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Background. A current challenge in the training of healthcare professionals is to produce socially responsive graduates who are prepared for work in
community settings. Community-based education (CBE) and service learning (SL) are teaching approaches used in the Faculty of Health Sciences at
the University of the Free State (UFS), Bloemfontein, South Africa to address these challenges. Students have different views with regard to CBE and
SL, and by surveying these perceptions information can be gained on how to better integrate CBE and SL into learning programmes.
Objective. To investigate students’ perceptions of CBE and SL in a health sciences faculty.
Methods. Nominal group discussion was conducted to identify topics to explore students’ perceptions of CBE and SL. A questionnaire was administered
to all undergraduate health sciences students at UFS to survey their perceptions of CBE and SL.
Results. Twenty different themes were identified that had a positive or negative impact on the students’ perceptions of CBE and SL. Positive aspects
included personal growth, exposure to a diversity of patients, gaining practical experience and enhancement of inter- and intrapersonal skills.
However, the students perceived the following as negative or inadequate: the organisation of CBE and SL; availability of resources; attitude of healthcare
professionals; and prior orientation.
Conclusion. CBE and SL need to be carefully implemented and managed to enhance the learning experience for students and produce socially
responsive healthcare professionals who are equipped to address the healthcare challenges in their communities.
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Globally, more than a billion people never consult a
healthcare worker in their lives. Inequitable and ineffective
healthcare systems are weakened by a scarcity and
maldistribution of the healthcare workforce.[1] Together
with other stakeholders, health professional schools can
play a key role in reducing inequality and improving health equity. The
Global Independent Commission on Education of Health Professionals for
the 21st Century (2010) calls for transforming institutional and educational
approaches to better meet changing health systems needs.[2] Furthermore,
in late 2010, the Global Consensus for Social Accountability of Medical
Schools (GCSA) urged schools to improve their response to current and
future health-related needs and challenges in society and reorientate their
activities accordingly.[3] From the above it follows that it is necessary for
health professional schools to engage with the community as an essential
strategy to achieve a diverse healthforce, increasing access to healthcare and
eliminating health disparities.
In South Africa (SA), as in the rest of the world, community engagement
plays an important part in higher education. Reorientation of health professions
education to an inclusive primary healthcare approach was called for in the
White Paper on the Transformation of the Healthcare System in SA.[4] Some[5,6]
argue that the educational programme for healthcare professionals should
deliver graduates who are prepared for work in community settings, resulting
from the move from fixed institutions, such as hospitals, to various settings
in the community. Community-based education (CBE) and service learning
(SL) as a means of achieving greater social responsibility have become more
prominent in health professions education worldwide.

CBE in a medical context can be defined as learning activities that take place
within communities and take into consideration the main health problems
of the country, but do not directly engage the community in the design,
conduct and/or evaluation of these activities.[7,8]
SL has been defined as ‘an educational approach involving
curriculum-based, credit-bearing learning experiences in which
students (a) participate in contextualised, well-structured and organised
service activities aimed at addressing identified service needs in a
community, and (b) reflect on the service experiences in order to gain
a deeper understanding of the linkage between curriculum content and
community dynamics, as well as achieve personal growth and a sense of
social responsibility. It requires a collaborative partnership context that
enhances mutual, reciprocal teaching and learning among all members
of the partnership.’[9]
The Faculty of Health Sciences at the University of the Free State (UFS),
Bloemfontein, SA recognises the tremendous potential of CBE and SL to
enhance health professions education, as both allow students to apply the
information they learn in the classroom to real-world settings and provide
an important avenue for self-reflection. CBE and SL contributed to the
restructuring of clinical education in the Faculty, and various modules
using CBE and SL are offered throughout the different study years across
the various programmes. In our Faculty, CBE and SL vary, e.g. in terms of
duration and number of outreaches.
Students’ ability to learn is to a great extent affected by their perception
of the specific learning environment. Perception in this study refers to the
way students view, understand and interpret CBE and SL. If students have a
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negative perception of the learning environment, they will have a negative
attitude towards the learning that is expected to take place, which could
result in less effort put into the task at hand and ultimately less learning.
Positive attitudes and perceptions may be encouraged by creating a better
learning climate, ensuring the quality and quantity of the resources and
gaining individual acceptance of the students.[10]
It is important to understand students’ perceptions with regard to CBE
and SL and take these into consideration in the design and implementation
to enhance the students’ experiences, which will in turn enhance the success
thereof and result in graduates who are more socially responsive, able and
willing to work in community settings.

included students instructed in either Afrikaans or English, as well as male
and female students.

