  
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He stated:  

Yes, these perceptions that the consultants had of us were that we were guinea 

pigs and that we were not capable. Some people just had preconceived ideas that 

the new curriculum students were like this and there was nothing we could do 

about it. We had to just accept what they said about us. Only time would prove 

them wrong. 

                              (Kenneth: 08) 

 

Kenneth’s description of his acceptance of such a hegemonic relationship with the 

consultant is reflective of Tollefson’s (1991) view that hegemony may be achieved 

through spontaneous consent by the participants to the life that the dominant group 

imposes onto them. According to Gramscian theory, hegemonic relationships are not as a 

result of contractual decisions and therefore transformations of identity may occur. In the 

data, it was evidenced that the participants’ transformed into a ‘Guinea Pig Identity’ as a 

result of the hegemonic practices they experienced, however they did indicate a sense of 

wanting to overcome such dominant positioning. Cindy describes how she was able to 

overcome such dominant ideology of the medical ward staff in the following quotation: 

 

 

If there’s one thing the consultants who assumed that we were no good did, it was 

to make us prove our worth. Even though they demotivated us in the wards by 

calling us names, in fact that motivated us to read more because we didn’t want to 

go back the next day to be told, the ‘guinea pigs’ class again! 

             (Cindy: 03) 

 

From the data we can see that the participants willingly took on their lower hierarchical 

positions as ‘guinea pigs’ in the wards but they tried to work harder in terms of their 

theoretical knowledge to gain such expertise and be given recognition as part of the 

medical fraternity. They wanted to prove their worth as medical students despite the 

medical ward staff’s scepticism about the PBL curriculum.  
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According to Ndhlovu (2006), the ‘methodological’ and ‘pragmatic’ premise of 

Gramsci’s Theory was based on a supremacy that manifested in two ways: firstly, 

through domination and secondly through intellectual and moral leadership. The main 

argument in Hegemony Theory is that institutional policies and practices appear to be 

‘natural’ or ‘commonsense’ and therefore people do not question the assumptions being 

made by them. This was reflected in the data when the participants accepted the medical 

ward staff constructions of them as a matter of reflex because their very own identities 

were formed by the dominant framework of the consultants, to the extent that they 

became powerless to do anything else. Tom (09) highlighted such powerlessness by not 

criticizing the power imbalances between them and the medical ward staff : 

It was stressful because you were not motivated by the people who were teaching 

you in the wards because they were always discouraging you and harassing you 

and picking on you because you were from the new curriculum. This was 

something that we just had to deal with and contend with right up until we 

qualified. We were powerless in the wards.  

               (Tom: 09) 

      

 

According to the Gramscian Theory of Hegemony, it is usual for the ruling class of 

society to be at the same time, the ruling intellectual force. In the case of the study,  the 

participants were at a preliminary stage of their professional identities and therefore 

became subject to the “dominant class’s machinations and caprices” (Ndhlovu, 

2006:311).  From the above excerpt it is evident that the participants felt powerless 

during their clinical education ward rounds. It seems that despite the medical school’s 

attempts to address matters of racism and discrimination, the participants felt that they 

were not being heard and that it was ineffective. 

 

Institutions usually support elite interests when such dominant ideologies and principles 

are challenged so that they are able to manage the debate and maintain some sort of social 

stability (Ndhlovu, 2006). This can result in the less powerful and less privileged groups 
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being marginalized. This was the experience of this study’s participants who claimed that 

they were rendered powerless by the medical staff in the wards.  

 

The hegemony served at times to silence them: 

During the ward round, the consultant would tell ‘us’ (PBL students), to just 

stand and listen. The discussion would go on and he would make comments like, 

“You wouldn’t know this because you didn’t get time in the dissecting hall1” or 

“You don’t have the proper Chem Path2

The act of being silenced and marginalized can be explained by recourse to the insights 

drawn from theories about hegemony that argue that hegemonic forces usually impose 

their dominance by denying the weaker groups a say in the decision-making process 

(Gramsci, 1971). This may also be explained in hegemonic terms, where the forces of 

 background.” We would just stand there 

and listen to him. 

               (Gary: 12) 

 

From the above excerpt we can see that the participants, who were the subordinate social 

group, unknowingly consented to the hegemonic practices of the ‘powerful’ consultants 

because they felt that they could not question the prevailing values and the attitudes due 

to unequal relations of power between them and the consultants. In the above case, 

hegemony occurred as a result of active domination by the consultants who were in a 

position to ‘frame’ the way the participants responded to their own lived experiences. The 

consultants assumed power over the participants by representing themselves as having 

agency and thus were able to completely internalize the act of domination and render it a 

natural phenomenon. When this happened there was no need for external coercion. This 

may be the reason why the participants did not revolt against such power but assumed 

that the hegemonic practices were commonsense values that typically occurred in the 

clinical contexts.  

 

                                               
1 Dissecting hall: refers to the laboratory where human cadavers are preserved and dissected for the 
teaching of Human anatomy. 
2 Chem Path: refers to the discipline of Chemical Pathology that is the study of disease using chemical 
means and analysis of bodily fluids 



 168 

domination and exclusion are seen to be operating through hidden intellectual means that 

are not easily discernable. Hegemony, thus, cannot be directly observed. The participants 

did not blurt out that they were subjected to hegemony. It was identified in the discourses 

of the participants as they described feelings of being marginalized and silenced. 

 

Despite the hegemonic practices that the participants experienced, they wanted to prove a 

point to the world of medicine. This indicates some degree of confidence that they 

achieved in their clinical skills abilities. The data indicated that they were confident and 

competent at procedures and physical examination techniques that they learned in the 

Skills Lab (Chapter 4, section 4.2.2.1). As reported earlier in the thesis, the Skills Lab 

was experienced as a safe, non-racial, non-discriminatory and non-threatening learning 

environment where they were able to gain confidence and competence in clinical skills. It 

was this sense of confidence and competence that they were able to transfer to the real 

clinical setting when it was required despite the racism, marginalization and 

discrimination that they experienced. The construction of the participants as ‘guinea pigs’ 

was thus experienced as a hegemonic practice. In the next section, I will argue that such 

hegemony arises in part from discourses of knowledge construction. 

 

7.3.   The discourse of knowledge construction 

 

The ‘Knowledge Construction’ category in the phenomenographic outcome space 

emerged from the participants’ conceptions of how they constructed their medical 

knowledge through a PBL curriculum. While the interviews related to the participants’ 

experiences of the clinical aspects of their learning, inevitably they also referred to the 

other parts of the curriculum. This was perhaps especially inevitable given PBL’s 

purported integration of theoretical and practical knowledge. The data thus raised issues 

about the participants’ construction and integration of theoretical medical knowledge and 

their ability to apply this knowledge to the real clinical setting. 

 

Critical researchers and theorists claim that knowledge is socially constructed. In order to 

make this claim, the social world that we live in has to be understood as being 
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constructed through social interaction and dependent on context, history, culture and 

custom. This social world is symbolically constructed in the minds of individuals who do 

not stand ‘before’ it but live in the ‘midst of it.’ McLaren (1986:312) states that “when 

critical theorists claim that knowledge is socially constructed1

The participants reported that they first encountered clinical medical knowledge in the 

Skills Laboratory where they were trained in clinical and medical skills in a simulated 

, they mean that it is the 

product of agreement/consent between individuals who live out particular social relations 

(class, race, gender) and who live at particular junctures in time.” 

 

It is only when one is in the middle of this socially constructed world that one is able to 

ask, “how and why knowledge gets constructed in the way that it does, and how and why 

some constructions are celebrated by dominant culture while others are not?” (McLaren, 

1986: 312). Some of the forms of knowledge in this study were found to have more 

power than others, and the data indicates that the knowledge construction processes 

underpinning the participants’ learning experiences in PBL pedagogy were largely 

devalued in their interactions with the consultants in the wards.  

 

Also, according to critical theorists certain types of knowledge favor certain gender, class 

or race interests. This lends itself to the following questions that McLaren (1986: 312) 

asks, “What interests does this knowledge serve? Who gets excluded from the 

knowledge? and who is marginalized?” The issues pertaining to the construction of 

knowledge in the context of this study were about the relationship between the 

knowledge that was constructed at the medical school and that constructed during the 

subsequent clinical education modules at the different levels; and how to account for 

some knowledge having higher status (that constructed through the traditional medical 

curriculum). The use of the CDA lens at this stage of the findings shifted the study from a 

description of knowledge construction to a questioning of the power accrued to certain 

knowledges.  

 

                                               
1 socially constructed: this social constructivist position can be in a weak or strong form. Many social-
constructivists acknowledge a realist realm which impacts on the ways in which we socially construct our 
experiences of reality.  
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environment on specialized models and mannequins (Chapter 1, section 1.3). The 

phenomenographic descriptions and interpretations of the participants’ experiences in the 

Skills Lab are detailed in Chapter 4, section 4.2.2.1.  The participants reported that the 

consultants in the wards expressed negative views regarding their training in the Skills 

Lab. Gary stated that, “We were labelled as students who learned medicine on dummies 

[models in the Skills Lab]” (Gary: 12). 

 

The participants indicated that the consultants in the wards had a negative perception that 

they did not know how to treat or examine real patients because they spent too much time 

in the Skills Lab learning medicine on simulated patients and models. The participants, 

however, indicated that the Skills Lab provided a safe learning environment for them to 

master the necessary physical examination techniques, communication skills and the 

clinical/emergency procedures of the profession (Chapter 4, section 4.2.2.1.). 

 

The participants reported that the clinical knowledge that was constructed in the Skills 

Lab enabled them to make the transition to the real clinical setting where they were 

exposed to a negative clinical environment. The transfer of skills and knowledge that they 

gained in the Skills Lab to the real patients in the wards was undertaken without 

assistance from the medical ward staff (Chapter 4, section 4.2.2.2). Although the 

participants were able to achieve a level of confidence and competence in their clinical 

skills, they reported that the consultants believed that they had not achieved a sense of 

what medicine was all about. The following excerpt from Gary’s experience highlights 

the consultants’ confusion in this regard when both cohorts (traditional and PBL) were in 

the final year together.  

  

The skills that we learnt in second and third year in the Skills Lab, like abdominal 

exam and neurological exam, made a huge difference when we did ward rounds 

with the old curriculum students. During the ward rounds the consultant would be 

teaching all the students at the bedside and would do these skills again. We felt 

advantaged over the old curriculum students because we had done them and were 

even examined on them in the OCSE so it was just revision for us. 
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                         (Gary: 12) 

 

It was evident to the participants that the consultants did not know what clinical skills had 

been developed in the PBL curriculum at the Skills Lab, but despite this they made 

judgments of and criticized the participants for learning medicine on ‘dummies’ in the 

Skills Lab. From the above excerpt we can see that the participants felt at an advantage 

clinically because they had already gained the experiences of learning and performing the 

physical examination techniques previously (on simulated patients and on each other) in 

the Skills Lab. Their learning was further reinforced by the clinical assessments that they 

undertook in the Skills Lab in the form of the OSCE (Chapter 4, section 4.2.2.3). The fact 

that they had passed assessments on those clinical skills (procedures and physical 

examination techniques) boosted their confidence and competence levels.  

 

The participants stated that they were not affected by the consultants’ negative remarks 

about their clinical skills abilities and the fact that they had trained on ‘dummies’ because 

they could see the benefits of being trained in a simulated clinical environment prior to 

the clinical education modules where they were exposed to live patients. They indicated 

that the PBL pedagogy and the training in the Skills Lab enabled them to transfer their 

clinical medical knowledge to the real clinical setting even during their clinical 

assessments in the wards (Chapter 4, section 4.2.2.4).  

 

The question of whether PBL and training in simulated clinical environments works has 

been asked by medical professionals throughout the world and was discussed in Chapter 

2. Medical educators nationally and internationally have been researching whether PBL 

has worked as a methodology for developing active, independent learners, divergent 

thinkers and good communicators. Bligh (1995: 120) advocates that, “The product of a 

PBL curriculum will be a doctor well versed in group problem-solving, capable of 

working well independently, competent at using literature and statistical databases to 

retrieve information and is confident in his own professional ability.” Gary (12) stated 

that, “The consultants said…we were not going to make good doctors.” This confirms 

that the medical staff in the wards had a negative perception of the PBL curriculum.  
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According to the participants the biggest concern and criticism in terms of knowledge 

construction in the PBL curriculum that was raised by the consultants in the wards, was 

the issue of theoretical inadequacy pertaining to their knowledge of the basic sciences. 

The participants reported that they were constantly being negatively compared to the 

traditional curriculum students in terms of their lack of basic sciences knowledge: 

The old curriculum students did basic sciences over three years. For example they 

did an entire year of Anatomy, Physiology, Pathology, etc. We had it all combined 

in the problems from first to third year. We were looked down upon because of 

this. 

                    (Patricia: 04) 

 

In the traditional curriculum, Anatomy was studied in parallel with Physiology and 

formed a basis for the subsequent study of Pathology and the other clinical disciplines. 

With the PBL curriculum that adopted an integrated approach to learning, the problems in 

the first three years of the programme were designed to be vehicles for the learning of the 

above-mentioned basic sciences disciplines. As discussed in Chapter 1, section 1.2. It was 

the responsibility of the Theme design group to integrate all the required objectives of the 

basic sciences into the clinical cases for each of the Themes. The integration was 

supposed to have occurred in a spiral manner that introduced basic science concepts at an 

early stage with the vision that it would be revisited at greater depth at regular intervals 

across the entire curriculum (NRMSM Faculty Handbook, 2001). 

 

As reported by the participants, they were of the opinion that many of the consultants in 

the wards had little or no involvement in the design and development of the PBL 

curriculum during the first three years of the programme. It may therefore be the case that 

the consultants were unaware of what basic sciences had in fact been covered by the 

participants in the small group tutorials at medical school. The consultants expressed 

serious concerns about the lack of basic science knowledge and assumed that the 

participants did not have a foundation in medicine. According to the participants, the 

consultants felt that the PBL curriculum did not prepare them adequately for the clinical 
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setting via a strong theoretical foundation and therefore it was not ‘good enough.’ Jane 

reported that she knew exactly why the consultants did not like the new curriculum, “it 

was because we were no longer required to perform complete dissections of the human 

body and we were not taught Biochemistry, Microbiology, Clinical Pathology, Virology 

etc.” (Jane: 15). 

 

The issue of the lack of basic sciences knowledge construction in the PBL curriculum can 

be further endorsed by Mary’s experience, first presented in Chapter 4 (4.2.2.5): 

I remember this time in  year when I presented a case on pneumonia and the 

questions that I got asked (of course, we hadn’t done that much Microbiology, we 

had just touched on it in  year), but the question was “name all the organisms 

that can give you a cavitating pneumonia? Oh, I just stood there and laughed 

because I only knew klebsiella. The rest of the discussion, the consultant just 

blurted, “I don’t know why you don’t know this! This is basic  year stuff, How are 

you going to be doctors?” 

                          (Mary: 14) 

 

The concern of adequate coverage of the basic sciences in the PBL curriculum is raised in 

literature. The two main concerns on PBL are its ability to provide adequate coverage of 

the curriculum content and the time it requires for both faculty and staff (Barrows, 2000; 

Dolmans and Schmidt, 1996). However, Dolmans and Schmidt (1996) also claim that 

PBL curricula encourage the integration of knowledge from different domains for 

example, biochemical and medical domains which is reported as an advantage of PBL. 

They go on to say that PBL students should be able to better integrate the basic sciences 

knowledge when they encounter similar problems in the real clinical contexts. I argue 

that my study revealed that this integration did not occur because the participants 

themselves acknowledged the limitations in their knowledge of the basic sciences. Shaun 

confirmed his lack of theoretical knowledge by stating, “when it comes to discussing the 

theory behind it, I wasn’t confident about whether I know enough about the topic.” 
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The question that needs to be asked regarding the knowledge construction of the basic 

sciences was whether all the basic sciences objectives were in fact covered in the PBL 

cases during year one to three of the curriculum. The second question is whether the 

participants were able to elicit all the basic science objectives through the small group 

tutorial process at medical school. The data revealed a sense of uncertainty around these 

issues on the side of the participants. They were not in a position to comment on whether 

the core knowledge of the basic sciences was covered during the five years of the 

programme or not. To date there has been no research studies that provide answers to the 

questions that I have raised above although further curriculum change has already been 

implemented in 2010 to increase the basic science content of the first year. (This is 

discussed further in Chapter 8 of the thesis). 

 

When one looks at the structure of the PBL medical curriculum at the NRMSM 

(Annexure R) and the description in Chapter 1, section 1.2, one can determine that the 

basic sciences feature in the clinical paper cases of the various Themes. However, the 

theoretical inadequacy that was reported by the participants may have been attributed to 

the fact that all the basic science concepts were presented in the context of clinical 

problems from the first year to the third year.  

 

This might have resulted in the participants paying more attention to the clinical aspects 

of the problems and neglecting the underlying basic sciences knowledge. Another 

contributing factor to the lack of basic sciences knowledge construction was that, during 

years three and four of the curriculum, the participants attended their clinical education 

modules at the hospitals. These were outside the PBL Themes and tutorials that ran 

concurrently at the medical school. Niki highlights this incongruence in her construction 

of the theoretical knowledge by stating, “I was in a clinical block that was completely 

unrelated to the theory we were doing in the Themes. I was doing Paediatrics in the 

Block and doing Body in Motion in the Theme…totally confusing.” (Niki: 11). These 

feelings of incongruence and misunderstanding may have impacted negatively on the 

participants’ construction of the theoretical aspects of their medical knowledge and their 
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ability to integrate such knowledge of the basic sciences with the clinical problems they 

were encountering in the real clinical setting.  

 

The consultants’ views that the participants had a lack of basic sciences knowledge in the 

PBL medical curriculum, as reported in the interviews, can be conceptualized through a 

consideration of Bernstein’s account of knowledge structures. Bernstein’s work on the 

theorizing of pedagogic communication in terms of power and control is directly related 

to my study where a traditional discipline-based medical curriculum was in place for 

almost fifty years and was replaced in 2001 by a PBL medical curriculum.  

 

Bernstein (2000) came up with a specialized language of classification and framing to 

theorize and question whether pedagogic communication was influenced by patterns of 

domination that were internal to education and if so, what made this possible (Muller, 

2008; Gamble, 2006). According to Bernstein (2000), classification is a reference to the 

level of insulation between categories such as disciplines or bodies of disciplinary 

knowledge. He described the relationship between such categories in a pedagogic setting 

and their ability to establish and maintain the boundaries that mask their identities. He 

claimed that a weak classification occurs when there is a ‘weak’ maintenance of 

boundaries and insulation between discourses. As a result there is a blurring of 

boundaries which he represented by the symbol C-. A strong classification occurs when 

there is a ‘strong’ status of the disciplinary discourse and a high level of insulation 

between the categories of discourse. This strong classification is represented by the 

symbol C+ (Bernstein, 2000). 

 

The issue of status is paramount to the study context. In the traditional discipline-based 

curriculum, medical disciplines like Anatomy, Physiology etc had strong classification in 

the curriculum. The PBL curriculum, however, reflects a weak classification of the 

disciplines in that they were all integrated into the curriculum (see Chapter 1, section 12 

for the structure of the PBL curriculum). The participants in the study, never having 

studied in a traditional curriculum where subjects were organized along strong 

classification lines, could not understand the vehemence of some of the dismissive 
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comments that were made by the consultants in the wards. The Bernsteinian 

understanding of classification of subjects therefore helps to account for the dismissive 

discourse that was reported by the participants regarding the negative perceptions of the 

PBL curriculum. 

 

 

Framing, in Bernsteinian terms, refers to the locus of control in pedagogic practices. It is 

a reference to who has control over the selection, sequencing, pacing and the criteria that 

is used to evaluate knowledge. The principles of framing regulate how the discourse is to 

be transmitted and acquired in the pedagogic context (Bernstein, 2000). The framing is 

strong in a pedagogic setting when the teacher has total control over the selection, 

sequence, pace and evaluation criteria. Bernstein (2000) represented such strong framing 

with the symbol F+. He claimed that a weak framing occur when the learner has control 

over such issues of selection, sequence, pace and evaluation criteria of the pedagogic 

interaction which he represented with the symbol F- (Bernstein, 2000). 

 

The traditional didactic lecture in the traditional curriculum at the NRMSM was an 

example of strong framing F+.  In this format, the lecturer was responsible for 

determining what was to be covered in the forty five minute lecture and went about 

delivering such a lecture at his/her own pace with relatively little input from the students 

(usually in a large class of two hundred students).   

 

In the PBL curriculum, the student was accorded far more control over his/her own 

learning. As described earlier in Chapter 1, the PBL tutorials were facilitated by non-

experts who engaged the students to arrive at their own learning goals and subsequently 

research them in order to solve the problems that were represented to them in the paper 

cases. This process requires self-directed learning techniques by the students who 

determined their own pace in researching and mastering the knowledge. Therefore in the 

PBL curriculum a weaker framing F- occurred. 
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The participants of the study, who were exposed to such weak framing during the first 

three years of the curriculum, discursively constructed their knowledge as being their 

own. They assumed their own power in making meaning of the medical knowledge. The 

interview data provided evidence of the participants reflecting on their engagement with 

particular problems and developing emergent knowledge about the relevant procedures. 

The data revealed that this was at odds with the more hierarchical expectations of the 

medical ward staff. The participants indicated that consultants would constantly silence 

the participants during the ward rounds and tell them that they were in control of the 

teaching and learning process. This posed a challenge for the participants who were used 

to a weaker framing during the facilitation tutorials at medical school during the earlier 

years of the programme.  

 

It is in this regard that the Bernstein theory of classification and framing provide a means 

to link the empirical evidence from my study to a theoretically generated network of 

related concepts that enabled me to expose how such power and control as mentioned 

above that took place in the wards, translated into principles of communication that 

differentially regulated forms of consciousness with respect to their production and the 

possibilities of change. Bernstein’s pedagogic device that enables and legitimizes such 

pedagogic discourses that occurred in the wards can be used to examine how they were 

established and maintained. The pedagogic device is mediated hierarchically through 

distributive rules, recontextualisation rules and evaluation rules (Bernstein, 2000).  

 

The owners of the pedagogic device in the wards were the consultants who constructed 

their power discursively and established their own representations through the use of the 

above rules. As a result they were able to control what counted as legitimate knowledge. 

The consultants used the distributive rules to determine who had access to clinical 

knowledge in the wards. Using their discipline power they were able to distribute their 

medical knowledge to the different groups of students (traditional and PBL students). The 

data revealed that on many occasions the consultants limited the access to medical 

knowledge to the participants of the study. This can be further explained through the use 

of Bernstein’s recontextualisation rules that serve to regulate specific discourse 
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formulation. Recontextualisation rules construct the classification and framing of 

pedagogic discourses that I have described earlier. The data revealed that the consultants 

who were trained in a traditional curriculum and who taught in the traditional 

methodology for most of their lives operated within strong classification and strong 

framing of the medical disciplines and therefore were dismissive of the structures of the 

PBL curriculum. 

 

Bernstein’s theory of knowledge structures is relevant when looking at traditional versus 

the PBL curriculum. Bernstein’s work reflects the nature of change between the 

traditional curriculum to the PBL curriculum. The theory helps one to understand how the 

curriculum structures emphasized certain knowledge, how it was taught and learned and 

who was responsible for driving the process of learning. Bernstein named two types of 

curricula, a 1

The power relations that the participants experienced in the wards created legitimized and 

reproduced boundaries. From the classification and framing perspective, it was clear that 

the PBL curriculum favoured a weaker classification (C-) that resulted in the blurring of 

boundaries of the basic science knowledge whereas the traditional curriculum was made 

up of self-contained disciplines through stronger classification (C+). The framing of the 

collection code type and an integrated code type with units (a period of time) 

making up both code types. In the traditional curriculum, for example, one unit was 

Anatomy whilst another unit was Physiology.  

 

In the collection code type of curriculum (traditional curriculum) there were distinct 

boundaries of the units and each unit had a high degree of autonomy. For example, only 

Anatomy was taught in the Anatomy unit whereas in the integrated code type (PBL 

curriculum), blurring of boundaries occurred and the content from each of the units 

overlapped. According to Bernstein, this kind of pedagogic theory is likely to be self 

regulatory and allows for students’ rights and status to be increased. This is in line with 

the philosophy of the PBL curriculum.  

 

                                               
1Collection code type of curriculum: The traditional discipline-based curriculum was a collection code type 
because of the distinct boundaries that occurred between each of the disciplines of Medicine-See structure 
of traditional curriculum (Annexure A). 
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PBL curriculum was also weak which resulted in the students being in control of the 

pacing of the curriculum (student-centred) while the traditional curriculum was very 

lecturer driven and didactic in nature. (F+). This mismatch in knowledge construction 

may, in part, account for the experiences of marginalization reported by the participants.  

 

The classification and framing of the PBL curriculum was perceived by the consultants as 

not meeting the required standards according to the participants in the study. The 

participants themselves acknowledged their own gaps in the theoretical knowledge of 

basic sciences. However, with regards to the clinical competences, they felt that they 

were adequately confident and competent to perform the relevant procedures on real 

patients.  

 

In restructuring and recurriculating the medical curriculum at the NRMSM, the 

curriculum developers weakened the classification between disciplinary boundaries with 

a move away from a collection-type curriculum (the traditional curriculum) toward an 

integrated-type curriculum model (the PBL curriculum).  In terms of the framing of the 

curricular content in the new PBL curriculum, this was modified by rendering 

disciplinary principles of curricular regulation subordinate to external principles of 

regulation which repealed the power and control that individual disciplines had 

previously had.  Such a move had major consequences for the forms of organization and 

power structures within NRMSM. The individual department/disciplines no longer had 

total control over individual modules, but had to integrate their discipline content into the 

PBL format. A School of Undergraduate Medical Education was created to organize and 

administer the new PBL curriculum. The faculty thus underwent a major shift from 

collection-type to an integrated-type curriculum. 

 

At the NRMSM the traditional curriculum was a collection-type curriculum and the 

power and authority remained within the discipline department. The principles that 

governed the selection, sequencing and pacing of the content were governed within each 

of the disciplines. The PBL curriculum on the other hand was an integrated type of 

curriculum and called for staff from the different disciplines to unite in a common 
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endeavour and thus forming horizontal relationships. This resulted in more complex 

patterns of power and authority. A strong social network was required with the formation 

of collegial sub-communities to question the goals of the programme. It was also required 

of the staff to agree on what should count as valid/core knowledge and why and how it 

should be recognized in the programme. According to Moore (2002) the staff in a PBL 

curriculum needs to have a common epistemology of the curriculum. 

 

According to the data, the participants reported that the consultants at the hospitals did 

not demonstrate a common epistemology of the PBL curriculum. In fact many of the 

participants reported that the consultants did not understand the structure of the PBL 

curriculum and critiqued its intentions. However, from the literature it can also be seen 

that some of the consultants’ concerns about theoretical expertise regarding the PBL 

medical curriculum needs to be carefully evaluated. Muller (2008:25) describes the 

current debate about the PBL medical curriculum and argues that “its proponents are 

clearly trying to bend the medical stick towards the contextual side by emphasizing the 

contextual problem to be solved rather than the disciplinary knowledge to be learned.” He 

describes the designing of a PBL curriculum in terms of having an external contextual 

coherence instead of an internal conceptual coherence. Table 3 below differentiates 

between these two curriculum structures at the NRMSM. 
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TABLE 4: Differentiation between conceptual and contextual coherence in 

curriculum structure at NRMSM-traditional versus PBL curriculum structure. 

 

 

INTERNAL CONCEPTUAL 

COHERENCE  

(TRADITIONAL CURRICULUM) 

EXTERNAL CONTEXTUAL COHERENCE 
 

     (PBL CURRICULUM) 

 

• High codification – presumes a 

hierarchy of abstraction and 

conceptual difficulty 

 

 

• Segmentally connected where each segment is 

adequate to a context, sufficient to a purpose. 

 

• Vertical curriculum – requires 

conceptual coherence and sequence 

matters 

 

 

• Sequence is of less importance, coherence to 

context is important 

 

• Regulated by adequacy to truth 

(logic) 

 

 

• Regulated by contextual adequacy to a 

specialized form of practice. 

 

                    Adapted from (Muller, 2008). 
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Muller (2008) claims that gaps in student knowledge can arise when sequential 

requirements are ignored. He declared that there are limits to contextualizing the 

curriculum of a vertical discipline because of the greater conceptual coherence that was 

required by such a discipline. ‘Sequence’ should be of the foremost importance in order 

to maintain the necessary congruence with the vertical spine of the parent discipline. 

Muller (2008:26) also stated that, “where congruence is scrambled….e.g. by PBL that 

contextualizes the curriculum in such a way that renders the conceptual sequence 

invisible or out of the sequence…”   

Learning was put at risk when crucial conceptual steps were missed as was indicated by 

the participants and by the nature of a focus on highly contextualized problems, and in 

the second instance when chunks of core knowledge were missed completely through the 

omission of the basic sciences leaving the gaps in the theoretical knowledge also reported 

by the participants.  

 

The above statement can be used to explain why the participants felt a sense of 

theoretical inadequacy during the ward rounds of the clinical education modules in years 

three, four and five. It can also be used to understand why the medical ward staff reacted 

to the participants’ theoretical knowledge in the way that they did. It also indicates that 

the development of a common endeavour crucial to a shared epistemology of PBL was 

insufficiently attended to. From the data it was evident that the structure of the PBL 

curriculum was an issue that directly impacted on the participants’ experiences of 

learning the clinical aspects of the medical curriculum and how they constructed a 

relationship with the subsequent clinical environments.  

 

The next section on ‘Professional Identity Discourse’ illuminates why the participants 

were limited in terms of their professional identity construction across the clinical 

contexts and shows how and why they were finally able to construct a meaningful 

Professional Identity and be acknowledged as medical practitioners in the communities 

that they served. 

 

7.4.    The professional identity discourse 
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The ‘Professional Identity’ category emerged in the referential aspect of the 

phenomenographic outcome space. The ‘how-aspect’ of the outcome space consisted of 

the participants’ conceptions of how they constructed a relationship within the 

subsequent clinical environments of internship and community service within the South 

African health care system. The conceptions indicated an emerging sense of professional 

identity that I argue could be levelled against Reid and Petocz’s (2004) Professional 

Entity’ categories of Extrinsic Technical Identity, Extrinsic Meaning Identity and the 

Intrinsic Meaning Identity (Chapter 5, section 5.3). It is the intention of this section to re-

analyze the ‘Professional Identity’ category in terms of its function, as a discourse, in 

order to understand why the participants’ constructed their professional identities across 

the clinical contexts of the study at the above-mentioned ‘Professional Entity’ levels. The 

intriguing aspect of this development of the professional identity is that it occurred in the 

context of both a ‘Guinea Pig Discourse’ and a negative discourse around PBL students’ 

‘Knowledge Construction.’ It is therefore important to analyze how and why the 

participants shaped their professional identities in the presence of such discursive 

practices. 

 

This section on Professional Identity Discourse is divided into three sub-sections 

according to the levels of the Professional Entity Model (Reid and Petocz, 2004) to 

demonstrate the progression of the participants’ construction of professional identities 

through the clinical contexts first as undergraduate medical students, then as interns and 

finally as community service officers. It is hoped that by plotting the progression of the 

professional identity, it will be possible to trace how the participants’ identities changed 

over space and time. It is also important to note that the data comprises the participants’ 

reflections back on the above-mentioned three stages of their becoming a professional 

medical practitioner. 

 

7.4.1.   The extrinsic technical identity 
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It was during the participants’ reflections on their experiences of the phenomenon in the 

Skills Lab and the clinical education modules in the wards that they indicated a sense of 

emerging professional identity. However, from the data it can be gathered that the level 

of the professional identity that was constructed was limited to merely performing 

professional skills of the medical profession when it was required for the purposes of 

completing the logbook and passing the clinical assessments. They reported that there 

was no meaningful engagement with the profession especially in the wards where they 

were constantly labelled as ‘guinea pigs’ and ‘inferior students.’ 

 

The data of the study indicated numerous opportunities for the participants to observe 

professionals calling on the medical professional discourses. As undergraduate students 

they attended health care visits to facilities such as Hospice, Child Welfare Societies, 

General Practitioners rooms etc. During these visits they were observers and did not 

engage with the professionals meaningfully. The Skills Lab was another exposure to the 

clinical discourses of medicine (Chapter 4, section 4.2.1.2.). This simulated clinical 

environment created an opportunity for the participants to gain confidence and 

competence at the various examination techniques and procedures that were required for 

the profession. Early exposure in the first three years of study enabled the participants to 

“learn their skills in a relaxed environment” (Sarah: 05). It also “exposed them to the 

clinical work and was an excellent introduction to the clinical examination” (Tom: 09). 

The participants were also given opportunities to deal with simulated emergency 

scenarios that boosted their ability to deal with real emergencies when they were faced 

with them in the wards. Kenneth (08) stated that he was able to use the “appropriate 

emergency equipment and deal with emergencies without fumbling in order to save 

lives.” 

 

The issue of identity construction is vital in all learning contexts. The skill of learning is 

not merely attained through a quest for success and to practice in a profession. It also 

involves engagement with power dynamics and social interactions that may impact on the 

construction of an identity. There is therefore an important link between individual 

identities and the social structures that they find themselves in. According to McKenna 
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(2004), some of the main influences on identity construction are power and access to 

resources within social structures. From the above discussion and findings on the 

participants’ experiences of the phenomenon and exposure to the Skills Lab it can be 

argued that the participants felt a sense of belonging and were able to engage freely in 

such a clinical environment. They were therefore able to construct their professional 

identities at a level that reflected competence and confidence of their skills (The Extrinsic 

Technical Identity). 

 

However during their clinical education modules at the hospitals, the participants 

reported a sense of alienation, discrimination and marginalization (discussed in the 

hegemony section). They reported a sense of feeling constrained by the power 

imbalances and discourses that they experienced in that particular learning environment.  

In the ward rounds, when you were degraded because of the curriculum…it 

created such a negative environment…then there was the logbook  so you just had 

to go the ward and do what you had to do just to pass.                 

                                                                                                                  (Tom: 09) 

 

By stating that he felt degraded during the ward rounds, Tom introduced the hegemonic 

discourses that he experienced in the clinical setting during the clinical education 

modules. He further claimed that the degradation resulted in a negative learning 

environment. However, as a student within a particular set of discourses, despite the 

labelling and degradation by the medical ward staff and their views of him, Tom had to 

continue to attend the ward sessions in order to complete his logbook that was a 

requirement for assessment purposes, indicating that he had to maintain the Extrinsic 

Technical Identity of the profession. 

 

From Tom’s report of his experience during the ward round as a medical student, it can 

be argued that the level of negativity that he experienced must have had a negative effect 

on his self-identification with the medical profession. This kind of negativity that was 

created in the clinical learning environment might have compromised his ‘sense of being’ 

as a professional. According to Solomonides and Reid (2009), “The Sense of Being 
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describes a way of thinking about themselves that emphasizes their confidence, 

happiness, imagination and self-knowledge.” This may be further elaborated on by 

Princess’s reporting that she felt, “academically inferior to the traditional curriculum 

students because when we were asked questions, I could see that I had gaps and they (the 

traditional students) knew the answers.” (Princess: 01).  Princess’s sense of alienation 

from the group because of her lack of theoretical knowledge could have contributed to 

her not being able to completely identify meaningfully with the professional identity. 

Wenger (1998) suggests that in order for a student to experience the world meaningfully, 

they need to ‘negotiate meaning’, and believe that their ‘engagement is meaningful.’ 

From the descriptions of Tom’s and Princess’s experiences we can argue that their 

professional identities as students were constrained and they were only able to construct 

and identify with the technical components of the profession. This may be attributed to 

their positive learning experiences in the Skills Lab and, despite the negative discourse 

practices in the wards; the participants were able to achieve a sense of Extrinsic 

Technical Identity.   

 

The attainment of a professional identity at the ‘extrinsic technical’ level can be further 

justified by some of the participants’ reports of their positive experiences of being able to 

perform clinical procedures on patients in the wards confidently and competently. Shaun 

described his clinical ability in the wards as being at the required professional standards.  

 

When it came to my clinical acumen, I was very good. I was confident and 

competent to perform any of the procedures on patients when they wanted me to. I 

was able to make the change from the Skills Lab to the real patients. 

                                                                                                               (Shaun: 13). 

 

Shaun provides us with a positive indication of his competence and clinical skills 

acumen. Being able to recognize a change in his clinical competence and being able to 

interact differently in the real clinical setting may be suggestive of his new felt identity of 

professional development. He felt capable of identifying with and performing the 

technical skills that were required of the profession. In the wards he was given the 
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opportunity to enact in a position that he was not previously allowed to, working with 

real patients. He was thus able to conceive of himself in a new light. Through this 

experience he was able to identify with his new position in the medical profession, thus 

achieving a technical sense of professional identity. 

 

 

 

 

To trace the participants’ journey as medical students through the clinical aspects of a 

PBL curriculum we can determine that as they entered medical school they were 

incorporated into a new social position of being the first cohort of medical students in the 

PBL curriculum. When they went to the Skills Lab to perform their professional and 

clinical skills on the models and simulated patients, they reported gaining a sense of what 

it would be like to be medical practitioners. When they went to the hospital wards during 

the clinical education modules they were defined and labelled by the medical ward staff 

(see Chapter 4, section 4.2.2.2). In addition to the views that the others (medical staff, 

peers, traditional curriculum students) had of them; they were exposed to opportunities to 

perform, and enact certain behaviours that were required of the medical profession. These 

had behavioural implications for the participants who had conceived of themselves as 

different from when they had started out as being when they first entered the programme. 

The participants expressed confidence in their ability to do real medical procedures. 

 

This progression in identity construction into the profession can be traced in the data as 

the participants reflected on all three stages of their clinical experiences. Murray (1998) 

claims that to become a professional and to take on the discourses of that particular 

identity, the three processes of exposure, verbal interaction and motivation have to occur. 

From his argument, it is evident how essential the verbal interaction aspects are for the 

development of a professional identity. The data indicates that verbal interaction may 

have compromised the participants’ complete acquisition of the professional discourse 

because, while it cannot be denied that the participants did have opportunities to 

participate verbally in medical discourses and there was sufficient data to show how this 
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successfully happened, there was also data to show that they were silenced by the 

negative comments of the consultants. The data also illuminated issues of mistrust with 

the negative comments of the consultants resulting in the participants doubting their 

rights to the professional identity of medical practitioners.  However because of their 

clinical competence, confidence and abilities as medical students (as reflected in the data) 

they were able to achieve a sense of being a professional at the ‘Extrinsic Technical’ 

level (Petocz and Reid, 2004). 

 

7.4.2.    The extrinsic meaning identity 

 

The phenomenographic analysis revealed that when the participants graduated and 

became interns in the medical profession, their professional identities progressed to an 

‘extrinsic meaning’ level which reflected that their professional work was focused on 

developing the meaning of the medical discipline that they were working in. Kaufman 

and Feldman (2004) claim that a felt occupational identity, which can be likened to the 

extrinsic meaning identity, is based on society’s recognition of the individual’s 

membership in that profession. I will now explore the interactions that made possible the 

link between the participants’ experiences of the phenomenon as Interns in the medical 

profession and that served to establish a more meaningful construction of their 

professional identities. 

 

An extrinsic meaning identity may be constructed during interactions with colleagues, 

peers, mentors etc (Kaufman and Feldman, 2004). According to the participants’ reports 

it was during their internship placement that this kind of interaction was made possible 

when the participants were interns at the district level hospitals where they worked 

together with other graduates from all the other medical schools in South Africa. 

Patricia described her interactions with some of the interns and stated,  

Once you qualified, you qualified as a doctor and you are basically expected to 

perform equally well! All the interns worked well together and it didn’t matter 

that we did a PBL curriculum. 
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(Patricia: 04). 

 

 

 

 

Joseph also stated,  

When we were interns we worked side by side with the graduates from UCT1, 

WITS2 and MEDUNSA3

From the reports of their undergraduate experiences, the participants were not made to 

feel equal to their traditional curriculum peers. They were also marginalized in terms of 

the perception that they were products of an ‘inferior curriculum.’  The participants also 

felt that their identities as the new curriculum students were not given space in the wards. 

They reported that their identities were not acknowledged by the medical staff in the 

same way that the traditional students were. This led to feelings of alienation.  I would 

, there were no differences between us and we just worked 

as a team. They thought that we were good at the procedures and being hands on. 

They admired us for always offering to do procedures. 

                                 (Joseph: 06). 

                           

The above excerpts serve to reflect the importance of fellow graduates’ impressions of 

the professional ability of the participants and this served to reinforce their identity as 

professional practitioners.  It was this kind of interaction with peers, friends and 

colleagues that served to create a social reality of the occupation and that led to a 

corresponding construction of an extrinsic meaning identity. Social groups reinforce 

professional identities, it solidifies their identities and further, these identities are imputed 

and confirmed by the group (Kaufman and Feldman, 2004). For the participants in the 

study this served as an acknowledgment that they were equally as competent as the other 

graduates and this made them feel like they were part of the medical profession. 

 

                                               
1 UCT: University of Cape Town 
2 WITS: University of Johannesburg 
3 MEDUNSA: Medical University of South Africa, now part of University of Limpopo 
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argue that these were some of the reasons why the data indicates that the participants did 

not construct a completely meaningful identity as undergraduate students of a PBL 

curriculum. While identity development is always ongoing and takes time, regardless of 

curriculum type or the views of others, it is my contention that the experiences reported 

by the participants had a negative effect. 

 

Making contact with the medical staff, patients and communities serves to advance such 

an occupational standing and also serves to reinforce the perceived occupational identity. 

“When one is surrounded by significant others who share one’s professional aspirations, 

it becomes much easier to hold on firmly to those aspirations and to identify oneself 

accordingly” (Kaufman and Feldman, 2004: 480). When the participants were given the 

opportunity to network and develop and maintain relationships with people in their 

desired profession, they reported being able to construct extrinsic meaning identities that 

may have been imputed by others.  

 

An example of such networking in the various medical departments is highlighted by 

Jane: 

“I think that the two year internship we had to do was the best thing. Rotating 

through all the Departments, Surgery, Psychiatry, and Paediatrics…you did 

everything. Despite what we learned in medical school, the greatest learning 

curve and actual learning as a doctor came from the internship. It was a priceless 

experience” 

                           (Jane: 15)  

 

Kenneth expressed his extrinsic meaning identity that coincided with the one that was 

imputed to him by the others in the profession: 

“You were an intern no matter where you qualified, it didn’t matter what 

curriculum you did. The medical staff in the hospitals did not differentiate at all. 

They treated us at the same level and that is the absolute truth” 

                                (Kenneth: 08) 
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Mac described his experience of how the others in the group and the medical ward staff 

felt about his ability to perform as a professional doctor: 

At no point in my entire internship did I feel less of a doctor or incompetent or not 

as good as any other doctor. In my opinion and generally the way the consultants 

and registrars and my fellow colleagues felt about my abilities, I was probably the 

best intern they ever had. 

                                       (Mac: 10)  

 

Internship provided the participants with an unsurpassed experience that opened their 

eyes to the world of medicine. The experience of being treated as equals and being given 

the opportunities to network within all the disciplines of medicine contributed positively 

to the construction of an extrinsic meaning identity. The fact that their extrinsic meaning 

identities were imputed by all the medical staff as well as their peers played a significant 

role in fostering their incipient professional identities. The participants were thus able to 

develop a sense of meaning within the discipline of medicine. This meaning however was 

still at an extrinsic level because where the participants reflected on their internship 

experience they were not yet describing a merger of this developing professional identity 

and a strong personal sense of self. Although they felt like members of the profession, 

there were reports of racism and discrimination during internship that may have 

prevented them from fully relating their personal beings to that of professional being. 

These negative incidents could have led to them only achieving a professional identity 

that was limited to the Extrinsic Meaning level. However, the internship experience 

proved to be a more rewarding experience when compared to the undergraduate clinical 

experience. Therefore the emergence of a sense of professional identity progression was 

identifiable in the data. 
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7.4.3.   The intrinsic meaning identity 

 

The phenomenographic analysis of the community service experience showed that the 

participants at that stage of their careers were able to construct their professional 

identities at the ‘intrinsic meaning’ level that reflected a sense of professional work that 

was eventually related to their own personal and professional beings (Petocz and Reid, 

2004). 

 

According to the participants’ reports, their community service placement at rural health 

care institutions in South Africa provided an experience which helped them “form a self 

perceived occupational identity” (Kaufman and Feldman, 2004:401). The participants 

reported that working within the impoverished communities with limited resources and 

under pathetic working conditions (see Chapter 5, section 5.2.1.4) provided a sense of 

belonging and a situational context within which their true professional identities were 

negotiated, experienced and ultimately completely constructed.  

 

Mary described her rewarding experiences of community service that ultimately resulted 

in her feeling like a ‘real doctor’:  

I did my community service with Gary from my class at med. school. We had been 

through a lot together as new curriculum students and we ended up doing 

community service together. I remember, it was just the two of us in the hospital 

most of the time. Gary was working in Anaesthetics and I was doing O and G. 

One night a patient came in for a Caesar1. There was nobody else at the hospital, 

it was just the two of us, so Gary had to do the doping2 and I had to do the 

cutting3

              (Mary: 14) 

. During the Caesar, I remember that we just looked at each other and 

laughed. I said Eish, you know that after all we’ve been through; we are the only 

doctors here! Anyway we got the job done, the baby was delivered and everyone 

was happy. I think that’s when we felt like we were finally doctors. 

                                               
1 Caesar: Caesarian section is a surgical procedure for the delivery of a baby. 
2 Doping: Providing an anesthetic drug for the purpose of sedating a patient 
3 Cutting Lay: term for performing a surgical incision on a patient. 
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The participants reported that their community service experience had served to solidify 

their sense of confidence and independence in terms of their construction of professional 

identities as medical practitioners. It was evident that they felt a sense of membership in 

the communities that they worked in. They claimed that they were also able to view the 

world from the community’s perspective. It was during this community service 

placement that they were finally recognized publically for their identities as doctors. 

They were thus able to construct a professional identity “within a particular ‘social-

structural reality’ as well as within a particular social group” (Kaufman and Feldman, 

2004: 483).  

 

At this stage of their medical careers, the participants felt that their professional identities 

were no longer what they themselves perceived, but were also socially imputed identities. 

This indicated that their sense of professional work was eventually related to their own 

personal and professional beings in intrinsically meaningful ways. 

 

The mapping of developing professional identity against the stages of the participants 

lives as students, interns and community service officers is of course far neater and more 

discrete than is perhaps reflected in the messiness of the data. Furthermore, different 

participants developed at different stages and the data was collected largely through 

reflections on earlier stages. However, looking at the data collectively allowed for this 

analysis, which broadly evidenced a gradual acquisition of an intrinsic ‘meaning 

professional identity.’ 

 

7.5.    Conclusion 

 

This chapter sought to re-explore the three phenomenographic categories of the ‘Guinea 

Pig Identity,’ ‘Knowledge Construction’ and ‘The Professional Identity’ in terms of their 

discursive construction and power. By identifying and interpreting these discourses 

critically, I was able to consider what was said about the participants who were the first 

cohort to undertake the PBL curriculum, how their medical knowledge was constructed 
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and how and why they were able to view their professional identities or sense of 

themselves as doctors through the different contexts of the clinical environments. By 

unpacking these discourses, I was able to expose hegemonies that negatively affected the 

participants during their clinical education modules. By moving beyond the 

phenomenographic description and interpretation of the participants’ experiences of the 

phenomenon, I was able to move towards a critical explanation of why they constructed a 

relationship with subsequent clinical environments in the way that they did. 

 

The next Chapter contains the final comments of the thesis and describes an empirical 

model that I have designed in attempting to resolve the findings of the study. The model 

will serve as a future innovation that curriculum designers may take heed of when 

considering the construction of medical knowledge in a PBL curriculum. 
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CHAPTER 8 FINAL WORDS AND FUTURE INNOVATIONS 
 
 
8.1.   Introduction 
 
The study sought to uncover the variations in the descriptions and conceptions of the 

phenomenon under investigation. Using a phenomenographic methodology, I attempted 

to understand how the participants experienced the learning of the clinical aspects of a 

PBL medical curriculum across the clinical contexts of the Skills Lab and the hospital 

wards during their clinical education modules. I subsequently unpacked their reports 

which detailed how they were able to construct a relationship between their experiences 

of the phenomenon and the clinical environments of internship and community service 

within the South African Health care system. A critical discourse analysis of the 

phenomenographic findings was undertaken with the intention of illuminating why the 

participants constructed a relationship with the clinical environments in the way that they 

did. 

 
From the participants’ perspectives and my theorizing around the phenomenographic 

findings, I can now propose a model to situate and to understand the participants’ 

interactions between learning in the specific discipline of medicine and their ability to 

clinically engage in it to become professional medical practitioners. By the participants’ 

engagement I mean their relationship with the phenomenon and the subsequent clinical 

environments. Focusing on the variation of the participants’ experiences of the 

phenomenon provided a background to understand the qualitatively different ways in 

which the participants understood and appreciated their engagement with the clinical 

world of medicine. Focusing on the discourses constructing these experiences provided a 

critical understanding of the interaction of power in their engagement with the clinical 

world of medicine.  
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The descriptive power of phenemenography enabled me to re-create a picture of the 

participants’ experiences in the PBL medical curriculum and the subsequent clinical 

environments. The CDA took these descriptions further and indicated that the participants 

felt empowered by the practical and problem-solving nature of their educational 

experience and in particular took pride in their clinical abilities that was developed 

through the regular and continuous skills training within the PBL medical curriculum. 

They did however express feelings of marginalization and alienation as a result of the 

negative views that the consultants in the wards had of the PBL curriculum. This 

impacted on their ability to develop strong professional identities during the 

undergraduate years in the clinical education modules. The marginalization was a 

complex phenomenon which seemed to call on discourses of racism and issues around 

the ways in which medical knowledge construction is incrementally developed in a PBL 

curriculum. Despite the participants’ concerns about possible gaps in their basic sciences 

knowledge and their reports of the consultants’ dismissive attitude to the ‘guinea pig’ 

curriculum, the study found that the participants felt an enormous confidence in their 

ability to cope with clinical realities in hugely under-resourced clinical contexts. It was in 

this way that the participants were ultimately able to construct intrinsically meaningful 

professional identities as medical practitioners.  

 

In concluding this thesis, I propose a model which arises from the study’s findings 

regarding medical knowledge construction in a PBL curriculum that might inform future 

innovations. 
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8.2. DIAGRAM 5:  Model of medical knowledge construction in a 6 year curriculum 
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The discussion that follows describes each of the axes of the model before turning to the 

ways in which the clinical knowledge construction relates to the simultaneous movement 

along each axis. 

8.3.   Basic sciences knowledge construction: the Y-axis 

 

The end product of any medical curriculum is a medical practitioner who possesses, “the 

ability to construct, from a detailed history and clinical examination a differential 

diagnosis1 for the patient” (Franklyn-Miller et al., 2009: 202). These authors claim that 

making a diagnosis is the first step to be able to effectively treat a patient and determine 

his/her prognosis2

As discussed in Chapter 1, section 1.2, the basic sciences knowledge in the PBL 

curriculum (Curriculum 2001) was integrated into the paper cases of the Themes in years 

one to three of the programme. Chapter 4, section 4.2.2.5 highlighted the participants’ 

. They further argue that the ability to arrive at a diagnosis is dependent  

 and determined by the type of medical education that the medical practitioner received 

during his/her training as a medical student (Franklyn-Miller et al., 2009). These claims 

and arguments remind us of the concerns about the basic sciences knowledge that the 

consultants expressed according to the participants’ reports (Chapter 4, section 4. 2.2.5).  

 

To address such concerns, the NRMSM is currently undertaking substantial changes to 

Curriculum 2001 (Annexure R). The staff at the NRMSM has indicated that in the haste 

of medical education reform in 2001 to that of a PBL philosophy and methodology, the 

absolute requirements for building of a “systematic knowledge base of Anatomy, 

Physiology and Pathology” had been deviated from (Franklyn-Miller et al., 2009: 198). 

In an effort to decrease the factual overload in the traditional medical curriculum and 

replace it with life-long learning and problem-solving skills in preparation for the 

changing technologies and knowledge in today’s world, it is argued that the fundamental 

aspects of the medical knowledge base were overlooked. 

 

                                               
1 differential diagnosis: a systematic method used by medical professionals to diagnose a specific disease in 
a patient. 
2 prognosis: a medical term to describe the likely outcome of an illness. 
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reports of their acknowledgement that there was a theoretical inadequacy in their 

knowledge of the basic sciences. The question that needs to be answered regarding this 

finding is whether medical practitioners would be able to arrive at a differential diagnosis 

without having the basic foundational knowledge of Anatomy, Physiology and Pathology 

behind their clinical reasoning processes.  

 

I conclude that vertical knowledge structures (Bernstein, 2000) such as the disciplines of 

Anatomy, Physiology and Pathology cannot be floated into the spiral structure of a PBL 

curriculum without there being quality assurance over the complete integration of the 

core objectives of the basic sciences being integrated into the paper cases of the first three 

years of the curriculum. Such integration would necessitate careful oversight of the 

curriculum as a whole and for clinicians at all levels in the training programme to be 

actively involved in curriculum development. This study revealed stark disjuncture 

between the aims and structure of the PBL curriculum and the consultants in the wards 

understanding thereof. The literature (for example Ash, 2009 and Svincki, 2007) makes it 

clear that the development of basic medical knowledge within PBL environments 

requires a close relationship between the clinicians and the curriculum.  

 

The second issue pertaining to the core objectives of the basic sciences knowledge is 

whether these objectives are elicited during the small group facilitated sessions or 

elsewhere. According to the participants’ reports they were unaware of these two issues 

being met when they were in the first three years of the programme. This suggests better 

oversight of how the small group sessions operate to ensure a gradual construction of the 

basic sciences knowledge. In 2010, the perception that there was a lack of basic sciences 

in the PBL curriculum has resulted in the changeover to a more traditional delivery of the 

basic sciences in the new first year of the programme. Anatomy, Physiology and the other 

basic sciences disciplines like Chemistry, Biochemistry are now lectured in a traditional 

didactic manner in modules in the first year. Early signs suggest that this reactionary 

move resulted in a swing back to problems that were related to curriculum overload. 

Presently the faculty has engaged in setting up an oversight committee to investigate this 

matter and come with a plan to restructure and deliver the first year. This has direct 
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implications for the delivery and design of the subsequent years of study. Arising from 

the findings of my study, I propose that the basic sciences in the new curriculum 

(Curriculum 2010, Annexure S) should be delivered within a PBL format using basic 

sciences orientated paper cases with elements of clinical knowledge in the first year with 

a vertically increasing progression of the basic sciences across all six years of the 

programme. There should be a sequential approach to the pedagogy of the basic sciences 

as this would ensure that there would be no gaps in the knowledge construction of the 

basic sciences even in the clinical years where such knowledge is needed the most in 

order to arrive at a provisional diagnosis of a patient.  

 

8.4.    The professional identity construction: the X axis 

 

The X axis of the proposed model that arises from the study is that of the professional 

identity construction. In noting that the idea of ‘professional’ arises from the verb 

‘profess,’ Derrida (2002: 209) states, “To make profession of is to declare out loud what 

one is, what one believes, what one wants to be, while asking another to take one’s word 

and believe this declaration.” The participants in the study were exposed to the 

professional community of medicine and its rituals, practices and practitioners from day 

one of the PBL curriculum. They reported on their experiences of the clinical contexts in 

terms of how they belonged to it and their nature of involvement with it. They also 

highlighted those clinical environments where they felt a sense of belonging like the 

Skills Lab where they reported being part of the community of learning since their 

clinical abilities were appreciated. This contributed to a sense of becoming a professional. 

 

However, in the wards during the clinical education modules, the negative clinical 

environments hampered their sense of feeling like a professional. I therefore appeal to 

curriculum developers to give careful consideration to how the essential skills of 

professional development such as communication skills, ethics, teamwork etc. are spread 

throughout the six years of the programme. Since these professional practices can be 

paralleled to Bernstein’s (2000) horizontal knowledge structures, each skill has no 

particular order but should be integrated horizontally across the six year programme to 
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ensure that the students become aware of the epistemology and ontology of their 

discipline and are able to adopt a philosophical and moral stance to their profession that 

is aligned to their own sense of being.  

