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What are the experiences of
medical students and their
trainers regarding undergraduate
training in primary health care at
four South African medical
schools? A qualitative study
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Background: In 1978, the World Health Organization (WHO) adopted primary
health care (PHC) as the most effective strategy to meet the healthcare needs of
communities. This raises the question as to the extent and nature of the training
that undergraduate (UG) medical students receive in medical schools regarding
PHC, following this statement.

Aim: The study aim was to explore the experiences of UG medical students and
their trainers regarding training in PHC in their institutions.

Methods: A qualitative study was conducted among UG medical students
(MBChB 4-6) and their trainers at four conveniently selected South African
medical schools. A total of 16 focus group discussions (FGDs) and 27 in-depth
interviews were conducted among students and their trainers, respectively.
The MAXQDA 2020 (Analytics Pro) software program was used to arrange the
data, resulting in 2,179 data segments, from which categories, sub-themes and
themes were derived.

Results: Both the UG medical students and their trainers regarded PHC as
mainly an approach to health rather than a level of care. Students were trained
by specialists and generalists, received training in the undifferentiated patient,
coordinated, comprehensive and continuity of care. The training in tertiary
centers, conducted mainly by specialists, the implicitness of the training and the
inadequacy of trainers at the PHC settings presented challenges.

Conclusion: Students and their trainers experienced UG student training in PHC
in line with the internationally recognized principles on the subject. The view
by students and their trainers that PHC is an approach rather than a level of
care enhanced its training across disciplines. The implicitness of the training
and the tertiary learning platforms were the main challenges experienced. For
optimum PHC training, more time should be dedicated to distributed training
platforms with supportive specialist outreach programs in the South African
medical schools.

KEYWORDS

primary health care, training experiences, UG medical students, student trainers,
generalists, specialists

01 frontiersin.org


https://www.frontiersin.org/journals/medicine
https://www.frontiersin.org/journals/medicine
https://www.frontiersin.org
http://crossmark.crossref.org/dialog/?doi=10.3389/fmed.2024.1337140&domain=pdf&date_stamp=2024-06-18
https://www.frontiersin.org/articles/10.3389/fmed.2024.1337140/full
https://www.frontiersin.org/articles/10.3389/fmed.2024.1337140/full
https://www.frontiersin.org/articles/10.3389/fmed.2024.1337140/full
https://www.frontiersin.org/articles/10.3389/fmed.2024.1337140/full
https://www.frontiersin.org/articles/10.3389/fmed.2024.1337140/full
https://www.frontiersin.org/articles/10.3389/fmed.2024.1337140/full
mailto:honeymanyosi@gmail.com
https://doi.org/10.3389/fmed.2024.1337140
http://creativecommons.org/licenses/by/4.0/
http://creativecommons.org/licenses/by/4.0/
https://www.frontiersin.org/journals/medicine#editorial-board
https://www.frontiersin.org/journals/medicine#editorial-board
https://doi.org/10.3389/fmed.2024.1337140

Mabuza and Moshabela

Background

In 1978, the World Health Organisation (WHO) adopted primary
health care (PHC) as the most effective strategy to meet the health care
needs of communities (1). Furthermore, in 2018 the WHO advanced
a vision for PHC in the 21st century, which states that “Primary Health
Care is the whole-of-society approach in health, aimed at providing
equitable health and well-being to individuals, families and
communities, as early as possible in the continuum of health, namely
health promotion, disease prevention, curative, rehabilitative and
palliative care, as close as feasible to people’s day-to-day environments”
(2). Literature indicates that PHC is generally described in terms
similar to the WHO definition of PHC, as “taking the whole society
into consideration” (3, 4); “providing health and well-being” (3);
“addressing the whole spectrum of ailments” (3); and “accessibility to
communities” (3, 5).

Since the dawn of democracy in South Africa in 1994, the
government has achieved several successes in the implementation of
PHC. The 14 health administrations of the Bantustans were
consolidated into one national department comprising nine provincial
health departments. Health facilities were de-segregated and PHC,
delivered via a district health system, has been made the cornerstone
of the country’s health policy (6). Furthermore, the South African
government introduced the PHC re-engineering plan in 2010, a three-
stream approach to PHC comprising: ward-based PHC outreach
teams, strengthening school health services and district-based clinical
specialist teams with a focus on improving maternal and child health
(7). Logically, the implementation of the PHC re-engineering plan
would require its incorporation in the training of the South African
medical students. There is already an explicit social accountability
imperative for medical schools in the country to produce
undergraduates who are equipped to function effectively at PHC,
regardless of who trains them (8, 9). A conference statement released
by the Eighth Primary Care and Family Medicine Education
(PRIMAFAMED) conference held in Nairobi in 2016, attended by 18
African universities, acknowledged that PHC training in the African
region is only centered at post-graduate level whereas it “should begin
during undergraduate training” (10).

Barbara Starfield proposed four pillars of PHC, namely first
contact care, continuity of care, comprehensiveness, and
coordination of care (5). Emanating from these pillars, the
principles of PHC are generally understood as (a) the main entry
point and interface of the population and the health system (11),
whereby PHC plays the gatekeeping and access functions; (b) a
broad-based healthcare incorporating health promotion, disease
prevention, curative, rehabilitative and palliative care throughout
the life of a patient (2); and (c) interprofessional collaborative
patient care provided at all levels of care addressing patients’ social
determinants of health (including their social, economic,
environmental and educational situations) (12); and (d) building
relationships with the patient for patient-centered care (13). In the
current study, the researchers factored in the four pillars of PHC
in their exploration of the experiences of students and their
trainers in PHC training, and the challenges encountered in
the process.

