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FOREWORD

The Academy of Science of South Africa (ASSAf) has a mandate to provide
evidence-based science advice to policymakers. This consensus report is in
fulfilment of this mandate.

The fraining of healthcare professionals is a topic that impacts on us all. The findings
and recommendations of this study are thus likely to be of inferest to a wide-
ranging audience, over and above policymakers and educators. The challenges
facing the health education sector are enormous and are deeply embedded in
our inequitable society. How we frain our healthcare professionals to address these
challenges is the topic under scrutiny in this report.

The ten-member consensus study panel, under the leadership of Prof Jimmy Volmink,
is to be commended on their diligence and on vast amount of evidence that they
have amassed to inform the recommendations, both pedagogic and systemic,
that they have made. This report is a product of their volunteer commitment and
| thank them for their dedication to the task and look forward to the debates that
will ensue following the release of the report.

I thank all those who were involved in the preparation and production of this report,
particularly the Academy staff who supported the panel in their work.

Professor Jonathan Jansen
President: Academy of Science of South Africa
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EXECUTIVE SUMMARY

South Africa’s quadruple burden of disease, shorfage of trained health personnel,
particularly in under-resourced and rural areas, and the ongoing higher education
crisis places unique challenges on the health sciences education (HSE) sector. The
goal of health professional education (HPE) is to produce a cadre of well-trained
and appropriately skilled health workers at all levels of the healthcare system who
are able to work together effectively to ensure universal healthcare coverage and
advance health for all. Globally, HPE is changing dramatically in keeping with
changing patient demands, healthcare systems and technologies.

This report reflects the consensus of a study panel, working under the auspices of
the Academy of Science of South Africa (ASSAf), who were tasked with assessing
HPE in South Africa with a view to providing evidence-based advice to decision-
makers on how HPE might be transformed to improve the health of the nation.
The report aims to address the full value chain in health sciences education from
student selection, through pedagogical developments, unpacking of the current
bottlenecks in the system and looking at how the future health sciences education
system can be financed and regulated.

The introduction chapter places the uniquely South African and African challenges
within the context of global developments before describing the project brief and
study methodology.

Chapter 2 explains and outlines the conceptual framework used to guide the
panel’'s deliberations. A cyclical process is envisaged, where population health
and wellness needs determine the required health services which define the
healthcare professional (HCP) skills mix and, in turn, drive the educational content,
processes and outcomes. Embedded within this is the triangle of quantity, quality
and relevance which is subject to iterative monitoring and evaluation within an
overarching, collaborative leadership and governance mechanism.

Chapter 3 examines the topic of student selection and aims to identify the
criteria that best predict student retention and success. While prior academic
achievement appears to be the best indicator of success for both advantaged
and disadvantaged students, clinical competency is not predicted purely by
previous academic performance. There is a need to reconceptualise student
selection with the aim of evaluating a broader set of criteria than those currently in
use. This chapter also identifies barriers to selection and success requiring particular
aftention in the South African context. The panel recommends that universities
conduct rigorous research to determine which selection criteria and support
measures best correlate with student success and the attainment of desired
graduate competencies in the South African setting. This is needed to inform and
promote evidence-based interventions mostly likely to advance equity of student
access and outcome.

Chapter 4 puts some figures to the crisis facing South Africa in terms of production
andretention of skilled health workers and explores the best options forscalingup the

L
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health workforce in the medium to long term. There is a need for improved human
resources planning supported by a regulatory environment that tracks and reports
on key indicators. The ability of public-sector academic institutions to scale up the
production of HCPs needs to be strengthened by ensuring adequate infrastructure;
expanding the clinical training platform; providing adequate numbers of clinical
supervisors and teachers; and, funding operational costs related to training and
efforts to support academic careers. Overall, production capacity should be
increased by optimising the role of both public and private sectors and infroducing
international scholarship programmes.

Greater use of information and communications technology (ICT) to augment
tuition can help facilitate increased production and reduce costs. ICT is particularly
useful for supporting decentralised training and efforts to shift fraining to rural and
underserved communifies. The panel also recommends that strategies to improve
retention during studies should be incorporated into all health-sector academic
institutions as part of accreditation requirements within a policy environment that
fracks retention rates and incentivises institutions to improve such rates. Higher
education instfitutions (HEIs) should, furthermore, partner with health departments
to provide professional support to HCPs, especially those working in rural or
underserved areas, to reduce attrition.

Chapter 5 takes a more in-depth look at the challenges facing HCPs in rural and
underserved areas. It aims fo unpack and understand the factors likely to influence
graduates to work and remain in rural communities. The panel believes that training
should be orientated fowards addressing inequity and meeting the needs of the
most underserved, through supporting a primary care focus and increasing the
supply of health professionals fo rural areas. In their student-selection policies, HEls
should prioritise applicants from rural and remote areas who meet the minimum
academic criteria, fo address the urban-rural maldistribution of graduates. Faculties
should also explore local adaptations of various models of rural education, with a
stipulated minimum clinical time spent in rural areas for each curriculum. Whatever
model is chosen, it should be accompanied by an implementation plan that builds
on the strengths of rural medical education approaches while overcoming the
challenges of training students in remote locations. Community members, health
practitioners and other relevant service providers in rural and underserved settings
must be trained and developed as the key teachers of students in these areas.
Community-oriented primary care is recommended as a strategy for service and
learning, as this approach meets all stakeholders’ needs in underserved rural and
urban settings. As evidence of their social accountability, health science faculties
must demonstrate the impact they have on service delivery through the distribution
of their graduates and the extent to which they are supporting primary healthcare
in rural and underserved areas after completion of community service.

Chapters 6 to 8 investigate in more detail the changing demands on healthcare
workers and how the education/academic system needs to adapt to produce the
type of future HCP needed.

Chapter 6 looks atf inter-professional education and collaborative practice
(IPECP) outlining the key components of such a strategy; why it is a transformative
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approach; the barriers and challenges; providing innovative ideas to empower
role models through faculty development and capacity building in the service-
delivery sector; and, exploring ways to ensure the sustainability of IPECP in South
Africa. IPECP presents great potential for fransformative learning and health-system
fransformation, and for improving health outcomes and the cost of healthcare. It
also facilitates health equity and universal access by addressing the challenges
posed by shortages of human resources.

To enable IPECP to become sustainably embedded in HPE in South Africa, the
panel recommends the formation of a multi-stakeholder, national working group to
develop and guide implementation of a strategic plan for IPECP. The plan should
include a detailed stakeholder analysis and stakeholder engagement to ensure
buy-in. It should also delineate an IPECP competency framework and an inter-
professional education (IPE) curriculum, based on this competency framework,
for undergraduate, postgraduate and contfinuous professional education of
HCPs. The curriculum should provide comprehensive guidance to educators
and students on teaching and learning activities to ensure that the required
competencies are reached, as well as a detailed assessment strategy. It will have
to take cognisance of the need for IPE to be integrated into existing curricula
and modules on a confinuum from early exposure to other professions through
to collaborative practice in teams in the practice sefting. It should also be easily
adaptable fo changing population needs. There should, furthermore, be a plan
for ensuring the required educational capacity development of educators and
service providers involved in the integration and implementation of IPE curricula.
Other areas requiring attention are research to ensure that the implementation
of IPECP in South Africa is based on evidence and will achieve impact; and the
removal of instructional and institutional barriers.

Chapter 7 discusses the core competencies required for different categories of
HCPs in the South African confext and what pedagogical approaches would
best facilitate acquisition of these competencies. An IPECP strategy should inform
competency development. The panel recommends a hybrid competency-based
education model that emphasises the process of learning and the achievement
of learning outcomes. Transformation of learning among HCPs will require a
meaningful combination of teaching, learning and assessment approaches.

Chapter 8, which discusses faculty development, infroduces the concept of
relationship-centred teaching and learning as fundamental to the achievement
of transformative HPE. This is particularly important for IPEPC which depends
on cooperation and consensus among educators from different professional
backgrounds. The panel recommends an approach to faculty development which
contributes to health professions educators becoming more responsive to their
internal learning community, as well as to the community beyond the institution. This
comprises a progressive process including: a supportive institutional climate which
values teaching, recruitment and integration of faculty; competency for change
agency; transformative educational strategies; adaptive education communities;
and scholarship and reflection.
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Chapter 9 shifts the focus to the fransition from university to employment. |t
examines the internship and community-service obligations and explores options
for transforming this part of HCP fraining fo enhance health and educational
outcomes. The panel recommends an approach in which universities take
responsibility for education and professional development from undergraduate
years through to internship and community service (CS). It concludes that this is
likely to improve the alignment of undergraduate education and health-system
outcomes through skills development, promotion of advocacy and collaboration.
It suggests that medical internship be renamed 'Postgraduate Years 1 & 2' which
would signal a shift from the mindset of interns as the lowest level of medical worker
to the active development of young professionals better prepared for the public
health service. Accordingly, community service could be renamed ‘Postgraduate
Year 3' and active support provided for preparation for specialty training. There
needs to be greater grounding and support in primary and community-oriented
care for interns and CS doctors to be able to tackle the broader challenges of
healthcare in a given district, as opposed to being exclusively hospital-based. It is
further recommended that earlier differentiation of postgraduates into specialties
be considered, as the current nine years is long for the production of a generalist
doctor.

Chapter 10 discusses the current financial costing of health sciences education in
the country and how existing and potential new streams, government bodies and
departments and institutional linkages can be enhanced. It is the view of the panel
that tfransformation of HPE, as envisaged in this report, will be difficult fo achieve in
the absence of tfransformative funding arrangements.

Longstanding shortcomings in planning, organising and financing of health
sciences education in South Africa are related to difficulties in aligning the interests
of key stakeholders. There is a need for a coordinated, long-term analysis of human
resource needs and an agreed plan by discipline for expansion of supply in the
short, medium and long term. A more rational, systemic and integrated approach
to demand and supply-side planning, with regular costing, better alignment
of incentives and improved performance management, should be adoptfed.
Strengthening governance structures at national and provincial level, and building
a joint vision is the critical first step to ensure that detailed costing and planning
activities produce their intended benefit. The establishment of the Joint Health
Sciences Education Committee (JHSEC) was an important step fowards joint
planning. However, the approach to date has been uncoordinated and urgent
action is required to strengthen the capacity and accelerate the momentum of
the JHSEC. This needs to occur along with the ability to commission investigations,
establish sub-committees and make recommendations to relevant Ministers.
JHSEC needs to draw on deans of HEIs and provincial heads of department. It
also needs to facilitate a framework for provincial committees that can undertake
negotiations around issues such as joint agreements and training plans, and, where
necessary, play a role in adjudicating disputes. The JHSEC membership needs to
be strengthened to enhance governance and coordination. If the appropriate
governance structures are in place and strong, the necessary planning and costing
studies, and other investigations such as on the design of joint agreements would
be facilitated.
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At the institutional level, provinces have assumed responsibility and authority over
healthinstitutions, such as hospitals, and have generally moved to distance HEIls from
this function. However, given the centrality of skills development in South Africa, the
joint nature of the service-teaching-research platform and severe quality problems
in many parts of the public health sector, strong consideration should be given
to reviving the concept of the academic health-sciences complex with a joint
governing board. This model, if properly supported, has the potential to radically
improve skills development, institutional governance and quality, and could form
a basis for strengthening alignment of interests and more effective service delivery,
as well as health sciences education. The model also has relevance in the context
of greater institutional decentralisation required for the purchaser-provider split
under the proposed National Health Insurance.

In conclusion, thisreport provides a consensus view on transformative efforts needed
with respect to the education and training of HCPs in South Africa to consolidate
current and enhance new efforts fo address the severe quantitative and qualitative
shortfall in the health workforce and improve health. In fulfilling its brief the panel
examined the most relevant and reliable evidence, where available, with the goal
of making evidence-based recommendations that are appropriate and feasible
in our setting. The panel hopes it will encourage ongoing debate and discussion on
this vital topic.
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CHAPTER 1

Infroduction

1.1 Global context

Almost 70 years since the signing of the Universal Declaration of Human Rights,
improving the health and well-being of populations, reducing health inequities and
ensuring people-centred health systems persist around the globe (WHO Regional
Office for Europe, 2014). The World Health Organisation (WHO) states that these
“inequities in health are widespread, persistent, unnecessary and unjust, and
tackling them should be a high priority at all levels of governance” (Marmot and
WHO, 2013; WHO Regional Office for Europe, 2014).

The global health environment is constantly evolving due to changing disease pat-
terns and profiles; new threats to health and security; health inequities within and
between countries; shiffing population demographics; developments in informao-
fion communication and tfechnology (ICT); and, peoples’ changing understanding
of their healthcare needs.

Meanwhile, healthcare provision has become more diversified and is being
delivered in a broad range of settings focusing not only on individuals but also
on communities and society. As a consequence of a constantly changing
environment, the roles of healthcare professionals (HCPs) are rapidly evolving.
It follows that the relationships between HCPs and patients, peers, healthcare
teams, employers, health systems and professional regulators are also changing
or may need to change. The rapid expansion of knowledge, and, in particular,
the greater accessibility fo evidence, will redefine how HCPs interact with patients
and communities, challenging fraditional views of professionalism. All of this points
to major changes in the type of fraining required for HCPs at undergraduate and
postgraduate levels through to confinuing professional education.

