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ABSTRACT

An Evaluation of a Community-Based Interdisciplinary Health Promotion Course
in one South African University

Health professionals worldwide are currently inadequately trained to address the health

issues of communities, particularly in developing countries where there are major health

disparities. This study argues for an alternative and more appropriate education, one

which would better prepare future health professionals to address these needs.

The study draws attention to how the University of the Western Cape (UWC) responded

to preparing its health professional graduates to better meet the needs of South African

society. The thesis explores the rationale for a shift in health professions education to

one which supports service-learning, locating the study within the broader

developments in higher education within South Africa.

The specific aim of this thesis was to evaluate a community-based interdisciplinary

health promotion course offered to the undergraduate health sciences students from the

faculties of Community and Health Sciences and Dentistry at the University of the

Western Cape (UWC). It focused on evaluating the perceived effectiveness and the

impact on the stakeholders of the Interdisciplinary Health Promotion course, with the

aim of developing an appropriate framework to guide the teaching of health promotion

at higher education institutions in South Africa.

Ten primary schools in three disadvantaged communities in the Western Cape were

used as the health promotion settings for the Interdisciplinary Health Promotion course.

The study design was a programme evaluation that used the explanatory sequential

mixed-methods design. An evaluation matrix was developed, consisting of three core

concepts (curriculum, community-based learning, and university-school collaboration)

against which the course was evaluated. Indicators and criteria were developed for

each core concept. Questionnaires were distributed to all the stakeholders, that is, the

university students, the lecturers, the supervisors and the school educators, involved in

the Interdisciplinary Health Promotion Course during 2006. Focus group discussions
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with the stakeholders were also conducted at the UWC campus and in the Delft

community. There was a good response from all the stakeholders who participated in

the study (students (72.4%), lecturers (85%), supervisors (100%) and school educators

(71.5%)).

A main finding of the study was that the Interdisciplinary Health Promotion course was

relevant and up-to-date with developments in the field of health promotion. Course

topics were dealt with in sufficient depth and the assignments were clear, specific and

related to the course outcomes. The interdisciplinary teaching and learning approach

allowed the university students to learn and develop a better understanding of the roles

and contributions that the various professions played in health promotion in a

community.

The course was perceived as having been of value to all the stakeholders and having a

positive impact on the schools. The findings revealed that the health promotion projects

implemented in the schools helped the university students to learn how to plan,

implement and evaluate a project in a community setting. Furthermore, the findings

suggest that the schools offered an ideal placement for university students to learn

about health promotion and its application.

In addressing a concern about the course not making any meaningful long-term impact

on the schools and the surrounding communities, the study showed that it is important

to revisit the current teaching and learning approach of the Interdisciplinary Health

Promotion course. It revealed that service-learning as an alternative to the field

education approach would facilitate a closer relationship between theoretical and

practical knowledge, where the practical application was translated into a service that

met the needs of a community.

The study further revealed that the collaboration model between the university and the

school also needed to be reconceptualized, to include all the stakeholders as well as

their needs in relation to health promotion in the schools. It was recommended that the
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In conclusion, this study showed that the recognition and establishment of university-

community partnerships and reliance upon them in the educational process, would

provide many new opportunities for relevant and meaningful health professional

education and training. These efforts would contribute to improving the quality of higher

education delivered to students, thereby ensuring their competency to better meet the

needs of the communities they will serve.

Health Promoting School framework should be seen as the overarching framework for

the sustainability of school-based health promotion.
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CHAPTER ONE

INTRODUCTION

The aim of this thesis is to evaluate a community-based interdisciplinary health promotion

course offered to the undergraduate health sciences students in the faculties of Community and

Health Sciences and Dentistry at the University of the Western Cape (UWC). The study focused

on evaluating the perceived effectiveness and the impact on the stakeholders of the

Interdisciplinary Health Promotion course with the aim of developing an appropriate framework

to guide the teaching of health promotion at higher education institutions in South Africa.

This introductory chapter begins by exploring the rationale behind the need for a shift in the

content of the health promotion courses and the strategies for how they are taught within the

undergraduate health professional programmes at UWC. Currently, health promotion is taught at

the University of the Western Cape in an interdisciplinary manner within the undergraduate

health professional programmes such as Physiotherapy, Occupational Therapy, Psychology,

Social Work, Dentistry, Oral Hygiene, Dietetics, Human Ecology and Natural Medicine. The

Interdisciplinary Health Promotion course was an initiative that emerged from an arduous

curriculum transformation process in the Faculties of Community and Health Sciences and

Dentistry and was formally introduced into the health professional programmes curriculum in

2001. The course adopted a community-based learning and interdisciplinary teaching and

learning approach. Ten primary schools that are situated in the Delft, Westbank and Eerste Rivier

communities were used as the teaching and learning sites. Community-based learning in the

context of health professions education is defined as:

A form of instruction where trainees learn professional competencies in a community
setting focusing on population groups and also individuals and their everyday problems.
The amount of time students spend in the community and organizational settings may
vary. Instruction may take place at a general practice, family planning clinic, community
health center or a rural hospital. During their training in the community, students learn
about social and economic aspects of illness, about health services in the community and
methods of health promotion, about working in teams, and about frequency and types of
problems encountered outside a hospital setting (Wojtczak, 2002, p. 9).
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Community-based learning thus represents a number of strategies that engage students in the

learning process, including work-based learning, civic education, environmental education,

academically based community service, field education, and service-learning (Melaville, Berg

and Blank, 2006).

The content of the Interdisciplinary Health Promotion course includes aspects that contribute to

the knowledge base of health promotion, such as the origin and evolution of global health

promotion, the theory underpinning health promotion practice, and research, planning and

evaluation. Secondly, it contributes to the skills competency needed in health promotion practice,

such as professional development, programme planning, implementation and evaluation,

communication, interdisciplinary learning, research, facilitation and working with specific target

groups.

This research focuses on this innovative Interdisciplinary Health Promotion course. The course is

evaluated in terms of its teaching and learning approach, as well as the extent to which it has

collaborated with other sectors outside the university. The background of this course is discussed

in detail in Chapter Five. This initiative should be seen in conjunction with the entire process of

curriculum transformation of health professions education, specifically at the University of the

Western Cape (UWC) and more broadly within higher education in South Africa.

2

1.1 RATIONALE FOR THE STUDY

Health Promotion is a global movement that is supported by the World Health Organization and

has the potential to support and sustain better health (Keleher, MacDougall and Murphy, 2007).

However, the sustainability of improved health is dependent on the approaches, theoretical

foundations, intentions and outcomes of health promotion programmes. There is also a growing

recognition that a shift in health promotion approaches, from individualistic behavioural change

approaches to socio-ecological models, is well overdue. According to Sanders, Stem, Struthers,

Ngulube and Onya (2008), the focus of health promotion in sub-Saharan Africa has not remained

true to the ideals of the Ottawa Charter which emphasized the need for comprehensive action

focusing particularly on the social determinants of health. Recent thought in health promotion
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places an emphasis on social change, environmental development, and development of capacities

and opportunities for communities (Keleher, 2007). This implies that health professionals need to

have a solid understanding of the social factors which influence health, the experiences and

needs of people, and the challenge of partnerships and collaborative practice.

Health professionals worldwide are currently inadequately trained to address the health

challenges of communities, particularly in developing countries where health disparities are of

crisis proportions and where the magnitude of health problems surpasses the available meagre

resources (Bor, 2003). For the health professions education sector, this means that higher

education institutions have the responsibility of producing health professionals who can respond

effectively and competently to the challenge of improving the health status of South Africans and

of building an equitable and dynamic society (Waggie, Gordon and Brijlal, 2004). Adopting a

community-based learning approach in health professions education is one way of responding to

this need.

There is increasing pressure on higher education institutions in South Africa to become more

responsive to societal needs (Department of Education (DoE), 1997) and to become active

partners with civil society (Waghid, 2002). The University of the Western Cape (UWC) has

committed itself to responding in critical and creative ways to the needs of a society in transition

(UWC, 1995). It is within this context that UWC has transformed its health professions curricula

to emphasize primary health care and health promotion approaches. The university has

implemented innovative teaching and learning approaches, such as community-based learning, to

deliver these curricular imperatives.

In a presentation to academics, students, services and community members, the previous vice

rector academic ofUWC, Professor Pretorius, said,

Today we are faced with the legacy of apartheid and its deliberate underdevelopment of
our people, as manifested through widespread poverty and homelessness, by domestic
violence and other violent crimes, by drug and alcohol abuse, and the proliferation of
gangs fighting for control over drug territory, by extremely high rates of tuberculosis
infection, by unemployment and a huge pool of unskilled labour, by schools that struggle
to restore authority of knowledge.



As it was in the struggle against apartheid, UWC is now deeply immersed in the new
struggle. In this struggle, UWC's essential business is the production of and
dissemination of the knowledge that will help our community make its way. Service-
learning is an educational experience that further strengthens UWC's involvement in the
new struggle. It is an educational experience whereby both community needs and
learning activities are reciprocally enriched (Pretorius, 2004).

To give expression to the goal of becoming socially responsive, UWC joined eight other

universities in South Africa within the Community Higher Education Service Partnership

(CHESP) in order to initiate and develop service-learning programmes at South African higher

education institutions. A key thrust of the CHESP programme was to identify new ways of

creating knowledge and rendering service through a three-way partnership between university,

community and service organizations (UWC, 2003). One approach was to adopt service-learning

as a teaching and learning strategy which would assist in the achievement of academic

excellence and scholarship to achieve social responsiveness. Service-learning is distinguished

from other forms of community-based learning approaches by the balance between the learning

goals and the service outcomes and its intention equally to benefit the provider and the recipient

of the service (Furco, 1996).

4

1.2 PROBLEM STATEMENT

The implementation of the Interdisciplinary Health Promotion course at UWC during 2001-2006

presented many challenges to the university students and lecturers, as well as the educators in the

schools where the course was located. The purpose of the course was to create a mutually

supportive relationship in,which the school became a site of learning for students and at the same

time benefited through the expertise and resources provided by the university. After two years it

became evident that the purpose of this course was not being optimally met. There was a lack of

visible and coordinated health promotion efforts, and initiatives appeared to be isolated and

limited to student projects carried out in one semester of the academic year. In 2002-2003 a

research project was conducted to assess the status of the health promotion initiatives in four

schools where students were placed (Waggie et al., 2004). The study concluded that:



1. The presentation, initiation and monitoring of the Interdisciplinary Health Promotion
course needed to be reviewed, with clarification of the roles and responsibilities of all
parties.

2. It may be more realistic to focus on health promotion themes that would build and sustain
programmes in consultation with all stakeholders within individual schools.

3. Appropriate programmes should be developed to avoid unrealistic or incorrect
expectations, maximizing the health and learning benefits of both the school community
and the tertiary institution.

4. The importance of thorough research of the educational site when using the community-
based learning strategy is highlighted.

5. The success of the school as a viable site for the Interdisciplinary Health Promotion
course requires not only commitment but also thorough planning and continuous
monitoring.

The conclusions of the study indicated that the Interdisciplinary Health Promotion course had to

be reviewed, particularly in terms of its curricular component, the teaching and learning

approach, the roles and responsibilities of all the stakeholders, and the sustainability of health

promotion programmes in the schools (Waggie et al., 2004).

1.3 THE AlM, OBJECTIVES AND SIGNIFICANCE OF THE STUDY

Based on the conclusions of the research described above (Waggie et al., 2004), the aim of this

study was to evaluate the perceived effectiveness and impact on the stakeholders of the

Interdisciplinary Health Promotion course offered in the Faculties of Community and Health

Sciences and Dentistry at the University of the Western Cape, with the ultimate aim of

developing an appropriate framework to guide the teaching of health promotion at a higher

education institution. The specific objectives of the study were:

1. To describe the process undertaken in the design and implementation of the
Interdisciplinary Health Promotion course;

2. To explore the perceptions and experiences of the key stakeholders (excluding the
schools learners), that is, the university students, lecturers, supervisors and school
educators involved in the Interdisciplinary Health Promotion course, in relation to the
course curriculum, including the community-based learning approach to teaching and
learning;
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3. To explore the nature and the extent to which collaboration between the university and
the participating schools was pursued;

4. To explore how the Interdisciplinary Health Promotion course can be strengthened or
improved to better achieve its goals; and

5. To develop a framework that is most appropriate for teaching community-based health
promotion to an interdisciplinary group of health sciences students in school settings.

There is a lack of published literature on the impact of community-based learning activities

across the broad range of stakeholders. Much of the literature focuses on the impact on students

as individuals and on their learning (Gelmon, 2000). This study is therefore groundbreaking in

that it is the first of its kind to research the perceived effectiveness of the Interdisciplinary

Health Promotion course and its impact on the stakeholders. In particular, when seeking to

document the effect of pedagogy, it is vital to be able to provide evidence that the course is in

fact making a difference to those involved in pursuing it. However, the interdisciplinary

education aspect of the course is not evaluated in any depth in this study.

It is important to view this research as a strategy for improving the course, for identifying

strengths and areas for improvement; for identifying deficiencies; for providing evidence that

will serve as the basis for future planning and enhancements; for validating existing knowledge;

and for providing data to support the continuation of such curriculum activities.

Health promotion is an important aspect of a health sciences curriculum, particularly in South

Africa, where the primary health care approach is the foundation of the national health system.