The current study was nested in the multicenter collaborative
study named “Transformation in Medical Education” (TiME), in
which four universities collaborated: University of KwaZulu-Natal
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(UKZN), Sefako Makgatho Health Sciences university (SMU),
University of the Witwatersrand (WITS) and Walter Sisulu University
(WSU). The objective of this umbrella study was to investigate the
balance between specialist and generalist training platforms with
particular emphasis on medical students’ training in the South African
medical schools (14).

Literature indicates the importance of training medical students
in PHC, equipping them with knowledge and skills for the field of
practice (15). At the time when the current study was conducted,
the main focus in South Africa had been on exposure of UG
medical students to PHC through distributed training platforms
(16). Recently, literature exploring the understanding of students
and their trainers regarding PHC has been published (17). However,
the experiences of students and their trainers in PHC training has
not been explored. Since the training of students in PHC is
conducted by both generalists and specialists in South African
medical schools, there is need for both to work collaborately and
assume a common approach for the task. In answering the research
question of the current study which is on the “experiences in PHC
training,” the position of the specialists and generalists may
be ascertained, opening a window of opportunity to address
shortfall and discrepancies among them. The findings of this study
could add another dimension to the body of knowledge on
the subject.

Materials and methods
Study context

This paper is part of the principal researcher’s PhD project which
explores the training of UG medical students in “generalist medical
practice” and “primary health care” He has produced four manuscripts
each addressing a specific objective of the project focusing on the
medical students and their trainers’ (a) understanding of “generalist
medical practice,” (b) experiences in the training in “generalist medical
practice;” (c) understanding of “primary health care” and, lastly (d)
experiences of the training in “primary health care” The current study
addresses objective (d).

Researcher’s positionality

As a family physician at the time of the study, the principal
researcher was a trainer of UG and postgraduate students in the
discipline of Family Medicine. He was based at SMU, one of the four
settings where the study was conducted. It became important for him
to declare this position to both students and fellow trainers at the
beginning of each interview. This was followed by the explanation of
the study, including its aim and objectives. Specifically for students,
they were requested to respond with honesty as there were no right or
wrong responses. They were also informed that they were free to
express their views, even those they would have thought would go
against the interviewer. They were assured that no response would
be found unacceptable to the interviewer. Furthermore, the
interviewer adopted a reflexive approach (maintaining self-
consciousness) during data collection, analysis and interpretation—as
recommended in literature (18).
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TABLE 1 The interview guide used in data collection.

Section A: Students (FGDs)

10.3389/fmed.2024.1337140

Section B: Trainers (in-depth interviews)

Exploratory question “As undergraduate medical students in this institution, what have been “As a trainer of undergraduate medical students, what has been
your experiences regarding your training in your experiences in training them on “primary health care”?
“primary health care”?

Prompts Tell us about your experiences of PHC regarding the following: Tell us about your experiences in training students on PHC
« Your trainers in PHC regarding the following:
Primary health care as: « Your involvement as the trainer of PHC
« Asan approach and/or level of care Primary health care as:
« The first point of patient contact o Anapproach and/or level of care
o Comprehensive care « The first point of patient contact
« Coordination care o Comprehensive care
« Continuity of care « Coordination care

« Continuity of care
As students, did you encounter challenges in your training on PHC? Tell As the trainer, did you encounter challenges in training the
us more. students on PHC? Tell us more.
Stu dy desi gn Twenty-seven students’ trainers and 16 FGDs (comprising 102

A qualitative phenomenological design as described in literature
(19) was used to explore the experiences of UG medical students and
their trainers in PHC training. This design was regarded as appropriate
for this study since a phenomenological enquiry elicits the lived
experiences of individuals in a particular group (20).

Study setting

At the time of the study, there were nine medical schools in
South Africa. All were invited by UKZN to participate in the TiME
study (14) and funded by the National Research Foundation of
South Africa (NRF). However, only three accepted the invitation:
WSU, SMU, and WITS.

Data collection

Data collection was conducted by the principal researcher with
the assistance of a final year medical student who had been trained
in research methodology (including data collection) by the first
author and his PhD supervisor. Data collection from the students’
trainers was conducted through in-depth, one-on-one interviews,
while focus group discussions (FGDs) were use for the students.
Heads of departments or their course coordinators in the various
disciplines were purposively recruited to participate. During the
interviews, the opening statement for each trainer was: “As a trainer
of undergraduate medical students, what has been your experiences
in training them on primary health care?” The prompts have been
listed in Table 1. Regarding students, the exploratory statement
used for each FGD was: “As undergraduate medical students in this
institution, what have been your experiences regarding your
training in “primary health care?” The prompts have also been listed
in the table referred to above. The prompt for both students’ trainers
and the students were derived from the study objectives. Each
in-depth interview and FGD lasted for about 45 min on average.
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students) participated in the study. Data collection was conducted
over a four-year period (2016 to 2020).

The students were from the fourth (MBChB 4) to the final year
(MBChB 6) whom the researchers regarded appropriate as they were
in their clinical years of training and most likely to have experienced
clinical training in PHC. Each FGD comprised five to eight students.
In each medical school, four FGDs were arranged: three homogeneous
(comprising students in the same year of study from 4th to 6th year),
plus one heterogeneous group (comprising mixed year levels from the
4th to the 6th year). The heterogenous group, the FGD consisted of
about two students per year group. The heterogenous group was
arranged to capture the interaction among students from various year
levels in a single group.