Methods

Data analysis

A combination of methods was used to generate data; these findings were
interpreted to form the basis for the recommendations on the improvement
of CBE and SL. During Phase I of the mixed-methods research design, data
were collected by means of a nominal group technique. Nominal group
discussions were held with the class leaders to identify possible themes/
topics to describe the perceptions of health sciences students with regard to
CBE and SL. These themes and topics were used to design a questionnaire,
which formed Phase II of the research.[11]
The questionnaire survey used a quantitative approach with elements
of qualitative research. The aim of the survey was to obtain demographic
information of the participants, explore the students’ perceptions regarding
CBE and SL, and identify whether there are certain factors that influence
students’ experiences of CBE and SL.
The questionnaire contained both open-ended and closed questions,
with various scaling methods, e.g. nominal measurements were used in the
demography section, while a Likert scale was used to obtain measurements
from the closed questions in the other sections.[11] Sufficient open space was
provided after the open-ended questions so that respondents could write
down their comments/responses.

Results

Study design

Study population

A questionnaire survey was administered to all students registered for
undergraduate degree programmes in the Faculty of Health Sciences, UFS,
who participated in CBE and/or SL during 2011. Of the 1 063 students
registered, 792 (74.5%) completed the survey (Table 1). The population
Table 1. Numbers of registered undergraduate students in the Faculty
of Health Sciences, UFS, who completed the questionnaire survey
(N=792)
Year of study
Academic programmes

I

II

III

IV

V

Total

MB ChB

128

0*

99

54

76

357

B Occupational Therapy

31

31

6

27

NA

95

BSc Physiotherapy

40

33

38

30

NA

141

BSc Dietetics

0*

0*

0*

18

NA

18

B Optometry

0*

0*

23

0*

NA

23

BSocSc (Nursing)

60

27

30

41

NA

158

259

91

196

170

76

792

Total

NA = not applicable, as these programmes are 4-year degree courses.
* No CBE/SL in these study years.

162

November 2015, Vol. 7, No. 2 AJHPE

Data collection

Questionnaires were handed out to students directly after an academic
contact session, following their completion of the CBE or SL section in
their respective modules. Participation was voluntary and questionnaires
were completed anonymously. Students had 20 minutes to complete the
questionnaire, which gave them adequate time to consider their answers.
After completion of the questionnaires, the participants placed these in a
box to ensure anonymity and confidentiality.

Quantitative data from the questionnaire surveys were analysed
descriptively by the Department of Biostatistics, UFS, using frequencies and
percentages for the categorical variables. The qualitative data were analysed
by the researcher (SBK) by reading and reflection, identification of themes,
establishment of patterns and connections, as well as coding. Following
the analysis of the data, both the quantitative and qualitative data were
categorised into different themes.
Ethical approval was obtained from the Ethics Committee at the Faculty
of Health Sciences, UFS (ECUFS No. 77/2011).

Twenty different themes were identified and divided into aspects that had
either a positive or a negative influence on the way students perceived CBE
and/or SL. The themes are presented in Table 2, together with some of the
verbatim quotes from the students to substantiate the theme.