The primary health care approach is a comprehensive one involving all aspects of care, such as

preventative, promotive, curative and rehabilitative care (WHO, 1978). This research provides a

framework for teaching and learning about health promotion at higher education institutions. The

health promotion settings approach are viewed as social systems which can support health and

can thus provide a conducive environment for change. The school as a specific health promoting

setting and its development internationally is well documented. The health promoting school is

defined as one which constantly strengthens its capacity as a healthy setting for living, learning

and working. The thesis argues that the Health Promoting Schools Framework is a "best
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1.4 METHODOLOGICAL FRAMEWORK

A comprehensive approach to curriculum evaluation is deemed an essential aspect of the process

of developing health care professionals capable of addressing the changing health needs in South

Africa and beyond. Over the past few years a multi-constituency approach has been developed

and used in the evaluation of a range of community-based learning activities (Gelmon, 2000).

This approach was referred to as the Concept-Indicator-Method (Gelmon, McBride, Hill, Chester

and Guernsey, 1998). This was initially developed at Portland State University as part of an

assessment of their general education programme, and was designed to assess the impact of

service-learning on students, faculty (lecturers), the institution and the community (Gelmon,

2000). This approach was further developed for the evaluation of a national demonstration of

service-learning in health professions education in the United States of America (USA). The

Concept-Indicator-Method provides a structure to guide the evaluation, facilitating the data

collection and report in a practical way that is true to the aims and objectives of the evaluation

(Gelmon, Foucek and Waterbury, 2005).

practice" framework for school-based health promotion. It also presents the Interdisciplinary

Health Promotion course as a service-learning course which could be offered at various settings

in collaboration with the community and service providers, with the aim of improving the health

status of the community.

The Concept-Indicator-Method was seen as an appropriate methodological framework for this

study focusing on the Interdisciplinary Health Promotion course at UWC. The methodological

framework is described in detail in Chapter Six of this thesis.

1.5 SUMMARY OF THE RESEARCH METHODOLOGY

The research constituted a programme evaluation that used the explanatory sequential mixed-

methods design. The study encompassed two phases: the quantitative phase and the qualitative

phase which occurred chronologically. The conclusions that were drawn on the basis of the

results of the first phase led to the formulation of questions, data collection and data analysis for
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the next phase. The second phase of the study was conducted to provide further explanation for

the findings from the first phase. The final inferences were based on the findings of both phases

ofthe study. An evaluation matrix was developed to provide the organizing framework for the

evaluation. It comprised core concepts, indicators, criteria, methods and sources of data

collection.

Questionnaires were distributed in 2006 to all the stakeholders involved in the Interdisciplinary

Health Promotion course, that is, the university students, the lecturers, the supervisors and the

school educators. Focus group discussions with representatives of all the stakeholders were

conducted at the UWC campus and in the Delft community. The primary written data sources

were the Interdisciplinary Health Promotion Student Workbook (Appendix I), Minutes of the

Interdisciplinary Health Promotion Curriculum Task Team (UWC, 2006), and the Faculty of

Community and Health Sciences (FCHS) Year book (FCHS, 2006).

1.6 SUMMARY AND OVERVIEW OF THESIS

In summary, this research sought to evaluate and describe an innovative programme, the

Interdisciplinary Health Promotion course, which is a core course in the faculties of Community

and Health Sciences and Dentistry at the University of the Western Cape (UWC). This course

was evaluated in terms of content and pedagogy and the extent to which collaboration with other

stakeholders was pursued. The development of this core course was primarily in response to the

need to re-orientate health professionals to the primary health care and health promotion

approach in South Africa, and the need for universities to become more responsive to societal

needs (Department of Education, 1997). An overview of the chapters is provided below.

1.6.1 Chapter One: Introduction

This introductory chapter begins by describing the rationale, aim, objectives and significance of

the study. It locates the study within the context of the emerging trend in health promotion, with

particular reference to health professions education. The chapter draws attention to the focus of

the study, that is, the Interdisciplinary Health Promotion course, a core course within the

faculties of Community and Health Sciences and Dentistry at UWC. Importantly, the chapter
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also draws attention to the fact that this research is based on the conclusion of a previous study

which recommended that the Interdisciplinary Health Promotion course be reviewed in relation

to its content, pedagogy, and the nature and extent to which collaboration with other stakeholders

was pursued. The development of an appropriate framework to teach health promotion, as stated

in objective five of this study is thus an outcome of this study as well as the previous study

mentioned above. The chapter highlights the aim of the study; provides a brief overview of the

methodological framework used in the evaluation of the Interdisciplinary Health Promotion

course; describes the research methodology that was used in the study; and, lastly, provides a

summary and overview of the thesis.

1.6.2 Chapter Two: The Emergence of a Health Promotion Framework

Chapter Two is one of four chapters which present the reviewed literature on the relevant topics

as it relates to the research. It gives the background to the research and sets the context for the

teaching of health promotion to health science students at UWC. This chapter examines the

concept of health and presents the socio-economic landscape of health in South Africa. The

developments of health promotion both globally and in South Africa, as well as models of health

promotion, are then discussed. The chapter concludes with a discussion on the settings approach

in health promotion, with a particular focus on schools as settings for health promotion.

1.6.3 Chapter Three: South African Schools and Health Promotion

This chapter starts by describing the South African school context, as primary schools are used

as the teaching and learning sites for the Interdisciplinary Health Promotion course. The chapter

therefore provides an insight into the context in which the Interdisciplinary Health Promotion

course is presented. School health policies and the role of health promotion in schools in

improving the quality of life of children and their communities are also discussed. The chapter

concludes by focusing on the development of health promoting schools within South Africa.

1.6.4 Chapter Four: Trends in Higher Education

Chapter Four presents current trends in higher education, more specifically in health professions

education at higher education institutions. It highlights current trends, for example the shift from

other community-based learning strategies to service-learning. The Interdisciplinary Health
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Promotion course is evaluated in terms of its content and pedagogy as well as the collaboration

with relevant stakeholders. This chapter therefore lays the foundation and rationale for the shift

in the teaching and learning strategy of the Interdisciplinary Health Promotion course towards

service-learning. Models of integrating service-learning into the undergraduate curriculum of the

health professional programmes as well as their impact on communities are also discussed.

The interdisciplinary nature of the course leads to the exploration of the literature on

interdisciplinary education as an innovative approach to health professions education. The

chapter concludes with a discussion on notions and the various models of university-community

collaboration and how these relate to community participation and development within the

context of health promotion.

1.6.5 Chapter Five: Health Professions Education at the University of the Western Cape
(UWC)

Chapter Five describes health professions education with particular focus on the curriculum

transformation process within the Faculty of Community and Health Sciences and Dentistry at

the University of the Western Cape. A description of the institutional structures that support the

transformation process is presented. The chapter ends by providing an overview of the

Interdisciplinary Health Promotion course.

1.6.6 Chapter Six: Research Methodology

Chapter Six commences by describing the reviewed literature on the research approach used in

this study. This is followed by a detailed description of the development of an evaluation matrix

that represents the organizing framework for the evaluation of the Interdisciplinary Health

Promotion course. The rationale for selecting the mixed-methods approach is also discussed. A

detailed description of the study sites and participants, the data collection strategies and

procedures, and the data analysis and interpretation are presented next. The chapter concludes by

discussing the validity and trustworthiness of the evaluation process as well as the ethical

considerations of the study.
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1.6.7 Chapter Seven: Findings: The Curriculum

The study focused on evaluating the perceived effectiveness and the impact on the stakeholders

of the Interdisciplinary Health Promotion course at UWC. This course was evaluated in terms of

content, pedagogy and the extent to which collaboration with other stakeholders was pursued.

Chapters Seven, Eight and Nine present the research findings as they relate to the core concepts

of the study, which were: 1) Curriculum, 2) Community-based Learning, and 3) University-

school Collaboration. A chapter is dedicated to each of these core concepts. The chapters follow

the same structure as the findings and are presented under the key indicators and associated

criteria which were developed for each core concept.

Chapter Seven starts by presenting the demographic information of the participants who took

part in the study. The findings of the evaluation of the curricular component of the

Interdisciplinary Health Promotion course are then presented in terms of 1) course design, 2)

faculty staff, 3) assessment, 4) teaching and learning approach, 5) learning resources and

materials, 6) course administration services, and 7) course impact.

1.6.8 Chapter Eight: Findings: Community-based Learning

Chapter Eight presents the findings of the study as they relate to the second core concept of the

study, community-based learning. The findings are presented under the following six key

indicators which guided the evaluation of the community-based learning aspect of the

Interdisciplinary Health Promotion course: 1) philosophy and principles, 2) faculty and student

interaction, 3) sensitivity to cultural diversity, 4) coordination of community-based learning, 5)

the stakeholder role in community-based learning, and 6) personal and professional

development.

1.6.9 Chapter Nine: Findings: University-school Collaboration

Chapter Nine presents the findings of the study as they relate to the third core concept of the

study, university-school collaboration. The chapter explores the nature of the relationship and

collaboration between the university and schools. The findings are presented under the following

criteria: 1) there is a common understanding amongst the stakeholders of the collaboration

between the university and the school; 2) the collaboration between the university and the school
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is beneficial to all the stakeholders; and 3) the collaboration between the university and the

school is sustained.

1.6.10 Chapter Ten: Discussion

Chapter Ten discusses the challenges associated with the community-based learning approach

used in the Interdisciplinary Health Promotion course. The challenge of developing a university-

community partnership is discussed next. An alternative partnership model that integrates all the

stakeholders involved in the Interdisciplinary Health Promotion course is presented. The roles

and responsibilities of the various stakeholders are explored within this new partnership model,

in order to provide an appropriate health promotion service to primary and secondary schools

and at the same time offer learning opportunities to health science students.

1.6.11 Chapter Eleven: Summary, Recommendations and Conclusion

Chapter Eleven commences by presenting the key findings which emerged from the study. A

proposal on how to sustain health promotion programmes in school settings is then presented.

The application of the Interdisciplinary Health Promotion course in relation to the health

promotion framework follows. A recommended framework which could be used at higher

education institutions to teach health promotion in school settings is also presented. The chapter

concludes with recommendations for higher education in general and for the University of the

Western Cape in particular. This is followed by a reflection on the strengths and limitations of

the study and recommendations for future research. Finally, the conclusion of the study is

presented.
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CHAPTER TWO

THE EMERGENCE OF A HEAL TH PROMOTION FRAMEWORK

The next four chapters present the reviewed literature on the relevant topics as it relates to the

research. The literature review provides the background to the research which aims to evaluate a

higher education health promotion course that uses the schools as the setting for teaching the

course. The review starts by examining the concept of health and presents the socio-economic

landscape of health in South Africa. This establishes how health promotion is positioned within

the South African context. The development of health promotion both globally and in South

Africa is presented next. The various health promotion models are discussed, and this is followed

by the reviewed literature on the settings approach in health promotion, with particular focus on

schools as the settings for health promotion.

2.1 THE CONCEPT OF 'HEALTH'

Health promotion cannot be discussed without a definition of the concept of 'health'. It is evident

from the literature that health is an extremely complex concept, one which means different things

to different people in different contexts (Taylor, Vinjevold and Muller, 2003; Hattingh, Dreyer

and Ross 2006; Nutbeam and Lincoln, 2006). Various definitions of health are analyzed in the

literature. According to Taylor et al. (2003), none are perfect or all embracing, and it appears that

the definitions depend largely on the individual's health beliefs and concept of normality. Davies

and Macdowall (2006) state that essentially there are two types of definition of the concept of

health: an absolute and a relative definition. The World Health Organization (WHO) definition,

for example, is described as absolute: "A state of complete physical, mental and social well-

being, not merely the absence of disease or infirmity" (WHO, 1946, p. 100).

Although this definition of health has facilitated a shift in focus away from the biomedical

understanding of health, which focuses on the curing of disease, to the promotion of well-being

(Baum, 1998), the definition has been criticized as being vague and idealistic (Hattingh et al.,

2006). Despite this, it is argued that this definition is useful, since it is based on a concept of

positive health and not merely on the absence of disease. The relative definitions of health are
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described as those which are defined in relation to the cultural or social contexts in which people

find themselves (Nutbeam and Lincoln, 2006).

The South African Department of Health defines health as all aspects of life that impact on one's

health and well-being, including physical, mental, social, environmental, economic and spiritual

aspects (Department of Health, 2000). This definition seems to be all encompassing, as it takes

into account all aspects of health and well-being, including spiritual health.

In summary, health is identified as a broad holistic concept with many interpretations, but is

essentially related to both the biophysical and socio-economic (education, occupation, income,

housing and environment) conditions of people. It is also viewed as a positive concept and a

resource for everyday life. It emphasizes social and personal resources, as well as physical

capabilities. In order to understand the context in which health promotion is positioned in South

Africa, it is important to discuss briefly the socio-economic landscape of health in the country,

which is described in the next section.

2.2 THE SOCIO-ECONOMIC LANDSCAPE OF HEAL TH IN SOUTH AFRICA

South Africa has a well established economy and is classified as a middle income country, with

an annual Gross Domestic Product (GDP) growth of 4.5% since 2000 (Onya, 2007; Bradshaw,

2008). However, the wealth generated has not been evenly distributed across South African

society, and this economic growth has largely been unaccompanied by job creation for its

population (Bradshaw, 2008). It is considered that the health profile of South Africa mirrors the

characteristics of both the developing and industrialized countries, reflecting as it does sharp

disparities amongst population groups, of age, socio-economic status, and between urban and

rural settings as well as between the provinces (Pelser, 2008). It is interesting to note that South

Africa has a Gross National Product (GNP) four times higher than that of Zimbabwe, its

neighbour, but the latter has a higher health status (Pelser, 2008). On the surface it appears that

South Africa is prospering, but if one takes a closer look at the health status of South Africans, a

different picture emerges. It is argued that much of South Africa's disease burden is due to
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preventable causes; these are mostly related to maternal and child health as well as socio-

economic issues such as poverty and inequality of access to health services.