Compounding the problem is the global crisis in human resources for health. As far
back as 2006, the WHO identified a shortage of 4.3 million trained health workers and
pointed out that fraditional approaches to solving the challenge would no longer
work (WHO, 2006). It is important to keep in mind, however, that improving health
and well-being requires involvement of a wide range of sectors and stakeholders
starting with the government and the healthcare system and continuing all the
way downstream to individual practitioners and individuals seeking healthcare.

One of the most important components of this chain is the education sector
which produces successive generations of HCPs. Understanding the needs and
adaptations required in this sector to meet the changing health demands is the
main focus of this report.

The Lancet Commission report on the future of HPE, to which the study panel
has constantly referred during the course of its work, is one of the most influential
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documents to have emerged inrecent years (Frenk et al., 2010). Twenty academic
leaders reviewed the state of health professional education (HPE) with a view to
formulating a shared vision and common strategy for fransformation. The group
highlighted some glaring problems facing HPE noting "By the beginning of the
215" century, however, all is not well. Glaring gaps and inequities exist both within
and between countries, underscoring our collective failure to share the collective
health advances equitably. At the same time fresh health challenges loom. New
infectious, environmental, and behavioural risks at a time of rapid demographic
and epidemiological fransitions, threaten health security of all. Health systems
worldwide are struggling to keep up, as they become more complex and costly,
placing additional demands on health workers. Professional education has not
kept pace with these challenges, largely because of fragmented, outdated, and
static curricula that produce ill-equipped graduates” (Frenk et al., 2010: 1923).

The report goes on 1o list the problems with “mismatch of competencies to patient
and population needs” topping the list. Also highlighted are poor teamwork,
persistence of gender stratifications, a narrow technical focus without contextual
understanding, too much focus on hospital versus community-based care,
professional ‘tribalism’, episodic rather than continuous care, imbalances in the
labour market and lack of leadership (Frenk et al., 2010).To achieve better health
outcomes, HCPs need different competencies and “the professional education
subsystem must design new instructional and instfitutional strategies” (Frenk et al.,
2010: 1923).

The Commission highlighted three generations of reformin the past century —starting
with the first at the start of the 20" century which focused on science-based reform
and a science-based curriculum; to around mid-century when the second wave
of reform infroduced problem-based instructional innovations; and, to the third
generation which focuses on social accountability, the use of global knowledge
and improvement in the performance of health systems through adapting core
professional competencies to specific contexts. “The ultimate purpose is fo assure
universal coverage of the high-quality comprehensive services that are essential to
advance opportunity for health equity within and between countries” (Frenk et al.,
2010: 1924).

"Realisation of this vision will require a series of instructional and institutional reforms,
which should be guided by two proposed outcomes: tfransformative learning and
inferdependence in education. We regard tfransformative learning as the highest
of three successive levels, moving from informative to formative to fransformative
learning. Informative learning is about acquiring knowledge and skills; its purpose is
to produce experts. Formative learning is about socialising students around values;
its purpose is to produce professionals. Transformative learning is about developing
leadership attributes; its purpose is to produce enlightened change agents” (Frenk
et al., 2010: 1924).

The report highlights two key approaches to achieve equity, namely patient-
centredness and intfegrated community-based care. To enable these approaches,
HPE and health systems need to be transformed (Fig. 1.1).
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TRANSFORMATIONS : REFORM .
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education) providing healthcare)
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PRACTIVE
(catalyst for change) INTEGRATED
PATIENT-CENTREDNESS COMMUNITY-BASED CARE

Figure 1.1 Pathway to health equity (Adapted from Frenk et al., 2010)

One of the key conclusions of the Commission is the role of inter-professional
education and collaborative practice (IPECP) as a catalyst for change in
healthcare in the 21t century (Frenk et al., 2010; WHO, 2010).

There is no question that delivering high-quality, effective healthcare that meets
the changing needs of individuals and communities is dependent on fraining that
develops both the right skills and appropriate values. This sentiment is reflected in
the Government Mandate to Health Education report of the UK Department of
Health: “Investment in our NHS workforce will therefore need to reflect the changing
needs of patients, carers, and the local community with healthcare and public
health providers taking greater responsibility and accountability for the training,
skills and competencies of the workforce they employ. There is a responsibility on
healthcare providers to deliver high-quality education and training not just for their
students, but for all their staff in order to ensure high quality and safe patient care.”
(UK DoH, 2013: 3) The emphaisis is on ensuring that education reflects service needs
— in other words ‘fit for purpose graduates' but also includes training the trainers
and the ongoing development of the existing health workforce. It highlights two
overarching themes:

a Partnership working to ensure that education is closely linked to service
needs, health improvement and protection.

b Ensuring that education delivery reflects the multi-disciplinary delivery of
healthcare services and public health (UK DoH, 2013: 17).

In 2013, WHO produced guidelines for transforming and scaling up health profes-
sionals’ education and fraining, drawing on the findings and recommendations
of the Lancet Commission report. The WHO vision for tfransformative education in-
cludes the following components:

a Greater alignment between educational institutions and health systems
delivery.
b Country ownership of priorities and programming related to the education

of HCPs with political commitment and partnerships to facilitate reform at
national, regional and local levels.
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C Promotion of social accountability and close collaboration with
communities.

d Clinicians and public health workers who are competent and provide the
highest quality of care for individuals and communities (WHO, 2013).

1.2 South African context

South Africa is ranked as one of the most unequal countries in the world. Persisting
disparities in health, driven largely by social and economic factors, highlight the
shortfcomings of a reactive, biomedical approach to healthcare, centred on non-
sustainable uni-professional or hierarchical multi-professional paradigms of care
(Bradshaw, 2008; Lazarus et al., 1998).

The South African National Development Plan (NDP) — 2030, published in 2011,
has as its overall aim the elimination of poverty and reduction of inequality by
2030 which includes the provision of universal healthcare. The plan emphasises
primary healthcare (PHC) and a patient-centred approach. “Health stakeholders
are called on to collaborate with each other and with government, to be open
to new ways of doing things, and to put patients first” (NDP, 2011: 330). The
plan acknowledges that despite good policies and relatively high spending on
healthcare, the performance of the healthcare system has been poor. Inconsistent
management and lack of capacity are highlighted as major reasons.

The report outlines extensive goals for the health system including Goal 7: Primary
healthcare teams provide care to families and communities; Goal 8: Universal
healthcare coverage; and, Goal 9: Fill posts with skilled, committed and competent
individuals, which speaks to fraining of HCPs fo meet the requirements of a
reinvigorated primary care system linked to the future disease burden (in particular
non-communicable diseases). “A core component of re-engineering primary
healthcare is to emphasise population-based health and health outcomes” (NPC,
2011: 345). The plan prioritises the strengthening of the health system and improving
human resources and emphasises the increased use of community health workers,
appropriately skilled nurses, family physicians linked to specialist support teams with
fraining in medicine, surgery, including anaesthetics, obstetrics, paediatrics and
psychiatry. It includes increased investment in health personnel development and
equipping health professionals to lead intersectoral action.

1.2.1 Shortage of health professionals

Burch et al. (2011) and the Department of Health’'s (DoH) Human Resources for
Health (HRH) 2030 Draft Plan (DoH, 2011) highlight the overall shortage of health
workers (doctors in particular), maldistribution between the public and private
sectors, drastic shortages in rural areas and emigration of frained health personnel.
The HRH Plan also emphasises that the challenges to the health system arise not
only from declining numbers of health practitioners, particularly in less-resourced
areas but also from problems in human resource planning and management. “The
general consensus is that the failure of health services to deliver is due to constraints
and bottlenecks in human resources” (DoH, 2011: 18). The document similarly points
to organisational and management arrangements as a constraint to education
and training.
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Breier et al. (2009) particularly highlight the shortage of nurses, the largest single
category of health professionals who "“are bearing the brunt of public healthcare”
(p. 12) but whose fraining has been neglected due to the closure of public nursing
colleges and the mushrooming of private-sector nursing colleges offering training
of variable quality. They also point to the challenges of an increasing emphasis
on university nursing degrees (which might be out of reach financially for many
potential nurses), low salaries, fear of contracting HIV and a general perception of
declining standards in healthcare provision as some reasons for high attrition rates.

Given the critical shortages in HCPs, logic would dictate that national policies
and practice would be geared fto optimising HCP production, retention and
supplementation. However, production of doctors has largely been stagnant
since the mid-1970s, when the population was half its current level. This situation
is now receiving attention through a concerted drive that includes; establishing
new medical schools, increasing the output of the existing medical schools and
increasing the number of South African students sent to Cuba to study medicine.
However, the private sector’'s potentfial to contribute to increased production
remains muted, HCP retention receives limited attention and the regulatory
environment makes supplementation from abroad complicated.

1.2.2 Collaboration between health and education sectors

DoH has recognised that education and training has not kept pace with health
needs and system requirements. The Human Resources for Health Strategy (DoH,
2011) points to a lack of planning between the health and education sectors and
inadequate funding for HCP development. The strategy acknowledges that the
transformative role of the education sector in health system development requires
“top level leadership commitment which DoH is now prioritising” (p. 40). The plan
points fo the problems of retfrenchment and freezing of posts; limited growth in
specialist and allied worker training; and, differing quality of graduates. Strategies
to be adopted include: involving education and training stakeholders in planning
and prioritisation processes for health professional development; and that faculties
should plan curricula integrated into the re-engineered PHC model, that meet the
burden of disease and incorporate team training and IPE. They highlight the need
to standardise the quality of clinical fraining and develop twinning arrangements
(local and international) to build capacity.

1.3 Recent developments

Equipping students and health workers with the necessary competencies to render
patient-centred care and confribute to healthcare reform is already receiving
significant attention in South Africa. However, this momentum will need to be
sustained and advanced through bold political and professional leadership in the
future.

In the White Paper for the Transformation of the Health System in South Africa, the
role of health professions training institutions is stipulated as ensuring the delivery
of "“appropriate, multi-disciplinary community-problem and outcome-based
education programmes . . . fo support and enhance the PHC approach” (RSA,
1997). Furthermore, government has embarked on a process of re-engineering PHC,
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focusing on community-orientation, community participation and community-
based education (Kinkel et al., 2013; Lazarus et al., 1998; RSA, 2015).

The refocus on PHC and community engagement has served as a catalyst for
offering new training programmes aimed at supplementing traditional healthcare
approaches. With the emergence of community health workers, clinical associates
and assistants in pharmacy, rehabilitation, counselling and nursing has come the
need to re-examine professional identities and explore opportunities for task shiffing
and task sharing. The recognition of fraditional healers has added anotherimportant
element to this discourse (RSA, 2007). These developments have already spurred
a number of changes in HPE programmes including problem-based learning, IPE,
community-based education and service-learning.

The Lancet Commission report was seen as a game-changer for IPE in South Africa.
This has been supplemented by the Global Consensus for Social Accountability
of Medical Schools (Boelen, 2010) as well as THENet's Social Accountability
Evaluation Framework (THENet, 2011), and reinforced by the WHO's Framework for
Action on Inter-professional Education and Collaborative Practice (WHO, 2010).
These reports led to a series of workshops by the Undergraduate Education and
Training Subcommittee of the Medical and Dental Professions Board of the Health
Professions Council of South Africa (HPCSA) to determine how to implement the
report recommendations. Discussions focused on competency-driven instructional
design, the ability of graduates to work optimally in inter-professional and trans-
professional feams and graduates from various professions sharing tasks, where
needed and appropriate (Van Heerden, 2013). Subsequently, an adapted Royal
College of Physicians and Surgeons of Canada 2015 Milestones Guide (CanMEDS)
Competency Framework was accepted for the training of medical doctors, dentists
and clinical associates (physician assistants) (Frank, 2005; HPCSA, 2014).

Currently IPE strategies are being reassessed, developed and implemented with
impetus from the South African Association of Health Educationalists (SAAHE).
During the SAAHE's 2013 annual congress delegates identified ASSAf as a potential
key role player in facilitating the advancement of IPE, especially as this requires
overcoming barriers at both institutional and instructional levels.

Additionally, in 2014 the University of KwaZulu-Natal organised a symposium, Towards
Inter-professional Education and Collaborative Practice in South Africa, gathering
representatives from professional councils and training institutions. A declaration
emerged acknowledging that IPECP can result in better health outcomes and
strengthened health systems. Partficipants committed themselves to forming a
natfional community of practice which will:

a Advocate for inclusion of inter-professional collaborative practice (IPCP)
intfo scopes of practice and exit-level outcomes by all professional
councils.

b Advocate for integration of IPE in HCP curricula at universities.

C Advocate for cultivating IPECP competencies among faculty, preceptors

and service providers.

CONSENSUS STUDY REPORT




Reconceptualising Health Professions Education in South Africa

d Identify best practice IPECP models and share resources to adapt such
models to the local context.

e Participate in international networks informing best-practice models.

f Utilise networks to create awareness of IPECP.

g Mobilise relevant stakeholders in health, social and educational sectors.
h Conduct collaborative research to inform IPECP in Africa.

