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Abstract
Objectives: This study aimed to investigate the views of students involved in rural community-based medical attachments
during their final year at medical school. The programme has been in existence for some time, but no formal evaluation
thereof has yet taken place. This paper describes the first two phases of what is described as a quality improvement project:
namely to describe the problem state and to discuss possible activities to improve the programme.
Design, setting and subjects: The study adopted a mixture of quantitative and qualitative type research. Data were
collected by means of a self-administered questionnaire which students at Nelson R Mandela Medical School, University
of KwaZulu-Natal, completed at the end of their Family Medicine rotation. Consent was obtained from the participants and
ethical approval granted by the University of KwaZulu-Natal Humanities and Social Science Ethics Committee.
Results: Students were generally positive about their rural attachment experience. The majority (86%) believed that their
skills adequately prepared them to enter the community. Allocation of a supervisor and rostering were found to be of
great importance. Academic activities provided adequate learning opportunities. The majority (76%) of students who used
hospital accommodation found it to be satisfactory, although it was an area that needed attention. Technological support
was lacking. Fewer than 50% of students had access to such facilities.
Conclusion: Students’ responses were generally positive about the rural attachment experience, but logistical and
technological support issues, as well as that of accommodation, need to be addressed if the programme is to flourish.
Community-based education in a rural district hospital can provide unique learning opportunities for students if the
opportunities are identified and the programme is well managed.
Peer reviewed. (Submitted: 2013-11-15. Accepted: 2013-02-17.) © SAAFP

Introduction

This paper is set against the first phase of a quality
improvement project and describes medical students’
opinions of factors that influenced their experience at a
rural, district-level hospital. A description of such factors is
relevant as there has been no initial evaluation of aspects
that pertain to rural hospitals, such as mentoring, orientation
and continuing medical education opportunities at the
study site. These factors are considered to be necessary for
medical students to gain an overall positive experience of a
community-based education programme.3,4

This paper presents the first phase of an ongoing quality
improvement review of the rural attachment undertaken by
final-year medical students during their Family Medicine
rotation at the University of KwaZulu-Natal. Academic
programme development should be iterative and contextspecific. As such, the reporting of this evaluation may not
lend itself to a traditional reporting format that is geared
towards experimental protocols within a tightly controlled
research setting.1 Quality improvement research aims to

Community-based medical education in South Africa has
its roots at the University of KwaZulu-Natal. In 1945, the
Institute of Family and Community Health was established
to teach and conduct research in community health
practices. This institute became the Medical School of the

describe four distinct elements of any quality improvement
project. These elements are a description of the problem
state, improvement activities, implemented changes and
evaluation methods.2
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perception of academic isolation and enhance his or her
positive experience.13 Students are also encouraged to
participate in continuing medical education programmes
which are a joint effort between the rural hospital and the
university.

then Natal University.5 In 1951, Dr Sydney Kark created
the term “community-orientated primary health care” while
working at the Polela Health Centre in KwaZulu-Natal.6
In order for the community-orientated primary healthcare
model to be effective, students need to be attached to a
decentralised, rural site. Training at a decentralised site
could add value and supplement medical student teaching
in traditional academic hospital settings.7

Fourthly, the literature supports that a community-based
medical education programme should pay attention
to student accommodation. The quality of students’
accommodation can have a disproportionate influence on
the students’ perceptions of the attachment.14 Every effort
should be made to meet students’ expectations regarding
accommodation.

It is being increasingly recognised that an advantage
of sending students to rural communities to serve the
community and to reflect on their experiences, may help
students rediscover some of the initial altruism that they may
have felt and which declined during their medical training.8
Another potential advantage of community-based medical
education is that medical students may practise alongside
and within multidisciplinary teams and this experience may
prepare them to work with other health professionals in their
future careers .9

The objectives of this study were to document student
experiences during their rural district hospital attachment,
and based on the findings of this study, to make changes to
the course and curriculum if necessary, and to ensure that
students and facilitators benefit from the attachment.

Method

There are several ways of presenting community-based
medical education to medical students. In some instances,
universities offer it as an elective experience, in which the
student can voluntarily choose to attend a rural practice.10
At other universities, such as the university at the study
site, students participating in a Family Medicine rotation are
obliged to fulfil a compulsory attachment for two weeks at
an urban district hospital and two weeks at a rural district
hospital. This review focuses on the rural component of the
attachment.