Data analysis

The principal researcher used both the inductive and deductive
methods of data analysis (21). As indicated in the interview guide
(Table 1), there was an unstructured exploratory question for both the
one-on-one and FGD interviews which gathered broad information
on the experiences in PHC training, for which the inductive analysis
method was used (22). This was followed by the open-ended prompts
as a follow-up enquiry on matters which a participant had not initially
addressed when responding to the broad exploratory question. For the
responses to the semi-structured prompts, the deductive method was
used (23). The last prompt, which enquired on “challenges
experienced” in PHC training was analyzed through the inductive
method (21). The analysis was thematic guided by the open-ended
questions in the interview guide. The questions were based on Barbara
Starfield’s proposed four pillars of PHC, namely comprehensiveness,
first contact access, coordination and continuity of care (24). All
interviews were digitally recorded and transcribed verbatim by a
linguistic expert transcriber. Each transcript formed the basis of the
data analysis. The authors used the MAXQDA 2020 (Analytics Pro)
software program to arrange the data which yielded 2,179
data segments.
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Theoretical framework

Vygotsky’s Social Constructivist theoretical framework (SCT) (25)
as well as Lave and Wegner’s Situated Learning theory (SLT) (26) were
used as the lens through which this study was conducted. Both
theories contend that in the learning setting, there are the “more
knowledgeable others” (experts) who train the “novices” (apprentices)
to become experts in “the community of practice;,” and that learning
occurs best within the context of its application (27).

Both theories assume a constructivist approach whereby the learner
is given knowledge and skills enabling him/her to solve problems
independently. Prior to implementation of the skills and knowledge for
independent implementation of PHC principles, the students first
needed to gain understanding of the concept, as imparted to them by
their preceptors. The researchers in this study, in turn, needed to explore
the experiences of students and their trainers in PHC training, hence the
choice of the phenomenological study design in relation to the theoretical
frameworks. In a similar manner, it became appropriate to conduct data
collection by means of interviews: FGDs and in-depth interviews for the
students and their preceptors, respectively as these also followed the
exploratory trend.

For data interpretation, the lens provided by these theoretical
frameworks assisted the researchers to compare the information given
by both groups and discuss the findings looking at “both sides of the
coin?” For example, what information did each group provide regarding
PHC as “the point of first contact for patients”? Furthermore, it was
observed that the students’ trainers related with their students as the
“more knowledgeable others” moving the former from the position of
“novices” to the position of “experts” (25, 26). Thus, throughout the
study, the theories gave insight to the researchers in exploring the
experiences of the students and their trainers regarding PHC training.

Trustworthiness

In this study, trustworthiness was ensured by consideration of
credibility, dependability, confirmability, and transferability as
explained in literature (28). Credibility was ensured by the creation of
a dataset (see Supplementary materials), containing the study findings

10.3389/fmed.2024.1337140

for member checking regarding the accuracy of the information
captured. Data reproducibility (dependability) was ensured by
providing a thick description of the study methods (29).

Confirmability, pertaining to objectivity of the researcher in collecting
and interpreting data (30), was ensured by reflexivity. During interaction
with the participants, the researcher was self-conscious of his influence
on them as a trainer of medical students himself. He allowed independent
expression among all participants. Transferability, the degree to which the
study findings are applicable to similar settings (28), was ensured by
providing thick description of study methods, setting and description of
the participants (22). Data triangulation was achieved through field notes
taken during the interviews and reference to the students training
manuals obtained from each medical school (30).

Findings

We identified seven major themes on the experiences on PHC
training by UG medical students and their trainers (Table 2).

Students

Students described their experiences in the training in PHC by
identifying their trainers, PHC as the first contact of patient care,
comprehensive care, coordination of care and continuity of care. They
also narrated the challenges they had experienced during the training.

Experience of PHC as an approach

Students indicated that they had experienced PHC as an approach
rather than a level of patient care, and as an approach, they had
observed that some specialists (not only the generalists) had practiced
PHC in their various disciplines by educating patients on disease
prevention, which indicated to the students that PHC cuts across all
disciplines and is not confined to the patient entry levels which were
the clinics and other community based health facilities.

Yeah, with the primary health care being a care, not a level, ... most
specialists do practice it, I have experienced [it] in the surgery block

TABLE 2 Themes and sub-themes on the experiences of medical students and their trainers in PHC.

A. Students B. Trainers

1. PHC—an approach to patient care 1. PHC—an approach to patient care

2. Training by generalists and specialists 2. Training by generalists and specialists
2.1. Generalists 2.1 Generalists

2.2. Specialists 2.2. Specialists

3. First contact 3. First contact

4. Comprehensive care 4. Comprehensive care

5. Coordination of care 5. Coordination of care

6. Continuity of care 6. Continuity of care6.

7. Challenges experienced 7. Challenges experienced

7.1. Training in tertiary health facilities 7.1. Training in tertiary institutions
7.2. Practical application of PHC lacking 7.2. Lack of trainers at distributed platforms
7.3. Training in PHC implicit
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where they educated the patient about the, the prevention of a
condition. Also, in psychiatry also I had experienced it,...
(SMSM4.1, MBChB 4, female student, 21 years).

Generalist and specialist trainers in PHC
In their experiences of being trained by generalists and specialists,
students compared these experiences.

Generalists

According to the students, generalist practice trainers offered training
more than specialists in PHC. However, they also felt that PHC should
be trained by all disciplines and not only confined to generalist trainers.
This displayed their understanding that, although generalist trainers were
advantaged by their training environment (PHC settings), the principles
of PHC were also applicable in specialist disciplines.

...it's essentially the general practitioner who has a greater caliber
of skills to be able to address primary health care as opposed to the
surgeon. (WTSM5.2, MBChB 5, male student, 22 years).

The discipline of Family Medicine was identified as particularly
giving students the opportunity of exposure to PHC.