 

The findings of the study in terms of the professional identity construction revealed that a 

sense of being and a sense of transformation within the medical discipline were 

dependent on how the participants were able to construct a relationship within the clinical 

learning environment. Their cognitive and emotional transitions in the development of 

their professional identities were influenced by the clinical learning contexts as 

undergraduate medical students, interns and community service officers. It is therefore 

imperative for curriculum developers to understand that students’ happiness, confidence 

and feelings of competence are directly linked to their ability to apply and appreciate 

their profession from the outset of the programme until they graduate and beyond. 

 

8.5.   Clinical knowledge construction: the spiral  

 

The proposed model suggests that clinical knowledge construction can be developed in a 

spiral manner that aligns itself to the vertical development of the basic sciences 

knowledge construction and the horizontal development of a professional identity. 

Clinical and emergency skills training in Curriculum 2001 began from the first day of the 

PBL programme. History taking, physical examination techniques and emergency skills 

were taught at the Skills Lab. From the participants’ reports of their experiences of 

learning such skills, it is evident that they were satisfied with the skills training 

programme that they received. This enabled them to develop a sense of confidence and 

competence in terms of their professional identity construction. This in turn facilitated 

their ability to transfer their knowledge of clinical skills and competencies to the real 

patient setting in the hospital wards during the clinical education modules. However, 

when the participants went to the wards in their third year, they reported that the 

consultants viewed them as inferior to the traditional curriculum students. From their 

reports it appeared that the consultants were of the opinion that the participants lacked 

the, “systematic body of medical knowledge to take full advantage of the learning 
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opportunity” (Franklyn-Miller et al., 2009: 199). The consultants seemed to believe that 

the participants lacked a sense of clinical pattern recognition which was the foundation of 

clinical practice, despite the participants feeling competent in this area. 

 

For three years the participants learned clinical skills in a simulated environment with the 

use of models and simulated patients. The literature shows the effectiveness of such 

virtual environments on students’ clinical skills competencies (Post and Drop, 1990; 

Remmen et al., 2001; Nielsen et al., 2003; Niemi-Murola et al., 2007). However 

according to the participants’ reports, the consultants in the study as well as many of the 

NRMSM staff are presently questioning the effectiveness of early clinical exposure in a 

medical curriculum. Many of the medical staff are of the opinion that simulated patients 

(actors) can be trained to relate to classical disease histories without the influence of real 

emotional stressors. Consultants are questioning the frequency of the real patients 

presenting with such highly ‘sanitized’, ‘reproducible’ ‘highly structured’ and 

‘manufactured’ cases (Franklyn-Miller et al., 2009). In the real clinical setting, clinicians 

are required to rapidly recognize a provisional diagnosis sometimes in the absence of a 

classical disease history.  

 

Franklyn-Miller et al. (2009) express concern for the lack of room for the development of 

the creativity that is required to clinically question patients. They further indicate that this 

issue raises a concern for future doctors’ ability to recognize complicated patterns of 

patients’ presentations in order to select a differential diagnosis. Another concern that is 

expressed by the consultants is the decline in the emphasis of the bedside teaching 

method. The consultants believe that the ‘master-apprentice’ model of the bedside tutorial 

has been lost as a result of the use of simulated patients and models in the Skills Lab. 

Numerous studies have shown the effectiveness of the bedside tutorial in enabling 

students to perform thorough clinical examination skills that correlate directly with the 

actual time spent at the bedside of patients watching senior experts performing such skills 

(Reilly, 2003; Tamblyn et al., 2007, Johnson and Carpenter, 1986). It is also noted that 

by performing thorough clinical examinations and taking proper histories of patients’ 
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complaints,  there is a reduction in the use of unnecessary diagnostic investigations such 

as magnetic resonance imaging (MRI) (Franklyn-Miller et al., 2009). 

 

The above-mentioned concerns about PBL and the consultants and medical staff of the 

NRMSM’s call for a return to the pre-clinical/clinical divide are at odds with the findings 

of my study. The participants in the study indicated a sense of competence regarding their 

physical examination techniques and clinical procedures which they were required to 

perform on real patients in the wards. The model that I have designed indicates a spiral 

application of clinical skills knowledge construction in a PBL curriculum that starts from 

first year and broadens out maximally into the final year of study. I therefore recommend 

that clinical skills training remain in the first three years of the curriculum at the Skills 

Lab with the subsequent transfer of these basic skills into the real clinical environments 

during years four, five and six. This would serve to augment the bedside tutorial rather 

than replace or downgrade it in anyway. In fact, the consultants at the bedside in the 

wards should facilitate the transference of the students’ competencies and abilities that 

they have learnt in the first three years at the Skills Lab. The consultants should allow the 

students to perform such skills in the real clinical environments under supervision, 

presuming they are familiar with the educational work which had been undertaken in the 

Skills Lab. History taking skills, physical examination skills and procedural skills should 

not be re-taught but reinforced by the experts. This will serve to inspire the students when 

they are acknowledged by the experts for their professional competencies, thereby 

assisting them in developing a sense of professional identity in the discipline. 

 

8.6.   Conclusion 

 

NRMSM experienced a rapid change from a traditional discipline-based medical 

curriculum to a complete new paradigm shift to a PBL curriculum. The centuries old 

medical curriculum with its detailed professional standards and abilities has been put 

under the spotlight and criticized across the world for its content overload and its inability 

to enable students to transfer knowledge to the real clinical setting. A PBL methodology 

that was based on clinical problems that acted as learning stimuli with the expert being 
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replaced by a non-expert facilitator and the promotion of a student-centred, life-long 

learning approach was the new innovative medical curriculum that would prepare doctors 

for tomorrow. Numerous studies over the past four decades have been conducted to prove 

the effectiveness of PBL as well as to reveal its faults. In its haste to address such issues 

through curriculum reform, did the NRMSM put in place sufficient quality oversight to 

ensure that there was no decline in the clinical skills ability and diagnostic acumen of its 

graduates? 

 

According to Franklyn-Miller et al. (2009:200), “It takes over fifteen years to fully train 

in a speciality and thus will result in a hangover effect where changes in learning 

methodology will not be apparent until these PBL trained classes of doctors complete 

their higher training.” It will require further research to establish whether the PBL 

graduates of the NRMSM are sufficiently prepared to take on speciality training and how 

they perform at registrar or fellowship level.  

 

My study was able to determine whether the participants who experienced the 

phenomenon through PBL pedagogy were ready for their professional identities as 

medical practitioners. The study was able to conclude that, despite some concerns about 

basic science knowledge and the hegemonic practices as well as the power relations that 

had ideological effects on the participants’ experiences of the phenomenon, they were 

able to construct an emerging sense of professional identity across the clinical contexts 

and finally felt like, ‘real doctors’ during their community service placement. Here they 

felt a sense of belonging within the rural communities of South Africa. The participants 

reported confidence and competence in their clinical practice in a PBL environment and 

their subsequent clinical environments. A progression from a ‘guinea pig’ identity to the 

identity of a ‘professional medical practitioner’ was finally achieved. 
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S
 (2) 

2
nd T

ut: C
ase 2 -

B
ig 

N. Sunderlall 
25/05 

L
2 

D
r N

 Sunder/all 
B

rain =
 B

ig H
ead? 

O
H

 (A
ll S

tudents) 

• 
C

h
eck

 notice b
o

ard
 for E

n
rich

m
en

t d
etails 

W
E

E
K

 3 8h30 
IO

h30 
IlhO

O
 

13hO
O

 
14hO

O
 

16h00 

T
he A

ging Process: A
n 

I" T
ut: C

ase 3 -M
ilestones 

K
E

H
 

K
E

H
 

M
o

n
d

ay
 

O
verview

 
o

f D
evelopm

ent 
(P

airs 1-6) 
(P

airs 7-12) 
28/05 

P
rofC

assim
jee &

 
T

 
.. -

L
 

P
O

P
D

 
P

O
P

D
 

M
sS

in
g

h
 

S
teve B

iko 
E

 
U

 
K

E
H

 
P

M
M

H
 

K
E

H
 

K
E

H
 

T
u

esd
ay

 
(pairs 

(P
airs 

(P
airs 

(pairs 
N

 
29/05 

13-18) 
25-30) 

A
 

37-42) 
43-48) 

P
M

M
H

 
K

E
H

 
P

M
M

H
 

P
M

M
H

 
C

 
(P

airs 31-
(P

airs 
(pairs 

(pairs 
36) 

19-24) 
49-54) 

55-60) 
H

 

W
ed

n
esd

ay
 

K
E

H
 

K
E

H
 

30/05 
P

airs 
P

airs 
61-66) 

67-72) 

T
h

u
rsd

ay
 

"V
isit to K

E
H

, V
alley 

K
E

H
 

K
E

H
 

K
E

H
 

K
E

H
 

31105 
T

rust, B
row

n S
chool, S

pes 
(P

airs-
(P

airs -
(P

airs 
(pairs 

N
ova, N

eonatal clinic 
73-78) 

79-84) 
85-92) 

93-100) 

F
rid

ay
 

S
pes N

ova 
2

nd T
ut: C

ase 3 -
M

ilestones 
01106 

G
rps 38-40) 

o
f D

evelopm
ent 

.. 
•• E

pilepsy K
E

H
 -

G
rps 1-6 

N
eonatal C

lm
lc.7-12 

B
row

ns S
ch

o
o

l-
G

rps 13-22 
V

alley T
rust -

G
rps 23-34 

S
pes N

ova -
G

rps 35-37 
P

O
P

D
 =

 P
aediatric O

utpatients D
epartm

ent (K
ing E

dw
ard H

ospital) 
P

M
M

H
 =

 P
rince M

ysheni H
ospital 

N
am

es o
f P

airs w
ill be available on th

e notice-board at the en
d

 o
f W

eek
 2 

5 



S
tu

d
e

n
t M

a
n

u
a

l 
M

B
C

hB
l 

W
E

E
K

 4 8h30 
IO

h30 

M
o

n
d

ay
 

T
heories o

f P
ersonality 

04/06 
L2 

M
s N

S
in

g
h

 
T

 

S
kills lab (G

rps 1-2) 
E

 
T

uesday 
05/06 

V
ision and H

earing Skill 
A

 
S

kills lab
 (G

rps 3-4) 
D

rC
h

h
a

g
a

n
/ 

P
ro

f A
dhikari 

W
ednesday 

06/06 
P

hysiology o
f P

uberty 
L2 

M
rM

T
,*

s 

T
h

u
rsd

ay
 

07/06 

F
rid

ay
 

H
1Y

 W
orkshop 

8/06 

M
o

d
u

le
 1.3 

G
row

th a
n

d
 D

evelopm
ent 

IlhO
O

 
13hO

O
 

14hO
O

 
16hO

O
 

I" T
ut: C

ase 4 -
T

he 
E

nglish S
kills 

E
m

otional R
ollercoaster o

f 
L

 
L2 

M
s H

enson 
T

eens 
S

kills lab
 (G

rps 5-6) 
U

 
S

kills lab (G
rps 9-10) 

V
ision and H

earing Skill 
N

 
V

ision and H
earing Skill 

S
kills lab

 (G
rps 7-8) 

S
kills lab

 (G
rps 11-12) 

D
rC

h
h

a
g

a
n

/ 
C

 
D

rC
hhagan/ 

P
ro

f A
dhikari 

P
ro

f A
dhikari 

H
 

M
edical T

erm
inology 

L2 
.-

P
ro

f D
om

inik 

S
kills lab (G

rps 13-14) 
S

kills lab (G
rps 17-18) 

V
ision and H

earing Skill 
V

ision and H
earing Skill 

S
kills lab

 G
rps (15-16) 

S
kills lab

 G
rps (19-20) 

D
r M

 G
ovender 

D
rC

hhagan/ 
P

ro
f A

dhikari 

2
n

" 
T

ut: C
ase 4 -

T
he E

m
otional 

R
ollercoaster o

f T
eens 

* S
udents w

ill be grouped as p
er G

rouplD
g fo

r M
odule 1.3 fo

r th
e H

IV
 W

o
rk

sh
o

p
 

W
E

E
K

S
 8h30 

IO
h30 

IlhO
O

 
13hO

O
 

14hO
O

 
16hO

O
 

Interaction w
ith P

atients 
1 ~ T

ut: C
ase 5 -

T
he 

S
em

inar presen1ation: (I) 
M

o
n

d
ay

 
L2 

M
rs R

eddy 
T

 
M

iddle Y
ears and B

eyond 
Previous w

eek's activities 
11106 

L
 

L2 
D

rM
C

h
h

a
g

a
n

 

S
kills lab (G

rps 1-4) 
E

 
S

kills lab (G
rps 5-8) 

U
 

S
kills lab (G

rps 9-12) 
T

uesday 
.-

12/06 
N

 

S
em

inar presen1ation: (11) 
A

 
E

nrichm
ent 

E
nrichm

ent 
W

ed
n

esd
ay

 
P

revious w
eek's activities 

L2 
C

 
N

euroanatom
y R

evision 
13/06 

L2 
D

rM
C

h
h

a
g

a
n

 
P

ractical 
D

r N
 Sunder/all 

H
 

D
H

 
T

h
u

rsd
ay

 
S

kills lab (G
rps 13-16) 

S
kills lab (G

rps 17-20) 
14/06 

F
rid

ay
 

m
y
 W

orkshop 
2

n
o

 T
ut: C

ase 5 -
15/06 

M
iddle Y

ears and B
eyond 

.-
6 



stu
d

e
n

t M
anual 

M
B

C
hB

! 
M

a
d

u
le

 1.3 
G

row
th a

n
d

 D
evelopm

ent 

.-
W

E
E

K
 6 8h30 

IO
h30 

IlhO
O

 
I3hOO 

14hOO 
16hOO 

M
o

n
d

ay
 

P
rinciples o

f M
edical 

I" T
ut: Case 6 -

T
he 

E
nglish S

kills 
18106 

E
thics (I) 

M
orality o

f H
ealth C

are 
L2 

M
s H

enson 
L2 

M
s L

 M
al/Ison 

T
 

L
 

T
uesday 

S
kills lab (1-4) 

S
kills lab (5-8) 

S
kills lab (9-12) 

19/06 
E

 
U

 

W
ed

n
esd

ay
 

M
edical T

enninology 
A

 
Z

ulu 
N

 

20106 
L2 

P
ro! D

om
inik 

L
2

 
M

s J C
ockerill 

C
 

T
h

u
rsd

ay
 

P
rinciples o

f M
edical 

S
kills lab (13-16) 

H
 

S
kills lab (17-20) 

21/06 
E

thics (Il) 
L2 

M
s L

 M
altison 

F
rid

ay
 

2"" 
T

ut: C
ase 6 -

T
he 

E
nd o

f M
odule T

est 
22/06 

M
orality o

f H
ealth C

are 
E

xam
 ball 

.-.-
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S
tu

d
e

n
t M

anual 
M

B
C

hB
 I 

M
odule 1.3 

G
ro

w
th

 a
n

d
 D

e
ve

lo
p

m
e

n
t 

The a
im

 o
f this m

o
d

u
le

 is for students to
 u

n
d

e
rsta

n
d

 th
e

 process o
f g

ro
w

th
 a

n
d

 d
e

ve
lo

p
m

e
n

t 

from
 th

e
 n

e
w

b
o

rn
 period 

to
 o

ld
 a

g
e

 from
 a 

bio-psycha-social perspecfive. 
This 

w
ill 

b
e

 

a
cco

m
p

lish
e

d
 

b
y 

first 
g

a
in

in
g

 
a

n
 

u
n

d
e

rsta
n

d
in

g
 

o
f 

th
e

 
basic 

principles 
o

f 
gross 

n
e

u
ro

a
n

a
to

m
y a

n
d

 e
m

b
ryo

lo
g

y 
a

n
d

 th
e

 n
o

rm
a

l process 
o

f funcfional 
m

aturation 
th

a
t 

a
cco

m
p

a
n

ie
s brain grow

th. This w
ill 

b
e

 fo
llo

w
e

d
 b

y a
n

 exposure to
 th

e
 various types o

f 

injuries th
a

t m
a

y interfere w
ith n

o
rm

a
l d

e
ve

lo
p

m
e

n
t, b

o
th

 in term
s o

f disturbed physiology as 

w
ell as th

e
 ability to funcfion a

p
p

ro
p

ria
te

ly for a
n

 individual's a
g

e
. The psychological. social 

a
n

d
 e

th
ica

l problem
s arising fro

m
 im

p
a

ire
d

 d
e

ve
lo

p
m

e
n

t w
ill b

e
 exam

ined. 

O
B

JEC
TIVES 

O
n co

m
p

le
tio

n
 o

f this m
o

d
u

le
. yo

u
 should 

~
 

h
a

ve
 g

a
in

e
d

 kn
o

w
le

d
g

e
 o

f b
a

sic n
e

u
ro

a
n

a
to

m
y a

n
d

 em
bryology 

~
 

h
a

ve
 revised th

e
 principles o

f ce
ll b

io
lo

g
y. in

clu
d

in
g

 protein synthesis a
n

d
 th

e
 cell cycle

 

~
 

h
a

ve
 a

cq
u

ire
d

 kn
o

w
le

d
g

e
 o

f d
iffe

re
n

t types o
f histological tissues w

ith a
n

 em
phasis on 

nerve a
n

d
 co

n
n

e
ctive

 tissue 
~
 

h
a

ve
 insight in

to
 th

e
 response o

f cells to
 injury 

» 
u

n
d

e
rsta

n
d

 th
e

 hum
an life cycle

 from
 th

e
 n

e
cn

a
te

. through to
 a

d
o

le
sce

n
ce

. a
d

u
lth

o
o

d
 

a
n

d
 o

ld
 a

g
e

 from
 a p

h
ysical/b

io
lo

g
ical. p

sych
o

lo
g

ica
l a

n
d

 social perspecfive 

~
 

h
a

ve
 inS

ight into d
e

ve
lo

p
m

e
n

t through 
th

e
 

life 
cycle

 
a

n
d

 
h

o
w

 this 
correlates 

w
ith 

b
io

lo
g

ica
l factors 

~
 

h
a

ve
 g

a
in

e
d

 insight into th
e

 e
th

ica
l 

principles 
th

a
t g

u
id

e
 ca

re
 o

f th
e

 physically 
or 

in
te

lle
ctu

a
lly im

p
a

ire
d

 child o
r a

d
u

lt 

~
 

b
e

 a
b

le
 to

 perform
 a basic d

e
ve

lo
p

m
e

n
ta

l screening in children 

~
 

b
e

 a
b

le
 to

 perform
 a b

a
sic h

e
a

rin
g

 a
n

d
 visual screening in in

fa
n

cy a
n

d
 ch

ild
h

o
o

d
 

~
 

u
n

d
e

rsta
n

d
 th

e
 co

n
ce

p
t o

f th
e

 m
ulfidisciplinary te

a
m

 a
p

p
ro

a
ch

 in th
e

 m
a

n
a

g
e

m
e

n
t o

f 

children a
n

d
 adults w

ith d
e

ve
lo

p
m

e
n

ta
l problem

s 

~
 

h
a

ve
 a

cq
u

ire
d

 history-taking skills especially o
f a

n
 a

d
o

le
sce

n
ce

 a
n

d
 elderly 

.-.-
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S

tu
d

e
n

t M
anual 

M
B

C
hB

 I 
M

o
d

u
le

 1.3 
G

row
th a

n
d

 D
e

ve
lo

p
m

e
n

t 
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_
~
l
}
!
\
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W
EEK

 1 
D

uring this w
eek. you should g

a
in

 a
n

 u
n

d
e

rsta
n

d
in

g
 o

f 

1.1 
th

e
 co

n
ce

p
ts o

f ce
ll/tissu

e
/o

rg
a

n
/syste

m
 organisation 

1.2 
th

e
 histology o

f d
iffe

re
n

t typ
e

s o
f co

n
n

e
ctive

 tissue 

1 .3 
th

e
 response o

f th
e

 b
ra

in
 to

 injury in n
e

o
n

a
te

s 

1.4 
D

N
A

 repfication, p
ro

te
in

 synthesis, cell division a
n

d
 basics principles o

f genencs 

1.5 
history-taking skills in th

e
 ca

se
 o

f a
n

 a
d

o
le

sce
n

t a
n

d
 a

n
 elderly p

a
tie

n
t. 

W
E

E
K

2 
D

uring this w
e

e
k, yo

u
 should g

a
in

 kn
o

w
le

d
g

e
 o

f th
e

 re
le

va
n

t basic sciences, le
a

d
in

g
 to

 o
n

 

u
n

d
e

rsta
n

d
in

g
 o

f norm
al a

n
d

 a
b

n
o

rm
a

l h
u

m
a

n
 d

e
ve

lo
p

m
e

n
t. In

clu
d

e
d

 w
o

u
ld

 b
e

 

2.1 
principles o

f n
e

rve
 transm

ission 

2.2 
b

a
sic n

e
u

ro
-a

n
a

to
m

y 
2.3 

th
e

 histology o
f n

e
rve

 tissue 
2.4 

b
a

sic principles o
f e

m
b

ryo
lo

g
y focusing o

n
 eN

S
 e

m
b

ryo
lo

g
y 

2.5 
abnorm

alities a
n

d
 their im

p
a

c
t o

n
 d

e
ve

lo
p

m
e

n
t 

W
EEK 3 

D
uring this w

e
e

k, you should g
a

in
 a

n
 u

n
d

e
rsta

n
d

in
g

 o
f 

3.1 
early ch

ild
h

o
o

d
 d

e
ve

lo
p

 m
e

n
t from

 a bio-P
sycho-social p

e
rsp

e
ctive

 

3.2 
n

o
rm

a
l d

e
ve

lo
p

m
e

n
ta

l progression b
e

tw
e

e
n

 0-6 years a
n

d
 should learn to

 ta
ke

 a 

b
a

sic p
a

e
d

ia
tric history 

3.3 
th

e
 a

g
in

g
 process 

3.4 
th

e
 im

p
a

ct o
f a

b
n

o
rm

a
l im

p
a

c
t on th

e
 child's a

n
d

 fam
ily life 

W
EEK 4 

D
uring this w

e
e

k, you should g
a

in
 a

n
 u

n
d

e
rsta

n
d

in
g

 o
f 

4.1 
th

e
 physiological a

n
d

 p
sych

o
lo

g
ica

l aspects o
f norm

al pu b
e

rty a
n

d
 a

d
o

le
sce

n
ce

 

4.2 
problem

s a
n

d
 m

a
la

d
a

p
tive

 b
e

h
a

vio
u

r th
a

t m
a

y arise during this p
e

rio
d

 

4.3 
resources a

va
ila

b
le

 to
 p

e
o

p
le

 (in all a
g

e
 groups) w

ith problem
s id

e
n

fifie
d

 previously 

4.4 
th

e
 c

o
n

c
e

p
t o

f 0 m
ultidiscipfinary h

e
a

lth
 co

re
 te

o
m

 

4.5 
th

e
 in

tro
d

u
ctio

n
 to

 several personality theories 

4.6 
screening children for visual a

n
d

 h
e

o
rin

g
 fu

n
ctio

n
 

W
E

E
K

S
 

D
uring this w

e
e

k, you should g
a

in
 a

n
 u

n
d

e
rsta

n
d

in
g

 o
f 

5.1 
th

e
 psychosocial stages in early a

n
d

 la
te

 a
d

u
lth

o
o

d
 

5.2 
th

e
 sp

e
cific issues fa

cin
g

 th
e

 elderly from
 o

n
 individual a

n
d

 0 so
cia

l/cu
ltu

ra
l 

p
e

rsp
e

ctive
 

.-

5.3 
crisis in

te
rve

n
tio

n
 w

ith
 re

g
a

rd
s to

 a b
a

tte
re

d
 ch

ild
, special p

a
tie

n
ts a

n
d

 those w
ith 

b
e

h
a

vio
u

ra
l problem

s 

W
EEK 6 

D
uring this w

e
e

k, you should g
a

in
 a

n
 u

n
d

e
rsta

n
d

in
g

 o
f 

6.1 
th

e
 a

d
v
a

n
c
e

d
 principles o

f ethics 

6.2 
h

o
w

 these prinC
iples a

re
 a

p
p

lie
d

 w
h

e
n

 in
vo

lve
d

 in th
e

 ca
re

 o
f disabled children, th

e
 

m
e

n
ta

lly h
a

n
d

ica
p

p
e

d
 person a

n
d

 th
e

 a
g

e
d

 w
ith d

e
m

e
n

fia
. 

N
O

TE
: P

lease re
a

d
 th

e
 tw

o
 articles re

la
te

d
 to

 C
a

s
e

 6 p
rio

r to
 atten

d
in

g
 th

e
 first session of th

e
 

w
e

e
k

. 
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S
tudent M

a
n

u
a

l 
M

B
C

hB
 1 

M
o

d
u

le
 1.3 

G
row

th a
n

d
 D

evelopm
ent 

W
e

e
k 1 

1. A
p

p
llcaH

o
n

 01 a cervical co
llar 

(v
id

e
o

 o
n

 w
eb

C
T

 a
n

d
 LA

N
) 

2. 
H

istory takin
g

 (S
kills lab

/staff d
in

in
g

 ro
o

m
) 

Focus: 
a

. O
verview

 o
f history-taking skills/clinical inteiY

iew
 skills. 

b
. O

verview
 o

f m
icro

/m
a

cro
 skills o

f co
m

m
u

n
ica

tio
n

 in the d
o

cto
r-p

o
tie

n
t relationship. 

c. S
tudent 

role-playing w
ith

 
a

n
 

a
d

o
le

sce
n

t 
a

n
d

 a
n

 a
g

e
d

 
per.;on 

in scheduled 
p

ra
ctica

l 

sessions. 
2.1. The A

d
o

lescen
t: Interview

ing skills w
ill b

e
 th

e
 focus: T

aking a history from
 a

n
 adolescent w

ill form
 

p
a

rt o
f this m

o
d

u
le

. 
R

ole player.; w
ill b

e
 used to

 h
e

lp
 d

e
ve

lo
p

 th
e required skills. 

A
pproxim

ately 20 

students w
ill m

a
ke

 up one g
ro

u
p

 p
e

r tw
o

 h
o

u
r session. 

2.2. The E
lderly: Interview

ing skills a
n

d
 psychosocial issues fa

cin
g

 m
id

d
le

 to
 o

ld
 a

g
e

d
 p

e
o

p
le

 w
ill b

e
 th

e
 

focus o
f this session. 

T
aking 0 history w

ith
 th

e
 elderly per.;on w

ill form
 p

a
rt o

f this m
odule. 

R
ole players 

w
ill b

e
 used to

 d
e

ve
lo

p
 th

e
 re

q
u

ire
d

 skills. 
o

th
e

r objectives w
ill b

e o
u

tlin
e

d
 (support system

s; social 

activities. etc.) 
A

p
p

ro
xim

a
te

ly 20 students w
ill m

a
ke

 u
p

 o
n

e
 g

ro
u

p
 p

e
r tw

o
 hour session. 

W
e

e
k 2 

1. B
asic life support (ch

ild
 a

n
d

 In
tan

t) 
(v

id
e

o
 o

n
 w

eb
C

T
 an

d
 LA

N
) 

W
e

e
k 3 

1. 
T

akin
g

 a d
evelo

p
m

en
tal history a

n
d

 p
erfo

n
n

ln
g

 a b
asic clin

ical assessm
ent 

S
tudents w

ill w
ar\: in pairs either a

t K
ing E

dw
ard H

o
sp

itd
 ((KEH

) [P
aediatric O

utpatients D
ept (P

O
P

D
)] o

r 

P
rince M

shiyeni H
ospital. 

E
ach p

a
ir wHl 

visit th
e

 a
b

o
ve

 ve
n

u
e

 a
t th

e
 stipulated tim

e a
n

d
 random

ly 

select a p
a

tie
n

t from
 th

e
 w

a
itin

g
 q

u
e

u
e

. 
E

ach p
a

ir w
ill spend 30 m

inutes taking 
a d

e
ve

lo
p

m
e

n
ta

l 

history from
 th

e
 m

o
th

e
r a

n
d

 observing th
e

 ch
ild

's d
e

ve
lo

p
m

e
n

ta
l functions. 

O
nly children w

ith m
in

o
r 

ailm
ents should b

e
 used. 

W
ith re

g
a

rd
 to

 KEH
. these children w

ill b
e
 found d

ire
clly a

d
ja

ce
n

t to
 th

e
 

w
e

ig
h

in
g

 a
re

a
 in P

O
P

D
. 

2. C
h

ild
ren

 w
ith

 n
eu

ro
-d

evelo
p

m
en

tal p
ro

b
lem

s 
.. -

S
tudents w

ill w
ar\: in groups o

f 5 e
ith

e
r a

t B
row

n's S
chool. 

S
pes N

ova. V
alley Trust. 

KEH 
E

pilepsy o
r 

N
e

o
n

a
ta

l clinic. 
E

ach g
ro

u
p

 w
ill d

e
cid

e
 o

n
 h

o
w

 to
 share th

e
 task a

n
d

 w
ill b

e
 a

llo
ca

te
d

 one C
hild. In 

such 
situations. 

th
e

 ch
ild

 should b
e

 o
b

se
rve

d
 to

 ascertain th
e

 d
e

ve
lo

p
m

e
n

ta
l profile. 

A
ny o

th
e

r 

observations re
g

a
rd

in
g

 th
e

 c
h
~
d
 's co

n
d

itio
n

 should b
e
 in

clu
d

e
d

. 
The guidelines a

t the b
a

ck o
f th

e
 

b
o

o
k should b

e
 for this observational task. E

ach g
ro

u
p

 w
ill retum

 to
 co

m
p

ile
 0 report on their child. This 

w
ill in

clu
d

e
 in

fo
rm

a
tio

n
 g

a
th

e
re

d
 from

 yo
u

r reading a
n

d
 observation. 

P
lease n

o
te

 th
a

t you w
H

l N
O

T b
e

 

a
llo

w
e

d
 to

 in
te

rvie
w

 the ch
ild

/ca
re

ta
ke

r o
n

 this occasion. 
This report should in

clu
d

e
 the findings from

 

th
e

 a
b

o
ve

 os w
e

ll as som
e discussion o

n
 th

e
 pothogenesis o

f th
e

 ch
ild

's p
ra

b
le

m
 a

n
d

 im
m

e
d

ia
te

 a
n

d
 

lo
n

g
-te

rm
 m

a
n

a
g

e
m

e
n

t as w
ell os th

e
 types o

f resources th
a

t m
a

y b
e

 a
va

ila
b

le
 to

 th
e

 child a
n

d
 fam

ily. 

The re
p

o
rt should in

clu
d

e
 a re

le
va

n
t literature review

. 
Further. e

a
ch

 g
ro

u
p

 should prepare to
 deliver a 

10 
m

in
u

te
 

P
ow

er P
oint 

presentation o
n

 th
e

ir case. 
PLEASE SEE 

B
A

C
K

 O
F B

O
O

K
 FO

R G
W

Q
EU

N
ES 

R
E

G
A

R
D

IN
G

 VISITS A
N

P
 TIM

ETABLE FO
R

 G
R

O
U

P
IN

G
. 

W
e

e
k 4 

Logroll o
n

to
 sp

in
e b

o
ard

 
(vid

eo
) 

W
e

e
k 5 

A
p

p
llcaH

o
n

 of sco
o

p
 strelch

er 

A
p

p
licatio

n
 of K

en
d

rlck E
xtrication D

e
v

ic
e

 

W
e

e
k 6 

E
xtrlcaH

on of p
aH

en
t from

 m
o

to
r veh

icle 

A
p

p
llcaH

o
n

 of ch
o

ir stretch
er 

.. -
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S
tu

d
e

n
t M

o
n

u
o

l 
M

B
C

hB
 1 

M
o

d
u

le
 1.3 

G
row

th ond D
e

ve
lo

p
m

e
n

t 

W
e

e
k 1 

N
e

u
ro

a
n

a
to

m
y

 -
P

racH
cal 1 (In

clu
d

in
g

 H
isto

lo
g

y) 

V
id

e
o

 d
e

m
o

n
sta

rtio
n

, d
isse

cte
d

 sp
e

cim
e

n
s a

n
d

 charts w
ill b

e
 used to d

e
m

o
n

stra
te

 th
e

 

a
n

a
to

m
y
 a

n
d

 histology o
f th

e
 fo

llo
w

in
g

 structures: 

C
ra

n
iu

m
, sutures, sinuses, m

e
n

in
g

e
s, ce

re
b

ru
m

, ce
re

b
e

llu
m

, brainstem
 structures 

V
e

n
u

e
: D

issecling H
all 

G
ro

u
p

: E
nlire C

lass 

N
e

u
ro

a
n

a
to

m
y

 -
P

ractical 2 (In
clu

d
in

g
 H

isto
lo

g
y) 

V
id

e
o

 d
e

m
o

n
stra

lio
n

, d
isse

cte
d

 sp
e

cim
e

n
s a

n
d

 charts w
ill b

e
 used to

 d
e

m
o

n
stra

te
 a

n
a

to
m

y 

a
n

d
 histology fo

llo
w

in
g

: 
C

S
F circu

la
to

ry p
a

th
w

a
ys, b

a
sic circu

la
tio

n
, ve

lltricle
s a

n
d

 ch
o

ro
id

 plexus 

V
e

n
u

e
: A

n
a

to
m

y/D
isse

ctin
g

 H
all 

.. 

G
ro

u
p

s: E
nlire C

lass 
N

o
te

: P
re

p
a

ra
lio

n
 for these p

ra
ctica

ls is necessary b
y re

a
d

in
g

 th
ro

u
g

h
 th

e
 re

le
va

n
t sections 

in
 yo

u
r a

n
a

to
m

y te
xtb

o
o

k/m
a

n
u

a
l. 

H
isto

lo
g

y P
ra

ctica
l 1 (carH

lag
e a

n
d

 b
o

n
e

) 

P
ra

clica
l sch

e
d

u
le

s (co
n

n
e

ctive
 tissue, b

o
n

e
, nerve) h

a
ve

 b
e

e
n

 in
clu

d
e

d
 in your m

a
n

u
a

l 

b
o

o
k. O

n
ly tw

o
 p

ra
ctica

ls h
a

ve
 b

e
e

n
 sch

e
d

u
le

d
 (for ca

rtila
g

e
 a

n
d

 b
o

n
e

 a
n

d
 for n

e
rve

 lissue, 

w
h

ich
 m

e
a

n
s yo

u
 n

e
e

d
 to

 d
o

 c
o

n
n

e
c
tiv

e
 lissue in yo

u
r o

w
n

 tim
e). P

leose re
a

d
 these prior to

 

a
tte

n
d

in
g

 th
e

 p
ra

ctica
l. 

R
e

m
e

m
b

e
r to

 b
rin

g
 W

h
e

a
te

r's F
unctional H

istology. 
It w

ill also b
e

 

a
n

 a
d

v
a

n
ta

g
e

 to
 re

a
d

 th
e

 re
le

va
n

t ch
a

p
te

rs in this b
o

o
k a

n
d

 lo
o

k a
t W

heater's C
D

 b
e

fo
re

 

th
e

 p
ra

ctica
l. 

W
e

e
k 2 

H
isto

lo
g

y p
racH

cal 2 (n
erve tissue, m

ain
ly p

erip
h

eral nervous system
) 

P
ra

clica
l S

C
hedule has b

e
e

n
 in

ciu
d

e
d

 in
 yo

u
r m

a
n

u
a

l b
o

o
k. P

lease re
a

d
 prior to

 a
tte

n
d

in
g

 

th
e

 p
ra

clica
l. R

e
m

e
m

b
e

r to
 b

rin
g

 W
h

e
a

te
r's F

unctional H
istology. 

W
e

e
k

S
 

N
e

u
ro

a
n

a
to

m
y

 R
evision P

ractical 

S
p

e
cim

e
n

s stu
d

ie
d

 in p
ra

clica
l 1 a

n
d

 2 w
ill b

e
 a

va
ila

b
le

 for revision. 

V
e

n
u

e
: A

n
a

to
m

y/D
isse

ctin
g

 H
all 

,_ 

G
ro

u
p

s: E
nlire C

lass 
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Student M
gnugl 

M
BC

hB I 
M

o
d

u
le

 1.3 
G

row
th and D

evelopm
ent 

1. 
C

o
n

tin
u

H
y of LIfe 

This session w
ill p

ro
vid

e
 a

n
 o

ve
rvie

w
 o

f D
N

A
 re

p
lica

tio
n

, protein synthesis a
n

d
 th

e
 d

iffe
re

n
t 

stages o
f m

itosis a
n

d
 m

eiosis. 

2. 
C

o
n

n
e

c
tiv

e
 Tissue (H

lsfo
lo

g
y) 

O
n

e
 o

f th
e

 four b
a

sic tissue types in 
H

istology (nerve, 
m

uscle, 
epithelia b

e
in

g
 th

e
 o

th
e

r 
three). 

In this session, you w
ill b

e
 show

n slides o
n

 th
e

 d
iffe

re
n

t types o
f co

n
n

e
ctive

 tissue (C
T 

proper, e.g. fibrous, C
T a

n
d

 su
p

p
o

rtin
g

 tissue, e.g. ca
rtila

g
e

 a
n

d
 b

o
n

e
). 

A
 p

ra
ctica

l w
ill b

e
 

sch
e

d
u

le
d

 
to

 vie
w

 ca
rtila

g
e

 
a

n
d

 
b

o
n

e
 

tissue. 
Y

ou 
are 

e
xp

e
cte

d
 

to 
study 

th
e

 o
th

e
r 

co
n

n
e

ctive
 tissues (sch

e
d

u
le

 in M
o

d
u

le
 B

ook) in your o
w

n
 tim

e. 

3. 
G

e
n

e
H

c
 In

flu
en

ces In
 H

u
m

a
n

 G
ro

w
th

 a
n

d
 D

e
v

e
lo

p
m

e
n

t 
A

p
p

ro
xim

a
te

ly 1 %
 o

f all children a
re

 b
o

rn
 w

ith
 a ch

ro
m

o
so

m
e

 disorder a
n

d
 a

n
o

th
e

r 1 %
 w

ith 
a d

e
fe

c
t o

f a single g
e

n
e

. 
M

ost o
f these co

n
d

itio
n

s a
ffe

ct th
e

 g
ro

w
th

 a
n

d
 d

e
ve

lo
p

m
e

n
t o

f 
th

e
 children. 

Their 
re

co
g

n
itio

n
 

a
n

d
 a

n
 u

n
d

e
rsta

n
d

in
g

 o
f th

e
 m

o
d

e
 o

f in
h

e
rita

n
ce

 a
re

 
im

p
o

rta
n

t fo
r their 

m
a

n
a

g
e

m
e

n
t, counselling o

f th
e

 parents a
n

d
 possible prevention 

o
f 

re
cu

rre
n

ce
 in th

e
 fam

ily. 

4. 
M

e
d

ic
a

lly
 A

p
p

lie
d

 P
sych

o
lo

g
y L

arg
e G

ro
u

p
 R

eso
u

rce SeSSions 
The a

im
 is to

 u
n

d
e

rsta
n

d
 h

u
m

a
n

 g
ro

w
th

 a
n

d
 d

e
ve

lo
p

m
e

n
t, from

 n
e

w
b

o
rn

 to
 o

ld
 a

g
e

, w
ithin 

a b
io

p
sych

o
so

cia
l p

e
rsp

e
ctive

. O
ve

r th
e

 n
e

xt 6 w
eeks, yo

u
 w

ill 
b

e
 given an o

ve
rvie

w
 o

f 
psychosocial issues/difficulties 

fa
c
e

d
 a

t th
e

 clffe
re

n
t stages o

f 
h

u
m

a
n

 d
e

ve
lo

p
m

e
n

t as w
ell 

as a
n

 in
tro

d
u

ctio
n

 to
 several personality theories. The focus is to

 u
n

d
e

rsta
n

d
 th

e
 individual 

w
ithin a holistic fra

m
e

w
o

rk. P
lease see A

p
p

e
n

d
ix 2 for assignm

ent details. 

5. 
The N

ervo
u

s S
ysfem

 (H
isto

lo
g

y) 
This seSSion w

ill p
ro

vid
e

 a
n

 o
ve

rvie
w

 o
f th

e
 peripheral a

n
d

 ce
n

tra
l nervous system

 in
clu

d
in

g
 

various cellular co
m

p
o

n
e

n
ts, th

e
ir a

rra
n

g
e

m
e

n
t a

n
d

 function. 
D

ifferent types o
f neuronal 

synopses a
n

d
 neurotransm

itters w
ill b

e
 discussed. 

S
tudents w

ill b
e

 in
tro

d
u

ce
d

 to
 th

e
 structure 

a
n

d
 tu

n
ctio

n
 o

f th
e

 n
e

u
ra

-m
u

scu
la

r ju
n

ctio
n

 a
n

d
 different· types o

f m
uscle. 

6. 
B

asic P
rin

cip
les o

f E
m

b
ro

y
o

lg
y

/C
N

S
(i) 

This session is a
n

 o
ve

rvie
w

 o
f d

e
ve

lo
p

m
e

n
t during th

e
 e

m
b

ryo
n

ic a
n

d
 fo

e
ta

l p
e

rio
d

 w
ith 

em
phasis o

n
 th

e
 C

N
S

. T
he d

iffe
re

n
t a

re
a

s o
f th

e
 brain, its coverings, b

lo
o

d
 supply, d

ra
in

a
g

e
 

a
n

d
 th

e
 o

ste
o

lo
g

y o
f th

e
 cra

n
iu

m
 w

ill b
e

 co
ve

re
d

. 

7. 
B

asic p
rin

C
ip

les o
fth

e
 E

m
b

ro
llo

g
y/C

N
S

(ii) 
This 

is 
a 

q
u

e
stio

n
 

a
n

d
 a

n
sw

e
r session 

b
a

se
d

 o
n

 
th

e
 w

ork 
co

ve
re

d
 

in 
th

e
 le

ctu
re

 a
n

d
 

n
e

u
ro

a
n

a
to

m
y p

ra
cflca

ls. 

8. 
In

teracH
o

n
 w

ith
 P

atien
ts 

C
risis In

te
rve

n
tio

n
 

1. B
a

tte
re

d
 ch

ild
 -

re
co

g
n

itio
n

 a
n

d
 handlinQ

. a
n

d
 re

p
o

rtin
g

 
2. S

pecial p
a

tie
n

ts a
n

d
 situations -

d
e

a
f, blind, lo

n
g

u
a

g
e

 problem
s 

3. B
ehavioural p

ro
b

le
m

s -
stress reactions, psychiatric em

ergencies, aggressive behaviour, 
e

tc. 

9. 
P

rin
cip

les o
f M

e
d

ic
a

l E
thics I a

n
d

 11 
The principles o

f re
sp

e
ct for a

u
to

n
o

m
y, b

e
n

e
fice

n
ce

, n
o

n
-m

a
le

fice
n

ce
 a

n
d

 justice w
ill b

e
 

e
xp

lo
re

d
 a

n
d

 cases w
ill b

e
 used to illustrate these m

e
d

ica
l concerns. 
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S
tu

d
e

n
t M

anual 
M

B
C

hB
 I 

M
o

d
u

le
 1.3 

G
row

th aod D
evelQ

P
/Tlent 

.... ;).--. 

A
N

 U
N

FO
R

G
IV

IN
G

 W
O

R
LD

 

It w
as a rainy n

ig
h

t a
n

d
 B

arry last co
n

tro
l o

f his ca
r o

n
 a lonely ro

a
d

 a
n

d
 co

llid
e

d
 w

ith a side 

post. 
H

e re
m

a
in

e
d

 u
n

co
n

scio
u

s for a
p

p
ro

xim
a

te
ly a

n
 hour b

e
fo

re
 h

e
lp

 arrived. 
A

t th
e

 

h
o

sp
ita

l tra
u

m
a

 unit. th
e

 d
o

c
to

r o
n

 d
u

ty fo
u

n
d

 him
 to

 h
a

ve
 a d

e
e

p
 cu

t in his right thigh 

w
h

ich
 h

a
d

 severed a nerve. 
H

e a
lso

 h
a

d
 a subdural h

a
e

m
o

rrh
a

g
e

. 

Six m
onths later. th

e
 w

o
u

n
d

s o
n

 his thigh appeC
'lred co

m
p

le
te

ly h
e

a
le

d
 e

xce
p

t for a sm
all 2 

c
m

 scar. 
H

e w
as. h

o
w

e
ve

r. using cru
tch

e
s as h

e
 co

u
ld

 n
o

t use his right leg. w
h

ich
 n

o
w

 

a
p

p
e

a
re

d
 m

u
ch

 thinner w
h

e
n

 c
o

m
p

a
re

d
 w

ith th
e

 le
ft le

g
. 

B
arry also m

e
n

tio
n

e
d

 th
a

t h
e

 w
as 

e
xp

e
rie

n
cin

g
 short m

e
m

o
ry lapses. 

13 



· .-
S

tudent M
g

n
u

a
l 

M
B

C
h

B
' 

M
o

d
u

le
 1.3 

G
row

th a
n

d
 D

evelopm
ent 

!>Wffi(2:'··' 
B

IG
 H

EA
D

 = BIG
 B

R
A

IN
? 

A
 m

o
th

e
r brings her 10-m

onth o
ld

 b
a

b
y
 to

 th
e

 d
o

cto
r w

ith a co
m

p
la

in
t th

a
t he is u

n
a

b
le

 to
 

see. T
he m

ost striking o
b

se
rva

lio
n

 is th
a

t this child has a h
e

a
d

 size(circum
ference) 

th
a

t is 

m
u

ch
 

larger 
than 

th
a

t 
e

xp
e

cte
d

 
fo

r 
his 

a
g

e
. 

A
fter 

further 
history-taking 

a
n

d
 

a 
basic 

n
e

u
ro

lo
g

ica
l e

xa
m

in
a

lio
n

. a
b

n
o

rm
a

l brain d
e

ve
lo

p
m

e
n

t w
as suspected a

n
d

 th
e

 m
o

th
e

r w
as 

referred to
 a specialist for further tests to

 b
e

 d
o

n
e

 . 

. -
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S
tudent M

a
n

u
a

l 
M

B
C

h
B

 I 
M

o
d

u
le

 1.3 
G

ro
w

th
 a

n
d

 D
e

ve
lo

o
m

e
n

t 

M
ILESTO

N
ES O

F D
EVELO

PM
EN

T 

B
elow

 is th
e

 n
e

u
ro

lo
g

ica
l d

e
ve

lo
p

m
e

n
ta

l progress o
f a set o

f 8-year o
ld

 tw
ins. They w

e
re

 born 

p
re

m
a

tu
re

ly in th
e

 7'h m
o

n
th

 o
f p

re
g

n
a

n
cy. They h

a
d

 spent m
a

n
y w

eeks in hospital a
fte

r birth 

b
e

ca
u

se
 o

f problem
s a

sso
cia

te
d

 w
ith b

e
in

g
 p

re
m

a
tu

re
. 

A
fter 8 difficult years a

n
d

 m
a

n
y 

consultations w
ith h

e
a

lth
 professionals for th

e
 children. the parents n

o
w

 find them
selves a

t 

e
a

c
h

 others throats a
n

d
 o

n
 th

e
 brink o

f d
ivo

rce
. 

Tw
in A

 
Tw

in B
 

4 m
o

n
th

s 
• 

co
o

in
g

 sounds. 
• 

cries w
h

e
n

 hungry 

• 
n

o
t very noisy otherw

ise 

7 m
o

n
th

s 
• 

sits a
lo

n
e

 fo
r a m

in
u

te
 laughs; m

akes 
• 

rolls 
o

ve
r from

 
p

ro
n

e
 

to
 

supine 

'm
' sound 

pO
sition 

• 
holds b

o
ttle

; b
a

n
g

s o
b

je
cts 

• 
m

akes th
ro

a
ty sounds 

12 m
onths 

• 
w

alks w
ith

 o
n

e
 h

a
n

d
 h

e
ld

 
• 

cra
w

lin
g

; 
sits 

a
lo

n
e

 
for 

few
 

• 
shakes h

e
a

d
 for 'n

o
' 

seconds 

• 
calls 

Im
a

m
a

' 
a

n
d

 
'd

a
d

a
; 

finger 
• 

holds 
b

o
ttle

; 
ca

n
n

o
t 

drink from
 

fe
e

d
s 

cu
p

; d
o

e
s n

o
t shout b

u
t cries if 

u
n

h
a

p
p

y 

2 years 
• 

clim
b

in
g

 o
n

to
 furniture 

• 
stands w

ith
 support 

• 
points to

 b
o

d
y
 parts 

• 
n

o
t saying w

ords 

• 
says 'ca

r'; 'b
a

ll'; 'cu
p

" .-

4 years 
• 

clim
bs stairs; h

o
p

s 
• 

w
alks 

w
ith

 
aid; 

holds 
spoon 

• 
co

p
ie

s '0
' a

n
d

 '+
' 

a
tte

n
d

in
g

 sp
e

e
ch

 th
e

ra
p

y 

• 
know

s n
a

m
e

 

7 years 
• 

a
tte

n
d

in
g

 
school. 

b
u

t 
te

a
ch

e
r 

• 
severe sp

e
e

ch
 im

p
a

irm
e

n
t 

co
m

p
la

in
s o

f h
yp

e
ra

ctive
 b

e
h

a
vio

r 
• 

w
alks o

n
 o

w
n

 

• 
fre

q
u

e
n

t b
e

d
-w

e
llin

g
 

.. -
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 D
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The E
m

o
tio

n
a

l R
o

llerco
aster o

f Teens 

W
ar has broken o

u
t a

t h
o

m
e

 b
e

tw
e

e
n

 12-year old R
ose a

n
d

 13-year o
ld

 P
eter. R

ose ca
lle

d
 

P
eter "a

 pim
ply d

w
a

rf" b
e

ca
u

se
 h

e
 h

o
d

 b
e

e
n

 on the te
le

p
h

o
n

e
 to

o
 long. This hurt P

eter 

b
e

ca
u

se
 he w

as a
lre

a
d

y u
n

co
m

fo
rta

b
le

 a
b

o
u

t R
ose being taller than him

 in spite o
f her 

b
e

in
g

 a ye
a

r younger. 
P

eter re
ta

lia
te

d
 b

y co
m

m
e

n
tin

g
 on the size o

t her breasts! 
T

hat 

e
ve

n
in

g
, P

eter w
as unusually q

u
ie

t a
n

d
 his m

o
th

e
r b

e
ca

m
e

 co
n

ce
m

e
d

. H
e finally a

d
m

itte
d

 

th
a

t his friends in class w
e

re
 taller th

a
n

 h
e

 w
as, a

n
d

 som
e h

a
ve

 a
lre

a
d

y started to shave. This 

em
barrassed h

im
 as h

e
 felt left b

e
h

in
d

. 
R

ase tried to
 ch

e
e

r him
 u

p
 b

y saying th
a

t it d
id

n
't 

m
a

tte
r th

a
t th

e
y w

e
re

 taller or sh
a

ve
d

 b
e

ca
u

se
 they still b

e
h

a
ve

d
 like children! 
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 D
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THE M
ID

D
LE

 YEA
R

S A
N

D
 B

EYO
N

D
 

P
eter a

n
d

 R
ose h

a
ve

 ca
lm

e
d

 d
o

w
n

 a b
it b

e
ca

u
se

 th
e

y're
 n

o
w

 a
w

a
re

 o
f o

th
e

r conflicts in 

th
e

 household th
a

t a
re

 m
ore th

re
a

te
n

in
g

 than their ow
n. D

ad has been re
tre

n
ch

e
d

 a
n

d
 is 

spending too m
u

ch
 tim

e in the p
u

b
. M

um
 h

a
d

 b
e

e
n

 for an interview
 for a job, w

hich has 

a
n

g
e

re
d

 
d

a
d

. 
H

e 
thinks 

she 
is 

hum
iliating 

him
 

b
y 

show
ing 

him
 

th
a

t 
she 

ca
n

 
b

e
 

the 

breadw
inner. 

A
t th

e
 sam

e tim
e, g

ra
n

d
d

a
d

's (paternal) d
e

m
e

n
tia

 has talc:en a n
e

w
 tum

. 
H

e 

is 80 years o
ld

 a
n

d
 is n

o
w

 e
a

tin
g

 very poorly a
n

d
 losing w

e
ig

h
t as h

e
 a

p
p

e
a

rs to h
a

ve
 

difficulty fe
e

d
in

g
 him

self. D
a

d
 thinks h

e
 should b

e
 a

d
m

itte
d

 to
 a h

o
m

e
 for th

e
 a

g
e

d
 w

hich 

has a 
g

o
o

d
 frail-care centre; b

u
t m

u
m

 teels guilt-ridden th
a

t h
e

 should e
ve

n
 h

a
ve

 such 

thoughts. T
hat a

fte
rn

o
o

n
 a

t a fam
ily m

e
e

tin
g

, th
e

 decision o
f w

h
e

th
e

r g
ra

n
d

d
a

d
 should b

e
 

a
d

m
itte

d
 in

to
 a h

o
m

e
 for th

e
 a

g
e

d
 w

as discussed a
n

d
 a ra

n
g

e
 o

f co
n

fliclin
g

 opinions w
ere 

expressed. For th
e

 first tim
e in five years, th

e
y a

tte
n

d
e

d
 M

ass a
t the lo

ca
l ch

u
rch

 th
a

t S
unday, 

h
o

p
in

g
 to

 find som
e solutions. 

.
~
 

.
~
 

17 



S
tudent M
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M

B
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M
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G
row

th a
n

d
 D
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ent 

.. THE M
O

R
A

LITY
 O

F
 H

EA
LTH

 C
A

R
E" 

P
lease re

a
d

 these tw
o

 articles p
rio

r to
 a

tte
n

d
in

g
 th

e
 first session o

f th
e

 w
e

e
k. 

6.1. T
he a

b
n

o
rm

a
l C

hild: M
o

ra
l d

ile
m

m
a

s 01 d
o

cto
rs a

n
d

 parents 

6.2. U
le p

a
st reason 

.. -

.. --

R
.M

.H
are 

R
o

n
a

ld
 D

w
o

rkin
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 TEXTS 

1. 
K

ibel M
A

, W
a

g
sta

lf LA
 (1995) C

h
ild

 H
e

a
lth

 for A
ll: A

 M
a

n
u

a
l fo

r S
outhern A

frica 

(2
n

d
 E

d). C
a

p
e

 T
ow

n: O
xfo

rd
 U

niversity P
ress. 

2. 
C

o
o

vo
d

ia
 H

M
, W

itle
n

b
e

rg
 O

F (1998) P
a

e
d

ia
trics a

n
d

 C
hild H

e
a

lth
: A

 M
a

n
u

a
l for H

ealth 

P
rofessionals in S

outhern A
frica

 (41h E
d). C

a
p

e
 T

ow
n: O

xfo
rd

 U
niversity Press. 

3. 
L

a
n

g
m

a
n

 J (1995) L
a

n
g

m
a

n
's M

e
d

ica
l E

m
b

ryo
lo

g
y (7

th
 E

d). B
altim

ore: W
illiam

s a
n

d
 

W
ilkins. 

4. 
G

u
y ton A

C
 (2000) T

e
xtb

o
o

k o
f M

e
d

ica
l P

hysiology (10
th E

d). P
h

ila
d

e
lp

h
ia

: S
ounders. 

5. 
K

uhse H
, S

inger P
 (1999) B

ioethics: A
n A

n
th

o
lo

g
y. O

xford: B
lackw

ell Press. 
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p
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d

d
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n
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u

p
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o
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g
h

a
m

, B
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D
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e
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A
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a
m

b
rid

g
e

 E
n
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p

a
e

d
ia

 o
f H
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an 

G
ro

w
th

 a
n

d
 D

e
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p

m
e

n
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a
m

b
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g
e
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a

m
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A

m
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g
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rst Y
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N
e

w
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S
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C
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S
tudent M

 a
n

vo
l 

M
B

C
hB

 I 
M

o
d

u
le

 1.3 
G

row
th a

n
d

 D
e

ve
lo

p
m

e
n

t 

I;: . 

W
e

e
k

 1 

N
O

TE
: H

isto
lo

g
y q

u
estio

n
s a

n
d

 an
sw

ers In
 p

ra
c

tic
a

l sch
ed

u
le. 