Data were collected by means of a self-administered
questionnaire which final-year (5th year) students completed
at the end of their Family Medicine rotation upon return
from the district hospital. The questionnaire was not
validated, nor was any standardised tool available, but it
was developed in consultation with an expert in the field
and based on prior experience of student comments
in such an environment. All students completing the
rotation were sampled. One hundred and sixty-eight of the
182 students completed the questionnaire; a 92% response
rate. The questionnaire used a mixed-methods approach to
evaluate student views. Quantitative data were then entered
into EpiData® and analysed descriptively. Qualitative data
were analysed thematically and used to support and explain
the obtained quantitative data. Ethical approval for this
evaluation was received from the University of KwaZuluNatal Human Social Sciences’ ethics committee as part of a
district-based learning project (HSS/1347/010) evaluation.
Consent was obtained from the students who completed
the questionnaire.

In the literature, several factors have been identified as
being necessary to enhance a student’s positive experience
of community-based medical education. Firstly, assigning
students to supervisors at the decentralised site has long
been employed by successful community-based medical
education programmes with the aim of improving the
students’ experience.11 The supervisor should be a health
professional who is based at the rural site and who acts as
a mentor throughout the student’s stay and who provides
support and contact between the student and the academic
training institution.11 Secondly, the literature supports
the concept that a supervisor should supply students
with a roster of activities which the student should aim to
accomplish while at the district hospital site.12

Results
These were grouped into the following themes:

Thirdly, a medical student should receive academic support
from the university (visits from the academic department,
Internet access and web-based support). Innovative means
of increasing available support to supervisors and to
medical students in a community-based medical education
programme include the use of video-conferencing
and teleconferences. The rationale is that bridging the
geographical barriers between the remote site and the
academic training institution may reduce the student’s
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•

Preparation and skills training prior to entering the
community.

•

Logistical issues, including allocation of a site supervisor,
rostering and orientation.

•

On-site teaching and supervision, including academic
activities.

•

Accommodation.

•

Available technical support.

•

Overall benefit from the experience.
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Theme 1: Preparation and skills training prior to
entering the community

cent of students said that they found these interactions to
be useful. In the first week, logistical concerns about the
rural attachment were discussed, and students were given
the opportunity to interact with their peers at other sites.
Students reflected on these benefits: “In terms of feeling
supported while in unfamiliar surroundings, it helped”,
and the teleconference “helped alleviate some feelings of
isolation”.

Students received a briefing at the university prior to their
departure, as well as specific skills training in practical
procedural skills. Eighty-six per cent of students who
answered this question found the skills training useful as
it was a good revision of skills previously learnt, and a
solid introduction to the practical exposure at the district
hospitals: “We had the opportunity to practice previously
learnt skills and refresh knowledge”,

In addition, during the second call, students were asked to
present a patient, whom they had encountered, who required
transfer from district to regional level care, where department
staff and colleagues acted as the receiving doctor. Students
were made aware of the need for clear communication,
documentation and motivation on their patient’s behalf, and
of the resource limitations that are inherent in such clinical
scenarios. Students felt that the teleconferences “made it
easier and to know when to transfer patients and which kind
of patient and what investigation and initial management to
undergo before referring”. During the teleconference, they
“learnt things that we do not usually get at school”, and
“It was a fun way to share our experiences and practice
referring patients”.

“Skills laboratory training was useful”, and “I was able to do
a lumbar puncture with confidence”.
Students also expressed the view that “insufficient time was
given to practicing the skills under supervision”.
Some students gave conflicting views about the skills
training that they had received prior to leaving for the district
hospitals, stating that “None of the skills were done in the
hospital”. Of the total group, 31% mentioned that they had
had to perform skills at their district hospital attachment
for which they were not trained, and for which they felt
inadequately prepared: “The skills session did not cover all
the skills”.
The skills related to surgery mainly, e.g. circumcision,
assisting in Caesarean sections, abscess drainage and
removal of foreign bodies. Such skills are difficult to simulate
in a skills laboratory and are also taught in other disciplines.

However, the teleconference experience was marred by
logistical problems with regard to setting up the calls and
maintaining good connectivity during the call. These factors
included “poor sound quality”, “a poor signal”, “a bad
telephone connection” and “constant interruptions”.

Theme 2: Logistical issues

Quality improvement project

Allocation of a site supervisor, rostering and
orientation

During the district hospital rotation, students were asked to
perform a quality improvement project on a predetermined
topic and review hospital practices in that regard. They
were then required to present their recommendations to the
hospital, as well as to the university department, during their
exam week.