I think it’s mostly Family Medicine, honestly speaking, our Family
Medicine rotation is the one that focusses a lot on it [training in
PHC]. In fourth year, we are in clinics, in community health care
centres and then in fifth year we are in a district hospital but in a
rural area. (KZS5.1, MBChB 5, male students, 23 years).

However, students expressed further opinion on the responsible
disciplines in training students on PHC.

It [teaching primary health care] is supposed to be a sort of shared
responsibility among the departments. (SMS5.4, MBChB 5, female
student, 23 years).

Specialists

Some students had experienced being trained by specialists on
PHC, through reconstruction of the state of the patient on arrival at
PHC before referral to specialized disciplines. However, some students
also indicated that they had not experienced training in PHC from
specialist disciplines because of the specialized setting. Students had
the ability compare and contrast the training on PHC they had
received from specialists and generalists and managed to state their
experiential differences.

In my case when we went there, they did [train us on PHC]. They
often asked us "what would lead to this? And what did you expect
to see before the patient came in?". And then there are certain signs
that started presenting before, which could give you a clue towards
the diagnosis. (WTS4.3, MBBCh 4, male student, 24 years).

So, they often asked us to, to not only think about what the patient
is presenting with now, but also what they might have presented
with before, so that ... in case we saw a patient at a primary health
care setting, that we would uhm... have enough knowledge to pick
up a case and either treat it or refer it upwards. (WTS4.4, MBBCh
4, female student, 21 years).
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because obviously if you're doing an Obs and Gyne [Obstetrics ¢
Gynaecology] block for example, and youre in a Gyne
[Gynaecological] ward, ... you don't really want to explore the other
problems. (KZS4.5, MBChB 4, female student, 26 years).

First contact

Students pointed out that they were given guidance on the
approach to patients seen at PHC settings at entry points into the
healthcare system. They were taught to apply basic principles of
recognition of a condition, stabilization of emergencies and
appropriate referral determined by limitations. It became clear to the
researchers that the students had understood the scope of practice of
a generalist medical practitioner in terms of skills and available
resources at PHC settings, beyond which they were to refer the patient
to more specialized centers.

[At primary health care] you have to be able to recognize these
conditions and refer where possible. Yeah, and up to so far, yeah,
they emphasize on that, yeah, we are being taught that when it gets
here, there's nothing you can do ... make sure that they’re breathing,

give them oxygen, give them fluids and then refer, ... (SMS5.5,

MBChB 5 female student, 29 years old).

Comprehensive care

Training in comprehensive care entailed consideration of other
factors that could influence the patients wellbeing: the social
determinants of health. This enabled the students to address the
patient’s condition comprehensively, not to lose focus on all the
aspects that could affect their wellbeing. Students had developed the
sense of appreciation that a patient should be treated contextually and
not as a single individual, because unwellness goes beyond the
clinical condition.

Yeah, we do get trained on comprehensive patient care. It's about
treating the patient, everything that has to do with the patient. So,
it's not only treating the disease — the biological part of it. So,
you consider the social background of the patient, you consider the
psychological issues that they might have also. So, if the patient, say
you are treating an HIV or TB patient, ... maybe they live in a house
where they can infect other people, where they can infect children.
So, you need to also deal with that, the social background. (WTS5.3,
MBBCh 5, female student, 25 years).

So, for social determinants of health, we get taught to include a
social history, and a social history will include things like ... family
history. But we also need to make sure that we look at the patient
holistically in terms of occupation, finances, access to clean water,
electricity, and all of those things that can affect the patient’s health
in the long term. (SMS6.3, MBCHB 6, male students, 28 years).

Coordination of care

Various disciplines trained students on collaborative patient care,
giving them insight on which patient’s condition should be attended
to by which discipline, including receiving back patients who had
initially been referred to other disciplines. This aspect of students’
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experience of PHC training gave the researchers an indication that the
students had gained insight into the teamwork in patient care, which
could only function well under proper coordination.

...they do teach us ... to be able to identify different conditions, ...
knowing who is responsible or who can help on which particular
condition and where is that person. So, you need to know and
understand what a dietitian does, you need to know and
understand what all these specialists to do. We know if I have a
patient who is a diabetic ... they need to change their lifestyles,
I have to refer them to someone who will give them proper exercises
and [diet] schedules ... (WTS5.5, MBBCh 5, male student,
23 years).

We are also taught that you don't only send them, you also have
to check on their progress while they are still there [where
you referred them to] because they'll have to come back to
you again after they are done. (KZSM5.2, MBChB 5, male
student, 23 years).

Continuity of care

Continuity of patient care entailed arrangement of patient
follow-up. GP attachment gave them the opportunity for training in
continuity of care. The students had developed the sense of a life-long
relationship between a patient and her/his clinician. The researchers
could appreciate that students understood the meaning of being
a clinician.

Well of course we are trained to ... make follow-up, so we ask them
[patients] to come back after [a] certain period of time based on the
condition ... they are having problems with. So that's basically how
we see our doctors [trainers] doing it and then we just follow that.
(SMS6.5, MBChB 6, female student, 33 years).

... as part of our training also in Family Medicine, we have a week
where we rotate [at] the GP’ practice. So, within that week you get
the exposure as well on the continuity of care and you get to
be exposed to the relationship between GPs and their patients.
(WSS5.7, MBChB 5, female student, 24 years old).

Challenges experienced by students

Students had experienced challenges in training on PHC in
tertiary settings. They found the practical application of PHC learning
lacking in other settings and the training in PHC was found to
be implicit as there was no clear structure outlining it, especially
among specialist disciplines. The meaning of this experience for
students was clear to the researchers - they had expectations of
hands-on practice in PHC to implement the theoretical knowledge
they had been given by their trainers.