I. 
D

escribe in d
e

ta
il D

N
A

 re
p

lica
tio

n
 a

n
d

 p
ro

te
in

 synthesis. 

2. 
D

escribe th
e

 d
iffe

re
n

t phases in m
itosis and.m

eiosis. 

3. 
D

iffe
re

n
tia

te
 b

e
tw

e
e

n
 G

 I, G
2, a

n
d

 M
 phases o

f th
e

 cell cycle. 

4. 
M

a
tch

 th
e

 psychosocial stages o
f d

e
ve

lo
p

m
e

n
t w

ith its specific d
e

ve
lo

p
m

e
n

ta
l crises 

i. ii. 
iii. 
iv. 
v. 
vi. 
vii. 
vm. [E

R
IK

S
O

N
j. 

In
fa

n
cy 

E
arly ch

ild
h

o
o

d
 

C
h

ild
h

o
o

d
:P

la
y sta

g
e

 
S

ch
o

o
l-a

g
e

 
A

d
o

le
sce

n
ce

 
E

arly a
d

u
lth

o
o

d
 

A
d

u
lth

o
o

d
 

M
a

tu
rity 

a
. In

tim
a

cy vs. Isolation 
b. Industry vs. Inferiority 
c. G

e
n

e
ra

fivity vs. S
elf O

bsession a
n

d
 S

ta
g

n
a

tio
n

 

d
. B

asic trust vs. M
istrust 

e. In
itia

tive
 vs. G

uilt 
f. Id

e
n

tity vs. R
ole confusion 

g. E
g

o
 Integrity vs. D

espair 
h. A

u
to

n
o

m
y vs. S

ham
e 

5. 
M

a
tch

 th
e

 4 stages o
f co

g
n

itive
 d

e
ve

lo
p

m
e

n
t id

e
n

tifie
d

 b
y Jean P

ia g
e

t, w
ith

 their 

re
le

va
n

t a
g

e
 g

ro
u

p
. 

i. H. iii. 
iv. 

S
ensorim

otor sta
g

e
 

P
re

-a
p

e
ra

tio
n

a
l sta

g
e

 
C

o
n

cre
te

 o
p

e
ra

tio
n

a
l 

F
orm

al o
p

e
ra

tio
n

s 

a. 7 -10 years o
ld

 
b. A

d
o

le
sce

n
ce

 to
 a

d
u

lth
o

o
d

 
c. 0 -2 years o

ld
 

d. 2 -
7 years o

ld
 

.-
6. 

C
h

ro
m

o
so

m
a

l problem
s th

a
t ca

u
se

 n
e

u
ro

d
e

ve
lo

p
m

e
n

ta
l d

e
la

y 

i. 
in

clu
d

e
 D

o
w

n
's syn

d
ro

m
e

 
ii. 

ca
n

 b
e

 d
e

te
c
te

d
 d

u
rin

g
 fo

e
ta

l life 

iii. 
d

o
 N

O
T ca

u
se

 m
e

n
ta

l re
ta

rd
a

tio
n

 

iv. 
o

ccu
r o

n
ly in children w

h
e

n
 b

o
th

 p
a

re
n

ts also suffer from
 th

e
 sam

e a
b

n
o

rm
a

lity 

v. 
a

re
 re

q
u

ire
d

 in th
e

 se
co

n
d

 ye
a

r o
f life 

W
e

e
k
 2 

H
isto

lo
g

y q
u

estio
n

s a
n

d
 an

sw
ers in

 p
ra

c
tic

a
l sch

ed
u

le. 

A
n

sw
e

r TR
U

E o
r FA

LSE to
 q

u
estio

n
s 7

-1
9

. 

7. 
H

u
m

a
n

 so
m

a
tic cells co

n
ta

in
 23 pairs o

r a d
ip

lo
id

 n
u

m
b

e
r o

f chrom
osom

es. 

8. 
T

he co
rp

u
s lu

te
u

m
 is a re

m
e

n
t o

f th
e

 ru
p

tu
re

d
 g

ra
a

fia
n

 fO
llicle. 

9. 
E

xposure to
 m

easles d
u

rin
g

 th
e

 first 1Tim
ester m

a
y b

e
 harm

ful. 

10. T
he e

m
b

ryo
n

ic p
e

rio
d

 co
m

m
e

n
ce

s a
fte

r the e
ig

h
t w

eeks o
f gestation. 

11. M
uscles a

re
 d

e
rive

d
 from

 e
n

d
o

d
e

rm
a

l cells. 

12. T
he p

ia
 m

a
ta

 is th
e

 outerm
ost co

ve
rin

g
 o

f th
e

 brain. 

13. T
he in

te
rn

a
l ca

ro
to

id
 a

n
d

 ve
rte

b
ra

l arteries supply th
e

 brain. 

14. T
he superior sagital sinus drains ve

n
o

u
s b

lo
o

d
 from

 th
e

 brain. 

15. T
he brain is a b

o
u

t 2%
 o

f th
e

 b
o

d
y w

ei9,t)t a
n

d
 receives a

b
o

u
t 1/6

1h o
f th

e
 ca

rd
ia

c o
u

tp
u

t 

a
n

d
 consum

es a
b

o
u

t 1/5
th

 o
f th

e
 o

xyg
e

n
 used b

y th
e

 b
o

d
y. 
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16. T
he brainstem

 co
n

n
e

cts th
e

 sp
in

a
l co

rd
 to

 th
e

 ce
re

b
ru

m
 a

n
d

 is m
a

d
e

 u
p

 o
f th

e
 m

idbrain, 

th
e

 pons a
n

d
 th

e
 m

e
d

u
lla

. 
17. T

he ce
re

b
u

llu
m

 is essential fo
r th

e
 co

-o
rd

in
a

tio
n

 o
f m

o
ve

m
e

n
ts o

f th
e

 b
o

d
y. 

18. T
he ce

re
b

ra
l hem

ispheres a
re

 co
n

n
e

cte
d

 b
y th

e
 corpus callosum

. 

19. T
he ventricles co

n
ta

in
 th

e
 ch

o
ro

id
 plexus. 

20. A
cco

rd
in

g
 to

 F
reud's th

e
a

ry 

a. 
List th

e
 5 stages o

f p
sych

o
se

xu
a

l d
e

ve
lo

p
m

e
n

t fro
m

 in
fa

n
cy to

 a
d

o
le

sce
n

ce
. 

b. 
List th

e
 3 levels o

f aw
areness o

n
 w

h
ich

 th
e

 h
u

m
a

n
 m

ind functions. 

21. List a
n

d
 briefly discuss 3 ID

E
A

L resolutions o
f a

d
o

le
sce

n
ce

. 

22. F
ailure o

f neural tu
b

e
 closure d

u
rin

g
 e

m
b

ryo
n

ic life 

a. 
o

ccu
rs la

te
 in fe

ta
l life, usually in th

e
 last m

o
n

th
 o

f fo
e

ta
l life 

b
. 

c
a

n
 ca

u
se

 a m
ye

o
lm

e
n

in
g

co
e

le
 

.-

c. 
ca

n
n

o
t b

e
 p

re
ve

n
te

d
 

d
. 

m
a

y resulted in paralysis o
f th

e
 lo

w
e

r lim
bs 

23. H
yd

ro
ce

p
h

a
lu

s 

a
. 

o
ccu

rs d
u

e
 to

 o
b

stru
ctio

n
 o

f C
S

F flo
w

 w
ithin th

e
 ve

n
tricu

la
r system

 

b
. 

o
ccu

rs d
u

e
 to

 d
ysfu

n
ctio

n
 in th

e
 absorption o

f C
SF 

c. 
is a co

m
m

o
n

 ca
u

se
 o

f m
icro

p
h

a
ly 

d
. 

is a ca
u

se
 o

f blindness 
e. 

is easier to
 d

e
te

c
t from

 a o
n

e
-tim

e
 single m

e
a

su
re

m
e

n
t o

f h
e

a
d

 circu
m

fe
re

n
ce

 ra
th

e
r 

th
a

n
 serial m

easurem
ents d

o
n

e
 o

ve
r tim

e
 

I. 
m

a
y b

e
 co

n
g

e
n

ita
l in origin 

24. 
List a

t least 5 d
e

ve
lo

p
m

e
n

ta
l tasks o

f M
id

d
le

 A
d

u
lth

o
o

d
 [40-55 +

 years] 

25. List 5 sp
e

cific questions yo
u

 w
o

u
ld

 ask in th
e

 history to
 screen w

h
e

th
e

r a 2-year o
ld

 ch
ild

 is 

d
e

ve
lo

p
in

g
 norm

ally. 

26. 'A
t th

e
 a

g
e

 o
f th

re
e

 years, a ch
ild

 shO
U

ld b
e

 a
b

le
 to

 
a. 

clim
b

 u
p

 stairs 
. ,-

b. 
start toilet-training 

c. 
e

n
g

a
g

e
 in ro

tio
n

a
l thinking 

d. 
display sibling rivalry 

e. 
sp

e
a

k in sentences 

27. A
 six m

o
n

th
 o

ld
 ch

ild
 

a
. 

ca
n

 sit a
lo

n
e

 for a fe
w

 m
inutes 

b, 
has m

a
rke

d
 h

e
a

d
 la

g
 w

h
e

n
 pulled u

p
 to

 th
e

 sitting position 

c. 
is u

n
a

b
le

 to
 lift his h

e
a

d
 a

n
d

 lo
o

k a
ro

u
n

d
 w

h
e

n
 lying o

n
 his tu

m
m

y 

d
. 

is a
b

le
 to

 su
p

p
o

rt his w
e

ig
h

t o
n

 his h
a

n
d

s w
ith

 e
xte

n
d

e
d

 arm
s in th

e
 p

ro
n

e
 position 

e. 
should b

e
 a

b
le

 to
 cra

w
l 

21 
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M
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M
odule 1.3 

G
row
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W
e

e
k

4
 

28. 
D

escribe briefly h
o

w
 you w

o
u

ld
 assess h

e
a

rin
g

 in 0 6-m
onth o

ld
 child 

.. -
29. 

D
escribe briefly h

o
w

 you w
o

u
ld

 assess vision in 0 2-m
onth o

ld
 b

a
b

y. 

W
e

e
k 5 

30. 
D

escribe th
e

 m
a

n
a

g
e

m
e

n
t a

n
d

 le
g

a
l o

b
lig

a
tio

n
s o

f re
p

o
rtin

g
 a b

a
tte

re
d

 ch
ild

. 

31. 
D

escribe th
e

 special ca
re

 re
q

u
ire

d
 for p

a
fie

n
ts w

h
o

 a
re

 d
e

a
f, blind o

r w
h

o
 d

o
 n

o
t 

u
n

d
e

rsta
n

d
 th

e
 la

n
g

u
a

g
e

. 
32. 

D
iscuss a

n
d

 d
e

scrib
e

 th
e

 sa
fe

ty p
re

ca
u

tio
n

s w
h

e
n

 d
e

a
lin

g
 w

ith violent or d
o

m
e

stic 

incidents. aggressive p
a

tie
n

ts a
n

d
 psychiatric patients. 

W
e

e
k 6 

33. 
N

a
m

e
 a

n
d

 d
e

fin
e

 th
e

 4 principles g
e

n
e

ra
lly re

g
a

rd
e

d
 as 

fu
n

d
a

m
e

n
ta

l to
 e

th
ica

l 

decision m
a

kin
g

 in th
e

 fie
ld

 o
f m

e
d

icin
e

 a
n

d
 h

e
a

lth
 ca

re
. 

34. 
W

h
a

t is th
e

 d
iffe

re
n

ce
 b

e
tw

e
e

n
 n

o
n

-m
a

le
fice

n
ce

 a
n

d
 b

e
n

e
fice

n
ce

?
 A

re b
a

th
 

necessary as se
p

a
ra

te
 principles? W

hy/W
hy not? C

a
n

 you g
ive

 a
n

 e
xa

m
p

le
 to

 

su
p

p
o

rt your answ
er? 

35. 
W

h
a

t is m
e

a
n

t b
y "p

a
te

m
a

lism
"?

 In term
s o

f w
h

ich
 p

rin
cip

le
 is it p

ro
b

le
m

a
tic?

 
,-

36. 
W

h
a

t is "in
fo

rm
e

d
 co

n
se

n
t"?

 
W

h
a

t co
n

d
itio

n
s m

ust b
e

 m
e

t if co
n

se
n

t is to
 b

e
 really 

in
fo

rm
e

d
?

 

37. 
W

h
a

t is th
e

 d
iffe

re
n

ce
 b

e
tw

e
e

n
 p

rin
cip

le
-b

a
se

d
 ethics a

n
d

 ch
a

ra
cte

r ethics? W
hy 

d
o

 p
e

a
 p

ie
 a

rg
u

e
 th

a
t principles a

lo
n

e
 a

re
 insufficient as a basis for e

th
ica

l decision 

m
a

kin
g

?
 

38. 
C

ritics o
f a

ctive
 vo

lu
n

ta
ry e

u
th

a
n

a
sia

 a
rg

u
e

 th
a

t it m
a

y b
e

 m
orally a

c
c
e

p
ta

b
le

 to
 

a
llo

w
 a p

a
tie

n
t to

 d
ie

 b
u

t it is alw
ays m

orally w
ro

n
g

 to
 kill a p

a
tie

n
t. for e

xa
m

p
le

 b
y 

a
n

 in
je

ctio
n

 o
f m

o
rp

h
in

e
. To w

h
a

t e
xte

n
t is th

e
 distinction b

e
tw

e
e

n
 le

ttin
g

 d
ie

 a
n

d
 

killing m
orally sound o

r a
re

 th
e

re
 tim

es w
h

e
re

 killing m
a

y b
e

 m
orally b

e
tte

r th
a

n
 le

ttin
g

 

d
ie

?
 

39a) 
A

 Je
h

o
va

h
's W

itness is a
d

m
itte

d
 to

 ca
su

a
lty b

le
e

d
in

g
 profusely as th

e
 result o

f a c
a

r 

a
ccid

e
n

t. Y
ou a

re
 sure h

e
 w

ill d
ie

 unless h
e

 receives a b
lo

o
d

 transfusion b
u

t h
e

 

refuses b
lo

o
d

. C
a

n
 you fo

rce
 him

 to
 h

a
ve

 a transfusion? W
hy / W

hy not? In term
s o

f 

w
h

ich
 principles d

o
 yo

u
 b

a
se

 your response? 

b
) 

W
h

a
t 

w
o

u
ld

 
yo

u
 

d
o

 
if 

th
a

t 
sam

e 
Je

h
o

va
h

's 
W

itness 
p

a
tie

n
t 

w
e

re
 

a
d

m
itte

d
 

unconscious, requiring b
lo

o
d

 to
 survive? 

c) 
W

h
a

t if a 
1Q

-year o
ld

 ch
ild

 w
e

re
 a

d
m

itte
d

 requiring b
lo

o
d

. b
u

t w
hose parents a

re
 

Je
h

o
va

h
's W

itnesses a
n

d
 refuse to

'a
llo

w
 their child to

 h
a

ve
 a transfusion? To w

h
a

t 

prinC
iple w

o
u

ld
 yo

u
 a

p
p

e
a

l in justifying yo
u

r response? 

40. 
S

hould you a
lw

a
ys tell p

a
tie

n
ts th

e
 truth a

b
o

u
t their co

n
d

itio
n

 o
r a

re
 there tim

es w
h

e
n

 

lying m
a

y b
e

 justified in term
s o

f "th
e

ra
p

e
u

tic privilege"? W
h

a
t principles su

p
p

o
rt your 

answ
er? 

22 
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u
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n
d

 D
evelopm

ent 

41. 
In term

s o
f w

hich p
rin

cip
le

 is co
n

fid
e

n
fia

lity im
p

o
rta

n
t a

n
d

 w
hy? Is confidentiality o

n
 

absolute re
q

u
ire

m
e

n
t in m

e
d

ica
l ethics? W

h
a

t is a d
o

cto
r's obflgation in th

e
 case o

f 

d
e

a
lin

g
 w

ith a
n

 H
IV

 p
o

sitive
 p

a
tie

n
t w

h
o

 refuses to
 w

e
a

r a co
n

d
o

m
 or tell his partner 

th
a

t h
e

 is H
IV positive? 

42. 
It is a

rg
u

e
d

 th
a

t all citizens o
f S

outh A
frica h

a
ve

 a right to
 h

e
a

lth
 ca

re
. D

oes this m
e

a
n

 

th
a

t e
ve

ryb
o

d
y should re

ce
ive

 e
q

u
a

l tre
a

tm
e

n
t?

 W
hat p

rin
cip

le
 supports your 

answ
er? D

oes this e
n

ta
il th

a
t e

ve
ryo

n
e

 w
h

o
 needs a kidney transplant is entitled to 

re
ce

ive
 one, or a

re
 th

e
re

 justified lim
itations? 

,-

,-
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M
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d
u
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G
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th a
n

d
 D

e
ve
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p

m
e

n
t 

W
e

e
k

 1 
1. 

P
lease refer to

 th
e

 re
le

va
n

t c
h

a
p

te
r in C

a
m

p
b

e
ll, B

iology a
n

d
 W

heater's F
unctional 

H
istology (p

g
 12-13) 

2. 
P

lease refer to
 th

e
 re

le
va

n
t c

h
a

p
te

r in C
a

m
p

b
e

ll, B
iology a

n
d

 W
heater's F

unctional 

H
istolgy (p

g
 33-43) 

3. 
P

lease refer to
 th

e
 re

le
va

n
t c

h
a

p
te

r in C
a

m
p

b
e

ll, B
iology a

n
d

 W
heater's FuncTIonal 

H
istology (p

g
 33-43) 

4. 
i. 

0 
ii. 

H
 

iii. 
E

 
iv. B

 

vi. 
A

 
vii. 

C
 

viii. 
G

 

5. 
i. 

C
 

ii. 
0 

iIT. 
A

 
iv. B

 

6. 
i. 

T
 

ii.T 
iii.F 

iv.F 
vi.F 

W
e

e
k 2 

.. -
6. 

T
 

8. 
T

 
9. 

T
 

10. F
 

11. F
 

12.F
 

13. T
 

14. T
 

15. T
 

16. T
 

17. T
 

18. T
 

19. T
 

200. 
O

ral stage, A
nal stage, P

h
a

llic stage, L
a

te
n

cy sta
g

e
 a

n
d

 G
e

n
ita

l stage. 

b. 
U

nconscious, P
reconscious a

n
d

 C
onscious 

21. 
-S

eparation from
 p

a
re

n
ts co

m
m

e
n

su
ra

te
 w

ith
 b

e
in

g
 a

b
le

 to d
e

cid
e

 th
e

 course o
f 

ones o
w

n
 life. 

-A
tta

in
m

e
n

t o
f a sta

b
le

 sexual identity. 

-A
bility to

 form
 a lo

n
g

-te
rm

 sexual relationship. 

-A
tta

in
m

e
n

t o
f a ste

a
d

y jo
b

 o
r p

re
p

a
ra

tio
n

 for a career. 

-A
tta

in
m

e
n

t o
f a personal va

lu
e

 system
 th

a
t respects b

o
th

 th
e

 needs o
f th

e
 self a

n
d

 

th
e

 n
e

e
d

s o
f others. 

22a. 
F

 
d. 

F 

23a. 
T

 
d. 

T
 

b. T
 

e. T
 

b. T
 

e. F 

c. T
 

c. F
 

f. T
 

24a. 
A

c
c
e

p
t th

e
 a

g
e

in
g

 b
o

d
y. 

..• 

b. 
To a

c
c
e

p
t tim

e
 lim

ita
tio

n
 a

n
d

 personal d
e

a
th

. 

c. 
To re

-a
p

p
ra

ise
 relationships. 

d. 
To 

m
a

in
ta

in
 

in
tim

a
cy 

in 
th

e
 

fa
c
e

 
o

f 
significant 

physical, 
intra 

psychic 
a

n
d

 

e
n

viro
n

m
e

n
ta

l influences. 

e. 
To le

t children g
o

, a
ch

ie
ve

 a relationship o
f e

q
u

a
lity w

ith th
e

m
 a

n
d

 in
te

g
ra

te
 n

e
w

 

fa
m

ily m
em

bers. 
f. 

To a
c
c
e

p
t reversal o

f roles w
ith elderly parents. 
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stu
d

e
n

t M
a

n
u

a
l 

M
B

C
hB

 1 
M

o
d

u
le

 1.3 
G

row
th a

n
d

 D
evelopm

ent 

g. 
To b

e
co

m
e

 a generaT
Ive m

e
n

to
r a

n
d

 p
la

n
 for relirem

ent. 
h. 

To g
ive

 p
la

y n
e

w
 m

e
a

n
in

g
 a

n
d

 p
u

rp
o

se
. 

250. 
Is h

e
/sh

e
 a

b
le

 to
 g

o
 u

p
/d

o
w

n
 stairs (2 fe

e
t p

e
r step)? 

a
. 

Is h
e

/sh
e

 a
b

le
 to

 kick a b
a

ll?
 

b. 
Is h

e
/sh

e
 a

b
le

 to
 w

a
lk w

e
ll?

 
c. 

C
a

n
 h

e
/sh

e
 fe

e
d

 him
self w

ith
 a spaon? 

d. 
C

a
n

 h
e

 drink w
ell from

 a cu
p

?
 

.. _ 
e. 

C
a

n
 h

e
 p

u
t 2 o

r m
o

re
 w

o
rd

s to
g

e
th

e
r?

 
f. 

D
oes h

e
 in

d
ica

te
 to

ile
t n

e
e

d
s?

 
g. 

D
oes h

e
 kn

o
w

 a
b

o
u

t 5-20 w
ords? 

26a. 
T

 
b. T

 
c. F

 
d. 

T
 

e. T
 

27a. 
T

 
b. F

 
C

. F
 

d
. 

T
 

e. F
 

W
e

e
k 4 

28. 
This w

ill b
e

 d
o

n
e

 b
y p

ro
d

u
cin

g
 sounds o

f d
iffe

re
n

t p
itch

 a
t th

e
 level of th

e
 ear, b

u
t 

slightly b
e

h
in

d
 th

e
 ch

ild
 so th

a
t th

e
 test o

b
je

ct is o
u

t o
f his field o

f vision. The sound is 
p

ro
d

u
ce

d
 a

t a d
ista

n
ce

 o
f a

p
p

ro
xim

a
te

ly 45cm
. S

ounds in
clu

d
e

 vocalised "p", "0
0

0
", 

shaking a ra
ttle

 o
r crinkling a p

ie
ce

 o
f p

a
p

e
r. The child should turn tow

ards th
e

 sound 
if h

e
 is a

b
le

 to
 h

e
a

r it. 

29a. 
This ca

n
 b

e
 d

o
n

e
 b

y ch
e

ckin
g

 w
h

e
th

e
r b

a
b

y sm
iles in re

co
g

n
itio

n
 o

f his m
other's 

fa
ce

. 
b. 

This ca
n

 also b
e

 d
o

n
e

 b
y
 m

o
vin

g
 a brightly co

lo
u

re
d

 o
b

je
ct in fro

n
t of baby's line o

f 
vision a

n
d

 ch
e

ckin
g

 if h
e

 visually !racks th
e

 o
b

je
ct. 

W
e

e
k

S
 

T
he answ

ers ca
n

 b
e

 fo
u

n
d

 in th
e

 p
re

scrib
e

d
 textbook. i.e. M

osby's E
M

T-B
asic T

extbook b
y 

W
a

it A
. S

toy a
n

d
 th

e
 C

e
n

te
r for E

m
e

rg
e

n
cy M

e
d

icin
e

. 
C

hild a
b

u
se

 a
n

d
 n

e
g

le
ct-

p
g

. 429 
B

ehavioural E
m

ergencies-
p

g
. 328 

S
p

e
cia

l situations-
p

g
. 45 

W
e

e
k 6 

33a) 
R

espect for a
u

to
n

o
m

y -
re

sp
e

ct yo
u

r p
a

tie
n

ts' rights to
 m

a
ke

 their o
w

n
 choices a

n
d

 
decisions re

g
a

rd
in

g
 !re

a
tm

e
n

t; re
sp

e
ct for right to

 self-determ
ination 

B
e

n
e

fice
n

ce
 -

d
o

 g
o

o
d

, a
c
t in term

s o
f a p

a
tie

n
t's best interests 

N
o

n
-m

a
le

fice
n

ce
 -

d
o

 n
o

 h
a

rm
 

Justice -
fair distribution o

f a
cce

ss to
 h

e
a

lth
 ca

re
 a

n
d

 m
e

d
ica

l!re
a

tm
e

n
t 

34. 
B

e
n

e
fice

n
ce

 
requires 

p
o

sitive
 

a
ctio

n
; 

n
o

n
-m

a
le

fice
n

ce
 

is 
m

erely 
a 

n
e

g
a

tive
 

in
ju

n
ctio

n
 i.e. refrain 

fro
m

 d
o

in
g

 a
n

yth
in

g
 th

a
t w

ill 
h

a
rm

 som
eone. Thus th

e
y are 

se
p

a
ra

te
 principles a

n
d

 a
re

 e
q

u
a

lly necessary. E
xam

ple: a child falls in
to

 th
e

 river; in 
term

s 
o

f b
e

n
e

fice
n

ce
 yo

u
 

o
u

g
h

t 
to

 ju
m

p
 in 

to
 

1ry 
to

 
sa

ve
 it: 

in 
term

s 
o

f non­
m

a
le

fice
n

ce
 you a

re
 n

o
t o

b
lig

e
d

 to
 d

o
 anything. 

35. 
P

aternalism
 is th

e
 in

te
rfe

re
n

ce
 w

ith"-or lim
itation o

f a 
person's a

u
to

n
o

m
y/lib

e
rty o

f 
a

ctio
n

 justified b
y reasons referring to

 th
e

 w
e

lfa
re

 o
r needs o

r best interests o
f o

n
e

's 
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M
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G
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n

d
 D

evelopm
ent 

paffents w
hose liberty is b

e
in

g
 in

te
rfe

re
d

 w
ith. C

onflict w
ith principle o

f re
sp

e
ct for 

a
u

to
n

o
m

y. 

36. 
In

fo
rm

e
d

 consent -
a

g
re

e
m

e
n

t b
y paffents to

 subm
it to

 m
e

d
ica

l interventions. To b
e

 

in
fo

rm
e

d
. It is n

o
t e

n
o

u
g

h
 m

erely to
 a

g
re

e
 or sign a form

. P
atients m

ust b
e

 Inform
ed 

a
b

o
u

t u
n

d
erstan

d
 th

e
 n

a
tu

re
 o

f th
e

 intervenffon. they m
ust b

e
 co

m
p

eten
t to

 g
ive

 

co
n

se
n

t a
n

d
 co

n
se

n
t m

ust b
e

 volunfary. n
o

t co
e

rce
d

. 

37. 
P

rin
cip

le
-b

a
se

d
 ethics is co

n
ce

m
e

d
 w

ith th
e

 right thing to
 d

o
. right a

ctio
n

. C
h

a
ra

cte
r 

ethics stresses th
e

 im
p

o
rta

n
ce

 o
f w

h
a

t it is to
 b

e
 a g

o
o

d
 person. to a

c
ttro

m
 th

e
 right 

m
o

tive
s. The m

a
n

n
e

r in w
h

ich
 o

n
e

 a
cts in term

s o
f a

p
p

ro
p

ria
te

 em
otions. e

m
p

a
th

y. 

e
tc. is o

fte
n

 just as im
p

o
rta

n
t as w

h
a

t o
n

e
 does. 

38. 
A

 very controversial question! P
erhaps o

n
e

 co
u

ld
 look a

t th
e

 w
a

y w
e

 tre
a

t anim
als 

th
a

t a
re

 suffering. R
ather th

a
n

 p
ro

lo
n

g
 th

e
ir p

a
in

 w
e

 p
u

t th
e

m
 d

o
w

n
. 11 ca

n
 sim

ilarly 

b
e

 a
rg

u
e

d
 th

a
t it is m

o
re

 h
u

m
a

n
e

 a
n

d
 m

orally b
e

lle
r w

hen a p
a

tie
n

t is suffering th
e

 

p
a

in
 

a
n

d
 indignity 

o
f a 

term
inal illness 

to
 p

u
t a 

q
u

ick e
n

d
 

to 
their suffering 

b
y 

"killing"w
ith a le

th
a

l in
je

ctio
n

 ra
th

e
r th

a
n

 le
ttin

g
 them

 d
ie

 a slow
 a

n
d

 m
o

re
 painful 

d
e

a
th

. N
o

t e
ve

ryo
n

e
 w

ill 
a

g
re

e
 w

ith
 this a

rg
u

m
e

n
t. 

390) 
Y

ou ca
n

n
o

t fo
rce

 him
 to

 h
o

ve
 a transfusion. In term

s o
f th

e
 principle o

f re
sp

e
ct for 

a
u

to
n

o
m

y. no co
m

p
e

te
n

t a
d

u
lt c

a
n

 b
e

 fo
rce

d
 to

 h
o

ve
 tre

a
tm

e
n

t even if it w
ill save 

o
n

e
's life. 

b) 
If you kn

o
w

 th
a

t th
e

 p
a

tie
n

t is a Je
h

o
va

h
's W

itness a
n

d
 refuses 

b
lo

o
d

 yo
u

 ca
n

n
o

t 

p
e

rfo
rm

 a transfusion w
h

e
n

 th
a

t p
a

tie
n

t is unconscious. It is yo
u

r d
u

ty to
 consult w

ith 

relatives or friends to
 find o

u
t w

h
a

t such a p
a

tie
n

t's w
ishes w

o
u

ld
 be. 

c) 
In th

e
 ca

se
 o

f a child. th
e

 w
ishes o

f parents ca
n

 b
e

 overridden b
y m

aking th
e

 child a 

w
a

rd
 o

f th
e

 court. The co
u

rt w
ill p

e
rm

it a transfu~on in term
s o

f th
e

 best interests o
f 

th
e

 child. 

40. 
The prinC

iple o
f re

sp
e

ct for a
u

to
n

o
m

y entails th
a

t lying w
o

u
ld

 involve a 
failure to

 

re
sp

e
ct a

u
to

n
o

m
y since a 

fully 
a

u
to

n
o

m
o

u
s decision 

ca
n

n
o

t b
e

 m
a

d
e

 w
h

e
n

 
a 

p
a

tie
n

t d
o

e
s n

o
t kn

o
w

 th
e

 truth a
b

o
u

t his/her co
n

d
itio

n
. It is argued. h

o
w

e
ve

r th
a

t in 

som
e cases w

h
e

re
 th

e
re

 is 
e

vid
e

n
ce

 to
 

suggest th
a

t full 
disclosure 

co
u

ld
 

h
a

ve
 

severely d
e

trim
e

n
ta

l e
ffe

cts a
n

d
 w

o
u

ld
 ca

u
se

 considerable h
a

rm
 (e.g. possibility o

f 

suiC
ide or severe p

sych
o

lo
g

ica
l effects). a d

o
cto

r ca
n

 invoke "th
e

ra
p

e
u

tic privilege". 

in term
s o

f a
ctin

g
 in th

e
 b

e
st interests o

f a p
a

tie
n

t. In term
s o

f b
o

th
 b

e
n

e
fice

n
ce

 a
n

d
 

n
o

n
-m

a
le

fice
n

ce
, lying m

a
y som

etim
es th

e
re

fo
re

 b
e

 justified a
lth

o
u

g
h

 this should b
e

 

th
e

 e
xce

p
tio

n
 rather th

a
n

 th
e

 rule. 

41. 
P

rinciple o
f re

sp
e

ct for a
u

to
n

o
m

y. This ca
n

 b
e

 overridden in th
e

 interests o
f th

e
 w

id
e

r 

co
m

m
u

n
ity. In 

th
e

 ca
se

 o
f th

e
 H

IV
 positive paffent, th

e
 m

e
d

ica
l co

u
n

cil o
f S

outh 

A
frica

 re
g

a
rd

 it as a m
oral o

b
lig

a
tio

n
 on th

e
 p

a
rt o

f th
e

 d
o

cto
r to

 disclose this to
 a 

p
a

rtn
e

r in term
s o

f th
e

 d
u

ty to
 disclose in

fo
rm

a
tio

n
 to a

n
 e

n
d

a
n

g
e

re
d

 third party. 

42. 
The 

p
rin

cip
le

 
in

vo
lve

d
 

h
e

re
 

is 
th

e
 

p
rin

cip
le

 
o

f justice. 
In 

a
n

 
id

e
a

l 
w

o
rld

 
e

q
u

a
l 

tre
a

tm
e

n
t w

o
u

ld
 b

e
 required b

u
t since w

e
 

d
o

 n
o

t h
a

ve
 a

d
e

q
u

a
te

 resources 
to

 

p
ro

vid
e

 
fo

r 
to

ta
l 

e
q

u
a

lity 
this 

necessitates 
a 

d
e

g
re

e
 

o
f 

discrim
ination. 

This 

discrim
ination m

ust, h
o

w
e

ve
r, b

e
 fair a

n
d

 n
o

t b
a

se
d

 o
n

 irrelevant characteristics such 

as ra
ce

. g
e

n
d

e
r, religion, la

n
g

u
a

g
e

, e
tc. In th

e
 ca

se
 o

f kidney transplants, a scarce 

resource. it is n
o

t possible to
 p

ro
vid

e
 kidneys for all w

h
o

 n
e

e
d

 them
. T

herefore there 

m
ust b

e
 clearly laid o

u
t criteria for eligibility, such as a

g
e

. g
e

n
e

ra
l health, prospects o

f 

survival e
tc. These should b

e
 m

e
d

ica
l criteria. 
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D
IX 1: G

U
ID

ELIN
ES FO

R
 VISIT TO

 SPES N
O

V
A

. B
R

O
W

N
'S SC

H
O

O
L. 

VA
LLEY TRUST A

N
D

 KEH C
LIN

IC
S 

A
. 

O
verall o

b
jectives 

1. 
R

e
co

g
n

itio
n

 o
f d

e
via

tio
n

 fro
m

 n
o

rm
a

l ch
ild

h
o

o
d

 d
e

ve
lo

p
m

e
n

t 

2. 
Im

p
a

ct o
f a

b
n

o
rm

a
l d

e
ve

lo
p

m
e

n
t o

n
 th

e
 ch

ild
's a

n
d

 th
e

 fam
ily's life 

B. 
G

u
id

elin
es 

P
lease n

o
te

: 
• 

Y
ou should observe from

 a d
ista

n
ce

 th
a

t d
o

e
s n

o
t distract o

r in
tim

id
a

te
 th

e
 child 

• 
R

ecord all observations a
n

d
 d

e
c
id

e
 if a

p
p

ro
p

ria
te

 for a
g

e
 o

r n
o

t 

• 
Y

ou m
a

y use guidelines to
 assist yo

u
 w

ith
 g

a
th

e
rin

g
 inform

ation, b
u

t you m
a

y a
d

d
 on os 

m
a

n
y features th

a
t yo

u
 w

ish to
/th

a
t w

ill m
a

ke
 your observation m

o
re

 co
m

p
le

te
 

• 
D

o
 N

O
T co

n
ve

rse
 w

ith th
e

 ch
ild

/m
u

m
 o

r physically exam
ine ch

ild
 

O
BSERVE 

1. 
a

ctivity a
n

d
 overall b

e
h

a
vio

u
r (a

p
p

ro
p

ria
te

 for o
g

e
/re

d
u

ce
d

/e
xce

ssive
) 

2. 
typ

e
 o

t a
ctivity a

n
d

 ra
n

g
e

 o
f d

iffe
re

n
t activities 

3. 
a

n
y unusual features in overall p

h
ysica

l a
p

p
e

a
ra

n
ce

 

• 
nutrition 

• 
a

b
n

o
rm

a
l fa

c
e

 o
r lim

bs o
r p

o
stu

re
 

• 
assistive d

e
vice

s (e.g. cru
tch

e
s, w

h
e

e
lch

a
ir) 

• 
o

th
e

r 

4. 
H

o
w

 does th
e

 child socialise w
ith

 

• 
m

o
th

e
r Ica

re
-g

ive
r?

 
.-

• 
o

th
 er children? 

• 
strangers? 

• 
staff? 

5. 
H

o
w

 d
o

e
s th

e
 child re

a
ct to

 surroundings in term
s o

f interest/pleasure/play? 

• 
N

oises? 
• 

Toys? 
• 

o
th

e
r o

b
je

cts?
 

• 
colours? 

6. 
A

spects o
f ch

ild
's co

m
m

u
n

ica
tio

n
 

• 
M

ainly sounds ve
rb

a
l/n

o
n

-ve
rb

a
l such as gestures 

• 
R

estricted/easy 
• 

B
idirectional b

e
tw

e
e

n
 child a

n
d

 ca
re

 g
ive

r o
r unidirectional 

• 
M

eans o
f co

m
m

u
n

ica
tin

g
 n

e
e

d
s/p

le
a

su
re

/d
isp

le
a

su
re

 

• 
Q

u
a

n
tity a

n
d

 q
u

a
lity o

f ve
rb

a
l o

r n
o

n
-ve

rb
a

l co
m

m
u

n
ica

tio
n

 

7. 
H

o
w

 m
o

b
ile

 is th
e

 childl1evel o
f gross m

o
to

r functioning? 

8. 
H

o
w

 w
ell d

o
e

s th
e

 child m
a

n
o

e
u

vre
 o

b
je

cts/to
ys/p

e
n

, e
tc. -

Le. fine m
o

to
r functioning? 

9. 
O

b
se

rve
 a

n
y p

la
y a

ctivity ca
re

fu
lly 

• 
in

te
g

ra
te

d
 o

b
se

rva
tio

n
 o

f all a
b

o
v
e

 functions 

• 
typ

e
 o

f p
la

y: n
o

n
e

/a
lo

n
e

/p
a

ra
le

ll to
 oth.ers/interating w

ith others in p
la

y 

10. H
o

w
 d

o
e

s m
o

th
e

r/ca
re

-g
ive

r/te
a

ch
e

r/th
e

ra
p

ist 

• 
in

te
ra

ct w
ith

 child? 
• 

co
m

m
u

n
ica

te
 w

ith child? 
• 

sh
o

w
 e

m
o

tio
n

s to
w

a
rd

s ch
ild

?
 

• 
p

e
rfo

rm
 tasks to

 a
c
c
o

m
m

o
d

a
te

 ch
ild

's "im
pairm

ents" a
n

d
 a

d
d

itio
n

a
l needs? 
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c. 
n

m
ln

g
 of o

b
servaH

o
n

 
1. 

S
hould take b

e
tw

e
e

n
 30-60 m

inutes 

2. 
A

t a
n

y O
N

E
 o

r m
o

re
 (if possible) o

f th
e

 follow
ing sites/tim

es 

• 
in p

re
se

n
ce

 o
f th

e
ra

p
ist/te

a
ch

e
r/d

o
cto

r 

• 
during a support-group session 

• 
in w

a
itin

g
 a

re
a

 a
t or p

la
y a

re
a

 a
t sch

o
o

l/clin
ic/h

o
sp

ita
l 

• 
en route to

 th
e

ra
p

y a
re

a
/d

isp
e

n
sa

ry/h
o

m
e

 

D
. 

A
d

d
itio

n
al g

u
id

elin
es 

1. 
A

sk yourself w
h

a
t th

e
 p

ro
b

le
m

 is (use biopsychosocial perspective) 

2. 
W

h
a

t m
ay b

e
 th

e
 underlying ca

u
se

 o
f th

e
 p

ro
b

le
m

 (try to
 w

ork o
u

t possible m
e

d
ica

l 

causes from
 yo

u
r reading)? 

3. 
H

o
w

 
is 

th
e

 
p

ro
b

le
m

 
b

e
in

g
 

assessed 
b

y 
th

e
 

p
a

re
n

t/ca
re

-g
ive

r/fa
m

iiy /h
e

a
lth

­

w
orkerS

/S
O

C
iety /g

o
ve

rn
m

e
n

t (re
a

d
 a

b
o

u
t w

l1at th
e

 possible options a
re

 even if you h
a

ve
 

n
o

t b
e

e
n

 a
b

le
 to

 g
o

th
e

r this in
fo

rm
a

tio
n

 from
 your observation)? 

4. 
U

sten 
to 

a
n

d
 

d
ra

w
 im

p
lica

tio
n

s 
from

 
conversations 

occurring 
in 

your 
presence 

to 

ascertain im
p

a
c
t on ch

ild
/fa

m
ily's life. 

Y
our observation a

n
d

 reading should assist as w
ell. 

REM
EM

BER 
• 

E
ach

 g
ro

u
p

 to c
o

m
p

ile
 a

n
d

 su
b

m
it a 10 m

ln
 P

ow
erP

olnt p
resen

tatio
n

 a
n

d
 w

rfften rep
o

rt. 

• 
D

u
e d

ate: 6
/6

/2
0

0
1

 b
efo

re 3
p

m
 to

 M
E

D
ev. 

• 
S

ubm
ission b

y
 e

m
a

ll-
d

etails of ad
d

ress to
 b

e
 g

iven
. 

• 
S

elected
 g

ro
u

p
s w

ill d
o

 a P
o

w
erP

o
in

t p
resen

tatio
n

 on 11/6/2001 
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a
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u
a

l 
M

B
C

hB
 1 

M
a

d
u

le
 ·1:.3 

G
row

th a
n

d
 D

evelopm
ent 

A
P

P
E

N
D

IX
 2. P

sych
o

lo
g

y: G
ro

u
p

 A
ssig

n
m

en
ts 

D
u

e
 D

a
te

s
 fo

r S
ubm

ission: A
s

s
ig

n
m

e
n

t 1: 2
4

 M
a

y
 2001. A

ssig
n

m
en

t 2: 2
8

 M
a

y
 2001. 

T
here w

ill b
e

 2 g
ro

u
p

 assignm
ents to

 subm
it. A

ssignm
ent I w

ill focus on The A
d

o
le

sce
n

ce
 

P
hase. A

S
S

ignm
ent 2 w

ill focus o
n

 The A
g

e
d

. E
ach assignm

ent m
ust b

e
 a m

inim
um

 o
f 10 

typ
e

d
 p

a
g

e
s. E

ach g
ro

u
p

 w
ill b

e
 g

ive
n

 a topiC
. The o

b
je

ctive
 is to

 re
p

o
rt o

n
 th

e
 co

m
m

o
n

 

p
a

tte
rn

s/th
e

m
e

s th
a

t e
m

e
rg

e
 fro

m
 yo

u
r d

a
ta

 a
n

d
 to

 focus th
e

 discussion o
f these them

es 

w
ithin th

e
 S

outh A
frican co

n
te

xt. S
ubm

it to
 M

s. N
. S

ingh 
o

r P
ro!. C

assirnjee. 

PLEASE 
N

O
TE: 

THESE 
2 A

S
S

IG
N

M
E

N
TS

 
M

U
ST BE 

EXPER
IEN

TIALLY 
BASED

. 
IT 

M
U

ST 
C

O
M

P
R

IS
E

 

P
E

R
S

O
N

A
L IN

TER
VIEW

S A
N

D
 G

R
O

U
P

 D
ISC

U
SSIO

N
S H

ELD
 W

ITH
 FAM

ILY. FR
IEN

D
S. C

O
M

M
U

N
ITY

 

M
EM

BER
S A

N
D

 Y
O

U
R

 PEER G
R

O
U

P
. 

N
O

 TH
EO

R
Y (A

C
A

D
E

M
IC

 U
TER

A
TU

R
E TO

 BE IN
C

LU
D

E
D

! 

In th
e

 w
e

e
k o

f th
e

 P
R

A
C

TIC
A

L AC
TIVITIES section [15-05-2001 

18-05-2001], e
a

ch
 g

ro
u

p
 o

f 20 

students w
ill b

e
 given a topiC

 to
 research. W

ithin e
a

ch
 group. a

n
 a

p
p

o
in

te
d

 le
a

d
e

r m
ust d

o
 

th
e

 p
re

se
n

ta
tio

n
 to

 th
e

 rest o
f th

e
 class during The A

d
o

le
sce

n
t H

ealth le
ctu

re
 a

n
d

 The A
ging 

P
rocess le

ctu
re

. E
ach g

ro
u

p
 le

a
d

e
r w

ill h
a

ve
 5-8 m

inutes in w
h

ich
 to

 d
o

 their presentation. 

G
ro

u
p

 leaders g
e

t your tra
n

sp
a

re
n

cie
s a

n
d

 pens fer yo
u

r p
re

p
a

ra
tio

n
 from

 M
E

D
ev . 

. . -.-
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Words or 
concepts 

Annexure C 

UNIVERSITY OF KWAZULU-NATAL 
the eight PBL steps 

2. IDENTIFY 
Main issues/ 

q I hypothesis 

1 ST TUTORIAL 

3. GENERATE 
(brainstorm) 

q. I Explanations for 
main issues 

6. REALISE 

4. IDENTIFY QUESTIONS IS.FORMULATE 
that need to be answered to learning goals 

q I produce explanations or q 
descriptions of process 
that underlie the main issues 

the requirements of the 
learning goals using 
individual or group 
study 

2ND TUTORIAL 

7. SHARE, pool, integrate 8. REFLECTION, evaluate 
your learning, your personal 
growth and the group process 

the knowledge acquired and q 
produce explanations of the 
main issues 
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IA
n

n
e

xu
re

 D
: F

acilitator G
uidelines 

A
n

n
ex

u
reD

 

D
ear F

acilitator 

P
lease note the follow

ing: 

1) 
P

lease introduce yourself to
 th

e g
ro

u
p

 an
d

 get to k
n

o
w

 th
e stu

d
en

ts nam
es. 

2) 
C

hoose a b
o

x
 p

erso
n

 to collect the tu
t box for every tutorial. T

he box is 
im

p
o

rtan
t as it contains stu

d
en

t notices and stationary. T
he box person w

ill be 
responsible for the m

ain
ten

an
ce o

f the box. T
he person chosen needs to collect 

the key from
 M

arion in
 th

e 2
n

d
 year office. T

he box person is responsible for the 
key. (L

o
st keys =

 R
60. 00) 

3) 
C

hoose a g
ro

u
p

 rep
 -

this p
erso

n
 n

eed
s to attend a g

ro
u

p
 rep

 m
eeting during the 

them
e. 

4) 
M

edical D
ictionary -

this item
 n

eed
s to be present at all tutorial sessions. 

C
hoose a person in

 th
e g

ro
u

p
 w

h
o

 w
ill be responsible for bringing the dictionary 

to th
e tutorial sessions. 

5) 
S

tu
d

en
t assessm

en
ts -

y
o

u
 w

ill need to assess each stu
d

en
t's progress during 

the them
e. P

lease go to th
e follO

w
ing w

ebsite in
 order to

 assess each stu
d

en
t: 

h
ttp

://w
w

w
.n

u
.a

c.za
/m

ed
ev I studentassess.asp 

6) 
F

acilitator E
valuations -

th
e stu

d
en

ts in
 your group w

ill evaluate y
o

u
 during the 

them
e. Q

uestionnaires w
ill b

e p
u

t into the boxes in
 W

eek 4 of this them
e. 

7) 
T

h
em

e E
valuations -

certain stu
d

en
ts w

ill be asked to evaluate the them
e. 

P
lease en

su
re th

at these stu
d

en
ts fill o

u
t the questionnaire an

d
 retu

rn
 it to 

M
ario

n
/J ennifer in

 th
e 2

n
d

 year office. 

8) 
T

he issue of co
m

b
in

in
g

 tu
to

rials h
as com

e u
p

 tim
e an

d
 tim

e ag
ain

 T
he second 

year does n
o

t endorse this activity. S
om

e students h
av

e h
ad

 their D
P

 
com

prom
ised because facilitators agreed to com

bine tutorials. T
his happened 

d
u

rin
g

 the m
id-year exam

s an
d

 stu
d

en
ts have clirlm

ed th
at tutorials w

ere 
com

bined an
d

 they w
ere n

o
t inform

ed. T
hey further claim

 th
at they show

ed u
p

 
at th

e v
en

u
e at the designated tim

e an
d

 nobody w
as there an

d
 therefore d

id
 not 

sign the register. 
P

lease d
o

 n
o

t b
o

w
 to

 p
ressu

re from
 the students to com

bine tutorials, as these 
are the sam

e stu
d

en
ts w

h
o

 im
p

art blam
e o

n
 you w

h
en

 th
ey

 are n
o

t granted their 
D

P. 
S

hould the n
eed

 arise to ch
an

g
e the tutorial tim

es please form
alize these requests 

th
ro

u
g

h
 the second year O

ffice. 



P
rO

 

9) 
S

hould there be a situ
atio

n
 w

h
ere you are u

n
ab

le to
 d

o
 y

o
u

r tut, please notify 
the second year office in

 advance so arrangem
ents can b

e m
ade. 

10) P
lease n

o
te all facilitators m

u
st sig

n
 th

e R
egister. A

 copy is attached for y
o

u
r 

paym
ents, if th

ere are n
o

 sig
n

atu
res y

o
u

 w
ill n

o
t b

e p
aid

 fo
r th

e date. T
h

e 
back-up facilitators w

ill h
av

e to
 b

e paid. 

11) P
lease d

o
 not leave registers in

 the T
U

T
 box. 

W
e hope that y

o
u

 enjoy facilitating this them
e an

d
 w

e encourage y
o

u
 to continue 

facilitating in the upcom
ing seco

n
d

 year them
es. 



A
nnexure E: S

kills P
rotocol fo

r th
e

 C
ollection o

f B
lood S

pecim
ens using a 

V
acutainer S

ystem
 

C
O

L
L

E
C

T
IO

N
 O

F
 B

L
O

O
D

 S
P

E
C

IM
E

N
 U

SIN
G

 V
 A

C
U

T
A

IN
E

R
 SY

ST
E

M
 

1. 
E

xplain the procedure and obtain consent from
 patient. 

2. 
P

repare the necessary equipm
ent: vacutainer, needle, sw

abs, tubes, tape, 
tourniquet, sharps container. 

3. 
W

ash hands and put on gloves. 
4. 

C
heck that the vacutainer needle package is intact. 

5. 
B

reak the seal and rem
ove clear plastic cover. 

6. 
Screw

 disposable syringe barrel onto the needle on a tray. 
7. 

S
elect venepuncture site. 

8. 
E

xtend the lim
b and support it on a pillow

. 
9. 

A
pply tourniquet to chosen lim

b to a pressure w
hich allow

s arterial but im
pedes 

venous return. 
10. C

leanse the venepuncture site w
ith alcohol sw

ab and allow
 air to dry. 

11. R
em

ove needle cover and hold syringe barrel w
ith needle bevel upperm

ost. 
12. A

pply gentle traction w
ith finger tips a few

 cm
's below

 the insertion site. 
13. 

Insert the needle into the vein at 15-30 degree angle and advance slow
ly into the 

vein. 
14. P

ush appropriate specim
en bottle into vacutainer barrel. Ifvenepuncture has been 

successful, the bottle w
ill fill autom

atically to its required volum
e. 

15. R
em

ove full bottle to release vacuum
, then rem

ove tourniquet. 
16. W

ithdraw
 needle from

 vein and place a cotton w
ool ball over the site and apply 

pressure only after needle has been rem
oved. 

17. Instruct patient not to bend the affected arm
 if the antecubital fossa has been used. 

18. Instruct patient to apply sustained pressure on the site until leakage stops. 
19. Inspect puncture site before applying dressing. 

T
U

B
E

S: FB
C

 -
P

urple top 
U

 &
E

 -
R

ed top!P
lain tube 

L
F

T
-

R
ed top 

B
lood culture -

A
erobic! A

naerobic 
B

lood glucose -
G

rey top 
C

lotting profile -
B

lue top 



\ 

I A
nnexure F: H

P
C

S
A

 L
o

g
b

o
o

k fo
r Internship T

raining (2005) 

M
ED

IC
A

L A
N

D
 D

EN
TA

L PR
O

FESSIO
N

S B
O

A
R

D
 

H
EA

LTH
 PR

O
FESSIO

N
S C

O
U

N
C

IL O
F SO

U
TH

 A
FR

IC
A

 

) 

LO
G

B
O

O
K

 FO
R

 IN
TER

N
SH

IP TR
A

IN
IN

G
 

2005 
) 



i 
IN

TR
O

D
U

C
TIO

N
 B

Y
 JU

D
A

S
A

 

W
H

Y
, you m

ay ask, now
 th

a
t you are no longer a student, but a Q

U
ALIFIED

 D
O

C
TO

R
, should you 

need to fill o
u

t a
n

o
th

e
r logbook?! 

T
his, 

precisely, is one o
f th

e
 questions w

e w
anted answ

ered w
hen th

e
 H

PC
SA proposed the 

com
pilation o

f the logbook. 
In our discussions w

ith
 them

, how
ever, w

e realized th
a

t his logbook 
could be a p

o
w

e
rfu

l to
o

l fo
r in

te
rn

s, enabling you to
 get the m

ost o
u

t o
f your internship. 

W
e 

therefore fu
lly support th

e
 aim

s o
f th

e
 logbook as outlined below

, and hope th
a

t you w
ill spend 

the five m
inutes required to

 read these paragraphs: 

T
his logbook is p

rim
a

rily aim
ed a

t assisting interns to
 see w

h
a

t the H
PC

SA believes are the 
procedures and disciplines you should be exposed to

 during your internship. 
It is therefore 

firstly m
eant as a to

o
l fo

r in
te

rn
s to

 e
va

lu
a

te
 th

e
 adequacy o

f yo
u

r o
w

n
 in

te
rn

sh
ip

 tra
in

in
g

. 
W

e hope th
a

t it shall m
o

tiva
te

 you to
 'push' your seniors fo

r exposure and training in
 those areas 

w
hich, w

hen looking a
t the logbook, m

ay seem
 to

 be deficient in your internship. 

It is therefore im
p

e
ra

tive
 th

a
t you check th

e
 logbook by the end o

f th
e

 firs
t m

o
n

th
 o

f each 
b

lo
ck and sign the procedures you have already com

pleted w
ith

 one o
f you seniors o

r the H
ead 

o
f D

epartm
ent. 

A
t this tim

e
 you w

ill obviously also becom
e aw

are o
f the areas in w

hich you are 
deficient and w

ill then be able to plan and push to
 do these in the rem

aining tim
e you w

ill spend 
in

 th
a

t block. 
T

he responsibility o
f the logbook and the skills! com

petencies required by the 
interns a

t an accredited fa
cility is u

ltim
a

te
ly th

a
t o

f the Intern C
urator. 

Y
ou w

ill therefore be 
able to appeal to

 h
im

!h
e

r if you do n
o

t receive assistance in
 achieving the procedures th

a
t are 

outstanding, fro
m

 your seniors in
 th

e
 block. 

S
econdly. th

e
 logbook is aim

ed a
t evaluating the hospital you are w

orking a
t and seeing w

hether 
it provides an "id

e
a

l exposure". 
It is possible that a

t your hospital you w
ill n

o
t be able to

 
perform

 som
e o

f th
e

 procedures, o
r w

ill n
o

t be exposed to som
e o

f the areas m
entioned in this 

logbook, sim
ply by the nature o

f th
e

 health fa
cility and th

ro
u

g
h

 n
o

 fa
u

lt o
f yo

u
r o

w
n

. 
T

his is 
understood and accepted by th

e
 H

PC
SA and they have alw

ays intended the logbook to be able to 
help, and not to

 be a burden to
 interns. 

H
ow

ever, th
e

 th
ird

 aim
 o

f th
e

 logbook is th
a

t it w
ill serve, in som

e cases, to evaluate interns 
(espeC

ially those w
ho have received poor reports fro

m
 th

e
ir supervisors) and show

 the H
PC

SA 
w

hich interns are avoiding exposure. 
E

ventually it is expected th
a

t the logbook w
ill be used to 

evaluate a
ll interns, instead o

f using an exam
 a

fte
r internship as som

e people are proposing. 
C

urrently, how
ever, the m

ain em
phasis is in assisting you as an in

te
rn

 to get the best in
te

rn
sh

ip
 

possible and e
va

lu
a

tin
g

 yo
u

r tra
in

in
g

 fa
cilitie

s. 
W

e therefore urge you to fill out the logbooks 
as thoroughly and honestly as possible. 