Upon arrival at the rural hospital, 85% of students received
orientation to the hospital, 93.5% were allocated a specific
supervisor for the duration of their stay, and 55.4% received
a formal roster of activities for them to carry out. The
students who commented on poor orientation at the rural
hospitals highlighted the relevance of such an orientation,
and the importance of a dedicated supervisor: “They were
busy with ward rounds and supervisors did not take note
of us”.

Again, students seemed to have conflicting views on the
relevance of this activity. Some failed to see the benefit of
the task and described the quality improvement project as
“time-consuming” and “of no benefit”.
Those students who engaged with the task recognised that
it was as a useful learning opportunity that was relevant to
themselves and to the hospital: “It helped me understand
how to conduct a retrospective analysis and present the
findings”, and “Shortfalls in recordkeeping are very common
and result in a waste of resources”.

One of the main reasons for poor orientation and rostering
seemed to relate to poor communication between the
university and the supervisors with regard to what was
expected and when the students were arriving: “The coordinator was expecting us on the next Monday”, and “We
arrived on a Saturday and no-one was expecting us.”

Academic learning

Theme 3: On-site teaching and supervision, including
academic activities

Journal clubs were not frequently available to students.
Only 9.5% of students participated in such an activity.
Continuing medical education meetings were well attended,
with 85.7% of students stating they had participated in
such a learning activity. Formal consultant visit teaching

Teleconference
During their rural attachment, two conference calls were
arranged with staff from the department. Seventy-eight per

S Afr Fam Pract 2014

59

Vol 56 No 1

Original Research: Review of final-year medical students’ rural attachment at district hospitals in KwaZulu-Natal

procedures: “In the out-patient department, we clerked
patients and presented them to the consultant. This helped
patients because they did not stay for so long in the queue.
We also assisted in theatre and took blood and did other
procedures”.

was reported to have occurred by 71.4% of students who
attended a rural hospital.
Multidisciplinary teamwork
58.3% of students said they were exposed to the
multidisciplinary team. This was only a recommendation
to students and no formal mark allocation or activity was
planned with the multidisciplinary team. However, those
who engaged in this experience were able to appreciate the
benefit of working in a team: “We learnt the roles of other
health professionals”, and “We broadened our knowledge
… the dependence on each other was emphasised for the
best outcome for our patients”.

They recognised that the district hospitals were understaffed
and saw themselves as part of the medical team: “You
become a member of the team and work very hard,
especially in a busy outpatient department”.

Eighty-seven per cent of students at rural hospitals utilised
the hospital accommodation that was provided to them. Of
the students who made use of the accommodation, 76%
found it to be “above average” or “average”, indicating
that there are still some concerns with regard to student
accommodation that need to be addressed.

They also saw the benefit that they provided to the
hospital in terms of offering up-to-date information on new
management protocols. Through their quality improvement
project, students were also able to make hospitals aware
of issues that could be improved and gave feedback where
necessary: “At (the hospital), they were out of touch with
current practice guidelines and required a refresher”, and
“Many staff members do not have time to do a quality
improvement project, therefore by getting students to do it,
it gives the hospital an indication as to what is happening
that they might not have been aware of”.

Theme 5: Available technical support

Benefits to the students

In general, less than half of the students had access to
any technical support while at the rural hospitals. Even
basic resources, such as computers (available to 44% of
students), and the Internet (available to less than 35% of
students), were not readily available. The technical facilities
and resources that were accessed by students are detailed
in Figure 1.

Students viewed their rural attachment as an important
way in which to gain practical skills. They enjoyed the
smaller groups and the more direct supervision from willing
supervisors: “We got to do a lot of procedures and the
staff was friendly”, and “Smaller groups gave us more of
a chance to perform clinical skills”, and “The doctors were
extremely helpful”.

Student activities rely quite heavily on the use of computers
and on accessing Internet resources. If such activities are
to be continued, the availability of technical support needs
to be addressed as less than half of the students reported
having access to such facilities.

They also said that their learning was more than just practical
skills and knowledge acquisition, as they were “exposed to
different aspects of medicine, like resource management”,
and “The doctors at (the hospital) are passionate, helpful
and hardworking, and make good role models”.

Theme 6: Overall benefit of the experience

Some students concluded that “the whole of the Family
Medicine block should be done at rural hospitals as we
are getting enough exposure to urban hospitals in other
blocks”.

