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Abstract

Health Professions Education (HPE) curricula have a dual purpose: to deliver professionals who
are clinically competent and critically conscious of the contexts and health systems they serve.
This qualitative study advances a social justice agenda by exploring the range of understandings
that HPE teachers have of this dual purpose of their curricula. Thirty-four respondents
participated in eleven focus groups and eleven interviews. Data were analysed thematically. While
participants understood this dual purpose of their curricula, some felt that clinical competence
should be emphasised above critical consciousness. Implementing curricula that develop critically
conscious graduates raises questions about what counts as knowledge, and about how far our
responsibility extends in preparing students to become change agents. This has implications for
the role and identity of the HPE teacher and points to a re-envisioning of the process of
curriculum development and the role that HPE centres play in the process of curriculum
development.

Keywords: Critical Consciousness, Higher Education, Health Professions Education, Responsive
curricula, Social Justice

Introduction

A curriculum is tantamount to a blueprint for what is taught, and how it is taught and assessed
(Scott, 2008). However, the interpretation of this blueprint does not occur in a vacuum; rather it
is influenced by the context within which it is implemented, the context for which it is being
taught, and the principles upon which it has been based. Ultimately, it is the educator who
breathes life into the curriculum, bringing her own norms, values, experience, and expertise into
the educational space. In South Africa, where the realities of health inequity, the burden of disease
and service in resource-constrained environments dominate, curricula need to deliver relevant
healthcare professionals who are not only clinically competent but also critically conscious (Freire,
2000) of the contexts in which they serve and the health care systems within which they practice
— thus curricula that are responsive to issues of social justice. An imperative for exploring a more
responsive curriculum framework for healthcare professionals has been established in previous
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work in the field of Health Professions Education (HPE), such as the seminal Lancet Report (Frenk,
et al., 2010), as well as Bleakley, et al. (2008) and Kuper, et al. (2016), and echoes theorists from
the higher education sector, such as Dall’Alba and Barnacle (2007) and Barnett (2009). The study
reported in this paper sought to respond to these imperatives and calls for HPE curricula to be
more responsive and relevant to the social contexts in which they are located, while advancing a
social justice agenda in HPE.

Background and context

The background to this study arises from three inter-related areas: calls from within the HPE
sector, shifts in the literature on HPE, and the context of South Africa. South Africa is overwhelmed
by a burden of disease and health inequity, both of which demand responsive healthcare
curricula. Lebel and Mclean (2018: 24) argue that research needs to be ‘grounded in, and
applicable to, the local experience’, thereby offering unique solutions to unique problems. They
further argue that those most closely linked to a particular problem are best placed to develop a
solution. While the healthcare challenges facing South Africa are not unique, the way in which
the field of HPE responds will be shaped by the local HPE teachers' at the coalface of curriculum
delivery. Mayosi and Benatar (2014: 1344) outline the health imperatives facing South Africa 20
years after the democratic elections in 1994. They describe the reality as ‘plagued by a relentless
burden of infectious and noncommunicable diseases, persisting social disparities, and inadequate
human resources to provide care for a growing population with a rising tide of refugees and
economic migrants’. Linked to this is South Africa’s status as the most unequal society in the
world, with the highest Gini coefficient’. According to the World Bank, the poorest 20% of the
South African population consume less than 3% of total expenditure, while the wealthiest 20%
consume 65%. In order to improve access to healthcare in South Africa, Mayosi and Benatar
(2014) list one of the priorities as high-quality teaching in the training of healthcare professionals.
They also state that there is too great an emphasis on biomedicine as a dominant route to
improved health, suggesting that more consideration should be given to the social determinants
of health i.e. social injustices that affect health outcomes (Marmot, 2005). This has implications
for HPE curricula at South African universities.

A clarion call has also come from within the field of HPE in the form of the Lancet Report
(Frenk, et al., 2010, 5) which states that HPE has not kept pace with the challenges of healthcare
systems, ‘largely because of fragmented, outdated, and static curricula that produce ill-equipped
graduates’ and that a redesign of professional health education was necessary. The report
proposes Mezirow’s (1990) ‘transformative learning’ as a lens for curriculum reform and suggests
that the widely-accepted competency-based model for HPE curricula be adapted to the rapidly
changing local conditions. ‘Transformative learning’ is understood as developing leadership
attributes and producing enlightened change agents who are able to speak back to social ills. In

' By the term ‘HPE teacher’ we are referring to those who teach on HPE programmes, including both those
teaching ‘in the classroom’ and those teaching ‘in the clinical areas’.
? A measure representing the income or wealth distribution of a nation's residents.
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adapting the HPE curricula, the report recommends that technical competence be blended with
a service orientation, and that this blended curriculum needs to be ‘steered by ethical
commitment and social accountability’ (Frenk, et al., 2010: 7). They point to a ‘mismatch of
professional competencies to patient and population priorities’ and state that health
professionals need to appreciate the human rights dimensions of their work. Furthermore, the
report points to the importance of responsiveness to context, and the need to ‘adapt
competency-based goals for local effectiveness rather than to adopt models from other contexts
that might not be relevant’ (Frenk, et al., 2010: 28).