1.4 Study information

With the foregoing challenges, uncertainties and national developments as the
backdrop, ASSATf initiated a consensus study in 2014 entitled: Reconceptualising
Education and Training of an Appropriate Health Workforce for the Improved
Health of the Nation.

1.4.1 Problem statement

South Africa continues to experience a significant burden of disease which
is largely carried by a public health system marked by inadequate resources —
both human and material. To address the current challenges, government has
proposed a National Health Insurance (NHI) scheme as a funding model to support
improvements in service delivery and provide access to appropriate healthcare for
all. At this time, there is no unifying framework for the collaborative development,
innovation and sustainability of the education and training of HCPs to support
efforts to improve the health system. There is therefore a need for a consensus
view on the education and training of HCPs and other healthcare workers in South
Africa in order to consolidate current efforts and enhance new efforts to address
health service and system challenges.

1.4.2 Project brief

The brief of this study panel appointed by the ASSAf Council was to examine the
most relevant and reliable evidence relating to the questions listed below, and to
make evidence-based recommendations that are appropriate and feasible.

The consensus study aimed to:

a Reflect on the mix of personnel and the skills required to address the
continuum of care from health promotion and prevention to therapeutic
and curative care to rehabilitation and palliative care, specifically:

. How does one develop HCPs who are responsive to the needs of
the communities in which they work?
J What types of personnel would advance equity in healthcare
delivery?
b Adopt a statement of the broad competencies which HCPs should

acquire through their education and training, with reference to the core
competency framework for health professions training that was developed
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by the Medical and Dental Professions Board, based on the CanMEDS
2005 core competency framework, specifically:

. What are the key competencies necessary fo promote health
and address the disease burden of the nation in a comprehensive
manner?e

. What graduate attributes including but not limited to health

advocacy and leadership development would best serve the
priority health needs of South African communities?

Develop an appropriate health science education model for the continuum
of education from further education and fraining through undergraduate
and postgraduate education through to the maintenance of professional
competence encompassing the development of educators, students and
appropriate curricula, specifically:

. Engender the requisite competencies with respect to, inter alia,
content, pedagogy, assessment, the teaching and learning
process, the people (teachers, frainers, students) and places
of learning (classroom, health facility and community fraining
platform).

. Address equity of access to education and fraining which translates
fo equity of outcome, i.e. access for success.

Confirm the benefits of the inter-professional team in the delivery of good
health.

. Promote a multi-disciplinary approach to healthcare in training and
practice.

Propose an adaptable and flexible approach to the accreditation and
regulatory framework for health professionals education and fraining.

. Identify and harness synergies between regulatory and statutory
mandates of the Department of Higher Education and Training
(DHET), the DoH and professional councils and boards, specifically
related to quality assurance, accreditation and compliance with the
Higher Education Qualifications Framework (HEQF).

The study was undertaken by a panel appointed by the ASSAf Council. The panel
members are listed in Table 1.1 and their biographies are given in Appendix 1.

Table 1.1: List of panel members
Name

Affiliation

Prof Jimmy Volmink (Chairperson)

Stellenbosch University

Prof Judith Bruce

University of the Witwatersrand

Prof Sabiha Essack

University of Kwa-ZuluNatal

Prof Lionel Green-Thompson

University of the Witwatersrand

Prof Khaya Mfenyana

Walter Sisulu University
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Name Affiliation

Prof Steve Reid University of Cape Town

Prof Ben van Heerden Stellenbosch University

Dr Gustaaf Wolvaardt Foundation for Professional
Development

Prof Henry de Holanda Campos Federal University of Ceara (Brazil)

Prof Jan de Maeseneer University of Gent (Belgium)

1.4.3 Methodology

The Academy follows a standard methodology, adapted from the United States
(US) Academies, when undertaking such a study. This includes drawing on the
expertise of key experts in the field either as authors or key informants, and review of
local and international academic publications, with particular emphasis on review
articles, using search terms relevant to the matter and by focusing on institutions
known to undertake systemic reviews.

The consensus study panelservesin a voluntary capacity o drive and implement the
study. The panel, guided by its chairperson, selects from arange of methodologiesin
order to meet the brief provided by the ASSAf Council. For this particular consensus
study the methodology included:

a holding a public workshop with invited speakers and/or panel discussions;

b  holding panel workshops to debate and resolve particular questions and
issues;

c delegating initial analysis of topics of the study to individual members or sub-
groups of the panel;

d any other ways of working fowards a proper understanding of the evidence
and information that can help to complete the study.

The methodology ensured that each key question would engender responses
that would be (1) evidence-based; (2) include local experiences/relevance (with
examples of innovation); and, (3) make contextualised recommendations.
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CHAPTER 2

Conceptual Framework

Key points

* The goal of HPE is fo produce knowledgeable, competent, relevant, socially
accountable HCPs.

e The conceptual framework for the reconceptualisation of HPE adopted by
the panel involves a cyclical process where population health and wellness
needs determine the required health services which define the health
professional skills mix and which, in turn, drive the educational content,
processes and outcomes. Embedded within this cyclical processis the triangle
of quantity, quality and relevance which is subject to iterative monitoring and
evaluation within an overarching, collaborative, leadership and governance
mechanism.

e South Africa needs an integrated, flexible approach to HRH planning that
encompasses supply and demand factors and takes into account burden of
disease, health services utilisation, productivity and skills mix components.

* A results management framework/logic model should be employed fto
monitor and evaluate HPE.

* Collaborative oversight of HPE shouldideally be coordinated by a government
entity such as the Department of Planning, Monitoring and Evaluation (DPME).

2.1 Introduction

The ultimate goal of HPE is fo produce knowledgeable, competent, relevant,
socially accountable HCPs capable of confidently and collaboratively promoting
health and addressing the country’s burden of disease (BOD) across the continuum
of healthcare in the context of quality universal health coverage.

2.2 Conceptual framework

Reconceptualisation of HPE for the improved health of the nation can be viewed
as a cyclical process with embedded friangulation that is subject to iterative
monitoring and evaluation within an overarching, collaborative, leadership and
governance mechanism. The panel adopted the following conceptual framework!
as a guide fo its deliberations (Fig. 2.1).

1 Adapted from the needs-based professional education model by the WHO-UNESCO-FIP Education
Inifiative Development Team in International Pharmaceutical Federation Education Inifiatives
(FIPEd, 2013).
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Figure 2.1: Proposed conceptual framework model

This conceptual framework unequivocally affirms the inter-connectedness of the
health and higher education systems. The population health needs defined by the
social and individual determinants of health and wellness, and the BOD dictate
the health system services necessary fo address these needs which, in turn, inform
the health professional skills mix required to render these services. HPE inculcates
the profession-specific knowledge and skills, as well as generic competencies
and aftributes required to effect the scopes of practice of the different health
professionals as mandated and regulated by the professional councils.

Embedded in this cyclical, iterative process are the tenets of:
a quantity —the number and distribution of the health professionals skills mix;

b quality — the knowledge, skills, competencies, values, attitudes and
behaviours of the health professionals that ensure the centrality of patients
and populations; and,

c relevance - the ability of health professionals to address the social and
individual determinants of health and resulting BOD across the health
confinuum from health promotion and disease prevention to therapeutic,
curative, rehabilitative and palliative care in response to the country’s health
context, BOD and health system.
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The health system components, iterative monitoring and evaluation and leadership
and governance aspects are briefly discussed in this chapter. This will be followed
by a comprehensive discussion of the role of HPE, with recommendations for the
relevant South African role players in the ensuing chapters.

2.2.1 Population health needs

Given that "health is a state of complete physical, mental and social well-being,
and not merely the absence of disease or infirmity” (WHO, 2015), the health needs
of a population can be seen as an expression of the interplay between the social
and individual determinants of health and wellness. Social determinants are the
political, economic and social conditions in which people are born, grow, live, work
and age, and their distribution in the population, which act both independently of,
and in concert with, individual determinants (genetic and behavioural risk factors)
to influence human well-being, risk of disease, or vulnerability to disease or injury.

While the social determinants of health represent an important driver of the BOD
in South Africa, methodologies for accurately quantifying their impact on health
and disease remain a challenge. Nonetheless, data derived from Statistics South
Africa (StafsSA) and the South Africa Demographic and Health Surveys (SADHS) are
iluminating in this regard. The direct health needs of the South African population
can be ascertained from BOD studies conducted by the Burden of Disease Research
Unit of the South African Medical Research Council (MRC) and the Disfrict Health
Barometer published annually by the Health Systems Trust.

The national burden of disease (NBD) is defined as "“a comprehensive demographic
and epidemiological framework to estimate health gaps of a country for an
extensive set of disease and injury causes, and for maijor risk factors, using all
available mortality and health data, and methods to ensure internal consistency
and comparability of estimates” (Pillay-Van Wyk et al., 2014). Applying the metho-
dology developed by the WHO, the Second South African Burden of Disease Study
uses cause of death and years of life lost as indicators to rank the burden of disease
nationally and provincially (Msemburi et al., 2016). The study presents league tables
of the leading cause of death by age group and province, as well as frend analyses
of death rates by broad cause and disease category (Table 2.1 and Fig. 2.2).
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Table 2.1: Top-ten single causes of death by age, 2012 (Msemburi et al., 2016)

LEAGUE TABLE OF LEADING CAUSES OF DEATH BY AGE GROUP,2012

All ages

Carebro-vas-
cular disease
(15.4%)

Diarrhoeal Cerebrovas- Carebovascu-
diseases culardisaeses lar disease
(16.5%) (6.4%) (7.5%)

Lower Lower Lower
respiratory respiratory respiratory
infections infections infections

(13.1%) (4.1%) (4.9%)

Diarrhoeal
diseases
(3.7%)

Meningitis/
encephalitis
(3.6%)

Birth asphyxia
(6.0%)

Lower Lower Lower

Drowning respiratory respiratory respiratory
(3.2%) infections infections infections

(4.1%) (4.1%) (4.1%)

Meningitis/
encephalitis
(2.0%)

Epilepsy
(2.0%)

Cerebrovas-
cular disease
(1.5%)

Diarrhoeal Diarrhoeal Diarrhoeal
diseases diseases diseases
(1.2%) (2.4%) (3.1%)
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Figure 2.2: Provincial broad-cause age-standardised death rate, 2012 (Msemburi
etal., 2014)

The District Health Barometer measures public-sector health outcomes, health-
resource allocations and the efficiency of health service delivery at primary
healthcare (PHC) and district level in South Africa’s 52 health districts using a set of
indicators which include the BOD (death by broad cause) as above and districts
are ranked in league tables (Massyn et al., 2015).

Despite limitations related to data scope and quality, frend analysis from BOD
studies together with trend analyses of indicators measured in the District Health
Barometer are critical to health planning and decision-making specifically the
proactive allocation of resources for the education, fraining and employment of
HCPs to implement inferventions to reduce the burden.

2.2.2 Health system services

This section briefly outlines health system services as they are envisaged when the
South Africa’s proposed National Health Insurance (NHI) is fully operationalised as
ouflined in the NHI White Paper (DoH, 2015). The NHI, which derives its mandate
from the NDP, is a proposed health-financing system to support the provision of
universal health coverage for South African citizens. It aims to provide access to
quality, affordable personal health services for all South Africans based on their
individual health needs and irrespective of their socioeconomic status across the
continuum of care from health and wellness promotion and disease prevention to
other levels of curative, specialised, rehabilitative and palliative care.
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The envisaged comprehensive package of health services includes services
related to (1) preventive, community outreach and promotion; (2) reproductive
health; (3) maternal health; (4) paediatric and child health; (5) HIV and AIDS and
tuberculosis; (6) health counselling and testing; (7) chronic disease management;
(8) optometry; (9) speech and hearing; (10) mental health including substance
abuse; (11) oral health; (12) emergency medical care; (13) prescription medicines;
(14) rehabilitation care; (15) palliative care; and, (16) diagnostic radiology (DoH,
2015). The manner and extent to which these envisaged services will address the
BOD remains to be explicated.

The NHIrepresents a radical policy shift, necessitating a substantive reorganisation of
the existing public and private healthcare system and its service delivery, the latter
organised intfo three areas, namely, (1) PHC services; (2) hospital and specialised
services; and (3) emergency medical services (EMS). Premised on the re-engineering
of PHC with equity, access and appropriate distribution of the heath workforce as
central tenets, the NHI forefronts health promotfion and disease prevention but
includes curative (acute and chronic clinical) services, rehabilitation and palliative
services. PHC will be delivered by four streams (Table 2.2) and requires a particular
skills mix of entry-level HCPs, mid-level workers and community health workers
(CHWs). At hospital level, five categories of service are envisaged (Table 2.2) with
increasing levels of complexity, sophistication and technological requirements for
health service delivery in keeping with the national referral plan.