According to Bradshaw (2008), the health of the South African population has worsened in the

last decade and South Africa can be considered to have a quadruple burden of disease, including

diseases and conditions related to poverty and underdevelopment, chronic diseases, injuries, and

HIVand AIDS.

Health and health care in South Africa are determined by a number of socio-economic factors

which are inherent in developing countries and particularly those in Africa. According to Pelser

(2008), health care systems of developing countries are profoundly shaped by factors such as

environmental degradation, changing biophysical conditions, dislocation of masses of people,

inadequate access to basic services and health care, coupled with staggering levels of poverty,

gender disparities and persistent structural inequalities. Although South Africa has undergone a

socio-political transition, the legacy of the previous political dispensation continues to reproduce

poverty and perpetuate inequalities in health and health care (Pelser, 2008). While poverty is not

confined to one specific population group, it is concentrated among blacks in particular.

Moreover, black and coloured women are especially affected by the socio-economic factors of

poverty such as unemployment and illiteracy (Pelser, 2008).

The findings of the baseline survey on socio-economic indicators that was conducted for the

Department of Social Development during 2006 indicated that the rate of unemployment

averaged 79.1% in rural and 62.6% in urban households; 50.4% of households were female-

headed and half of all respondents described their health as "poor" (53% in rural and 43% in

urban). According to this study, health problems identified by the respondents varied, but

included four main challenges: HIVand AIDS, tuberculosis, alcohol and drug abuse (Day and

Gray, 2007). Bradshaw reaffirms that the rapid spread ofHIV and AIDS and its impact on health

and premature mortality have been extensive over the past fifteen years (Bradshaw, 2008).
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promotion in sub-Saharan Africa, was conducted by Sanders et al. (2008). The findings of this

study concluded that the situation in sub-Saharan Africa is not very promising. In an effort to



address the problem, Sanders et al. (2008) proposed the following: 1) health promotion in Africa

must have a human rights focus that builds on the central principle of people's collective rights;

2) health promotion should build on local cultures, such as in the concept of 'Ubuntu' which

defines people in terms of their relationships with others; 3) health promotion should address the

issues of equity, including disparities in wealth, gender inequities, the impact of racism and

xenophobia as well as other social determinants of health such as inadequate safe water and

sanitation, shelter, education, employment and violence; 4) health promotion requires

multisectoral action at local, regional, national and intemationallevels, with a strong civil society

involvement at the core and driving the change; 5) significant organizational and institutional

changes are required and these should be supported by policies and structures, as well as by

academics and training institutions that can provide evidence of the need for such changes; and

6) a strong advocacy component to gain political support, policy change and infrastructure

improvement.

In summary, there are glaring inequalities in the provision and access of health care between

population groups, rural and urban communities, men and women, and between the rich and

poor. An overview of the trends of the determinants of health has shown that, whilst South

African economic and social policies have resulted in economic growth and improvements in

access to basic services such as water, sanitation and electricity, extreme wealth inequalities and

high unemployment have played major roles in the poor health outcomes of certain sectors in the

population. It seems from the literature that in order to improve the quality of life of people,

including their health, poverty has to be eradicated. This requires dedicated commitment and

partnership by government and community, and between the rich and the poor. The next section

looks at the emergence of health promotion both globally and in South Africa. It is argued that

the health promotion framework should be used to address the social determinants of health.

2.3 THE DEVELOPMENT OF HEAL TH PROMOTION

Health promotion has its roots in a World Health Organization declaration, the Alma Ata

Declaration of 1978, which essentially called for the protection and promotion of health of all the

people all over the world (Hattingh et al., 2006). The Primary Health Care model that originated
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at the Alma Ata conference in 1978 promotes intersectoral collaboration, community

involvement, community ownership, people-centredness and people's empowerment (Van

Rensburg, 2004)

Primary health care was defined as essential health care, based on practical, scientifically sound

and socially acceptable methods and technology, made universally available to individuals and

families (WHO, 1978). The primary health care approach is a comprehensive one that involves

all aspects of care, such as preventative, promotive, curative and rehabilitative care (WHO,

1978). There are five basic principles of the primary health care approach: equitable distribution

of services; a focus on prevention and promotion rather than only on curative care; community

involvement; the employment of appropriate technology; and the use of an intersectoral

approach. The adoption of the Alma Ata Declaration changed the way many countries

responded to health issues by introducing the primary health care approach in which the health

promotion principles were embedded.

The next milestone in the development of health promotion was the Ottawa Charter for Health

Promotion which was an outcome of the First International Conference on Health Promotion,

held in Ottawa on 21 November 1986. The charter essentially called for the adoption of a holistic

view of the social determinants of health, including peace, shelter, education, food, income, a

stable eco-system, sustainable resources, social justice and equity, and was responsible for the

development of a health promotion methodology (WHO, 1986). Furthermore, the charter

integrated the approaches of changing the socioeconomic system with changing behaviour and

lifestyles and defined health promotion as: "The process of enabling people to increase control

over the determinants of health and thereby improve their health" (WHO, 1986, p. 1).

The charter stated that to reach a state of complete physical, mental and social well-being, an

individual or group must be able to identify and realize aspirations, satisfy needs, and change or

cope with the environment. Health promotion is therefore not just the responsibility of the health

sector, but goes beyond healthy lifestyles to embrace well-being (WHO, 1986). This definition of

health promotion is the most widely accepted and utilized; from it, the following three principles

emerge: 1) health promotion is a process, that is, it is a means to an end; 2) health promotion is
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enabling, meaning that the people themselves make it possible to improve or change their health

status; and 3) health promotion is directed towards improving control over the determinants of

health.

Ewles and Simnett (2003) state that there has been much confusion about the term health

promotion. They explain that promotion in the context of health means improving health by

advancing, supporting, and encouraging it, and by placing it higher on personal and public

agendas. This is opposed to the notion that health promotion is associated with sales and

advertising which are propagated by the mass media.

The Ottawa Charter (WHO, 1986) identified the following five key action areas for health

promotion practice:

1. Building a healthy public policy
2. Creating supportive and safe environments
3. Strengthening community action
4. Developing personal skills and
5. Re-orienting the health services.

In addition, three fundamental health promotion strategies to implement health promotion

programmes were identified; these were to: 1) Advocate: where health promotion actions aim at

making the political, economic, social, cultural, environmental and behavioural conditions

favourable through advocacy for health; 2) Enable: where health promotion actions aim at

reducing differences in health status, thereby ensuring equal opportunities and resources to

enable people to achieve their fullest potential; and 3) Mediate: health promotion demands

coordinated action by all involved, including the health, social and economic sectors, non-

governmental organizations (NGO), local authorities, industry and media. Mediation between the

different sectors in a community therefore becomes a crucial strategy in the pursuit of health

(WHO, 1986).

The next milestone in the Health Promotion movement, the Adelaide Conference of 1988,

reaffirmed the commitment to a strong public health alliance which the Ottawa Charter had

called for. The conference identified four key priority areas for a healthy public policy (WHO,

1988a):
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1. Improving the health of women
2. Provision of food and nutrition
3. Tobacco and alcohol control, and
4. Creating supportive environments.

The conference emphasized that commitment to health public policy demands an approach

which highlights consultation, negotiation, and mediation for effective intersectoral

collaboration. At this conference, there was a call for educational institutions to take the

responsibility for responding to the emerging needs of communities by re-orienting existing

curricula to include enabling, mediating and advocating skills.

Almost a decade later, the Jakarta Declaration on "Leading Health Promotion into the 21st

Century" emphasized the empowerment and capacity building of individuals, groups,

organizations and communities, and enumerated the following priorities (WHO, 1997):

1. Promote social responsibility for health
2. Increase investments for health development
3. Consolidate and expand partnerships for health
4. Increase community capacity and empower the individual, and
5. Secure an infrastructure for health promotion.

It was at this conference that the focus on settings, including schools, was emphasized. The

development of partnerships amongst the various sectors, including the communities, was also

viewed as essential to health promotion.

The Sixth International Health Promotion Conference in Bangkok emphasized and reaffirmed

the development of partnerships, through establishing these at all levels of society. However, it

also called for partnerships to be transparent, accountable and to be based on agreed principles,

mutual understanding and respect (WHO, 2005).
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ethical, effective, efficient and sustainable approach to achieving the good health of individuals

and nations worldwide. In other words, it is about raising the health status of individuals and

communities (Ewles and Simnett, 2003).



2.4 HEAL TH PROMOTION IN SOUTH AFRICA

According to Onya (2007), health promotion first entered the South African health system in

1990. Currently, it is a directorate within the Social Sector Cluster (SSC), which in tum falls

under Primary Health Care in the National Department of Health. There seems to be agreement

that the first significant piece of health promotion policy appeared in the African National

Congress (ANC) National Health Plan (ANC, 1994). The National Health Plan states that:

"Health promotion combines diverse approaches such as legislation, fiscal measures such as

taxation, controls on advertising, community action and development, intersectoral programmes,

environmental monitoring and education" (ANC, 1994, p. 41).

Health promotion service delivery seems to be the responsibility of the national, provincial and

local governments, with provincial and local governments mainly implementing programmes

with the support of the national government. The priorities for the national health system of

South Africa for the period 2004-2009 were set to promote healthy lifestyles:

1. Initiate and maintain a healthy lifestyles campaign
2. Strengthen health-promoting schools campaign
3. Initiate and maintain a diabetes movement
4. Develop and implement strategies to reduce chronic diseases of lifestyle, and
5. Implement activities and interventions to improve key family practices that impact on

child health.

There is agreement, according to Hattingh et al. (2006), that the health promotion policy in South

Africa should be built on the premise that health promotion is central to the success of primary

health care, and that the role of health promotion should encompass:

1. Responsibility for community participation
2. Community and intersectoral development
3. Education
4. Mass media campaigns, and
5. Disease prevention

Based on this, it is apparent that health promotion requires the skills of an interprofessional team;

this would include individuals from various sectors such as education, health, social development

and the community. According to Onya (2007), health promotion in South Africa is based on

intersectoral collaboration with the national, provincial and local governments primarily

responsible for health promotion. In addition, there are also national non-governmental
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Onya (2007) highlights the main issues which confront health promotion in South Africa. There

is a misunderstanding of the concept of health promotion, which has yet to establish itself as a

discipline, with few trained health promotion specialists. This is coupled with the lack of a

suitable structure to coordinate health promotion activities; a lack of mechanisms for

demonstrating evidence of health promotion effectiveness in relation to health, social, economic

and political impact; no career path for health promotion practitioners; and no standards for

health promotion education and training.

organizations and community-based organizations which offer health promotion services across

the country. These forums are non-institutionalized initiatives that aim to network, provide

visibility, strengthen training opportunities, and promote advocacy work (Coulson, 1999). This

situation has resulted in fragmented health promotion services, with no single structure to

coordinate activities. Onya (2007) concludes that there is a need for a well-coordinated

monitoring and evaluation of health promotion activities.

The South African health promotion policy is built on four approaches: 1) policy, advocacy and

health environments, 2) the settings approach, 3) education and information, and 4) community

participation and the re-orienting of health services (Coulson, 1999). The National Department of

Health considered the settings approach as the key to the progress of health promotion in South

Africa (Onya, 2007). The settings approach to health promotion takes into account all the

elements of an environment and seeks to address those concerns which have an impact on health.

The Health Promoting Schools (HPS) initiative is considered by the National Department of

Health as one of its most successful programmes. The HPS will be dealt with in detail further on

in the chapter under section 2.7.
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2.5 HEAL TH PROMOTION MODELS

According to Naidoo and Wills (1998), one way of conceptualizing health promotion and

integrating different disciplines is by using models of health promotion. These authors argue that

the use of models allows practitioners to reflect on the complexity of problems by mapping the

strategic choices they face. Models of health promotion are derived from different theories about



health, education, individual and social change, and the relationships between them. Choosing

the appropriate health promotion model is determined by the nature of the problem, its

determinants, and the opportunities for action (Nutbeam, 2006). Nutbeam (2006) argues that

health promotion programmes which operate at multiple levels, such as the action areas as

proposed in the Ottawa Charter described above, are more likely to address the full range of

determinants of health problems in populations and have the greatest effect. Thus, depending on

the level of an intervention (whether individual, communal, regional or national) and the type of

change required, different theories or models will be more applicable in relation to the problems.

Nutbeam (2006) argues that in reality a number of health promotion theories are drawn on to

match the multiple levels that a health promotion programme wishes to address. Furthermore,

this author argues that the use of theory alone does not guarantee effective health promotion

programmes, although the use of theory in the planning, execution and evaluation of the

programmes will enhance the chances of success.