In conclusion, w
e hope th

a
t he logbook w

ill assist you in
 becom

ing th
e

 best d
o

cto
r you possibly 

can be and tru
st th

a
t it w

ill help to keep the skills and com
petencies o

f S
outh A

frican m
edical 

doctors high, o
r even im

prove them
! 

Y
ours in the hope o

f b
e

tte
r doctors and health fo

r a
ll S

outh A
fricans, 

K
a

rlle
 R

oux 
F

orm
er C

hairperson o
f the Junior D

octors' A
ssociation o

f S
outh A

frica (JU
D

ASA) 

Ps. Form
 1D

-A is e
xtre

m
e

ly im
p

o
rta

n
t fo

r your registration next year as a C
om

m
unity S

ervice 
M

edical O
ffice

r. 
P

lease ensure it is fille
d

 o
u

t and send to the H
PC

SA by the last m
onth o

f your 
internship! 



1 
LO

G
B

O
O

K
 FO

R
 IN

TER
N

SH
IP TR

A
IN

IN
G

 

IN
TR

O
D

U
C

TIO
N

 

T
he purpose o

f th
e

 exercise is to
 evaluate th

e
 in

te
rn

's actual experience in
 a specific dom

ain 
and to

 m
atch it to

 th
e

 M
edical and D

ental P
rofessions B

oard's concept o
f th

e
 ideal exposure. 

It w
ould be expected o

f th
e

 In
te

rn
 C

urator o
f an accredited fa

cility to
 accept responsibility fo

r 
th

e
 logbook and th

e
 various skills/com

petencies required o
f interns throughout th

e
 year. 

T
he 

proposed 
logbook should 

be 
applied 

in 
conjunction 

w
ith

 
th

e
 

H
andbook 

fo
r 

Internship 
T

raining. 

T
h

e logbook should b
e discussed w

ith
 th

e
 in

tern
, co

m
p

leted
 by h

im
/h

er 
an

d
 verified

 by train
ers b

efo
re th

e end o
f a sp

ecific ro
tatio

n
. 

It is stressed th
a

t th
e

 outcom
e o

f th
e

 exercise should be seen e
ith

e
r as a possible revam

ping o
f 

existing 
program

m
es 

a
t specific 

in
stitu

tio
n

s 
o

r th
e

 
re·appraisal 

o
f 

th
e

 
M

edical 
and 

D
ental 

P
rofessions B

oard's idea o
f th

e
 id

e
a

l experience required. 

A
ppreciation is expressed tow

ards O
r F

 P
otgieter w

ho assisted th
e

 S
ubcom

m
ittee fo

r Internship 
T

raining in th
e

 d
ra

ftin
g

 o
f this docum

ent. 

PLEASE N
O

TE TH
A

T TH
IS

 LO
G

B
O

O
K

 W
ILL A

PPLY TO
 B

O
TH

 TH
E O

N
E YEA

R
 

(12 
M

O
N

TH
) 

A
N

D
 

TW
O

 
YEA

R
 

(24 
M

O
N

TH
) 

IN
TER

N
SH

IP 
TR

A
IN

IN
G

 
PR

O
G

R
A

M
M

ES). 
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T
R

A
IN

IN
G

 IN
FO

R
M

A
TIO

N
 

FO
R

 

T
R

A
IN

IN
G

 F
A

C
ILIT

Y
: 

H
O

S
P

ITA
L 

(P
lease in

d
ica

te
) 

D
O

M
A

IN
S

 O
F

 IN
TE

R
N

S
H

IP
 TR

A
IN

IN
G

 C
O

M
P

LE
TE

D
: 

G
e

n
e

ra
l M

e
d

icin
e

 
G

e
n

e
ra

l S
u

rg
e

ry/S
u

rg
ica

l T
ra

u
m

a
 

O
b

ste
trics a

n
d

 G
yn

a
e

co
lo

g
y 

P
a

e
d

ia
trics 

F
a

m
ily M

e
d

icin
e

/P
rim

a
ry C

a
re

 
M

e
n

ta
l H

e
a

lth
 

O
rth

o
p

a
e

d
icslT

ra
u

m
a

 
A

n
a

e
sth

e
sio

lo
g

y 

P
lease 

tic
k
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3 
A

N
A

ESTH
ESIO

LO
G

Y 

(T
o

 be co
m

p
leted

 b
y in

te
rn

s
 co

m
p

letin
g

 a o
n

e year in
tern

sh
ip

 train
in

g
 

p
ro

g
ram

m
e) 

T
his section of the logbook is to be read in consultation w

ith P
art 11 

of the G
uidelines for 

Internship T
raining. 

A
. 

D
o you feel th

at you have been exposed to: 

YES 
N

O
 

1. 
Placem

ent of central and peripheral lines 
2. 

A
irw

ays control by m
ask 

3. 
A

irw
ay control by endotracheal intubation: 

a. 
oral and nasal 

b. 
rapid sequence induction and cricoid pressure 

c. 
intubation and m

anual axial stabilisation 
4. 

R
eI!ional anaesthesia 

a. 
spinal! epidural 

b. 
others 

5. 
V

entilation of oatients: 
a. m

anually 
b. 

anaesthetic ventilators 
c. 

prinC
iples of ICU ventilation and w

eaning 
6. 

A
naesthetic m

achine checks 

B
. 

C
O

M
PETEN

C
IES (A

cquired) 

YES 
N

O
 

1. 
P

re·operative patient assessm
ent 

2. 
Post· operative assessm

ent and recovery care 
3. 

C
ardio·pulm

onary resuscitation 
4. 

K
now

ledge of anaesthetic breathing system
s and individual 

requirem
ents 

5. 
Pharm

acology of drugs: 
a. regional anaesthetic drugs 
b. 

inhalation al!ents 
c. 

induction agents 
d. 

m
uscle relaxants and reversal 

e. 
analgesics and narcotics 

f. 
vasopressors, inotropes, anti·arhythm

ic drugs 
6. 

P
eri·ooerative fluid m

anallem
ent 



4 
C

. 
H

ave you had any fo
rm

 o
f continuing professional education, other than (teaching) w

ard 
rounds? 

D. 
D

oes 
this 

d
e

p
a

rtm
e

n
t 

have 
and 

m
ake 

use 
o

f 
protocols 

a
n

d
/o

r guidelines 
fo

r 
the 

m
anagem

ent o
f the com

m
on m

edical conditions? 

T
his logbook should be used in

 conjunction w
ith

 the H
andbook fo

r Internship T
raining. 

NAM
E 

HEAD O
F D

EPA
R

TM
EN

T 

SIG
N

A
TU

R
E: 

DATE: 



5 
A

N
A

ESTH
 ESIO

LO
G

Y 

(T
o

 b
e co

m
p

leted
 b

y in
te

rn
s

 co
m

p
letin

g
 a tw

o y
e

a
r in

tern
sh

ip
 train

in
g

 
p

ro
g

ram
m

e) 

T
his section of the logbook is 

to be read in consultation w
ith P

art 11 of the G
uidelines for 

Internship T
raining. 

A
. 

D
o you feel th

at you have been exposed to: 

YES 
NO 

1. 
Placem

ent of central and peripheral lines 
2. 

A
irw

ays control by face m
ask and l.M

A 
3. 

A
irw

av control bv endotracheal intubation: 
a. 

oral and nasal 
b. 

rapid sequence induction and cricoid pressure 
4. 

R
egional anaesthesia 

a. 
spinal/epidural 

b. 
others 

5. 
V

entilation of patients: 
a. m

anually 
b. 

anaesthetic ventilators 
c. 

principles of ventilation and w
eaning 

6. 
A

naesthetic m
achine checks 

7. 
P

aediatric anaesthesia 
8. 

O
bstetric anaesthesia 

B
. 

C
O

M
PETEN

C
IES (A

cquired) 

YES 
NO 

1. 
P

re·operative patient assessm
ent 

2. 
P

ost-operative assessm
ent and recovery care 

3. 
R

esuscitation 
4. 

K
now

ledge of anaesthetic breathing system
s and individual 

reQ
uirem

ents 
5. 

Pharm
acology of drugs: 

a. rel!ional anaesthetic drugs 
b. 

inhalation agents 
c. 

induction agents 
d. 

m
uscle relaxants and reversal 

e. 
analgesics and narcotics 

g. 
vasopressors, inotropes, anti-arhythm

ic drugs 
6. 

P
eri-ooerative fluid m

anal!em
ent 

C
. 

D
oes 

the D
epartm

ent have regular m
orbidity and 

m
ortality 

m
eetings, 

or any other 
academ

ic m
eetings? 



) 

6 
D. 

D
oes 

this 
d

e
p

a
rtm

e
n

t 
have 

and 
m

ake 
use 

o
f 

protocols 
a

n
d

/o
r guidelines 

fo
r 

the 
m

anagem
ent o

f the com
m

on m
edical conditions and surgical procedures? 

This logbook should be used in conjunction w
ith

 the H
andbook fo

r Internship T
raining. 

NAM
E 

H
EA

D
 O

F DEPARTM
ENT 

SIG
N

ATU
R

E: 
D

ATE: 



) ) 

7 
FA

M
ILY

 M
ED

IC
IN

E/PR
IM

A
R

Y CARE 

T
his section of the logbook is 

to be read in consultation w
ith 

P
art 11 of the G

uidelines for 
Internship T

raining. 

A
. 

D
id 

you 
receive adequate experience and 

exposure 
during 

your 
rotation at Fam

ily 
M

edicine/Prim
ary C

are, in the aspects listed below
? 

If not, please list any im
portant 

deficiencies (in your opinion) 

B
. 

M
ED

ICA
L C

O
N

D
ITIO

N
S EX

PO
SED

 TO
: 

YES 
N

O
 

1. 
C

om
m

on 
non· em

ergency 
health 

problem
s/diseases 

in 
orim

arv care le.Q
. TB 

HIV 
chronic backache etc.) 

2 
C

om
m

on 
m

edical 
and 

surgical 
em

ergencies 
(e.g. 

lim
b 

fractures, acu
te dyspnoea, acute chest pain, etc.) 

3. 
D

iagnostic 
procedures 

perform
ed 

by yourself (e.g. 
urine 

dipstix, m
icroscopy of urine/vaginal sm

ears, nebulization, 
ECG

, nebulization, etc.) 
4. 

O
ffice therapeutic procedures perform

ed 
by yourself (e.g. 

excision/biopsy 
skin 

leSions, 
joint 

aspirationlinjections, 
thoracic drainage, suturing etc.) 

5. 
C

onsultation 
and 

m
anagem

ent 
of 

difficult 
situations 

in 
prim

ary 
care 

practice, 
such 

as: 
breaking 

bad 
new

s, 
counselling of HIV patients, aggressive or violent patients, 
use 

of 
EO 

sedation, 
suicide, 

parasuicide, 
anxiety, 

deoression 
substance abuse 

osvchosis 
etc. 

6. 
W

orking 
w

ith 
other 

healthcare 
providers 

in 
a 

team
 

situation? 
(e.g. 

specialists 
clinical 

nurse 
I ohysiotherapists, social w

orkers, etc.) 
practitioners, 

7. 
D

id 
you 

receive 
adequate and 

specific 
training 

and/or 
consultation w

ith senior colleagues on: 
a. 

R
ationalD

rescribing of m
edicines. 

b. 
R

ational use of soecial investil!ations. 
c. 

A
ppropriate referral of patients to 

secondary/tertiary 
levels o

f care. 
d. 

C
om

m
on ethical dilem

m
as in prim

ary care practice. 
e. 

C
linical 

m
edico·legal cases 

ego 
A

ssault, 
child 

abuse, 
rape, drunken drivina, dom

estic violence. 
f. L

egalities pertaining to com
pletion of death certificates, 

sick . leave notes, other official docum
entation. 

I 11. 
B

lood transfusion. 
h. 

N
eedlestick iniurv. 

i. 
M

edical w
aste disposal 

j. 
B

asic 
radiological 

interpretation relevant 
to 

district 
level services. 
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8 
k. 

In
te

rp
re

ta
tio

n
 o

f laboratory investigations relevant to
 

d
istrict le

ve
l services. 

l. 
A

p
p

ro
p

ria
te

 
use 

o
f 

IV
 fluids 

and 
oral 

rehydration 
in 

adults and children, ego R
ingers, darrow

s, etc. 
8. 

In
itia

l m
anagem

ent o
f eye injuries and rem

oval o
f foreign 

bodies. 
9. 

In
itia

l m
anal!em

ent o
f nose bleeds. 

10. 
In

itia
l m

anagem
ent o

f poisons and overdoses. 
11. 

O
pportunities 

to
 

do 
disease 

prevention 
and 

heab:h 
prom

otion. 
12. 

C
om

m
on EN

T conditions ego E
pistaxis, 

rem
oval o

f foreign 
objects, a

u
ra

l to
ile

t, e
tc. 

13. 
C

om
m

on 
derm

atological 
problem

s, 
ego 

P
soriasis, 

acne 
vulgaris 

eczem
a 

e
tc. 

14. 
C

om
m

on 
ophthalm

ological 
conditions, 

ego 
C

onjunctivits, 
red _eye, foreign bodies, etc. 

C
. 

S
kills: 

Indicate w
hich additional procedures w

ere you ex posed to o
r expected to perform

: 

M
edical 

_
_

_
_

_
_

_
_

_
_

_
_

_
_

_
_

_
_

_
_

_
_

_
_

_
 _ 

S
u
~
e
r
y
 
_

_
_

_
_

_
_

_
_

_
_

_
_

_
_

_
_

_
_

_
_

_
_

_
_

 _ 

P
ediatric _

_
_

_
_

_
_

_
_

_
_

_
_

_
_

_
_

_
_

_
_

_
_

_
_

_
 _ 

A
ccident and em

ergency _
_

_
_

_
_

_
_

_
_

_
_

_
_

_
_

_
_

_
_

_
 _ 

O
rthopedic _

_
_

_
_

_
_

_
_

_
_

_
_

_
_

_
_

_
_

_
_

_
_

 _ 

R
egional and local anaesthetic ego B

ier block, ring block e
tc. _

_
_

_
_

_
_

_
 _ 

D
. 

H
ave you had any fo

rm
 o

f continuing professional education, o
th

e
r than (teaching) w

ard 
rounds? 

E. 
D

oes 
this 

d
e

p
a

rtm
e

n
t 

have 
and 

m
ake 

use 
o

f protocols 
and 

fo
r 

guidelines fo
r 

the 
m

anagem
ent o

f th
e

 com
m

on m
edical conditions? 



9 
F. 

W
hich adm

inistrative and organizational m
anagem

ent skills did you learn during your 
rotation? 

This logbook should be used in
 conjunction w

ith the H
andbook fo

r Internship T
raining. 

N
A

M
E: 

HEAD O
F D

EPA
R

TM
EN

T 

SIG
N

A
TU

R
E: _

_
_

_
_

_
_

_
 _ 
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G
EN

ER
A

L M
EDICINE 

T
his section o

f th
e

 logbook is 
to

 be 
read in

 consultation w
ith

 P
art 

11 
o

f th
e

 G
uidelines fo

r 
Internship T

raining. 

A
. 

D
o you fe

e
l th

a
t ~

u
 have been exposed to

 the com
m

on m
edical conditions? 

If n
o

t, 
please list below

 those conditions th
a

t you fe
e

l you should have been exposed to: 

B
 

M
E

D
IC

A
L E

M
E

R
G

E
N

C
IE

S
 TR

E
A

TE
D

 
YES 

N
O

 

1. 
S

evere ch
e

stp
a

in
/u

n
sta

b
le

 angina 
2. 

S
evere acute dyspnoea/ a

cu
te

 asthm
a 

3. 
S

yncope 
4. 

cardiovascular a
n

rryth
m

ia
s, colapse, shock, CPR 

5. 
C

om
a 

6. 
C

onvulsions 
7. 

A
cute confusional sta

te
 

8. 
S

evere abdom
inal pain 

9. 
M

ajor bleeding and anaem
ia/bleeding tendencies 

10. 
T

oxic 
and 

m
e

ta
b

o
lic 

em
ergencies 

e.g. 
d

ia
b

e
tic 

keto·acidosis, 
hypoglycem

ia, h
e

p
a

tic eacephalopathy 

C
 

E
S

S
E

N
TIA

L S
K

ILLS
 

YES 
N

O
 

1. 
Lum

bar puncture 
2. 

B
one m

arrow
 aspiration 

3. 
P

leural paracentesis and biopsy 
4. 

Joi n
t aspi ra

tio
n

 
5. 

P
eritoneal paracentesis 

6. 
Liver b

io
p

sy· p
re

p
a

ra
tio

n
 and a

fte
rca

re
 

7. 
Lym

ph gland biopsy and asperation 
8. 

S
kin and m

uscle biopsy 
9. 

P
roctoscopy and re

cta
l biopsy 

10. 
C

atheterisation and urinalysis 
11. 

ECG
 and in

te
rp

re
ta

tio
n

 
12. 

X
 rays: in

te
rp

re
ta

tio
n

 o
f com

m
on conditions 

13. 
T

 echniaue o
f sputum

 co
lle

ctio
n

 
14. 

V
enepuncture, cannulations, V

enesection 
15. 

P
lacem

ent o
f th

o
ra

cic drainage tubes 
16. 

N
asogastric in

tu
b

a
tio

n
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D

. 
H

ave you had any form
 o

f continuing professional education, other than (teaching) w
ard 

rounds? 

E. 
D

oes 
this 

d
e

p
a

rtm
e

n
t 

have 
and 

m
ake 

use 
o

f 
protocols 

a
n

d
/o

r 
guidelines 

fo
r 

the 
m

anagem
ent o

f the com
m

on m
edical/surgical conditions? 

This logbook should be used in
 conjunction w

ith
 the H

andbook fo
r Internship T

raining. 

NAM
E 

HEAD O
F D

EPA
R

TM
EN

T 

SIG
N

A
TU

R
E: 

D
A

TE
: 
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G

EN
ER

A
L SU

R
G

ER
Y

 ISU
R

G
IC

A
L TR

A
U

M
A

 

This section o
f the Logbook is to

 be 
read in consuLtation w

ith P
art 11 o

f the G
uidelines for 

Internship T
raining. 

A
. 

D
o you feeL th

a
t you 

have been exposed to
 the com

m
on surgicaL conditions? 

If not, 
pLease List beLow

 those com
m

on conditions th
a

t you feeL you shouLd have been exposed 
to: 

B
 

A
D

U
LT SU

R
G

IC
AL EM

ER
G

EN
C

IES (EN
C

O
U

N
TER

ED
 AN

D
 TR

EATED
) 

YES 
N

O
 

1. 
U

pper and Low
er G

IT bleeding 
2. 

A
cute surl!ical abdom

en 
3. 

T
raum

atised patient including preparation fo
r theatre 

4. 
P

eripheraL vascuLar em
ergencies 

C
 

A
D

U
LT ELEC

TIVE G
E

N
E

R
A

L SU
R

G
IC

AL C
O

N
D

ITIO
N

S 
EN

C
O

U
N

TER
ED

 
A

N
D

 M
A

N
A

G
E

D
 

YES 
N

O
 

1. 
SaLivary tum

ours 
2. 

O
esophagus: 

R
eflux oesophagitis 

C
arcinom

a 
3. 

S
tom

ach and duodenum
: 

P
eptic uLcer and com

plications 
C

arci nom
a o

f stom
ach 

4. 
H

epato-biLiary: 
GaLL stones and choLecystitis 
O

bstructive jaundice 
B

enign tum
ours of the liver 

M
aLignant tum

ours of the liver 
5. 

P
ancreas: 

P
ancreatitis 

C
arcinom

a o
f the pancreas 

6. 
Sm

aLL and Large bow
eL: 

Inflam
m

atory bow
eL diseases: 

U
lcerative colitis 

C
rohn's disease 

D
iverticuLar disease 

C
oLorectaL carcinom

a 
C

om
m

on anal conditions 
7. 

B
reast: 

B
enign breast conditions 

C
arcinom

a o
f the breast 

8. 
T

hyroid: 
T

hyrotoxicosis 
Tum

ours o
f the thyroid 

9. 
H

yperparathyroidism
 

10. 
S

oft tissue tum
ours: 

B
enign 

M
alil!nant 

D
 

ESSEN
TIAL SKILLS 

1. 
D

ial!nostic: 
a. 

R
ectaL exam

ination, proctoscopy, biopsy 
b. 

U
pper and Low

er G
I endoscopy observed 

c. 
E

xcision o
f m

inor skin and subcutaneous Lesions 
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d. 

C
onceot o

f on!an o
ro

te
ctio

n
 and prevention o

f secondarY
 in

i urv 
e. 

Fine needle a
sp

ira
tio

n
 -

cytology and needle care biopsy o
f soft 

tissue lesions 
f. 

D
iagnostic skills fo

r th
e

 traum
atised abdom

en including ultrasound 
a

n
d

/o
r diagnostic p

e
rito

n
e

a
l lavage 

11. 
P

rim
ary and secondary assessm

ent o
f traum

a p
a

tie
n

t 

2. 
T

herapeutic: 
a. 

V
enepuncture and cannulation fo

r IV
 infusions 

b. 
E

ndotracheal in
tu

b
a

tio
n

 
c. 

Insertion o
f C

 V
 lines 

d. 
Insertion o

f in
te

rco
sta

l drains 
e. 

B
ladder ca

th
e

te
risa

tio
n

 
f. 

Insertion o
f nasogastic tube 

g. 
P

erform
ed C

PR
 

h. 
M

inor sun/ical orocedures. 
N

am
e three. 

i. 
M

ajor surgical procedures assisted. 
N

am
e three. 

j. 
W

ound care and suturing 

k. 
E

xposure to
 d

e
b

rid
e

m
e

n
t 

l. 
S

uture o
f w

ounds 

E. 
H

ave you had any fo
rm

 o
f continuing professional education p

o
in

t than (teaching) w
ard 

rounds? 

F. 
D

oes 
this 

d
e

p
a

rtm
e

n
t 

have 
and 

m
ake 

use 
o

f protocols 
a

n
d

/o
r 

guidelines 
fo

r 
the 

m
anagem

ent o
f th

e
 com

m
on surgical conditions? 

T
his logbook should be used in co

n
ju

n
ctio

n
 w

ith
 th

e
 H

andbook fo
r Internship T

raining. 

NAM
E 

H
E

A
D

 O
F D

E
P

A
R

TM
E

N
T 

S
IG

N
A

TU
R

E
: 

D
A

TE
: 
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M

E
N

TA
L H

E
A

LTH
 

(T
o

 b
e co

m
p

leted
 b

y in
tern

s co
m

p
letin

g
 a tw

o
 year in

tern
sh

ip
 train

in
g

 
p

ro
g

ram
m

e as p
a

rt o
f th

e
 F

am
ily M

ed
icin

e/P
rim

ary C
are ro

tatio
n

) 

This section o
f the logbook is to

 be read in
 consultation w

ith
 P

art 11 o
f the G

uidelines for 
Internship T

raining. 

A
. 

C
linical cases seen and m

anaged 

1 • 
N

ew
 cases seen and clerked 

N
um

ber 
P

rim
ary D

iagnosis 

2. 
C

ases presented to
 supervising psychiatrist or m

edical o
ffice

r 

N
um

ber 
P

rim
ary D

iagnosis 

3. 
F

ollow
·up cases seen fo

r review
 a

t O
PD 

N
um

ber 
P

ri m
ary D

iagnosis 

4. 
G

roups co-facilitated o
r conjoint interview

s undertaken 
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5. 

A
ssessm

ents in
 te

rm
s o

f th
e

 M
ental H

ealth C
are A

ct 

N
um

ber 
A

ssisted 
Involuntary 

B. 
P

sychiatric disorders exposed to
: 

S
chizophrenia and psychotic disorders 

D
epression 

A
n

xie
ty D

isorders 
S

uicidal R
isk B

ehaviour 
A

lcoholism
/substance abuse 

P
ersonality D

isorder 
O

thers 

C
. 

T
eaching sessions a

tte
n

d
e

d
: 

D
. 

P
sychiatric e

th
ica

l issues addressed/discussed: 

C
o

n
fid

e
n

tia
lity 

Inform
ed 

consent 
in

 
psychiatric 

p
a

tie
n

ts 
C

om
petence 

O
thers 

This logbook should be used in
 conjunction w

ith
 th

e
 H

andbook fo
r Internship T

raining. 

NAM
E 

H
E

A
D

 O
F D

E
P

A
R

TM
E

N
T 

S
IG

N
A

TU
R

E
: 

D
A

TE
: 
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O

B
STETR

IC
S A

N
D

 G
YN

A
EC

O
LO

G
Y 

T
his section o

f th
e

 logbook is 
to

 be read 
in consultation w

ith
 P

art 
11 

o
f th

e
 G

uidelines fo
r 

Internship T
raining. 

A
. 

D
o you fe

e
l th

a
t you have been exposed to

 th
e

 com
m

on o
b

ste
tric conditions? 

If n
o

t, 
please list below

 those conditions th
a

t you fe
e

l you should have been exposed to
; 

PRO
CEDURES PER

FO
R

M
ED

: 

B
 

O
BSTETRICS 

YES 
N

O
 

1 
A

rtificia
l ru

p
tu

re
 o

f th
e

 m
em

branes 
2 

C
aesarean section -

low
er segm

ent only 
3 

E
pisiotom

y 
4 

E
xternal cephalic version 

5 
M

anual rem
oval o

f th
e

 placenta -
in

 th
e

a
tre

 
6 

N
orm

al ve
rte

x d
e

live
ry 

7 
P

ostpartum
 ste

rilisa
tio

n
 

8 
T

w
in delivery -

vaginally 
9 

V
acuum

 e
xtra

ctio
n

 
10 

F
orceps delivery (pelvic o

u
tle

t only) 
11 

E
m

ergency m
anagem

ent o
f: 

a. 
E

aclam
psia 

b. 
F

etal distress 
c. 

Im
pacted shoulders 

d
. 

Inversion o
f th

e
 uterus 

e. 
P

ostpartum
 haem

orrhage 
f. 

P
rolapse o

f th
e

 u
m

b
ilica

l cord 
12. 

R
esuscitation 

o
f 

th
e

 
new

born 
by: 

clearing 
o

f 
th

e
 

airw
ays, 

endotracheal in
tu

b
a

tio
n

 and insertion o
f an u

m
b

ilica
l ca

th
e

te
r. 

13. 
S

peculum
 exam

ination in a case of: 
a. 

A
ntepartum

 haem
orrhage 

b. 
P

relabour p
re

te
rm

ru
p

tu
re

 o
f the m

em
branes 

C
. 

G
Y

N
A

E
C

O
LO

G
Y

 
1. 

B
a

rth
o

lin
's cyst o

r abscess -
incision/drainage o

f m
arsupialisation 

2. 
B

iopsy o
f a lesion o

f th
e

 vulva, vagina, cervix 
3. 

C
autery o

f condylom
ata acum

inata 
4. 

C
olpopuncture 

5. 
C

olpotom
y 

6. 
D

 and C
 

D
ial!nostic 

7. 
E

valuation o
f th

e
 uterus -

incom
plete m

iscarriage 
8. 

I nsertion o
f an in

tra
 -u

te
rin

e
 contraceptive device 

9. 
Laparotom

y fo
r e

cto
p

ic pregnancy 
10. 

M
anual vacuum

 aspiration o
f th

e
 uterus 

11. 
S

taging o
f C

a ce
rvix -

clinically 
12. 

V
ulval haem

atom
a -

drainage 
13. 

W
et sm

ear m
icroscopy -

urine, vaginal discharge 
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14. 

M
edical m

ana!!em
ent o

f: 
a. 

D
ysfunctional u

te
rin

e
 bleeding 

b. 
M

enopausal sym
ptom

s 
c. 

P
elvic in

fla
m

m
a

to
ry disease -

G
rade 2 and G

rade 3 

PR
O

C
ED

U
R

ES W
ITN

E
S

S
E

D
: 

D
 

O
BSTETR

IC
S 

1. 
Forceps d

e
live

ry 
2. 

U
ltrasonography 

3. 
M

c D
onald su

tu
re

 placem
ent 

4. 
T

hird degree te
a

r -
re

p
a

ir operation 
5 

B
reech d

e
live

ry 

E
 

G
Y

N
A

E
C

O
LO

G
Y

 
1. 

C
olposcopy 

2. 
C

one biopsy 
3. 

C
ryotherapy 

4. 
H

ysterectom
y -

A
bdom

inal and vaginal 
5. 

Laparoscopy and laparoscopic ste
rilisa

tio
n

 
6. 

O
estrogen im

p
la

n
t 

7. 
C

olposuspension 

F. 
H

ave you had any fo
rm

 o
f continuing professional education o

th
e

r than (teaching) w
ard 

rounds? 

G
. 

D
oes 

this 
d

e
p

a
rtm

e
n

t 
have 

and 
m

ake 
use 

o
f 

protocols 
and / o

r 
guidelines 

fo
r 

the 
m

anagem
ent o

f th
e

 com
m

on o
b

ste
tric and gynaecological conditions? 

H
. 

W
ere th

e
 guidelines p

e
rta

in
in

g
 to

 saving-m
others and saving-babies reports discussed 

w
ith

 you? 

T
his logbook should be used in

 conjunction w
ith

 th
e

 H
andbook fo

r Internship T
raining. 

N
A

M
E

: 
H

E
A

D
 O

F D
E

P
A

R
TM

E
N

T 

S
IG

N
A

TU
R

E
: 

D
A

TE
: 
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O

R
TH

O
P

A
E

D
IC

S
/O

R
TH

O
P

A
E

D
IC

 TR
A

U
M

A
 

T
his section of the logbook is to 

be read in consultation w
ith P

art 11 
of the G

uidelines for 
Internship T

raining. 

A
. 

D
o you feel th

at you have been exposed to th
e com

m
on orthopaedic conditions? 

If not, 
please list below

 those com
m

on conditions th
at you feel you should have been exposed 

to: 

B
 

A
C

IJTE O
R

TH
O

PA
ED

IC
 C

O
N

D
ITIO

N
S EN

C
O

U
N

TER
ED

 A
N

D
 TR

EA
TED

 
YES 

N
O

 
1 • 

P
rim

arv m
ana2em

ent and reduction of dislocated m
ajor joints 

2. 
Joints iniuries e.!!. intra· articular fracture and li!!am

ent injuries 
3. 

C
losed treatm

en
t o

f com
m

on m
etaphysial fractures 

4. 
N

erve and tendon injuries 
5. 

D
iagnosis and m

anagem
ent of acute spinal and pelvic injuries 

6. 
M

anal!em
ent of O

D
en fractures 

7. 
M

anaR
em

ent of finR
er and hand injuries 

8. 
R

adiolO
Q

V
 of com

m
on conditions 

C
 

"C
O

LD
" O

R
TH

O
PA

ED
IC

 C
O

N
D

ITIO
N

S EXPO
SED TO

: 
1. 

N
on-traum

atic back pain 
2. 

A
rthritis of ioints 

3. 
System

ic disease m
anifestina in m

uscular skeletal siR
ns and sym

ptom
s 

4. 
T

he physiotherapY
 and rehabilitation of m

usculo-skeletal injury 

D
 

SKILLS 
1. 

A
pplication of P

.O
.P

 to m
ajor joints and lim

bs 
2. 

A
pplication of skin traction to low

er lim
b 

3. 
G

allow
s traction 

4. 
Skin traction to upper lim

b 
5. 

Insertion "S
teinm

an" or D
enham

 pins in proxim
al tibia 

6. 
R

egional 
and 

local 
anaesthetic 

techniques e.g. 
B

ierblock and 
R

ing 
blocks 

7. 
Infection of bone and joints (including asperation) 

8. 
T

o learn how
 to protect the cervical spine 

9. 
LoR

-rollinR
 of a patient 

10. 
G

laSi!ow
-com

a scale 
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E. 

H
ave you had any fo

rm
 o

f continuing professional education o
th

e
r than (teaching) w

ard 
rounds? 

F. 
D

oes 
this 

d
e

p
a

rtm
e

n
t 

have 
and 

m
ake 

use 
o

f 
protocols 

a
n

d
/o

r 
guidelines 

fo
r 

the 
m

anagem
ent o

f th
e

 com
m

on surgical conditions? 

T
his logbook should be used in

 conjunction w
ith

 th
e

 H
andbook fo

r Internship T
raining. 

N
A

M
E

: 
H

E
A

D
 O

F D
E

P
A

R
TM

E
N

T 

S
IG

N
A

TU
R

E
: 

D
A

TE
: 
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PA

ED
IA

TR
IC

S 

This 
section o

f the logbook is to
 be read in

 consultation w
ith

 P
art 

11 
o

f the G
uidelines fo

r 
Internship T

raining. 

A
. 

D
o you fe

e
l th

a
t you 

have been exposed to the com
m

on m
edical conditions? 

If not, 
please list below

 those com
m

on conditions th
a

t you fe
e

l you should have been exposed 
to: 

B
 

1. 
to

 p
a

e
d

ia
tric e

m
e

llle
n

d
e

s. 
N

am
e th

re
e

. 

YES 
N

O
 

2. 
M

anagem
ent o

f severe m
a

ln
u

tritio
n

 
3. 

E
xposed to

 im
m

unisation regim
e 

4. 
M

anal!em
ent o

f in
fa

n
t feedinl! problem

s 
5. 

Insight in
to

 in
fa

n
t m

o
rta

lity patterns 

C
 

PR
O

C
ED

U
R

ES P
E

R
FO

R
M

E
D

 (S
K

ILLS
) 

1. 
B

lood pressure m
anagem

ent 
2. 

G
row

th m
onitoring (R

oad to
 H

ealth C
ard) 

3. 
ECG

 plus in
te

rp
re

ta
tio

n
 

4. 
Interpretation o

f X
 rays: 

skull, chest and abdom
en 

5. 
V

enepunture. 
IV

 lin
e

 insertion, Intra osseous infusion 
6. 

Lum
bar puncture 

7. 
B

one m
arrow

 aspiration 
8 .. 

B
iopsies: 

lym
ph glands, skin lesions 

9. 
N

eonatal resuscitation 
10. 

P
aediatric· resuscitation 

11. 
M

anage 
and 

tre
a

t 
dehydration 

-
oral 

and 
IV 

therapy 
-

flu
id

 
and 

electrolyte balance 
12. 

I nte
rp

re
ta

tio
n

 standard lab report 
13. 

S
ide w

ard urine tests 
H

B
 and glucose tests 

D
. 

H
ave you had any fo

rm
 o

f continuing professional education o
th

e
r than (teaching) w

ard 
rounds? 

E. 
D

oes 
this 

d
e

p
a

rtm
e

n
t 

have 
and 

m
ake 

use 
o

f 
protocols 

a
n

d
/o

r 
guidelines 

fo
r 

the 
m

anagem
ent o

f th
e

 com
m

on m
edical conditions? 
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F. 
Q

U
ESTIO

N
N

A
IR

E 

1. 
N

am
e tw

o
 (2) conditions, tre

a
te

d
, fo

r w
hich no P

rotocols exist. 

2. 
TotaL num

ber o
f A

dm
issions to

 paediatric w
ard (per m

onth). 

3. 
N

am
e th

e
 five

 (5) m
ost com

m
on conditions a

d
m

itte
d

. 

4
. 

N
am

e five
 (5) m

ost com
m

on conditions tre
a

te
d

 in
 o

u
t patients area. 

5. 
N

otifiabLe conditions seen and tre
a

te
d

. 
N

am
e tw

o
 (2). 

T
his Logbook shouLd be used in

 co
n

ju
n

ctio
n

 w
ith

 th
e

 H
andbook fo

r Internship T
raining. 

N
A

M
E: 

HEAD O
F D

EPA
R

TM
EN

T 

S
IG

N
A

TU
R

E
: 

DATE: 
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E

thics and H
um

an R
ights 

A
. 

D
o you feel th

a
t you have been exposed to

 th
e

 m
ost im

p
o

rta
n

t ethical and hum
an rights 

aspects o
f m

edical practice? 
If n

o
t, please list th

e
 issues w

hich you fe
e

l w
ere not 

addressed? 

B
 

ETH
IC

A
U

H
U

M
A

N
 R

IG
H

TS DILEM
M

AS ENCO
UNTERED 

YES 
N

O
 

1. 
P

atient refusing tre
a

tm
e

n
t 

2. 
P

atient requesting access to
 th

e
ir ow

n fo
ld

e
r 

3. 
P

atient requesting a second opinion 
4. 

T
reating a p

riso
n

e
r·p

a
tie

n
t 

5. 
R

esponding to
 a re

q
u

e
st fo

r a m
edical re

p
o

rt on a p
a

tie
n

t from
 a th

ird
 

party (police, em
ployer, insurance, e

tc.) 
6. 

W
ithholding o

r w
ith

d
ra

w
in

l! tre
a

tm
e

n
t from

 a te
rm

in
a

llv ill p
a

tie
n

t 
7. 

E
ncountering a case o

f child o
r a

d
u

lt sexual abuse 
8. 

B
eing requested to

 break co
n

fid
e

n
tia

lity 
9. 

A
sked 

to
 abuse yo

u
r position as 

a d
o

cto
r e.g. 

provide a false sick 
ce

rtifica
te

 
10. 

W
itnessed unkind behaviour by a colleague th

a
t has not been reported 

o
r acted on 

11. 
S

ubject 
a 

p
a

tie
n

t 
to

 
invasive 

investigation 
o

r 
tre

a
tm

e
n

t 
w

ith
o

u
t 

obtaining in
fo

rm
e

d
 consent 

12. 
H

ad no access to
 consultation fo

r ethical dilem
m

as you faced 

C
. 

SKILLS 
1. 

Inform
ing a p

a
tie

n
t o

r th
e

ir fam
ily o

f bad new
s 

2. 
C

ounselling a fa
m

ily on th
e

 m
anagem

ent o
f a p

a
tie

n
t 

3. 
O

btaining in
fo

rm
e

d
 consent fo

r any invasive procedure 
4. 

O
btaining inform

ed consent from
 th

e
 parent orguardian o

f a child 
5. 

O
btaining in

fo
rm

e
d

 consent fro
m

 th
e

 guardian o
f m

entally ill p
a

tie
n

t 
6. 

O
btaining in

fo
rm

e
d

 consent fo
r a p

a
rticip

a
n

t in
 a research stuO

y 
7. 

C
ounselling a p

a
tie

n
t w

ith
 an infectious disease (e.g. TB

, STD
 o

r H
IV

) 
to

 in
fo

rm
 th

e
ir p

a
rtn

e
r o

f fa
m

ily m
em

bers 
8. 

Inform
ing a p

a
tie

n
t o

f channels available to
 them

 fo
r redress o

f a 
grievance 

(e.g. 
H

ospital 
C

om
plaints 

M
echanism

, 
H

um
an 

R
ights 

C
om

m
ission, e

tc.) 
9. 

E
ver consulted 

th
e

 B
ill o

f R
ights 

contained 
in th

e
 C

onstitution fo
r 

purposes o
f p

a
tie

n
t care 

0 
KNO

W
LEDG

E 
1 • 

U
nderstand 

th
e

 application 
o

f th
e

 H
PC

SA G
uidelines 

on 
H

IV
 

to
 th

e
 

situation o
f a p

o
te

n
tia

l needlestick in
ju

ry 
2 

A
re you aw

are o
f th

e
 P

atients R
ights C

harter? 
3 

D
o you 

know
 w

h
a

t are th
e

 
rights contained 

in th
e

 P
atients R

ights 
C

harter? 
4 

Do you know
 w

h
a

t are th
e

 responsibilities o
f patients contained in th

e
 

P
atients R

ights C
harter? 

5 
D

o vou have a clear know
ledge o

f a doctor's duties? 
6 

D
o you know

 how
 to

 th
in

k through and deal w
ith

 an ethical dilem
m

a? 
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E. 

Q
uestionnaire 

D
escribe tw

o circum
stances w

here you had to
 adapt your m

anagem
ent plans to the 

cultura~expectations o
f a patient. 

D
escribe tw

o circum
stances not 

m
entioned above w

here your encountered 
a hum

an 
rights conflict. 

E
xplain how

 you dealt w
ith the problem

 



) 

D
E

P
A

R
T

M
E

N
T

 O
F

 H
E

A
LT

H
 

N
O

. R
. ...•..•...•. 

. .............. 2004 

H
E

A
L

T
H

 P
R

O
F

E
S

S
IO

N
S

 C
O

U
N

C
IL

 O
F

 S
O

U
T

H
 A

F
R

IC
A

 

R
E

G
U

L
A

T
IO

N
S

 D
E

F
IN

IN
G

 T
H

E
 S

C
O

P
E

 O
F

 T
H

E
 P

R
O

F
E

S
S

IO
N

 O
F

 M
E

D
IC

IN
E

 

T
he M

inister o
f H

ealth intends, in te
n

n
s o

f section 33(1), read together w
ith section 61(2) o

f the 
H

ealth P
rofessions A

ct, 
1974 (A

ct N
o. 

56 o
f 1974), and on th

e
 recom

m
endation o

f the H
eaH

h 
P

rofessions C
ouncil o

f S
outh A

frica, to
 m

a
ke

 the regulations in the S
chedule. 

Interested persons are invited to
 su

b
m

it a
n

y substantiated com
m

ents o
r representations on the 

proposed regulations to th
e

 D
irector-G

eneral: H
ealth, P

rivate B
ag X

828, P
retoria, 0001 

(for the 
attention 

o
f the 

D
irector: 

H
u

m
a

n
 

R
esource 

D
evelopm

ent), 
w

ithin 
o

n
e

 
m

onth 
o

f the 
date 

of 
publication o

f this notice. 

S
C

H
E

D
U

L
E

 

D
e

fin
itio

n
s 

1. In these regulations "the A
ct" sh

a
ll m

ean th
e

 H
ealth P

rofessions A
ct, 1974 (A

ct N
o. 56 o

f 1974), 
and any expression to

 w
hich a m

eaning h
a

s been assigned in th
e

 A
ct shall bear such m

eaning, 
and, unless inconsistent w

ith th
e

 context -

"b
o

a
rd

" m
eans the M

edical a
n

d
 D

ental P
rofessions B

oard established in term
s o

f section 15( 1) of 
the A

ct; 

"m
e

d
ic

in
e

" m
e

a
n

s th
e

 profession o
f a person registered as a m

edical practitioner o
r an intern in 

m
edicine in tenns o

f the A
ct; a

n
d

 

"s
e

c
tio

n
" m

eans a section o
f th

e
 A

ct. 

S
co

p
e

 o
fth

e
 p

ro
fe

ssio
n

 

) 
2. 

T
he follow

ing acts a
re

 h
e

re
b

y specified by the board under section 33 as acts w
hich, fo

r the 
purposes o

f the A
ct, shall b

e
 d

e
e

m
e

d
 to be acts pertaining to

 the m
edical profession: 

(1) 
T

he physical exam
ination o

f any person; 

(2) 
P

erfonnance o
f procedures and/or the prescribing o

f m
edicines and m

anaging the 
health o

f a patient (prevention, treatm
ent and rehabilitation); 

(3) 
A

dvising any person on his o
r her physical state; 

(4) 
O

n th
e

 ground o
f infonnation provided by any person o

r obtained from
 him

 or her in 
any m

a
n

n
e

r w
h

a
tso

e
ve

r-

(a) 
diagnosing such person's physical state; 

(b) 
advising such person on his o

r her physical state; 



) 

2 
(c) 

adm
inistering, 

selling 
or 

prescribing 
for 

such 
person 

any 
m

edicine 
o

r 
treatm

ent; o
r 

(5) 
P

rescribing, adm
inistering o

r providing a
n

y m
edicine, substance o

r thing; o
r 

(6) 
A

n
y o

th
e

r act sp
e

cia
lly pertaining to the m

edical profession based on the education 
and training o

f m
e

d
ica

l practitioners as approved by the board from
 tim

e
 to

 tim
e. 

3. 
T

he provisions o
f regulation 2 shall not be construed as prohibiting the perform

ance o
f the acts 

specified therein b
y
-

(a) a
n

y person 
registered u

n
d

e
r the M

edicines and R
elated 

S
ubstances A

ct,1965 
(A

ct 101 o
f 1

9
6

5
), the P

harm
acy A

ct, 1974 (A
ct 53 o

f 1974), the H
ealth A

ct, 1977 
(A

ct 6
3

 o
f 1

9
7

7
), the N

ursing A
ct, 1978 (A

ct 50 o
f 1978), th

e
 C

hiropractors, and 
H

om
eopaths a

n
d

 A
llied H

ealth S
ervices P

rofessions A
ct, 1982 (A

ct 63 o
f 1982) 

from
 perform

ing such acts in accordance w
ith the provisions o

f such A
cts; 

(b) an intem
 w

o
rkin

g
 a

t an institution recognised by the council from
 perform

ing any 
function o

r issuing a
n

y certificate o
r other docum

ent w
hich in term

s o
f any law

, 
o

th
e

r than th
is A

ct, m
a

y be or is required to
 be perform

ed o
r issued b

y a m
edical 

practitioner, w
h

e
th

e
r described in such law

 as a m
edical practitioner o

r by any 
o

th
e

r 
n

a
m

e
 

o
r 

deS
ignation, 

o
r 

describing 
him

self 
o

r 
herself as 

a 
m

edical 
practitioner in connection w

ith the perform
ance of a

n
y such function o

r the issuing 
o

f a
n

y such certificate o
r docum

ent; 

(c) a student intern u
n

d
e

r th
e

 supervision o
f a m

edical practitioner in the course o
f his 

o
r h

e
r training; 

(d) a d
e

n
tist in th

e
 course o

f perform
ing a

n
y act falling w

ithin the scope o
f dentistry or 

from
 using a

n
y nam

e, title, description o
r sym

bol norm
ally associated w

ith his or 
h

e
r profession; o

r 

(e) a
n

y person in th
e

 course o
f bona fide research a

t a
n

y institution approved fo
r that 

purpose b
y th

e
 M

inister. 

R
e

g
istra

tio
n

 a p
re

re
q

u
isite

 to
 p

ra
ctice

 

4. 
A

n
y person w

h
o

 w
ish

e
s to

 p
e

rfo
rm

 a
n

y o
f the a

cts prescribed in regulation 2 shall a
p

p
ly in the 

prescribed m
a

n
n

e
r to

 th
e

 b
o

a
rd

 fo
r registration as a m

edical practitioner and subm
it p

ro
o

f o
f 

having com
plied w

ith th
e

 p
re

scrib
e

d
 requirem

ents fo
r such registration. 

R
e

p
e

a
l a

n
d

 C
o

m
m

e
n

ce
m

e
n

t 

5. T
hese regulations shall co

m
e

 into operation on th
e

 d
a

te
 o

f prom
ulgation o

f th
e

 H
ealth 

P
rofessions A

m
e

n
d

m
e

n
t A

ct. 

M
.E

.T
S

H
A

B
A

L
A

L
A

-M
S

IM
A

N
G

 

M
IN

IS
T

E
R

 O
F

 H
E

A
L

T
H

 

D
A

T
E
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LIST O

F E
TH

IC
A

L ISSUES TO
 W

H
IC

H
 IN

TER
N

S SH
O

U
LD

 BE EXPO
SED 

1. 
O

btaining inform
ed consent from

 patients including taking inform
ed consent from

 the 
parent of a child, from

 th
e guardian of a m

entally ill patient and obtaining consent to 
participate in a research study. 

2. 
R

espect for confidentiality. 
It is 

necessary to have som
e insight into the lim

its of 
confidentiality and how

, for exam
ple, confidentiality w

ould be broken if now
 w

ished to 
inform

 the partner of a patient w
ith an infectious condition of the risk contagion. 

3. 
R

espect for the dignity of persons (autonom
y). 

4. 
Inform

ing patients of bad new
s. 

5. 
C

ounselling fam
ilies. 

6. 
Procedures for w

ithholding or w
ithdraw

ing treatm
ent and com

m
unicating w

ith fam
ilies 

regarding this. 

7. 
K

now
ledge of potential hum

an rights abuses and the m
echanism

s to report these. 

YM 
U

pdate: 
O

ctober 2004 



I I A
nnexure G

: N
R

M
S

M
 S

tu
d

e
n

t Intern G
uide 

U
N

IV
E

R
S

IT
Y

 O
F

 K
W

A
Z

U
L

U
-N

A
T

A
L

 

S
T

U
D

E
N

T
 IN

T
E

R
N

 G
U

ID
E

 

2010 

1 



C
O

N
T

E
N

T
S

 

Introduction and W
elcom

e 

G
eneral Infonnation 

Y
ear B

locks 
&

 E
xam

ination D
ates 

D
epartm

ent o
f S

urgery 

D
epartm

ent o
f M

edicine 

D
epartm

ent o
f O

bstetrics &
 G

ynaecology 

D
epartm

ent o
f P

aediatrics 

D
epartm

ent o
f P

sychiatry 

D
epartm

ent o
f F

am
ily M

edicine 

P
age 

3 4 5 9 

23 

32 

37 

47 

50 

2 



M
B

C
h

B
 : F

IF
T

H
 Y

E
A

R
 2010 

W
elcom

e to the final hurdle in your steeplechase through the undergraduate m
edical program

m
e at the 

N
elson R

 M
andela S

chool o
f M

edicine and congratulations on your success thus far. 

Y
ou w

ould find that the final year is w
here you w

ould see the "big picture", w
here you w

ould be able 
to revisit m

aterial covered during the past 4 years, consolidate on this m
aterial and discover and apply 

the 
new

 know
ledge 

and 
skills 

encountered. 
In 

addition, 
you 

w
ould 

m
ature into the com

petent 
practitioner b

y
 utilizing the know

ledge, skills and attitudes acquired over the years. T
he application o

f 
ethical principles to clinical decisions and to personal circum

stances w
ould aid in attaining the degree 

o
f m

aturity required for practice. 

D
uring this year you w

ill encounter 6 disciplines w
hich represent the m

ajority o
f clinical practice 

during the internship period and in general practice. Y
our rotations through these disciplines w

ill assist 
in your achieving the clinical and pel"!lonal m

aturity required for a successful internship period. 

R
em

em
ber that hard w

ork and perseverance is w
hat is needed to succeed during this year in each 

clinical discipline. 
T

he earlier years have equipped you w
ith the tools -

o
f discovery, initiative, self­

directed learning, a problem
-based learning approach and a problem

 oriented approach -
all o

f w
hich 

prom
otes life-long learning. 

U
se the learning skills. U

se all available resources. V
iew

 teachers as a 
resource (c

! internet, textbook, journal, etc.) and not the ultim
ate source o

f inform
ation or know

ledge. 
D

eep learning leads to better understanding o
f principles and learning in this w

ay m
eans that you 

w
ould be learning for life rather than sw

atting for an exam
ination. E

nquire, question, challenge -
alw

ays! T
his w

ill ensure that you obtain the best evidence for your clinical decisions and don't fall into 
the trap o

f doing things as they had been done b
y

 your predecessors w
ithout understanding the basic 

reason behind the decision. 

T
each yourself w

ell. T
here is no better teacher than yourself! 

T
he m

ost valuable resource in your 
arsenal is the patients you encounter in your daily lives as junior interns, interns, com

m
unity service 

officers and in independent practice. 
T

his resource m
ust be respected, protected and preserved. 

E
very 

patient encounter w
ill teach you som

ething. T
he m

ark o
f a m

ature clinician is the one w
ho savours 

every encounter and sees it as a learning experience and an encounter w
ith another H

um
an B

eing -
rather than a tedious clerking in preparation for a tutorial or as part o

f the crow
d that needs to be 

cleared off your bench. R
em

em
ber that P

atients are people -
talk to them

 as people and not as a disease 
or a condition. R

espect their rights and requests. L
earn from

 them
! L

earn w
ith them

! T
each them

! L
et 

them
 teach you! L

ove them
! L

ive their lives (display em
pathy and not sym

pathy)! 

T
he F

aculty o
f M

edicine (locally, nationally and globally) aw
aits you. C

om
plete the journey! 

3 



T
his docum

ent provides you w
ith inform

ation about your rotations, groups, tim
etables, tutorials, tutors, 

requirem
ents o

f each clinical discipline, assessm
ent criteria and assessm

ents exam
ination tim

etables 
and rules pertaining to the disciplines an

d
 the faculty for the final year. 

P
lease note that w

hile the inform
ation contained herein is the m

ost recent and updated inform
ation the 

faculty handbook o
r any addendum

 published during the course o
f the year takes precedence over the 

inform
ation contained in this docum

ent. P
lease refer to the rules in the handbook. 

T
he tables below

 detail the rotations, sessional dates, block dates and assessm
ents dates for the final 

year 2010. 

C
L

IN
IC

A
L

 G
R

O
U

P
IN

G
S

 
F

or the purpose o
f accom

m
odating departm

ental assessm
ent requirem

ents the rotations through the 6 
disciplines has been group into 2. 

C
linical G

ro
u

p
 1 

C
linical G

ro
u

p
 2 

O
bs &

 G
ynae 

M
edicine 

S
urgery 

P
aeds 

P
sychiatry 

F
am

ily M
edicine 

R
O

T
A

T
IO

N
S

 (per student groups) 

C
linical G

ro
u

p
 1 

C
linical G

ro
u

p
 2 

(M
ed, Paeds, F

am
M

ed ) 
(S

urgery,O
&

G
, Psych) 

S
em

ester 1 
A

,B
,C

 
D

,E
,F

 

S
em

ester 2 
D

, E
, F 

A
,B

,C
 

S
tudent G

roups A
, B

, C
 w

ill rotate through clinical group 1 during the first sem
ester w

lrile 
G

roups D
, E

, F w
ill rotate through clinical group 2. 

A
ll disciplines, except Internal M

edicine, w
ill have 

end o
f block exam

inations. 
T

he Internal M
edicine rotation w

ill have an
 E

nd-of-B
lock clinical and 

portfolio exam
ination and the M

C
Q

 w
ill be w

ritten at the end o
f the relevant sem

ester. 

4 



T
H

E
 S

E
S

S
IO

N
A

L
 D

A
T

E
S

, B
L

O
C

K
 D

A
T

E
S

 A
N

D
 E

X
A

M
IN

A
T

IO
N

 D
A

T
E

S. 

S
em

ester 
1 

: 
2

1
 

w
eek

s 
V

A
C 

4
/5

2
 

S
em

ester 
2 : 

2
1

 
w

eek
s 

1
1

/0
1

/2
0

1
0

-
0

4
/0

6
/2

0
1

0
 

0
5

/0
6

-1
1

/0
7

 
1

2
/0
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S
T

H
Y

E
A

R
M

B
C

hB
 2010 

E
N

D
 O

F
 B

L
O

C
K

 E
X

A
M

IN
A

T
IO

N
 T

IM
E

T
A

B
L

E
 (p

ro
v

isio
n

al) 
.:. T

hese 
dates 

and 
tim

es 
are 

provisional 
an

d
 

m
ay 

change. 
A

ny 
change 

w
ill 

be 
com

m
unicated to you via an

 official docum
ent. 
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G
E

N
E

R
A
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U
R

G
E
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Y
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R
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H
O

P
A

E
D

IC
S

 2010 

D
E

P
A

R
T

M
E

N
T

 O
F

 S
U

R
G

E
R

Y
 

D
uring their six w

eeks in the surgical block, students w
ill w

ork in one o
f the hospitals ie. K

ing E
dw

ard 
V

III, A
ddington, P

rince M
shiyeni and R

K
 K

han H
ospital general surgical w

ards for five w
eeks, and 

spend one w
eek in O

rthopaedics as w
ell as additional sessions as indicated on your general surgical 

w
ard roster. A

ttendance registers w
ill be kept and w

ill go tow
ards the D

P
 certificate. 

T
he D

P
 requirem

ent for G
eneral 

S
urgery is 80%

 attendance at structured tutorials. 
A

 register o
f 

attendance w
ill be kept. 

A
 100%

 attendance at (i) w
ards rounds and (ii) intakes is required. 

A
 register 

o
f attendance at w

ards rounds and intakes w
ill be kept. 

F
urtherm

ore 100%
 participation is expected for 

(I) E
xaruinations as per logbook requirem

ents, (ii) procedures as per logbook requirem
ents, and (iii) 

observation o
f procedures as p

er logbook requirem
ents. 

D
ocum

entation o
f these activities in the 

logbook is m
andatory and signatures o

f supervisors m
ust be sought prospectively. 

S
ignatures w

ill not 
be given retrospectively. 