Table 2.2: Health services delivery

Primary Healthcare Hospital and Specialised Services

Services * Municipal Ward-based Primary ¢ District
Healthcare Outreach Teams * Regional
* Integrated School Health * Tertiary
Programme * Cenfral
¢ District Clinical Specialist Teams ¢ Specialised
* Confracting of Private Non-
specialist HCPs
Skills Mix ¢ Medical Practitioners Regional Services Package aims
¢ Dentists for two full-fime specialists per core
* Nursing Professionals specialty:
e Pharmacists * Medicine
¢ Audiologists e Surgery
* Speech Therapists e Psychiatry
¢ Optometrists ¢ Obstetrics and Gynaecology
e Physiotherapists Orthopaedic Surgery, Paediatrics
¢ Psychologists ¢ Anaesthetics
e Nutritionists * Diagnostic Radiology
* Oral Health Practitioners * Emergency Medicine
Supported by:
¢ Community Health Workers and/or
¢ Mid-level Workers

All levels of care from primary care to specialised hospitals are expected to serve
as training platforms for health professionals and undertake research, although only
regional hospitals are explicitly mentioned in this context in the NHI White Paper
(DoH, 2015).
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2.2.3 Health professional skills mix

The NHI White Paper acknowledges that human resources for health are pivotal to
the success of health services delivery and indicates that staffing requirements will
be determined using the “roadmap for the planning, development, provisioning,
distribution and management of human resources for health to meet the needs of
the population™ as arficulated in the 2012 Human Resources for Health Strategy, as
well as the Work Place Indicators of Staffing Need (WISN) tool. It further explicitly
mentions some categories of health professionals in the context of service delivery
at PHC andregionallevels (Table 2.2) (DoH, 2015). Categories/cadres and numbers
of health professionals are not defined at district, tertiary, central and specialised
hospital levels.

The 2012 HRH Strategy envisions “a workforce developed through innovative
education and training strategies and fit for purpose to meet the needs of the re-
engineered health system and measurably improve access to quality healthcare
for all”. Contextualised within the NBD, it acknowledges that the extensive and
dynamic BOD requires that health professional training and development caters
for a wide spectrum of conditions. The strategy is built on seven foundations of the
South African HRH model, namely:

a community health workers with competencies in health promotion and
disease prevention;

b  enhanced nursing skills and capacity by identifying appropriate categories
of nurses for re-engineered PHC, revising the scope of practice and
increasing clinical competencies and numbers of professional nurses, with
an emphasis on midwifery, and developing specialist nurses for PHC and
hospital services;

c infroducing new and expanding existing categories of mid-level workers,
specifically clinical associates;

d increasing numbers of entry-level generalist medical doctors and other
health professionals, such as pharmacists, physiotherapists and dieticians, at
both PHC and hospital levels;

e increasing numbers of selected specialist medical practitioners and other
health professionals;

f increasing the number and clarifying the role of public health specialists;
and,

g developing academic clinicians in all health professional disciplines to ensure
a platform for health professional development (DoH, 2012).

Inter-professional education and collaborative practice as well as core competen-
cies are integral to this strategy.

The strategy acknowledges that HRH requirements to meet the staffing needs for
NHI service delivery should ideally be forecast from a South African model that
determines HRH requirements based on a well-researched and assessed service
model. However, such a model is yet to be developed. The existing model uses
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public-sector Service Transformation Plans, the Integrated Health Planning Frame-
work and the South African Service Model as proxies and estimated targets as
based on data from a range of peer countries and South African ratios (DoH,
2012). The recommendations of the HRH Strategy may thus not be an accurate
reflection of the health professional skills mix required to deliver the health services
fo address the disease burden. It nonetheless provides projections for over 100
registered health professionals and includes the new and proposed categories
of clinical associate, staff nurses and community health workers noting that the
scope, role, responsibilities, job description, qualification requirements, employment
mechanisms, remuneration and conditions of service are yet to be defined for the
latter two (DoH, 2012).

The WISN method is a HRH management tool that calculates the number of
health workers of a specific cadre required to deliver a particular service in a
given health facility by assessing the workload pressure of the health workers in
that facility. Results are provided as differences and ratios. The difference between
the actual and required number of health workers indicates the shortage/surplus
of a cadre/service in a particular facility/facility type, while the ratio of actual to
required number is a measure of workload pressure. Results can be aggregated by
facility type and health worker cadre for districts, provinces and at a national level
(WHO, 2010). This method, however, measures existing services only and cannot
make recommendations on the need for new services with their associated health
workers.

The existing methods for calculating the skills mix required to deliver the necessary
health services in South Africa are thus imperfect and present a best guess within the
current data quality limitations. Explorations of future models for health workforce
planning are needed. Such an exercise should draw on an existing review of more
than 60 years of documented research which identified seven different, but widely
used approaches, four based on supply and three on demand (See Appendix 3).

An integrated approach combining elements of supply and demand is proposed
as the way forward as shown in Figure 2.3 (Amorim Lopes et al., 2015).

]
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Effective |

Potential
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Figure 2.3: Integrated approach combining supply and demand elements
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Figure 2.3 depicts the need for an integrated, flexible approach to HRH planning
that encompasses supply and demand factors, and includes productivity and skills
mix components. The supply side begins with a snapshot of the current workforce
by adding the existing, practicing health workforce to the anticipated outputs of
the fraining process. This current workforce may alter in number and composition
by inflows and outflows but is, in the main, responsible for providing health services
depending on their productivity and skill mix. The conversion of this headcount to
full-fime equivalents (FTEs) is essential for accurately assessing the health workforce
as many health workers work part-time. Demand can be inifially measured by
analysing health service utilisation indicators and is affected by typical economic
factors such as demography and the growth of income/gross domestic product.
Potential needs can be assessed in tandem by incorporating the incidence
and prevalence of diseases and then mapping a given disease to an estimate
of FTE requirements (Amorim Lopes et al., 2015). South Africa has the datasets to
implement such an approach.

The WHO in its Global Strategy on Human Resources for Health: Workforce 2030 has
further expounded on the policy levers to shape health labour markets in terms of
supply and demand as depicted in Figure 2.4 (WHO, 2016).

Economy, population and broader societal drivers

Education sector Labour market dynamics
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[ 4 I ¢ 2
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< workers deliver quality 58
ey Educationin A health service 682
other fields oo Out of 28
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D e
Policies on Policies to address inflows and outflows Policies to address
production » to address migration and emigration maldistribution and
 on infrastructure « to attract unemployed health workers inefficiencies
and material * to bring health workers back into the * to improve productivity
¢ on enrolment health care sector and performance
¢ on selecting * to improve skill
students composition
¢ on health staff « to retain health workers

in underserved areas

Policies to regulate the private sector
* to manage duel practice * to improve quality of training ¢ to enhance service delivery

* Supply of health workers = pool of qualified health workers willing to work in the health-care sector.

** Demand of health workers = public and private institutions that constitute the health-care sector.
Source: Sousa A, Schaffer M R, Nyoni J, Boerma T “A comprehensive health labour market framework for universal
health coverage” Bull World Health Organ 2013; 91: 890-894.

Figure 2.4: Policy levers to shape health labour markets
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2.2 lterative monitoring and evaluation

A 'results management framework’ (Fig. 2.5) is recommended using the results
chain which describes the causal relationship between components over time.
Figure 2.5 illustrates the possible components of such a framework:

. . L a
* Resources, e.g. clinical fraining grants to universites and health

professional training and development grant to provincial
health departments.

* Tasks, e.g. curriculum review to incorporate graduate competencies,
interprofessonal education, etc.

* Products/services, e.g. produce knowledgeable, competent, relevant,
socially accountable health care professionals capable of confidently
and collaboratively addressing the country’s burden of disease across
the continuum of health care from primary and community health
care to tertiary and specialised services in the pursuit of quality universal
health coverage.

* Anticipated achievements, e.g. optimal health professional skills mix
to deliver health services to meet the health needs of the population.

¢ Anticipated long-term change, e.g. improved equity and access to
health care; improved health of the nation; improved social
determinants of health and wellness.

J \\ J

Figure 2.5: Results management framework

Outputs, outcomes and impact are defined as results achieved by a set of well-
resourced activities. Outfputs are generally quanfitative results, i.e. short-term
products or services from completed activities that can be regularly measured
and are necessary for the attainment of outcomes. Outcomes are intended,
intfermediate effects of interventions on systems and/or people and represent the
most important result level in results management. The impact is usually long-term
improvements in society which are often challenging to measure as the causal
relationship between outputs, outcomes and the changes that have taken place
in society are often difficult to prove. Internal and external risks prevail at all levels
of the results management framework and should consequently be pre-emptively
identified and mitigated. Outcomes and outputs are measured quantitatively
and/or qualitatively using indicators measured at baseline and monitored at
various stages. The results management framework should be tfranslated info
an implementation plan against which status reports on activities, outputs and
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outcomes are made periodically. The results framework should further be translated
info a performance monitoring and evaluation tool linking outcomes and outputs
to performance indicators with means of verification, data-collection methods,
frequency of collection and the responsible persons (NORAD, 2008).

2.3 Collaborative leadership, governance and partnerships

Critical to the success of HPE is the mobilisation of stakeholders including, but
not limited to the national Departments of Health and Higher Education, the
Treasury, universities and professional councils around a common goal within
their various mandates. This necessitates collaborative governance, committed,
equal partnerships, consultative policy development and implementation, and
joint planning, monitoring and evaluation by the national and provincial health,
higher education and professional accreditation systems, in the main, supported
by Treasury. The Country Coordination and Facilitation (CCF) approach of the
Global Health Workforce Alliance should inform this collaborative governance.
The CCF approach advances intersectoral coordination and collaboration to
plan, implement and monitor health workforce development and retention at the
country level by establishing and supporting the essential governance structures.
The CCF approach further includes processes to ensure that sustainable, motivated
and skilled health workers are available to meet healthcare needs and identifies
partners, funding sources and technical expertise towards this end (WHO, 2011).
Given the multi-stakeholder, multi-ministry nature of HPE, it is recommended
that an enacted and regulated oversight mechanism be established under the
auspices of DPME to provide the necessary leadership and stewardship. With its
key responsibilities including national planning and outcomes monitoring and
evaluation, this department? is well-placed to coordinate collaborative leadership
and governance of HPE.

2.4 Conclusion

The point of departure of the conceptual framework outlined here is that the
health and higher education systems are inferconnected. The framework posits
that population health needs and the burden of disease dictate the health system
and services necessary which, in turn, inform the health professional skills mix
required. HPE facilitates the acquisition of relevant knowledge, skills competencies
and attfributes needed to effect the scopes of practice of the different health
professionals. In this chapter we have briefly described the health system
components, iterative monitoring and evaluation and leadership and governance
aspects of the framework. What follows is a comprehensive discussion of the role
of HPE with specific recommendations for how its various components can be
adapted and enhanced to more effectively address the health of the nation.

2 http://www.dpme.gov.za/about/Pages/Outcomes-Monitoring-and-Evaluation.aspx
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CHAPTER 3

Student Selection

Key points

e Access to HPE is intricately linked to educational issues of student retention
and success, as well as broader societal imperatives of equity and redress.

e While prior academic achievement appears to be the best indicator
of success for both advantaged and disadvantaged students, clinical
competency, is not predicted purely by previous academic performance.

» Student selection should be reconceptualised with the aim of evaluating a
broader set of criteria than currently in use.

e Barriers to selection and success include variation in the quality of primary
and high-school education; inequities in career guidance and access to
information; availability of staff, finance and facilities at universities to conduct
selection processes and academic monitoring, assistance and follow-up;
resources and time to develop and test psychometrics to select students.

e Qutfreach to schools, ongoing social, academic and career guidance, and
academic and social mentorship would increase health care graduate
output.

* Programme success should include indicators, such as the number of
practitioners remaining in the profession, and their professional competence.

3.1 Introduction

The challenges of student selection for retention and success are mulfiple:
quantitative and qualitative, academic and equity-related, financial and human.
Vastly more potential students apply than can be accommodated. While
selection of those academically most worthy can be based on previous academic
performance, this must be balanced against the need for redress of historical
educational inequities in South Africa. Equity at selection necessitates follow-up
fo achieve retention in order to see equity at graduation and beyond. All of these
competing, consequential imperatives require financial and personnel resources.

Issues of access and success are not unique to HPE or South Africa. Various
countries have put measures in place to widen access to higher education (HE)
(Altbach ef al., 2009). However, “Access is more than ‘getting through the door’.
True progress depends on levels of completion for all population groups” (Altbach
et al., 2009). Tuition costs and fear of debt are substantial obstacles, and ‘selection
on academic merit' tends to entrench long-standing privilege and exclude those
with financial or other burdens, such as social disadvantage or ethnicity, even in
developed countries (Altbach et al., 2009; Astin and Oseguera, 2004; Bibbings,
2006; Bowden and Doughney, 2010; Yang, 2010).

Since the dawn of democracy in South Africa, enfry to universities and their health
science sectors has, in theory, been open to all on an equal footing. However, this
narrow view of access ignores the fact that not all potential students have an equal
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foundation of knowledge; they may have formal but not necessarily epistemic
access (Morrow, 2007; Muller, 2012). Furthermore, they may not have the financial
or social capital (Kreuter and Lezin, 2002) to realise their potential. Considerations
of access are integrally linked to those of equity — in terms of drawing students into
HE (Bowden and Doughney, 2010) — and of redress — in terms of selection and aid
policies.