Ewles and Simnett (2003) state that the different models of health promotion are useful tools of

analysis which can assist in clarifying the aim and the associated activities of the health

promotion programme. These authors identify a framework of five approaches to health

promotion:

1. The medical approach: this approach involves medical interventions to prevent ill-health,
for example, the prevention of lung disease or heart disease. An example of a health
promotion activity when using this approach would typically be to encourage people to
seek early detection and treatment of smoking-related disorders;

2. Behaviour change: the aim of this approach is to change people's attitudes and
behaviours so that they adopt a healthy lifestyle. An example of such a health promotion
activity would be an education campaign to prevent non-smokers from starting and
encouraging smokers to stop;

3. The educational approach: the aim is to empower individuals with knowledge and
information so that informed decisions can be made and acted on. For example, giving
individuals information on the effects of smoking and helping them to explore their own
values and attitudes and come to a decision;

4. The client-centred approach: this approach revolves around the clients and aims to assist
them in identifying what they want to know and make their own decisions according to
their interests and values. For example, working with individuals on an anti-smoking
campaign but only if they consider smoking as a concern; and
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5. The societal change approach: the aim of this approach is to effect change on the social
and economic environment in order to support a healthier lifestyle. This involves political
and social action to change the environment. An example of such a health promotion
activity would be to legalise a non-smoking policy in all public spaces.

The Ewles and Simnett (2003) model is widely used by practitioners and is viewed as a 'neutral'

model which makes no judgments about the worth of the various approaches (Naidoo and Wills,

1998). In contrast, Beattie's model of health promotion clearly shows how health promotion is

embedded in the socio-cultural and political framework and reflects the dilemmas of choice and

how different social and political values give rise to different interventions (Beattie, 1996).

Beattie's model encompasses four approaches to health promotion: 1) health persuasion; 2)

personal counseling for health; 3) legislative action; and 4) community development.

Sanders et al. (2008) underscore the point made above by highlighting how health promotion

approaches in sub-Saharan Africa have shifted away from the principles of the Ottawa Charter

toward an individualistic behavioral approach. The reasons for this shift reflect the political

choices of governments where the ruling parties have adopted and supported these technocratic

approaches over paradigms that mobilize and empower communities (Sanders et al., 2008).

In summary, health promotion is about raising the health status of individuals and communities.

It is concerned with all aspects of life that affect health. Health promotion is therefore able to

address the underlying causes of disease or ill-health by preventing the disease from occurring in

the first place. It forces those sectors involved in health promotion to engage with healthy public

policy and to advocate a clear political commitment to health and equity.

2.6 THE SETTINGS APPROACH IN HEAL TH PROMOTION

As pointed out above, the Ottawa Charter of 1986 acknowledged that there is a link between

health and the settings in which people live. Taking a settings approach in health promotion

means addressing the contexts within which people live, work and play.

Health is created and lived by people within the settings of their everyday life; where
they learn, work, play and love. Health is created by caring for oneself and others, by
being able to take decisions and have control over one's life circumstances, and by
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ensuring that the society one lives in creates conditions that allow the attainment of health
by all its members (WHO, 1986 p. 1)

The settings may be the home, the school, the workplace, town or city. A setting refers to a

socially and culturally defined geographic and physical area of social interaction and a socially

and culturally defined set of patterns of interaction performed in this area (King, 1998). The

settings approach aims to create settings (schools, hospitals, cities, universities, workplaces and

communities) which support and enhance health (Noblet, 2003).

According to King (1998), the settings approach adopts a social-ecological perspective which

recognizes that health is influenced by contextual and environmental factors. It thus lends itself

to addressing the range of physical, social, organizational and cultural factors which influence

health in the specific settings. In addition, settings are viewed as social systems that can support

health and can thus provide a conducive environment for change. The expected outcomes when

using the settings approach include changes in the environment, in policy, skills and

organizational processes, as well as changes related to specific health issues. As an integrated

approach, it ensures greater coordination amongst the various stakeholders and reduces

duplication of programmes. It therefore offers an alternative to vertical health programmes in

which programmes are structured separately and alongside each other.

The next section provides an overview of schools as specific health promoting settings and their

development internationally. The development of health promoting schools in South Africa will

be discussed in detail in Chapter Three under section 3.5. This research will recommend that

universities adopt the Health Promoting Schools (HPS) framework when using the schools as

sites for teaching health promotion to health science students.

2.7 HEAL TH PROMOTING SCHOOLS (BPS)

The literature review revealed that the HPS approach was originally developed in the United

Kingdom and spread throughout Europe in the late 1980's. This initiative was widely supported

by the European Office of the World Health Organization (Lynagh, Perkins and Schofield,

2002). Today HPS is accepted and supported worldwide by networks operating in different
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regions in the world, such as the European Network of Health Promoting Schools, established in

1992, which was followed by the Western Pacific region in 1995 and 1998, Latin America and

Southern Africa in 1996, and South-East Asia in 1998 (WHO, 1996, 1998c, 1998d).

Schools playa major role in children's lives, not only in providing education but also in

socializing them as individuals and as members of a community. Schools are therefore ideally

placed as important settings for health promotion (Ewles and Simnett, 2003; Waggie et aI.,

2004). It is thought that health promoting schools can make a positive contribution to health and

learning in the school setting through the interrelationship of three components: the curriculum

(teaching and learning practices); school organization (ethos and environment); and partnership

and services (Australian Health Promoting Schools Association (AHPSA), 2003). The

curriculum includes aspects such as the integration of health topics with other subjects,

addressing relevant health topics, student-centred learning, and experiential learning. The school

organization, ethos and environment include aspects such as a health promoting school policy, a

clean and safe environment, respect for diversity, staff health and welfare, and recreation areas.

The partnership and services component includes aspects such as partnerships formed with

health, education, social development and community agencies, local health services which

contribute to school health with screening services, as well as general health education bodies.

The interaction between these three components provides a comprehensive model of the health

promoting schools (HPS) concept.

According to the World Health Organization (WHO), a health promoting school can be

characterized as one which constantly strengthens its capacity as a healthy setting for living,

learning and working (WHO, 1997a). Kem and Close (1995) state that a health promoting school

should include:

1. Positive relationships between staff and learners, parents and staff, staff and principal, and
the whole school and the community

2. Organization and management structures that encourage self-confidence and build self-
esteem for staff and learners

3. An environment conducive to health, including healthy water supply, sanitation, lighting,
adequate facilities, and a healthy food supply

4. Role-modeling of healthy behaviours by staff, parents and the community
5. A system of teaching and discipline which builds self-esteem and encourages a culture of
learning, and
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6. Health-promoting policies for the school itself and for the school as part of the wider
community.

Towards this goal, a health promoting school engages health and education officials, teachers,

students, parents and community in efforts to promote health. The concept of a health promoting

school is all-encompassing because it recognizes that health education is not only taught through

the curriculum, but extends beyond the curriculum, that is, it includes the entire school

environment, the home and the community. Taylor et al. (2003) state that the work done in the

curriculum may be supported and reinforced by 1) the values and attitudes implicit in the

organization, policies, and staffing of schools; 2) closer links with parents and families; 3) closer

liaison and interaction between the school and the community; and 4) a supportive political and

legislative environment.

The World Health Organization Global School Health Initiative, which was launched in 1995,

aimed to mobilize and strengthen health promotion and education activities at local, national,

regional and global levels (WHO, 1998d). This initiative was designed to improve the health of

the students, schools, personnel, families and other members of the community through the

school, and its main goal was to increase the number of health promoting schools. Four broad

action strategies were identified towards reaching this goal:

1. Building capacity to advocate for improved school health programmes
2. Creating networks and alliances for development of health promoting schools
3. Research to improve school health programmes, and
4. Partnership and support.

The literature highlights the fact that there is convincing evidence to support the notion that the

health promoting schools approach is a "best practice" framework both for school health

promotion and for intersectoral collaboration for health in schools (AHPSA, 2003). The evidence

points to the fact that the health promoting schools approach links health and education; is

evidence based; recognizes and builds on the social determinants of health; is cost effective;

offers opportunities for coordinated and integrated responses; and recognizes the schools as key

agents of socialization and settings for health.
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In summary, a health promoting school is all inclusive, as it engages the school community of

learners, parents and teachers in health promotion activities. Secondly, it ensures a coordinated

and comprehensive approach to learning by linking the curriculum with the school environment

and the community. Thirdly, a sustainable health promoting school largely rests on collaboration,

participatory decision making, and partnership development.

2.8 SUMMARY OF CHAPTER

The chapter commenced with defining the concept of health. The literature revealed that the term

'health' is highly contested and that there are different understandings of what health means. It is

claimed that the concept of health is related to both the biophysical and socio-economic

conditions of people and that it should be viewed as a personal and social resource for everyday

life. The socio-economic landscape of health in South Africa was presented next. The literature

revealed that although South Africa had undergone a socio-political transition, the country's

health profile continued to reflect major disparities amongst population groups, relating to age,

socio-economic status, in urban and rural communities, as well as across the provinces.

The key milestones in the development of a health promotion framework followed next. A focus

on the development of the health promotion in South Africa was presented. The literature reveals

that health promotion services are fairly fragmented with no single structure coordinating health

promotion activities in the country. Health promotion models were briefly described and it was

argued that health promotion should address the underlying causes of disease or ill-health by

preventing the disease from occurring in the first place. The school as a setting for health

promotion was presented next. The health promoting school was defined as one constantly

strengthening its capacity as a healthy setting for living, learning and working. The section

concluded with an argument that the health promoting schools approach is a 'best practice'

framework for school health programmes.

The next chapter looks at the state of schools in South Africa, school health policies, and health

promotion in schools.
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CHAPTER THREE

SOUTH AFRICAN SCHOOLS AND HEALTH PROMOTION

Schools are used as the teaching and learning sites in the Interdisciplinary Health Promotion

course which is offered at the University of the Western Cape. Understanding the South African

school context, with particular reference to schools in a disadvantaged community, is

emphasized in this chapter, so as to provide an insight into the context in which the course is

presented. The school health policies, including the role of health promotion in schools in

improving the quality of life of children and the community, are also discussed. Lastly, the

development of the health promoting schools in South Africa is presented.

3.1 SOUTH AFRICAN SCHOOLS CONTEXT

The South African School Act of 1996 made education compulsory and is the legal cornerstone

of the new education system which affirms the pivotal role that education plays in the building of

the new South Africa (Republic of South Africa, 1996). The Act places the control of the schools

in the hands of the parents and communities, thus empowering them to determine the best

interests of their children.

Despite the advances made in the transformation of the education policy, it is necessary to be

mindful of the immense challenges that South African schools inherited from the apartheid

government (Soudien, 2007). It is important to note that the 'equal access' of the education

policy has taken on a distinct class character. For example, in African and Coloured

communities, the wealthier families have moved their children to more affluent schools, leaving

their own schools to the poorest and most vulnerable members of their communities. Soudien

(2007) describes these schools as suffering from the "sink-hole syndrome," saying that they have

become the dumping grounds for the larger education system. The learners in these schools are

the most indigent and the neediest. It is also to these schools that poor learners transfer from the

rural communities.
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It is estimated that an average of six out often children in South Africa live in poverty, and that

this impacts on their learning through chronic and acute health needs (Fleish, 2008). In addition

to these challenges, schools in most cases do not have clinics or a health worker to attend to the

numerous everyday ailments, such as poor eyesight, or diseases such as cholera that afflict

children, nor do they have facilities for counseling (prinsloo, 2002).

The South African census 1996 indicated that the overwhelming majority of South African

adolescents attend school, 87% of them aged 10-14 years and 83% aged 15-19 years, and in 2002

it was reported that close to 12 million learners were enrolled in schools in South Africa (Central

Statistical Service, 1996; Department of Education, 2002). More recent studies suggest a large

dropout rate of 48% amongst learners, particularly in poorer rural communities (Nelson Mandela

Foundation, 2005; Soudien and Gilmour, 2005).

The inequalities between urban and rural schools can be seen in the facilities and resources

available to them. According to Prinsloo (2002), the backlogs and inequalities are unevenly

spread across the provinces. The South African Schools Act of 1996 addressed past injustices in

the educational system and aimed to provide an education of progressively high quality for all

learners. However, there is a major backlog of schools and other infrastructure which needs to be

addressed in disadvantaged areas, both in the cities and in rural areas (Ministry in the Office of

the President, 1995).

One of the major problems facing South Africa is that urbanization is escalating in and around all

major cities, and that high-density living and the negative effects of squatter camp life put a

severe strain on health services and education. The poor and unemployed who lack the money to

pay school fees and buy books, clothing and food for their children are the ones most affected.

Most rural and disadvantaged schools in urban areas are poorly resoureed in terms of buildings,

equipment, books, and access to infrastructure such as electricity, running water, and in some

schools there are no libraries or computer laboratories. Children usually walk long distances to

school and a large number of children do not attend school at all due to the distance. Class sizes

of 70 or more learners are not uncommon; as a result, a number of learners drop out and
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repetition rates are high. In most cases the opportunities for secondary education are severely

restricted for these learners. Opportunities for both childhood and adult education are rare,

although the needs are immense in these areas (Ministry in the Office of the President, 1995).

As mentioned above, there are many challenges facing education and schools in South Africa.

The main aim ofthe government of South Africa is to build a culture of learning and teaching in

schools and to provide a quality education for all learners. However, many factors and challenges

in schools need to be addressed before this can be achieved. These challenges are primarily

socio-economic and include:

1. Alleviating poverty
2. Addressing the HIVand AIDS crisis
3. Addressing and preventing all forms of violence in and around schools
4. Combating various forms of substance abuse, and
5. Providing access to education for those who are currently out of school.

In summary, schools in South Africa are often the only settings providing a safe and secure

environment where many children can be supported. However, schools face tremendous

challenges, ranging from lack of water and sanitation, to poor infrastructure and resources,

inadequate nutrition of learners, alcohol and drug use, the need for early childhood development,

child protection and social welfare, and risky behaviours such as violence, sexual promiscuity,

and smoking (Swart and Reddy, 1999). These factors create an unhealthy environment for the

school community and hamper learning. Schools nevertheless offer an ideal opportunity for the

introduction of a health promoting setting approach to address these challenges in a meaningful

way.