At national level, the Academy of Science of South Africa (ASSAf) responded to the Lancet
Commission’s recommendations by publishing a consensus study report with detailed evidence -
based pedagogic and system recommendations on the transformation of HPE as a means to
improve quality care and patient outcomes in the South African context (ASSAf, 2018; Volmink,
2018). The report foregrounds the reconceptualisation of HPE with a view to producing
‘knowledgeable, competent, relevant, socially accountable health care providers capable of
confidently and collaboratively promoting health and addressing the country’s burden of disease
across the continuum of healthcare in the context of quality universal health coverage' (ASSAf,
2018: 33). The report advocates for the development of change agency and responsiveness at
the levels of higher education institutions, curricula, educators and students. The adoption of a
hybrid competency-based education model that facilitates transformative collaborative learning
at undergraduate level across professional boundaries is further proposed as a means to promote
high quality, equitable health care delivery (ASSAf, 2018). Professional education is, therefore,
viewed as a crucial component in addressing the health challenges of our times and moving
closer to a world that aspires to equitable access to health. The challenge for HPE teachers is
translating these calls into renewed HPE curricula and transforming their teaching and
assessment practices to take account of the contexts in which their students will serve and the
health care systems within which they will practice.

Literature review

This study is informed by two bodies of knowledge: Higher Education (HE) Studies and HPE
Studies. In the body of work emanating from the field of HE studies, curriculum renewal fits within
the broader context of institutional transformation and raises questions about what kind of
university is needed to respond to the context of South Africa. Luckett and Shay (2017) argue
that HE is structured to serve the interests of ‘the haves' at the expense of the ‘have-nots’ and
that higher education needs to be reclaimed as a ‘public good'. They further claim that HE has
come to be viewed as a ‘private’ good, 'to be bought and sold in competitive markets to
students-as-consumers’ (2017: 2). HE curricula seem to be training students solely for the
purpose of entering a vocation, as opposed to supporting students on a journey of ‘intellectual
emancipation’ (Samuel, et al., 2016; Van Schalkwyk, et al., 2012). Bawa (2018) highlights the need
for universities to revisit what the purpose of HE is and what the purpose of a university is. He
argues that universities need to create ‘intellectual, social and physical meshes between
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themselves and the struggles and aspirations of their publics, as both universities and their
publics are shaped by these interactions’. We locate this work within a view that sees HE as a
public good with a purpose beyond that of narrow vocational training. Curricula play a crucial
role in creating meshes between universities, and the struggles and aspirations of the publics
they serve.

Butler-Adam (2018: 1) contends that ‘[s]tudents studying the basic and applied sciences
need also to understand the political and social natures of the world in which they live'. This
contention speaks to a different kind of basic and applied sciences curriculum. Our study explores
what this might mean for HPE curricula. Luckett and Shay (2017) argue that curriculum renewal
can be one means of challenging and dismantling injustices and inequalities in society. They
suggest that one of the issues that needs to be interrogated, are assumptions informing the
norms of curricula, and that in order to do that, all academic staff need to rethink their curricula
and pedagogic practices. In 2007 Dall’Alba and Barnacle argued for an ‘ontological turn’ in higher
education. In their seminal work, they explore the need to foreground ontological concerns in a
system which has been dominated by epistemological concerns. They make a case for the
integration of knowing-acting-being in HE programmes and argue that we need to prepare
students for making a contribution to society. Such a focus, they suggest, should be explicit in
curriculum design. In earlier work, on which Dall’Alba and Barnacle draw, Barnett (2005) presents
the case for an ‘ontological turn’ in HE teaching. He argues that ‘epistemology and ontology are
irreducible to each other but are interlinked’ (Barnett, 2005: 437) and that curricula have to be
concerned with knowledge, skills, and attitudes. ‘Knowledge’ refers to the disciplinary content
knowledge that students need to know in programmes and modules, while ‘skills” refer to the
practical application of that knowledge, or what students need to do with that knowledge. While
these two domains are well understood in HPE curricula, the domain of ‘attitudes’ refers to the
values or kinds of attributes that HPE teachers want to develop in their students, or what kind of
people they want their students to become as a result of the teaching and learning taking place
in programmes and modules. This domain, for the HPE curricula, would be about being and
becoming a future healthcare professional, as well as developing the habits of mind required to
be a clinically competent but also a critically conscious healthcare professional in South Africa.
This also has implications for the role and identity of the HPE teachers who deliver these curricula.
To achieve this interconnectedness at curriculum level, according to Barnett (2005: 440), requires
‘a thinking through of the kinds of human being that we want our students to become’. Such
thinking implies going beyond the reform of curricula and adopting transformative approaches
to curriculum renewal. Luckett and Shay (2017) state that curriculum transformation needs to
take us beyond ‘affirmation’ and ‘assimilation’ and ‘reform’. Instead, a transformative approach
to curriculum should consciously address questions of difference and power and ‘work with
competing and contradictory socio-historical narratives and identities that staff and students
bring to the classroom’ (2017: 11).