R
easons for absence from

 tutorials w
ard rounds and intakes m

ust be given in 
w

riting w
ith docum

entation to the final year departm
ental co-ordinator. 

T
he 

end-of-block 
exam

inations 
w

ill 
be 

exit exam
inations 

w
ith an 

external 
exam

iner present to 
m

oderate the exam
inations. 

T
he D

P
 requirem

ent for P
aediatric S

urgery and O
rthopaedics is 

80%
 

attendance at tutorials and sm
all group teaching. 

F
ailure to com

ply w
ill exclude you from

 the end o
f 

block exam
inations .. 

O
R

IE
N

T
A

T
IO

N
 

A
ll students com

m
encing the block in K

ing E
dw

ard V
III H

ospital m
ust gather in L3 at 08hO

O
 on the 

first M
onday m

orning o
f the B

lock. 
D

etails o
f the block w

ill be given, questions w
ill be answ

ered and 
the D

uly P
erform

ance (D
P

) requirem
ents w

ill be discussed and explained. 
E

ach group m
ust elect a 

group leader w
ho w

ill liaise w
ith th

e D
epartm

ental C
o-ordinator. 

E
ach group o

f students allocated to a 
U

nit 
m

ust have a group leader as w
ell. 

H
e/ S

he m
ust draw

 a list o
f topics and allocate students per 

topic. 

S
tudents w

ill be attached to units o
n

 a full-tim
e basis from

 08hO
O

 to 
17h30 daily except for the 

m
eetings and teaching arrangem

ents indicated in the tim
e-table. 

S
tudents w

ill w
ork S

aturday m
ornings 

until l2hO
O

. 

S
aturday afternoons and S

undays w
ill be free except w

hen the unit to w
hich they are attached is on 

intake. 
S

tudent Interns w
ill be allocated three patients through the S

enior R
egistrar on their w

ards. 
T

hey w
ill 

be 
responsible, 

through 
the 

R
egistrar, 

for 
the 

care 
o

f these 
patients 

and 
for 

organizing 
their 

investigations for diagnosis and m
anagem

ent. 
T

he R
egistrar w

ill check and sign the investigation 
requests. 

T
hey should also have koow

ledge o
f other patients in the w

ard, and should "read up" about 
their patients' diseases and be prepared to discuss the patients' problem

s at C
onsultant w

ard rounds. 

W
ard

 W
o

rk
 

S
tudents w

ill perform
 w

ard rounds daily w
ith the R

egistrar and w
ard rounds w

ith the C
onsultant. T

hey 
w

ill 
clerk patients 

allocated 
to 

them
. 

T
hey w

ill 
attend 

O
utpatient 

and 
C

onsultant 
C

linics and 
accom

pany their patients to special investigations. 

In
tak

e D
ays 

T
hey w

ill participate on intakes during the w
hole o

f their six w
eek stay in the general surgical w

ards 
and w

ill participate during the intake and in the operating theatre. 
T

hey w
ill retire w

ith the perm
ission 

o
f the S

enior R
egistrar or C

onsultant on intake. 
T

hey w
ill attend the post-intake w

ard round including 9 



w
eekends. 

Students w
ill be allocated to O

rthopaedics for one w
eek.(this includes the S

aturday and Sunday prior to 
the com

m
encem

ent o
f the w

eek in
 O

rthopaedics) D
uring this period they w

ill only do O
rthopaedics 

and they are excused from
 G

eneral S
urgery. 

Students in G
eneral S

urgery w
ill also be allocated to 

spend additional hours in
 O

rthopaedics as indicated on the W
ardlU

nit R
oster. 

T
he D

epartm
ental C

o-ordinator is P
rofessor A

A
 H

affejee. C
o-ordinators for the follow

ing hospitals 
are. 

P
rince M

shiyeni -
M

r S M
asem

e; 
R

K
 K

han -
M

r A
 G

ounden; 
A

ddington -
M

r D
 Steer. 

T
he three surgical floors 

are W
ards S2, 

S3 
&

 
S4 at K

ing E
dw

ard V
III H

ospital. 
E

ach floor is 
subdivided into tw

o units designated b
y

 a colour. 
S

tudent interns w
ill be allocated to a unit by the tutor 

on each floor. S
tudents attached to other hospitals w

ill be distributed by the consultants in charge. 

T
hey w

ill also participate in the general instructions for S
tudent Interns in side w

ard techniques and 
E

C
G

 procedures. 

A
part from

 their general duties on the w
ards in the care o

f patients in the w
ards, each student intern 

should at all tim
es have the care o

f patients allocated to them
 

by the tutor on each floor. 
T

hese w
ill be 

looked after, in consultation w
ith the registrars, by the student intern. 

T
he student intern w

ill clerk the 
cases, accom

pany the patient to x-ray, endoscopies. operation, etc. 
A

ll the investigations required w
ill 

be ordered by the student intern w
ho m

ust liaise w
ith the Intern for after-hours care o

f the patient. 

T
he S

tudent Intern should keep a record o
f the procedures that he/she has w

itnessed or participated in 
during hislher stay in the D

epartm
ent o

f S
urgery. 

G
E

N
E

R
A

L
 

Students m
ust attend all structured teaching and m

ust be punctual as considerable effort and detail is 
entailed to affect these sessions. A

dvanced notice m
ust be given if students cannot attend for any 

reason -
this is im

portant. 
Students are N

O
T

 part o
f service and the D

epartm
ent w

ill not use students for service. 
In the unlikely 

event o
f this occurring students m

ust advise the unit consultants 
and the D

epartm
ental co-ordinator. 

Students m
ust continue to read and revise the subject m

atter o
f S

urgery as it is essential to have a sound 
know

ledge o
f the subject to be able to m

anage patients and do w
ell in the clinical viva exam

inations. 
U

se o
f textbooks and library m

ust continue throughout the year. 
Students m

ust ensure an active involvem
ent in the care o

f their allocated patients. 
Involvem

ent w
ith 

the special investigations, side room
 investigations, specials procedures and operations is im

portant. 
Students m

ust volunteer any problem
s and utilize existing facilities. 

T
he U

nit C
onsultants, the final 

year co-ordinator and the H
ead o

f D
epartm

ent are alw
ays available. 

S
tudent Support Services at the 

M
edical school are alw

ays available to help students. 
Students are not to sign special investigations form

s or prescribe treatm
ent as they are not qualified 

doctors. 
B

ut students m
ust understand the relevance o

f their patients' investigations and m
anagem

ent. JO
 



N
B

. 
T

he teaching program
 com

plies w
ith the H

ealth P
rofessions C

ouncil o
f South A

frica.(H
P

C
S

A
) 

requirem
ents in the final year. 

S
tudents m

ust attend all aspects o
f the teaching program

 to qualify for a 
D

P
 certificate at the end o

f the year. 

E
xam

inations 
T

he end-of-block exam
ination w

ill be an exit exam
ination and m

ay take place in the presence of an 
E

xternal E
xam

iner. 

A
ssessm

ent: 

I. 
S

urgical C
linical case (30%

), 

2. 
O

rthopaedic assessm
ent (20%

) 

3. 
G

eneral S
urgery O

S
C

E
 (30%

) 

4. 
S

urgical V
iva (20%

), 

A
 candidate w

ill pass the exam
ination if: 

i) he/she obtains an aggregate m
ark o

f at least 50%
 

ii) he/she obtains at least 50%
 in any 2 out o

f the follow
ing 3 sections, i.e. (S

urgical C
linical C

ase, 

O
S

C
E

 and/or O
rthopaedic C

linical C
ase) and 

iii) he/she obtains a sub-m
inim

um
 o

f at least 40%
 in

 the S
urgical C

linical C
ase 

C
O

R
E

 S
Y

L
L

A
B

U
S

 IN
 G

E
N

E
R

A
L

 S
U

R
G

E
R

Y
 F

O
R

 F
IN

A
L

 Y
E

A
R

 S
T

U
D

E
N

T
S

 

G
E

N
E

R
A

L
 T

O
P

IC
S

 
• 

F
luid and electrolytes 

• 
N

utritional support including parenteral nutrition 
• 

W
ound healing 

• 
S

hock and organ dysfunction 
• 

B
lood and blood products 

G
IT

 • 
C

auses o
f dysphagia -

investigations and m
anagem

ent 
• 

C
arcinom

a o
f the oesophagus 

• 
G

astro-oesophageal reflux disease 
• 

P
eptic ulcer disease and com

plications 
• 

P
athophysiology and m

anagem
ent o

f gastric outlet obstruction 
• 

Intestinal obstruction including hernias 
• 

C
olorectal m

alignancies 
• 

Inflam
m

atory bow
el disease including diarrhoeal diseases and tuberculosis 

• 
T

ropical diseases 
• 

M
inor ano-rectal conditions 

• 
P

ortal hypertension 

11 



• 
O

bstructive jaundice 
• 

P
athophysiology and m

anagem
ent o

f cholelithiasis 
• 

A
cute and chronic pancreatitis 

• 
P

ancreatic carcinom
a and periam

pullary carcinom
as 

• 
A

ppendicitis 

E
N

D
O

C
R

IN
E

 
• 

T
hyroid diseases benign 

• 
T

hyroid m
alignant disease 

• 
H

yperparathyroidism
 

• 
A

dtenal cortical disease 
• 

A
drenal m

edullary disease 
• 

Insulinom
a 

• 
G

astrinom
a 

T
R

A
U

M
A

 
• 

B
lunt and penetrating chest traum

a 
• 

B
lunt and penetrating abdom

inal traum
a 

• 
M

anagem
ent o

f head injury including post-traum
atic seizures 

• 
V

ascular traum
a 

• 
P

rinciples o
f b

u
m

 m
anagem

ent 

V
A

S
C

U
L

A
R

 
• 

P
eripheral vascular disease 

o 
A

orto-iliac disease 
o 

F
ern-pop disease 

o 
T

ibio-peroneal disease 
• 

C
arotid artery disease 

• 
A

bdom
inal aortic aneurysm

s 
• 

Infective vascular aneurysm
s 

• 
D

iabetic foot sepsis 
• 

A
cute arterial occlusion 

• 
V

enous diseases 

S
K

IN
 A

N
D

 S
O

F
T

 T
IS

S
U

E
S

 

• 
M

elanom
a 

• 
B

enign skin tum
ours 

• 
S

oft tissue sarcom
as 

• 
S

kin infections 

• 
B

reast 

12 



5
T

H
 Y

E
A

R
 V

A
S

C
U

L
A

R
 B

L
O

C
K

 

T
O

P
IC

S
 

1. 

2. 
3. 
4. 
5. 
6. 

T
h

u
rsd

ay H
istory/exam

ination vascular pt. 
B

asic vascular term
inology. 

V
ascular T

raum
a 

A
neurysm

s 
C

arotid traum
a 

P
eripheral V

ascular D
isease 

V
enous D

iseases 

Prof. N
 

R
obbslM

rB
 P

illay 

Prof. N
 

R
obbslM

r B
 P

illay 
P

ro
f N

 
R

obbslM
r B

 P
ill ay 

P
rof N

 
R

obbslM
r B

 P
illay 

P
rof N

 
R

obbslM
r B

 P
illay 

P
rof N

 
R

obbs/M
r B

 P
illay 

08hO
O

 -
IlhO

O
 

llhO
O

 -12hO
O

 
12hO

O
 -

14hO
O

 
14hO

O
 -

15hO
O

 

V
ascular O

P
D

 C
linic 

V
ascular L

ab. 
V

ascular G
rand R

ound 
V

ascular T
utorial 
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L
earn

in
g P

rogram
 for W

ard 82 

M
onday 

08hO
O

-16hO
O

 
O

perating session 
08hO

O
-09h30 

B
usiness round w

ith registrars 
09h30-lO

h30 
C

onsultant round 
IO

h30 
S

urgical outpatients 
14hO

O
-16hO

O
 

C
ase presentations (L

5) (P
rof. M

adiba) 

T
uesday 

07h30-09h30 
T

utorial (O
rthopaedics) 

IO
hO

O
-llh30 

C
onsultant round 

12hO
O

-13hO
O

 
T

u
to

rial-
L

5 (prof. H
affejee) 

14hO
O

-15hO
O

 
S

urgical pathology tutorial 
16hO

O
-17hO

O
 

S
urgical F

orum
 

W
ednesday 

08hO
O

-09hO
O

 
T

P
N

 W
ard R

ound (S
2) 

09hO
O

-13hO
O

 
E

lective A
dm

issions 
14hO

O
-16hO

O
 

O
rthopaedics 

T
hursday 

08hO
O

-16hO
O

 
O

perating sessions 
08hO

O
-09h30 

B
usiness round w

ith registrars 
14hO

O
-15hO

O
 

V
ascular R

o
u

n
d

 (P
rof. R

obbs) 
IA

L
C

H
 S

em
inar R

oom
 W

ard
D

IW
est 

15hO
O

-16hO
O

 
T

utorial P
aediatric S

urgery 
IA

L
C

H
 -

4th F
loor L

ecture T
heatre 

F
riday 

08hO
O

-09hO
O

 
B

usiness round w
ith registrars 

09hO
O

-IO
h30 

W
ard round 

lO
h30-11h30 

S
urgical outpatients 

IlhO
O

-12hO
O

 
T

u
to

rial-
L

5 
(P

ref M
uckart) 

14hO
O

-16hO
O

 
O

rthopaedics (R
oom

 50) -
w

eeks I &
 4 

S
aturday 

07h45-09hO
O

 
S

urgery S
em

inar 
09h30 

C
onsultant round 

* S
ee roster 
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L
earn

in
g P

rogram
 for W

ard
 S3 

M
o

n
d

ay
 

T
uesday 

W
ednesday 

T
hursday 

F
riday 

S
aturday 

• S
ee roster 

08h30-09h30 
09h30-IO

h30 
I0h30-13hO

O
 

I 4hO
O

-16hO
O

 

07h30-09h30 
08hO

O
-16hO

O
 

IO
hO

O
-llh30 

12hO
O

-13hO
O

 
14hO

O
-IShO

O
 

16hO
O

-17hO
O

 

08hO
O

-09hO
O

 
09hO

O
-16hO

O
 

09hO
O

-16hO
O

 
14hO

O
-16hO

O
 

08hO
O

-09hO
O

 
09hO

O
-12hO

O
 

14hO
O

-IShO
O

 

I ShO
O

-I 6hO
O

 

08hO
O

-16hO
O

 
08hO

O
-09h30 

09h30-11hO
O

 
IlhO

O
-12hO

O
 

I 4hO
O

-16hO
O

 

07h4S-09hO
O

 
09h30 

B
usiness round w

ith registrars 
C

onsultant round 
S

urgical O
utpatients 

C
ase presentations -

L
S (P

rof. M
adiba) 

T
utorial (O

rthopaedics) 
O

perating S
essions 

C
onsultant round 

. T
utorial -

LS (prof. H
affej ee) 

S
urgical pathology tutorial 

S
urgical F

orum
 

B
usiness R

o
u

n
d

 w
ith R

egistrars 
O

perating S
essions 

S
urgical O

utpatients 
O

rthopaedics 

B
usiness R

ound w
ith R

egistrars 
C

onsultant R
ound (G

rand R
ound) 

V
ascular R

ound (P
rof. R

obbs) 
IA

L
C

H
 S

em
inar R

o
o

m
 W

ard
 D

IW
est 

T
utorial P

aediatric S
urgery 

IA
L

C
H

 -
4th F

loor L
ecture T

heatre 

O
perating S

essions 
B

usiness round w
ith registrars 

C
onsultant R

ound 
T

u
to

rial-
L

S 
(P

rof M
uckart) 

O
rthopaedics (R

oom
 SO

) -
w

eek
 2 &

 5 

S
urgery S

em
inar 

C
onsultant round 

IS
 



L
earning P

rogram
 for W

ard
 84 

M
onday 

08h30-12hO
O

 
O

perating session 
08hO

O
-09h30 

B
usiness round w

ith registrars 
14hO

O
-16hO

O
 

C
ase presentations (L

S) (P
rof. M

adiba) 

T
uesday 

07h30-09h30 
T

utorial (O
rthopaedics) 

09h30-l6hO
O

 
O

perating S
essions 

09h30-10h30 
C

onsultant round 
10h30-12hO

O
 

S
urgical O

utpatieots 
l2hO

O
-13hO

O
 

T
u

to
rial-

L
S (prof. H

affejee) 
I 4hO

O
-l ShO

O
 

S
urgical pathology tutorial 

16hO
O

-17hO
O

 
S

urgical F
orum

 

W
ednesday 

08hO
O

-16hO
O

 
O

perating session 
09hO

O
-09h30 

B
usiness round w

ith registrars 
14hO

O
-16hO

O
 

O
rthopaedics 

T
hursday 

08hO
O

-09hO
O

 
B

usiness round w
ith registrars 

09h30-10h30 
C

onsultant round 
10h30-12hO

O
 

S
urgical outpatieots 

14hO
O

-1ShO
O

 
V

ascular round (P
rof. R

obbs) 
IA

L
C

H
 -

S
em

inar R
oom

 W
ard D

 1 W
est 

IShO
O

-16hO
O

 
P

aediatric S
urgery T

utorial 
IA

L
C

H
, 4th F

loor L
ecture T

heatre 

F
riday 

08hO
O

-09h30 
B

usiness round w
ith registrars 

09h30-10h30 
C

onsultant round 
10h30-11h30 

G
rand R

ound 
IlhO

O
-12hO

O
 

T
u

to
rial-

LS (profM
uckart) 

14hO
O

-16hO
O

 
O

rthopaedics (w
eeks 3 &

 6) 
S

aturday 
07h4S-09hO

O
 

S
urgery S

em
inar 

09h30 
C

onsultant round 

* S
ee roster 
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T
ea B

reak 

W
ard W

ork 

M
O

N
D

A
Y

 
SO

PD
 

L
unch 

-
IO

hO
O

 
T

ea B
reak 

-llW
O

 
M

r. PD
. R

am
b

aran
! M

r. W
F

.R
abam

an 

T
u

E
S

D
A

Y
 

-
13hO

O
 

T
utorial/M

r. B
. G

ovender/ 

Surgical P
athology -

M
r. A

D
R

. R
eddy 

F
R

ID
A

Y
 

09hO
O

-
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P
rince M

shiyeni M
em

orial H
osp

ital 
D

epartm
ent O

f S
urgery 

F
"a

lY
 

P 
m

 
ear 

rogram
m

e 

M
onday 

O
ShO

O
-09hO

O
 

09hO
O

-13hO
O

 
13hO

O
-14hO

O
 

14hO
O

-IShO
O

 

T
uesday 

O
ShO

O
-09hO

O
 

O
ShO

O
,12hO

O
 

13hO
O

-14hO
O

 
14hO

O
-IShO

O
 

16hO
O

-17hO
O

 

W
ednesday 

O
ShO

O
-09hO

O
 

O
ShO

O
-13hO

O
 

13hO
O

-14hO
O

 
14hO

O
-lShO

O
 

T
hursday 

O
ShO

O
-09hO

O
 

09hO
O

-14hO
O

 
14hO

O
-IShO

O
 

F
riday 

O
ShO

O
-09hO

O
 

IO
hO

O
-12hO

O
 

12hO
O

-13hO
O

 

S
atu

rd
ay 

07h4S-09hO
O

 
09h30 

H
andover R

ound in A
cute W

ard 
T

heatre O
perating Slate 

M
eeting (Statistics, X

-rays, etc) 
C

ase presentations (M
r S M

asem
e) 

H
andover R

ound in A
cute W

ard 
SO

PD
 (M

s Z
ulu) 

M
eeting (Statistics, X

-rays, etc) 
Surgical pathology tutorial 
Surgical Forum

 (M
edical School) 

H
andover R

ound in A
cute W

ard 

SO
PD

 (M
r M

anzini) 
M

eeting (Statistics, X
-rays, etc) 

T
utorial (M

s Z
ulu) 

H
andover R

ound in A
cute W

ard 
T

heatre operating slate 
V

ascular round (prof. R
obbs-

IA
L

C
H

) 

H
andover R

ound in A
cute W

ard 
A

cadem
ic m

eeting (Sem
inar R

oom
) 

(T
opics on notice board) 

T
utorial (M

r N
alew

aj) 

Surgery Sem
inar (M

edical School) 
H

andover R
ound in A

cute W
ard 

IS 



A
D

D
IN

G
T

O
N

 
G

ro
u

p
 A

 
G

rou
p

B
 

In
tak

e 
M

onday 
W

ard 
round 

W
ard round 3B

 
W

ard round 2A
 

W
ard round 2B

 
08:00-

09:00 
3

A
 floor 

09:00-10:00 
T

utorial w
ith M

r P
hillips 

09:00-
13:00 

S
O

P
O

! 
w

ard 
P

repare patient 
P

repare 
patient 

W
ard w

ork 
w

ork 
for 

grand 
for grand round 

round 
13:00 -

15:00 
G

rand round 
G

rand 
round 

G
rand round P

rof 
G

rand 
round 

P
rofessor 

P
rofessor 

pre op round 
P

ro
f 

T
hom

son 
T

hom
son 

p
reo

p
 round 

T
uesday 

w
ard round 3

A
 

W
ard round 3B

 
W

ard round 2A
 

W
ard round 2B

 
07:00 -

09:00 
R

em
strar 

R
egistrar 

R
egistrar 

R
em

strar 
09:30 -

11 :00 
T

heatre 
S

T
C

 
T

heatre 
E

ndoscopy 
13:00 -

14:00 
P

re-op 
w

ard 
P

re-op 
w

ard 
round 3A

 
round3B

 
W

ed
n

esd
ay 

w
ard round 3

A
 

W
ard round 3B

 
W

ard round 2A
 

W
ard round 2B

 
0700 
08:00-

12:00 
T

heatre 1 
T

heatre 4 
S

O
P

O
!w

ard 
S

O
P

O
! 

w
ard 

w
ork 

w
ork 

13:00 -
14:00 

S
urm

cal P
athology I 

T
h

u
rsd

ay 
IA

L
C

H
lE

ndoscopy 
IA

L
C

H
I T

heatre 

F
riday 

R
eg 

w
ard 

W
ard round 3B

 
W

ard round 2A
 

W
ard round2B

 
08:00-09:00 

round 3A
 

09:00 -
11 :00 

C
onsultant 

C
onsultant 

E
ndoscopy! 

S
O

P
O

IW
ard 

round 
round 

S
O

P
O

IW
ard 

W
ork! 

W
ork 

E
ndoscopy 

13:30-17:00 
A

cadem
ic D

ay
 

M
an

d
M

 
R

egistrar presentation 
X

 -ray M
eeting 
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A
D

D
IN

G
T

O
N

 
S

urgical P
athology -

T
he entire group m

ust attend these form
al sessions in the fifth floor conference room

. 
);> 

W
eek 1 O

bstructive Jaundice and D
iseases o

f the B
iliary T

ract 
-

P
rof T

hom
son 

);> 
W

eek 2 B
enign and m

alignant pancreatic disease 
M

r A
nderson 

);> 
W

eek 3 A
cute A

bdom
en 

M
r S

teer 
);> 

W
eek 4 L

arge B
ow

l, Inflam
m

atory B
ow

el D
isease, 

P
rof T

hom
son 

);> 
W

eek 5 B
enign m

oles, m
elanom

a and skin tum
ours 

M
r N

aidoo 
);> 

W
eek 6 B

enign and M
alignant B

reast D
isease 

M
r L

oots 

G
eneral 

A
ll students to be appropriately dressed w

hilst in the hospital, identification m
ust be visible at all tim

es 
w

hilst on the hospital prem
ises. P

atients are to be treated w
ith respect and you are to introduce yourself 

w
hen w

orking w
ith them

. 

O
rthopaedic R

otation 
D

uring your period in A
ddington you w

ill each do a w
eek o

f orthopaedics under M
r T

lale. E
very 

m
orning at 08:00 there is an X

-ray m
eeting in the traum

a unit w
here all the previous nights orthopaedic 

traum
a is review

ed, you should m
ake every attem

pt to attend these if you have som
e spare tim

e, even 
w

hen not rotating through orthopaedics. 

Intakes 
A

s fm
al year students you are expected to b

e available for intakes on w
eekends and during the w

eek, a 
roster w

ill be draw
n up once you have com

m
enced your rotation. If a patient is assigned to you for 

clerking please present the patient to
 the registrar w

orking w
ith you, all relevant investigations m

ust b
e 

done 
in 

casualty/traum
a 

and 
a 

differential 
diagnosis 

and 
m

anagem
ent 

plan 
m

ust 
be m

ade and 
docum

ented in the notes prior to being transferred up to the w
ards. U

nder no circum
stances are you as 

students to adm
it patients or perform

 any procedures unless authorized and supervised by the registrar. 
Intakes begin at 16:00 and last all night. T

here are arrangem
ents for students to sleep over at the 

hospital. 
. 

D
uring the night you m

ust attach yourself to the first call surgical intern in casualty to clerk and see 
acute patients. 

Y
ou should arrange to accom

pany the registrar to theatre w
hen em

ergency operations 
are being perform

ed. T
here 

are no com
pulsory intakes during the last w

eek o
f the block. 

P
roblem

s 
Please discuss any problem

s w
ith M

r Steer. 

P
aediatric S

urgery 
"T

here w
ill be six lectures for each block in P

aediatric Surgery to be held at Inkosi A
lbert L

uthuli C
entral H

ospital on a 
T

hursday at 15hO
O

-16hO
O

. 
V

enue to be announced". 

80%
 attendance is required. T

he table on P
age 21 lists the topics 
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5'" Y
E

A
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D

E
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F
 P

A
E
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T
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IC
 S

U
R

G
E

R
Y

 

T
H

u
R

S
D

A
Y

 15H
O

O
-16H

O
O

 
S

T
U

D
E

N
T

 A
N

D
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O
R

T
H

O
P

A
E

D
IC

S 
2

0
1

0
 

D
epartm

ent O
f O

rthopaedic S
u

rgery 

R
E

F
E

R
E

N
C

E
S

: 
S

even P
aths to O

rthopaedics 
-T

L
 S

ark
in

 
O

utline o
f O

rthopaedics 
-A

p
ley

an
d

 S
olom

on 
O

rthopaedics rotation for final year students w
ill be at any o

f the follow
ing depending on surgical allocation­

K
ing E

dw
ard, R

K
 K

han, P
rince M

shiyeni, A
ddington. S

tudents are encouraged to start the w
eekend before their 

rotation w
eek to get m

axim
um

 benefit. 
E

xam
ination-B

one, Joint, T
endon, S

pine 
F

ractu
res and D

islocations-
upper lim

bs, low
er lim

bs,' spine, pelvis. T
reatm

ent +
 com

plications o
f fractures 

S
oft T

issue Injuries: 
(a) N

erves-
(m

edian, ulnar, radial, peroneal, axillary, sciatic, brachial and lum
bosacral plexus) 

(b) F
lexor, extensor tendons o

f the hand-
assessm

ent 
(c) 

K
nee Iigam

ents-
diagnosis and assessm

ent 

Infections o
f bone an

d
 Jo

in
t -acute, chronic, pyogenic, tuberculosis, fungal, retroviral disease. 

In
flam

m
ato

ry
 disease -rheum

atoid arthritis 
M

etabolic diseases -rickets, osteom
alacia, P

agets disease 
D

ysplasias o
f b

o
n

e -<
lsteogenesis im

perfecta, fibrous dysplasia 
C

ongenital abnorm
alities 

C
ongenital hip dislocation, club foot 

H
ip disorders in children -slip

p
ed

 capital fem
oral epiphysis, P

erthes disease 
M

alaIignm
ent problem

s: G
enu varus, genu valgus, cubitus varus, valgus, coxa vara, valga and causes o

f these 
D

egenerative D
isorders: O

steoarthritis, avascular necrosis o
f the hip 

S
pinal D

isorders: scoliosis kyphosis, gibbus, lordosis, causes 
F

oot D
eform

ities: c1ubfoot, C
avus, planus, equinus, calcaneus, hallux valgus 

N
eurological D

isorders: cerebral palsy, spina bifida, poliom
yelitis 

T
u

m
o

u
rs o

f bone: 
(a) B

enign-
bone cysts, enchondrom

a, osteochondrom
a m

ultiple exostosis 
(b) M

alignant tum
ours-

osteosacrom
a, E

w
ing's, chondrosarcom

a, m
ultiple m

yelom
a 

T
raction-

m
ethods, types, uses, com

plications-
classification 

M
ethods o

f im
m

obilization-
plaster casts splints (upper low

er lim
b cervical spine), T

hom
as Splint, alum

inium
 

splint. 

O
u

tlin
e o

f T
asks 

• 
R

equired to attend all tutorials, w
ard rounds, X

-ray m
eetings daily and on w

eekends 
• 

R
equired to do one w

eekend and one w
eek day intake and obtain consultant/registrar signatures 

• 
R

equired to present 3X
rays at the m

orning m
eeting follow

ing an intake 
• 

K
now

 the uses and application o
f P

laster o
f P

aris, B
iers B

lock, T
hom

as splint and traction, skeletal 
traction-types and m

ethods, indication, alum
inium

 splint collar and cuff cones calipers 
• 

C
lerk a polytraum

a case and report fully under headings: 
H

istory, E
xam

ination, investigations X
-ray features, m

anagem
ent com

plications that can occur 
• 

C
lerk a case o

f osteom
yelitis or bone infection and outline the history, exam

ination, investigations 
m

anagem
ent and the further com

plications that m
ay occur 

• 
C

lerk a case o
f nerve injury-

physical signs in detail 
• 

A
ll tasks should be outlined and w

ritten fully in A
4 (exam

 pad) sheets and handed w
ith signatures o

f 
each task together w

ith daily register to the secretary at the end o
f w

eek block for D
P

 purposes. T
hese 

w
ill not be returned to you. A

 duplicate should be kept for your references. 
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M
E

D
IC

IN
E

 2010 

D
epartm

ent O
f M

edicine 

F
O

R
E

W
O

R
D

 

D
uring this rotation students w

ill be given a log-book. 
T

he D
P

 requirem
ents related to the log­

book w
ill be detailed later. N

ote: 
the log-book is N

O
T

 the portfolio. 
T

he purpose o
fth

e L
og B

ook is to: 

• 
A

dvise students o
f the requirem

ents o
f the D

epartm
ent 

• 
A

ssist students to record th
eir training so th

at their experience can be accurately recorded 
an

d
 any deficiencies identified and addressed. 

• 
A

ssist consultants and the D
ep

artm
en

t to assess the overall training of the student interns and 
provide any extra experience needed for the students benefit. 

T
H

E
 L

O
G

 B
O

O
K

 m
ust be: 

• 
C

om
pleted daily 

• 
C

arried
 by students at all tim

es to avoid retrospective and inaccurate recording. 

• 
M

ust be signed by the consultant/registrar at each tutorial, w
ard

 round an
d

 intake and w
hen 

procedures are perform
ed o

r observed. 

• 
M

ust be discussed by the students w
ith th

eir unit consultant once a w
eek. 

• 
T

his w
ill ensure an

 accurate assessm
ent, correct any errors and/or deficiencies. 

• 
W

ill be review
ed by the unit head at th

e end o
f the block. 

• 
M

U
S

T
 be returned to the D

epartm
ent by the last T

uesday of the block. If not returned the 
D

P
 certificate w

ill be w
ithheld and the student w

ill not be eligible to sit for the exam
ination in 

internal m
edicine. 

In addition: 
• 

T
utors m

ust be inform
ed if a scheduled tutorial w

ill not take place. 

• 
P

resentations m
ust be problem

-orientated. 

• 
R

egistrars are to sign the books for attendance on w
ard rounds, intakes and procedures. 

C
O

-O
R

D
IN

A
T

O
R

S
: 

1. 
D

r K
 N

yam
ande 

2. 
D

r N
 M

adam
 

3. 
D

r I P
aruk 

4. 
D

r S H
aripersadh 

5. 
D

r S M
aharaj 
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D
E

P
A

R
T

M
E

N
T

 O
F

 M
E

D
IC

IN
E

 

1. 
C

ourse outline: 
In this six-w

eek block, students w
ill be attached to a general m

edical fm
n and w

ill have w
eekly 

tutorials in H
aem

atology and D
erm

atology. 
T

he 6 w
eek block is divided into tw

o 3 w
eek blocks. 

E
ach student w

ill spend 3 w
eeks at IA

L
C

H
 and the other 3 w

eeks at one o
f the base hospitals 

(R
K

K
, A

ddington and K
E

H
). 

T
he key objective o

f the Ju
n

io
r In

tern
 teaching program

m
e is to produce an independent 

m
edical practitioner w

ho is ab
le to diagnose as w

ell as treat com
m

on m
edical diseases and 

refer those w
hich s/he is unable to m

anage to appropriate level of health ca~e. 
T

he course is 
designed to be an application o

f the theoretical and practical know
ledge acquired in earlier years. 

T
hus, at the end o

f the course the student should be able to: 

• 
T

ake a detailed history,~orrectly elicit and interpret all clinical signs; 

• 
F

orm
ulate a m

orphological diagnosis and an appropriate differential diagnosis; 

• 
P

resent in a problem
-orientated m

anner; 

• 
U

se and interpret laboratory investigations rationally in
 order to accurately diagnose and assess 

the severity o
f disease; 

• 
B

e able to institute m
anagem

ent o
f com

m
on conditions and m

edical em
ergencies; 

• 
P

lan and institute am
bulatory (outpatient) m

anagem
ent of com

m
on chronic disorders. 

• 
Show

 com
passion tow

ards patients and practice m
edicine in an ethical m

anner. 

• 
D

em
onstrate appropriate an

d
 professional behaviour at the bedside as w

ell as in all interactions 
w

ith m
edical personnel, nursing staff and patients. 

2. 
P

rofessional etiquette: 
In addition to appropriate ethical considerations: 

• 
Students are expected to behave in a professional m

anner at the bedside. 
• 

Patients should be addressed form
ally and be show

n due courtesy. 
• 

Screens m
ust be draw

n during exam
ination. 

• 
U

nnecessary exposure o
f patients w

ill not be tolerated .. 
• 

Patients should not be handled roughly or hurt. 
• 

Students should alw
ays be dressed neatly and should w

ear a clean w
hite coat at all tim

es in the 
hospital. T

-shirts, jeans and takkies are not allow
ed except on intakes. 

3. 
H

ospital attachm
ent: 

Students w
ill be allocated to a m

edical unit in anyone o
f the m

etropolitan hospitals in the D
urban 

Functional R
egion and w

ill also do a rotation to Inkosi A
lbert L

uthuli H
ospital (IA

L
C

H
). 

Students m
ust report to their U

nit or D
epartm

ental H
ead at the start o

f each block period. 

4. 
W

ard
 A

ttendance: 
W

eekdays from
 08hO

O
 to l6hO

O
 

Saturdays from
 08hO

O
 to l2hO

O
 

Sundays: for post intake rounds 
Intake days: Includes w

eekends, from
 08hO

O
 for 24 hours. 

T
he above tim

es serve as 
broad guidelines and student interns m

ay be required to rem
ain in 

attendance outside these hours at the discretion o
f a C

onsultant or Senior R
egistrar. 
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5. 
W

ard
 D

uties an
d

 responsibilities 
E

ach student intern w
ill be allocated to a m

edical team
 and w

ill w
ork w

ith an intern, registrar and 
consultant. T

he follow
ing are th

e responsibilities o
f each student intern: 

a) 
A

ttendance: 
• 

A
ttendance at all intakes, daily registrar/ consultant w

ard rounds and follow
-up clinics. 

• 
A

ttendance at G
rand R

ounds at the respective hospitals. 
b

) 
C

linical responsibilities: 
• 

E
ach student is expected to care for a m

inim
um

 o
f 3 patients at an

y
o

n
e tim

e in their 
respective units and a m

inim
um

 o
f 18 patients during the entire 6-w

eelC
 block. T

he student 
is required to fully clerk, present to the registrar/consultant, perform

 relevant procedures, 
obtain results 

and 
discuss m

anagem
ent w

ith the 
registrar/ m

edical 
officer for 

all 
their 

patients; 
the student is responsible for the daily follow

-up 
care o

f their patients 
from

 
adm

ission until discharge and all patients m
ust b

e discussed w
ith the registrar/ M

.O
 daily 

S
tudent interns are n

o
t allow

ed to w
rite an

y
 prescriptions. 

• 
Procedures -

student interns m
ust observe the various special procedures perform

ed in the 
m

anagem
ent 

o
f m

edical 
patients. 

T
hey 

should 
perform

 
certain 

procedures 
such 

as 
venepuncture, lum

bar punctures, pleural fluid aspirations, etc. under the supervision o
f the 

R
egistrar or M

edical O
fficer. 

• 
E

C
G

: S
tudent interns are expected to perform

 and interpret E
C

G
s. 

6. 
In

tak
e days: 

• 
R

outine w
ard duties, form

al teaching rounds and tutorials w
ill not be altered. 

• 
O

n com
pletion o

f w
ard duties student interns w

ill attend the intake and the clinical duties 
outlined in 5 (b) w

ill apply. T
he student m

ay only leave the intake w
ard after consultation 

w
ith the registrar/consultant. 

• 
F

or students on rotation at IA
L

C
H

, they w
ill still be required to attend the intakes at their 

base hospital. 

7. 
T

utorials: 
a. G

eneral M
edicine an

d
 Inkosi A

lb
ert L

uthuli C
en

tral H
ospital: 

i) 
T

here w
ill be a m

inim
um

 o
f 4 tutorials p

er w
eek. 

ii) 
E

ach student should ensure that slhe is alw
ays ready to present in any tutorial, as the choice 

o
f the presenter w

ill be m
ade b

y
 the tutor and not the students. 

iii) C
ase presentations m

u
st be problem

-orientated. 
E

ach case presentation w
ill be assessed 

using an 
appropriate 

scale. 
T

he students 
are 

expected to present a broad spectrum
 o

f 
diseases during the tutorials, intakes and w

ard rounds. 
A

 guideline on the recom
m

ended 
topics is attached. 

iv) T
utors are to be inform

ed if a scheduled tutorial is not to take place. 
b. H

aem
atology: T

utorials are as outlined in the w
eekly schedule. Students m

ust collect their 
H

aem
atology notes and case studies a w

eek prior to com
m

encing their block. 
c. D

erm
atology: T

utorials are as outlined in the w
eekly schedule. 

8. 
G

ran
d

 R
ounds: 

A
ll student interns m

ust attend G
rand R

ounds at their respective hospitals: 

K
ing E

dw
ard V

III H
ospital: 

A
ddington H

ospital: 

12hO
O

 every W
ednesday in L4 

A
s per R

oster 

R
K

 K
han H

ospital: 
N

eurology 
M

eeting 
in 

C
onference 

R
oom

: 
14h45 

alternate 
T

uesdays 
G

rand R
ound at C

ollege o
f N

ursing: 14h45 on T
hursdays 
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9. 
D

P
 requirem

ents: 
D

uring the course o
f the clinical block students m

ust fulfil! 
all the requirem

ents for m
edicine, 

haem
atology and derm

atology to obtain a D
P. 

a. 
G

eneral M
edicine: 

1. 
A

ttendance at all tutorials, w
ard rounds, intakes and follow

-up clinics. Failure to attend any 
single tutorial! w

ard round/ intake/ clinic requires an acceptable w
ritten apology or m

edical 
certificate to be handed to

 the unit head. Since optim
um

 clinical exposure is necessary to 
achieve clinical com

petence, any student w
ho fails to attend at least 80%

 of the academ
ic 

program
m

e w
ill not obtain a D

P even in the presence o
f a valid reason. 

11. 
Satisfactory recording o

f the m
inim

um
 clinical responsibilities outlined in 5b. 

111. 
T

he student m
ust subm

it a clinical case portfolio by the end o
f the 6&

 w
eek of the block. 

lV
. 

T
he portfolio m

ust contain a m
inim

um
 o

f 16 clinical cases (w
hich students w

ould have 
encountered during their clinical responsibilities detailed in 5b -

above). 
v. 

In
 addition, the portfolio m

ust contain a sum
m

ary report o
f at least 2 patients seen during 

the intake -per intake attended 

L
ogbooks should be h

an
d

ed
 to the departm

ent at the end of each w
eek for recording the 

progress of each student. 

b. 
H

aem
atology: 

1. 
Students are expected to attend all tutorial sessions w

ith a m
inim

um
 80%

 attendance. 
11. 

Students w
ill be assessed on the presentation o

f the assigned cases and participation in 
group discussion. 

111. 
Failure to m

eet the above requirem
ents w

ill result in the D
P certificate being w

ithheld. 
lV

. 
T

he w
eekly student attendance register m

ust be signed by the tutor and handed/sent/faxed to 
the H

aem
atology S

ecretary on a w
eekly basis. 

c. 
D

erm
atology: 

Junior Interns have to attend all tutorials in derm
atology. 

Failure to attend any tutorial w
ill 

require subm
ission o

f either a m
edical certificate or a satisfactory explanation, in w

riting, 
acceptable to the H

ead o
f D

epartm
ent o

f D
erm

atology 

N
.B

. 
Failure to obtain a D

P certificate 

If the D
P 

requirem
ents have not been m

et, 
the student w

ill 
be notified via a notice on the 

D
epartm

ent's notice board, during the last w
eek of the block. In

 the absence o
f a D

P certificate 
students w

ill not be perm
itted to

 participate in any M
edicine exam

ination. Student w
ho have not 

obtained a D
P certificate have 3 w

orking days w
ithin w

hich to appeal for a change in their D
P 

status. T
his appeal m

ust be m
ade through the D

ean's office. C
ontact Student A

ffairs O
ffices for 

m
ore detail. Students denied a D

P
 certificate w

ill only be allow
ed to take the exam

s after w
ritten 

approval has been received from
 the D

ean's office. 

S
P

E
C

IA
L

 C
IR

C
U

M
S

T
A

N
C

E
S

: 
C

ondoned leave o
f absence 'and/or aegrotat exam

inations can only be granted by the D
ean's office, , 

after appropriate application, N
o exceptions w

ill be m
ade. If approval for an aegrotat exam

ination has 
been granted by the D

ean's O
ffice, a copy o

f this approval m
ust be provided to the D

epartm
ent o

f 
M

edicine. N
o arrangem

ents for any aegrotat exam
ination w

ill be m
ade w

ithout appropriate approval. 26 



10. A
ssessm

ents an
d

 exam
inations: 

T
he final exam

 w
ill be held at the en

d
 o

f each sem
ester and consists o

f an objective test, 2 short clinical 
cases and one long clinical case. 

A
ssessm

ent: 
M

odule M
ark =

 C
linical 60%

 +
 W

ritten 40%
 

C
L

IN
IC

A
L

(60%
): 

i) 
T

hree directly observed short cases (12.5%
 each) 

ii) 
O

ral P
ortfolio exam

ination (2 cases -
6.25%

 each =
 12.5%

 total) 
iii) 

D
ennatology clinical exam

ination (l0
%

) 

W
R

IT
T

E
N

( 40%
) 

i) 
P

aper I: M
ultiple C

hoice Q
uestions -

(all subtypes o
f M

C
Q

s) 

T
o pass: 

T
he student m

ust the obtain at least 50%
 overall (clinical +

 w
ritten), 

In
 addition slbe m

ust pass the clinical exam
ination w

ith the follow
ing criteria: 

i) 
m

ust pass (at least 50%
 in

 each) 3 out o
f the 4 clinical cases and 

ii) 
m

ust obtain an average o
f at least 50%

 for the 4 clinical cases com
bined (portfolio 4th case) 

iii) 
m

ust pass the clinical com
ponent w

ith at least 50%
 aggregate 

F
urthennore s/he m

ust pass the w
ritten com

ponent according to the follow
ing criteria: 

i) 
m

ust obtain an overall m
ark o

f at least 50%
 in the w

ritten exam
 

T
he aim

 o
f the exam

ination is to assess clinical com
petency in internal m

edicine, therefore em
phasis is 

placed on the clinical cases. 
T

he final decision is based on the overall perfonnance o
f the student, 

w
hich is review

ed at the m
eeting o

f the 
exam

ination board o
f the D

epartm
ent o

f M
edicine. T

he 
exam

ination 
board consists 

o
f the 

academ
ic 

staff o
f the 

D
epartm

ent 
o

f M
edicine 

and 
external 

exam
iners. T

he external exam
iners are the final arbiters in the exam

ination board's deliberation. 
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R
E

C
O

M
M

E
N

D
E

D
 T

O
P

IC
S IN

 C
L

IN
IC

A
L

 M
E

D
IC

IN
E

 -4T
H

-5T
H

 Y
E

A
R

S 

T
h

e follow
ing is only a guide to

 th
e clinical topics, w

h
ich

 should b
e covered during the clinical blocks 

and is N
O

T
 intended to b

e exhaustive. 
T

h
e student is encouraged to develop a system

atic approach to
 

these clinical problem
s. 

C
A

R
D

IO
V

A
SC

U
L

A
R

 S
Y

S
T

E
M

 
I. 

H
ypertension and the evaluation o

f end organ dam
age. 

2. 
A

pproach to cardiac failure 
3. 

C
ardiom

yopathy 
4. 

V
alvular H

eart D
isease including rheum

atic fever and infective endocarditis 
5. 

Pericardial diseases 
6. 

Interpretation o
f the electrocardiogram

 
7. 

A
rrhytlunias and heart block 

8. 
Ischaem

ic H
eart D

isease 
9. 

C
ongenital H

eart D
isease 

C
E

N
T

R
A

L
 N

E
R

V
O

U
S S

Y
S

T
E

M
 

1. 
A

pproach to w
eakness 

2. 
A

pproach to hem
iplegia 

3. 
A

pproach to paraplegia 
4. 

Peripheral neuropathy 
5. 

C
ranial neuropathies 

6. 
M

eningitis 
7. 

C
erebellar disease 

8. 
E

xtrapyram
idal tract disease 

9. 
A

pproach to E
pilepsy and blackouts 

10. A
pproach to m

yopathies 
11. A

pproach to com
m

on stroke syndrom
es 

12. A
pproach to com

a and confusion 

D
E

R
M

A
T

O
L

O
G

Y
 

1. 
H

erpes S
im

plex! Z
oster 

2. 
M

olluscum
 C

ontagiosium
 

3. 
W

arts 
4. 

Im
petigo! Pyoderm

a 
5. 

Syphilis 
6. 

E
rythrasm

a 
7. 

E
cthym

a 
8. 

Scabies 
9. 

T
inea capitis, corporis,cruis pedis at unguium

 
10. C

andidiasis 
I!. T

inea versicolor 
12. P

ityriasis R
osea 

13. L
ichen Planus 

14. D
L

E
!SL

E
, D

erm
atom

yositis, S
clerderm

a 
15. P

soriasis 
16. A

topic E
czem

a 
17. Seborrhoeic E

czem
a 

18. V
aricose E

czem
a 

19. A
steototic 

20. Stasis 
21. A

cne 
22. D

rug E
ruptions. 
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E
N

D
O

C
R

IN
E

 
I. 

D
iabetes 

2. 
T

hyroid diseases 
3. 

C
ushing's disease/A

ddison's disease 
4. 

A
crom

egaly 
5. 

Phaeochrom
ocytom

a 
6. 

Prolactinom
a &

 non-functional pituitary adenom
a 

7. 
D

iabetes inspidus 
8. 

H
yperparathyroidism

 
9. 

H
ypocalcaem

ia 
to. O

steoporosis 
11. C

onn' s syndrom
e 

12. D
yslipidaem

ias 

G
A

S
T

R
O

IN
T

E
S

T
IN

A
L

 S
Y

S
T

E
M

 
I. 

D
iarrhoea and constipation 

2. 
A

pproach to hepatom
egaly 

3. 
A

pproach to hepatosplenom
egaly 

4. 
A

pproach to splenom
egaly 

5. 
A

pproach to ascites 
6. 

A
pproach to portal hypertension 

7. 
A

cute and C
hronic liver diseases 

8. 
L

iver failure 
9. 

M
alabsorption 

10. Peptic ulcer disease 
11. Irritable bow

el syndrom
e 

G
E

R
IA

T
R

IC
S

 

I. 
A

pproach to delirium
 / dem

entia in the elderly 
2. 

D
rug therapy in the elderly 

3. 
M

anagem
ent o

f hypertension in the elderly 
4. 

Principles o
f rehabilitation 

H
A

E
M

A
T

O
L

O
G

IC
A

L
 

1. 
N

orm
al values in haem

atology 
2. 

A
pproach to anaem

ia 
3. 

A
pproach to bleeding and T

hrom
bosis 

4. 
A

pproach to pancytopaenia 
5. 

H
aem

atological m
alignancies 

6. 
T

hrom
bosis -

diagnosis and m
anagem

ent 
7. 

H
aem

atological changes in H
IV

 infection 

IN
F

E
C

T
IO

U
S

 D
IS

E
A

S
E

S
 

1. 
H

um
an Im

m
unodeficiency V

irus Infection and com
plications thereof 

2. 
T

yphoid 
3. 

M
alaria 

4. 
A

pproach to P
yrexia o

f U
nknow

n origin 
5. 

A
pproach to infectious diarrhoea 

6. 
A

m
oebiasis 

7. 
T

uberculosis 
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M
E

D
IC

A
L

 E
M

E
R

G
E

N
C

IE
S

 
I. 

C
ardiorespiratory arrest 

2. 
A

cute m
yocardial infarction an

d
 unstable angina 

3. 
Pulm

onary oedem
a 

4. 
T

achyarrhythm
ias 

5. 
A

cute asthm
a 

6. 
H

ypertensive encephalopathy 
7. 

Indications for em
ergency dialysis 

8. 
E

lectrolyte abnorm
alities (K

+, N
a2+

, C
a2+

) 
9. 

D
iabetic ketoacidosis and hyperosm

olar dehydration 
10. H

ypoglycaem
ia 

11. M
etabolic acidosis 

12. H
ypoadrenalism

 
13. T

hyrotoxic crisis 
14. Status epilepticus 
15. D

rug overdose 

M
U

S
C

U
L

O
S

K
E

L
E

T
A

L
 S

Y
S

T
E

M
 

I. 
A

pproach to m
onoarthritis 

2. 
A

pproach to polyarthritis 
3. 

R
heum

atoid arthritis 
4. 

Seronegative spondyloarthropathies 
5. 

G
out 

6. 
O

steoarthritis 
7. 

C
onnective tissue disease-

including system
ic lupus erythem

atosus 
8. 

scleroderm
a polym

yositis/derm
atom

yositis and R
ayoaud's phenom

enon 
9. 

Soft tissue rheum
atism

 including regional pain syodrom
es, backache, fibrom

yalgia. 

R
E

N
A

L
 

1. 
A

cute renal failure 
2. 

C
hronic renal failure 

3. 
N

ephrotic syodrom
e 

4. 
A

pproach to haem
aturia 

5. 
A

pproach to proteinuria 
6. 

Sodium
 and potassium

 disorders 
7. 

A
pproach to m

etabolic acidosis and other acid-base disorders 

R
E

S
P

IR
A

T
O

R
Y

 S
Y

S
T

E
M

 
1. 

R
espiratory F

ailure-type I and II 
2. 

Pneum
onia: 

a. 
com

m
unity acquired 

b. 
nosocom

ial 
c. 

tuberculosis 
in im

m
unocom

prom
ised patients 

3. 
Pleural effusion/em

pyem
a 

4. 
C

ollapse/consolidation 
5. 

B
ronchiectasis 

6. 
L

ung A
bscess 

7. 
A

sthm
a 

8. 
C

hronic O
bstructive P

ulm
onary D

isease 
9. 

D
iffuse interstitial lung disease 

10. C
or pulm

onale 
11. Sim

ple P
ulm

onary F
unction T

ests-sim
ple spirom

etry 
12. Interpretation o

f the chest radiograph 
13. P

ulm
onary m

alignancies 
14. H

IV
 and the L

ung 
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O
B

ST
E

T
R

IC
S &

 G
Y

N
A

E
C

O
L

O
G

Y
 2010 

D
epartm

ent O
f O

bstetrics A
n

d
 G

yn
aecology 

T
he purpose o

f the L
og B

ook is to: 
• 

A
dvise the students o

f the requirem
ents o

f the D
epartm

ent. 
• 

A
ssist the student to record his training in concise detail so that the experience can be accurately 

recorded and any deficiencies identified and rem
edied. 

• 
A

ssist the D
epartm

ent to assess the overall training o
f the student interns and provide any extra 

experience for the students benefit. 

T
H

E
 L

O
G

B
O

O
K

 
• 

L
og B

ook is m
andatory. It contributes tow

ards a block assessm
ent m

ark. 
• 

L
og B

ook is a prerequisite at m
id-block as w

ell as at end o
f the block assessm

ent. 
• 

It m
ust be handed in for a fm

al m
ark at the end o

f block assessm
ent. 

• 
Fill the appropriate section as soon as you have com

pleted/observed a procedure. 
• 

S
hould be carried by students at all tim

es. T
his w

ill avoid retrospective and inaccurate recordings. 
• 

M
ust be discussed b

y
 the students w

ith their unit consultant once a w
eek. T

his w
ill ensure an 

accurate assessm
ent, correct any errors and/or deficiencies. 

• 
S

hould be review
ed by the consultant in charge o

f the unit, at either the unit m
eeting or the audit 

(C
aesar) m

eeting. 

C
O

N
F

ID
E

N
T

IA
L

IT
Y

 
Students m

ust N
O

T
 identify patients by nam

e. T
he patient's hospital num

ber and initials m
ust be noted 

w
ith the clinical details. 

D
U

L
Y

 P
E

R
F

O
R

M
E

D
 C

E
R

T
IF

IC
A

T
E

 
S

atisfactory attendance 
and 

perform
ance 

m
 the block 

is 
essential 

for 
a D

uly 
P

erform
ed 

(D
.P.) 

certificate. T
he requirem

ents are: 
• 

D
aily attendance. V

alid reasons m
ust be given for absences. T

he departm
ent m

ust be notified. 
A

bsences for three days o
r m

ore require a doctor's certificate. 
• 

A
 satisfactory progress report at the end o

f the block is required. Students w
ill be inform

ed o
f 

unsatisfactory perform
ance at the interim

 assessm
ents at three and/or six w

eeks. 
• 

S
atisfactory attendance o

f all organised teaching, w
ard w

ork, clinics and intakes is necessary. 
• 

F
ailure to obtain a duly perform

ed certificate m
eans the student cannot undertake the exam

ination. 

O
R

IE
N

T
A

T
IO

N
: 

A
ll students com

m
encing the block m

ust gather in the S
em

inar R
oom

, D
epartm

ent o
f O

bstetrics and 
G

ynaecology at 0830 hours on the first m
orning o

f the B
lock. D

etails o
f the block, w

ill be given and 
questions answ

ered and the D
uly P

erform
ed (D

.P.) requirem
ents w

ill be discussed and explained. 
E

ach group m
ust elect a co-ordinator w

ho w
ill liaise w

ith the D
epartm

ent and/or 5th Y
ear Supervisor. 31 



A
S

S
E

S
S

M
E

N
T

: 
• 

B
lock A

ssessm
ent (B

y unit consultants) 
P

rogressive assessm
ent 

O
S

P
E

 and a clinical case in O
bstetrics and G

ynaecology at 4th and 6th w
eeks o

f the block 
P

resentation o
f cases to consultants at antenatal and gynaecology clinics and on 

A
cadem

ic w
ard rounds. 

L
og B

ook 

• 
E

nd o
f the block assessm

ent in the presence o
f external exam

iner-F
IN

A
L

 E
xam

ination 
O

SC
E

 and O
S

P
E

 

• 
A

ssessm
ent: 

o 
L

og book, C
ontinuous assessm

ent and unit assessm
ent (30%

) 

o 
Final O

S
P

E
 (35%

) (obstetrics and G
ynaecology) 

o 
Final O

S
C

E
 (35%

) 

T
o pass: 

A
 student m

ust obtain: 

i) an overall m
ark o

f at least 50%
, and 

ii) at least 50%
 in the final O

bstetrics O
S

P
E

 and, 

ii) 
at least 50%

 in the final G
ynaecology O

S
P

E
 and, 

iv) at least 45%
 in the final O

S
C

E
. 