3.2 SCHOOL HEALTH
School health programmes, according to the World Health Organization, can increase the

efficiency of the educational system and reduce common health problems (WHO, 1996). The

WHO Expert Committee on School Health has stated that school health programmes can

advance public health, education and social and economic development (WHO, 1997a). It is for

this reason that the Global School Health Initiative confirmed the value placed on school health

programmes (WHO, 1998c). According to the WHO, the success of school health programmes
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The Expert Committee on Comprehensive School Health Education and Promotion (WHO,

1997a) found five barriers to the development of school health programmes:

1. Inadequate vision and strategic planning
2. Inadequate understanding and acceptance of programmes
3. Lack of responsibility and accountability
4. Inadequate collaboration and coordination among those addressing health in schools
5. Lack of programme infrastructure.

depends on the coordination between the health and education sectors, the structure and

organization of the programme, and the ability of the programme to provide an equitable service

despite variations in local needs and resources (WHO, 1998d).

The Committee concluded that, despite these barriers, research has shown that, in both

developing and developed countries, school health programmes can simultaneously reduce

common health problems, increase the efficiency of the education system, and advance public

health, education and social and economic development in each nation.

In South Africa too there is a growing recognition of the link between health and education and

its impact on child development. Studies suggest that improving the health of school learners

leads to substantial gains in educational and economic outcomes (McCoy, Saitowitz, Saasa,

Sanders, Wigton, MacLachlan, Mokoetle, Swart, Kvalsig, Gordon, Hendricks, Dhansay and

Barron, 1997).

Fleisch (2008) analyzed some of the health problems that have had an impact on the learning of

South African schoolchildren. This author established that children from working-class and poor

families were far more likely to suffer a range of health problems, impacting directly and

indirectly on their learning and their overall school achievement, than their middle-class

counterparts. The main health problems identified were malnutrition, parasite infections, hearing

loss, asthma, fetal alcohol syndrome, HIVand AIDS, malaria, mental health maladies, violence,

physical trauma, respiratory infections and diarrhea. In South Africa, school health programmes

are mainly directed at nutrition, hygiene and health education, which promotes awareness of the

health and welfare of children through educational programmes. These services are, however,

fragmented, as they are offered by different government departments. For instance, the
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Department of Education (DoE) is responsible for school psychologists and social workers,

whereas the Department of Health (DoH) is responsible for school doctors, school nurses,

nutrionists, occupational therapists and physiotherapists.

As mentioned earlier, a comprehensive primary health care service, integrating management of

childhood illnesses and school health services, is in place. The school health service provides a

health-promoting service by acting in a coordinating role, making use of skills and capacities in

different sectors of society, including the local community, learners, educators and non-

government organizations (NGO) (DoH, 2000). The Department of Health has laid down

standards for the school health service, so as to take into account the diverse situation of schools

and services regarding school health at present and the changing philosophy introduced by the

education sector, including outcome-based education and inclusive education (DoH, 2000).

The emergence of the concept of 'full-service schools' in the inclusive education policy (DoE,

2001) demonstrates South Africa's commitment to ensuring that schools provide quality

education for all learners through meeting the full range of learning needs in an equitable

manner. The concept of 'full-service schools' embraces the role of the school in bringing in

complementary services and resources to the school. The introduction of inclusive education in

South Africa (DoE, 2001) means that children who experience barriers to learning are included

in ordinary schools, and these schools and communities have to be developed to provide

acceptable services for such children. Educators often do not have the capacity to deal with these

children, so the school health services can playa role in enabling them to identify and integrate

the children into the classroom. However, the school health personnel may themselves not have

the capacity, so training programmes may be needed to re-orientate them to this new role.

3.3 SOUTH AFRICAN SCHOOL HEALTH POLICIES

South Africa has seen some major challenges in developing a national school health policy.

These challenges have been exacerbated by the fact that both the health and education systems

have been undergoing significant transformation. The Departments of Health, Education and

Social Development have committed themselves to the health promoting schools concept since
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1994. In November 1999, a national task team, consisting of national and provincial

representatives from the three departments, from tertiary and research institutions, and from non-

governmental organizations, produced the National Guidelines for the Development of Health

Promotion Schools/Sites in South Africa (DoH, 2000). This document outlined a framework for

the implementation of the concept of health promotion schools in the country. Lazarus, Davidoff,

and Daniels (2000) argued that the health promoting schools concept should be located within

the whole school development framework, as this would ensure that schools developed

holistically and in a coordinated manner, thereby creating a culture of effective teaching and

learning which would promote the optimal well-being of all the members of the teaching and

learning community. The five action areas of the Ottawa Charter and the following six principles

guided the development of health promoting schools/sites in South Africa:

1. An integrated, holistic and coordinated approach
2. Quality assurance
3. Capacity building
4. Utilization of existing resources
5. Ownership and sustainability
6. Equity and redress.

The South African Department of Health also launched its Schools Health Policy and

Implementation Guidelines in 2003, with the aim of using all school resources to improve

children's health (DoH, 2003). The policy states that: nurses or other health care workers will

visit the schools once or twice yearly to examine the children's eyesight, hearing and teeth, and

to check for speech impediments and injuries among all Grade Rs and Grade 1s; health education

lessons will become part of all life skills programmes; pupils will be taught to be alert to their

health problems and those of peers; pupils with problems will be referred to clinics for treatment;

and nurses will check up, on their following visit, whether the problems have been treated. It was

envisaged that the policy would be implemented in 30% of all schools by the end of 2006, and in

every school by the end of 2007. The School Health Service is expected to provide a health-

promoting service by acting in a coordinating role, making use of skills and capacity in different

sectors of society, including communities, the learners, educators and NGOs.

Common problems that prevail in schools and communities suggest a great demand for health,

social welfare, and mental health and child protection services. Health services can be brought to
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A comprehensive primary health care service package for schools was tabled by the Department

of Health in September 2001. This emphasized the integrated management of childhood illnesses

and school health services. It outlined the standards and competencies required to deliver this

service, and sought to develop and implement school policies which promote and sustain health,

improve the physical and social environment within which children learn, and develop and

improve children's capacity to become and stay healthy.

the school in forms such as mobile clinics, with regular school visits by school nurses who

provide health promotion, screening, immunizations and dental check-ups. They can also attend

to learners who have chronic diseases such as diabetes, asthma and other health challenges. In

this manner learners' problems can be prevented, or identified and addressed before they become

barriers to learning and development. Mental health professionals can serve as partners with life

orientation coordinators to address issues pertaining to the promotion ofthe well-being of

learners. These issues include dating, violence, relationships, teenage pregnancy, and HIVand

AIDS.

The School Health Service is a health promotive service dealing with the individual child or

adolescent in the context of the family and community, and within the school environment. It

therefore encourages schools to seek, develop and implement school policies which promote and

sustain health, improve the physical and social environment within which children learn and

develop and improve children's capacity to become and stay healthy (DoH, 2003). The

Department has set up norms for a school health service; these are:

1. Each sub-district has a minimum of one School Health Promoting Team.
2. Every clinic will have access to a specially trained nurse for schools in the district.
3. District School Health Promoting Teams are supported from provincial level with an

appropriate, effective transformation, training programmes and the development of
standardized resource packs. The training occurs during those times of the year when
schools are closed.

4. Screen programmes are provided to give adequate coverage to identify all children at risk
of barriers to learning, and are not limited to certain groups.

5. The School Health Promoting Service creates a positive learning environment by
identifying barriers to learning and developing ways to remove these barriers in a
community-inclusive way.

6. School Health Promoting Programmes promote an acceptance and celebration of
diversity among individuals through a learner-centred approach.
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7. An accessible, healthy physical and social environment, in which children can learn, is
promoted.

The next section will present the development of health promoting schools in South Africa.

3.4 HEAL TH PROMOTING SCHOOLS IN SOUTH AFRICA

The development of the health promoting schools movement in South Africa started with the

first National Health Promoting School Conference, hosted by the Faculty of Education at UWC,

the Medical Research Council, and the Western Cape School Health Services, which took place

in 1996 at the University of the Western Cape. Importantly, the following goals of health

promotion in schools were identified:

1. To develop settings and structures that promote and sustain health (healthy policies);
2. To improve the physical environments within which children live, work and play (healthy

environments);
3. To improve children's capacity to become and stay healthy (health education);
4. To reduce the number of children who are affected by learning difficulties (early

detection oflearning difficulties);
5. To reduce the number of children who are at risk of illness, injury or premature mortality

(early detection of disease and risk reduction);
6. To improve the health and quality oflife of children who experience learning difficulties,

disease, injury or disability (remediation, treatment and ongoing care)
(Health Promoting Schools Conference, 1996).

The National Guidelines for the Development of Health Promoting Schools/Sites in South Africa

(DoH, 2000) emerged out of a number of workshops and debates which followed the first

National Conference on Health Promoting Schools in 1996, most of them taking place in 1999.

The guidelines essentially provide a framework for developing health promotive and inclusive

schools and other learning sites in South Africa. According to the guidelines, health promotion

should be located within the context of the whole school and education institution development.

This framework would ensure the building of an effective school, ensuring that all elements of

school life, such as diversity and discrimination, curriculum development, and access to learning

through addressing barriers to learning and development, would be taken into account and

developed accordingly. Coulson (1999) reported that the National Directorate of Health

Promotion considered the health promoting schools project to be one of their greatest successes.
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However, concern was raised about the sustainability of the programmes, as well as the need for

intersectoral collaboration.

A decade later the second national conference on Health Promoting Schools (HPS) took place,

once again at the University of the Western Cape (UWC), from 14-16 September 2006. The

purpose ofthe conference was to celebrate a decade of developing health promoting schools in

South Africa and to bring together academics, researchers, practitioners, and relevant community

role players to share their experiences and to identify priorities for the future. The themes for the

conference included the following:

1. Promoting health and wellness through schools;
2. Examining the link between the HPS strategy and inclusive education and whole school

development;
3. Exploring the link between Life Orientation and the HPS framework;
4. Highlighting challenges relating to intersectoral collaboration;
5. Exploring indigenous knowledge and how this should be incorporated in the development

of the HPS framework;
6. Revisiting the Department of Health's (2000 draft) Guidelines for the development of

Health Promoting Schools/Sites in South Africa.

A number of issues emerged out of this conference. Firstly, it was apparent and very encouraging

that the relevant government departments (education, health and social development) had

developed policies, frameworks, and programmes to address the challenges in schools. The focus

of their efforts had been on prevention and health promotion, particularly on lifestyles and the

environment. It was clear that these government departments supported the HPS strategy and

saw it as a useful framework for addressing the many biopsychosocial challenges or barriers to

learning facing schools and learners in South Africa.

Secondly, the conference noted that the school is seen as an important setting for health

promotion and that education is seen as an important strategy in the promotion of health and

well-being. This supports the findings of a study conducted in 2004 that assessed the status of the

health promotion programmes in four schools in a disadvantaged community. The UWC students

were placed to carry out health promotion projects in these schools, and it was found that they

were viable sites to teach health promotion and that all the schools in the study were in dire need

of health promotion programmes (Waggie et al., 2004).
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Thirdly, there was a major focus on intersectoral collaboration and a call for the relevant

government departments, in partnership with other stakeholders, to work together with clear

objectives to address the issues and challenges that schools and learners face.

Fourthly, a number of challenges in developing health promoting schools were highlighted; these

included:

1. Lack of staff to provide support to schools;
2. Departmental bureaucracy, lack of adequate budgets to support service provision in

schools;
3. Lack of basic infrastructure in the education system;
4. Challenges of working together;
5. Lack of national standards to guide the work of the health promoting schools;
6. Difficulties related to travel;
7. The absence of the school nurses;
8. Problems related to policy implementation, the fact that educators are overwhelmed

by many policies, frameworks, programmes and workshops, and are battling with
competing priorities in the school.

Intersectoral collaboration, the development of collaborative partnerships, needs analysis of

schools and the use of the HPS framework by universities to develop a supportive schooling

environment were some of the priorities identified for HPS in South Africa.

In summary, the health promoting school is seen by the Ministries of Education, Health and

Social Development as an important strategy for addressing the challenges that learners and

schools face. The contributions of a health promoting school would include 1) a concrete

strategy for developing meaningful school-community relations which would benefit all

concerned; 2) a strategy for bringing together the various personnel involved in education and

support services in an integrated and coordinated manner; 3) the provision of a framework for

education support services that emphasized a preventative and health promotive approach to both

problems and development; and 4) the highlighting of strategies and goals related to building an

'inclusive education and training system in South Africa' (DoE, 1999).
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3.5 SUMMARY OF CHAPTER

In summary, the literature review highlighted both global and local initiatives and policies in

support of access to health for children in the school setting. The implementation of these

policies remains a major challenge in many schools in South Africa, including those in which the

University of the Western Cape health science students have been working for the last five years.

However, there has been some development of health promoting schools in South Africa,

including the Western Cape. This development highlights the close relationship that is needed

between health, education and social development and the need for intersectoral collaboration to

promote health in the schools. The development of the Health Promoting Schools Strategy has

been identified as an appropriate framework within which inclusive schools could develop, given

appropriate and holistic support as described in the guidelines for the development of health

promoting schools in South Africa (DoH, 2000). The Health Promoting Schools Strategy is the

recommended framework that could be used by health science faculties to sustain health

promotion activities in the schools.