Literature in the field of HPE has much to offer towards the notion of developing clinically
competent healthcare professionals who are also critically conscious. The concept of reflective
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practice (Schon, 1983) provides a lens for thinking about how to develop curricula which deliver
relevant healthcare professionals who are both clinically competent and critically conscious. Ng,
et al. (2015) review medical education literature, from 2004 to 2014, to explore how the concept
of reflective practice has been applied to undergraduate and postgraduate medical education.
They found that dominant trends were utilitarian, self-focused and assessment driven, and that
the potential for reflective practice as a way of being, what Mezirow (1990) terms ‘critical
reflection’, was limited. Drawing on Mezirow's work they use the term to mean ‘more explicit
attention to social and systemic forces, and the assumptions embedded in thought processes
and power relations, with an aim toward transformation and action’ (Ng, et al., 2015: 465). They
call for a shift beyond the biomedical model in medical education, ‘beyond [cultural] competence,
toward a Freire-inspired critical consciousness’ (Ng, et al, 2015: 465). These ideas are
fundamental to our study and we draw on Freire’s (2000: 73) reference to ‘critical consciousness’
as ‘intervention in the world as transformers of that world’. Specifically, we are using the term
critical consciousness to refer to health professionals (including those in training) who question
the causes of health inequity and intervene in health care contexts and systems with a view to
transforming them into more socially just spaces.

Ng, et al. (2015) further suggest that medical education’s competency-based approach to
curriculum, teaching and assessment encourages reductionist mindsets. According to Whitehead,
et al. (2011: 1) competency frameworks are being used extensively in HPE internationally, and
they cite the CanMEDS competency framework as ‘one of the most successful and widely used
models’. The way in which the CanMEDS competency framework has been understood and
implemented reduces the development of future healthcare professionals to a series of roles,
with the role of ‘medical expert’ at the centre, and what is often referred to as ‘non-medical
expert roles’ (Kuper, et al., 2016) at the periphery. This positioning and nomenclature has been
challenged by Sherbino, et al. (2011) who see these so-called ‘non-medical’ roles as ‘intrinsic
roles’. The CanMEDS framework, and the role definitions therein, are also widely used in South
African HPE, and what this study will consider is the social and contextual nature of these ‘intrinsic
roles’ (professional, health advocate, collaborator, leader, communicator, and scholar) and how
their teaching can play a role in the processes of students being and becoming critically conscious
healthcare professionals.

A further dimension of this discussion is found in the work of Bleakley, et al. (2008) who
bring into dialogue post-colonial theory and the field of medical education. They critique the
framing of the medical curriculum as an ‘international text’ and the exporting of Western models
and values, such as the notion of a competency-based curriculum. They further question whether
a uniform approach to ‘professionalism’ and to ‘non-technical skills’ in clinical practice is in fact
appropriate. Drawing on the body of knowledge from comparative medical education, they raise
issues such as the lack of attention to community health and an education system that is disease -
oriented rather than patient-oriented. Instead, they argue for a medical curriculum that addresses
local concerns and post-colonial problems. Post-colonial problems are inextricably linked to local
political and economic systems, as well as world imperialism. Educating future healthcare
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professionals should then necessarily involve developing a critical consciousness of global health
inequality and of the way in which global health is framed within a rhetoric of cost-effectiveness,
rather than equity and social justice. These are the broader social issues we are referring to when
we call for HPE curricula to be more responsive and relevant to the social contexts in which they
are located. Addressing such issues involves more than just the diagnosis and management of
disease. Disease is managed in the context of a healthcare system and addressing the issues of
equity and social justice within local healthcare systems needs to become part of how educators
teach future healthcare professionals. It is in this area that the study hopes to make a contribution.

Methodology

Much work has been done in the area of curriculum renewal in the Faculty of Medicine and Health
Sciences at Stellenbosch University in response to calls for HPE curricula to be more responsive
and relevant to the social contexts in which they are located. In the process of curriculum renewal
these calls are translated into broad principles underpinning programmes of study. Such
principles are often written up as broad philosophical statements by teams of curriculum
designers. How these broad principles translate into teaching practices, in programmes of study,
is less clear. The implementation of these principles is often incumbent on the understandings
that HPE teachers have of such broad philosophical underpinnings. A disconnect between the
intentions of curriculum designers and the understandings that HPE teachers have could have
serious implications for the translation of such principles into the teaching practices of HPE
teachers and the learning opportunities for future healthcare professionals. The purpose of the
study was, therefore to explore the range of understandings that HPE teachers have, as they
interpret the principles underpinning their HPE curricula which are designed to deliver future
healthcare professionals who are not only clinically competent but also critically conscious of the
contexts in which they serve and health care systems within which they practice. The research
questions are framed as:

e How do the participating HPE teachers understand the broad principles upon which
their curriculum is built?
* How are these understandings translated into innovative teaching practices?