A South African study (Scoft et al., 2007) of the 2 000 student cohort (all faculties)
noted low (30%) graduation and retention rates, and high attrition rates particularly
in the first year. In almost every field the degree-completion rates of black students
were less than half those of white students. Participation rates in HE were low overall,
but especially for black and ‘coloured’ students; this was particularly exaggerated
in science, engineering, fechnology, postgraduate and professional degrees.
Thirteen years later, the HE White Paper (Pampallis et al., 2013) observed similar
low success (15%) rates, and a study of the national benchmark test (NBT) (Wilson-
Strydom, 2012) highlighted the large numbers of students entering universities
without the required proficiency in academic, mathematics and quantitative
literacy.

More recently, a proposal to reform South African undergraduate education
in general noted, that: "High attrition and low graduation rates have largely
neutralised important gains in access” (CHE, 2013: 9). On a more positive note,
these authors and others (Mabope and Meyer, 2015) have pointed out that overall
graduation rates and success rates of particular ethnic groups, were better in the
health sciences than in other fields.

3.2 Theoretical constructs

There is sparse literature on theories of selection — a field that arose during the
Second World War and is still developing 70 years later. While various theoretical
viewpoints have been employed as selection strategies, there is no overarching
‘theory of selection’. The panel regards the field of selection of health sciences
students as one of pragmatic technical application, particularly since, in the
South African context, various different criteria must be reconciled. Accordingly,
a specific theoretical stance is not adopted as the literature is reviewed and
recommendations are made.

3.3 Concepts and definitions

Since concepts such as equity, redress, access and success are contested terms, it
is relevant to explore some definitions.

3.3.1 Equity

According to the Glossary of Education Reform (edglossary.org/), equity refers to
the principle of fairness. Inequities arise from biased or unfair policies, programmes
or practices which confribute to unequal educational performance, results and
outcomes. Interventions which aim to address these inequities, while considered
fair, are not necessarily equal.
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Machingambi (2011) presents a useful framework for assessing equity in higher
education in terms of student demographics — in respect of, for instance, ethnicity,
social disadvantage, gender, prior learning, and geographic origin:

a At entry —selection and admission of students to represent a geographical
demographic profile.

b Within the programme - given that certain groups may proceed more slowly
than others, they may appear to be over-represented within the student
body.

c Afgraduation —the converse, because certain students may take longer to
graduate, within a particular cohort they may be under-represented at the
end of the standard programme time.

Ineach category, groups may be chosen and followed relative to the demographics
and needs of:

a specific local communities;
b  provinces;

c the nation as a whole.

3.3.2 Student selection

In this study, selection for entry to first year is examined, since, for most health
science programmes, entry fo subsequent years is not an option. The existence of
graduate entry (GE) programmes shorter than the standard duration is noted; GE
may be regarded as entry into the first year of such a curtailed programme.

It is also noted that selection is not synonymous with admission, which is sought, by
students who make their own decisions based on personal choice, availability of
funds, etc., once selected.

3.3.3 Retention

This tferm has been defined as the proportion of a student intake that remains
enrolled in the year following their first entry (Crosling et al., 2009), or as the converse
of attrition (Ackerman and Schibrowsky, 2007-2008; Letseka, 2010). For simplicity, it is
suggested that the number of students remaining in a programme after admission
should define ‘retention’. The likelihood of students transferring into later years
is negligible, thus minimal distortion of the proportions of retained to admitted
students is likely. The numbers of students in standard and GE programmes should
be tracked separately.

The number of students excluded from a programme for academic or other
reasons, as well as the number of students changing programmes, and the number
leaving university altogether, influence retention statistics. Studies do not generally
distinguish between these categories.
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Students who fail and repeat portions of a programme may give a false sense of
the magnitude of retention, but they are regarded as still within the programme.

3.3.4 Success

Bearing in mind the distorting effect of students who fall behind but remain in a
programme, the different possible ways of defining student success are noted.
The Council on Higher Education’s (CHE) task feam on undergraduate curriculum
(CHE, 2013) mentions two alternative meftrics: graduation rate as a percentage
of enrolments in a given year, and completion rate as the percentage of a given
student intake (cohort) that graduates. Here it is suggested that counting the
number of graduates relafive to admissions in a particular year is useful only if
admission numbers are stable. In a period of increasing admissions, the number of
graduates lags behind admissions; conversely, should admission numbers fall, the
graduate numbers look relatively larger. The number from a particular entry cohort
who graduate within the stipulated programme time is regarded as a more helpful
statistic. Taking info account students who fall behind a cohort, but who eventually
graduate, entails a more complex follow-up, but does provide an overall idea of
how many entrants do attain a qualification.

Taking a longer view, the quality of a programme’s graduates; the number
remaining in the relevant profession for a specified time; and, their professional
quality, are perhaps the ultimate indicators of programme success.

3.4 Key findings from the literature

3.4.1 Selection
3.4.1.1 Current SA health science student-selection criteria

It is accepted that a selection process is needed to fill the available student places
from a larger pool of applicants (Reibnegger et al., 2010).

A recent report provides the findings of a South African Committee of Medical
Deans workshop on student selection held on 5 June 2014 (Van der Merwe et al.,
2016). The presentations made in that forum reflect current thinking and practice,
and while each of the eight medical schools has its own policy, common features
are apparent (Table 3.1).
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Table 3.1: Academic (National Senior Certificate [NSC] and NBT) selection
requirements for undergraduate medical training at eight SA medical schools

APS NCS
o Academic (ORI | SRy S on NBT NCS:
University X required jects + .
(weight) . . requirements NBT
based on | minimum achieve-
NSC) ment level
Level 5 (60-69%)
SMU | 100% 30 g"‘?”‘s' Physical Notrequired | N/A
cience,
Life Science
h?gﬁéf 1G] e Intermediate or
45% of selection Level 4 (50-59% or IE)/\r|Cr)\ ]ic'rf]'frr: 38%
SUN factor (grade 11/ | N/A higher i 45:30
. . per component
matric average) Maths, Physical .
- Weight — 30% of
Science, .
. 8 selection factor
Life Science
NSC score out I(_:e(;/ril 5U|(56c(>)r- 6.9%)
of 600 and NBT puikory:
English, Maths, .
score out of 300 + | 450 : 3 Intermediate or .
UCT . _ Physical Science, . 70:30
(for Medicine) an | (APS=NSC) proficient
. plus next 3 best
optional report . .
subjects excluding
out of 100
LO
Level 5 (60-69%) Must pass each
100 points Maths, Physical component and .
i (84.76%) & Science, average 50% 05
Life Science overall
FEgEgale O Level 5 (60-69%)
4 compulsory ths. Physical
subjects + 2 Mq 5, Physica .
UKZN . N/A Science, Not required N/A
best subjects, . .
. Life Science
excluding Maths Avarage 65%
3 and LO ge oo
Level 5 (60-69%)
35 (excl. Maths, Physical AL 20%, QL 20%, .
U L LO) Science or Maths 60% 050
Life Science
Level 5 (60-69%)
Composite index: Mc_n’rhs, Physical
i 3 Science or . .
Wits NCS: 40%, N/A if : Required 50:50
NBT 40%, BQ 20% Life Science, pl_us
’ next 2 best subjects
incl. LO
Academic 50% 20 (4 Level 5 (60-69%) Not required N/A
Interview 50% subjects) Maths, Physical
WSU - A
Science, Life
Science
APS - Admission Point Score; LO - Life Orientation; AL - Academic Literacy, QL - Quantative Literacy;
Maths - Mathematics; BQ - Biographical Questionnaire
Source: Van der Merwe et al. (2015)
®
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Academic achievement — all medical schools require mathematics, physical
science, English/Afrikaans with or without life science in the natfional senior
certificate (NSC) examinations. Six also require NBT. Three institutions pre-select
students on the basis of Grade 11 + NBT + Grade 12 year marks. One insfitution
selects for its graduate-entry programme on the basis of the student’s marks for the
last two years of the completed degree. Various formulae are used to represent
the academic merit of applicants.

Ethnicity — three medical schools have quotas specifying the desired percentages
of apartheid-defined ethnic groups, and all eight have, or are about to institute,
measures to facilitate the selection and admission of students identified as
representing disadvantaged sectors of their community.

Prior degree (complete or partially complete) — almost all medical schools make
provision for applicants with prior HE experience, some reserving a specific
percentage of places for these students.

Additional criteria — the majority of medical schools make provision for students
representing disadvantaged communities, whether identified geographically or by
the socio-economic status of the high school of origin. Five medical schools make
use of an interview or a report on students’ extracurricular activities.

It is apparent that all the medical schools are attempting to balance the tension
between selection based solely on academic merit to maintain a standard of
excellence, and selection as a means of redress to achieve equity. This is fraught
with difficulty, and decisions may be challenged, given the enormous competition
for places. The variety in selection policies may be seen as a stage in progression
from widely differing traditions towards a more uniform national selection process.
In the meantime, as long as the inequities of apartheid education persist, redress
in ferms of ‘race’ classifications is likely to persist; regional differences in ‘race’
distributions will probably be reflected in local HSE selection policies.

That tensions experienced in medical student selection are not necessarily shared
across the span of healthcare disciplines as evidenced by typical nursing student
selection processes (Prof J Bruce, University of the Witwatersrand & Gauteng
Department of Health, personal communication; Netcare 2015).

Academic achievement — University of the Witwatersrand: English and life science/
biology in Grade 11, confirmed in Senior Certificate exams, or a Public Health
certificate from a further education and training (FET) College.

— Private: English, maths/maths literacy, computer literacy.

Ethnicity —no specific requirements, since the proportions of applicants approximate
community demography.

Additional criteria —University of the Witwatersrand: Age 17-35; psychometric testing;
interviews of a short list of suitable applicants, the panel including a community
representative.

- Private: Age > 23 + internal selection criteria.
Previous auxiliary or enrolled nurse fraining.
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To place the current South African selection criteria and processes into a broader
context relevant global literature is examined.

3.4.1.2 Academic criteria

The view that school-leaving marks are predictive not only of first-year results, but
also of results in later years, is supported by various reviews in HE generally (Kuncel
et al., 2010), in health science specifically (O'Neill, 2012; Salvatori, 2001), and in
individual studies among: USA dental hygienists (Downey et al., 2002), UK veterinary
students (Muzyamba et al., 2012), German medical school applicants (Hissbach
et al., 2011), and South African medical students (Sommerville, 2012). However,
academic achievement is only one of many factors, and may be a less useful
predictor of subsequent clinical performance (Ferguson et al., 2002; Sommerville,
2012). There is local and international evidence that graduate entrants do better
than students directly out of school, HE experience perhaps outweighing students’
age (Ferguson et al., 2002; O'Mara et al., 2015; Sommerville, 2012). Patterson et al.
(2016) voice the concern that, as greater numbers of applicants score increasingly
high marks, the ability to discriminate on the basis of prior academic achievement
may be diminished. They also note a lack of long-term follow-up studies to establish
that applicants with higher marks ultimately become better practitioners.

3.4.1.3 Limitations of academic selection

Past academic performance does not necessarily predict future performance,
especially clinical performance (O'Neill, 2012: 560). As health science personnel
must be able to exhibit more than purely academic ability (AAMC, 2013; Frenk
et al., 2010; HPCSA, 2014), selection processes should assess a broader range of
aftributes and skills, some of which may be more difficult to quantify. It remains
to be seen whether any of the instruments used thus far can reliably assess the
non-academic attributes of would-be students. Current thinking is that combining
a number of possible selection factors may constitute a more reliable approach
(Ferguson et al., 2002).

3.4.1.4 Non-academic criteria

It is possible that factors such as personality (Muzyamba et al., 2012) and other non-
academic traits (Adam et al., 2012) including interpersonal skills, values and self-
appraisal may be important determinants of clinical performance and professional
behaviour. Indeed, studies from various parts of the world across a range of health
professions suggest that non-academic assessments may have useful predictive
ability. Among the suggested benefits are: identification of students likely to
excel or drop out (Powis et al., 1988) or to remain committed to their programme
(Worthington et al., 2013), identification of selection advantages for minority groups
(Jerant et al., 2015) and achievement of a diverse educational environment
with increased numbers of traditionally underrepresented students (Glazer and
Bankston, 2014; Terregino et al., 2015) displaying more community engagement,
more collegiality, and more openness to new ideas.
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As to what instrument(s) should be used to assess non-academic factors, one
study (Koenig et al., 2013) proposes three modalities for further consideration:
sifuational judgement tests (responses to dilemmas presented on paper, by video
or animation), standardised performance evaluations (a referee’s description of
specific behaviours exhibited by the candidate), and accomplishment records
(standardised autobiographical questionnaires). A systematic review (Patterson et
al., 2016) concludes that situational judgement tests, multiple mini-interviews, and
selection cenfres are both more effective and fairer than traditional interviews,
personal statements, and references. The authors add that aptitude tests have
yielded mixed results with regards to their effectiveness and fairness.