The next chapter discusses the trends in higher education with specific reference to the teaching

and learning approaches in health professions education.
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CHAPTER FOUR

TRENDS IN HIGHER EDUCATION

Chapter Four discusses current trends in higher education, more specifically in health professions

education at higher education institutions. It focuses on community-based learning and the shift

to a service-learning approach. The chapter highlights the rationale, benefits and challenges of

these approaches. Models of integrating service-learning into the undergraduate curriculum of

the health professional programmes are also discussed, as well as their impact on communities.

Interdisciplinary education as an innovative approach in health professions education is also

noted. Notions of university-community partnerships, with various models and how these relate

to community participation and development, are also highlighted. The Interdisciplinary Health

Promotion course is evaluated in terms of its teaching and learning approach, as well as the

extent to which it has collaborated with other sectors outside the university. This chapter lays the

foundation and rationale for an alternative teaching and learning approach of the

Interdisciplinary Health Promotion course that is discussed in Chapter Eleven.

4.1 TRENDS IN HIGHER EDUCATION

Throughout the world, higher education institutions are facing the challenge of engaging more

closely with communities, developing an intellectual foundation for such engagement, and

integrating the key aspects of the universities' missions of teaching, research and service

(University of Witwatersrand (WITS), 2003). According to Gelmon (2000), globally there is a

shift in the core issues of teaching and learning in higher education, from an approach that

emphasizes teaching, where higher education institutions are seen as places that provide

instruction, to an approach that emphasizes learning, in which higher education institutions are

seen as places that produce learning. Muller (1999) argues that as a result of a growing demand

for social relevance and accountability in higher education, there is a shift towards problem-

solving or applied knowledge as opposed to disciplinary research. In view of this emergent shift

in knowledge production, universities are increasingly being challenged to be responsive and

relevant to societal needs (Subotzky, 1999). Waghid (2002) also argues that teaching and

research universities in South Africa should become more responsive to social problems and
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function as a forum for the expression and negotiation of social discourse. According to this

author, knowledge produced in the context of its application gives rise to a concept of

community service, based on this knowledge, which is socially accountable, reflexive,

transdisciplinary and problem-oriented. Moreover, international trends suggest that the

considerable public costs of the research and teaching universities are continuously under

scrutiny in countries such as the United States, United Kingdom, Russia and Canada (Cummings,

1998). This author argues that this is so primarily as a result of a decline in economic growth

which forces the governments to reduce their subsidies to public universities.

In the face of these challenges, a need for a different approach to higher education has emerged,

one in which universities need to augment teaching and research with community service. In

other words, academics, through teaching and research, can provide knowledge to assist

communities in the solution of social problems; in this way, universities and communities

.become jointly responsible for social change (Braskamp and Wergin, 1998). Braskamp and

Wergin (1998) argue that, given the extent of world-wide economic and social problems, there is

an increasing pressure on universities to bridge the gap between higher education and society and

to "become active partners with parents, teachers, principals, community advocates, business

leaders, community agencies, and general citizenry" (Braskamp and Wergin, 1998, p.62 ).

Brennan (2008) states that the reaching out to communities and the taking on of civic

responsibilities by universities conforms to a trend to design higher education in ways that make

teaching and research more publicly accountable and relevant to society. The literature suggests

that community service should be viewed as a strategy for the effective preparation and

continuing development of academics for their various roles in higher education, unlike the

conventional notion which depicts service as voluntary charitable work (Henning, 1998) or

merely part of good citizenship (Gordon, 1997).
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Subotzky (1999) noted that a strong community service ethos emerged in South Africa during

the 1980s. Several community service programmes at universities such as Pretoria, Free State,

University of the Western Cape, Natal and Stellenbosch provide evidence of the integration of

teaching and research within a community service setting. This means that knowledge is

increasingly produced through addressing the political and social problems in South Africa



directly (Waghid, 2002). According to Subotzky (1999), the concept of community service

should drive South African universities; it should be an integral function that cuts across the

traditional activities of teaching and research, and universities should shift their focus outward to

external communities.

The diversity of communities, the variety of the stakeholders or constituencies, and the

complexity of the demands have resulted in new relationships within and between higher

education institutions and communities. According to Brennan (2008), these relationships have

local, regional, national and international implications and the ability of universities to address

these demands is held as a prime criterion for higher education institutions to be considered as

innovative and responsive.

One of the major challenges behind the notion of a revised social contract for higher education is

the need for a change in the balance of power between the different constituencies acting within

and outside higher education (Brennan, 2008). In order to identify and understand this factor, the

interests and roles of the various stakeholders, such as communities, government, higher

education, private businesses, labour unions, local and regional politicians and others, need to be

analyzed so that new change strategies can be implemented. Furthermore, Brennan (2008) argues

that the commitment of universities to the public means more than simply maintaining contacts

with 'clients'; it is about universities engaging in a dialogue with various stakeholders in order to

learn more about the communities and how services are valued and implemented, and to

encourage and initiate services which will contribute to the development of the communities.

In South Africa, the Higher Education Act of 1997 emphasized the establishment of a single

coordinated higher education system that responds to the needs of the South African

communities that are served by higher education institutions (Republic of South Africa, 1997).

Furthermore, the Act states that higher education "must provide education and training to

develop skills and innovations necessary for national development and successful participation in

the global economy and must be restructured to face the challenges of globalization" (Higher

Education Act of 1997, p. 9). Importantly, the Act also demands that new, flexible and
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appropriate curricula be developed in such a way as to integrate knowledge with skills, and that

the standards be defined in terms of learning outcomes and appropriate assessment procedures.

It is in line with this imperative that universities in South Africa are engaging more closely with

communities, and in the process are developing a scholarly basis for such engagement by

integrating the universities' core business of teaching, research and service. By expanding their

community service orientation, universities can prepare and develop academics for the needs of

effective provision in higher education and produce graduates who will respond effectively to the

needs of South African society. Most institutions in South Africa identify community service as

part of the universally recognized functions of the modem university, namely, those of teaching,

research and outreach (Subotzky, 1999).

In summary, the literature reveals that there is a strong community service ethos in South African

higher education institutions. The South African higher education policy supports the notion of

community engagement of higher education institutions through service. Moreover, it has

become an imperative for these institutions to become more socially responsive, given the socio-

economic climate that currently exists in the country. It is also important to note that community-

based learning, service-learning and interdisciplinary education are congruent with the health

promotion approach which promotes holistic understanding and comprehensive action. This

means that community participation, development and empowerment are common principles in

all of these aforementioned approaches. The next section discusses the innovative pedagogies of

community-based learning which have emerged in the realm of higher education.

4.2 EMERGENCE OF A SERVICE-LEARNING PEDAGOGY

The following section focuses on service-learning as a teaching and learning approach in higher

education. The section commences by discussing the rationale for the shift from other forms of

community-based learning strategies to service-learning in the context of higher education.

Service-learning as a pedagogy is defined next. This is followed by a discussion on the various

models of service-learning at higher education institutions, on the benefits and challenges

associated with service-learning, and finally service-learning partnerships. The chapter ends with

a discussion on interdisciplinary education in higher education.
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4.2.1 Defining service-learning

In the context of health professions education, community-based learning (CBL) refers to the

teaching health care professionals in the community, and the training service providers,

educators and researchers who can assist communities in identifying their priority health needs

and in implementing feasible, affordable and sustainable interventions (Bor, 2003; Margolis,

2000). As mentioned in Chapter One, community-based learning is comprised of a number of

teaching and learning strategies. The value of community-based learning in health professional

education is well documented in the literature (Blumenthal, Jones and McNeal, 2001; Bor, 2003;

Gwele, 1998; Thistlewaite and Storr, 2004; Williams, Reid, Myeni, Pitt and Solarsh, 1999).

Williams et al. (1999) have argued that there are overwhelming and distinct educational,

pragmatic and ethical rationales that support the integration of community-based learning in the

undergraduate curriculum of health professions worldwide. However, in discussing the

shortcomings of community-based learning, Williams et al. (1999) also highlight the dangers of

an iniquitous relationship based on benefits received between the various sectors involved in the

community-based learning experience. In fact, they argue that students and the educational

institutions benefit more than the communities or individual clients or patients. Generally, the

focus is on achieving the educational outcomes and this often results in the relationship being

predominantly one-sided. This shortcoming is noted in the literature and a call for the

development of partnerships for the success of community-based learning is highlighted by many

(Bernal, Shellman and Reid, 2004; Bor, 2003; Gwele, 1998; Quinn, Gamble and Denham, 2000).

Quinn et al. (2000) quote Furco (1996) who describes community-based learning as including a

range of community-based principles, from volunteerism, where the emphasis is on benefiting

the recipient of the service, to internships and field placements where the primary goal is the

educational development of the student, with service as the secondary objective. Many higher

education institutions have realized that it is time to take the next step in the CBL continuum,

where the university and community are partners and where students are engaged actors for

social justice. In this way, a balance between the learning needs of the students and the service

provision needs of the community can be achieved. This move links very well with the recent

trend in higher education as discussed earlier in the chapter. Service-learning is thus seen as a

means to operationalize the 'engaged campus' concept, offering a way for institutions to
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strengthen their public service missions. The success of service-learning initiatives thus relies

largely on equitable partnerships between communities and institutions in order to meet the

respective parties' goals.

Bawden (2000) states that service-learning in South African higher education can be seen to

involve three particular domains: 1) promoting a spirit of concerned active and democratic

citizenship; 2) using the resources of higher education institutions, particularly the intellectual

resources of staff and students, to improve the lives of underprivileged communities through the

provision of practical services; and 3) infusing the academic curriculum with a greater sense of

relevance by engaging with difficult political, economic, environmental and social problems.

In order to understand what service-learning is about and how it differs from other forms of

community-based learning we need to examine the term. In searching the literature for a suitable

definition, it became evident that the term 'service-learning' has diverse meanings and has been

interpreted by many in different ways. The following four definitions of service-learning

emerged:

In their most limited sense, service-learning courses unite in a single mission the
traditionally separate duties of research, teaching and service (Crushman, 1999, p. 331).

More than volunteerism, service-learning combines community work with classroom
instruction, emphasizing reflection as well as action. It empowers students by making
them responsible in a real world context, while giving them the support, encouragement,
information and skills to be effective (Rosenberg, 2000, p. 8).

Service learning is a pedagogy that fosters the development of skills and knowledge
needed for participation in public life (Forman and Wilkinson, 1997, p. 278).

Service learning is a credit-bearing, educational experience in which students participate
in an organized service activity that meets identified community needs and reflects on the
service in such a way as to gain further understanding of course content, a broader
appreciation of the discipline and an enhanced sense of civic responsibility (Bringle and
Hatcher, 1995, p. 112).

According to Perold (1998), service-learning differs from other related types of community-

based learning activities. The distinction is made on the basis of whether the emphasis is on the
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service provided by the student or on the student's achievement of the learning outcomes of the

course. Perold (1998, p. 35) points out these differences, as illustrated in Table 4.1:
Table 4.1: Community-based Learning Strategies

CODlDlunity-b ..... Leamial CharaeterizatioD
Volunteerism The main focus is on service and the beneficiary of the service which is mainly

the clients or community.
Community service The main focus is on service.
Internship The main focus is on student learning rather than community service; the

purpose is to give students hands-on learning experience.
Field education The main focus is on maximizing students' learning, with community service

being an addition to this, even though there are strong intentions to benefit
recipients. The main focus is placement based; the communities are placement
sites for students and there is little attention given to addressing long-term
community problems. The service is performed in addition to a student's course.

Experiential learning The emphasis is on learning by doing.
Community-based learning: This term places an emphasis on student outcomes and recognizes that learning

can be enhanced by community involvement and that community members can
serve as co-teachers with a university faculty.

Academically-based service This term puts the concept of service learning within the context of academic
learning development and scholarship. It implies that service-learning is a potential

mechanism for academic development which holds benefits not only for the
providers (students) and the recipients (community participants) but also for
higher education institutions in term of their own development.

Service-learning Service-learning occurs when there is a balance between learning goals and
service outcomes. It is when service enhances the learning and the learning
enhances the services, and when the benefits of the service to the provider and
the recipient are on equal basis. However, the credit in service learning is for the
learning and not the service.

Perold (1998, p. 34) summarizes the purpose of service-learning in South African higher

education as:

1. To inculcate a sense of civic-consciousness in students and make them aware of their
responsibility to make a contribution to society;

2. To assist in nation building by enabling students to gain a closer understanding of the life
experiences of people in different communities;

3. To link academic study and research to issues of development so as to influence values
and attitudes, and sensitize students to societal needs and the contribution that individuals
can make to society;

4. To enable students and faculty to acquire skills and experience, particularly in the context
of poverty or under-development; and

5. To enable students to 'pay back' a debt which they have incurred to society, deriving
from the government's use of public funds to cover the real costs of each student's higher
education experience.
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In this document it recognizes its responsibilities for social change in partnership with relevant

organizations in the community (Uwe, 2003). The draft policy states that service-learning

should be based on an equal partnership, with intersectoral involvement linking theory and

practice through in-service training and service to others, and an educational exchange through

reflective activities and reciprocal learning. The policy also argues that service-learning should

have a credit-bearing component, necessary for allocating resources (financial and human), and

that it should receive appropriate academic recognition (Uwe, 2003). Importantly, the policy

encourages sustainability of projects, with all decisions and development activities of service-

learning initiatives at all levels to be guided by their potential for future sustainability. Moreover,

the policy encourages capacity building of participating partners to conceptualize, plan,

implement and manage service-Ieaming programmes. Lastly, the policy encourages research and

evaluation, maintaining that research at sites of learning should be founded on the concept of

knowledge shared with the community. It should be both accountable and responsive to

community interests and needs.