Training in tertiary health facilities

The training at tertiary institutions was mainly conducted by
specialist trainers. Students were of the view that it deprived them the
exposure to PHC training settings. This statement from students gave
the researchers the sense that students had evaluated their training
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experience in the various training sites and could clearly state their
(sites) differences for PHC training.

... as medical students [we] are trained predominantly at tertiary
institutions and those are on the opposite side of the spectrum to
what primary health care is. So, we don't get much training in
primary health care there... most of our exposure is to specialist care
and tertiary care in the bigger academic hospitals as opposed to
primary care. (WTSM6.1, MBBCh 6, female student, 23 years).

So, I feel if we had more time in a clinic, where we will ... have better
experience in terms of primary health care. (SMS6.5, MBChB 6,

female student, 33 years).

Practical application of PHC lacking

Students had experienced deficiency in the practical application
of the theory they had been taught on PHC, such that they would find
it difficult to apply the theory on their own if called upon to do so. This
meant that students were looking for opportunities to implement what
they had been taught theoretically on PHC. They had been frustrated
by the lack of such opportunities.

As for the primary health care, I think I can define some of the terms
in the concept itself, but as for how I can apply it [PHC] and provide
that kind of care, I would say "No.” (WTSM5.1, MBBCh 5, male
student, 22years). ... we are more theory-based and we lack
practical skills. (WTS5.4, MBBCh 5, male student, 23 years).

Training in PHC implicit

Students experienced training in PHC as implicit and left to the
individual student to discover that a particular activity pertained to
PHC, particularly in specialist disciplines. This conveyed the message
to the researchers that training in PHC, as experienced by students,
was not structured. It also meant that students were not being “sign
posted” on PHC, guiding them properly on the implementation of
PHC principles during the training.

I think it [training in PHC] is more of an individual [student’s
responsibility] ... we usually become... more of primary [health
care] physicians when we are in Family Medicine. When we get to
other blocks we become surgeons, we become specialists like they
want us to be. (SMS6.2, MBChB 6, male student, 25 years).

I don't think it [training in PHC] is explicit. ... [as] we focus mostly

on the curative part, (WTS5.4, MBBCh 5, male student, 23 years).

Trainers

The trainers also viewed PHC as an approach to health care,
shared their experiences of the contribution of generalists and
specialists in PHC training, the first patient encounter with the
healthcare system, a multidisciplinary approach inclusive of specialists
and the provision of comprehensive care through health promotion

frontiersin.org


https://doi.org/10.3389/fmed.2024.1337140
https://www.frontiersin.org/journals/medicine
https://www.frontiersin.org

Mabuza and Moshabela

and disease prevention. Like their students, the trainers also indicated
the challenges they were encountering in training students in PHC.

Primary health care as an approach

The trainers conducted their training in PHC with the
understanding that it was an approach to patient care, rather than a
level of care. They regarded patient care as comprehensive, taking into
consideration the social determinants of health which cut across every
discipline. Regarding social determinants of health, the trainers
indicated that they trained students to remember lifestyle
modifications when managing patients. The student trainers had
managed to impart this knowledge and practical exposure to their
students as evidenced by students” similar responses to PHC as an
approach to health care delivery.

We encourage our students, "when you write a discharge summary
of this particular patient, always make sure on the discharge
summary that you include lifestyle modifications. It's not just about
writing paracetamol or augmentin or whatever it is. There has to
be some concerted effort that you impart to the patient that he's
going to adopt lifestyle modifications...” (DWTT3, male trainer,
Internal Medicine).

Training by generalists and specialists

Generalists

Family Medicine which is a generalist specialty, took the lead in
the coordination of PHC training at the distributed training sites. A
family physician indicated that they trained students to consult with
any patient, regardless of their clinical condition, in PHC settings. In
this way, family physicians regarded themselves as generalist medical
practitioners, not confined to a specific area of practice.

if a student has a patient who’s a pregnant woman who’s come for
anti-natal care, we [as family physicians] are there, if the student
says Ive got little John here whos 5 years old with severe
malnutrition, we [as family physicians] are also there. (AWST],
female trainer, Family Medicine).

Specialists

A surgeon also expressed surgeons’ involvement in PHC. The
researchers inherited the understanding that specialists were aware of
the importance of applying the PHC principle of prevention, for
example screening patients before the condition is clinically detected.

... they [surgeons] wrote a report saying seatbelts were needed ...
and eventually someone ... implemented mandatory seatbelts and
then they looked at the morality rate and the mortality rate went
down. Now, that study was done by surgeons, it wasn’t done by a
family physician or primary health - it was done by surgeons
because [of] the burden of disease that they were seeing, ... So,
screening for cancer is an important role, screening for breast cancer
in this country is a very important role because it’s such a common
disease. So, educating around self-examination, those are things that
we play a role in as surgeons and understand as surgeons because
we know what the end role is. ... So, I think that theres lots that
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surgeons can have to offer in that primary health care preventative
component ... (DWTTS5, male trainer, General Surgery).

First encounter with the healthcare system

Student trainers indicated that they trained students on basic
medical conditions commonly encountered and presenting firstly at
PHC settings, using a multi-disciplinary approach. It became evident
that student trainers viewed the “first encounter with patients” at PHC
important to train their students on. This was intended to equip the
students to recognize the basic conditions that can be dealt with at PHC.

[At PHC], we teach them the basic mental illnesses that we come
across, that are there in the communities on a daily basis, that’s what
we do. And how they identify those basic mental illnesses, and also
emphasise the importance of ...a multidisciplinary approach in
terms of mental health and illnesses in psychiatry. (CSMT2, female

trainer, Psychiatry).