3.4.1.5 Criteria relevant to redress

Powis et al. (1988) categorise selection criteria info cognitive and non-cognitive
aspects, subdividing the latfter into background — motivation, personality, interests,
etc. — over which students themselves might have some influence, and ‘political’
factors — such as age, sex, schooling, efc., — over which students have no direct
control but which the authorities might wish to use to differentiate for various
pUrposes.

There is evidence from the US that physicians from minority groups are more likely to
work in underserved communities, to exhibit greater linguistic ability, and to work in
primary care (Grumbach et al., 2008). Furthermore, research from a wide range of
countries (Eley, 2012; Fortunato and Worley, 2012; Kotha et al., 2012; Strasser et al.,
2013) including South Africa (De Vries and Reid, 2003; Wilson et al., 2009) has shown
that selection of students from rural areas, especially when accompanied by
exposure to rural medicine, results in their being more likely to enter rural practice.
Similarly, students selected from areas underserved in terms of ethnicity tend fo
serve in those areas (Thomson et al., 2010).

Using a particular demographic marker, such as ethnic or geographic background,
to guide student selection therefore appears to have direct benefits in terms of
meeting community needs in the long term.

3.4.1.6 Challenges

Itis well known that students from socio-economically disadvantaged backgrounds
are less prepared for HE than their more affluent peers (Connor ef al., 2001). These
students may have slower progression through HE and higher dropout rates, the
causes of which are multi-factorial (Marks et al., 2000). A recent South African study
reflecting on recruitment from underserved ethnic groups or areas highlighted
"academic, financial, emotional and social stressors’’ experienced by students
(Diab et al., 2012).

3.4.2 Retention and success
After selection and admission, various forms of academic and non-academic

support may be necessary for success particularly of students from under-
represented communities.
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Outreach to schools in addition to ongoing social, academic and career guidance,
as well as academic and social mentorship, have been found to increase
healthcare graduate output. A Cochrane review (Pariyo et al., 2009) sought
reliable evidence, especially from low and middle-income countries, that changes
in training influenced the number of graduates entering healthcare work. The
authors considered seven interventions to increase student numbers, six to reduce
aftrition, and two to increase recruitment from other countries. Only two studies
were deemed eligible for inclusion in the review — investigating health and nursing
students who were part of a Minority Academic Advising Programme (MAAP),
implemented in Georgia in 1984. These studies assessed academic, vocational,
personal and financial advice, skills development, mentoring, supplementary
fraining and annual evaluations. Enrollment of black health science students
increased 45%, and retention to graduation increased 11%. Enrollment of minority
nursing students increased 11%, and retention to graduation increased 5.2%. The
nursing students’ grade point average (GPA) increased nearly a quarter of a
grade, their persistence in the course increased 0.7 months, and their pass rate in
the nursing board examination increased 15%. Similar interventions, also in nursing
education, have been found to give rise to improvements in retention, GPA, and
graduation rates (Hesser et al., 1996; Lockie and Burke, 1999).

A programme in South Texas, aimed at areas with high Latino populations and low
medical staffing, provides academic support, a rigorous pre-medical curriculum,
enrichment, scholarships and acceptance to the supporting institution conditional
on successful completion of an appropriate pre-med degree (Thomson et al., 2010).
Full financial support is offered, dependent upon demonstrable economic need.
Support by faculty, peers and high-quality advisors is advocated to encourage
retention. (Conversely, discrimination, lack of social support, self-doubt and financial
burdens were hindrances to success.) The pre-med (basic science) degree was
the major stumbling block, and a full-time advisor to monitor and arrange support
increased retention and throughput. It is hoped that a requirement for community
service will encourage eventual practice in these underserved areas. The results
showed that, of students entering medical school from pre-med studies, over ten
years the proportion of Latinos increased from 7% to 13%, and this increased the
representation of this group in practice in the targeted areas.

A similar programme of mentoring and monitoring aimed at minority students in
Colorado resulted in a 38% increase in graduation rates of those in the programme,
and anoverallgraduationincrease of “students of colour” of 45% and aninstitutional
increase in graduations of 14% (Laden, 2004).

A South African inifiative includes the sourcing of funding for scholarships to
support healthcare students from rural areas, plus social and academic mentoring,
vacation work in students’ selected fields, and assisting students to recognise the
merit of their achievements (Ross, 2014). This programme has recorded an annual
pass rate over 85%, and greater than 60% retention in rural areas after completing
a work-back obligation.

Furthermore, a project using state funding according to student enrolment and
graduate output, employed academic development officers to tutor, monitor and
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refer students for help. Senior students acted as mentors. The resultant 36% increase
in student enrolment and 42% increase in state funding is ascribed to orientating
and mentoring, proactive monitoring and professional counselling (Essack et al.,
2010).

There seems to be agreement that integrated curricula with pedagogies that
actively engage students are more helpful academically than compartmentalised,
lecture-based programmes. While assessment in terms of short-term recall of
information tends to favour the fraditional format, evidence from empirical studies
supports the idea that students’ understanding and retention of material, and their
ability to apply it clinically, is improved by, for instance, problem-based learning
(Pourshanazari et al., 2013; Strobel and Barneveld, 2009).

In summary, there is a lack of rigorous evidence to establish causal relationships
between interventions and outcomes as they relate to student selection and
retention. It is unfortunate that the enthusiasts who document programme success,
such as those referred to above, often do not provide details of the interventions,
their costs and outcomes. Extra measures usually require extra funding, and both
academic and broader social support are important in sustaining students selected
with redress and fransformation in mind. What is apparent from available literature
is that student selection is a complex field, both in terms of the philosophies that
guide selection, and the consequences arising from selection choices. What then
are the implications of these complexities on HC student selection in South Africa?

3.5 Critique - adaptability and feasibility in the South African
context; barriers and enablers

3.5.1 Constraints on student selection

In South Africa, selection based on demographic characteristics is constrained less
by the size of the pool of school-leavers eligible for HE than by the distribution within
that pool. The difficulty of identifying students who have the potential to succeed
despite adverse schoolingis a further challenge. Academic preparedness has been
identified as one of seven areas that influence student retention in HE (Yorke and
Thomas, 2003). A small South African study shows that the high school from which
a student matriculated was the strongest influence on their academic achieve-
ments (Sommerville, 2014) and explains that disparity amongst schools is what
accounts for disproportionately small pools of students of certain ethnicities. As
schools become more equitable, the pools of students with equivalent academic
performance will more nearly reflect the country’s demographics (Sommerville,
2012). Thus eventually the selection dichotomy between academic merit and
demographics will be resolved. It appears from the literature that in terms of ability
to succeed academically, prior academic achievement is the best indicator, for
both advantaged and disadvantaged students. Nonetheless, demographic and
geographic representation, and clinical competency, are not best measured or
predicted by purely academic criteria.

Consideration of selection criteria and processes must include attentfion fo
constraints on their use and whether or not these can be overcome. Important
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constraints include the quality of SA school-leavers, and the subject mix to which
they have been exposed. A recent study reported that: "' A worrying aspect....was
the fact that all interviewees indicated that they had not had any career guidance
at school’ (Mji, 2002: 175). Evenin a developed country, potential students did not
have sufficient information about what financial support was available (Connor ef
al., 2001). Concerns about inherent bias in ‘soft’ selection criteria, and individual
bias among those responsible for gauging these criteria across linguistic and cultural
divides, are significant considerations. Given the present state of HE, pragmatic
constraints on implementation, such as availability of finance, time, personnel,
etc., for selection require attention. In this regard, South Africa’s similarities o
other resource-constrained counties and differences from relatively resource-rich
developed counties become more pointed.

The spectrum of afttributes and competencies that healthcare graduates should
possess is increasingly being debated. While distaste for ‘soft’ (i.e. difficult to
objectify) criteria is widespread, consensus is growing that ‘making the important
measurable’ is at least as worthwhile as ‘making the measurable important’.
Different —or complementary —selection criteria/processes are being implemented,
and South African training instfitutions could and should consider these as part of
their armamentarium.

3.5.2 Success rates

The throughput rates of South African healthcare students (CHE, 2013) suggest that
current selection criteria and academic support processes are relatively effective
compared to those in other HE programmes. However, a 68% overall pass rate in five
years for a four-year degree, with marked discrepancies between ethnic groups, is
alow level for comparison. US figures (AAMC, 2012) of 90% pass rates (although the
fime period is unspecified), and a more even ethnic spread of graduation rates,
imply that improvement is possible.

Evenif current SA successrates were satisfactory, the pressure on healthcare fraining
institutions to produce more practitioners with a better demographic match to the
population, and a more even spread over disadvantaged communities, is likely
to strain the system over time. Such pressures are universal, but more keenly felt in
circumstances of strained resources.

Detailed longitudinal studies of health science students to determine the success
rates of cohorts — percentages graduating in the standard time alloftted for degrees
— are sparse in the developing world. One small local study (Sommerville, 2012)
followed a cohort of medical students through a five-year course. Of 202 in the
first-year class, 147 (73%) passed in five years, another 43 (21%) passed eventually,
and 12 (6%) dropped out or were excluded academically. The author notes that 22
students (11%) failed one year when the assessment format was changed at short
notice. Thisillustrates the unstable platform on which improvements are based, and
the need to inferrogate the details of follow-up studies.
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Throughput studies are impossible without identification of individual students to
measure the fime taken from admission to graduation. An alternative index of
throughput is the graduation ratio — the percentage of all students registered for a
degree who graduate in a given year. This assumes a steady intake over several
years. Given this assumption, the graduation ratio for a three-year degree would
ideally be 33.3% —i.e. all the third-year students complete their degree. Similarly, the
ideal ratio for a six-year degree would be 16.7%. A constant failure rate each year
would yield a constant number of graduates; this is why tracking each individual in
an admission cohort to graduation is necessary for accurate evaluation.

3.5.3 Clinical success

Graduation numbers provide only a quantitative measure. They do not describe
success in ferms of the quality of the graduates’ healthcare competencies. Here
again, information is sparse. Completing the loop - relating selection criteria and
student support measures to graduate outcomes — is a generally acknowledged
shortfcoming.

A thought-provoking study conducted in the US (Papadakis, 2005) traced back to
their original medical schools doctors facing disciplinary action by their registering
boards. Their undergraduate student records showed a higher incidence of
‘unprofessional behaviour’ or ‘poor attitude’. (Poor academic performance was
less strongly associated with future disciplinary action.) The authors suggest that the
personal qualities of applicants for medical schools be assessed. The link between
a student’s interview score as an example, and behaviour during training and
subsequent professional conduct may be tenuous, but limited evidence suggests
that such links are discoverable and may be worth looking for.

More detailed follow-up of graduates into their fields of practice is needed, to
aftempt to match graduate attributes with input selection criteria. There is currently
scantevidencethatgraduate attributesareinfluencedbyidentifiable characteristics
at entry. This would require a long-term iterative process of prospectively following
students through into practice, developing indices of ‘appropriate’, ‘competent’
or ‘successful’ practice, relating these to student characteristics at selection,
adjusting criteria to select students with the desired characteristics, following them
over a prolonged period, and refining the process. Desired graduate attributes that
can be inculcated during the educational programme would also need to be fed
back into the programme and followed up to assess the efficacy of the process.
A start has been made on a long-term tracking process (Gillespie et al., 2016); the
number of studies arising from such a database is encouraging.

For South African HCE insfitutions, even the relatively straightforward selection
of students on academic merit is fraught with difficulty, given the quality of the
natfional senior certificate examinations. Taking ethnicity, social circumstances
and geography into account adds further complexity. Attempting to discern
which applicants might have the non-cognitive qualities that make for competent
clinicians adds more imponderables. Interviews and similar ‘soft’ measures are
viewed with some suspicion and their labour-intensive nature renders them difficult
to implement.
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Measurement of success rates is feasible but takes dedication and resources.
Follow-up of graduates info the field of practice requires a tracking system, which
raises considerations of ethics and feasibility.

In summary, it is apparent that additional input info selection and education
processes is required to achieve equitable access and success. Once students
have been selected and admitted, the important role of academic support has
been established. The nature and extent of such support is not precisely quantified.
However, exira input, whether by peers or staff and targeted to individuals or
available universally, has been employed with documented success. Monitoring
of individual progress is an essential part of support; here again, the detail of this
monitoring, and of consequent interventions, requires further exploration.

These in-course provisions have implications for budgets and human resource
requirements — although local experience (Essack et al., 2010) suggests that the
increased throughput justifies the increased expenditure. Given that many students
take longer than the minimum fime to complete their degrees (for example, CHE
2013; Pampallis, 2013; Scoftt, 2007; Sommerville, 2012), the financial and human
resource implications of their delayed entry info the country's healthcare system
are also noteworthy.

Barriers to selection and success include inequities that result in skewed
demographics among school-leavers; variation in the quality of primary and high-
school education; inequities in career guidance and basic information about
access to HC degrees; availability of staff, finance and facilities at university level
needed to conduct selection processes and academic monitoring, assistance and
follow-up; and, resources and time to develop and test psychometrics to select
students likely o become competent HC practitioners.