• 
F

ail 
A

 student w
ill be deem

ed to have failed final O
bstetrics and G

ynaecology exam
ination, if the 

overall m
ark, 

as w
ell as the m

ark in both the 
final 

O
bstetric O

S
P

E
 and G

ynaecology O
SPE

 
com

ponent is less than 50%
. V

iz: 
1. T

he overall m
ark is less than 50%

 or 
2. T

he fm
al obstetric O

S
P

E
 m

ark is less than 50%
 or 

3. T
he final gynaecology O

SPE
 m

ark is less than 50%
 or 

4. T
he m

ark in the final O
S

C
E

 is less than 45%
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T
H

E
 T

E
A

C
IllN

G
 P

R
O

G
R

A
M

M
E

 
A

ll the teaching w
ill be done during the 6 w

eek block attachm
ent in the D

epartm
ent o

f O
bstetrics and 

G
ynaecology. 

T
he block is divided into tw

o 3Y:z 
w

eek periods in G
ynaecology and F

am
ily Planning and 

in 
O

bstetrics. T
he num

ber o
f students attached to the D

epartm
ent w

ill be divided equally am
ong the five 

units in the D
epartm

ent. 

S
T

R
U

C
T

U
R

E
D

 T
E

A
C

IllN
G

: 
T

his is divided into: 
• 

D
epartm

ental teaching -
this teaching is directed to all students in the departm

ent. 
• 

U
nit teaching -this teaching is directed to students in the individual units. 

• 
D

epartm
ental T

eaching: 
• 

A
 group leader m

ust be chosen on the first day o
f the block. H

e/She m
ust draw

 a 
list 

o
f topics and allocate students per topic. 

• 
T

opic or case presentation for the w
hole block: T

hese sessions are conducted by Part­
tim

e 
Specialists 

on 
3 days 

of the w
eek 

from
 

1400 
hours 

in the 
Sem

inar R
oom

, 
D

epartm
ent o

f O
bstetrics and G

ynaecology. U
nit allocated students by rotation, present 

the case/topic and discussion follow
s the presentation. T

ransparencies m
ust be used. 

T
hese are available from

 R
oom

 196, during student tim
es and m

ust be returned at the 
end o

f the session. 

• 
D

epartm
ental M

eetings: M
ondays at 1300 -

1400 hours in Steve B
iko L

ecture T
heatre. 

T
he first tw

o M
ondays 

are P
erinatal M

ortality M
eetings, 

the third covers M
aternal 

M
ortality and the last M

onday Perinatal and M
aternal M

orbidity. If there are 5 M
ondays 

in the m
onth then the first three are Perinatal M

ortality M
eetings. 

• 
C

ase presentation (bedside teaching), U
nit allocates students, by rotation, prepare and 

present a case. T
he case presented alternates betw

een O
bstetrics and G

ynaecology. T
he 

sessions are held in the S
em

inar R
oom

 (D
ept of 0 &

 G
 ). 

• 
N

o tutorials to be cancelled at any tim
e by students w

ithout the consent o
f the H

ead o
f 

D
epartm

ent. 

See N
otice B

o
ard

 for R
oster for P

art-T
im

e C
onsultants and all outside activities. 

• 
U

nit T
eaching 

T
his teaching is com

prised o
f the follow

ing: 
• 

W
ard w

ork inclusive 
o

f patient clerking, 
m

anagem
ent, 

follow
 

up 
of the 

patients and 
discussion w

ith the w
ard staff. P

atients are allocated to the student interns (3 patients are 
m

andatory) and these are m
anaged as indicated above. 

Students m
ust involve them

selves w
ith all aspects, 

including special investigations and 
procedures, o

f their patient's care and o
f their patient's m

anagem
ent. T

hey m
ust discuss the 

m
anagem

ent o
f their patients w

ith the w
ard staff. A

 guide indicating w
hat you are expected 

to cover in your block is available from
 your unit's C

onsultants. 

• 
C

linic T
eaching. 

Students are to attend the unit antenatal and gynaecological clinics. Students participate 
w

ith the care o
f selected patients in O

bstetrics and G
ynaecology depending on the block 

allocation. 
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• • • • • 

O
bstetrics 

allocated 
students 

m
ust Jom

 the 
C

onsultants 
and 

O
bstetric R

egistrar at the 
antenatal clinic. 

T
he G

ynaecology allocated students m
ust join the G

ynaecology registrar 
or the consultant at the G

ynaecology clinic. 

A
cadem

ic D
ay 

E
ach unit has an academ

ic day and students m
ust participate in these academ

ic activities 
viz. O

bstetric and G
ynaecology w

ard rounds and topic discussion. 

P
ost In

tak
e M

eeting (C
aesar M

eeting) 
E

ach unit holds a m
eeting on the m

orning follow
ing the intake to review

 the activities o
f the 

previous 24 hour O
bstetrics and G

ynaecology intake including all the caesarean sections 
perform

ed in that period. A
ll unit students m

ust attend this session. 

O
n-going inform

al teaching / discussion in the units on a daily basis. S
tudents m

ust involve 
them

selves actively w
ith discussion in the units w

ith the interns, registrars, consultants 
and! or nursing staff. 

Intake D
ays 

E
ach unit has a fixed w

eekday intake and rotating w
eekend intakes. Students are to attend 

these sessions in the unit in either G
ynaecology or O

bstetrics as allocated in the unit. 
O

bstetric students rotate betw
een day and night labour w

ard duty and gynaecology students 
are available for the entire intake. 

W
eekend / P

ublic H
oliday d

u
ty

: S
tudents are required to attend their unit intakes. T

he 
allocation is as per the w

eekday intakes. 

G
E

N
E

R
A

L
 

• 
Students m

ust attend all structured teaching and m
ust be punctual as considerable effort and 

detail is entailed to effect these sessions. A
dvanced indication m

ust be given if students cannot 
attend for any reason -this is im

portant. 

• 
Students are N

O
T

 part o
f service and the D

epartm
ent w

ill not use students for service. In the 
unlikely event o

f this occurring students m
ust advise the unit consultants and H

ead o
f the 

departm
ent. 

• 
Students m

ust continue to read and revise the subject m
atter o

f O
bstetrics and 

G
ynaecology as it is essential to have a sound know

ledge o
f the subject to b

e able to m
anage 

patients and do w
ell in the clinical and viva exam

inations. U
se o

f the textbooks and library m
ust 

continue throughout the year. R
evision o

f the fourth and fifth year syllabus is essential. 

• 
Students m

ust ensure an active involvem
ent in the care o

f their allocated patients. Involvem
ent 

w
ith the special investigations, side room

 investigations, special procedures and operations o
f 

their patients is im
portant. 

• 
Interim

 case and O
S

P
E

 at the 4th and 6th w
eek o

f the block w
ill count tow

ard the end o
f block 

progressive assessm
ent. T

his is built in to give a m
ore objective progressive assessm

ent. 

• 
Students 

m
ust 

volunteer any problem
s 

and utilise the 
existing 

facilities. 
T

he 
sixth year 

supervisor, the U
nit C

onsultants and H
ead o

f departm
ent are alw

ays available. T
he A

ssistant 
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D
ean for students and the 

S
tudent S

upport D
epartm

ent at the M
edical School are alw

ays 
available to help students. 

• 
S

tudents are n
ot to sign special investigation fonns or prescribe treatm

ent as they are not 
qualified doctors. B

u
t students m

ust understand the relevance o
f their patients' iuvestigations 

and m
anagem

ent. 

• 
S

tudents should dress neatly, consisting o
f a shirt w

ith collar; fonnal trousers and shoes. N
o 

jeans, tee-shirts; no sandals o
r takkies. W

hite coats are required in w
ards. G

reen protective 
outfit for labour w

ard. 

• 
U

nit intakes are fixed and are provided to the students at the introductory lecture. 

• 
D

etails o
f student allocations and/or announcem

ents are placed on the D
epartm

ental N
otice 

B
oard, D

epartm
ent o

f O
bstetrics and G

ynaecology, under the sixth year teaching allocated 
area. 

A
L

L
 S

T
U

D
E

N
T

S
 M

U
S

T
 R

E
A

D
 T

H
E

 N
O

T
IC

E
 B

O
A

R
D

S A
T

 A
L

L
 T

IM
E

S T
O

 B
E

 K
E

P
T

 
IN

F
O

R
M

E
D

 

• 
T

im
es to see Secretary: 

09h30 -
lO

h30. &
 

l4h30 -
l5h30 

• 
T

R
A

N
S

P
A

R
E

N
C

IE
S

 A
N

D
 P

E
N

S
 

• 
D

ue to high inflation an
d

 budget cuts the D
epartm

ent is endeavouring to save on running 
costs. P

ens and transparencies w
ill O

N
L

Y
 be issued against a signature. If they are not 

returned, a further set o
f transparencies and pens w

ill N
O

T
 b

e issued. T
he B

oard R
oom

 
and R

eading R
oom

 can be utilised to w
rite out the transparencies in order that the pens can 

be returned im
m

ediately. A
dvance notice should be given to you b

y
 your consultant if you 

are presenting. Y
ou w

ill not be issued w
ith transparency m

aterial outside official student 
tim

es. 

N
E

E
D

L
E

S
T

IC
K

 IN
JU

R
IE

S 
Please take universal precautions (G

ow
nN

isorslP
lastic G

ow
ns) for all deliveries. 

T
ake care w

ith all 
needles, any needle stick injuries should be reported im

m
ediately to your unit consultants for senior 

registrar ST
A

T
. 

P
acks o

f A
Z

T
 and 3T

C
 are available for im

m
ediate use at all tim

es. 
D

etailed 
guidelines are available from

 R
oom

 196. It is recom
m

ended that students should borrow
 and read it. 

V
ID

E
O

S 
A

 list o
f gynaecology and obstetric videos are obtainable in the D

epartm
ent. 

Y
ou are encouraged to 

borrow
 these videos and utilize the S

em
inar R

oom
 in the D

epartm
ent o

f O
bstetrics and G

ynaecology to 
view

 them
. 

C
ontact the secretary to book the video. 

T
hese videos should not be taken out o

f the 
D

epartm
ent. 

35 



P
A

E
D

IA
T

R
IC

S 2010 

D
ep

artm
en

t o
f P

aediatrics 

Students w
ill be allocated to one o

f six blocks during the year. D
uring this block the student w

ill spend 7 w
eeks 

in Paediatrics and w
ill be allocated to perfonn duties in the paediatric w

ards of different hospitals, P.O
.P.D

 
(intakes), th.e neonatal unit and acute and chronic diarrhoea! unit. A

ll com
ponents required for the block except 

intakes w
ill be covered at each o

f the teaching sites. W
ithin each block students w

ill be divided into 4 groups o
f 

10 students each to K
ing E

dw
ard V

III H
ospital, to P

rince M
shiyeni M

em
orial H

ospital, R
K

 K
han H

ospital and, 
to M

ahatm
a G

andhi H
ospital. 

A
ll students w

ill spend one w
eek at Inkosi A

lbert L
uthuli C

entral hospital. 
I 

I 
= w

o
rkin

g
 ru

les 

O
verall O

bjectives: A
t the end o

f your block you are expected to 
-

be a responsible and carin
g

 "doctor" 
-

be able to differentiate betw
een a nonnal o

r w
ell and sick child 

-
have acquired further know

ledge, skill and som
e experience w

ith 
com

m
on P

aediatric problem
s and b

e able to handle them
 appropriately 

and hum
anely at prim

ary and to som
e extent at secondary care levels. 

W
o

rk
in

g
 hours: 

W
a
rd

s: 0800 -
1600 M

onday -
F

riday. 
W

ard and intake duties w
ill be allocated b

y
 the ronsultants in 

charge. 
S

tudents w
ill b

e expected to attend intakes on S
aturday, S

unday +
 P

ublic holidays. 

A
ttendance 

W
ard

s: S
tudents are expected to attend the w

ard daily from
 08hO

O
 to

 16hO
O

 -T
uesday to F

riday. 
Intakes: S

tudents are required to undertake intakes at the respective hospitals. S
pecific rules for intakes 

are given. 6 intakes are required. 
F

ailure to attend requires a M
edical C

ertificate and students m
ust m

ake 
up this lost tim

e b
y

 attending during w
eekends o

r public holidays. 

M
eetin

g
s: 

A
ll stu

d
en

ts m
u

st atten
d

 th
e M

o
n

d
ay

 A
cad

em
ic D

ay m
eetings a

t M
ed

ical S
chool 

I. 
B

reast F
eeding -

08h30 -
1O

h30 alternating w
eekly w

ith 
H

. 
S

ide R
oom

 T
echniques -

08h30 -10h30 
III. 

A
 C

linico-pathological conference -
IlhO

O
 -

12hO
O

 
IV

. 
S

kills training (F
irst M

onday) l2
h

3
0

 -13h30 and student C
P

C
 (W

eek 2 -
6) 

-1
2

h
3

0
-

13h45 
v. 

E
m

ergency P
aediatric -15hO

O
 -16hO

O
 

V
I. 

M
id block discussion w

ith co-ordinators -
4th M

onday o
f B

lock 
(J6hO

O
-16h30) 

T
u

to
rials: 

T
h

ere w
ill b

e a m
in

im
u

m
 o

f 2 fo
rm

al tu
to

rials p
er w

eek. M
ost o

f your teaching w
ill b

e 
during the intake, post-intake and general w

ard rounds w
ith the registrar and consultant. 

S
tudents w

ill b
e given paper instructions on essential content to b

e covered. 
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T
IM

E
 T

A
B

L
E

 F
O

R
 2010 F

O
R

 B
L

O
C

K
S

 A
N

D
 E

N
D

 O
F

 B
L

O
C

K
 E

X
A

M
S

 
G

R
O

U
P

 
B

L
O

C
K

 D
A

T
E

S
 

E
O

B
 E

X
A

M
S

 

C
 

13/01110 -
26/02/10 

2
5

-2
6

 F
eb

. 
1

0
 

2
4

F
E

B
 

B
 

01103110 -1
6

1
0

4
/1

0
 

1
5

-1
6

 A
p

ril 1
0

 
1

4
A

P
R

lL
 

A
 

19/04110 -
04/06/10 

0
1

-0
2

 Ju
n

e
 1

0
 

3
1

 M
A

Y
 

F 
12/07/10 -

27/08/10 
2

6
-2

7
 A

u
g

 1
0

 
2

5
A

U
G

 
E

 
30/08/10 -1

5
/1

0
/1

0
 

1
4

-1
5

 O
e
t 1

0
 

1
3

0
C

T
 

D
 

18/10110 -
03/12110 

3
0

 N
o

v
 -ID

e
e
 10 

2
9

N
O

V
 

N
B

. T
h

e
re

 w
ill n

o
t b

e an
y

 en
d

 o
f y

e
a
r ex

am
in

atio
n

s. 
Y

E
A

R
 C

O
-O

R
D

IN
A

T
O

R
S

 A
N

D
 C

O
N

T
A

C
T

 P
E

R
S

O
N

S
: 

P
ro

f P Jeen
a , D

r R
 T

h
ejp

al an
d

 
P

ro
f R

 B
h

im
m

a 

W
e
e
k

! 
In

tro
d

u
ctio

n
 talk

 from
 0800 to

 0900 h
o

u
rs o

n
 th

e first M
o

n
d

ay
 o

f each
 b

lo
ck

 -
P

ro
f Jeen

a 

IN
K

O
S

I A
L

B
E

R
T

 L
U

T
H

U
L

I C
E

N
T

R
A

L
 H

O
S

P
IT

A
L

 

A
ll students w

ill be allocated for a w
eek

 at the central hospital for sub speciality teaching. 
D

uring this period, 
students w

ould be expected to exam
ine cases in paediatric sub speciality. A

ll students to have exposure in 
subspeciality training in cardiology, N

IC
U

, P
IC

U
, pulm

onology, endocrinology, nephrology, haem
atology over 

one w
eek 

A
 roster that arranges allocation to

 the different sub-specialty w
ill be discussed w

ith the allocated 
students. 

G
E

N
E

R
A

L
 P A

E
D

IA
T

R
lC

S
 

S
tudents w

ill spend the entire block allocated to either K
ing E

dw
ard, M

ahatm
a G

andhi, R
K

 K
han's and Prince 

M
shiyeni M

em
orial hospitals and w

ill have all case presentations and tutorials done at these hospitals. Students m
ust 

introduce them
selves to the consultants, registrars, m

edical staff and sisters in the w
ard on arrival. 

D
uties: 

T
h

e students w
ill function as Ju

n
io

r In
tern

s. 
I. 

T
hey w

ill be directly accountable to the paediatric w
ard registrar and join registrar w

ard rounds. 
n. 

A
s such he/she w

ill be expected to becom
e fully involved in

 the everyday running o
f the w

ard to w
hich 

he/she is attached (clerk patients, develop and dem
onstrate a caring attitude, perform

 com
m

on procedures 
such as venepuncture, putring up I.V

. lines, A
B

G
, lum

bar puncture and suprapubic puncture, and obtain 
results). 

Students are expected to learn appropriate side room
 techniques and interpretation o

f com
m

on 
investigations. S

upervison o
f the side room

 techniques w
ill require that arrangem

ents be m
ade w

ith the 
appropriate laboratory staff. 

111. 
E

ach student m
ust clerk one case on an intake day. T

he case m
ust then be fully discussed w

ith the registrar 
on call, and presented briefly to the consultant on the intake w

ard round or during the intake tutorial. 
S

tudents are expected to follow
 the progress o

f patients allocated to them
. (N

C
H

S
 grow

th ch
art m

ust 
accom

pany all clerking.) 

. 

IV
. 

S
tudents m

ust have detailed know
ledge o

f at least 2 patients at any given tim
e 

during their 
rotation 

v. 
D

uring the intake, the student is expected to learn basic resuscitation and handling o
f 

paedia tric em
ergencies. 

V
I. 

D
uring general 

w
ard 

attachm
ent students 

w
ill 

attend 
teaching (intake 

and post intake) 
rounds w

ith 
consultants. Students not allocated to any particular intake m

ay only attend w
ith the perm

ission of the 
consultant conducting that intake 

V
II. 

L
og books w

ill only be signed by the w
ard team

 betw
een l5hO

O
 &

 
l6hO

O
 daily and after the intake w

ard 
round. 
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P
R

O
G

R
A

M
M

E
 A

T
 P

M
M

H
 

T
he students spend tw

o consecutive w
eeks in w

ard PI or P
3.T

he rem
aining 2 w

eeks are spent in 

N
ursery and P

4 (G
E

 w
ard). T

hey get clinical teaching w
ith their respective consultants 

in the m
orning and get afternoon teaching w

ith the consultant on call. 

T
he afternoon teaching m

aybe around a new
 patient that they have clerked in P

O
P

D
, 

a patient that they have in the w
ard o

r topic teaching (as requested by them
) . 

T
he long case presentations are shared b

y
 the consultants. T

he 2 consecutive w
eeks in the w

ard occur 
w

hen they are not scheduled for IA
L

C
H

. 

P
R

O
G

R
A

M
M

E
 A

T
 M

A
H

A
T

M
A

 G
A

N
D

ID
 M

E
M

O
R

IA
L

 H
O

SP
IT

A
L

 

T
he final year program

 at M
ahatm

a G
andhi M

em
orial H

ospital offers students exposure to a regional 
paediatric hospital providing am

bulatory care, neonatal care and inpatient paediatric care. 

I) S
tudents rotate through the follow

ing areas: 
I) A

m
bulatory paediatric -P

O
P

D
 

2) G
eneral paediatrics-

w
ard 8 

3) N
eonatal unit-w

ard 4 

2) E
ach student w

ill spend a m
inim

um
 o

f 2 w
eeks in each block. 

3) S
tudents are provided w

ith 3 form
al tutorials a w

eek. T
he in block assessm

ent for the D
P

 is done at 
one o

f these sessions. 

4) D
uring the rotation through each block, students are required to actively participate in the holistic 

m
anagem

ent o
f patients under the supervision o

f a registrar/m
edical officer and consultant. Students 

are required to clerk patients and present cases to the registrar or consultants on w
ard rounds.In w

ard 4 
and w

ard 8 , every student is allocated 2 beds w
here they adm

it and m
anage their patients ,w

ith the 
supervision o

f the registrar or m
edical officer. T

hey are required to join daily consultant w
ard rounds. 

A
ll procedures listed in the log books m

ust be perform
ed in the various units. 

5) A
cadem

ic m
eetings at M

ahatm
a G

andhi H
ospital: 

T
uesday-

14hO
O

-
15:00, D

octors T
ea L

ounge 
T

hursday-13hO
O

-
14:00, B

oard room
lL

abour w
ard sem

inar room
. 

W
e w

ish you a pleasant stay at our H
ospital. 

K
IN

G
E

D
W

A
R

D
 H

O
SP

IT
A

L
 

P
rogram

m
e including including N

eonatal, gastroenterology and G
eneral P

aediatrics w
ill be handed to 

the students at the beginning o
f the block 
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ST
U

D
E

N
T

S 
A

R
E

 
E

X
P

E
C

T
E

D
 

T
O

 
B

E
 

A
B

L
E

 
T

O
 

E
x:A

W
N

E
 

A
N

D
 

M
A

N
A

G
E

 
T

H
E

 
F

O
L

L
O

W
IN

G
:-

N
ew

b
orn

 
L

B
W

! 
T

erm
 infant 

D
ysm

orphic baby 

A
m

b
u

latory 
C

om
m

on Skin lesions 
U

R
T

I -
including L

T
B

, O
M

 
B

ronchiolitis 
N

utrition 

W
ard

s 
A

cute o
r chronic diarrhoea! disease 

P
neum

onia 
H

epatosplenom
egaly &

 generalised lym
phadenopathy 

A
naem

ia 
M

eningitis 
U

rinary tract infections 
R

heum
atic heart disease 

IN
T

A
K

E
S: 

A
ll students m

ust undertake at least 6 intakes and signatures m
ust be obtained from

 the consultant on 
call for that day. A

ll intakes m
ust b

e done during the specifically allocated tim
e to avoid overcrow

ding. 
A

ll intakes w
ill be undertaken at the respective hospitals Intakes w

ill occur betw
een 16hO

O
 hours and 

22hO
O

 hours. Y
ou w

ill also have the opportunity to assess babies w
ho present to the out-patient 

departm
ents, nursery and to the general w

ards 

P
R

O
C

E
D

U
R

E
S: 

A
ll students m

ust com
plete all procedures requested o

f them
 as per D

P
 requirem

ents. S
tudent m

ust 
actively search for w

ays to m
eet these requirem

ents even if there is a lack o
f patients under their care to 

carry out these procedures. S
tudent w

ith difficulty in fulfilling these requirem
ents should contact the 

co-ordinators. S
ignatures for these procedures can only be obtained from

 registrars and m
edical 

officers/interns. 
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L
E

A
R

N
IN

G
 A

IM
S

 

G
astroenterology W

ard 

L
earning objectives 

O
verall O

bjectives =
 m

anagem
ent o

f acute and persistent/chronic diarrhoea 

S
pecific objectives 

• 
R

ecognize dehydration and severity o
f dehydration (M

U
S

T
 be fam

iliar w
ith IM

C
I guidelines on 

reC
ognizing dehydration) 

• 
M

anagem
ent o

f dehydration due to diarrhoeallosses: oral and intravenous fluids, indications for 
IV

 lines and [-0
 access, types o

f fluids used i.e. N
a+

 K
+ H

C
0

3
 and glucose content o

f fluids; 
categorize fluids into those u

sed
 for resuscitation, rehydration and m

aintenance, electrolyte 
disturbances esp. K

 +
 deficiency. H

o
w

 to adm
inister fluids: IV

 and oral, indication for adm
ission 

• 
A

dvise caregivers on preparation and adm
inistration o

f oral rehydration fluids 
• 

A
dvise caregivers on 'D

anger signs' to observe at hom
e in a child w

ith diarrhoea 
• 

R
ecognition and m

anagem
ent ofhyper-

and hyponatraem
ia, hypokalaem

ia 
• 

M
anagem

ent o
f dysentery 

• 
A

pproach to a child w
ith persistent o

r chronic diarrhoea: com
m

on causes in
 our environm

ent, 
investigation and m

anagem
ent plan related to these causes, indications for adm

ission, understand 
the C

linitest, know
 the com

position o
f feeds com

m
only used in m

anaging persistent diarrhoea, 
m

anaging com
m

on electrolyte abnorm
alities, role o

f vitam
ins and m

icronutrients in m
anagem

ent 
o

f persistent diarrhoea, a basic know
ledge o

f/ess com
m

only seen causes and w
hen to suspect and 

refer 
• 

H
ow

 H
IV

 presents as above and special m
anagem

ent considerations 
• 

R
ecognition and m

anagem
ent o

f the child w
ith severe m

alnutrition (to be continued in the general 
w

ards) -
W

H
O

 ten steps to m
anagem

ent 

P
.O

.P
.D

. 

S
tudents w

ill be allocated out-patient duties b
y

 the consultant as part o
f your intakes. 

O
bjectives 

S
tudents should fam

iliarize them
selves w

ith prim
ary contact P

aediatrics. 

A
t the end o

f this block the student should: 
i) 

D
evelop a com

prehensive approach to the prevention and m
anagem

ent o
f paediatric: 

* com
m

on m
inor aihnents 

* com
m

on infections 
* com

m
unicable diseases 

* chronic illnesses 
* psycho-social problem

s (including abuse and neglect) 
* em

ergencies +
 diagnostic problem

s 

ii) 
B

e able to describe the criteria and conditions for appropriate referral and adm
ission patients; 

iii) 
C

om
m

unicate w
ith parents / guardians and be able to counsel appropriately. 
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T
utorials: 

T
here w

ill be specific tutorials arranged and students w
ill b

e inform
ed accordingly. 

P
resentation o

f C
ase 

1. 
E

xam
ine fully (com

plete history and physical exam
ination). 

ii. 
a) 

S
tate m

ain problem
s (obtained from

 history and physical exam
ination) 

b) 
C

om
plete 

N
utritional 

A
ssessm

ent 
(as 

suggested 
in 

"U
pdate 

o
n

 
C

linical 
M

ethods"; 
obtainable from

 departm
ental secretary). 

c) 
C

om
plete D

evelopm
ental A

ssessm
ent (cf C

oovadia and W
ittenberg or any sim

ilar book; 
also from

 "U
pdate o

n
 C

linical M
ethods"). 

d) 
D

escribe only m
ain features in general exam

ination w
hich are relevant to the system

 w
hich 

is abnorm
al. 

e) 
D

escribe only the abnorm
al system

/s (Inspection, P
alpation, P

ercussion, A
uscultation). 

f) 
S

tate other system
s norm

al. 
g) 

G
ive C

om
plete C

linical D
iagnosis 

(eg. 
§ 

M
itral 

Incom
petence probably due to 

A
cute 

R
heum

atic H
eart 

D
isease 

(R
H

D
) 

§ § 
w

ithout any m
ajor signs o

f R
H

D
 

in cardiac failure 
§ 

w
ithout evidence o

f Infective E
ndocarditis). 

iii. A
 com

plete differential diagnosis and m
anagem

ent plan including investigations, treatm
ent and 

prognosis should b
e presented 

In-B
lock A

ssessm
ent 

A
ll students are expected to present one case as a D

P
 requirem

ent and this assessm
ent w

ill 
contribute 5%

 tow
ards the fm

al m
ark. S

tudents should choose a variety o
f cases as these 

assessm
ents w

ould also provide a foundation for teaching. 

T
his w

ill m
ake u

p
 5 %

 o
f the overall assessm

ent. T
his case m

ust be evaluated thoroughly. T
he cases w

ill 
be m

arked according to the follow
ing guidelines:-

history 15%
 

exanrination 15%
 

differential diagnosis 15%
 

investigations 10%
 

confirm
ation o

f diagnosis -
evidence based 10%

 
pathogenesis laetiology 10%

 
treatm

ent 10%
 

com
plications 10%

 
prognosis 5%

 
N

B
. 

In-block assessm
ent is a D

P
 requirem

ent. S
tudent in block assessm

ent could be undertaken as an 
entire group teaching but the discussion o

f the m
ark allocation should be undertaken w

ith candidate in 
private. T

his teaching forum
 should not b

e regarded as one o
f the 2 form

al tutorials for the w
eek unless 

a significant am
ount o

f teaching occurs. S
tudents w

ill be allocated to present to a specific consultant at a 
designated tim

e slot. 
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B
. 

P
R

O
C

E
D

U
R

E
S

 T
O

 P
E

R
F

O
R

M
 

T
he final year students are expected to perform

 certain com
m

on Paediatric P
rocedures under 

L
aboratory assistant! R

egistrar I M
.O

. supervision for a D
uly P

erform
ed C

ertification. 

E
S

S
E

N
T

IA
L

 P
R

O
C

E
D

U
R

E
S

 (F
o

r D
P

 R
equirem

ents) : 
I. 

V
enepuncture: O

btain blood sam
ples 

2 neonates 
8 infants and older children 

2. 
1. V

. line insertion and infusion 
2 neonates 
5 infants and older children 

3. 
L

um
bar puncture X

 2 
4. 

D
extrostix and gIucom

eter for blood sugar X
 4 

5. 
U

rine testiog w
ith U

rine dipstix X
 4 

6. 
T

uberculin skin test X
 4 

7. 
R

ectal E
xam

inations and sw
abs X

 2 
8. 

Side R
oom

 T
echniques 

a. M
aking slides o

f stool and M
icroscopic exam

ination and test for 
reducing substances X

 2. 
b. M

aking slides o
f urine and M

icroscopic exam
ination X

 2 

R
E
C
O
~
N
D
E
D
P
R
O
C
E
D
U
R
E
S
 

I. 
B

lood transfusion X
 I 

2. 
A

rterial puncture (radial) X
 2 for A

B
G

 
3. 

Suprapubic bladder puncture X
 2 

4. 
N

aso-gastriclR
yles' tube X

 4 
5. 

E
C

G
 X

I (PR
U

 and W
ards). 

C
. 

O
P

T
IO

N
A

L
: O

B
S

E
R

V
E

 A
N

D
 A

S
S

IS
T

 (w
hen the opportunity arises) 

1. 
U

m
bilical venous catheterization and E

T
F 

2. 
Intubation technique and fam

iliarize w
ith resuscitation equipm

ents: 
N

eonate 
Infants and older child 

3. 
B

one m
arrow

 aspiration 
1 

4. 
L

iver biopsy 
5. 

K
idney biopsy 

6. 
M

uscle biopsy 
7. 

Fine needle lym
ph node aspiration 

8. 
Intercostal drainage 

9. 
Subdural and ventricular taps 

D
. 

O
P

T
IO

N
A

L
: O

B
S

E
R

V
E

 I L
E

A
R

N
 U

S
E

 O
F

: 

I. 
C

ranial V
IS

 (N
ursery) 

2. 
C

ardiac and R
espiratory m

onitors 
3. 

Incubators 
4. 

Infusion pum
ps 

E
. 

S
tu

d
en

t C
ases on A

cadem
ic d

a
y 

• 
A

 consultant is allocated p
er student presentation. 

• 
A

 group o
f students as given b

y
 the allocated letter w

ill present a case o
n

 the designated 
subject m

atter. T
he case should be carefully selected to avoid repetition w

ith the consultant 
C

P
C
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F. 
C

O
N

S
U

L
T

A
N

T
 C

P
C

 

• 
A

 consultant is allocated to provide a clinico-pathological conference in a specific 
subj ect m

atter 
• 

Students m
ust read around the subject m

atter as the form
at is one o

f case discussion. A
ll C

P
C

s 
w

ill be aro
u

n
d

 a case 

T
opics to be covered in each b

lo
ck

 eith
er student o

r consultant C
P

C
 

1. 
M

alnutrition and childhood obesity-
D

r G
anie 

2. 
H

IV
 disease, therapy &

 palliative care-
P

rofR
. B

obat and D
r M

 A
rchary 

3. 
A

sthm
a and allergic rhinitis tuberculosis-

respiratory-
O

r S T
hula and P

rof Jeena 
4. 

M
yocarditis, cardiom

yopathy, pericarditis -cardiology-
D

r H
oosen and D

r N
zim

ela 
5. 

Infants o
f a diabetic m

other-
neonatalogy-

D
r M

ackanjee, P
rof A

dhikari, O
r R

 Singh, D
r S 

Singh, D
r N

 N
 aidoo and O

r C
 K

elly 
6. 

S
hock &

 electrolyte disturbances gastroenteritis-
D

r R
am

ji and D
r K

. N
aidoo 

7. 
D

ow
ns syndrom

e-
genetics 

8. 
M

eningitis -neurology-
O

r M
ubaiw

a and D
r R

apiti 
9. 

S
hort stature and rickets -

renal disease and endocrine-
P

rofB
hirnm

a and D
r Y

. G
anie 

10. L
ym

phadenopathy and approach to anaem
ia -

H
aem

atology -
D

r T
hejpal, D

r G
oga and D

r 
N

eethling 
11. A

ttention deficit disorders child psychology and abuse-
O

r. V
. G

ovender and D
r R

 G
ovender 

12. S
kills training: consultants as p

er roster 

G
. 

A
ttendance at B

reast Feeding w
orkshops, Side R

oom
 T

echniques and Skills T
raining on a M

onday 
is com

pU
lsory. 

A
 card w

ith the D
P requirem

ents w
ill b

e handed to each student at the beginning o
fth

e B
lock. 

E
ach student requires the follow

ing in o
rd

er to obtain a D
P

 certificate: 
1. 

C
ase assessm

ent m
ark>

 50%
 

2. 
A

ttendance o
f and com

pletion o
f a register for at least 6 intakes 

3. 
A

ttendance o
f and com

pletion o
f a register for 100%

 o
f the scheduled w

ard attendances as per 
roster* 

4. 
C

om
pletion o

f all procedures as indicated on the blue card 
5. 

H
anding in o

f an E
thics R

eport 

* 100%
 o

f attendance on w
eekdays. A

s the students m
iss m

any o
f the w

eekend and H
oliday duties due 

to unavailability o
f U

niversity transport students m
issing any w

eekday has the opportunity to m
ake this up 

by w
orking on w

eekends, holidays and doing extra intakes. 

M
A

K
IN

G
 U

P
 F

O
R

 M
IS

S
E

D
 S

C
H

E
D

U
L

E
 L

E
A

R
N

IN
G

 O
P

P
O

R
T

U
N

IT
IE

S
. 

A
s a rule all students w

ho fail to attend scheduled teaching for w
hat-so-ever reason m

ust m
ake up this 

lost tim
e by attending additional sessions. T

his also applies to students w
ho produce m

edical 
certificates. W

here serious m
edical o

r social problem
s for non attendance exist, the student m

ust inform
 

either o
f the co-ordinators so that alternative plans can be m

ade. 
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D
P

C
ard

s 
S

tudents w
ill not b

e allow
ed to undertake the exam

ination w
ithout the D

P. A
ll assessm

ent cards should 
preferably have photograph attached. C

ontact details o
f students (cell phone num

bers) should also 
appear on these cards. S

tudents w
ithout photographs m

ust have their student cards available at the tim
e 

o
f obtaining signatures. 

• 
D

P
 cards m

ust be com
pleted w

ith signatures and tu
to

r m
arks. 

• 
T

he 
section 

on procedures 
m

ust 
be 

com
pleted 

and 
signed 

b
y

 the 
M

O
lR

egistrar/ 
laboratory 

technologist 
• 

A
ttendance w

ill b
e signed only b

y
 the registrarlconsultant. 

• 
A

ll D
P

 cards need to b
e countersigned b

y
 the C

onsultant at the respective hospitals. 
• 

A
ll students m

ust hand in their D
P

 cards b
y

 12hO
O

 * hours on the last M
onday o

f the block. T
he list 

o
f student num

bers o
f candidates that do not satisfY

 the D
P

 requirem
ent w

ill be placed on the notice 
board by 09hO

O
 on the sam

e day. T
hese individuals w

ill be required to subm
it a D

P
 appeal form

 
im

m
ediately if they w

ould like to
 query the denial o

fD
P

. 
• 

S
tudents m

ay consult the co-ordinators to discuss reasons for failure to obtain a D
P

 and plans to
 

m
ake up. 

* A
rrangem

ents for th
e first an

d
 last blocks w

ill be confirm
ed at the O

rientation m
eeting. 

A
S

S
E

S
S

M
E

N
T

S
: 

E
n

d
 o

f B
lock A

ssessm
ent / F

in
al exam

inations 
1.1 

E
O

B
 assessm

ent is the final assessm
ent, com

prising of: 
C

linical cases 3 short cases each 15 m
in 

3 x 20%
 

C
om

bined clinical m
ark

 
T

heory: 
M

C
Q

 &
 a com

puter based O
S

C
E

 (each 17.5%
) 

In
 block assessm

ent 
F

IN
A

L
 O

V
E

R
A

L
L

 M
A

R
K

: 

T
o pass you m

ust obtain 
I. 

50%
 o

r m
ore in the overall assessm

ent; and 
2. 

C
andidates m

ust pass tw
o(2) out o

f the three (3) clinical cases; 
3. 

50%
 or m

ore in the com
bined clinical m

ark; and 
4. 

T
heory subm

inim
um

 o
f 4

5
%

 

R
ecom

m
ended R

eading: 

6
0

%
 

3
5

%
 

5
%

 
1

0
0

%
 

I. 
P

aediatrics and C
hild H

ealth: A
 H

andbook for H
ealth Professionals in the T

hird W
orld, edited by 

H
M

 C
oovadia and W

ittenberg, O
xford U

niversity Press, 4th edition. 

2. 
D

epartm
ent o

f P
aediatrics -

w
ard hand book latest edition 

3. 
U

pdate on C
linical M

ethods: O
btain from

 D
epartm

ent Secretary 

4. 
H

ospital level paediatrics standard treatm
ent guidelines and essential drug list 2006 D

epartm
ent o

f 
health 

5. 
O

ther reading recom
m

ended b
y

 your consultant. 
M

A
R

K
IN

G
 G

U
ID

E
L

IN
E

S
 F

O
R

 5
T

H
 Y

E
A

R
 E

O
B
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S
H

O
R

T
 C

A
S

E
 C

L
IN

IC
A

L
S

 

F
 

F
 

P 
P 

P 
P 

<
4

5
 

46-49 
50-59 

60-69 
70-74 

>75 
P

 
A

ccurately 
H

 
elicited! 

-
±

 
+

 
+

 
+

 
+

 
y 

S S 
I I 

G
 

-
±

 
+

 
+

 
+

 
+

 
C

 
N

 
T

echnique
2 

A
 

L
 

D
 

I S 
C

 
U

 
S S 

S 
-

-
-

+
 

+
 

+
 

U
naidecf 

Patient H
andling' 

-
±

 
+

 
+

 
+

 
+

+
 

A
nthropom

etry if 
-

±
 

+
 

+
 

+
 

+
+

 
relevant 
P

athophysiology" 

-
-

±
 

±
 

+
 

+
+

 
Integrated 
A

pproach
6 

-
-

-
±

 
+

 
+

 

1. 
T

he m
ajority of the positive clinical signs selected by exam

iners m
ust be accurately 

elicited by candidate ego 
• 

oedem
a! clubbing/ p

allo
r 

---> 
present 

• 
b

ep
ar -

5cm
, tender, sm

ooth. 
• 

A
nthropom

etry plotted accurately +
 interpreted correctly 

2. 
C

orrect technique ego m
easuring h

ep
ar in cm

s below
 subcostal m

argin in M
C

L
. 

3. 
D

egree to w
hich candidate needs prom

pting in eliciting one o
r m

ore physical signs. 

4. 
A

n
 assessm

ent of the confidence an
d

 consideration w
ith w

hich patient is handled. 

5. 
A

n
 indication of the candidate's understanding o

f the pathophysiological basis for the one 
o

r m
ore physical signs elicited earlier ego 

• 
oedem

a in nephrotic syndrom
e as a m

anifestation o
f ego t album

in 
_ t oncotic pressure 

6. 
A

bility to integrate signs, u
n

d
erstan

d
 the pathophysiology an

d
 consider the principles of 

m
anagem

ent. 
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P
SY

C
H

IA
T

R
Y

 2010 

D
epartm

ent 
O

f 
P

sychiatry 

I. 
B

L
O

C
K

 
T

he Psychiatry block is six w
eeks. 

T
hree w

eeks w
ill be spent at 

K
ing G

eorge V
 H

ospital and 
three w

eeks at T
ow

n H
ill H

ospital. 

2. 
P

R
O

G
R

A
M

M
E

 C
O

-O
R

D
IN

A
T

IN
G

 O
F

F
IC

E
R

S 
Professor D

 L
 M

kize, 
School o

f M
edicine, 

D
r S 

Saloojee, 
K

ing 
E

dw
ard V

III H
ospital, or 

contact 
the A

dm
inistrative O

fficer, M
rs V

 Spicer, 
D

epartm
ent o

f Psychiatry, R
oom

 414, 
M

edical School, extension 4321. 

3. 
B

L
O

C
K

 P
R

O
G

R
A

M
M

E
 

T
he program

m
e w

ill be handed out on the first day o
f the block. 

4. 
R

E
P

O
R

T
IN

G
 ST

A
T

IO
N

 
A

ll students are to report to D
r N

aidoo, T
ow

nhill H
ospital, and 

D
r Paruk at IG

ng G
eorge V

 H
ospital at 08h30 on the first day o

f their block. 

5. 
O

B
JE

C
T

IV
E

S 
T

o prevent, diagnose and m
anage psychiatric illness at prim

ary 
care and D

istrict H
ospital level. 

T
o w

ork as part o
f a team

 to ensure that patients w
ith psychiatric 

illnesses are m
anaged efficiently in em

ergency and elective 
situations. 

6. 
L

E
A

R
N

IN
G

 O
U

T
C

O
M

E
S 

A
t the end o

f their final year, students should be able to: 

i) 
T

ake, record, form
ulate and present a case history 

ii) 
E

licit, record and present the clinical signs 
iii) 

R
equest and interpret necessary special investigations 

iv) 
M

ake a w
orking diagnosis 

v) 
U

nderstand and m
anage biopsychosocial factors as they 

relate to psychiatric disorders 
vi) 

U
nderstand and im

plem
ent the m

ethods o
f preventive 

psychiatry 
vii) 

K
now

 and utilize the resources o
f the com

m
unity 

viii) 
H

ave a w
orking know

ledge o
f the ethics relevant to 

psychiatric practice 
ix) 

A
dm

it patients in accordance w
ith the M

ental H
ealth C

are 
A

ct (17 o
f 2002) 
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7. 
C

L
IN

IC
A

L
 A

S
S

IG
N

M
E

N
T

S
 

SupeIV
ision: 

E
xposure 

to the m
ultidisciplinary team

 including 
the 

therapeutic 
strategies 

em
ployed by each o

f the 
m

em
bers nam

ely, social w
orker, occupational 

therapist, 
nurse, 

psychiatrist and psychologist. 
M

ultidisciplinary w
ard rounds com

m
ence at 08h30 sharp. 

W
ard duties: 

Students 
w

ill 
be 

assigned to a R
egistrar and w

ill be responsible for 4-5 in­
patients each. 

T
hese patients m

ust be clerked, regularly intem
ew

ed 
and 

appropriate notes 
kept 

and 
all 

therapies follow
ed for each patient allocated. 

T
his 

w
ill 

constitute 
the 

P
sychiatric P

ortfolio. T
here 

w
ill be case presentations and daily review

 m
eetings. 

O
ut-patient service: 

Students 
w

ill attend out-patient clinics as per rotation during their block. 

A
dm

issions: 
T

hese w
ill be done betw

een 08hO
O

 
and 

16hO
O

 
together w

ith the R
egistrar o

n
 intake. 

8. 
L

O
G

 B
O

O
K

S
 

-
L

og books w
ill be handed to the students on the first day. 

C
om

pletion of 
these L

og B
ooks w

ill serve as the D
P requirem

ent for the block. 

A
T

T
E

N
D

A
N

C
E

: 
A

ttendance w
ill be registered at: 

a) 
L

ong case presentations 
b) 

C
onsultant w

ard rounds 
c) 

R
egistrar w

ard rounds 
d) 

G
rand rounds 

e) 
Intakes 

f) 
T

utorials 

A
 m

inim
um

 o
f 8

0
%

 attendance is necessary at all o
f the above 

in order to qualify you to attend the end o
f block and end o

f 
sem

ester exam
s. 

9. 
A

S
S

E
S

S
M

E
N

T
 

9.1 
M

ethods o
f assessm

ent to be used in the m
odule (indicate the w

eighting for each 
m

ethod): 

i) 
S

hort case 
10%

 
ii) 

L
ong case 

40%
 

iii) W
ritten case vignettes 

20%
 

iv) 
V

iva 
30%

 

100%
 

In order to pass this m
odule the student should have achieved an aggregate m

ark o
f at least 50%

 and 
have com

pleted each com
ponent o

f the assessm
ent. 
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9.2 
S

tatem
en

t o
f assessm

en
t criteria 

L
earners w

ill b
e assessed on their ability in: 

I) 
T

h
e clinical ex

am
in

atio
n

 
a) 

to appreciate the clinical significance o
f the historical data obtained 

b) to draw
 conclusions from

 the m
ental state exam

ination 
c) to m

ake a differential diagnosis 
d) 

to know
 w

h
at special investigations are required 

e) 
to m

ake a final diagnosis according to the D
S

M
 IV

 m
ultiaxial system

 
f) 

and to d
raw

 u
p

 a holistic biopsychosocial problem
-based m

anagem
ent plan 

2) 
T

h
e w

ritten
 case vigl!ettes 

to use the clinical data presented to
 answ

er the 
questions asked 

3) 
T

h
e viva 

to integrate th
e know

ledge and skills acquired over the 
first three 

years o
f study and the 

practical application thereof in the 4th year in
 

an 
effort to 

m
anage psychiatric 

illness presenting in the com
m

unity and/or 
institution. 
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F
A

M
IL

Y
 M

E
D

IC
IN

E
 2010 

D
epartm

ent of F
am

ily M
edicine 

1. 
IN

T
R

O
D

U
C

T
IO

N
 

T
he purpose o

f this m
odule is to expose students to holistic health care (any patient, any problem

, 

anytim
e, 

any 
w

here) 
and 

to 
ensure 

that 
they 

are 
com

petent 
to 

deal 
w

ith 
differentiated 

and 

undifferentiated health care problem
s in a variety o

f settings. T
his m

odule gives the student intern the 

opportunity for supervised, experiential learning and site visits to public, private and N
G

O
 health care 

institutions. 

2. 
A

IM
 

i) 
T

he aim
 

o
f the 

F
am

ily 
M

edicine 
C

ourse 
is 

to 
introduce 

students 
to 

the 
principles 

and 
philosophy o

f F
am

ily M
edicine relevant to the needs o

f present day S
outh A

frica. 

ii) 
T

o acquaint students w
ith the health service needs o

f the various populations o
f K

w
aZ

ulu­
N

atal, the health services available and the identification o
f areas o

f im
provem

ent. 

3. 
O

B
JE

C
T

IV
E

 

T
o train students to be able to function as generalists at a district level upon graduating. Students 

are placed in various sites in the D
istrict H

ealth S
ystem

. 

4. 
L

E
A

R
N

IN
G

 O
U

T
C

O
M

E
S 

In
 the context o

f this m
odule, the student m

ust: 
I) 

D
em

onstrate an ability to evaluate and m
anage patients w

ith both undifferentiated and m
ore 

specific problem
s cost-effectively according to the bio-psychosocial approach. 

2) 
U

nderstand how
 to facilitate the health and quality oflife o

f a C
om

m
unity. 

3) 
C

onduct all aspects o
f health care in an ethical, com

passionate and 
responsible m

anner. 
4) 

L
earn to recognize, evaluate and reflect on personal and professional 

strengths and w
eaknesses and learn to appropriately change professional 

practice and behaviour according to available evidence. 
5) 

L
earn and understand the im

portance o
f being part o

f a netw
ork o

f 
service providers as this relates to team

w
ork, referrals, continuing 

m
edical education etc. 

B
L

O
C

K
 PR

O
G

R
A

M
M

E 

T
his w

ill be a six w
eek w

orking block. F
irst 2 days 

-
orientation and introduction to F

am
ily M

edicine 
and the rural district hospital placem

ent. D
uring the next 5 y, w

eeks you w
ill spend 

2 y, w
eeks at a rural district hospital, I w

eek at an urban district hospital, 1 w
eek w

ith a G
P

 and 3 days 
visiting C

heshire hom
es and the H

ospice. 
F

am
ily M

edicine w
ill co-ordinate and facilitate the R

ural 
attachm

ent 
program

m
e 

for 
the 

F
aculty. 

S
tudents 

are 
also 

expected 
to 

w
ith 

identify 
G

eneral 
P

ractitioners for m
entorship and rotation. D

uring the 6
th w

eek o
f the block there w

ill be lectures on a 
variety o

f topics related to F
am

ily M
edicine and consolidation at m

edical school. 
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A
. 

A
T

T
A

C
H

M
E

N
T

 T
O

 D
E

P
A

R
T

M
E

N
T

 

I. 
O

bjectives o
f D

ep
artm

en
tal A

ttach
m

en
t 

a. 
O

rientation and introduction to principles o
f F

am
ily M

edicine 
b. 

L
ectures covering topics such as: 

L
ife S

tyle Issues 
C

ounselling S
kills 

C
om

m
unication 

D
r-patient relationship 

F
inancial M

anagem
ent 

D
ata Interpretation 

H
um

an S
exuality 

P
ractice M

anagem
ent 

C
om

m
on ethical issues 

(iii) 
D

ebriefing follow
ing site/clinical attachm

ents 
(iv) 

C
onsolidation 

(v) 
Q

IP feedback 

B
. 

G
E

N
E

R
A

L
 P

R
A

C
T

IC
E

 A
T

T
A

C
H

M
E

N
T

 

I. 
O

rganisation o
f A

ttach
m

en
t 

S
tudent Interns w

ill be allocated by the D
epartm

ent to a qualified F
am

ily P
hysician w

orking in
 

a G
eneral P

ractice for five days. S
tudent interns are required to attend the practice daily. 

T
he 

nam
e, address, telephone num

ber o
f the allocated F

am
ily P

ractitioner can be found in A
nnexure 

B
. 

S
tudent Interns should telephone the fam

ily practitioner to w
hom

 they have been attached to 
during the w

eek before the com
m

encem
ent o

f their attachm
ent 

T
his w

ill allow
 the Fam

ily 
P

ractitioner to advise the student concerning the tim
e at w

hich he should present him
self at the 

practice and w
ill also provide an opportunity for both parties to establish an early rapport. 

S
tudent Interns m

ust m
ake their ow

n transport arrangem
ents to and from

 the practice. 

C
onduct and dress should b

e appropriate to the professional circum
stances in w

hich students 
find them

selves. 
A

t the conclusion o
f this attachm

ent the F
am

ily P
ractitioner w

ill provide an evaluation o
f the 

S
tudent Intern w

ith particular reference to professional conduct, co-operation, participation, 
insight and attendance. 

2. 
O

bjectives of G
eneral P

ractice A
ttachm

ent 

a) 
T

o experience G
eneral practice and to observe its role in relation to both the referral 

hospital and the com
m

unity. 

b) 
T

o note the differences in em
phasis in respect o

f prom
otive, preventive, diagnostic, 

therapeutic and rehabilitative care in fam
ily practice and the referral hospital. 
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c) 
T

o gain aw
areness o

f the im
portance to health and health care o

f the dom
estic, social 

and occupational environm
ents. 

d) 
T

o study the disease spectrum
, and personal characteristics o

f patients attending the 
fam

ily practice. 

e) 
T

o appreciate the key principles o
f fam

ily m
edicine and the process involved in m

aking 
com

prehensive assessm
ent o

f patient problem
s. 

f) 
T

o acquire the skills necessary for the clinical care o
f patients. 

g) 
T

o g~in experience in
 the m

anagem
ent o

f m
edical, surgical a'ld other em

ergencies, the 
conduct o

f dom
iciliary visits to patients and to 

observe the carrying out o
f m

inor 
procedures. 

h) 
T

o note the pattern o
f referral 

o
f patients to 

consultants, hospitals 
and 

supportive 
agencies (eg w

elfare organisations) and their referral back to the Fam
ily Practitioner. 

i) 
T

o note the various com
ponents in record keeping as w

ell as the different types o
f 

record system
s, utilised by various practitioners in prim

ary care. 

j) 
In

 respect o
f establishing and operating a fam

ily practice to gain aw
areness of: 

i) 
factors w

hich influence the choice oflocation 
ii) 

staffing levels and staff functions 
iii) 

equipm
ent requirem

ents and levels o
f provision 

iv) 
capital and recurrent expenditure 

k) 
T

o gain aw
areness o

f the statutory requirem
ents o

f F
am

ily Practitioners. 

I) 
T

o observe and practice the ethical requirem
ents in respect o

f confidentiality and other 
aspects o

f professional conduct. 

m
) 

T
o identify relevant fam

ily and com
m

unity issues and to engage in discussion or activity 
w

ith the G
P to act on these issues. 

C
. 

R
U

R
A

L
 A

T
T

A
C

H
M

E
N

T
 P

R
O

G
R

A
M

 

2 Yz 
w

eeks o
f the six w

eeks is allocated to the R
ural attachm

ent program
. T

he D
epartm

ent o
f Fam

ily 
m

edicine takes responsibility for the organisation and co-ordination o
f student attachm

ent to rural 
district hospitals during these 2 Yz w

eeks. O
ur aim

 is to provide exposure to broad m
ultidisciplinary 

issues in rural health for all final year students. It is necessary that S
tudent interns be exposed to and 

obtain experience in the delivery o
f prim

ary care in rural and developing areas 
so that they are 

equipped to m
eet the service delivery needs o

f all com
m

unities. 
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O
bjectives of rural attachm

ent: 

I. T
o gain a general know

ledge o
f the activities of rural district hospitals, their peripheral clinics and 

visiting points in respect o
f com

prehensive health care. 
2. T

o learn and appreciate decision m
aking processes using the basic technology available at a level 1 

hospital 
3. 

T
o 

becom
e 

skilled 
in 

the 
com

prehensive 
m

anagem
ent o

f undifferentiated problem
s 

w
ith the 

resources available at a level 1 hospital and w
ithout the support o

f specialists on site. 
4. T

o know
 the costs involved in providing health care and develop an appreciation o

f cost effective 
m

anagem
ent 

5. T
o learn to appreciate that prim

ary health care is an academ
ic discipline o

f equal status to that o
f 

other m
edical disciplines yet deserving greater attention because it im

pacts the lives of far m
ore health 

care seekers than all other disciplines com
bined except for com

m
unity health. 

6. T
o gain a better understanding o

f the D
H

S and the role played by the D
istrict hospital and other 

structures in the district, in m
eeting the objectives of the D

H
S 

7. T
o foster an ongoing relationship betw

een the Provincial D
epartm

ent of H
ealth, the N

elson M
andela 

School o
f M

edicine, and the m
any rural hospitals involved in the program

. 
8. T

o identify role m
odels 

A
ctivities through w

hich these objectives w
ill be accom

plished 

1. Participate in health education and preventative program
m

es 
2. Integration o

f students into health care and other relevant activities and participation in hospital 
services at the discretion o

f the m
edical m

anagers. 
3. Participate in in-service training program

m
es, lectures and discussions 

4. V
isit one peripheral clinic and at least one m

obile clinic source point in the vicinity and participate in 
the services rendered by these thereby gaining aw

areness o
f the 

services provided and the health 
priorities o

f the com
m

unity 
5. 

U
ndertake a study on one patient w

ith a priority problem
 using a patient centred approach. 

("P
riority" to be determ

ined in term
s o

f com
m

on, serious, preventable o
r rem

ediable a
n

d
 o

f concern to 
the com

m
unity) 

6. U
ndertake a Q

uality Im
provem

ent (Q
I) project selected in consultation w

ith the M
edical M

anager. 
7. D

aily sem
inar presentation on com

m
on conditions. A

t the end o
f the rural block you w

ill have a 
clinical assessm

ent. T
his w

ill be part at on site assessm
ent. 

8. C
om

pletion o
f tasks as outlined in

 the log book 

R
ural hospital rules: 

1. 
Students interns m

ay be residentially attached to a rural hospital up to a period o
f 14 days 

2. 
T

ransport is provided to and from
 hospitals to w

hich they are attached 
3. 

Students 
w

ill 
be 

guests 
o

f the 
hospitals to 

w
hich 

they 
are 

attached 
and 

should behave 
accordingly. 

4. 
Students w

ill be under the disciplinary control o
f the M

edical M
anager / co-ordinator to w

hom
 

they w
ill be responsible. 