In summary, the literature highlights the need for higher education institutions to become more

socially responsive and states that the university-community partnership model offers one

possible approach to addressing this imperative. Service-learning as a pedagogy has introduced a

new approach to teaching and learning in higher education. The pedagogy is underpinned by a

notion of reciprocity in learning which results in a range of benefits flowing from the shared

interaction between university, community and service providers.

4.2.2 Models for organizing service-learning

The literature identifies a number of service-learning models which have been implemented at

various universities and in varying contexts (University of Witwatersrand (WITS), 2003, p. 14).

Six models of service-learning are briefly described in Table 4.2:
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Table 4.2: Service-learning Models

Service-Learning Description
Models
Career-related Universities have used internship as an important means of professional development.
opportunities However, more universities are now turning to service-learning as a means for

students to fulfill these requirements. The differences between internship and service-
learning are:
1. The location: service-learning generally takes place in disadvantaged and
underprivileged environments, while in a well resoureed and affluent environment.
2. Purpose and expected outcome: the difference is in the practical experience; the
focus in internship is solely on what the student learned and achieved through the
practical, while in service-learning students are not only measured on what they have
learned but also on how the recipients of the service have been helped or their lives
changed as a result of the student's work.

Discipline-related Service-learning provides a distinct method oflearning the skills of the discipline as
integration of service well as changing the method of fieldwork in these disciplines, for example in the
learning natural sciences (biology and environmental studies) and in the social studies

(political science, sociology, archaeology and anthr()Q_olo_gy}.
Course/module-related Service-learning can be integrated into one or more courses or modules which
service-learning students are required to take for degree purposes. Service may be compulsory for all

the students in a class or may be an addition, for example, in the form of elective to
traditional class-based study.

Service-focused study A number of countries have learning programmes in which service has become the
focus of academic study. The service-learning programmes maybe located in one
academic department or may be interdepartmental.

The cohesive curriculum This model involves bringing together lecturers from different fields around a service
opportunity. The model demonstrates collaborative teaching and learning and a
coordinated approach to problems. Students serve in a placement for a number of
hours in a week over a semester, a year or during vacation, while studying related
academic subjects. The service-learning experience is a valuable learning resource,
along with reading, lectures, research and other traditional academic tools.
Alternatively, service could be a group project with students in the group approaching
the learning and service e~erience from different disc~lines.

Non-credited service Voluntary service has been a major feature of extra-curricular activity in higher
education, and in some institutions has been part of the learning expectations. These
institutions have a clear mission and a set of values which recognize service as being
integral to the teaching and learning process, whether it is credited or not.

Service-learning may be a separate course within the university curriculum or may be

intentionally and strategically integrated within multiple courses, as part of a programme.

According to Mueller and Billings (2008), service-learning that is integrated into existing

courses should not be seen as an additional course requirement, but as a learning activity that

replaces one or more learning activities previously used, and credits should be given for the

learning and its relation to the course, and not for the service alone. It is therefore important that

service activities match the course content; this enhances learning by allowing the application of

the theoretical principles taught in the classroom setting.
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Heffernan (2001, p. 1) identifies the following four principles that should guide faculty staff in

organizing and constructing a service-learning course:

1. Engagement: to consult the community and relevant sectors, to negotiate the university-
community boundaries and to explore ways of operationalising it;

2. Reflection: to ensure that there is a mechanism which encourages students to link their
service experience to the course content and to reflect upon the importance of the service;

3. Reciprocity: to ensure that there are mutual benefits for all sectors involved; and
4. Public dissemination: to ensure that opportunities are created to present the service work

to the public and for the community to enter into public dialogue.

4.2.3 Benefits of service-learning

According to Abravanel (2003), research to date has shown benefits of service-learning to the

university and community, and students who have been involved in service-learning programmes

have demonstrated an increased sense of personal and social responsibility. Furthermore,

according to this author, these students have shown gains in motivation to learn, resulting in

higher attendance rates and increased academic performance. Service-learning has shown a

positive effect on interpersonal development, helping students to learn to trust and be trusted by

others, and contributing to their performance as part of a team. As a result, students see

themselves as positive contributors to their community, feeling that they can make a difference

(Abravanel, 2003). Kearney (2004) also points out that service-learning opens new possibilities

for students who have yet to decide on career choices, arguing that students who have not

decided on what they want to do after completing their studies are more likely to choose a

service-related career if they have participated in service-learning. Service-learning has also been

shown to contribute to career development (Driscoll, Holland, Gelmon and Kerrigan, 1996).

According to the WITS (University of the Witswatersrand, 2003, p. 6), the benefits that students

derive from service-learning are evident in four ways:

1. The students acquire academic skills in a community-based context; this is where students
acquire and apply research skills to community issues, integration of theory and practice in
development, and establish a more realistic understanding of and insight into the limitations
of the academic discipline.

2. Students gain task-related skills, such as communication skills, the ability to work in a team,
and an understanding how things work in practice.
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3. Students develop new values and attitudes such as empathy, tolerance, patience, a sense of
social consciousness, greater insight into socio-economic conditions and a sense of
participation.

4. Students are acquainted with the working of communities and are equipped to apply their
knowledge once out of university.

In an evaluation of service-learning at five higher education institutions in South Africa, students

indicated that service-learning improved their relationship skills, leadership skills and project

planning abilities (Mouton and Wildschut, 2005). These authors furthermore state that service-

learning gave the students a sense of awareness of different cultures and opened their eyes to

their own cultural stereotypes.

Communities help to shape the services provided by the students and other sectors and contribute

to ensuring their suitability and sustainability in these communities. Community members also

gain from the comprehensively researched and integrated service provision. They benefit too

from the expanded services and the service-learning projects through which infrastructural and

resource improvements are realized (University of the Witswatersrand, 2003).

Mouton and Wildschut (2005, p. 144) found that service learning had an impact on some South

African communities. These were some of their findings:

1. There was increased awareness of and knowledge of health hazards.
2. In dealing with stress some community members changed their way of thinking after

counseling.
3. Children were able to speak more English after being taught by the students.
4. Communities were more interested in their environment, way of living and social

activities after service-learning by the students.

The benefit of service-learning to academic staff is that their engagement in the community leads

them to finding new and innovative ways of thinking about teaching and research in their

discipline. For the service sectors, the benefits they derive from service-learning partnerships

often centre around the academic input and student assistance, as well as from engagement with

the community, making their functions more responsive and integral to the needs of the

population they work with and serve.
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4.2.4 Challenges of service-learning

Universities are responsible not only for helping to shape the civic engagement of the students

and university staff but also for identifying the causes and solutions of social issues that have a

real and devastating impact on communities. One of the critiques of service-learning revolves

around the notion that universities are 'reaching out' to communities and that those who work in

the communities, or are 'served' by students, experience patronizing relationships. According to

Eby (1998), this approach to service-learning tends to operate on a false understanding of the

needs of the community. This author argued that community needs are understood as

'deficiencies' and the 'served' communities are understood as disadvantaged or underprivileged.

These constructions often suggest that it is a community's own fault or inadequacy that has

created the 'need' being addressed, and hence the response to that need becomes defined in terms

of ways to compensate for this deficiency. This notion exaggerates the importance of the

students or university, demeans the person who is served, and ignores the resources in the

community. Moreover, often it fails to recognize the political, social and economic factors which

created the need in the first place.

Another criticism of service-learning is that it is often organized to respond to the needs of the

higher education institution, with the emphasis being on the needs of the student, the faculty at

the institution, or the needs of the course (Brown, 2001; Mouton and Wildschut, 2005). This is a

major critique of service-learning in that it tends to focus on the individual student's experiences,

with the assessment of the effectiveness ofthe service-learning almost exclusively in terms of the

impact it has had on the individual student's attitudes or competencies. The focus is therefore on

the individual student's learning experiences, and regrettably the assumption is that communities

exist to augment learning.

The goal of service-learning is to provide mutual benefits to students, service providers and

communities, but if the benefits to the communities are trivial, service-learning's claim of a high

impact programme or to significantly alter educational practices will not be achieved (Brown,

2001). This author therefore argues that service-learning activities and programmes must be

shaped to address both student learning and community needs in order to achieve the goal of

mutual benefit. This also implies that the assessment of service-learning programmes needs to
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measure the outcomes for all the stakeholders involved, that is, the students, service providers

and the community.

Mouton and Wildschut (2005, p.140) found a number of constraining factors which hindered

service-learning activities in South African communities, as reported by five South African

universities; among these were:

1. Service-learning was governed by the academic year and therefore not sustained
throughout the year.

2. There were in some cases different organizational cultures and management styles in
academic institutions and community organizations.

3. Higher education institutions had no structures in place to enable a more cooperative
negotiated approach to curriculum development.

4. There was no genuine partnership in place between the university, service providers and
the community.

5. The roles of the partners within the triad were not spelt out clearly.
6. Meetings were not held regularly.
7. Insufficient time was allowed to set up relationships with the communities and with

academic staff members.
8. Changing personnel within the service provider and among academic members.

4.2.5 Service-learning partnerships

The Higher Education Quality Committee (HEQC) defines service-learning partnerships as:

Partnerships are formal long-term relationships agreed to by communities, HEI's and
service agencies to achieve common outcomes. Partnerships can stimulate social change,
and empowerment, and they can concentrate on advancing a shared vision. Partnership is
the joint action of more than one party, which is not just focused on intended outcomes
and impact but also on the learning, development and change that occur during the
process. Partnership is also associated with collaboration, cooperation and the concerted
effort for developing sustainable relationships among partners (HEQC, 2006, p.94).
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Abravanel (2003) states that a service-learning partnership strives to improve the quality of

education in order ultimately to improve the quality of life in the community. Both the university

and the community need to see the partnership as a better way to achieve their individual goals,

as well as any goals they might develop together along the way. Partnership building begins with

each partner getting to know the other; the partners come from radically different worlds and it is

therefore important for them to understand the cultural and other distinctions between them

(Abravanel, 2003).



The Community Campus Partnerships for Health (CCPH) in the United States of America (USA)

is a non-profit organization designed to foster partnerships between communities and educational

institutions, focusing on building on each other's strengths and developing their roles as change

agents for improving health professional education, civic responsibility, and the overall health of

communities. This organization identified the following nine principles to help facilitate and

strengthen partnerships between communities and higher education institutions (CCPH, 2000,

p.7).

Batenburg (1995) pointed out that the key to smoother relations between the university and the

community is not only to be aware of these differences but also to be aware of specific clashes in

the partnership. Diversity comes in many forms; students are exposed to people from diverse

cultural backgrounds, from different generations, with different ideas, perhaps with disabilities,

or to people who face life circumstances different from their own. It is important to note that

service-learning participants are likely to be diverse in some ways, especially those who are

being served. Respect in a service-learning context is to do with the way that activities are

organized, the language being used, and the expectations of the various parties (Nieto, 2004).

1. Partners have an agreed-upon mission, values, goals and measurable outcomes for the
partnership.

2. The relationships between partners are characterized by mutual trust, respect,
genuineness and commitment.

3. The partnership balances the power among partners and enables resources among
partners to be shared.

4. There is clear, open and accessible communication between partners, making it an on-
going priority to listen to each need, develop a common language, and validate/clarify the
meaning of terms.

5. Roles, norms, and processes for the partnership are established with input and agreement
of all partners.

6. There is feedback to, among and from all stakeholders in the partnership, with the goal of
continuously improving the partnership and its outcomes.

7. Partners share credit for the partnership's accomplishments.
8. Partnerships take time to develop and evolve over time.
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Seifer and Maurana (2001) argue that, by using these principles as a guide, a partnership

agreement can be prepared by all partners and this will be the basis for a successful partnership.



In summary, the literature has presented clear principles, elements and objectives of a successful

partnership and suggests that university-community partnerships should be nurtured around

these. Developing such a partnership is by no means an easy task. It is a process which involves

establishing a clear scope for the partnership, including considerations of the boundaries of time,

finances, resources, development and dissemination of the partnership's products and outcomes,

and the negotiation of a partnership agreement, which is an important tool for accountable and

sustainable university-community partnerships.

As mentioned in Chapter One, the Interdisciplinary Health Promotion course was evaluated in

terms of content and pedagogy and the extent to which collaboration with other stakeholders was

pursued. The course adopted an interdisciplinary teaching and learning approach. The review of

the literature on interdisciplinary education is therefore included in this study.

4.3 INTERDISCIPLINARY EDUCATION

Interdisciplinary education is a growing phenomenon in higher education institutions worldwide

and particularly in South Africa. This approach has been adopted in the FCHS at UWC,

specifically in the faculty's core courses. The next section presents a review of the literature on

interdisciplinary education, its definition, characteristics, aims, impact and challenges.