Two purposively selected programmes in the Faculty of Medicine and Health Sciences at
Stellenbosch University were included in the study, the MBChB and Physiotherapy programmes.
These programmes were selected as both were in the process of curriculum renewal. Ethical
approval was obtained from the Health Research Ethics Committee of the faculty. The
programme co-ordinators and all module leaders for the two selected programmes were invited
to participate in the study. Thirty-four respondents (including clinicians responsible for student
learning in the clinical space) participated, twenty-six from the MBChB programme (M1 to M26)
and eight from the Physiotherapy programme (P1 to P8). There was no sampling and all
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stakeholders participated voluntarily, with some participating in both the focus group sessions
and the individual interviews. This ensured a variety of perspectives and triangulation of the data.

The data collection process included eleven focus group sessions with thirty-one of the
participants (coded as FG1 to FG 11) and individual interviews with eleven programme co-
ordinators, module leaders and HPE teachers. Broad principles and philosophical statements
underpinning the curricula were used as a stimulus and a point of reference for the focus group
sessions and individual interviews. The focus group sessions focussed predominantly on the first
research question, while the individual interviews focussed predominantly on the second research
question. All focus group sessions and interviews were recorded, transcribed, coded and analysed
through a process of thematic analysis (Braun and Clarke, 2006). To ensure the credibility and
trustworthiness of the data analysis process a coding framework was developed collaboratively
among the research team after a process of open-coding of the transcripts. This coding
framework was then extended and refined collaboratively as the analysis of transcripts
proceeded, after which a thematic meta-analysis was conducted across all transcripts to identify
the cross-cutting themes.

Findings

In answer to the research questions, the findings provided insights into how the participating HPE
teachers understood the broad principles upon which their curriculum was built, as well as how
their understandings translated into innovative teaching practices. The first research question
referred to how respondents understood the broad principles underpinning their curricula.

Understandings of curriculum principles

The findings indicated that the HPE teachers on the two programmes all agreed that their
curricula needed to be socially responsive and contextually relevant. One respondent (P5)
expressed this as the need to address the ‘context’and not just the “mpairments’ There was also
general agreement that there was a need to develop students who were not only clinically
competent, so ‘that they don't exit just as a clinical robot’ (M1), but also critically conscious of the
contexts in which they will serve and the health care systems within which they will practice:

! think young doctors need to see, at some level, they need to have a sense of my role is
to make a difference in society. (M26)

However, Aow the respondents understood this need, varied across the participants. While
some respondents understood the development of a critical consciousness in their students as a
graduate attribute that needed to be bedded down into the learning outcomes of their curricula,
others understood it in more complex ways, as developing the professional identity of their
students towards becoming future doctors and physiotherapists who were socially accountable.
In one focus group session, accountability was expressed in the following way:
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... accountability as not just being accountable for the service and being ethical and all of
that, but making sure it's actually directed towards the needs of that community or that
person or that family, and that your client management is person and family centred,
maybe even to a larger scale, community or systems, and then, organizing your services
appropriately according to those needs. (FG1)

In another focus group session the respondents expanded on the tension between social

accountability and accountability to the individual patient:

I think that is where our aim should be, is how do we actually teach them to reflect on what
/s the social accountability and is it more important to think about the public health as a
big problem, or is it not equally important to think about what is your social accountability
to the patient in front of you ... it's a multifactorial problem if we think about health in the
context of South Africa. So we should in essence do the economics, we should do social
development ... | am hoping, in this curriculum, is that we are teaching them to reflect on
their role, and what is going to be their part, either individual or as a team, healthcare team,
in caring for our population in South Africa, over the spectrum from primary healthcare up
to tertiary healthcare. (FG10)

Another way in which some respondents understood critical consciousness was developing
future healthcare professionals as change agents, with an advocacy role and being responsive to
contextual needs.

I think to create future doctors who are actually able to, who are graduating with a sound
understanding of the health system they are going to be working in, and feeling confident
that they don't just have to accept the status quo, but can actually have the tools to make
a change. Because the difficulties, or the situation we are sitting with in South Africa, it’s a
big problem. It's not just a health problem. It's an inter-sectoral problem... | think to create
a doctor that is resilient, who Is positive to make the difference that they can be and that
s needed for our healthcare and broader population in South Africa. (FG4)

While most respondents agreed that it was necessary for their curricula to make students
aware of the causes of health inequity, not all respondents agreed that it was necessary for
students to intervene in health care contexts and systems with a view to transforming them into
more socially just spaces. Some respondents felt that this was a choice that individual students
needed to make, as illustrated in the quotations below:

... I don't see social accountability as the doctor being the change agent and the answer to
all the problems for everyone. It can't be. Social accountability is actually a social issue,
which then includes all the members of society, and the health professionals just play a
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very specific role in that, but in a very specific — almost again | want to say — decided by an
individual, in a sense as well. Where is the best fit for his or her passions, or things that he
can contribute to the health of that society. (FG10)

! don't think you can expect everyone to be [a change agent]. Not everyone is going to go
out and have the personality for that. But | think as long as they have some knowledge and
some tools, what they then decide to do with that ... so again, you can't expect everyone
to be change agents, but they must have tools to assess health systems and a community
at a larger level. (FG1)

Some respondents went beyond the notion of students as change agents, and understood
that it was necessary for their curricula to be underpinned by issues of social justice and human
rights. One respondent expressed this understanding as:

There are two things | would like a student to maybe think about at least. The one is the
concept of the greater good of the many ... the second part, everything is a balance ... an
Important balance has always been between rights and responsibilities. (M22).