5. 
T

elephones 
m

ay not be used 
for 

private 
reasons 

w
ithout the 

perm
ission o

f the 
hospital 

authorities. B
efore leaving the hospital all telephone accounts m

ust be settled. 
6. 

N
o student m

ay leave the hospital until the end o
f the attachm

ent period. In the event o
f any 

special circum
stances requiring departure prior to the set date, such departure w

ill be on the 
authority of, and by arrangem

ent w
ith, 

the M
edical M

anager w
ho w

ill com
m

unicate such 
inform

ation by telephone to the D
epartm

ent o
f Fam

ily M
edicine. T

his rule w
ill be strictly 

adhered to. 
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7. 
V

isits by relatives and / or friends are not pennitted 
8. 

Students are required to collect their anti-m
alarial prophylaxis one w

eek prior to 
the rural 

attachm
ent 

9. 
In

 m
atters o

f urgency or difficulty, students m
ay contact the H

ead o
f D

epartm
ent at any tim

e at 
the follow

ing num
ber: D

epartm
ent o

f Fam
ily M

edicine, 2604485 or cell no o
f co-ordinator 

(Professor SS N
aidoo 083 229 8876) 

H
ospitals C

om
m

itted to the R
u

ral P
ro

g
ram

m
e 

A
 list o

f all participating hospitals is available in the D
epartm

ent o
f Fam

ily M
edicine. Please consult 

the lam
inated m

ap in the departm
ent for further clarification. 

D
. U

rb
an

 district hospitals 

Y
ou w

ill be attached to the F
am

ily M
edicine departm

ent at either A
ddington hospital, N

orthdale 
hospital, 

W
entw

orth 
hospital 

or M
cC

ords 
H

ospital. 
Y

ou 
w

ill 
be 

expected 
to 

clerk patient in 
O

utpatients, C
asualty, the A

R
 V

 clinic or in the generalist w
ards and to present these patients for 

discussion. 

A
ssessm

ent: 

In-block assessm
ent: 

• 
Portfolio (5%

) 
• 

P
resentation (5%

) 
• 

Q
uality Im

provem
ent P

roject (10%
) 

• 
M

C
Q

 -
L

an T
ruelFalse (10%

) 
• 

Short A
nsw

er M
anagem

ent P
lan (SA

M
P) (10%

) 
• 

C
linical C

onsultation (15%
) 

• 
O

SC
E

 (45%
) 

T
o pass: 

A
 student m

ust 
• 

obtain an overall m
ark o

f at least 50%
 

• 
obtain at least 50%

 in the O
S

C
E

 

** 
S

T
U

D
E

N
T

S
 W

H
O

 F
A

IL
 T

O
 M

E
E

T
 P

R
O

M
O

T
IO

N
A

L
 C

R
IT

E
R

IA
 W

IL
L

 H
A

V
E

 T
O

 
R

E
P

E
A

T
 T

H
E

 B
L

O
C

K
 

N
O

T
E

: 
In

 order to gain a distinction for the year m
ark, it is necessary to obtain a subm

inim
um

 
o

f 75%
 for the E

nd o
f B

lock assessm
ent. 

Students w
ho have obtained 50%

 and over in the block assessm
ent have satisfied the prom

otional criteria. 

S
tudents w

ith less th
an

 50%
 in the block, w

iU
 

repeat the block and w
ill b

e subject 
to an 

assessm
ent. 
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D
P

 R
eq

u
irem

en
t 

A
ttendance at A

L
L

 attachm
ents and com

pletion o
f all assignm

ents is required. 
F

ailure to
 

com
ply, in the absence o

f a reaso
n

 w
hich is satisfactory to the H

ead o
f D

epartm
ent, w

ill result 
in the non-issue o

f a D
P

 certificate. 
A

ll students m
u

st h
an

d
 in log b

o
o

k
 and portfolio b

y
 16hO

O
 o

n
 th

e 6
th

 F
rid

ay
 o

f th
e 

B
lock. D

P
's w

ill b
e issued b

efo
re th

e final exam
. P

lease consult the notice 
B

oard before th
e start o

f exam
s. 

A
d

m
in

 O
ffice: 

T
h

e D
epartm

ent o
f F

am
ily M

ed
icin

e is sited o
n

 the 2nd floor E
ast W

ing, G
eorge cam

pbell building 
(adjacent to Public H

ealth). 
All students w

ishing to interact w
ith consultants on an individual or sm

all 
group 

baSis 
are 

requested 
to

 
m

ake 
an 

appointm
ent via 

the 
departm

ental 
secretary on 

031 
260 

4485/4770. 
A

 sub-office o
f th

e D
epartm

ent w
ill b

e based at W
entw

orth. 

A
n

n
ex

u
re A

 

R
E

F
E

R
E

N
C

E
 B

O
O

K
S

 
A

U
T

H
O

R
 

*M
ichae! B

alint 
*R

T
 M

ossop &
 G

S
 F

ehrsen 

·P
au

l T
ournier 

*S
outh A

frican F
am

ily P
ractice M

anual 
_ 2

n
d

 E
dition 

*M
orrell D

avid 
*lan M

c W
hinney 

*M
cD

aniel, S
usan H

 

"lan
 M

c W
hinney 

*R
andol B

arker, John R
 B

urton, P
hilip 

D
. Z

ieve 
#V

iktor E
 F

rankl 
#John B

erger 
#V

iktor E
 F

rank! 
#C

hris E
llis 

#
lv

an
 Illich 

$ G
J P

istorius 
$ P

erter G
 N

o
rto

n
 

$ R
obert E

 R
ake! 

B
ob M

ash
 

K
E

Y
: 

* R
eco

m
m

en
d

ed
 read

m
g

 
# P

leasu
re read

in
g

 
$ R

eso
u

rce read
in

g
 

T
IT

L
E

 
T

h
e doctor, H

is P
atient and the illness 

F
am

ily 
M

edicine 
for 

students 
and 

T
eachers 

T
he H

ealing o
f P

ersons 
B

. M
ash, J. B

litz 

T
h

e A
rt o

f G
eneral P

ractice 
A

 T
extbook o

f F
am

ily M
edicine 

F
am

ily-orientated P
rim

ary : a m
anual for 

m
edical providers 

A
n

 introduction to
 F

am
ily M

edicine 
P

rinciples o
f am

bulatory m
edicine 

M
an

's 
S

earch for M
eaning 

A
 F

ortunate M
an

 
T

h
e D

o
cto

r and the S
oul 

T
he soft edges o

f F
am

ily P
ractice 

M
edical 

N
em

esis 
"T

h
e E

xpropriation o
f 

H
ealth 

F
am

ily P
ractice M

anagem
ent 

P
rim

ary 
C

are 
R

esearch 
: 

traditional 
&

 
innovative approaches 
T

extbook o
f F

am
ily P

ractice 
H

andbook o
f F

am
ily M

edicine 
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A
nnexure B

 

F
A

M
IL

Y
 M

E
D

Ig
N

E
 

G
E

N
E

R
A

L
 P

R
A

C
T

IC
E

 D
IR

E
C

T
O

R
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FOREWORD 

The purpose of the Log Book is to: 

• Advise students of the requirements of the Department 
• Assist students to record their training so that their experience can be 

accurately recorded and any deficiencies identified and addressed. 
• Assist consultants and the Department to assess the overall training of 

the student interns and provide any extra experience needed for the 
students benefit. 

The log book: 

• Must be carried by students at all times and must be completed daily. 
• Must be signed by the consultant/registrar at each tutorial, ward round and 

intake and when procedures are performed or observed. 
• Must be discussed by the students with their unit consultant once a week. 

This will ensure an accurate assessment, correct any errors andfor 
deficiencies. 

• Will be reviewed by the unit head at the end of the block. 
• Must be returned to the Department by the last Tuesday of the block. If 

not returned the DP certificate will be withheld and the student will not be 
eligible to sit for the examination in internal medicine. 

CO-ORDINATORS 
• Dr S Hariparshad 
• Dr B Naidoo 
• Dr A Naidoo 
• Or I Paruk 

HEAD OF DEPARTMENT 
• Prof R Hift 

COURSE OUTCOME 

To produce a competent, professional, caring, thinking clinician 

COURSE OUTLINE 

In this six-week block, students will be attached to a general medical firm and will 
have weekly tutorials in Haematology and Dermatology. The block consists of a 4 
day introductory course in Albert Luthuli Hospital with an emphasis on major topics 
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in every subdiscipline. The remainder of the block is to be spent at one of the 
regional hospitals. Students will be allocated to a medical unit in anyone of the 
metropolitan hospitals in the Durban Functional Region. Students must report to 
their Unit or Departmental Head at the start of each block period. 

The student is expected to become part of the medical team to which they are 
assigned. The key objective of the Junior Intern teaching programme is to produce 
an independent medical practitioner who is able to diagnose as well as treat 
common medical diseases and refer those which s/he is unable to manage to 
appropriate level of health care. The course is designed to be an application of the 
theoretical and practical knowledge acquired in earlier years. Thus, at the end of 
the course the student should be able to: 

• Take a detailed history, correctly elicit and interpret all clinical signs. 
• Formulate an appropriate problem list. 
• Present in a problem-oriented manner. 
• Use and interpret laboratory investigations rationally. 
• Manage common conditions and medical emergencies; 
• Plan ambulatory management of common chronic disorders. 
• Practise professionally, ethically and compassionately. 

LOGISTICAL DETAILS 

Transport 

The University Undergraduate Administration will provide transport to and from the 
various teaching centres. 

HIV needle stick Injuries 

Should a needle stick injury occur, the consultant in the ward must be notified 
immediately. The HIV Hotline is: 082 822 2290 or 082 822 2291. The National 
Hotline number is: 0800 110 605. 

Patient communication 

Please note that students need to learn basiC Zulu in order that they may be able 
to communicate effectively with Zulu-speaking patients; Translators will NOT be 
supplied for the purpose of tutorials or examinations. 
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ETHICAL CONSIDERATIONS 

Professional behaviour 

Obviously the right to examine patients carries important responsibilities. The 
following guidelines constitute policy in the Department and adherence is 
mandatory. 

• Students are expected to conduct themselves professionally. 
• Students should be neatly and professionally dressed. 
• Students should wear a clean white coat at all times with a name badge. 
• Please ensure that you introduce yourself to the ward staff. 
• Not more than 2 students should examine a patient at any given time. 
• A patient should be examined gently and should not be exposed 

unnecessarily. 

Selecting patients for interviews and for group teaching. 

• Patients who are very ill or in pain or have been heavily exposed to 
students should not be used for teaching unless they freely consent 

• The student or tutor who selects the patient must identify himself or 
herself to the patient and inform the patient that he or she will be 
responsible for them and their comfort until they return to their ward. 

• He or she must also explain to the patient the reason for the tutorial, tell 
them what will happen during the tutorial, how long they will be occupied 
and must ask for their permisSion. 

• He or. she retains responsibility for the patient's well-being from the 
moment the patient is approached until all students have left. 

• Upon completion of the use of instruments, all such instruments must be 
returned to the duty room. Patients charts and x rays must be neatly 
replaced. 

Respect 

• Students are expected to behave in a professional manner at the bedside. 
Students are expected to dress neatly and professionally. Jeans, T-shirts, 
tank tops and takkies are prohibited. 

• Every patient is to be treated with respect. They must be introduced to the 
tutor and the group at the start of the tutorial, and must at all times be 
addressed by name. 

• Though aspects of behaviour which impact negatively on health, such as 
alcohol abuse, smoking, poor hygiene and obesity, may be frankly 
mentioned and discussed, this must never be done in a moralistic, 
judgmental, jocular or disparaging tone. In the case of particularly 
sensitive information, the patient's permission should be sought before 
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disclosing it publicly. 
• Students must take cognisance of visiting hours and should not examine 

patients at these times. 

Privacy and Confidentiality 

• Curtains must be drawn around beds whenever a patient is exposed or 
undressed in such a way that they are completely hidden from the view of 
other patients, visitors and passers-by. 

• Patient confidentiality will be respected by every student participating in a 
tutorial, and no patient is to be discussed (beyond the bounds of strict 
medical interest) outside the tutorial. 

Comfort 

• Throughout the interview or tutorial, the patient is to be kept comfortable. 
Where it is necessary to disturb the patient in order to examine them, or to 
demonstrate findings to a group, the need for this is to be explained to the 
patient and the discomfort kept to a minimum. The student or tutor who 
selected the patient for the tutorial is primarily responsible for the patient's 
comfort throughout the tutorial. 

Modesty 

• It is often necessary to expose the patient in order to allow careful 
examination and demonstration of findings. Every such patient has a right 
to an explanation as to why they will be undressed, for how long this will 
be necessary, and an assurance that this will be done sensitively. 

• The patient must only be exposed for the time necessary to ~xamine any 
particular area (such as the chest), and must be covered as soon as the 
examination is complete or at any time when the examination is 
suspended to allow questioning of students, teaching or discussion­
under these circumstances, they should be covered temporarily with a 
sheet or blanket. Patients must not be left exposed while discussion takes 
place around the bed. This is the responsibility of whichever person last 
touched the patient or, failing that, any student who realises that the 
examination has been suspended. 

• Intimate examinations of the genitalia and rectum must not take place in 
groups except under special circumstances, and then only with the 
patient's permission. 

Thanks and explanation 

• At the conclusion of the tutorial, the patient must be thanked and must be 
offered an opportunity to ask for answers for any question they may have 
arising from what they have heard during the tutorial. 
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DUTIES AND RESPONSIBILITIES 

WARD ATTENDANCE 

• Weekdays from 08hOO to 16hOO 
• Saturdays from 08hOO to 12hOO 
• Sundays: for post intake rounds 
• Intake days: Includes weekends, from OBhOO till 22hOO 

The above times serve as broad guidelines and student interns may be required to 
remain in attendance outside these hours at the discretion of a Consultant or 
Senior Registrar. 

WARD DUTIES 

Each student intern will be allocated to a medical team and will work with an 
intern, registrar and consultant. The following are the responsibilities of each 
student intern: 

Attendance 

• Attendance at all intakes, daUy registrar/consultant ward rounds and 
follow-up clinics. 

• Attendance at Grand Rounds at the respective hospitals. 

Clinical responsibilities 

• Each student is expected to care for a minimum of 3 patients at anyone 
time in their respective units and a minimum of 15 patients during the 
entire 6-week block. 

• The student is required to fully clerk, present to the registrar/consultant, 
perform relevant procedures, obtain results and discuss management with 
the registrar/MO for all their patients. 

• The student is responsible for the daily follow-up care of their patients 
from admission until discharge and all patients must be discussed with the 
registrar/MO daily. 

• Student interns are not allowed to write any prescriptions. 
• Procedures--student interns must observe the various special procedures 

performed in the management of medical patients. They should perform 
certain procedures such as venepuncture, lumbar punctures, pleural fluid 
aspirations, elc. under the supervision of the Registrar or Medical Officer. 

• ECG: Student interns are expected to perform and interpret ECGs. 
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Intake days 

• Routine ward duties. formal teaching rounds and tutorials will not be 
altered. 

• On completion of ward duties student intems will attend the intake and the 
clinical duties outfined above will apply. The student may only leave the 
intake ward after consultation with the registrar/consultant. 

TUTORIALS 

General MedIcine 
... 

There will be a minimum of 4 tutorials per week. Each student should ensure that 
he or she is always ready to present in any tutorial, as the choice of the presenter 
will be made by the tutor and not the students. ; 

Case presentations must be problem-orientated. Students are expected to present 
a broad spectrum of diseases during the tutorials, intakes and ward rounds. 

Tutors must be informed if a scheduled tutorial is not to take place. 

Haematology 

Tutorials are as outlined in the weekly schedule. Students must collect their 
Haematology notes and case studies a week prior to commencing their block. 

Dermatology 

Tutorials are as outfined in the weekly schedule. 

Grand Rounds 

All student interns must attend Grand Rounds at their respective hospitals: 

• King Edward VIII Hospital: 12hOO every Wednesday in L4 
• Addington Hospital: As per Roster 
• RK Khan Hospital: Neurology Meeting in Conference Room: 14h45 

alternate Tuesdays 
Grand Round at College of Nursing: 14h45 on 
Thursdays 
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SYLLABUS 

The breadth and depth of knowledge expected is fully set out in the core syllabus. 
This is available on the Department's website (http://www.ukzn.ac.zalmedicine}. 
It is essential that you consult this regularly throughout your stay in Medicine. 

Note in particular that your learning should be built around typical clinical 
presentations, rather than diseases. That is: approach to and differential diagnosis 
of patients presenting with: dyspnoea; haemoptysis, chest pain, weakness, etc, 
rather than learning facts about this disease or that disease. This is how your 
exams will be constructed. 

PORTFOLIO OF PATIENTS 

Your portfolio contains details of patients wtlOm you clerk and upon whom you 
base your self-directed learning. This portfolio will be assessed in the latter 
weeks of your block via a dialogue beLween yourself and an examiner. 

Requirements 

You will need to have a minimum of 10 cases by the end of the block. 2 cases will 
be examined in an oral examination by the Department of Medicine. You should 
be able to explain your case confidently and discuss aspect around it with regard 
to clinical assessment, diagnosis, investigation, management. complications and 
pathophysiology. 

Presentation of the portfolio 

The folder 

1. All sheets must be neatly inserted into a file. Cases must be separated 
with cardboard inserts. loose sheets are not acceptable. 

2. Portfolios may be legibly hand-written or typed. 

3. The front cover or first page must contain the student's name, student 
number and dates of the block. 

4. This next page must contain a plagiarism declaration. 

5. The next page must contain a numbered list of the patients and their 
diagnoses. 

6. The actual case reports follow. 

The case reports 

1. Each case in the portfolio should consist of a focused 
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history, examination findings, clinical assessment and problem list (which 
includes the differential diagnosis) and relevant laboratory plus radiology 
results. It will also contain follow-up notes detailing the, patient's clinical 
course and management to the point of discharge. Cle'rking of patients 
seen by you on a single occasion without ongoing follow-up will not suffice 
and indeed will risk you failing the Portfolio 

2. Each case must represent a patient who was properly interviewed and 
examined by you" The emphasis of the assessment is upon your 
engagement with the patient over the course of his/her illness. 
Incorporation of material merely copied out of hospital notes will result in 
failure, and if done dishonestly, or if. copied from another student or 
fabricated, will constitute a serious offence. 

3. Case reports should not be lengthy dissertations and preferably not more 
than 2-3 pages per case. It is important to note that your understanding of 
the clinical cases in the portfolio will be assessed and not the aesthetic 
appearance of the content. 

4. You are welcome and encouraged to follow each report up with additional 
resource material, such as relevant articles or your own notes, but note 
that everything in your portfolio is examinable in the context of your patient 
even the extra information. If you include it you must be prepared to 
discuss it, not as freestanding information, but in terms of how it relates to 
your patient. 

5. Your portfoliO itself will not be marked. All your marks will come from your 
ability to discuss the patients it records verbally in an oral interview. Do not 
waste time making the actual folder look beautiful. Your job is to have 
clerked the patient properly, thought carefully about how the history and 
physical findings relate to the problem list you drew up, to use you 
experience of clerking the patient to decide what you do and do not know 
and to take steps to improve your knowledge and skills, and to have used 
the opportunity to follow the patients course until the time of discharge and 
see how this relates to the investigations, management and prognosis. 

Portfolio: Learning objectives 

The 5 principal learning objectives are: 

1. To integrate bedside learning with book learning by focusing your learning 
around specific questions relating to real clinical problems. 

• To improve the quality of your clinical interviewing and examination skills. 
• To develop your clinical reasoning skills: that ability to use clinical 

information obtained during the interview and examination of patient to 
ultimately synthesize a concise, coherent clinical assessment. 

• To develop your skills as clinician in terms of appropriate investigation and 
treatment 
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• To encourage reflection on the dimensions of the illness of your patient in 
terms of pathology. physiology. complications. prognosiS and follow-up, 
referral, and including psycho-social factors. 

We expect you to be able to: 

• Discuss a relevant differential for each presenting complaint, ordered by 
probability given the context of the patient and the environment in which 
we practise. 

• Describe clinical features (history and!or examination findings) that would 
help you differentiate between the different causes of each complaint. 

• Formulate a short list of relevant, cost-effective investigations that would 
assist you in determining the specific cause (diagnosis) of each one of 
these complaints. 

• Anticipate and interpret the results of the investigations you have selected. 
• Recommend appropriate management and comment on the course of the 

patient as observed by you. 

We expect you to use your portfolio to improve and to demonstrate your powers of 
critical thinking, including your ability to: 

• Draw on your knowledge of the basic sciences 
• I nterpret data 
• Differentiate between evidence and opinion 
• Draw conclusions on the basis of relevant information 
• Identify (the source of) the problem and strategize solutions. 

With acknowledgements to Prof J Seggie, UCT 

OP REQUIREMENTS 

During the course of the clinical block students must fulfil all the requirements for 
Medicine, Haematology and Dermatology to obtain a DP. 

General Medicine 

• Attendance at all tutorials, ward rounds, intakes and follow-up clinics. 
Failure to attend any single tutorial! ward round! intake! clinic requires an 
acceptable written apology or medical certificate to be handed to the unit 
head. Since optimum clinical exposure is necessary to achieve clinical 
competence, any student who fails to attend at least 80% of the academic 
programme may not obtain a DP even in the presence of a valid reason. 

• Satisfactory recording of the minimum clinical responsibilities outlined in 
5b. 

• Logbooks should be reviewed by the Head of Unit at the end of each 
week for assessment of the progress of each student. 
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Haematology 

• Students are expected to attend all tutorial sessions with a minimum 80% 
attendance. 

• Students will be assessed on the presentation of the assigned cases and 
participation in group discussion. . 

• failure to meet the above requirements will result in the DP certificate 
being withheld. . 

• The weekly student attendance register must be signed by the tutor and 
handed/sent/faxed to the Haematology Secretary on a weekly basis. 

Dermatology 

Junior Intems have to attend all tutorials in dermatology. Failure to attend any 
tutorial will require submission of either a medical certificate or a satisfactory 
explanation, in writing, acceptable to the Head of Department 

Submission of logbook and portfolio 

See Rule SUME4. 

• The student is required to return a completed logbook by the end of the 
6th week. 

• Submission of clinical case portfolio with a minimum of 10 cases and in 
addition a further lisl with a minimum of another two patients clerked per 
intake by the end of the 6th week of the block. A detailed clerking of the 
16 portfolio cases is required While a summary of the additional two intake 
patients per intake suffice. 

FAILURE TO OBTAIN A DP CERTIFICATE 

If the DP requirements have not been met, the student will be notified via a notice 
on the Department's notice board, during the last week of the block. In the 
absence of a DP certificate students will not be permitted to participate in any 
Medicine examination. Student who have not obtained a DP certificate have 3 
working days within which to appeal for a change in their DP status. This appeal 
must be made through the Dean's office. Contact Student Affairs Offices for more 
detail. Students denied a DP certificate will only be allowed to take the exams after 
written approval has been received from the Dean's office. 

Special circumstances 

Condoned leave of absence or aegrotat examinations can only be granted by the 
Dean's office, after appropriate application. No exceptions will be made. If 
approval for an aegrotat examination has been granted by the Dean's Office, a 
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copy of this approval must be provided to the Department of Medicine. No 
arrangements for any aegrotat examination will be made without appropriate 
approval. 

ASSESSMENT AND EXAMINATIONS 

The examination will consist of 2 components, each of 2 examinations. Each 
component will need to be passed individually. 

CLINICAL COMPONENT 

Clinical examination will consist of: 

Clinical examination (60%) 

This will comprise: 

• 3 directly observed short case patient assessments (12.5% each) 
• Oral portfolio examination (12.5%), serving as a fourth· clinical 

assessment. 
• Dermatology clinical examination (10%) 

To pass the clinical component (60%), students: 
1. Must pass 3 of.the 4 clinical assessments (3 cases plus portfolio 

assessment). 
2. Must obtain an average of more than 50% in the four clinical cases. 
3. Must obtain more than 50% average in the clinical examination overall. 

Written examination (40%) 

This will comprise: 

• Multiple choice questions. The format is a combination of one-best­
answer and extended-matching-items. Questions will test both clinical 
interpretation and knowledge, as well as interpretation of common 
investigations such as ECGs, radiographs and laboratory data. 

• To pass the written component, students are required to achieve an 
overall mark of 50%. 

ACHIEVING A PASS 

The aim of the examination is to assess clinical competency in internal medicine, 
therefore emphasis is placed on clinical competence. This is assessed on the 
basis of the clinical examination and the written examinations, all of which are 
heavily weighted in favour of practical, applied knowledge and isolated theory. The 
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final decision is based on the overall performance of the student, which is 
reviewed at the meeting of the examination board of the Department of Medicine . 

. The examination board consists of the academic staff of the Department of 
Medicine and external examiners. The external examiners are the final arbiters in 
the examination. board's deliberation. 

ADVICE ON EXAMINATIONS 

You are strongly advised to visit our Departmental website 
(http://www.ukzn.ac.za/mediclne). There, under the section Students, you will 
find a number of helpful resources setting out in more detail what Is expected of 
you in the assessments, what the examiners' instructions are, and how you might 
best prepare for the assessments. 

MARKING GUIDES 

The marking guidelines against you which will be measured in your bedside and 
portfolio examinations are included In the following pages. 
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35 
Unacceptable 

Core competencies (see below) are missing or 
unreliable. As an intern, such a student could not manage 
the patient adequately without continuous 
direction/redirection mm a colleague. 

I---+----------l. LiUIe evidence of conrldence and experience in working 
with patients 40 

45 Fail 

48 

• Poo r history 
• Poor examination technique 
• Failure to detect physical signs. guessing and invention 
• Poor understanding of pathophysiology underlying 

history and examiantion 
• Inability to compile an adequate problem list 

No mark between 48 ami 55 to be given. In order to pass, students must clearly be within 
reach of the core competencies listed below, In all other cases, a mark 0148% or less must 

be given, 

,i:~~lj;~f~~i':r;YF~;i;: l;;"i~';;:~ '~9,~~1~,~B<;,~t~t,E,~7~ .\ytJ,~l·~~.t~t,~~ fi~,', ,'\~~Gi~~,·t.,: ,", ;,0. 
,Thli ist~dflnt' possessesthfl' :care'Compelencies listed, beloW" buU:aimot demonstrate them 
'iufiyWith,pu(som~8s~iS;~nce,~nd piplJJ£t1Pr!4i\';":·f;:;Ijtt~i,i"r-~";i;;'C::,;.:'cAi',;:·i':';" ',." 

55 

58 

62 

65 

68 

Weak pass 

Acceptable pass 

More help needed and 
less confidence 

t 
Competent Pass 

L 

Less help needed and 
more confidence 

Would be safe managing the patient but only with 
assistance. Needs some help with core competencies 
(see below) in order to arrive at the point where they can 
draw up a problem list and plan of management 

Is almost at the point of possessing all the ~ 
competencies (see below) beeded to manage the patient 
completely independently. 

CORE COMPETENCIES 

• Handles patient confidently 
• Takes an appropriate history 
• Good, confident examination technique 
• Elicits the relevant physical signs with minimal 

assistance 
• Interprets the history and signs accurately 
• Understands the pathophysiology underlying the history 

and physical examination 
• Draws up a problem list which includes all the relevant 

problems, demonstrating sound clinical reasoning 

(If time pennits) 

• Suggests a rational plan of management (investigation, 
to ~nr1 fnllnw:llnl 
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:~~J~~t~~~~~~~J~~I;~~~t~~i~i~~~~~t¥~%~~~~~;.r!ij~~~~~~, 
able ,to draw s~nta~ously 801:( qiJickly~ ai!appippr;a!/j' r~h;Yr:irl(lJf a~socilitiolilf 'pitlfeell ' 
srmplOins, signs" pat~pphrsiologr, 'epidemio(i~}Yf1!Bgn'o!iiS)iPii~sliQ,atii:in and ~!!~lIi.0i';;! 

72 A mature student who is able 10 make appropriate 

74 
Vetygood 

76 

80 

85 
Superb 

90 

associations based on cues in nistoty and examination. 
Responds to assesso(s verbal cues by moving effortlessly 
between symptoms. signs, diagnoses. treatments, 
pathophysiology etc to illustrate their interrelatedness. 
rather than just giving direcl answers to direct Questions. 

An exceptional student who is able to participate in a wide­
ranging discussion of the patient and their clinical 
problems which clearly shows that their understanding of 
the patient is embedded in a broad and confident familarity 
with internal medicine. 
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f't:~~"t"~,j'%1~~i~\~~,:~jl~~~h~0~b~~~~~T~~:Si'E'v;t~tI'?~~~_":;;~',;Jr;t',; 
:>' :"c. <i)i 'i~:"<'zp~~ Pf ~AI1-yR~:!-AFK 9fA!'l"!J_\::1119tf(}l,~t, '~'2,-'f,f 

0-20 Culpable 

30 
Unacceptable 

35 

40 
Fail 

45 

48 

• Fraud, plagiarism or invention (in which case, report for 
discipfinary action) 

• Complete lack of application to the tasks ot meeting and 
examining patients, recording the Interviews and 
learning from them. 

Very poor application to the tasks of meeting and examining 
patients, recording the interviews and learning from them. 

Core competencies (see below) are not met. Essentially the 
student does not understand his/her own case. The student 
cannot discuss the interplay between history, physical 
findings and the problem list, Patient Interviews have not been 
used to define and stimUlate further learning. 

No mark between 48 and 55 10 be given. In orrJer to pass, students must clearly within 
reach of the core compelencies listed below. 

"; ·~f,j'l~;~Jf::t~&l,!~t':~:f'~,~~~j,:,e.~.ff,?~r~~~~~~,~,'t~~~,s~~~"",1N"";-.f-,~-:·~~.···~<-r~:"'i;""'" c-'-', ,-::1-.,-: ,-::,-, ',,-i 

The student possesses 'the. ,core, oompetenc;es)i:t(edb~low b~t carmo! d~mq1strali;,1l!em 
!~"Y, witho!fl S6rn~.8SS(~t,~,~!l,nd piom~9~!Jf:~r'ITt' ,:n:~~:,i,~},,;'~!"l\:;~';"· ';h,::t'~i; i':: f'1"e', 

55 Borderline pass 

58 Acceptable pass 

Would be safe managing the patient but only with direct 
supervision, Needs some help with care competencies (see 
below) In order to see the patient, their problems and their 
management in the correct perspective. 

Is almost at the paint of possessing all the core 
competencies (see below) beeded to manage the patient 
completely independently . 

•.. :~1~:,~ll,;'~1~:1!11r~~~~~{~f;~R~,:;9~c!~gEf,~~~.;~},~2.ro~~r:~85;."~.:' ·.'~i·t;rc .:~j~nj~"J;;jj!: ',i 
T/Je,sefe;"sludenl,'iiiossesses'-'the" folloWing' core' competencies (see. belOw) and 
d:";~ns~re~ !}l~f1)Wi1fJ!~lIle: or n08S¥slapce: >":,; i; .) .!i'};, i . .\l'i,:J:'" i'.,. t 

Mora help needed 

62 end less 
confidence 

t 

65 Competent pass 

1 

• 
• 

• 

• 

CORE COMPETENCIES 
Recalls the patient easily. 
Clearly understands the patient's problems and has an 
appropirate perspective on them. 
Discusses the Significance of the history, examination 
and investigalions in the light of the patient's problems. 
Gan apply pathophysiological principles to the patient's 

15 



68 

72 

Very good 
74 

76 
, 

80 
Superb 

85 

90 
! 

A mature student who Is able 10 make appropriate 
assoclaUons based on cues In history and examination. 
Responds to IIssessol's verbal cues by moving effortlessly 
between symptoms, signs, diagnoses, treatments, 
pathophysiology ele 10 illustrate their interrelatedness, rather 
than just giving direct ansWers to direct questions. 

A superior student who needs minimal or no help with core 
competencies (see above) and Is able to participate in wide­
ranging' discussion of Ihe patient and their clinical problems 
which clearly shows thal their understanding of the patient Is 
embedded in a broad and confident famitarlty with internal 
medicine. 
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PROCEDURES 

PROCEDURE DATE 
CDNSULTANTIREG DATE 

SIGNATURE 

, 
. ECG Recording i 

I 

I 
i 

I 

ECG Interpretation (Diagnosis) 
i 

. -

-

i 

I 

i 

Lumbar Puncture 

i Pleural fluid aspiration 

I Ascitic fluid aspiration , 

I 

I CVP line Insertion - observed 



i 

Liver biopsy - observed 

Bone marrow biopsy -
observed 

Others or additional 
procedures: Please Specify 
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Foreword 

It is gratifying progress that the revised edition of the standard treatment guidelines 
and essential drugs list is completed two years after the first publication. This edition 
is the product of selfless contributions by numerous experts and is a highly 
commendable job done in updating the treatment guidelines and essential drugs list 
to ensure acceptability at primary health care level. The product has also enjoyed 
wider participation by health workers than before. which has been a very important 
step for them to understand and embrace the proce~ses involved. 

A truly national. enabling and facilitating document now exists that is suitable for 
continuous improvement of practice and promotion of effective prescribing and 
rational dispensing at primary health care level. 

This revised edition has been completed at the time that the first of the treatment 
guidelines on common conditions at hospital level have also been completed. An 
important milestone has thus been reached in the implementation of the objectives of 
the National Drug Policy and Essential Drugs Programme. This second phase in the 
further development and refinement of the EDUSTGs has seen tremendous progress 
from a mere series of reactions to current problems. to a positive concept which is 
embraced worldwide. 

The experiences learnt thus far and the outcome of the surveys conducted are 
indicative of a comprehensive approach needed to tackle the medicine-related 
problems that still exist which result in non-availability of medicines when needed. 
This initiative should then translate into an achievement of optimal availability and 
use of medicines which can only be achieved if a common framework is established. 
that of the National Drug Policy. 

All the stakeholders and contributors are to be congratulated and thanked on this 
magnificent achievement. It now remains for the health authorities and all health care 
providers at all levels, to commit themselves in ensuring that the medicines are 
available, their rational use is promoted by prescribers and consumers, and the 

. culture of cost-effective and ·efficient management of drug supplies is developed. 

Or Nkosazana C Olamini-Zuma 
Minister of Health 
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• consider stopping resuscitation attempts and pronouncing death if: 
~ further resuscitation is clearly inappropriate clinically, e.g. incurable underlying 

disease 
~ no success after all the above procedures have been carried out after 30 minutes 

or longer 
• consider carrying on for longer especially when: 

~ the patient is young 
~ hypothermia and drowning 
~ assumed electrolyte imbalance 

19.06.2 Cardiac arrest -children 

Description 
The most common underlying cause of cardiac arrest in children is respiratory failure 
and hypoxia resulting from lung or airway disease or injury: 
• croup • birth asphyxia 
• bronchiolitis • inhalation of foreign body 
• asthma • pneumothorax 
• pneumonia 

Hypoxia is the most common cause of bradycardia or cardiac arrest in children. 
Asystole is the most common cardiac arrest rhythm in infancy and childhood, usually 
preceded by bradycardia. Ventricular fibrillation is unusual in children and it is 
therefore inappropriate to include a blind precordial thump or DC shocks in the 
management of cardiac arrest in children. Cardiac arrythmias are unusual in children, 
unless due to severe electrolyte abnormalities or drug overdose. 

Management objectives 
• urgent restoring of effective cardiac output and peripheral perfusion 
• adequate oxygenation 

Emergency treatment 
• diagnose rapidly and mentally note the time of starting 
• commence resuscitation immediately 
• summon skilled help 
• cardiac massage is recommend.ed for immediate treatment 
• place the patient on a firm flat surface 
• initiate ABCD sequence of CPR 
• if possible, get someone to document medication and progress 
or 
• collect all ampoules used and total them at the end 
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A airway 
• try to wake the patient 
• clear vomit or foreign body from the mouth manually 
• tilt the head backwards with one hand on the forehead (do not do this where a 

neck fracture is suspected) 
• lift the chin forward with the fingers of the other hand 
• raise the shoulders to tilt the neck backwards unless a neck fracture is suspected 
• insert artificial airway if available 
• when the patient is breathing well. lay him/her on the side to protect the airway al')d 

support the patient by bending the uppermost arm and leg 

! CAUTION! 
• no ventilation is possible 

until the airway is open 

• consider the possibility of a foreign body; if suspected, apply Heimlich manoeuvre 
or modification for size 

• Heimlich manoeuvre: 
• child over 5 years 

• make a fist with one hand 
• place immediately below the child's xiphisternum 
• grasp the child with the other hand 
• apply force (1--6 times) in the direction of the upper thoracic spine 

• child under 5 years 
• place the child face-down on one arm of the health worker 
• deliver 1-4 sharp blows to the lower thoracic back with the hand 

I CAUTION! 
• do not use blind finger sweeps 

of the mouth or posterior pharynx: 
this can impact any obstruction further down the airway 

B breathing 
• check for breathing 

I CAUTION I 
• no ventilation is possible 

until the airway is open 

• no breathing then apply artificial respiration 
.. mouth-to-mouth 
or 
.. mouth-ta-nose 
or 
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~ ambubag and face mask are preferable if available 
.. breathe (inflate the chest) at least 15 times/minute (faster in babies) 
~ do not stop unless breathing starts or help arrives 

• continue until spontaneous breathing occurs 
• oxygenation with 100% oxygen 
• endotracheal intubation is essential - use a tube of,approximately the same 

diameter as the child's little finger or of a size that will just fit into the nostril 
• if prolonged ventilation is required, intubation is the best method of securing the 

airway 
• pre-oxygenate well before intubation 

! CAUTION! 
• cardiac massage is useless unless there is an 

airway and the lungs are being filled with air 

C circulation 
• check the heartbeat 

.. carotid in the older child 
or 
~ femoral 
or 
~ brachial pulse 

• no pulse, start cardiac compressions or massage 
• rate of compressions 80-100 beats/minute 

• continue with ventilation in between chest compressions 
• initiate CPR if there is no pulse or no breathing 
• . keep patient covered and warm while resuscitating 
• ventilate if there is a pulse, but no breathing 
• continue until return of the pulse and/or respiration 

o drip, doctor, drugs 
• put up IV fluid with either 0.9% sodium chloride 
or 
• . Ringer-Lactate solution 
• summon the doctor without stopping CPR 

Initial emergency drug treatment 
• adrenaline 1:1 000, initially 10 micrograms/kg IV or via endotracheal tube 

... adrenaline 1:1 000, 1 mL diluted to 10 mL from the drip 
~ children: 0.1 mUkg 
... following and subsequent doses, a 5-10 fold increase is recommended 
... repeat every 3 minutes when needed for 3-4 doses 

• bradycardia or slow heart rate 
.. hypoxia is the most common cause of bradycardia, so adequate ventilation or 

oxygenation is usually all that is needed 
• atropine IV 0.02 mg/kg to a maximum of 1 mg 
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• alkalising agents, e.g. sodium bicarbonate have not been shown to be useful 
during acute resuscitation 
• only use after clinical consideration of profound acidosis in patients with 

respiratory or circulatory arrest 
and 
• after the first dose of adrenaline 

• difficult or impossible IV access within 2-3 minutes 
• administer medication down the endotracheal tube 
• adrenaline dose via this route is 10 times the standard dose 
• atropine can also be given via this route 

• fluid therapy 
• administer a bolus of 0.9% sodium chloride to follow the IV or intraosseous 

injection of any drug used in resuscitation 
• especially if the injection is peripheral 
• 5--20 mL, depending on the size of the child 

• dextrose 
• sick children, especially infants, may be hypoglycaemic 
• look for evidence during resuscitation 
• treat proven hypoglycaemia with 10% dextrose solution IV, 5 mUkg 
• avoid unnecessary or excessive treatment 

• drug administration route 
• IV via a free-running drip 

• ensure that excessive volumes of fluid do not run into the patient during 
the resuscitation . 

193 

• use 60 drop per mL administrations sets for all drips unless hypovolaemia 
is thought to be responsible for the arrest 

• intraosseous route 
• resuscitation drugs, fluids and blood can be safely given 

• drugs rapidly reach the heart 
• access is safe, simple, rapid 
• children of all ages and adults 
• tibial technique, 2-3 cm below the knee 

Description 
Delirium is an sudden onset state of confusion in which there is impaired 
consciousness. 
• many possible causes, many outside the central nervous system 
• the differential diagnosis includes psychiatric conditions, like schizophrenia and the 

manic phase of a bipolar disorder 
• consider organic or physical illness as a possible cause, which may include: 

• central nervous system disorders • typhoid 
• drug-related problems • rabies 

• metabolic disorders 
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• clinical features: 
.. restlessness 
.. agitation 
.. aggressiveness 
.. violent behaviour alone occurs in exceptional cases only 

• risk factors for delirium include: 
.. extremes of age 
.. pre-existing dementia 
.. cerebrovascular disease 
.. space-occupying brain lesions 
.. substance intoxication and 

withdrawal 

• main clinical features are: 
.. impaired consciousness 
.. confusion 
.. disorientation 

• other symptoms may also be present: 
.. restlessness 
.. agitation 
.. hallucinations . 

.. prescription drugs such as 
anticholinergics and hypnotics 

.. admission to intensive care units· 

.. epilepsy 

.. autonomic symptoms such as sweating, tachycardia and flushing 
• other patients may be hypo-active, with reduced responsiveness to the 

environment 
• a fluctuating course and disturbances of the sleep-wake cycle are characteristic 

Management objectives 
• stabilise the patient 
• treat the underlying cause 

Emergency treatment 
• non-organic, non-psychotic causes 

.. verbal intervention is the first step 

.. if communication is difficult, restrain and give psychotropic medication 
• diazepam IV, 10-20 mg for immediate sedative or hypnotic action 

.. do not administer at a rate over 5 mg/minute 

.. monitor for respiratory depression 
or 
• lorazepam IM 2-4 mg 
• if no response 
then 
• haloperidol IV, 5-10 mg slowly 
or 
• haloperidollM 2-5 mg houriy 

Referral 
• refer to hospital as soon as possible 
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Description 
Most bleeding occurs from an area anterior and inferior on the nasal septum 
(Kiesselbach area). This may be caused by local or systemic diseases or local 
trauma. Always look for other conditions associated with nose bleeds, especially if 
recurrent, e.g. hypertension, bleeding tendency. 

Management 
Acute episode 
• most bleeding can be controlled by pinching the nasal wings (alae) together for 

5-1 0 minutes 
• if this fails, the bleeding site must be found and the patient must be referred 

Referral 
• recurrent nose bleeds 

• attempt to stop the present bleed 
• refer for determination of cause 

Description 
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Damage to the eye caused by contact with irritating chemical substance, e.g. acids, 
alkalis. 

Man agement objectives 
• remove chemical 
• prevent damage 
• avoid infection 

Emergency treatment 
• irrigate liberally with water or 0.9% sodium chloride and repeat several times if 

severe 
• test visual acuity before fluorescein test for corneal injury or breach 
• 1 % fluorescein instilled in the eyes for diagnosis of local or diffuse damage 
• local damage 

" administer antibiotic, cover with eye pad and review after 24 hours 
• diffuse damage 

" 1 % atropine ophthalmic drops instilled immediately, once only 
" 1 % chloramphenicol ophthalmic ointment instilled 3-4 times daily 
.. oral analgesic 

Referral 
• all patients 

-------- ----
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Description 
A foreign body may be embedded in conjunctiva or cornea or deeper: 

1; conjunctival or eyelid foreign body may cause corneal abrasion 
• disturbance of vision is serious 

Management objectives 
• relieve pain 
• prevent infection 
• prevent permanent loss of function 

Non-drug treatment 
; take proper history 
• check visual acuity first. before testing with fluorescein 
• stain with fluorescein for corneal foreign body or complication (abrasion) 
• check after removal of foreign body 

Note 
• eye ointment may act as foreign body to abraded eye tissue 
• do not use an eye pad with 

.. ecchymosis 

.. lid oedema 

.. bleeding 
• allow drainage 
• fluorescein confirms: 

.. an embedded foreign body or rust ring 

.. multiple foreign bodies 

Emergency treatment 
• remove foreign body by washing 
or 
• irrigation 
or 
• with cotton-tipped stick (cotton bud). 
or 
• back of needle (cornea) 

.. visual acuity will be abnormal with a corneal foreign body or abrasion 
• the nature of the trauma determines the type of injury 
• 1 % fluorescein drops for diagnosis 
• 0.5% tetracaine drops to remove foreign body only 
• 0.9% sodium chloride or clean water to irrigate the eyes 
• 1 % chloramphenicol ophthalmic ointment instilled 3-4 times daily 
• 1% atropine ophthalmic drops immediately. once only for deep injuries 
• review the problem daily 
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Referral 
• hyphaema (blood in the anterior chamber of the eye) 
• diffuse corneal damage after applying 1% atropine ophthalmic drops 
• scleral and corneal laceration 
• lid oedema 
• subconjunctival bleeding persisting for more than 24 hours 

~ post-traumatic dilatation of the pupil 
.' persistent corneal defect or corneal opacity 

19.11.i I;~posur&to pois()nouSii·su6~.tanQijs, 
T65.8 (963.9) 
Note: Poisoning from agricultural stock remedies is notifiable. 

Description 
• the rapid and positive identification of the poison is essential: 

~ keep a sample or the poison container 
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~ simple inspection or by assessing its smell or odour except in suspected cyanide 
exposure 

• poisoning may also occur by inhalation and skin absorption 
Management objectives 
• prevent further absorption of the toxic substance 
• maintain vital functions 
• reverse the effects of the poison 

Non-drug treatment 
Most cases of poisoning are accidental. 
• where there is no definite history, suspect poisoning from the signs and symptoms 
• treatment depends on: 

• type of poison 
• method of poisoning 
• time lapsed since poisoning 
~ condition of the patient 

• prevention depends on parent education and proper child care 
• emphasize that drugs and poisons should be stored out of reach of children 
• phone the nearest hospital or poison centre for advice 

MAJOR POISON INFORMATION CENTRES 
Gauteng : 0800 111 990 or 

Free State: 

KwaZulu-Natal: 
Western Cape: 

Red Cross: 
Tygerberg: 

(011) 495-5112 
(051) 447-5353 or 
(051) 405-3033 
0800333444 

(021) 689-5227 
(021) 931-6129 

.. 
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Emergency management . 
• perform resuscitation ABeD (section 19.06. 1 ) if the patient is unconscious 
• take a history and identify the nature and route of poisoning 
• thoroughly wash any pOison off the skin and remove splashed clothes 

Note 
• health care workers should avoid inhaling, swallowing poison or having skin 

contact 

lrlg'ejtedpOisons . 
• induce vomiting except in: 

~ coma 
~ convulsions 

~ strong acids or alkalis 
~ petroleum products 

• syrup of ipecacuanha oral with large volumes of water to drink 
~ children 6-12 months: 15 mL 
~ children 12 months to 12 years: 20 mL 
~ children over 12 years and adults: 25 mL 
~ repeat after 20 minutes if no vomiting has occurred 

Gastric lavage is of value within the first hour except where peristalsis is reduced. 
• activated charcoal 

~ 50 g activated charcoal provided in a 500 mL bottle 
~ add 400 mL water and shake very well 
~ make sure that all the charcoal has been wetted 
~ dose 5 mL of this mixture per kg of body weight 
~ remove by suction or with purgatives 
~ repeat until a total of 100 g charcoal has been ingested and recovered 

Specific antidotes 
• oxygen for the management of hypoxia, especially in carbon monoxide poisoning 
• atropine for the treatment or organophosphate and carbamate poisoning 

~ adults: initial trial dose of atropine IV 1-2 mg 
~ further dose if no adverse effects, 2-4 mg every 10-15 minutes 

• naloxone 
~ in the treatment of opioid drug overdose 
~ dose 0.4-2 mg IV at appropriate intervals up to a maximum of 10 mg 

! CAUTION I 
• if addiction is suspected or evident 

use the lowest appropriate dose 
to prevent withdrawal syndrome 

• acetyl cysteine is the antidote of choice in paracetamol overdose (over 
125-250 mg/kg). If transfer to hospital is delayed, the administration of 
acetylcysteine should be initiated. Most effective if treatment is initiated within 8 
hours of ingestion of paracetamol ' 

/ 



Chapter 19 Trauma and emef'Qencies 

• diazepam for convulsions 
• children: rectally 10 mg of the IV solution, repeated after 5-10 minutes if 

needed 
• children: IV 0.2 mg/kg slowly over 3 minutes 
• adults: IV 10-20 mg administered at a rate of 2 mg/minute until seizures 

stop 
• sodium sulphate oral, in a glass of water, single dose as a general purgative 

• children: 250 mg/kg 
• adults: 10-20 g 

Referral 
• all cases of severe poisoning 

• petroleum and paraffin products 
• corrosives acids and alkalis 

• send the following to hospital with the patient 
• written information 
• the container 
• any vomitus 

DeSCription 
• soft tissue injury may take many forms: 

• pain only • abrasions 
• traumatic swelling • puncture wounds 
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• bruises (intact skin) • other open wounds of varying size 
• cuts and severity . 

• contamination with dirt and soil complicates the outcome of treatment 
• human and animai bites can cause extensive injuries and infection (see section 

19.04.1) 
• fractures must be excluded, even when treatment with rest and ice is instituted 
• stop obvious bleeding 
• injury to internal organs must be recognised and referred: 

• including subtle signs for organ rupture 
• blood in the urine - kidney damage 
• shock - intemal bleeding 

• referral must not be delayed by waiting for a diagnosis 
• an injury causing a sprain or strain may be overlooked, e.g. sport, exercise,sleep, 

and the symptoms appear late 
• closed injuries and fractures of long bone may be serious and damage blood 

vessels 
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Index of diseases and conditions . 