Discussion

Based on the information obtained by means of the questionnaire survey, it was
clear that the students regarded CBE and SL as valuable and enjoyed it. They
agreed that by means of CBE and SL they had the opportunity to experience the
‘human aspect’ of patients, could put their knowledge into practice, and learn about
the roles and values of the multidisciplinary teams. CBE and SL improved their
sensitivity towards other cultures, self-confidence, interpersonal communication
skills, problem-solving skills and other professional competencies.
However, a number of aspects that students perceived as negative were
identified. Consequently, certain recommendations could be made with regard
to the improvement of CBE and SL in the Faculty of Health Sciences, with a view
to enhance the experiences of undergraduate health sciences students.
The researcher proposes that when implementing and managing CBE and
SL in undergraduate health sciences programmes, certain steps should be
included to enhance the students’ experiences thereof and meet the underlying
principles for which CBE and SL are intended (Kruger SB. Community based
education and service learning: Experiences of health sciences students at
the University of the Free State. Unpublished Doctoral Thesis. Bloemfontein:
University of the Free State, 2013). The steps proposed by SBK concur with
those set out by the Higher Education Quality Committee (HEQC)[11] for the
development of a curriculum model for service learning, with certain key
steps in the development of a CBE programme.[12]

Planning CBE and SL

A number of important steps need to be taken when planning CBE and
SL. The first step is to set clear module outcomes. It is crucial to ensure
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Table 2. Themes that influenced students’ perceptions of CBE and SL
Positive

Verbatim quotes by students

Achievement of personal growth

‘It helped me to grow as a person which made me more competent in my personal life.’
‘Gained personal growth and development.’

Exposure to a variety of conditions/cases in
their respective fields of study

‘Diversity in the patient profiles.’
‘It is challenging, there is a huge variety in patients.’

Enhancement of social responsiveness

‘There it feels like I am actually making a difference.’
‘It gives one a great sense of purpose.’

Gaining interpersonal skills

‘To enhance personal relations with my peers and other professionals.’
‘To be able to learn and experience with my fellow students.’

Exposure to different cultures

‘Working with different cultures.’
‘Give insight into other cultures.’

Application of theoretical knowledge

‘It is nice to experience everything in practical and not only to learn in theory.’
‘Challenging. Learn a lot more through experience.’

Expanding theoretical knowledge

‘It gave me a new perspective and challenged me to search for solutions to some problems.’

Gaining professional competencies

‘Took me out of my comfort zone and I learnt new competencies.’
‘Had to make decisions yourself and bear responsibility. I enjoyed it.’

Feeling valued in the community

‘To see how thankful the people are afterwards.’
‘It was nice to see how thankful the less fortunate was for the help they receive.’

Working in multidisciplinary teams

‘To see how the multidisciplinary team works and experiences the hospital environment.’
‘It helps me to learn more about other fields.’

Gradual introduction into clinical field

‘It gives one a viewpoint of how things in the future in your career can work from early on in your studies.’

Negative
Poor organisation

‘To have set out schedules/time tables to minimize wastages.’
‘Place the students where there are learning opportunities other than being at a place yet you have nothing to do.’
‘Monitor students attendance regularly, it is bad that some students never attend sessions and lie and get away
with that.’

Negative attitude of healthcare professionals

‘The staff at the community centers should be encouraged to be more willing to teach.’
‘Only staff that are willing to be involved with students should be involved.’

Feeling unproductive

‘Place the students where there are learning opportunities.’
‘Theory in class does not match the practical aspects.’

Exposure to traumatic situations

‘The necessary debriefing after traumatic experiences.’
‘It gets overwhelming in the final year and there is very little support for the students, it gets very depressing at times.’

Availability of resources

‘Improve hospital conditions.’
‘The clinics need proper equipment.’

Communication difficulties

‘Communication between the faculty and the skills providers at the community facilities needs to be improved.’
‘An effort to communicate better with students as to the state of affairs.’
‘Learn Sesotho.’

Transport problems

‘Transport must be available.’
‘Not all students have cars, organise transport.’

Insufficient orientation

‘Enough training beforehand should be conducted.’
‘Maybe prepare students in depth as to what is expected of them.’

Unstructured reflection

‘Reflections need to be more structured and done in private.’

that these outcomes address the healthcare needs of the community; clarify
social, economic, cultural and political issues underlying the source of
community needs; and enhance academic learning, personal growth and
social responsibility of students. These outcomes should be clear, action
orientated and measurable.
The second step is to assign tasks to the learning outcomes that are
applicable to the students’ level of knowledge and skills, in line with the
outcomes and achievable in the community.