Comprehensive care

Trainers conducted student training with the understanding that
it was comprehensive (holistic) care, offering service in the best
interest of the patient. Students had to adopt a comprehensive
approach in dealing with patients at PHC, rationalizing on their
referral decision in the context of a multidisciplinary team. Only
complicated patient conditions warranted referral. The principle of
comprehensive patient care was related to the principle of “ubuntu”
which, literally translated means “I am because you are” in the African
context. This interpretation translated into student training whereby
they were taught to manage a patient holistically.

So, in terms of the holistic approach, we train students to [respect
the principle] of “Ubuntu” [comprehensive way of contexualising a
patient’s condition] - we do it in a much broader way, ... we try and
practice it to give students [the] exposure ... (DWTT5, male trainer,
General Surgery).

So, for example, you see a patient who [needs] a lumber puncture,
or you want to do thoracocentesis, ... these are GP practices,
you know... skills. Then they [students]ll tell you that “I'm going to
wait for ehm... neurology to do a lumbar puncture.” I stopped them
and said “No, the only time that youre going for a neurologist
[referral] is when you have a complicated case where you are not

sure” Now they do their own lumbar punctures. (DWTT4, male

trainer, Obstetrics and Gynaecology).

Coordination of care

The training was centered around the view that the generalist should
take the lead in coordinating team-based care. To this end, students were
trained on inter-professional collaboration where the primary health
care practitioner encouraged team building for coordination of patient
care. This principle conveyed the message of the importance of
teamwork in clinical settings, discouraging treatment of patients in silos.

Well, in my view [the doctor at primary health care] is the doctor
that should lead the team [to offer coordinated health care services].
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They should offer team-based care and leadership which isn't about
"T run the team", but "how do I work with teams where I actually
encourage leadership among the team members” (DWTTI, male
trainer, Family Medicine).

So, for example, we work with the psychologists, we work with the
social workers on the floor. But for us, ... we have what you call
academic meetings, which students get involved in .... (DWTT6,

female trainer, Paediatrics).

Continuity of care

Training in this regard was achieved through longitudinal
placement of student, whereby they would be in a training platform
for an extended period of time. Student trainers also shared the
perspective that PHC should be regarded as a continuum from district
to tertiary health, that the care of a patient should be seamless from
the PHC to tertiary institutions. The importance of a life-long
relationship with a patient was hereby highlighted. The students were
thus trained to develop interest in their patients demonstrated by
follow-up enquiries, even if they refer patients to more
specialized centers.

... the training platform has to actually be based on the service
platform. So you build up continuity [of care] through longitudinal
attachment (DWTT]1, male trainer, Family Medicine).

. in our 5th year of Family Medicine, we have decentralized
learning where we take them to the health centres; part of it happens
at district hospital level and part of it happens at a regional hospital,
but most of it happens at the health centers. (AWST1, female
trainer, Family Medicine).

So, I think that there’s lots that surgeons have to offer in that primary
health care preventative component. Hepatitis B vaccine is so
important to prevent hepatocellular carcinoma which becomes a
surgical disease. We play a role in that continuum. Thats when

I talk about systems, ... (DWTT5, male trainer, General Surgery).

Challenges experienced by student trainers

The trainers’ challenges in training students in PHC were
mentioned as (1) those occasioned by training students at tertiary
settings and (2) inadequacy of trainers at PHC settings. To the
researchers this meant that the trainers were conscious of the inherent
challenges in the process of training the students in PHC. The
researchers further understood that some of these challenges could
not be resolved by the trainers as they related to the
training infrastructure.

Training in tertiary institutions

The challenge of training students at tertiary setting is that
students are trained on patients devoid of primary health care
symptoms, leading to theorization regarding the symptoms that
patients presented with on arrival at PHC. Patient symptoms were
already masked on arrival at tertiary settings, because of the clinical
management already commenced at first encounter with patients and
continued at secondary and tertiary settings.
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So, I think that is one of the challenges that we have. We get patients
who are referred, who have already been treated ...at lower levels of
care. By the time they come here, the symptoms are already masked
because... the patient has already been given treatment, and that
creates a (CSMT4, male Obstetrics

challenge. trainer,

and Gynaecology).

... we are teaching them in an environment that is not a primary
healthcare environment, we're teaching them, for instance, here ...
they see patients at a regional level... We're not teaching them
about, uhm, if you were sitting at a primary health care clinic or
clinic (BKZT5, male trainer,

in a community health

General Surgery).

Lack of trainers at distributed platforms

It was a challenge for one trainer to send students to distributed
learning platforms where there would be no specialist in his field to
ensure continuity of specialized training at those sights. This gave the
sense that specialists would have appreciated to be capacitated to
deploy their specialist colleagues to the distributed training sites to
facilitate PHC.

You see, in a sophisticated society in a first world environment these
kids [medical students] would be looked after because wherever they
g0 there would be someone there to hold their hands, but [in our
case] where these kids are going there’ often no one there [in my
field] to hold their hands. (BKZT5, male trainer, General Surgery).

Discussion

The study has outlined medical students’ and their trainers’
experiences in PHC training in accordance with the internationally
known PHC attributes, their approach to PHC and the challenges they
encountered in the training process.