At first glance, enablers seem scarce. However, there are primary and secondary
schools which, despite straightened circumstances, do provide quality education
(Christie et al., 2007). Umalusi (Ditaunyane, 2015) keeps watch over the integrity
of South African senior certificate examinations, while some HCE insfitutions are
aftempting to elicit additional information to enable better selections, and a
number have student monitoring and assistance programmes in place. The SA
government acknowledges the need to address academic successin HE (Pampallis
et al., 2013); thisincludes the need for financial support; changes to undergraduate
curricula with extended and foundation programmes; support for teaching staff
development; use of educatfional fechnologies; mentoring; counselling; and
improving student living condifions.

3.6 Reconceptualisation and implementation of HCE

There are two areas in which selection for HCE should be reconceptualised. One is
the quantitative aspect of massification, which relates to the need for more HCPs,
who should mirror the demographics of the population they serve. The other is the
quality of the HCPs, relating to the service they provide and the communities they
serve.
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3.6.1 Quantity

Significantly increasing the number of graduates requires more training facilities.
HCE is relatively expensive, due to its duration but also the high staff-student ratios
needed to demonstrate and monitor clinical interventions. Greatly increasing
admissions and throughput numbers necessitates corresponding increases in
teaching and administrative staff numbers. The traditional arrangement of teaching
hospitals in close proximity to HC education institutions is unable to cope with
massification. Either constructing more facilities, orincluding peripheral hospitals, will
be needed. Further construction would require input from the national fiscus —and/
or setting up private institutions. Broadening the teaching platform would require
increased cooperation between academic and provincial health departments,
and reconceptualising the roles and responsibilities of employees. Selection of
students attuned to learning and ultimately working in these community-based HC
facilities will become increasingly important. (See also Chapters 5 and 9).

3.6.2 Quality

Benbassat and Baumal’s (2007) extensive review on selection (for medical school)
draws attention to the overlap between the numerical values obtained when
correlating cognitive or non-cognitive attributes with performance in medical
school. Even assuming that these attributes can be measured reliably, the question
must be asked: whether the intention in measuring each attribute is, or should be,
the same. Selection according to cognitive criteria (school-leaving or university
enfrance exam marks) appears more reliably to predict exam performance at
medical school. Non-cognitive criteria may be expected to predict qualitative
attributes, such as those of CanMEDS (HPCSA, 2014), which, while difficult to
measure, are increasingly seen as important attributes of a ‘good doctor’. This
needs further research and the resources to pursue such selection criteria. Kreiter
and Axelson (2013) in a review of 25 years of research on admissions, ask “who
‘deserves’ to be a physician?”. From a South African perspective, we can assert
that equity implies that all members of society deserve the opportunity. By contrast,
the pursuit of academic excellence alone would imply that none deserve it but
that each must earn their place, showing themselves academically worthy. We
raise the question "who does society deserve to have serving it2”.

Miller (1990) asserts:

“It would be pointless to question the importance of knowledge, despite
its transitory character. More important is that we demonstrate decisively
through our testing procedures that knowledge alone will not be enough to
succeed either in passing the examinations or in performing as a physician™
(Miller, 1990: Sé7).

3.6.3 Selection logistics

Using diverse selection instruments is likely to increase demands on staff numbers,
time and infrastructure. The basis on which selection is made will also need to be
reviewed as the nature of disadvantage changes. The debate in South Africa on

[
58 CONSENSUS STUDY REPORT




Reconceptualising Health Professions Education in South Africa

what constitutes ‘disadvantage’ willno doubt continue. The rise of the black middle
class and the growth of the white working class weaken the obvious link between
ethnicity and disadvantage. Apart from public debates on the topic (Ncayiyana,
2012), there is already evidence that race-based and socioeconomically-based
selection do not produce the same results (Waetjen, 2006). From what Powis et
al. (1988) call the ‘political’ aspects of selection, one of the long-term effects of
drawing in students from previously under-represented communities should be to
increase their representation on the teaching staff and so provide role models. This
entails commitment to review of selection policies at both student and staff level.

3.6.4 Throughput

In the shorter term, research is needed on the time course and academic
performance of students currently passing through HCE programmes. Beyond the
obvious planning considerations lie deeper deliberations. Efficiency of teaching
and learning demands tracking each student so as to know in the aggregate how
long students take to graduate.

3.6.5 Fitness for practice

To consider student selection from the viewpoint of excellence in practice is to
take the long view. While cognitive skills are measurable and assessed at training
institutions, the realm of practice is wider and more difficult to assess. What constitutes
excellence in practice is offen seen in qualitative rather than quantitative terms
(GMC, 2015; Hitti, 2006; i-studentglobal.com, 2015; Jha, 2014; New Kids Cenfre,
2015). How to select students prior fo admission to achieve the desired practitioner
characteristics several years later is problematic (Simpson, 1978) — and largely
under-researched (Kreiter and Axelson, 2013; Salvatori, 2001). Ferguson et al. (2002)
found only two studies on this fopic, which showed a weak correlation between
admission scores and competence at intern level. To reiterate:

“Although [grade. point average] is the single best predictor of academic
achievement, much of the variance in academic performance still remains
unexplained. The relationship of GPA to clinical performance is even less
clear. This means that other, perhaps non-cognitive variables such as work
experience, inferpersonal skills, motivation, maturity, empathy and ethical
infegrity are contributing to both academic and clinical performance
outcomes” (Salvatori, 2001: 170).

South Africaisnot alone inneedingrigorousresearch onthelong-termconsequences
of selection processes and criteria related to the quadlities that society looks for in its
HCPs. Not only alternative criteria, but alternative processes may be desired — for
instance, enlisting community members o selection teams.

3.7 Recommendations

Universities should:

a  Conduct rigorous research to determine what selection criteria and student
support measures best predict student success and promote the attainment
of the desired graduate competencies in the South African setting.
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b  Adopt evidence-based selection and admission criteria to ensure
demographically and geographically representative student cohorts, taking
due cognisance of the challenges within the secondary education sector.

c Institute academic and non-academic monitoring, development, support
and mentoring programmes to translate access into retention and success.
Professional councils should:

a Infroduce mandatory educational qualification, certification or professional
development for health professional educators.

b  Develop metrics of professional standards, and feed measurement results
back info student selection.

The Department of Health should:

a Provide an expanded, appropriately staffed clinical training platform
spanning rural and urban areas across all levels of healthcare.

The Department of Higher Education and Training should:

a Increase funding for academic development and support programmes at
universities.

b Adequately fund students to ensure that access translates to retention and
SUCCESS.

According to the United Nations Educational, Scientific and Cultural
Organisation (UNESCO) report:

“Universities are under a great deal of pressure to meet the complex and often
contradictory expectations of the societies they serve. Prejudice, discrimination,
and disadvantage did not begin within the university. Yet, the university is obliged
to address these and other challenges embedded in diverse contemporary
societies” (Altbach et al., 2009: 39).
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CHAPTER 4

@
Scaling up the Health Workforce

Key points

* Drastic action is needed to increase the production of HCPs by optimising
production capacity in the public and private academic sectors and
supplementation through international scholarship programmes.

e Professional bodies should ensure that their information systems reflect
sufficient details around practice location and modalities to allow adequate
health workforce planning.

* Greater use of ICT to reduce the need for classroom fuition could increase
production and reduce costs.

e The clinical training platform needs to be expanded to include both public
and private healthcare facilities.

* In the medium term, supplementation from abroad should be embraced
and the process of recruitment and registration simplified.

* HRH policy and management should receive high priority with adequate
resource commitment and systematic monitoring and evaluation of progress
based on a key indicator set.

* Retention strategies for students and qualified HCPs should be incorporated
info HRH policies and strategies.

4.1 Introduction

South Africa can no longer ignore its acute HRH crisis and applying the same
thinking that precipitated this crisis will not solve the problem. To increase health
workforce numbers in the short and medium term will require innovative solutions.
Although this chapter focuses predominantly on strategies for scaling up health
workforce production, it will also explore other relevant strategies such as improving
health worker retention and supplementation from abroad. Medical practitioners,
pharmacists and registered nurses receive most attention, although mid-level
workers are briefly referred to in the context of task shiffing. Dental practitioners
are only mentioned briefly, as projections indicate that South Africa has enough
dentists at present and will soon produce a surplus (DoH, 2011a).

The WHO HRH strategy (Crisp, 2008) to increase production of health workers
comprises seven elements: building institutional capacity, reducing attrition
rates, integrating pre-service and in-service education, developing common
educational platforms for different types of healthcare workers, moving learning o
the community, increasing the use of ICT and improving education through quality
assurance systems. This chapter focuses on three of these elements — building
institutional capacity; reducing attrition rates among students and faculty; and
increasing the use of ICT. Other elements are dealt with elsewhere in this report.
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4.2 Current South African situation

There is a lack of accurate data on the number of HCPs currently working in the
various professions in South Africa. Professional councils provide absolute numbers
of professionals registered to practise, but do not specify if they are in the country
or active in their profession. Given that human resources-related costs make up
40.6 % of public sector expenditure in South Africa (Paton, 2015) and that salaries
account for the highest percentage of operating costs (SHRM, 2008) the absence
of quality data constitutes a maijor risk for strategic planning.

The 2006 World Health Report noted that a minimum threshold for workforce density
exists, and that if this threshold is not achieved, the ability of a state to implement
critical health programmes is seriously hampered. Flowing from this report, the
WHO established the Global Health Force Alliance which recommended the
establishment of the CCF mechanisms designed to bring together all stakeholders
working in HRH at country level. This Alliance recommended the inclusion of
numerous stakeholders in the CCF, including representatives from ministries of
health, finance, education, labour, local government, public service commission/
agency, professional associations, training institutions, civil society (NGOs and
faith-based organisations), private sector, development partners (multi-lateral and
bilateral agencies working in budgetary support or project mode) and regulatory
bodies (WHO, 2017). South Africa currently does not have a CCF that includes
representation from all these stakeholders.

This limitation notwithstanding, the available data on the number of HCPs in South
Africaindicate serious shortages across most healthcare professionswhen measured
by the ratio of professionals per unit population or compared with statistics from the
country’s economic peers (See Chapter 10).

4.2.1 Production of HCPs

The DoH HRH Strategy 2012 to 2017 (DoH, 2011b) articulates the need for increased
production of HCPs. It states that “health professional output from higher education
institutions has been stagnant in most health science programmes for the past 15
years and planned growth has not taken place in relation to population growth
andinrelation to health need”. Furthermore, the DoH Workforce Model developed
in 2010 identified shortages in most categories of health professions (DoH, 2011a).
The current numbers of dental practitioners, technicians and therapists were
considered to be sufficient to meet current needs and forward projections showed
a potential surplus. Enrolled nurses were the only category of HCP where current
numbers substantially exceeded demand.

The DoH HRH Strategy 2012 to 2017 (DoH, 2011b) also benchmarked the availability
of HCPs per 100 000 of the population against other middle-income countries,
showing that South Africa lags far behind its peers. When benchmarked against
Brazil, South Africa has a shortage of 60 000 medical practitioners (DoH, 2011b).
In the period 1999 to 2006, there was an average of around 550 new doctors
registering with the HPCSA annually. This means that if the population growth rates
remains stable with the current in-country production capacity it would take more
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than 100 years to achieve parity with Brazil in terms of the number of doctors/100
000 population (Breier, 2009). The percentage of GDP spent on healthcare also
plays a maijor role in determining the professional mix of healthcare delivery. Most
counftries that spend an equivalent percentage of GDP on health compared to
South Africa (8-10%) opft for doctor-driven primary healthcare systems, while those
that spend less opt for nurse or mid-level worker-driven systems (WHO, 2008).

South Africa has a two-track healthcare system — a private frack, funded through
voluntary health insurance and a public track funded from tax revenues. This
two-track system is also reflected in how primary care services are organised in
South Africa. The private sector is doctor-driven model, while the public sector
has a nurse-driven model. Given the impact that healthcare system design has
on production of HCPs there is an urgent need for South Africa to develop clarity
on the future model for primary care provision, whether doctor or nurse-driven. This
is particularly important in the context of the policy decision to move to an NHI
funding model. Internationally, NHIs are often based on a doctor-driven primary
care provision model and this may be the intention, given that the DoH since 2014
has been contracting general practitioners to provide services in public sector PHC
clinics in NHI Pilot Districts (DoH, 2014).

Irrespective of whether the primary care services in future will be doctor or nurse-
driven, South Africa, with 2.8/10 000 medical practitioners and 28.5/10 000 nurses
(DoH 2011a) is under-resourced with regard to doctors, registered nurses and
pharmacists when compared to middle-income countries (Tables 4.1 and 4.2).