In one focus group session, this understanding was expressed as:

I think that is the way that we should teach them from the beginning, around social justice.
That should be the whole slant, because it encompasses caring, and it encompasses all of
that. (FG2)

In summary, there was a range of understandings regarding what it meant to deliver
curricula that were socially responsive and contextually relevant. These understandings included
developing the professional identity of students; becoming future doctors and physiotherapists
who were socially accountable; developing future healthcare professionals as change agents with
an advocacy role and a responsiveness to contextual needs; as well as delivering curricula that
were underpinned by issues of social justice and human rights. The next section explores how
these understandings were translated into pedagogical approaches and teaching practices in
both the academic environment as well as the clinical platforms.

Pedagogies and teaching practices

The second research question referred to how the understandings, which the respondents had
of the broad principles underpinning their curricula, were translated into teaching practices. The
findings revealed a range of teaching practices arising from the understandings that the HPE
teachers had expressed. Respondents indicated that developing future graduates who are able
to take up the challenges of healthcare in South Africa, required authentic and embodied learning
experiences which were located in the ‘real world’, as expressed in the quotations below:
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We took them out into an authentic environment and gave them a taster. It's not just a
lecture. It's actually, they hear a lecture, and then they see it for real ... exposing them to
the structure that they are going to work in, but really transitioning that to seeing it for
themselves. (FG3)

They are actually placed, the whole year, 30 weeks of clinical experience where it is
workplace based, so they work in an authentic environment. (FG2)

... the idea is that with the student being within the clinical environment, within this real
world authentic learning environment now, they are of course now presented with various
patients, various scenarios, for them to deal with.(P4)

So immersion, so being in the space ... where you are actually having to do it, or in the
practice or in the health system, actually asking people ... where they are actually having to
speak to X, so they are immersed in it. So I think part of it is immersion. (FG3)

Respondents reported that placing students on clinical platforms and immersing them in
communities was the best way to achieve authentic and embodied learning, and in turn develop
a critical consciousness. Another pedagogical practice that came up in the data was using
approaches which integrated medical and allied health students and promoted interprofessional
discussions among them. This was usually done using real-world scenarios and service-learning
projects. However, a number of respondents spoke to the difficulty of implementing
interprofessional projects in both the academic and the clinical environments:

... JUSt putting different professions together in the classroom, does that actually achieve
anything? Somebody was remarking that with the current interprofessional phase that they
have in first year in the class, you know that the physio is always going to sit in that corner,
and the OT's in that corner, and the medics take up the rest. You know, that kind of thing.
So, does that achieve anything? (M23)

... the interprofessional education we know Is like a stop-start thing. It'’s very difficult to
actually integrate it through, and we have identified that the main barrier is timetables,
different programs, and also, that it is actually not happening in practice. So where we are
placing our students, there is no model for them to do that ... 5o it'’s logistics, but | do think
a mind-set change is also needed in terms of if you want to make it happen, you have to
let go of something. So it has to be important enough. (P8)
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While many respondents commented on the difficulty of implementing interprofessional
projects, there was general agreement that this was an important pedagogical practice towards
developing a critical consciousness in students:

But if we can actually get students together in a clinical environment doing something
practically, | think that can be much more meaningful in terms of collaborative practice,
and collaborative practice has a significant effect in terms of students’ understanding of
the health system and of the community and of themselves. So | think it does address those
things... you have to structure something. | don't think putting people there, because
generally, as health professionals, we're not used to working in collaboration. We say we
work in teams, but most of the time we don't. So I think it has to be structured ... we are
struggling, to be honest ... we've got OT, physio and medicine students together, but
they're not actually interacting. So we're trying to say how do we structure that to make
sure they do interact, because it's very easy for them to just do their own thing and actually
not see each other. (FG8)

Two other respondents suggested that the collaboration among disciplines needed to
extend beyond the participating programmes:

... fostering this interprofessional learning and collaboration, it was a struggle. People are
very strong in their silos ... it's not just one profession that can make the difference, and
actually, as a Faculty we can't even make a difference anymore. We need inter-faculty,
Inter-university inter-sectoral collaboration to really address the determinants of health,
because yes, we can give you a pill for TB, but if you still live in a house that is damp and
wet and overcrowded, then you're just going to come back with MDR TB the next day ... |
want engineering here, and | want law also within our Health Faculty, to really make an
Impact on society and the communities we work in. (P5)

| think it’s definitely the initiative should come from the Faculty, but there should be buy-
in from the different programs. | think there has to be strong leadership if this is an outcome
for this Faculty, that we want to focus on interdisciplinary, interprofessional, and even for
social accountability. That would also be an ideal thing, because it's not something that is
specific to physio or specific to medicine. We can definitely work together... Therefore, if
it’s like a central thing, then the Faculty should be the driver, not necessarily the doer, but
the driver, and obviously investor, invest time and resources in developing that, and
prioritising it. (P8)

When questioned about the best teaching practices for developing a critical consciousness
in students, some respondents suggested that the best way to ‘teach’ this was through their
modelling the practices and the values they were wanting to instil:
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But also, these principles ... should be modelled. That's how we often learn those more soft
Skills, is not around okay now guys, you have to sit down and self-reflect and write a
reflective piece, but at the people who are teaching me embodying that, or modelling that,

or sort of showing me how to be that. (FG3)

One respondent used role modelling by drawing on her own personal and practical
experiences in her profession, as illustrated in the quotation below:

! would say more explicit role modelling ... | think I'm a very practical person, so | like using
my own personal and practical experiences in class, and examples of case studies or an
example of where | had to learn this. (FG1)

While most respondents were in agreement that critical consciousness, social
accountability and contextual responsiveness were not ‘skills’ or something you could teach as a
recipe, there was some doubt as to whether enough role modelling was taking place and whether
the roles being modelled were made explicit to students:

... but our behaviours as well, to what extent | mean, hopetully we, | think we are all
professional most of the time, but | don't think they get exposed enough to what it is that
we do ... there is lack of role modelling in terms of all of these. (FG2)

So you can model it until you are blue in the face, but if they cannot recognise that you
have modelled it, you know what | mean? You need to be explicit about it. ... So that'’s why
I'm saying, there are a lot of things that we teach at the student, that just goes completely
past them because they don't know that they must look out for that, (M2)

Reflection was the most common teaching practice shared by the respondents. They used
reflection in two ways in their teaching, as a means of creating students’ awareness and as a
means of getting students to think about Aow fo act on their awareness. Some of the ways that
the participants used reflection as a means to raise their students’ awareness of contexts and
health care systems included: creating time for students to think critically and reflect on what
they had been exposed to; debriefing students’ exposure to the real world; teaching students
how to reflect; stimulating students’ self-awareness of their own worldviews; creating awareness
of others’ worldviews and the multiplicity of perspectives; and seeing the 'big’ picture by going
beyond just the disease and the individual presented to them.

Besides using reflection as a means of creating students’ awareness, some respondents
went further and used reflection as means of developing students’ advocacy role and agency to
bring about change. One respondent describes a task that attempts to not only raise students’
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awareness through reflection, but also gets students to think about how they might act on their

awareness:

[ do human rights with the students, and | get them to do a task on rights abuse. Not just
ethical problems, rights abuse, that they have witnessed sometime in their training, and the
task goes like this. They have to describe the incident that they have seen or a family
member has seen, but it must be in the first person... So they describe the incident, and
they then have to identify the different rights abuses that they see and relate those to the
Bill of Rights. So they have to explain them, and then the last part is they have to explain

what should or could have been done to change the incident. (P1)

This task, however, raised an ethical dilemma for this respondent:

My ethical problem is that although they can tell me, they don't have to act on it, because

of the power differential between them and the clinicians.

This ethical dilemma and a number of other tensions that emerged across the data will be
discussed in more detail in the meta-analysis.

In summary, there was a range of teaching practices arising from the understandings that
the HPE teachers had expressed regarding curricula that were socially responsive and
contextually relevant. These teaching practices included: authentic and embodied learning
experiences which were located in the ‘real world’; placing students on clinical platforms and
immersing them in real communities; integration of medical and allied health disciplines through
collaboration and multidisciplinary projects; modelling practices and values; using reflection to
create students’ awareness of contexts and health care systems; as well as getting students to
think about how to act on their awareness.

Meta-Analysis

In answer to the research questions, the findings provided insights into how the participating HPE
teachers understood the broad principles upon which their curriculum was built, as well as how
their understandings translated into teaching practices. A further thematic meta-analysis
conducted across all the transcripts revealed further insights and a number of cross-cutting
tensions.