Thirdly, teaching methods can then be assigned to the different tasks.
These teaching methods should be in the correct combination and level
of students’ knowledge and skills to facilitate and support learning from
communities and integration of experiential learning.
The fourth and fifth steps are to assign assessment criteria and academic
credits to the activities.
The next steps may be done in any order or simultaneously. Appropriate
community service placements should be selected, with healthcare needs
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that relate to the set module outcomes, and students should have the
appropriate skills and knowledge to address these needs. Furthermore,
community settings should provide students with exposure to a variety of
pathologies, be able to accommodate the students and have the necessary
resources.
Academic staff should plan the duration of CBE and SL activities and
schedule them in the students’ academic rosters. Time frames should be
reasonable to successfully complete the activities. Healthcare personnel
from multiple professions and across disciplines have to be recruited and
appointed. They should be knowledgeable, willing and able to supervise
students and receive training with regard to their roles, responsibilities
and module outcomes. Sufficient transport should be arranged and a
professional counsellor or psychologist should be available to assist students
with traumatic emotional experiences.
The final step that needs to be taken when planning CBE and SL is to
orientate the students. Orientation should include the following elements:
• Introduce the concepts of CBE and SL.
• Emphasise the importance of CBE and SL.
• Prepare students with regard to what to expect.
• Orientate students to module-specific content.
• Explain what is expected of students in terms of outcomes.
• Explain assessment criteria.
• Discuss student reflections and indicate the frequency, format and content.
• Inform students about support services, e.g. transport, psychologist.
• Divide students into groups (multicultural and different languages).
• Hand out schedules.
• Provide clear directions to community sites.
• Inform students about professional courtesy, ethics, rights and responsibilities.
• Discuss the different activities that students need to perform.
• Discuss possible challenges and problems that students may encounter
and possible solutions.

Actions during CBE and SL

The following actions should be executed on a continuous basis throughout
the duration of CBE and SL: students’ attendance should be strictly
monitored at all times. Regular communication should take place between
all stakeholders, including initial consultations with individuals at
community settings and healthcare facilities at the beginning of CBE and
SL to identify the broad healthcare needs of the community, negotiate CBE
and SL activities and the aims and objectives of such activities, highlight
the potential benefits for the community, and emphasise the importance of
mutual respect and co-operation.
Other important actions are that academic staff should have regular
meetings throughout the duration of CBE and SL at community settings
and healthcare facilities with individuals, supervisors and students to
ensure that everyone is working towards the same goal and objectives,
confirm schedules for future CBE and SL, identify problems and challenges
and discuss possible solutions. It should also be confirmed whether the
necessary resources are available at the different sites where CBE and SL
are planned.
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After CBE and SL

On completion of CBE and SL it is important to celebrate the success with
all the relevant role players and show appreciation for their respective inputs
in the success of the initiative.
Allow students to evaluate CBE and SL and receive their inputs and feelings
with regard to the experience. Evaluate whether module outcomes have been met
and students’ personal growth and social responsiveness have increased. These
evaluations and recommendations may be used to adapt CBE and SL if necessary.

Conclusion

The current challenge of health professionals’ training is that programmes
should produce graduates who are prepared and willing to work in community
settings to improve the current health status of individuals and groups and the
health systems performance of the country in which they live. CBE and SL
are teaching approaches to address this challenge. If CBE and SL could be
implemented and managed successfully and students perceived it as positive
learning experiences, they would acquire an understanding of the current
health needs and challenges facing communities, have the opportunity
to apply their theoretical knowledge, and learn in an environment that
resembles their future professional career environment. Moreover, they will be
equipped with a number of professional competencies and skills, experience
interprofessional and multidisciplinary teams working together and interact
with different cultures, while their social responsiveness will be enhanced.
The description of the perceptions of undergraduate health sciences
students concerning CBE and SL generated from this study may be
generalised beyond its local application as it may be applicable to other
situations and groups. Therefore, the researcher proposes expansion of the
use of the survey instrument developed for the purpose of this study by
other faculties at UFS and other faculties of health sciences, both locally
and internationally, as a means of generating comprehensive information
regarding students’ perceptions of CBE and SL in other settings, as well as
encouraging future research in this regard.
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