Theme 4: Accommodation

Benefits to the hospital
The majority of students viewed their main benefit to the
hospital as being practical support through providing
assistance by seeing patients and performing various
50

Discussion
It has been stated that a negative rural experience for
students is worse than no experience at all.15 Knowing the
components that go towards making such an experience
positive,12 it is incumbent upon departments that provide
a rural training experience to ensure that this experience
engenders a positive attitude in participants.
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Therefore, the rural placement of students in the Family
Medicine block needs to be reviewed regularly to ensure
that the students’ experience remains positive.
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Research into a parallel rural curriculum in Australia3
identified the importance of building relationships with

Figure 1: Resources that were available to the students at the rural
hospitals
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This is consistent with studies in rural Australia where
medical students actively participated in undergraduate,
postgraduate and continuing medical education
programmes, often with improved academic results,
in comparison to students who were urban-based.3,19
Students also described an awareness of learning more
than just knowledge and skills. Some reported developing
attitudes of empathy and respect for staff and patients at
the district hospital. This is an issue that could be exploited
as a learning objective while at the rural sites.20

healthcare providers who supported students, and of
orienting students when they arrived on site. Orientation
upon arrival is important. It is of concern that 15% of
students who visited rural sites received no orientation on
arrival. The reasons for this need to be clearly understood,
but this may indicate a need for the university department
to engage more closely with the various sites to ensure that
standardised orientation is offered to arriving students. The
rostering of various activities should be closely linked with
the orientation that is given to students. This is well justified
in the literature, where adequate entry into the community
is noted to be pivotal to meaningful engagement in the
community.16

In an age where telecommunication is of vital importance,
not only to academic learning, but also to daily
communication, it is of concern that students did not have
these resources made available to them. When evaluating
rural longitudinal integrated teaching sites, Couper
concluded that communication strategies to limit student
isolation and improve teaching and support, were essential
for rural programmes.19 The department of Family Medicine
and the University of KwaZulu-Natal needs to make more
of an effort to provide students with the means to access
the Internet. Some novel approaches could be adopted as
network availability at most of the sites is now no longer an
issue.21

The pre-departure skills training offered to the students
during their orientation was found to be useful by the
majority of students, but it is of concern that 15% of the
class thought that it was unnecessary. This may be because
many of these skills are taught elsewhere in the curriculum
by other departments, and the students viewed this as a
waste of time, rather than necessary revision. What is
significant though is that 31% of students reported being
exposed to procedures that they had not been prepared
for by the training. Further work needs to be carried out
to establish what these skills are, and to adapt the skills
training, if necessary.

The issue of student accommodation needs to be
acknowledged, especially as the vast majority of students
at the rural sites were obliged to use what the university
supplied. The focus of the university should be on providing
good, rather than adequate, accommodation, if this
programme is to flourish.12

Research in Australia on the parallel rural curriculum17
showed that students benefited from working with a variety
of healthcare professionals, including allied healthcare
professionals. Learning to work within a multidisciplinary
team has been shown to have the advantages of allowing
students to appreciate the contribution of other disciplines,
of providing comprehensive patient care, and sharing clinical
skills among disciplines.18 This exposure to allied healthcare
professionals needs to be structured with clear learning
outcomes if students are to benefit from the exposure.3 It is
disappointing that just over half the class only was exposed
to the working of the multidisciplinary team as this was an
expressed outcome of the attachment.

Conclusion
In order for the rural attachment to remain relevant, there
needs to be a continual process of re-evaluation. This paper
documents some of that review process, and is hopefully of
relevance to institutions that are involved in similar activities.
Students were generally positive about their experience at
the rural hospitals.
An issue that was highlighted as a possible area of
improvement was more formal communication between
the academic institution and the teaching site. This, in
turn, would also improve the orientation, rostering and
supervision that the students receive from the site mentors.
Technological support needs to be improved, both to allow
students to maintain contact with the university and their
peers, as well as to complete assignments while at the rural
site.

The quality improvement project that was undertaken
was viewed as a useful task that gave students valuable
insight beyond the clinical concerns of patients only. They
highlighted the importance of this task and said that it was
a positive benefit for the hospital in return for hosting them
in the community.
There seemed to be adequate exposure to formal teaching
at the rural sites, both in the form of consultant visits and
continuing medical education activities. In addition, some
students even stated their preference for teaching at the
rural hospitals as there was less competition for teaching
and learning opportunities than that in larger, urban
hospitals.
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objectives of the programme, and to ensure that the full
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will remain a challenge when using any remote sites,
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and the university will need to ensure that appropriate
accommodation is always available.
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