Table 4.1: Ratios of core healthcare professionals by country income group and
WHO regions

Density of health workforce (per 10 000 population)

Income el sl Dentist Pharmacevuti-
Physicians Midwifery Y Psychiatrists
Category P Personnel cal Personnel
ersonnel

Low income 2.4 5.4 0.3 0.5 <0.05
Lower-middle 7.8 17.8 1.2 4.2 0.1
income
Upper-
middle 15.5 25.3 3.1 0.2
income
High income 29.4 86.9 5.8 8.4 1.0
Global 14.1 29.2 2.7 4.3 0.3

Source: Essack, 2012
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Table 4.2: Average health worker statistics/100 000 population, 2011

Medical Doctors Nurses Pharmacists
South Africa 28 293 8
Brazil 172 650 54
Russia 431 852 8
India 60 130 52
China 142 138 25
Argentina 316 48 50
Chile 109 63 -
Costa Rica 132 93 53
Colombia 135 55 =
Korea 197 53 12
Singapore 183 590 37
Thailand 30 152 12
Vietnam 122 101 32

Source: Essack, 2012

Although the total number of nurses per 100 000 population is in line with inter-
national comparisons for middle-income countries, the mix of nursing categories is
not ideal, as there has been a steady decrease in the proportion of the more highly
qualified registered nurses (RN) registering with the South African Nursing Council
(SANC). Currently only 16% of new registrations are RNs and should this trend
continue, RNs will fall from 50% of the profession in 2009 to 37% in 2020. The Strategic
Plan for Nurse Education, Training and Practice 2012/13 to 2016/17 states, “RNs are
older than the other categories with 43.7% being over 50 years old and retiring at
arate of 3000 per year for the next 10— 15 years. Training and retaining RNs needs
urgent attention given the need to improve skills and improve healthcare access
with the infroduction of NHI and the re-engineering of PHC"” (DoH, 2013).

Production is predominantly via public sector academic institutions. The private
sector has, however, confributed substantially to the fraining of nurses (through
bridging programmes) and pharmacy assistants.

Some of the key reasons for the inadequate production of HCPs in the clinical
disciplines are (DoH, 2011b):

a Shortages of clinicians and therefore clinical teachers due to a freezing of
posts. According to the HPCSA, 591 (30%) of the accredited academic posts
for medical specialists were unfilled or unfunded in 2010 (DoH, 2011b). The
appointment of clinicians at academic complexes relies on funding from
provincial health departments.

b The clinical fraining platform is mainly hospital-based and subject to budget
and infrastructure shortages that plague public-sector facilities. This limits the
number of students that can be trained.
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c Poor human resource management at academic health complexes also
has an impact on staffing, for example, conflict between the chief executive
officer of one of the larger academic hospitals and academic staff was
blamed for an exodus of 20 senior teaching staff (Myburgh, 2014).

Current government strategies have set production targets aimed at increasing
the health professional to population ratfios. The National Strategy for Nursing
Education, Training and Practice 2012/13-2016/17 sets a target of 560 registered
nurses per 100 000 of the population by 2020. If these targets are meft it will align
South Africa with its economic peers. The DoH HRH Strategy 2012/13-2016/17 (DoH,
2011b) sets a less-ambitious target for 2015 of 387 registered nurses per 100 000
population. Both these targets are, however, higher than the ratios reported by
the WHO for upper-middle-income countries and are closer to the high-income
country average of 869 per 100 000. The ratios to be achieved for doctors by 2025,
included in the DoH HRH Strategy, of 36.6 per 100 000 would be more in line with
low-income countries and falls far short of the upper-middle-income country rafio
of 155 per 100 000. Projections for medical specialists have set a target of 28.5/
100 000.

4.2.1.1 Medical practitioners and medical specialists
Production of medical practitioners in South Africa takes place entirely in public-
sector universities and includes a two-year practical internship after graduation.

Table 4.3 shows medical school graduates for the period 2000 to 2014.

Table 4.3 Number of MBChB graduates, 2000-2014

=] - N (] < (72} o N ) o~ o — N o) <
o =] (=) =} (=) (=] o (=) o o - — — — —
o o o o <] o o o <] (=) o o (=) o
N N N N N N N N 3 N N N N N N

UucCt 134| 162 167| 155| 159| 150| 185| 160| 164| 170| 188| 170| 184| 181| 171

UFS 110 115| 109| 88| 167| 106| 105| 129| 109| 99| 108| 115| 99| 113| 137

UKZN 90| 116| 132| 165| 178| 298| 201 | 189| 224| 176| 194| 183| 216| 211| 128
UL 235| 245| 243| 283| 238| 294| 239| 200| 153| 141 1692| 142 175| 136| 182
uP 203| 212| 203| 184| 180| 197| 207 | 198| 200| 208| 202| 209| 222| 227| 239
SU 140 140| 129 177| 148| 150( 170| 149( 167| 180| 162( 177| 175| 182| 175
WSU 26 43 48 56| 119 69 89 971 103 88 83 94 711 115 26
Wits 193| 192| 181| 188| 205| 247| 170| 175| 189( 193| 223( 210| 193| 181| 212
TOT [ 1131 1225| 1212| 1296| 1394 1511| 1366 | 1297 | 1309 | 1255 1329 | 1300| 1335 1346 1170

Source: DHET (HEMIS Database, 19 November 2015: Mr Jacques Appelgryn)
Notes: The reason for the decline in 2014 at some of the universities is the move from the five-
year to six-year programme

Untilrecently, South Africa had eight medical schools, with the last being established
in 1977 when the population was 22 million (Bateman, 2013). Since then government
aftempts to increase the number of medical graduates have mainly comprised
the infroduction of the Mandela-Castro Programme. This inifiative, which started in
2005, recruits students from disadvantaged communities who study for five years
in Cuba and then return to South Africa where they complete 12 to 18 months of
local orientation before sitting final year medical school exams at South African
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medical schools. On completion of their internship, students are required to work in
the public sector, in their district of recruitment, for a further five years. The number
of students sent to Cuba for training has historically been around 100 per year but
this number was increased several fold in the past few years. According fo the
DoH the intention is o reduce the number of students sent abroad in line with
envisaged increases in infake at local universities. Additional measures taken by
government to address the shortage of doctors have been the recent creation of
a new medical school at the University of Limpopo (UL) and planning for a further
medical school at the Nelson Mandela University (NMU).

As far as specialist and sub-specialist training is concerned the lack of funded
HPCSA-approved fraining positions linked to academic complexes presents a
significant challenge. HPCSA data from 2010 (Tables 4.4 and 4.5), show that 38% of
registrar and 75% of sub-specialist fraining positions are unfilled (DoH, 2011b). While
specialist training in the private sector is not allowed, up to one year of the four or
five years' workplace experience a registrar must acquire can be spent in private
practice. This tfime is usually used to gain access to technology not available in the
public sector.

Table 4.4: Number of HPCSA-approved registrar training posts 2010

Vacant 148 63 210 126 433 56 148 169 1353
Filled 299 287 568 260 436 214 159 6 2229
Total 447 350 778 386 872 270 307 175 3 582
% Filled 67% 82% 73% 67% 50% 79% 52% 3% 62%

Source: HRH Strategy 2012/13 to 2016/17
Note: HPCSA sites visits were undertaken between 2008 and 2010

Table 4.5: Number of HPCSA-approved sub-specialist training posts vacant and
filled by faculty, 2010

Faculty ucr SuU Wits up UKZN UFS uL wsu Total
Vacant 49 62 59 69 42 29 43 27 380
Filled 29 24 53 0 8 2 0 0 116
Total 78 86 112 69 50 31 43 27 496
% Filled 37% 28% 53% 0% 16% 6% 0% 0% 25%

Source: HRH Strategy 2012/13 to 2016/17
Note: HPCSA sites visits were undertaken between 2008 and 2010

4.2.1.2 Nurses

South Africa produces a number of categories of nurses, ranging from RNs, who
have completed a four-year diploma or degree qualification either through a
university or a nursing college, to enrolled nurses who have completed two years
of study and enrolled nurse auxiliaries with one year of study. Two-year bridging
programmes exist that allow enrolled nurses to upgrade their qualification to that of
a general or psychiatric nurse. Although bridging programmes do not increase the
total numbers of nurses, they convert a lesser-qualified category of nurse, of which
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there is a surplus, to a higher-skilled professional, which is in short supply (Wildschut
and Mggolozana, 2009). These qualifications, referred to as legacy qualifications,
are being phased out to be replaced by a four-year Bachelor's degree in nursing
(professional nurse and midwife), a three-year diploma in nursing (staff nurse) and
a one-year higher certificate in nursing (auxiliary nurse).

Figures 4.1 to 4.4 indicate the number of nurses across all categories that have
completed training in recent years. Production of RNs through university degree
programmes has steadily increased from 360 in 1996 to 629 in 2010. However, only
25% of professional RNs, completing a four-year qualification between 2004 and
2013, received their qualifications at universities (DoH, 2013).

The total production of RNs declined between 2000 and 2006 due to the
rationalisation and subsequent closure of state-owned nursing colleges in the
late 1990s (DoH, 2013) This decision was overturned in 2005. The number of RNs
produced by these colleges has since increased steadily, but has only recently
returned to pre-2000 output levels.

Notably, the bulk of the increase in RNs between 2004 and 2013 has been through
bridging programmes offered in public (15 591) and private (11 430) sector acao-
demic institutions. Although training within private academic institutions linked fo
hospitals is acknowledged to be of high quality, concerns have been raised about
quality in a large number of small private nursing colleges. Nursing colleges and
schools do not fall under the ambit of the Higher Education Act and are not sub-
jected to the quality assurance framework. There are, however, a small number of
private nurse training institutions that have accreditation with the Council on Higher
Education that have been licensed to offer undergraduate nursing diplomas and,
in one case, a postgraduate diploma (DoH, 2013). From 2020, all undergraduate
and postgraduate nursing programmes must be aligned with the Higher Education
Qualifications Framework and be accredited by the CHE.

Output Enrolled nurses (2004 - 2014)
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2835 5061 7175 8174 8393 7164 6957 6830 6954 7583 7807

Il Output Enrolled nurses: Public I Output Enrolled nurses: Private

Source: SANC, 2015
Figure 4.1: Production of enrolled nurses in the public and private sector
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Output Nurses Auxiliaries (2004 - 2014)
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Source: SANC, 2015
Figure 4.2: Production of auxiliary nurses in the public and private sector
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Figure 4.3: Production of registered nurses 2004 - 2014

Specialist nurses are frained mainly in public-sector academic institutions. The
numbers appear to be in decline, except for midwifery and neonatal care. This is

a serious concern as the NHI system and the re-engineering of PHC require nurses
with specialisations in primary healthcare, school health and community health.
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Figure 4.4 : Nursing specialists qualifications 1999 to 2014
4.2.1.3 Pharmacists

Training of pharmacists is provided by eight pharmacy schools approved by the
South African Pharmacy Council (SAPC). Their training consists of four years of full-
fime study, which leads to the BPharm degree, followed by a 12-month practical
fraining as an intern in a SAPC-accredited pharmacy. During this year, the intern
gains valuable practical experience and knowledge while working under the
direct supervision of a qualified pharmacist (SAPC, 2014).

Following successful completion of internship and pre-registration evaluation, the
intern is registered as a pharmacist by the SAPC. It is compulsory for all registered
pharmacists fo do one year of community service in a public-sector facility before
they can practise independenily. All the pharmacy schools, operating at full
capacity, annually produce fewer than 400 pharmacists (SAPC, 2014). The number
of pharmacists registered with the Pharmacy Council is shown in Figure 4.5 and
Table 4.6. Only 43% of qualified pharmacists work in retail pharmacies, 35% work in
private and state hospitals, while the remaining 22% work in wholesale, research,
academia and professional administration.
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Figure 4.5: Increase in the number of registered pharmacists from 2001-2010
Table 4.6: Pharmacists registered with the Pharmacy Council in 2014

Eastern Cape 90 94 1 551 0 1735
Free State 19 44 440 0 503
Gauteng 263 125 4704 5 5097
KwaZulu-Natal 168 94 1903 0 2145
Limpopo 65 56 525 0 646
Mpumalanga 43 60 570 0 673
North West 101 51 628 1 781
Northern Cape 6 39 181 1 227
Unknown 6 3 795 3 807
Western Cape 113 46 2198 2 2 359
Sub-totals 874 612 13 495 12 14 993

Source: SAPC (2015)
4.2.1.4 Pharmacy Assistants

Pharmacy assistants (PAs) are mid-level workers who have become indispensable
in the public sector, given the acute shorfage of pharmacists. The numbers of
registered PAs and PAs in fraining are shown in Figure 4.6.

The training of this cadre of health worker will be phased out with last date of
enrolment being 30 June 2018. The PA qualification has two levels — Basic PA
(National Qualifications Framework [NQF] level 3) and Post-Basic PA (NQF level 4).
The qualification is provided in four sectors: i) community (retail pharmacies), ii)
institutional (hospital pharmacies), iii) wholesale, and iv) manufacturing. Training
takes 14 months with compulsory contact classes of 35 days (SAPC, 2014).
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A new three-year higher education quadlification of pharmacy technician is
envisaged fo replace the PA. The pharmacy technician will be able to operate
more independently. Currently, pharmacy technicians are trained in a full-fime
course offered by only the NMU. These learners gain practical experience in an
accredited pharmacy for six months as interns, prior to registration with the SAPC.

The advantage of the current PA training programmes is that both qualifications are
taught as an apprenticeship and predominantly through distance educati