Clinical competence vs critical consciousness

Although the initial analysis indicated that the HPE teachers on the two programmes understood
the need to develop students who were not only clinically competent but also critically conscious,
there were differing views as to the relative importance of clinical competence and critical
consciousness in the development of future healthcare professionals. Some respondents,
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particularly the clinicians, felt that more emphasis needed to be placed on the clinical

competence, as illustrated in the quotations below:

[ think from a clinician point of view, there is a worry ... there is a bit of concern with regards
to time and content, and what are we letting go and squeezing more of that* [*referred to
earlier in the transcript as acting as a change agent'] in here, how will it affect whether we
will get everything ticked and done. (FG9)

... It's alreadly such a big feat just to be a pure, If you take it purely as the doctor who heals,
the clinician. Just the clinician part of a doctor is already overwhelming. | know that we
must prepare the doctor for the other roles as well, but it should not impede or take away
from the clinician. From the primary function. So, the social determinants of health, fixing
those social determinants, is not the general practitioner’s role. (FGT7)

In contrast, other respondents saw the development of critical consciousness as vitally important,
as illustrated below:

We should understand what are the needs of society, the health system, so then
understand what does it need to do, to respond to the needs of society. The way that we
train doctors should then be aligned with what is it that they need to do in that health
system, in order to respond to the needs of society. That should then, in essence, inform
our programmatic learning outcomes, the competencies that those doctors need to have
In order to fulfil that role in the health system, and those programmatic learning outcomes
would then inform what we actually do in the curriculum. (M26)

Differing views of knowledge

Another tension arising from the data related to differing views about knowledge. This was linked
to the differing views about the relative importance of clinical competence and critical
consciousness in the development of future healthcare professionals. Some respondents viewed
the knowledge base informing clinical competence as the only knowledge base that mattered,
as illustrated in the following exchange from one of the focus groups:

! think one of our biggest challenges is going to be, we need to address all of these things
(referring to the broad principles underpinning the curriculum), there is no question about
it, but | still think we should not do it at the expense of scholarship and knowledge, and
that's going to be a huge challenge ... the increase in change and knowledge ... just in our
basic sciences field, in physiology and what's going on on a molecular level, a cellular level,
has been immense. So yes, so it's more of a rhetorical question | suppose, but how are we
going to maintain and update the scholarship and knowledge, and improve on that?
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So, what's valued by their consultant is not context, community, being a change agent. It's
about knowledge, and the fear of not having the knowledge, so rather than being, thinking
and kind of questioning.

The feedback that we got back from the faculty was often things like this is a touchy-feely
curriculum, and it’s very PC.

And we need health experts.

And don't even have time for knowledge, we need more knowledge. (FG3)

This exchange illustrates the tension around what knowledge is valued but also around
what is considered to be knowledge. It is clear that for these participants, biomedical knowledge
is what matters and that the knowledge informing the being and becoming of a healthcare
practitioner is considered ‘touchy-feely’. It appears that awareness of ‘context’ and ‘community’,
and being a ‘change agent’, is not considered knowledge at all. Throughout the data set this
knowledge was referred to in various ways, as ‘skills’, ‘attributes’, ‘attitudes’, ‘competencies’, but

never as knowledge.

The role of change agent
A third area of tension arising from the data related to how far HPE teachers needed to take the
development of students’ advocacy role and their agency to bring about change in the healthcare

system, as illustrated in these views from one of the focus groups:

But my question is ... who must change the healthcare system ... should we, can we, in a
way get our students to be active participants in it or what is needed to change. Because
to change our healthcare system, the doctors that | think we produce deal with the jssues
on the ground fairly well, but that's not changing the system. You need the politicians and
finance and engineers and other people to actually change the system ... if you as a doctor
can get involved in that ... | mean, it's sending a hammer to tie a knot.

... there are so many boxes that one has to tick in preparing a healthcare professional - but
are we moving into the scope of other professionals? What is the social worker for? What
1s the Allied Health for? We should also then determine where our scope is ... the healthcare
practitioner, the general practitioner should not assume that burden of having to fix a
system. | don't think that's fair. (FG7)

This respondent was of the view that future healthcare practitioners could not be expected
to ‘fix' the healthcare system, because the healthcare system was caught up in so many other
systems and roleplayers, all of which linked to the social determinants of health. He also felt that
it was beyond the scope of an HPE teacher to develop in students an understanding of their
possible roles within the complex relationship of sectors and other professionals. This links to the

earlier discussion on interprofessional education.
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One respondent agreed with the view expressed above, that future healthcare practitioners
should not be expected to become change agents in the healthcare system, however, he added
that it was incumbent on the HPE teachers to create awareness of the social determinants of
health, and to provide their students with the tools to bring about change if they chose to:

Not all doctors are there to become changers of the country. Some want to be plastic
surgeons, that's it, doesn't have no interest in, and that'’s fair. You know, if you become a
doctor, it doesn't mean that you are becoming a philanthropist, a person who wants to do
fund raising and wants to uplift everybody ... | think that's an unfair expectation, to expect
that every person who becomes a doctor would have to be that person. But every person
who becomes a doctor, should be aware that there are social attributes, and if you are
working in an environment, if it was your choice, or maybe sometimes not your choice, and
you are placed in an environment where you are able, where it's expected of you to do it
we should have given them the tools to be able to do it. (M15)

A dilemma emerged, for some respondents, around whether it was ethical to go beyond
sensitising students to a potential role that they could play as change agents:

You don't want to get students out there that live in La-La Land and think oh, we're going
to change the world. | mean, that is also, you know, at the same time, our responsibility
that we also make sure that they are aware of the realities. So on the one hand yes, you
want to sensitise them, I think to me that's the most important, to these aspects. You know,
the world has changed, we're in a different century now. It's not just the old style, disease-
focussed doctor that dishes out tablets. There is more to it now, and | think that's
Important... we just want to sensitise them to these other roles that they are playing in the
community, or could play. (M6)

While this respondent was doubtful about whether future healthcare practitioners could
bring about changes to the healthcare system, another respondent was more concerned about
the potential dangers for students who might want to bring about change through whistle-
blowing:

But for me, that's an ethical dilemma, because | see these horrendous things happening to
these cohorts of students. So they think through it to write the corrective action and they
get a mark for it, but actually not correcting that behaviour that's going on. So it leaves me
every year with this ethical dilemma of how far do we take this. And even though we cover,
In the human rights things, things like whistle-blowing, it's a huge thing to expect a student,
even a professional to be a whistle blower ... so that's an ethical thing for me. Do | teach
them to be whistle blowers, when | actually know they are putting themselves at a
aisadvantage? | can’t not teach them, so there is a huge amount of difficulty around it for
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me personally. But | take them to the point of identifying and saying what should be
corrected. (P1)

This remained an unresolved tension in the data. While some respondents saw the need
to only raise students’ awareness of the realities of health inequity, others saw the need to
prepare students to take on the role of change agent. While some respondents questioned
whether it was the responsibility of a curriculum, or HPE teachers, to develop graduates who
could take up the challenges of healthcare in South Africa, others saw this as integral to their
teaching practice.

Discussion

The cross-cutting tensions discussed in the previous section raise questions about the relative
importance of clinical competence and critical consciousness in the development of future
healthcare professionals; what counts as knowledge; and about how far our responsibility extends
in preparing students to take on the role of change agent. On the tension between the relative
importance of clinical competence and critical consciousness, Kuper, et al. (2016) argue that
knowledge beyond bioscience is needed in the training of physicians. We would argue that this
is the case for all health professionals. Thomas, et al. (2020) propose that there should be a
change in the content that is taught in HPE, with a shift in focus from biomedical knowledge
towards knowledge from the ‘social sciences’. Our contention is that both of these knowledge
bases are equally important in the development of future healthcare professionals and that they
need to be interwoven throughout HPE curricula.

On the related tension around what counts as knowledge, Kumagai and Lypson (2009)
propose that critical consciousness, is a fundamentally different knowledge area to the kind of
knowledge that is acquired in the biomedical sciences, and that it requires a change in the
traditional relationship between HPE teachers and their students, as well as changes in how
faculty development is undertaken and how programme goals are formulated. Thomas, et al.
(2020) suggest that the legitimacy of various ways of knowing needs to be negotiated among
stakeholders. We would argue that this tension is best managed through collaborative
conversations (among curriculum designers, HPE teachers and educationalists) which make
explicit what knowledge matters to whom, among all stakeholders. The purpose of such
collaborative conversations would be reaching a shared understanding of the legitimacy of both
knowledge bases (bioscience and social science) in developing clinical competence alongside
critical consciousness in future healthcare professionals.

On the tension around how far HPE teachers should go in preparing students to take on
the role of change agent, a recent study emanating from the South African context (Clithero-
Eridon, 2020: 1) found that while most of their respondents understood social accountability as
‘requiring an action or set of actions’, it was defined by some as simply ‘the awareness one must
have about the needs of their patients, community or society at large’. Their findings resonate
with the findings from our study. We would argue that it is necessary for HPE teachers to go
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beyond simply creating awareness among their students of the realities of health inequity. They
should also be preparing their students to take on the role of change agent by providing them
with tools and strategies for taking up the challenges of unequal healthcare in South Africa. If we
are to be guided by the literature, which calls for the foregrounding of ontological concerns in a
higher education system which has been dominated by epistemological concerns, then we
should heed the advice of Dall’Alba and Barnacle (2007: 683) when they suggest that

...for medical students, learning to know sicknesses and symptoms, in an embodied sense,
would contribute to developing appropriate ways of acting towards patients, their friends
and family, as well as relevant authorities and so on, in a manner that promotes improved
health for patients. In other words, the focus of medical programmes would be developing
appropriate ways of being medical practitioners, in contrast to simply acquiring and
applying knowledge of relevance to medicine.

This advice would apply equally to HPE curricula from the Health Sciences. As suggested
earlier in this paper, developing clinically competent but also critically conscious healthcare
professionals in South Africa has implications for the role and identity of the HPE teachers who
deliver such curricula. The role and identity of the HPE teacher is a crucial element in bridging
the disconnect between the intentions of curriculum designers and the delivery of curricula.
Bridging this disconnect requires engaging with issues of role and identity among curriculum
designers, HPE teachers, and educationalists. This seldom forms part of the process of curriculum
design and points to a re-envisioning of the role of HPE centres in the process of guiding
responsive, socially just, curriculum renewal.
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