Abdominal pain/dyspepsia/heartburn/indigestion ........................... 54 
Abnormal vaginal bleeding during fertile years ............................. 75 
Abortion ................ .......................................... 69 
Abortion, incomplete/spontaneous ...................................... 69 
Acne vulgaris ..................................................... 150 
Acute bronchospasm associated with asthma and chronic obstructive bronchitis . 133 
Acute diarrhoea in children ............................................. 61 
Acute diarrhoea without blood in adults .................................. 62 
Acute, .moist or weeping eczema ...................................... 155 
Acute myocardial infarction (AMI) ...................................... 177 
Acute necrotising ulcerative gingivitis .................................... 26 
Acute pulmonary oedema ............................................ 178 
Acute pyelonephritis ................................................ 127 
Acute rheumatic fever ............................................... 15 
Allergic rhinitis (hay fever) ............................................ 30 
Amoebic dysentery .................................................. 56 
Anaemia ......................................................... 111 
Anaemia in pregnancy ............................................... 70 
Anaemia, iron deficiency ............................................ 112 
Anal conditions . . . . . . . . . . . .......................................... 56 
Anal fissures ....................................................... 56 
Anaphylactic shock ................................................. 179 
Animal and human bites ............................................. 180 
Antepartum haemorrhage ............................................. 71 
Appendicitis ....................................................... 57 
Arthralgia ........................................................ 164 
Asthma .......................................................... 128 
Asthma, chronic ................................................... 128 
Athlete's foot - tinea pedis ........................................... 156 
BaCillary dysentery (shigellosis) ........................................ 58 
Bacterial infections of the skin ........................................ 151 . 
Bilharzia .......................................................... 90 
Bites and stings ................................................... 180 
Boil, abscess .................................................... ; 151 
Bronchitis, acute ................................................... 136 
Bums ............................................................. 186 
Candidiasis, oral (thrush) ............................................• 22 
Candidiasis, skin .................................................. 157 
Cardiac arrest - adults .......................... " ... » ... ~ ••• 4 ............... 188 
Cardiac arrest - cardia-pulmonary resuscitation ........................... 188 
Cardiac arrest - children ............................................. 190 
Cardiovascular conditions ............................................ 10 
Cellulitis .....•.••..................... ~ .......................... 153 
Central nervous system conditions ...................................... 17 
Chickenpox ............................. ~ ........................... 91 
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Cholera . . . . . . . . . . . . . . . . . . . ........................................ 58 
Chronic bronchitis and emphysema .................................... 132 
Chronic diarrhoea in adults ............................................ 63 
Chronic pain control in advanced or incurable cancer ...................... 173 
Common cold and influenza .......................................... 137 
Conjunctivitis ...................................................... 46 
Conjunctivitis, allergic ................................................ 46 
Conjunctivitis, bacterial ............................................... 47 
Conjunctivitis of the newborn (ophthalmia neonatorum) ..................... 48 
Conjunctivitis, viral and epidemic viral ................................... 47 
Constipation ....................................................... 59 
Contraception, barrier methods ........................................ 52 
Contraception, hormonal ............................................. 53 
Contraception, intrauterine contraceptive device (IUCD) ..................... 52 
Contraception, vaginal ............................................... 52 
Cough ........................................................... 165 
Cracked nipples during breastfeeding ................................... 71 
Croup (laryngotracheobronchitis) ...................................... 138 
Delirium with acute confusion and aggression ............................ 193 
Delivery, norma I .................................................... 72 
Denta I abscess . . . . . . . . . . . . . . . . . . . . . . . .............................. 23 
Dental and oral conditions ............................................ 22 
Dental caries/toothache .............................................. 24 
Depression ....................................................... 120 
Diabetes metlitus ................................................... 38 
Diabetes mellitus type 2 .............................................. 38 
Diabetes mellitus type 1 .........................................•.... 38 
Diarrhoea, acute .................................................... 61 
Dysmenorrhoea .............................................. ...... 74 
Ear, nose and throat ................................................. 30 
Ectopic pregnancy .................................................. 74 
Eczema .......................................................... 154 
Eczema, atopic .................................................... 154 
Endocrine system ..•................................................ 38 
Epilepsy .......................................................... 17 
Exposure to poisonous substances .................................... 197 
Eye, chemical bum ..............................................•.. 195 
Eye conditions ....•.........•...•.................................. 46 
Eye injury, foreign body ........................•........•........... 196 
Failure to thrive (FTT) ............................................... 116 
Family planning ..................................••.•.............. 52 
Febrile convulsions ......•...............................••......... 166 
Fever ........................................................... 167 
Fungal infections of the skin ..................................••...•.. 156 
Gastro-intestinal conditions .................•.....................•... 54 
Genital scabies .................................................... 106 
Genital warts .............................................••....... 106 
Giardiasis .. " .................................................... ',' • 63 
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Gingivitis .................................. ' ........................ 25 
Gingivitis. uncomplicated ............................................. 25 
Glaucoma. acute ................................................... 49 
Gonorrhoea neonatorum ............................................ 107 
Gout ...........................................................• 108 
Gout. acute . . . . . . . . . . . . . . . ........................................ 108 
Gout, chronic ..................................................... 109 
Gynaecology and obstetrics ........................................... 69 
Haemorrhoids ...................................................... 57 
Headache. mild. non·specific ......... . ............................... 169 
Helminthic infestation· excluding tapeworm .............................. 64 
Helminthic infestation (tapeworm) ...................................... 65 
Herpes stomatitis/cold sore/fever blister .................................. 27 
HIV .............................................................. 92 
Hypertension ...................................................... 10 
Hypoglycaemia and hypoglycaemic coma ............................... 204 
Immunisation ...................................................... 80 
Immunisation: additional vaccines and target groups ........................ 85 
Immunisation by injection ............................................. 85 
Immunisation: dosage and administration ................................ 80 
Immunisatio n schedule . . . . . .......................................... 84 
Impetigo ......................................................... 152 
Infection control: the use of antiseptics and disinfectants .................... 94 
Infections (selected) and related conditions ............................... 89 
Injectable contraceptives ............................................. 53 
Injuries .............................................•............ 199 
Insect bites and stings .............................................. 183 
Insomnia ..........•.............................................. 170 
Itching (pruritus) ................................................... 171 
Jaundice ......................................................... 175 
Lice (pediculosis) .................................................. 159 
Malaria ................................... ........................ 95 
Measles .......................................................... 98 
Megaloblastic/Macrocytic anaemia .....•............................... 113 
Meningitis ......................................................... 20 
Meningitis, acute ..........................•......................... 20 
Meningitis meningococcal, prophylaxis .................................. 21 
Molluscum contagiosum ............................................. 106 
Mouth ulcers ..............................................••..•.... 28 
Mumps .......................................................•.. 100 
Musculoskeletal conditions .....•.....•............................... 108 
Napkin rash, non·fungal .............•............................... 161 
Napkin rash (candida) ••............................................ 158 
Nausea and vomiting, nOn-specific ...............•.................•.... 66 
Nose bleed (epistaxis) ...•.......................................... 195 
Nutritional and blood conditions .................•...................•. 111 
Oral contraceptives .................................................. 53 
Osteoarthritis ........••........................................... 110 
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Otitis externa ............... ....................................... 32 
Otitis media, acute .................................................. 34 
Otitis media, chronic suppurative ....................................... 35 
Pain control . . . .. . . . . . . . . . . . . ...................................... 172 
Parasitic infections of the skin ........................................ 159 
Pellagra (nicotinamide deficiency) ..................................... 115 
Periodontitis ................ ....................................... 28 
Pharyngitis, viral .................................................... 31 
Pneumonia ....................................................... 140 
Post-coital contraception ............................................. 53 
Post-menopausal bleeding ............................................ 75 
Pregnancy-induced hypertension (PI H) .................................. 75 
Protein energy malnutrition (PEM) ..................................... 117 
Psychiatric illness .................................................. 120 
Psychosis, acute< ............ ...................................... 122 
Pubic lice ........................................................ 106 
Pyridoxine (Vitamin 8e) deficiency ..................................... 114 
Renal and urinary tract conditions ..................................... 126 
Respiratory conditions .............................................. 128 
Rheumatoid arthritis ................................................ 110 
Ringworm ........................................................ 158 
Rubella (German measles) ........................................... 100 
Sandworm ................. ...................................... 162 
Scabies .......................................................... 160 
Seborrhoeic eczema ................................................ 155 
Septic arthritis ..................................................... 110 
Sexually transmitted diseases (STD) ................................... 101 
Shock ........................................................... 201 
Signs and symptoms ............................................... 164 
Sinusitis, acute ..................................................... 36 
Skin conditions ............................................ < ........ 150 
Snakebite ........................................................ 184 
Sprains and strains ................................................. 202 
Status epilepticus .................................................. 203 
STD Protocol 1: Urethral discharge/burning micturition in men ............... 102 
STD Protocol 3: Genital ulceration in men and women •.................... 102 
STD Protocol 5: Inguinal swellinglbubo· no ulcer present in men and women ... 103 
STD Protocol 6: Balanitis/balanoposthitis in men ..................•....... 103 
STD Protocol 7: Painful scrotal swelling in men ........................... 104 
STD Protocol 8: Interpretation of syphWis serology· RPRNDRL .............. 104 
The cold chain •.••••.•.......... < ........••............••.......•... 86 
Thiamine deficiency (Wernicke's encephalopathy and beriberi) ......•....... 116 
Tick-bite fever .......................... , .......................... 107 
Tonsillitis •....... '<'" ..............................•.......•.•..... 31 
Tonsillitis, bacterial ..••............... ',' ............................. 31 
Trachoma ....................................................;.... 50 
Trauma and emergencies ..........................................•. 176 
Tuberculosis .......•.........•..............•..................... 142 
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Typhoid fever ...•.............. ; ......................•............ 68 
Urinary tract infection, uncomplicated (acute uncomplicated cystitis) .......•.. 126 
Urticaria ...•...••...... ........................... ; .....•........ 162 
Vaginal bleeding ••.....••.......................................•... 75' 
Vaginal dischargellower abdominal pain in women (STD Protocols 2 and 4) ..... 77 
Valvular heart disease ............................................... 15 
Vitamin A deficiency ..•.•........................................... 113 
Vitamin B deficiencies .............................................. 118 
Vitamin deficiencies ....•........................................... 113 
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Index of drugs 

acetazolamide .......................................... , .......... 49 
2% acetic acid in alcohol ............................................. 34 
1 % acetic acid in 0.9% sodium chloride ......................... : ........ 36 
acetylcysteine ..................................................... 199 
activated cha rcoal ................................................. 199 
adrenaline ............................................ 139,180,189,193 
aluminium hydroxide/magnesium trisilicate ............................... 55 
aminophyllin ... '.' ................................................. 135 
amitriptyline .................................................. 121, 122 
amoxycillin ................. 23,26,35,36,58,99,126. 136,140,142, 152,182 
anti-O immunoglo bulin .'................. .......................... 70. 73 
aqueous cream .................................................... 154 
aspirin, soluble .................................................... 177 
atenolol ........ ; .................................................. 13 
1 % atropine .................................................. 196, 197 
atropine .................................................. 189, 193, 199 
BCG .......................................... ............. 81, 85. 86 
beclomethasone ............................................... 131,135 
benzathine penicillin .............................. 15, 32, 102, 103, 105, 153 
6% benzoic acid and 3% salicylic acid .............................. 157, 158 
5% benzoyl peroxide ............................................... 151 
25% benzyl benzoate ....................................... 106, 160, 161 
benzylpenicillin .......................................... 20,21, 140. 142 
bismuth subgallate compound ......................................... 57 
calamine lotion ......................................... 91. 163, 171. 183 
carbamazepine . . . . . . . . . . ... . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . • . . . . . .... 19 
ceftriaxone ........................................................ 20 
1% chloramphenicol .. '" .......................... 47,49,73,184,196,197 
chloramphenicol ............. . ...•............................ 20, 21. 99 
0.05% chlorhexidine ..................................... 95,181,184.187 
0.2% chlorhexidine digluconate .................................. 25,27-29 
chloroquine ....................................•.............. ; ..•. 98 
chlorpheniramine ......................... 30,47,91,156,163,171,183,184 
chlorpromazine ..............................•..................... 123 
ciprofloxacin ..............•.... , ........................ 78, 79, 102, 104 

. clotrimazole ................. ...................................... 78 
codeine phosphate ............... ' ....... '.' ... , •..... , ..... ; ........ 174 
colchicine " .... """ .. " ~ ... " ......... a •• " .. " ....... " " " ..... " .. " ..... " • " •• " " • a." .... 109 
5% dextrose ......•............................................ 97, 134 
5% dextrose in 0.9% sodium chloride .........•................... 58, 59, 63 
5% dextrose in water ................................................ 73 
10% dextrose ................................................. 193. 206 
50% dextrose ......................... . ................•.......... 206 
diazepam ..... " ........... " ..................... 21.167,195,199,204 
d ihydralazine ...... ; ........................................•....•.. 77 
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doxycycline .............................. 50,59,78, 102-105, 107,136, 151 
DPT ....................................................... 81, 85-87 
DT ......................................................... 81,85-87 
elemental iron ...•............................................. 112,117 
emulsifying ointment ............................................. 72, 155 
erythromycin .............................................. 102, 103, 105 
erythromycin estolate .......... 16,24,26,32,34,50,99, 136, 142, 152, 156, 182 
erythromycin stearate16, 24, 26, 32, 34, 50, 78, 99,136,140,142,152,153,156,182 
eth ambutol ........... . ....................................... 144, 148. 
ethosuzimide ...................................................... 18 
ethyl chloride ...................................................... 162 
ferrous sulphate .......................................... 70, 71,75, 112 
f1ucloxacillin ........................................... 34, 151, 153, 156 
1% f1uorescein ................................................ 196. 197 
f1uoxetine ........................................................ 122 
fluphenazine decanoate ............................................. 124 
folic acid ....................................................... 70, 71 
furosemide ....................................................... 178 
0.5% gentian violet. ............................................... 22, 95 
glibenclamide ......... . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .. 41-43 
glyceryl trinitrate . . . . . . . . . . . . . .................................. 177, 178 
griseofulvin . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 159 
half-strength Darrows solution with 5% dextrose ................. 58, 59, 77, 180 
haloperidol ............................................... 123, 124, 195 
HepB ....................................................... 82, 85, 86 
Hib ........................................•..............• 82, 85, 86 
human tetanus immunoglobulin ........................... 182, 185, 187, 201 
hydrochlorothiazide ............................................. 12 - 14 
1 % hydrocortisone ............................................. 154, 155 
hydrocortisone sodium succinate .............................. 134, 139, 180 
hypochlorite ....................................................... 94 
ibuprofen " .............................•....... 74,75,108,172,174,203 
insulin '" .........................•............................... 42 

biphasic insuli n ............................................. 43 
medium-acting insulin ........................................ 43 

ipratropium bromide ............................................ 131, 134 
isoniazid '" . . . . . . . . . . . ........................................... 145 
levonorgestrel (as progestogen) 0.15 mg and ethinyl oestradiol (as oestrogen) 0.03 
mg .............. "" •. ~.~ ................................... ~ ............... 53 
levonorgestrel (as progestogen) and ethinyl oestradiol (as oestrogen) .......... 53 
lavonorgestrel 0.03 mg .....•.........•..............................• 53 
1 % lidocaine ............•......•..............•..................•. 73 
2% lidocaine ............•..•............................... 27, 183, 189 
liquid paraffin .......•.............................................. 57 
lorazepam ...................•..............................•. 124, 195 
magnesium sulphate ............................................. 73, 77 
measles vaccine ......•...................•.....................• 83, 86 
mebendazole ...••..............•........................•.......... 64 
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metformin ..................................•............•....•. 40-42 
methyldopa ..................................................... 13, 76 
methylsalicylate ................................................... 165 
metoclopramide ................................................... 175 
metronidazole ....................................... 24, 26, 56, 63, 78,79 
2% miconazole ......................................... 23,155, 157, 158 
monosulfiram ................................................. 160, 161 
morphine ............................................. 172, 174, 177. 178 
naloxone ......................................................... 199 
niclosamide ........................................................ 66 
nicotinamide . , .................................................... 115 
nifedipine ..................................................... 14, 179 
norethisterone enanthate ......................................... 53, 144 
norgestrel (as progestogen) 0.5 mg and ethinyl oestradiol (as oestrogen) 0.05 mg 53 
nystatin .................................. , ............ '23,103,157,158 
OPV ............................ ,' ......................... 82, 85. 86 
oral rehydration solution ............................... 58.59,61-63,67,68 
orphenadrine ..................................................... 124 
0.025% oxymetazoline ........................................... 47,48 
oxymetazoline ...................................................... 37 
oxytocin .......................................................... 70 
paracetamol .............. 24,25.27,28,32,35,37,91,99-101,107,137,139, 

140,142,165,167.168.170,172,174,183.167,199.201,203 
perindopril ...................................................... 13, 14 
1 %. permethrin ................................................ 106, 160 
5%. permethrin . ~ ..................... ',' ........................... 161 
pethidine .................................................... ; . 73, 173 
phenobarbital ....................................................•• 18 
phenoxymethylpenicillin ........................................... 16.32 
phenytoin .....................•............................ 18, 19,204 
1 % pilocarpine ..................................................... 49 
polyvalent antiserum (snake) ......................................... 185 
5% polyvidone iodine ............................................ 95, 187 
10% polyvidone iodine ........................................ 93,95, 181 
polyvidone iodine .................................................. 152 
praziquantel ................................. : ..................... 90 
prednisone ........................................... 131, 133-135, 139 
proguanil ...................................•...................... 98 
promethazine ..................................... ~ ................ 180 
pyridoxine .................................................... 115, 144 
quinine •...............................•.......................... 97 
quinine sulphate ................•................................... 96 
rabies immunoglobulin .............................................. 181 
rabies vaccine ................. ' ................................... 182 
reserpine ........................................................ 12, 13 
retinol (vitamin A) .......................................... 114, 117, 116 
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RH ..................................................... 144, 149-149 
RHZ ........................................................ 1.4~, 149 
RHZE ................. ............................. :........ 146-148 
rifampicin ................................................. 21, 144, 145 
Ringer-Lactate ..................................... 61,179,187,189,192 
salbutamol ............................................... 131, 134, 135 
selenium sulphide .................................................. 155 
sennosides A and 8 ............................................. 60, 175 
0.9% sodium chloride .. 37, 44, 77,134,137,179,180,186,187.189,193,196,197 
sodium sulphate ................................................ 66, 199 
sorbitol .......................................................... 175 
spectinomycin ...................................................... 78 
spermicidal jelly .................................................... 52 
streptomycin .............................................. 144, 147, 148 
sulfadoxine-pyrimethamine' ......................................... 96,97 
syrup of ipecacuanha ............................................... 199 
0.5% tetracaine ................................................ 184, 197 
l°k tetracaine ...................................................... 57 
tetracycline ........................................................ 50 
theophylline .............................................. 132. 133, 135 
thiamine ........................................... : ............. 116 
tincture of iodine ................................................... 106 
tolbutamide . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 41 - 43 
trimethoprim/sulfamethoxazole ............................... 35, 36, 59, 126 
IT ......................................... 83, 85-87, 182, 185, 187, 201 
valproicacid .................................................... 18, 19 
vitamin 8 complex ....... .......................................... 119 
vitamin K .......................................................... 73 
zinc oxide .......................... ' ..................... ~ .... 152, 162 
zuclopenthixol acetate .............................................. 124 



· Annexure K: Sample of Informed Consent Letter 

INFORMED CONSENT FORM 

TIlls research will be undertaken hi fulfillment of the requirements of the degree by 
full dissertation, Doctorate of Education, University of KwaZulu Natal. 

Title of Research 

Name of Researcher 

Contact details of Researcher 
Address 
Telephone 

Email 

Name of Supervisor 

Contact details of Supervisor 
Email 

Contact details of independent administrator 
Name 
Telephone 

Email 

Experiences of clinical practice in a 
problem based learning medical 
curriculum and subsequent clinical 
enviroument. 

Ms Saras Reddy 

108 Harinagar Drive, Shallcross 
0314099963 (home) 
031 2604611 (work) 
082 8268808 (cell) 
reddys15@ukzn.ac.za 

Dr Sioux McKenna 

0312601388 
mckenna@ukzn.ac.za 

Ms Bryteeny Moodley 
031 2604611 (work) 
0825933463 (cell) 
moodleyb20J.ukzn.ac.za 

Thank you for agreeing to participate in this srudy. This form outlines the purpose 
of the study and provides a description of your involvement and rights as a 
participant. 

The purpose of the study: the study traces the experiences of clinical practice of 
final year medical students, interns and community service officers through a 
problem-based learning medical curriculum and their subsequent clinical 
environments. It is the intention of the research, through the analysis of the lived 
experiences of the data sources to see if the PBL medical curriculum is experienced 
as preparing its students and graduates for the clinical environments of internship 
and community service. 

The method that will be used to collect the data: 
In-depth interviews will be conducted on a one on one basis with you and the 
researcher. The researcher will set up an appointment with you at your convenience. 
The interview will be an open one and you will be permitted to think aloud, to be 
doubtful and if necessary to pause or stop at any time. 

The benefits of the study 



The study will inform the medical school of the strengths and gaps of the clinical 
aspects of the medical curriculum as experienced by you. Your experiences will also 
inform the HPCSA and the Department of Health on your experiences of clinical 
practice within the South African context. 

The results of the study 
The results of the study will be presented in the form of a thesis. Your name and 
details will be regarded as strictly confidential. No person other than the researcher 
will be aware of your identity. Any information or direct quotation in the thesis (or 
any other publication arising there from) will not be presented in a way that it could 
be attributed to you. 

The researcher guarantees that the following conditions will be met: 
I) Your real name will not be used at any point of data collection, or in the thesis, 

instead, you will be given a pseudonym that will be used in all verbal and 
written records and reports. 

2) If you grant permission for audio taping, no audio tapes will be used for any 
purpose other than to do this study. The tapes will be kept in a safe until the 
data has been analyzed and written up. 

3) Your participation in this research is voluntary, you have the right to withdraw 
at any point of the study, for any reason, and without any prejudice, and the 
information collected, records and written reports will be turned over to you. 

4) You will receive a copy of the transcript before it is handed in, so that you 
have the opportunity to suggest changes to the researcher, if necessary. 

Do you grant permission to be quoted directly? 

Yes No 

Do you grant permission to be audio-taped? 

Yes No 

I agree to all the terms as mentioned above. 

Participant's signature Date 

I agree to all the terms as mentioned above. 

Researcher's signature Date 



Annexure L: HSPCA Regulations relating to the registration and training of 

Interns in Medicine 

GOVERNMENT NOTICE 

DEPARTMENT OF HEALTH 

NO. R ••••••..••••••.... . .......•.......•......••.... 2002 

HEALTH PROFESSIONS COUNCIL OF SOUTH AFRICA 

REGULA110NS RELATING TO THE REGISTRATION AND TRAINING OF INTERNS IN MEDICINE 

The Minister of Health has, in tenns of section 61(1 lie) of the Health Professions Act, 1974 (Act No. 56 

of 1974), In consultation with the Health Professions Council of South Africa, made the regulations In 

the Schedule. 

SCHEDULE 

Definitions 

1. In these regulations any expression to which a meaning has been assigned in the Act, shall 

bear such meaning and unless the context otherwise Indicates -

"board" means the Medical and Dental Professions Board established by Government Notice 

No. R.75 of 16 January 1998; 

"accredited facility" means a hospital, clinic or a health care centre which has been 

accredited by the board for the purpose of internship training; 

"the Act" means the Health Professions Act, 1974 (Act No. 56 of 1974). 

Registration as an intern In medicine 

2. Any person who holds a qualification prescribed In the regulations made il'l tenns of section 24 

of the Act or who holds a qualification accepted by the board in tenms of section 25 of the Act 

shall, after or in connection with obtaining such a qualification and before he or she is entitled 

to registration as a medical practitioner in any category of such registration, undertake training 

to the satisfaction of the board as an intern in medicine for a period and in the manner 

described In regulation 5, unless the board exempted him or her partially or In full from this 
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requirement on submission of documentary evidence to the satisfaction of the board of 

internship or equivalent training undergone or experience obtained outside South Africa. 

3. The register kept In terms of section 18 of the Act shall reIlect all such information as the board 

may require. 

4. A person referred to in regulation 2 shall-

(a) submit his or her application to the board in terms of section 17 of the Act for 

registration as an intern in medicine on an application form supplied by the board 

and duly completed; 

(b) submit proof that he or she holds a quall!!cation prescribed in the Regulations 

relating to the Registration of Persons as General Practitioners and Family 

Physicians in Medicine made in terms of section 24 of \he Act; 

(c) submit proof that he or she holds a qualification accepted by the board in tenns of 

section 25 of the Act and has passed an examination or other assessment 

determined by the board; 

(d) submit the name of the accredited facility 10 which he or she was allocated by the 

relevant health authority to undergo training as an intern and shall notify the board in 

writing in advance if he or she intends to change from that facility to another facility; 

and 

(e) pay the prescribed fee, 

Conditions of internship training 

5, The training to be undertaken by an inlern shall be in accordance with the following: 

(1 ) Internship training commencing before 1 July 2004 shall be of nolless than twelve 

months' duration and, where it is broken or interrupted, it shall consist of periods 

which, when added logether, are not less than twelve months in total, including 

vacation leave nol exceeding one month's duration, and sick leave not exceeding 

one month's duration and shall comply with criteria laid down by the board lrom time 

to lime. 
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(2) Internship training commencing aller 30 June 2004 shall be of not less than twenty 

four months' duration and, where it is broken or interrupted, it shatl consist of periods 

which, when added together, are not less than twenty four months in total, including 

vacation leave not exceeding one month's duration per annum and sick leave not 

exceeding two months' duration and shall comply with cliteria laid down by the board 

from time to time. 

(3) No such break or interruption, excluding leave referred to in subregulation (1) or (2), 

as the case may be, shall exceed a period of one year in order for the period of 

training prior to such break or interruption to be recognised as part of completed 

internship training. 

(4) The period of twelve months of Internship training refemed to in subregulation (1) 

shall be completed within a period of two years from the date of having been 

registered in terms of section 17 of the Act as an intern in medicine. 

(5) The period of twenty four months of internship training referred to in subregulation 

(2) shall be completed within a period of three years from the date of having been 

registered in terms of section 17 of the Act as an intern in medicine. 

(6) If an intern does not complete his or her Internship training within a period of two or 

three years, as the case may be, his or her registration in terms of section 16 of the 

Ad. shall be cancelled unless he or she provides the board with satisfactory reasons 

as to why his or her registration should not be cancelled. 

(7) (a) The training shall be undertaken by an intern in a faCility accredited by the 

board. 

(b) If a facility referred to in paragraph (a) is not available, the board may, at its 

diseretion, accept alternative training which in the board's opinion is 

equivalent to training in a facility accredited by the board. 

(c) When accrediting a facility or alternative training, the board may stipulate 

that only a portion of an intern's training shall be undertaken thereat and 

the remainder shall be undertaken at another aeeredited facility. 

(d) If internship training at an accredited facility is regarded by the board for 

any reason 10 be inadequate or unsatisfactorily, the board may withdraw its 
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accreditation thereof, in which case the board shall inform any interns at 

the facility accordingly in writing and request such interns to undertake 

internship training at another accredited facility for the remaining period. 

6. Interns in medicine shall be subject to all the rules of professional conduct prescribed by the 

board for medical practitioners. 

7. 

Repeal 

(a) Upon completion of internship training. an intern shall submit a duty certificate to the 

satisfaction of the board to certify that he or she has satisfactorily undertaken 

intemship training as required by the board and his or her doing so shall be a 

precondition for his or her registration as a medical practitioner to perform 

community service as prescribed in terms of section 24A of the Act. 

(b) The duty certificate referred to in paragraph (a) shalt be issued by such officials of 

an aCCTedited facility where an intern successfully undertook internship training. as 

the board may require. 

8. The regulations published under Government Notice Nos. R.2271 of3 December 1976 and 

R.2272 of 3 December 1976, are hereby repealed. 

MINISTER OF HEALTH 

DATE: 

svdmIRules and Regutations/ReguIaOOns registration and training Interns in Medl2002"()8-26 

Not ye! """"she<! 



Annexure M: Poster presented at AMEE 2010 in Miami 

• Nature oftl)emes lhalhave emerged from outcome space: power 
and authority, marginalisalion, alienation - researcher questions 
appropriateness of phenomenography. 

• Shift in Epislemoiogyinto criticallheory & professionalleaming 
theory 

• ? Critical Phenomenography (Saras Reddy) 



Annexure N: Poster presented at Faculty of Education, UKZN Research Day 
November 2010 



Annexure 0: Letter to the Dean of NRMSM 

The Dean 
Professor W Sturm 
Nelson R Mandela School of Medicine 
University or KwaZulu-Natal 

Dear Sir 

108 Harinager Drive 
ShaIlcross 

4092 
15th September 2008 

RE: Authorisation to conduct in-depth interviews of rmal-year medical students 

My PhD proposal entitled "Experiences of clinical practice in a problem-based leaming 
medical curriculum and subsequent clinical environments" has been accepted by the Higher 
Degrees Committee of the Faculty of Education, University of KwaZulu-Natal. I hereby 
request authorization to interview final-year medical students who form part of the sample 
of my study. 

The study will trace the experiences of clinical practice of final-year medical students, 
interns and community service officers through a problem-based learning medical 
curriculum and their subsequent clinical environments. It is the intention of the research, 
through the analysis of the lived experiences of the data sources to see if the PBL medical 
curriculum is experienced as preparing its students and graduates for the clinical 
environments of internship and community service. 

A phenomenographic approach that is aimed at the mapping of the qualitatively different 
ways in which the students and graduates experience, conceptualize, perceive and 
understand the clinical aspects of the PBL medical curriculum and their subsequent clinical 
environments will be used. I require your authorization to conduct in-depth interviews with 
final-year medical students whom I will invite via email and thereafter randomly select. 
Participation by the students will be entirely voluntary. Informed consent letters will be 
issued to the participants and anonymity and confidentiality will be guaranteed. All the 
relevant ethical considerations will be followed according to the University of KwaZulu­
Natal's ethical clearance procedures and I will not undertake any interviews until such time 
as I have been granted ethical clearance by the University tc do so. 

Your assistance and authorization in this regard will be highly appreciated in order for me 
to pursue my PhD study. You are welcome to contact myself or my supervisor, Dr Sioux 
McKenna, by email mckenna@ukzn.ac.za or by phone 031-260 1674 should you have any 
questions about my proposed research. 

Yours faithfully 

SarasReddy 
(Student No: 200277857) 



I hereby grant permission for the researcher 
to conduct interviews with the final year medical students. 

Signature Date 



Annexure P: Sample of letter sent to the med1ical superintendents of the rural 
hospitals where participants undertook community service 

The Medical Manager 
DrBHardy 
Murchison Hospital 

Dear Sir 

108 Harinager Drive 
Shallcross 

4092 
ISth September 2008 

RE: Authorisation to conduct in-depth interviews of Community Service Officers 
(Graduates of the Nelson R Mandela School of Medicine) 

I am a doctoral student registered with the Faculty of Education at the University of 
KwaZulu-Natal. The proposal for my PhD entitled "Experiences of clinical practice in a 
problem-based learning medical curriculum and subsequent clinical environments" has 
been accepted by the University. I am now in the process of obtaining the ethical clearance 
for the study. I therefore require your authorization to conduct interviews with the interns 
from your hospital. I would only be interviewing interns who are graduates from UKZN. 

The study traces the experiences of clinical practice of final-year UKZN medical students, 
interns and community service officers through a problem-based leaming medical 
curriculum and their subsequent clinical environments. It is the intention of the research, 
through the analysis of the lived experiences of the data sources to see if the PBL medical 
curriculum. is experienced as preparing its students and graduates for the clinical 
environments of internship and community service. 

A phenomenographic approach that is aimed at the mapping of the qualitatively different 
ways in which the students and graduates experience, conceptualize perceive and 
understand the clinical aspects of the PBL medical curriculum and their subsequent clinical 
environments will be used. The sample for the study will consist of students and graduates 
of the PBL medical curriculum from the Nelson R MandeJa School of Medicine. Add in 
from letter to dean the bit about it being entirely voluntary etc. All the appropriate ethical 
considerations and procedures will be followed. 

I hereby appeal to you to please authorize me to conduct interviews with the community 
service officers that are presently working at Murchison Hospital. Once authorization has 
been granted, I will negotiate times and venues for the interviews with the community 
service officers so that I do not impose on their work schedule. Your kind assistance in this 
regard will be highly appreciated. You are welcome to contact myself or my supervisor, Or 
Sioux McKenna, by email mckenna@ukzn.ac.za or by phone 031-2601674 should you 
have any questions about my proposed research. 



Yours faithfully 

Saras Reddy - Student No: 200277857 
Cell: 0828268808 
Work: 031-2604611 
Email: reddys15@ukzn.ac.za 

I hereby grant permission for the researcher 
to conduct interviews with the stipulated community service officers. 

Signature Date 
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Annexurei9::_Structure of Curriculum 2001 

SYLLABUSES 

All syllabus requirements are approved and directed by the Board 
of the Faculty of Health Sciences. 

MBChB New Curriculum 

Notes 
1. 

2. 

3. 

4. 

The name of each module is followed by a computer code of 7 
symbols. The fITst letter represents the campus at which the 
module is offered while the next 2 symbols indicate the 
School responsible for the module. The 4th symbol is a 
number indicating the module number (I, 2, 3, 4, 5 or 6) and 
the 5th symbol, a number that indIcates the level of the course; 
fITst year (I), second year (2) etc. The 6th and 7th symbols are 
an abbreviation of the title of the module: e.g. MUM63RE 
indicates a module offered at the Medical School campus in 
Umbilo Road (M), that the School of Undergraduate Medical 
Education (SUME) is responsible for, and that is the 6th 

module (6) of the third year (3) and the theme of which is 
Reproductive Health (RE). 

¥odules in 5th year are all designated in a similar way except 
that the 4th symbol does not imply any temporal sequence, e.g. 
MUM45PA indicates a year 5 module (5) in Paediatrics. 
Thus, the disciplines in year 5 will be Family Medicine 
(15FM); Medicine (25 ME); Obstetrics and Gynaecology" 
(35OG); Paediatrics (45PA); Psychiatry (55PS) and Surgery 
(65SU). 

A one-week Enrichment Module is offered in year 1. This 
module covers material selected by"the student or suggested by 
the School of Undergraduate Medical Education. Satisfactory 
completion of the Enrichment Module will contribute to the 
Duly Perfonned certificate. Further Enrichment material will be 
covered each week in Modules 3-6. 

There are three· Elective Modules in the 5-year medical 
programme. These occur in the 2nd trimester (2), of years 2 and 
3 (year level 2, 3) and in the 3:d trimester (3) of year 4 (year 
level 4), and have the symbol EL, e.g. MUM22EL, MUM23EL 



MEDICINE N49 

and MUM34EL. Satisfactory completion of Elective Modules 
will contribute to the Duly Performed certificate. The exact 
time in a particular year at whicb the Elective is offered may 
vary. 

Module 1.1 
INTRODUCTION I DIABETES MELLITUS MUMIIDM 
The aim is to introduce the 1 $I year medical students to the process of 
self-directed, student-centred learning arid a holistic approach to health 
problems, using Diabetes Mellitus as a health problem .. 

Orientation. Process of self-directed learning. Communication skills. 
Computer skills. Student responsibilities - holistic approaches to health 
care. Skills and concept course; Primary health care concepts. Diabetes: 
Anatomy and Physiology of pancreas. Aetiology. Common clinical 
presentation in adults and children. Complications: visual, peripberal 
nerves and vascular. Management. Family implications. Epidemiology. 

Module 1.2 
NUTRITION MUM2INU· 
The aim is to understand types of foods, balanced diet,. metabolic 
processes and problems related to nutrition. 

Normal requirements. Cellular metabolism. Protein malnutrition. 
Vitamin deficiency. Nutritional anaemia. Physiology of blood. Obesity. 
Rickets. Osteomalacia. 

Module 1.3 
GROWTH & DEVELOPMENT MUM3IGD 
The aim is to understand the process of growth, from new-born to old 
age from a bio-psycho-social perspective. 

Newborn - appropriate for gestation, small for dates, large for dates. 
Development of central nervous system. Embryology, Anatomy and 
Physiology. Histology - basic genetics. Development: normal and 
deviation in early childhood, later childhood. Adolescence - psycho­
social problems. Substance abuse. Acne - Histology of skin. Old age -
related ethical issues. Management of severe physical and mental 
handicap in children. 
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Module 1.4 
INFECTION I INFLAMMATION MUM41 IN 
The aim is to understand aspects of infection, and the inflammatory 
process, using upper respiratory infection and puhnonary tuberculosis as 
a vehicle. 

Patho-physiology of infection, inflammation. Upper respiratory infection 
- otitis media and externa. Tonsillitis, rhinitis, influenza, asthma and 
allergy. Clinical presentation and management. Basic epidemiology and 
biostatistics. Preventions. 

Tuberculosis - biological and socio-economic aspects. Investigations and 
management. Problems of compliance, drug resistance and contact 
tracing. Prevention. Epidemiology of tuberculosis. Tuberculosis control 
programme. 

Module 1.5 
REPRODUCTIVE HEALTH MUMSIRH 
The aim is to introduce students to sexology - the consequences and the 
management of sexual behaviour. To understand diseases related to 
sexual behaviour, their diagnosis, manageml::nt and treatment. 

Anatomy of reproductive tract - revise. Fertility-regulation. Nomal 
pregnancy and delivery. Antenatal care. Consequences of sexual 
behaviour. Sexually transmitted diseases, abortions, sexual abuse and 
rape. Obstetric emergencies and management. 

Module 1.6 
TRAUMA & EMERGENCY CARE MUM61TE 
The aim is to explore nomal homeostasis in tems of fluid and electrolyte 
balance and then to understand trauma and the body's response in tenns 
ofhomeostasis and neurological response to pain. 

Nomal fluid and electrolyte balance. Blood circulation - Physiology. 
Measurements. Trauma - mechanisms, body responses, healing. 
Assessment of trauma patients. Management of general airways, shock, 
blood transfusion and anaphylaxsis. Pharmacological management of 
pain. Minor wounds. Cardiopuhnonary resuscitation 1. 

j 
f 
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Module 2.1 
CARDIO RESPIRATORY I)YSFUNCTION MUM12CV 
The aim is to introduce students to the anatomy and physiology of the 
cardiovascular system. and the major disorders arising from its 
dysfunction. The clinical manifestation and management of such 
disorders will also be studied. 

Anatomy of cardiovascular system and physiology of circulation. 
Cardiovascular system - structural heart disease - myocardial infarction. 
Hypertension: aetiology, clinical manifestations and management. 
Prevention: lifestyle and cardiovascular disorders. Respiratory 
conditions. Chronic obstructive airways disease (COAD). Health 
promotion. Paediatric cardiology. Cardiopulmonary resuscitation - 2. 
journal articles. 

Module 2.2 
URO/GENIT AL DISORDERS MUM22UG 
The aim is to address the common medical and surgical urinary tract 
conditions in adults and children, their aetiology, clinical manifestations 
and management. 
Anatomy and Physiology of the renal tract. Congenital malformations. 
Urinary tract infection. Acute and chronic causes of renal failure. 
Management. Patho-physiology of renal conditions. Renal obstructive 
uropathy. Disorders of the prostate, impotence, enureses. Urinary 
incontinence. Uro-genital trauma and circumcision. 

Module 2.3 
DIGESTION & ABSORPTION MUM32DA 
The aim is to understand the anatomy and patho-physiology of the upper 
gastro-intestinal tract. The clinical manifestations of abnormalities, both 
structural and functional in all age groups and their management. 

Upper gastro-intestinal tract - oral cavity, salivary glands, stomach, 
oesophagus and small intestine. Physiology and Anatomy. Disturbances 
of upper gastro-intestinal tract. Diarrhoea, enteral and paenteral 
nutrition. Eating disorders such as Bulimia, Anorexia Nervosa. 

Module 2.4 
"PEOPLE AND BUGS" MUM42PB 
The aim is to understand clinical presentations, management and 
prevention of common infections/infestations from neonates to adult. 
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Common childhood and adult infections and infestation such as viral, 
bacterial, fungal and parasitic. Infectious disease control. Prevention­
immunisation, lifestyles, environment and socio/economic conditions. 
Skin infection: Bacterial including leprosy. Viral- warts, herpes, 
molloscum contagiosum. Parasite and fungal. 

Module 2.5 
CENTRAL FUNCTION MUM52CF 
The aim is to understand the Anatomy and Physiology of the central 
nervous system, the clinical manifestations· associated with 
dysfunction of the central nervous system resulting in disabilities, 
and those disabilities associated with disorders of the special senses of 
hearing and vision.Central nervous system: Anatomy and Physiology 
with emphasis on- cerebral blood flow, cerebrospinal fluid, cranial 
nerves, cerebellum and brain stem. Central nervous system dysfunction 
from childhood to adulthood - infective, vascular and convulsions. 
Congenital and acquired dysfunction related to vision and hearing. 
Aetiology, diagnosis and management of cerebral palsy. 

Module 2.6 
BODY IN MOTION I MUM62BM 
The aim is to understand the Anatomy and Physiology of the locomotor 
system and the clinical manifestations of the dysfunction of the system 
using sports medicine as a vehicle. 

Anatomy and Physiology of muscles, bones and joints. Sports medicine. 
Orthopaedics - common disorders including fractures. 

Module 3.1 
BODY IN MOTION 11 MUMl3BO 
The aim is to gain knowledge of the anatomy and physiology of limbs 
and spine with emphasis on peripheral nerves and vascular systems, and 
the common disorders associated with it, their clinical manifestations and 
management. 

Anatomical disorders of peripheral nerves and muscles including 
myopathies. Anatomy of spinal cord. Physiology of nerve conduction. 
Neck and lower back - clinical conditions, presentation and management. 
Painful joints - abnormal gait. Regional and local anaesthetic. 
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Module 3.2 
HORMONAL ORCHESTRA MUM23HO 
The aim is to understand the nonnal structure and functioning of the 
endocrine system and disorders and the clinical and metabolic 
manifestation thereof. Attention will be given to psycho-social impact of 
disorders and their management 

Endocrine system - thyroid, pituitary, adrenal, pancreas, parathyroid, 
gonads. Anatomy, Physiology, disorders and management including in­
born errors. Psycho-social aspects of the disorders. Physiology of 
puberty. 

Module 3.3 
CELL DYSFUNCTION MUM33CD 
A. The aim will be to understand the features of non-neoplastic 

growth disturbances and neoplasia. To explore clinico­
pathological features, principles of management and ethical 
Issues. 

B. To gain knowledge of the skin manifestations of systemic disease. 

General principles o(tumours in tenns of pathology, aetiology 
and epidemiology. Malignancies of skin, blood, organs and 
head and neck. Collagen and vascular conditions. Skin 
manifestation of systemic disorders include auto immune 
conditions. 

Module 3.4 
FEVER MUM43FE 
The aim is to understand the pathogenesis, etiology and management of 
fever from a neonate to adulthood. 

Acute and chronic causes of chest infections, non-respiratory 
tuberculosis, tropical diseases such as malaria and typhoid, viral 
infections. Approach to pyrexia of unknown origin, clinical 
presentations and management. Infectious disease contrQI. 

Module3.5 . 
ABDOMINAL COMPLAINTS MUM53AC 
The aim is to introduce the student to the 'Acute Abdomen'. The normal 
anatomy and physiology of the large bowel and chronic disorders 
affecting the large bowel including ano-rectal conditions. Students will 
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also be introduced to trauma of the' abdomen. The principles of general 
anaesthesia will be discussed. • 

Causes of acute abdomen in adults and children - acute gastro-enteritis, 
hernias, ectopic pregnancy. Chronic causes - inflammatory conditions, 
irritable bowel and anal rectal conditions. Anaesthesia - preparation and 
problems. Chronic pelvic pain. Approaches to abdominal masses in 
adults and children. Differential diagnosis and management. 

Module 3.6 
REPRODUCTIVE HEALTH MUM63RE 
The aim is to gain knowledge of the purpose of screening for 
gynaecological malignancies, the problems around menstrual disorders 
and the menopause; the causes of infertility and when to refer. Risk 
factors for predicting abnormal obstetric conditions and appropriate 
referral. The basic principles of audit will also be discussed. 

Primary and secondary causes of infertility and its management. 
Screening, pathology, presentation and. management of malignancy. 
Menopause and issues -osteoporosis, cardiovascular risks and prolapse. 
Patho-physiology, clinical presentation and management of menstrual 
disorders. Risk factors and management of abnormal obstetric 
cOnditions. Medical audit. 

Module 4.1 
SIGHT AND SOUND MUM~4SS 
The aim is to understand the structure and function of the end organs for 
sight and sound, their neural pathways, dysfunction and disease. ~ 

The eye. Physics of refraction. Neural pathways. Common problems of 
the eye including acute red eye, abnormal appearance. Diagnosis and 
management of: visual impairments. The eye in systemic diseases. 
Traumatised eye. Legal'requirements of visual acuity. 

The ear. Physics of sound, Neural pathway of hearing . Causes, 
diagnosis and management of hearing loss. 

Module4.2 
IDGHER MENTAL FUNCTION MUMl4HM 
The aim is to explore and understand the disturbance of higher mental 
f'nn,..tinn Attention will be devoted to relevant neuro~anatomy, neuro-
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physiology, history taking, clinical manifestations and management of 
these disorders. 

Neuro-anatomy and neuro-physiology in relation to higher-mental 
function. Physiology and Biochemistry ofneuro-transmitter function. 
Approach to diagnosis and management of headaches. Abnormalities of 
cognitive function, consciousness and psychotic disorders. 

Module 4.3 
JAUNDICE MUM34JA 
The aim is to deal with the clinical recognition and understand the 
significance of jaundice. 

Anatomy, embryology, Physiology and Histology of the liver and biliary 
system. Haemolytic and obstructive causes of jaundice from neonates to 
adulthood. Alcohol abuse and the hepato-portal hypertension, liver 
failure and liver and drug metabolism. 

Module 4.4 
pFESTYLES MUM44LS 
The am is to understand- health and disease as reflections of the 
sociaVculturalJenvironmental/politicaI/ economic circumstances and 
lifestyles. 

Defmition and multi-factorial causes of stress. Coping with stress -
Adaptive: exercise and meditation, Maladaptive: substance and alcohol 
abuse. Smoking and related conditions. Other psycho-social responses. 
The impact of such on personal health, the family, and society -
especially domestic violence and child abuse, post-traumatic stress. 
Conditions related to specific lifestyles - sexually transmitted diseases, 
HN, cancer of the skin, obesity and loneliness in the aged. 
Management. Holistic approach to management Health promotion. 

Module 4.5 
MAN I ENVIRONMENT I HEALTH MUM54ME 
The aim is to understand the relationship between health, the workplace 
and the environment and their impact on health. 

Legislation in relation to occupational and environmental health. 
Management and rehabilitation of occupational diseases and injuries. 
Concepts in relation to hazards. Environment and health - housing, 
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pollution, water supply and sanitation .. Inter-sectoral collaboration in 
addressing these issues. International disasters - international 
perspectives and policies. Public health issues in relation to 
environmental health. 

Module 4.6 
PRACTICE MANAGEMENT / THERAPEUTICS / OMISSIONS 

MUM64GP 
The aim is to understand medicine in different areas and the social 
settings in which it is practised. 

1. GP attachment - practice management, projects, case studies, 
common dermatoses seen in general practice. 

2. Pharmacologyffherapeutics. 
3. LegalJEthical aspects of medical practice. 

Absorb omissions from previous modules and! or further in-depth 
study of some topics not adequately covered in previous modules 
(Bleeding, Coagulation Disorders, Health Information System, Health 
Economics). 



Annexure R: Structure Traditional Curriculum 
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Curriculum 
M3 

, 
Medicine 

(a) Candidates shall meet the promotion criteria for thefol!owing courses (*except for 
MBH2BEl (Behavioural and Social Science),assessments of which contribute to 
the year mark of MBH3BEl in the third year of study). 

FIRSTYEAR 

DSB IMD1/lMD2 

DSClDMY 

DSPlDMY 

MCH1COY 

MPHIPA2 

MANIPA2 

DCLlSCl 

MFAIECY 

SECONDYEAR 

MAN2ANY 

MPH2PHY 

MBH2BEl 

THJRDYEAR 

MMI3MIY 

MPR3PHY 

MAP3ANY 

MBH3BEl 

MME31CY 

FOURTHYEAR 

MCH4COY 

MCP4CHY 

MF04FMY 

MME4MEY 

MSU4SUY 

MOG40BY 

MPS4PSY 

Biology (Medical) 

Chemistry 

Physics 

Community Health 

Physiology 1 

Anatomy 1 

. skills and Concepts for Medical Studies 

Emergency Care Practitioner (Bas1c) Course 

Anatomy 2 (including Embryology&' Physical Antltropology) 

Physiology 2 (including Experimental Physiology, Histology and 
Biochemistry) 

Behavioural & Social Science 1* 

, , .. 

Microbiology 

Pharmacology 
Anatomical Pathology .. '. " 

Behavioural and Social SCience 2* '" ' , 

Introduction to Clinical Methods 

Community Health 2' 
Chemical Pathology 

Forensic Medicine 

Medicine 1 

Surgery 1 

Obstetrics and Gynaecology 1 

Psychiatry 1 

;:- -

. " 

'f.' . 

, , , 
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FIFTHYEAR 
MF05MLY 

MME5THY/5CLY 

MSU5THY/5CLY 

MOG5THY/5CLY 

MPD5THY/5CLY 

MPS5THY/5CLY 

SIXTHyeAR 
MME6THY/6CLY 

MSU6THY/6CLY 

MOG6THY/6CLY 

MPD6THY/6CLY 

MPS6THY/6CLY 

Medical Law & Ethics 

Medicine 2 

Surgery 2 

Obstetrics and Gynaecology 2 

Paediatrics 2 

Psychiatry 2 

Medicine 3 

Surgery 3 

Obstetrics and Gynaecology 3 

Paediatrics 3 

psychiatry 3 

MFM6THY/6CLY Family Medicine 

Nll 

(b) A candidate shall subscribe to the following declaration prior to the commencement 
of the MBChB degree: 

AS A STUDENTqfMedlcine at the UniversityqfNatal 

I do solemnly declare that I will keep silent about those things which I have seen 
or heard whilst dealing with the sick and that in my relations with patients and 
colleagues I will conduct myseVaccording to the ethics qf the medical prq[ession. 
I will not knowingfy or intentionalfy do anything to any person which mqy harm 
themfor a'!Y consideration whatsoever and I will exercise nry prqfession to the 
best qfmy knowledge and abilityfor the good qfallpersons whose health may be 
entrusted to me. 

I do hereby acknowledge and accept that by virtue qf the practice, and thereJore 
teaching, in the prqfession qf medicine, various aspects qfnry medical studies 
and training in the Bachelor qf Medicine Bachelor qf Surgery degree may be 
scheduled to take place on any day qf the week. 

I hereby accept that all teaching programmes and activities scheduled by the 
Faculty qf Medicine are essential to my medical studies and training. 

lJurther acknowledge that the scheduling qf activities on Saturdqys/Sundays/ 
Public and Religious Holidays is due to timetable constraints and especialfy due 
to essential clinical teaching qf a broad nature. 

(c) Candidates shall not be promoted to the subsequent year unless they have met all 
the promotion criteria of the Faculty in the examinations and/or clinical assessments 
as stipulated in Act No 56 of 1974 (Government Gazette No R652 of 5 May 1995). 
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"---T~~'----'----~---r~-------"T--------rl-~-"- ~,--, 

Year of M~:.~;:e! Name of Module Themes ! Assessment Existing! Credits 
Study i New Module 

1" 

DME1BFSMO 
Semester 1 & 2 

i (Year module) 

I
: . compulsory i 

, module 1 

DME1CPEMO 
Semester 1 &2 
(year module) 
Compulsory 

module 

DME1ENGMO 
Semester 1 &2 
(year module) 

··Elective 
module 

DME1ZULMO 
Semester 1 &2 i 

i (year module) 
'"Elective 
module 

DME1COMMO 
Semester 1 &2 
(year module) 

""Elective 
module 

DME2HDHMO 
Year module 

DME2CRRM1 
Semester 1 

Basic and Foundation 
Science for Medicine 

Becoming a 
Professional 

English Literacy 

isiZulu 

Computer Literacy 

Community and 
evidence based 

practice I 

Homeostasis 

. 

i 

I 

Anatomy,PhysiOlogy, 
Pathology, Embryology; 

Medically applied physics 
and general chemistry; 

8io - and Organic 
Chemistry; Human 

8iology and Histology. 

Communication Skills, 
Professionalism and 
Ethics, Psychology 
Family Community and 
Public Health, Diseases 
of lifestyles and HIV, 

Class tests, End of 
Term Tests and End of 

Module Exam. 
Theory and 

Clinical (applied theory) 
I Practicals 

Continuous assessment 
(assignments, 

presentations and 
practicals, Report 

writing); and End of 
Module Exam (Theory, 

clinical, practical) 

, Communication theory, Continuous assessment 
(worksheets, exercises, 
writing tasks and class i reading and writing 

I
, scientific literature, 

medical terminology tests); and End of 
Module Exam i 

I 

Continuous assessment 
Langua~e structur~s land (worksheets, exercises, 

functions, medica writing tasks and class 
vocabufa/)l' and oral tests); and End of 

profiCiency Module Exam 

I Computer hardware and Continuous assessment 
i software, Microsoft Office (worksheets, exercises, 
suite, internet, email and writing tasks and dass 

learning Management i tests); and End of 1 

New Module 96 

New Module 

32 

New Module 8 

New Module 8 

New Module 8 

systems Module Exam , 
---------~------~----

! 

Health and Determinants 
of Health, wellness and 

health promotion 

Cardiovascular­
Respiratory-Renal 

Sub·total (year 1) 

Quality improvement 
project. literature 
survey, written, 

supervisor report 

Existing 
module conten 
, • rearranged 

End-of-Theme Test Existing 
End of Module Exam module conten 
(Theory, Practical, - rearranged 

152 

16 

72 

r-______ -+ ____________ -r ____________ ~ ____ C~I~in~ka~II)~--~------_+----

DME2MNM2 
(Semester 1) 

Mental Health and 
i Neuro-musculo-skeletal 

problems 

Psychiatry, Neurology, 
rheumatology, 

orthopaedics and 
i rehabilitative medicine 
; 

End-of-Theme Test 
End of Module Exam 

(Theory, Practical, 
Clinical) 

Exis~ng 
module conten 

- rearranged i 64 

152 



I Module Codel , Name of Module I Themes 
I. Exlstlngl 

Credits I 
Semester I 

Assessment New 
, Module I 

Nutrition, GIT Liver and 

DME3NGlM1 Co-ordination, protection Biliary System, End-of-Theme Test Existing 
Semester 2 and control 

Endocrine Genetic, End of Module Exam module 
72 

Molecular, Skin & Auto (Theory, Practical, 
content -i Immune conditions Clinical) , i , rearranQed 

Reproductive Health I Existing 

DME3RHM2 Reproductive Health 
Blood and Auto immune 

End-of-Theme Test module 

(Semester 2) Blood and AI, Infectious 
conditions, Infectious 

End of Module Exam : content- 64 
Diseases and Aids (Theory, Practical, rearranged 

i 
Diseases and Aids Clinical) 

3"' year 

DME31CM2 Integrated Approach to Integrated multi- End-of-Theme Test 

(Semester 2) Illness, Cardinal ' disciplinary approach to End of Module Exam New 16 
Symptoms of Disease illness (Theory, Practical, Module 

i Clinical) 
Health and 

Community and Determinants of Health, Existing 
evidence based practice wellness and health Report, protOCOl, 

module 

DME31EM1 
11: Introduction to promotion supervisor report 

content - 16 
Research and Evidence Introduction to Research rearranged 

(Semester 1) 
i Based Practice and Evidence Based I , 

Practice 
SUb-totalJyear 3) 168 

DME4MFPM1 
Medicine, Family Medicine, Family ASSignments, Existing 

(Semester 1) 
Medicine and Public Medicine and Public . presentations, Written module 64 

Health Health Clinical and Portfolio content -
rearranQed 

DME4ELEMO 
Elective1 Electi\le1 

Report and Supervisor New 16 
(Semester 1) 

i 
Assessments Module 

Existing 
DME4GEOM2 General Surgery General Surgery Theory and clinical 

module 16 
(Semester 2) content -

rearranQed , 

4th Existing 

I 
DME4PFMM2 

Paediatrics Paediatrics Theory and clinical 
module 16 

(Semester 2) content -
rearran(led . 

DME40FMM2 O&G O&G Theory and Clinical New 16 
(Semester 2) Module _. 

Trauma, Critical, Trauma, Critical, i 
DME4TCAM2 Emergency Care, Emergency Care, i Theory and clinical 

New 16 
(Semester 2) Anesthetics and Anesthetics and Module 

Forensic Medicine Forensic Medicine 
EXisting 

i module 
i 

I 
DME4FAMM2 Family Medicine Family Medicine Theory and clinical content -

~ ... 
(Semester 2) rearranged 16 , 

i 
, 

.~ 

I Sub-total (year 4) 160 
._-,-

, 



Year Module Code/ I 
Semester 

DME5APMM1 
(Semester 1 & 2) 

Name of Module 

Adult and Paediatric 
Medical and Mental 

Health 

Themes Assessment 

Theory, Clinical & 
Portfolio 

existing/ I 
New Credits 

Module' 
Existing I 

, module 
content _ I' 72 

rearranged, 

5'" f.--~-~----l---~---.----+-_~ ____ +-_._~ __ .~ __ ~+-~""" -..-+----
Existing 

6'" 

DME5PSOM2 Principles of Surgery module 
(Semester 1 a 2)1 and OaG Theory and Clinical content-

DME6MEDM1 
(Year Course) I 

DME6PAEM1 
, (Year Course) 
, 

, 

r DME6PSYM1 
, 

(Year Course) 

DME60NGM2 
, (Year Course) 
I 

Medicine 

Paediatrics 

Psychiatry 

oaG 
i 

r DME6SURM2 
, (Year Course) 

1 
Surgery 

Integrated Family and 
DME6RURM2 Public Health Medicine 

I (Year Course) i (Rural attachment) 

Sub-total (year 5) 

Theory and Clinical 

Theory and clinical 

Theory and clinical 

Theory and clinical 

Theory and clinical 

Report, portfolio, quality 
improvement project, 

oral 

Sub-total (year 61 

rearranQed 

Existing 
module 

content -
rearranged 

Existing 
module 

content -
rearranged 

Existing 
, module I content­
rearranged 

Existing 
I module 

content -
rearranged 

Existing 
module 

content -
rearranged , 

I 

New I 
Module i 

72 

144 

32 

32 

32 

32 

32 

32 

192 
r L-_....L ____ __ .L-______ -'-__ ~ . ____ -'-________ l.-.-.._~ __ ._.'__ ___ _ 

Note: many of the modules listed above (More than 50%) exist as current modules in the 
MBChB V programme, Names and module codes have been changed to avoid confusion with 
existing modules as they would be delivered concurrently in the 5year and 6 year programmes 
Number of hours and credits for final year = (40 hours per week + weekends + assessment time) 
= 6 weeks per rotation, 



13. Rules of combination for this programme 

The MBChB is a tightly structured professional programme. All modules are compulsory 
and must be taken in sequence as prescribed in the table above (12) and the faculty 
rules. However, students who fail modules in years 2-5 will be allowed to negotiate their 
passage through the remainder of the modules in a sequence which will be determined 
by the administration through the concept of a rolling curriculum (which was approved by 
Faculty Board (SUME8(b» which allows for tlexibility in the sequential nature of the 
programme. All modules must be completed. Student choice is permitted only in the 
choice of projects in the elective modules, in year 1 and year 4. In the elective module in 
year 4 students could choose to do existing fonnal university modules or individually 
designed learning activities based on vocation, research or personal interests. 

14, Integrated assessment criteria and methods (designed to capture leamer 
capability! applied competence at certain exit points) 

In this context 'integrated assessments" have different meanings. The first being the 
assessments (tests and examinations) whether written or clinical are Integrated both 
vertically and horizontally. Vertical integration means that both Clinical and "pre-clinical" 
basic science disciplines contribute to the assessment; while horizontal integration 
means that the integration occurs between disciplines at the same level, e.g. Intemal 
Medicine and Family Medicine and Paediatrics contribute to a common assessment. The 
second meaning in this context is whether the assessment in a particular discipline is 
integrated - Le, is there sufficient overlap and integration of the theory (knowledge), 
practical (clinical skills) and attitudes which will assess overall competence rather than 
individual competencies. The clinical assessments are designed to assess overall 
competence in the practice of medicine through problem solving, knowledge of medicine, 
clinical skills and communication as well as professionalism and ethics. 
This practice is encouraged and occurs at all points in the programme and is in keeping 

with the FaCUlty's statement that it has an integrated, muKi-disciplinary, problem-based 
learning curriculum. Where muKiple diSCiplines contribute to a common assessment 
sub-minimum criteria exist within those assessments and/or modules to ensure the 
students capability and competence in the various components of the assessment and/or 
module. 
The final year addresses all 5 competency areas; Le. Internal Medicine, Paediatrics, 
General Surgery, Psychiatry and Obstetrics and Gynaecology; and the district level care 
(rural attachment) module provides students with the opportunity of experiencing the 
practice of medicine in a poorly resourced environment. 
Both formative and summative assessment practices as well as a continuous assessment 
strategy are employed. Formative assessments include written, questionnaire based and 
peer assessment practices. With regard to summative assessments, the Faculty employs 
a diverse array of assessment tools to assess the various parameters of the exit level 
outcomes and the module and theme objectives. Written examinations test the students' 
knowledge and application of the theory, as well as writing Skills and language and 
grammar. Written examinations may be multiple choice questions, essay type questions, 
or modified essay type questions and short answer questions. Bedside clinical 
examinations test the clinical method as well as Rrofessionalism, etiquette, ethics, clinical 
reasoning and judgment. Computer aided assessments are utilized to test a combination 
of the outcomes and oral examinations ensure that the verbal and communication skills 
are assessed. In addition objectively structured clinical examinations are usad to test 
knowledge and competence in a sample of skills and procedures, Case reports and 
Portfolios are used to assess the deep learning that should be in place during clinical 
rotations as well as the knowledge base of the patient encounters, The submission of a 
literature review and a research protocol assesses the student's ability to engage with the 
principles of research. 
The reliability, validity, relevance to practice, transparency and fairness of the 
assessments are ensured by departmental and faCUlty assessment committees. In 
addition, all final written and clinical assessments are extemally moderated and external 
examiners are requested to submit a report which provides feedback to the internal 
assessment committees. 
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