PHC as an approach

The understanding of PHC as an approach, rather than a level of
healthcare delivery seemed to have influenced both the trainers and
their students’ training experiences. For the students, they had
experienced this approach when various disciplines (including
specialists) empowered patients to actively participate in the
management of their own conditions by educating them. Patient
education is one of the focal points of PHC (31). Evidence indicates
that empowering patients with self-efficacy through health education,
defined as “one’s belief in one’s ability to succeed in specific situations,”
improves health outcomes (32). The trainers also drew students’
attention to the importance of social determinants of health (SDH)
which cut across all disciplines as an approach to healthcare delivery
(33, 34). Trainers linked SDH, the benefits of which have been
documented (35), to lifestyle modification practices for a
comprehensive approach to patient care, instead of concentrating only
on biomedical therapy. Therefore, the view of PHC as an approach to
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health care formed the requisite basis for student training on patient
education and SDH (1, 36).

Student trainers

Students had experienced the training on PHC as facilitated by
both generalist and specialist trainers. They identified the discipline
of Family Medicine as having played a major role in affording them
the opportunity for exposure to PHC. There is evidence from other
settings that the discipline of Family Medicine, as a generalist
discipline, is well-place to train students in PHC (37, 38). However,
the students were of the view that PHC training was not the sole
responsibility of one department, but should be a shared responsibility
among all departments, a view also supported by literature (39).
Regarding the training on PHC, some students indicated that
specialists tended to have a specialized rather than a comprehensive
approach to patient care. This has led to the recommendation in other
settings, that PHC be facilitated by generalists (40, 41). Family
Medicine as a generalist specialty featured prominently in the training
of students on PHC. However, specialists also indicated their
contribution in this regard, as also backed by literature (42). The
researchers in this study are of the view, in keeping with that of the
students, that the training in PHC be a collaborative effort between
generalists and specialists in each medical school.

Point of first patient contact

Literature has indicated that PHC is the first patient contact with
the health system (2, 41). Student training in this regard entailed their
exposure to an undifferentiated patient which called for recognition
of the clinical condition, stabilization of patients presenting with
emergency conditions and referral of those who required management
at more specialized centers (43). The student trainers addressed this
attribute by training students on common clinical conditions
frequently encountered at PHC settings using a multidisciplinary
approach. A collaborative approach among disciplines with respect to
patients presenting at the entry level of the health system has been
found to be a useful clinical tool in addressing diverse common
conditions at PHC (44). Again, students indicated that they had
experienced the discipline of Family Medicine taking the lead in
initiating to patients at the first point of entry to the health care
system (45).

Comprehensive care

Student training in comprehensive care entailed consideration of
other factors that could influence the patient'’s wellbeing. They
indicated that they were trained not to be disease-focused, but to
factor in the patient’s biopsychosocial context inclusive of the patient’s
individual and contextual aspects, exemplified by the patients
concerns and expectations about their conditions and community
considerations, respectively. Globally, studies are beginning to show a
move toward comprehensive patient care by all disciplines, including
specialists (46, 47). Furthermore, students were also trained in health
promotion and disease prevention which has been shown to ensure
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comprehensiveness in patient care (2, 48). The trainers tallied with
their students in narrating their experiences in comprehensive care
training. They emphasized patient-centered care based on rational
clinical judgment, including patient referral to other disciplines (49).
Students were encouraged to apply clinical reasoning, whereby every
clinical decision taken is backed by evidence, which has been found
to be the necessary skill toward comprehensive patient care (50, 51).

Coordination of care

Coordinated care has been described as the integration of health
care among providers “across levels of care and time” (52); care that is
patient-centered, taking into consideration the patient’s needs and
preferences (53), and sharing information among all the participants
concerned with a patient’s care, aimed at achieving safer and more
effective care (54). In this study, students narrated that various
disciplines trained them on collaborative patient care, giving them
insight on which patient’s condition should be attended to by which
discipline, including receiving back patients who had initially been
referred to other disciplines. The training was centered around the
view that it is generalist practitioners at PHC facilities who should take
the lead in coordinating team-based care (55). In this way, students
were also introduced to inter-professional collaboration characterized
by team building among health care practitioners (56, 57).

Continuity of care

Students experienced training in continuity of patient care
through their involvement in patient follow-up. Patient load and fewer
trainers made it difficult for students to properly appreciate the
implementation of this skill in the busy tertiary training facilities, but
the attachment to a community general practitioner (GP) afforded
them the opportunity. The patient congestion experienced in tertiary
training institution has been reported elsewhere (58), and the positive
role played by GPs in training students on continuity of care has also
been documented (59). The student trainers indicated that they
achieved training in continuity of care through.

longitudinal placement of students in decentralized training
platforms. At one of the institutions, student placements took up to 6
months in their fifth year of training. In a study that compared the
performance of students having community-based longitudinal
placements to those in traditional placements in the medical school,
it was found that the students in longitudinal placement were not
disadvantaged by the placement—the performance of the two groups
using the objective structured clinical examination was found to
be comparable (60). Prior to this study, another study had obtained
similar findings (61). Effective longitudinal placements have been
found to integrate core disciplines while affording students the
opportunity for immersion in the training sites (62).

Challenges of students
Students narrated the challenges they faced regarding specialist

participation in their training. Specialists encouraged the students
to retrospectively reconstruct the initial patient presentation
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scenario, to imagine the signs and symptoms of the patient at the
point of first presentation. However, that presented a challenge to
students as the signs and symptoms of patients then presenting at
tertiary level had already been masked by the management they
had been receiving on their way to the tertiary platforms. Thus, in
the students’ experience, training by specialists lacked the element
of the undifferentiated patient with “red flags” (63), frequently
encountered in PHC settings.

The other challenge pointed out by the students related to the
implicitness of the training in PHC. They indicated that, during the
training, it was left to the individual student to work out.

what would be applicable in PHC, particularly among specialist
disciplines, where emphasis tended to be on specialized activities,
and less so on PHC. Furthermore, although they had indicated that
in their observation, PHC was applicable in every discipline they
had rotated in, students found that very little effort was made by
the trainers to highlight to them the scope that would be applicable
in PHC. It was left unstructured, whereas in literature there is
evidence of the effectiveness of a properly structured multi-
disciplinary integrated PHC program (64).

Challenges of trainers

Like their students, trainers also experienced challenges in student
training on PHC. These were also occasioned by students’ training at
tertiary settings and inadequacy of trainers at PHC settings. The
trainers were also aware that at the tertiary training facilities, students
encountered patients whose original symptoms and signs had already
been masked. They tried improvisation by recreating the PHC patient
presentation scenario. However, the specialist trainers acknowledged
that students missed out on the hands-on experience at the point of
patient entry to the health system (47). However, in spite of these
tertiary training settings challenges, it must not be lost sight of that
these settings are vital in exposing students to the endpoints of
diseases as well as rare conditions (65). Furthermore, students had
also expressed an opinion that PHC training should be the
responsibility of each discipline. The view of this study researchers is
that students and their trainers should maintain a continuous dialog
on the signposting of information and skills applicable in PHC in each
discipline that they rotate through.

The trainers, particularly specialists, also acknowledged that
the number of specialist trainers in distributed training sites was
inadequate. The specialists felt they needed to be physically
involved in the decentralized training sites. Under these
circumstances, literature has shown that outreach programs,
whereby the university-based specialists visit students in the
distributed platforms (66), as well as the enlisting of the services of
community-based specialists, can support the requisite learning
(67). This could also suggest that family medicine specialists (who
adopt a generalist approach) could be entrusted by other specialists
to attend to the specialist areas relevant for a medical practitioner
who exits undergraduate training with a generalist overview of the
practice of medicine (68). In a study conducted in South Africa, it
has been demonstrated that Family Medicine can deliver a
successful longitudinal integrated multidisciplinary clerkship
among students (64).
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Learning contexts and settings

In the four medical schools the training platforms comprised
central and distributed settings. It does appear that the distributed
training platforms provide the required context for the training in
PHC. For example, students indicated that at those settings, the training
was mainly conducted by generalist medical practitioners with a PHC
approach in patient care, including community GPs. The approach
entailed mainly prevention of disease and promotion of health. The
context was also conducive for the four pillars of Starfield (5), to be put
into practice. Students and their trainers explicitly expressed their
concern regarding training in PHC at tertiary institutions which they
described as not ideal. While it is important to expose students.

to hospicentric medicine to familiarize them with the management
of patients with advanced disease conditions (69), PHC training is best
placed in distributed training settings which are mainly within
communities (70).

The experiences in PHC training vs. the
understanding of PHC

In the previous publication on the “understanding” of the students
and their trainers regarding PHC (authored by the same authors of
this paper) (17), there was common understanding of PHC among
them, in line with Starfields four pillars of PHC, namely
comprehensiveness, first contact access, coordination and continuity
of care (24).

There were also areas of convergence and divergence among the
students as a group and their trainers as another group. Some among
each group understood PHC as an approach to healthcare delivery,
while others understood it as a level of care practiced only in PHC
settings (community health facilities, including clinics and district
hospitals). Strangely enough, in the current study, when exploring
their experiences in PHC training, both groups had experienced PHC
as an approach to healthcare delivery to patients. The latter is in
keeping with the WHO definition of PHC in this regard (2). Therefore,
there was a clear discrepancy in “experiences” and “understanding” of
PHC in this regard which requires further exploratory studies.

Furthermore, in the previous publication there was no consensus
in the understanding on whether specialists needed to be involved in
training students in PHC, with some students understanding
specialists as part of the training in PHC and others expressing
uncertainty in.

this regard (17). The difference of opinions was also evident
among the students’ trainers. However, in the current study students
had experienced PHC training conducted by both generalists and
specialists, although to a greater extent by generalists. With regard to
students’ trainers, they expressed involvement in PHC training and
the significance of doing so. It would seem that, regardless of the
understanding of both students and their trainers, the practical
experience what that both specialists and generalists were involved in
student training in PHC. This involvement is backed by literature (71).
It is the view of the authors of this current paper that there is need for
a decisive development of a collaborative partnership between
specialist and generalist trainers in PHC in the four South African
medical schools.
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Study strengths and limitations

As far as the researchers of this study are aware, at the time when
this study was conducted, there were none reporting on the
experiences of students and their trainers in PHC in South African
medical schools. However, the study was conducted in only four of the
nine medical schools in the country at the time of the study. Although
there might have been similarities between the selected medical
schools and those which were left out, there might also have been
significant differences between the two groups. This would therefore
limit the transferability of this study findings to the other medical
schools. Furthermore, students were not engaged on their assessment
experiences in their training on PHC. This would have shed more light
on their training experiences, as evidence indicates that assessment
drives student learning (72).

Conclusion

The study has shown that students and their trainers (generalists
and specialists) had experienced UG student training in PHC in line
with the internationally recognized principles on the subject.
Compared to specialist disciplines, Family Medicine, as a generalist
discipline, was found to be better placed in distributed training sites
to train students on in PHC, although specialists also indicated their
roles. The view by students and their trainers that PHC is an approach
rather than a level of care enhanced its training across disciplines.
Training students in PHC by specialists in tertiary settings presented
a challenge to both students and their trainers. Students experienced
training in PHC as implicit and unstructured. To optimize training in
PHG, it is recommended that more time be dedicated to distributed
PHC training sites and supportive specialist outreach training
programs be ensured in the South African medical schools.
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