4.3.1 Defining interdisciplinary education

In reviewing the literature on interdisciplinary education one finds various definitions. The most

frequently used terms are: multidisciplinary, interdisciplinary, and transdisciplinary (Golin and

Ducanis, 1981; Klein, 1990). Some authors use 'professional' as a suffix, as in multiprofessional,

interprofessional, and transprofessional. This is in contrast to the use of the suffix 'disciplinary'

which implies the acquisition of a body of knowledge based on theory and research (D' Amour,

1997; Satin, 1994). The term 'discipline' is defined as a subject that is taught or a field of study,

whereas 'profession' is described as a career requiring specialized knowledge and often long and

intensive academic preparation (Neufeldt, 1990). These terms are rarely defined with clarity by

those who use them, and in practice they are used interchangeably (Oandasan, D'Amour,

Zwarenstein, Barker, Purden, Beaulieu, Reeves, Nasmith, Bosco, Ginsburg and Tregunno, 2004).
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It is not clear in the literature why there is a movement towards the use of the term 'professional'

as the suffix in this domain, although a number of authors have theorized that the use of the word

has developed because of the need for clarity (Oandasan et al., 2004). For example, in the field

of medicine there are multiple disciplines within one profession; thus in a Faculty of Medicine,

an interdisciplinary initiative could involve physicians from different fields, such as internal

medicine, psychiatry, and family medicine, while excluding other health professionals. The use

of the term 'interprofessionallearning' is therefore more inclusive and includes different health

professionals (Oandasan et al., 2004). In the literature, other terms used include:

1. Uniprofessionallearning occurs where students learn within their own specific health
professional programmes with minimal contact with other health professional trainees.
This form of training isolates students from one another.

2. Multiprofessionallearning occurs when students are brought together, learning in
parallel. They may work on a particular problem or try to solve a specific problem but
they do so working within their own profession-specific paradigm.

3. Transprofessionallearning occurs in situations that reflect an extension of
interprofessionallearning where the professional boundaries and roles of students are
blurred (Oandasan and Reeves, 2005, p. 22).

The World Health Organization (WHO) defines interdisciplinary education as:

a process by which a group of students or workers from the health-related occupations
with different backgrounds learn together during certain periods of their education, with
interaction as the important goal, to collaborate in providing promotive, preventive,
curative, rehabilitative, and other health-related services (WHO, 1988, p.6).

The Centre for the Advancement oflnterprofessional Education (CAIPE) in Britain defines

interprofessional education as "learning together to promote collaboration and the quality of

care" (CAIPE, 1997 revised, Barr, 2002, p. 6). Interprofessional has also been defined as

learning that occurs when students are brought together from two or more professions to work

synergistically with each other with the purpose of integrating their professional perspectives

(Harden, 1998; Parsell, Spalding and Bligh, 1998). Other literature defines it as a process by

which a group of students or health professionals from health-related occupations, with different

educational backgrounds, learn together during certain periods of their education (Areskog,

Bhattacharya, Ezzat, Lim, Mcinerney, Rubenson, Van der Vynckt, D'Ivernois, Fulop, Gallagher,

Guilbert, Moss, and Ormos, 1988).
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The common features of interdisciplinary education thus include health professionals from

different disciplines, working and learning together during certain periods of their education, for

the purpose of interaction, collaboration and the provision of a good quality of care.

For the purposes of ease and clarity within this thesis, the term 'interdisciplinary' will be used.

Interdisciplinary education will denote the concept of different health care providers from more

than one discipline and/or profession, working and learning together in educational programmes.

4.3.2 The nature and development of interdisciplinary education

Interdisciplinary approaches in health care and education have evolved through various phases

since the early 1900's, but were perceived mainly as extracurricular endeavours in many

universities (Connors, Seifer, Cora-Bramble, Sebastian and Hart, 1996). According to Barr

(2002), interdisciplinary education was conceived as a means to overcome ignorance and

prejudice amongst health and social care workers. It is important to note that the World Health

Organization (WHO) first identified interdisciplinary education as an important aspect of

primary health care in 1978, and a technical report issued in 1988 noted that multiprofessional

teamwork in health care was more effective than uniprofessional working. In addition, it was

noted that multiprofessional teamwork had a more positive impact on health care than care

offered by the individual health care professional (WHO, 1978, 1988).

The introduction of interdisciplinary education and practice has become an important objective

for governments and universities internationally (Coster, Norman, Murrells, Kitchen, Meerabeau,

Sooboodoo and d' Avray, 2008). In Britain, for example, interdisciplinary training was started

following the First World War through the Peckham Experiment at London's Pioneer Health

Centre. In the USA, the beginning of modem day collaborative teams has been attributed to

Martin Cherkasky's efforts at Montefiore Hospital, where, with George Sliver, he started the

Family Health Maintenance Demonstration Project in 1951. This involved physicians, nurses and

social workers (Connors et aI., 1996; Coster et aI., 2008).
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The need for interdisciplinary education today is widely perceived as a potential method for

enhancing collaborative practice between health and social care professionals. There has been a



growing interest in interdisciplinary education in a number of countries over the past few years

(Coster et al., 2008; WHO, 1988). Many national and international organizations, such as the

International Association for Interprofessional Education and Collaborative Practice, are

promoting and advancing scholarship and informing policy in interprofessional collaboration in

educational practice and research worldwide (Barnsteiner, Disch, Hall, Mayer and Moore, 2007).

The emphasis is on strengthening communication skills and collaboration between different

health professions in their respective universities (Barnsteiner, et al., 2007; Mendez, Armayor,

Navarlaz, and Wakefield, 2008). Coster et al. (2008) state that interdisciplinary education is

important in helping to develop good working relationships between different health

professionals since it promotes positive interprofessional attitudes and behaviours. An

interdisciplinary approach to patient/client care is believed to have the potential for improving

professional relationships, increasing efficiency and coordination, and consequently enhancing

the health outcome of the individual patient or client. The interdisciplinary experience should

allow the students to move from a unidisciplinary understanding of an individual client's

functioning to an interdisciplinary ethic of care (Reeves and Freeth, 2002).

It is argued that students undergo several stages in developing an understanding of

interdisciplinary collaboration, and the progression to this is influenced by the individual

student's reactions and interactions, processes and conflicts, as well as professional values and

norms (Curran, Mugford, Law and MacDonald, 2005). According to Parsell and Bligh (1999),

interdisciplinary education enhances students' understanding of the other professions' roles,

responsibilities, strengths, limitations and functions, so as to prevent the formation of negative

stereotypes.

Universities are taking the initiative of incorporating health disciplines in various programmes.

For example, at King's College, London, there are four pre-registration interdisciplinary

education courses for students of the health professions. The courses are divided between three

universities, King's College and the Universities of Greenwich and London South Bank. The

first year of the interdisciplinary education course is delivered at King's College to more than

1200 students from nine health professions, including dentistry, dietetics, medicine, midwifery,

56



nursing, pharmacy, physiotherapy, dental hygiene and occupational therapy. The first-year

interprofessional course, entitled 'Clinical Communication and Ethics in Healthcare', is

delivered in seven separate sessions in which a variety of teaching strategies are used. For

example, dietetics students participate in four hours of lectures and more than six hours of

interactive workshops with students of medicine and nursing. Students are assessed through a

reflective account of the communication and ethical issues encountered during a patient

interview (Whelan, Thomas, Cooper, Hilton, Jones, Newton, O'Neill and Gill, 2005).

In an evaluation study carried out by these authors, it was generally noted that the teaching

strategies resulted in a positive learning experience for the students, as the course adopted a

range of interactive teaching strategies, including small group teaching and case-study

exploration. Barr (1996) states that such teaching strategies encourage the exchange of views and

experiences, emphasizing the important distinction between shared-learning and common-

learning.

In South Africa, interdisciplinary education is being implemented at different universities in a

number of ways. For example, at the University of the Western Cape the interdisciplinary core

courses are incorporated in the undergraduate curriculum of eleven health professional

programmes, from first year to fourth year. These interdisciplinary core courses are described in

detail in Chapter Five. At the University of Cape Town (UCT), all first year health science

students participate together in two core courses, 'Becoming a Professional' and 'Becoming a

Health Professional' (VCT, 2009).

4.3.3 Aims and impact of interdisciplinary education

The main goal of interdisciplinary education, according to Mendez et al. (2008), is to improve

teamwork, overcome functional barriers and improve health care outcomes. The literature

highlights the following advantages for students and academic staff involved in interdisciplinary

activities (WHO, 1988; Hughes, Hemingway and Smith, 2004; Barnsteiner et al., 2007).

Students:

1. Students are able to share knowledge and skills collaboratively and thereby provide
individual and community with health care more efficiently,

2. There is mutual respect and understanding in the team,
3. The team members assess each other's strengths, weaknesses and limitations,
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4. Students are able to integrate new skills and broaden their area of knowledge, and
5. Students are able to generate, establish and promote new roles of competencies and

responsibilities.

Academic Staff:

1. They are able to standardize preparation and delivery of module learning outcomes,
including assessment processes;

2. Faculty members from different professions co-design the learning experience, and
3. An infrastructure is organized that fosters interprofessional education, giving time for

faculty staff to develop interprofessional options and incentives systems for staff to
engage in interprofessional education.

4.3.4 Challenges facing interdisciplinary education

The challenges of interdisciplinary education are faced by both academic staff and students, and

may hinder its success (Parsell et al., 1998). The concerns of the academic staff are based on the

arguments that interdisciplinary education dilutes the professional identity of the students; that it

creates fears and therefore resistance to change by academics who have to work in

interdisciplinary teams; and that it results in technical difficulties which involve timetabling and

delivering a common curriculum to students across different health professional groups

(Mazhindu, 2001; Norman, 2005; Mendez et al., 2008).

Some of the challenges affecting students have been noted by Parsell et al. (1998, p. 307):

1. Students' negative perceptions towards other professional disciplines are likely to
influence their willingness to collaborate in interprofessional teams and they may
question its academic value, and

2. Students from different disciplines identify strongly with their chosen profession thus
posing turf battles, as they have a hard time learning about other disciplines, leading to
complaints about skill levels, training experience, tasks, their role in a team, the single
subject approach to teaching, curriculum structures and design, timetabling difficulties,
practical difficulties, for example separate buildings, lack of commitment, lack of
knowledge and understanding of other professions, unwillingness to change attitudes and
separate professional 'languages'.

In summary, interdisciplinary education denotes the concept of different health care providers

from more than one discipline and or profession, working and learning together in educational

programmes. The main goal of interdisciplinary education is to improve teamwork, overcome

functional barriers and improve health care outcomes. Despite the difficulties of implementing

interdisciplinary education, there is evidence that teamwork and collaboration among health

professionals is a vital factor for safe and effective health care.
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4.4 SUMMARY OF THE CHAPTER

The chapter commenced by presenting an overview of the current trends in higher education,

both globally and in South Africa. The literature drew attention to the fact that there is a need for

universities to augment teaching and research with community service in order to be more

responsive to community problems. This means that new relationships between universities and

communities need to be formed, and consequently appropriate curricula need to be developed to

integrate knowledge, skills, research and community service.

The chapter then focused on the community-based learning approach. The shortcomings of the

various forms of community-based learning, including volunteerism, field work, and internship

in health professions education, were highlighted. The major shortcoming of community-based

learning cited in the literature is the iniquitous relationship and received benefits between the

various sectors involved in the teaching and learning experience where the university benefits

more than the other sectors. Service-learning was presented as an alternative teaching and

learning approach as it involves mutual benefit to the students, community and service-providers.

Furthermore, service-learning in the South African higher education context involves the

promotion of democratic citizenship, improving the lives of underprivileged communities, and

developing relevant curricula.

The chapter concluded with a review of the literature on the definition, nature, aims, impact and

challenges associated with interdisciplinary education. There is a growing acceptance worldwide

that interdisciplinary education is an important strategy for enhancing collaborative practice

between health and social care professionals. The literature defines interdisciplinary education as

learning that occurs when students from health-related occupations learn together during certain

periods of their education, with interaction as the important goal, to collaborate in providing

promotive, preventive, curative, rehabilitative, and other health-related services.

The main aim of interdisciplinary education is to improve teamwork, overcome functional

barriers and improve health care outcomes. The benefits of interdisciplinary education include

the sharing of knowledge and skills, mutual respect, and an awareness of each other's strengths,

weaknesses, and limitations. The major challenges associated with interdisciplinary education

59



60

revolve around negative attitudes of academic staff and students as well as the technical

difficulties in the operationalization of interdisciplinary teaching and learning.

The next chapter focuses on the curriculum transformation process of the health professions

education at the University of the Western Cape.



CHAPTER FIVE

HEALTH PROFESSIONS EDUCATION AT THE UNIVERSITY OF THE

WESTERN CAPE (UWC)

Chapter Five provides an insight into the curriculum transformation process in the faculties of

Community and Health Sciences and Dentistry at the University of the Western Cape. The

chapter starts by describing the transformation process of health professions education at UWC

chronologically, and the main initiatives that took place at the University of the Western Cape

during that time. Importantly, a description of the institutional structures which supported the

transformation process is also presented. The chapter ends by providing the reader with a brief

overview of the Interdisciplinary Health Promotion course. The Interdisciplinary Health

Promotion course is central to this thesis because it is evaluated in terms of its curriculum,

teaching and learning approach, and the extent to which it has supported collaboration with other

stakeholders in its development and implementation.

5.1 TRANSFORMING HEAL TH PROFESSIONS EDUCATION AT UWC

The changing of the curriculum for the health professions was probably one of the most

challenging endeavours undertaken by the Faculty of Community and Health Sciences (FCHS)

and the Faculty of Dentistry during the 1990s. Importantly, curriculum transformation in the

FCHS took place in a particular historical context, when South Africa was going through a major

political change. There was a growing recognition of the need for the country to restructure its

health care system, and transformation of the education of health workers was seen as an

important strategy that would contribute significantly to the restructuring process. This can be

described as the main external motivating factor which provided the impetus for the

transformation of the health professions education at UWC. According to Lehmann (1990), there

were also four internal initiatives that advanced the curriculum transformation process of health

professions education at the university. It is important to note that these initiatives did not

operate exclusively but rather often fed into each other or supported each other's programmes.

The development and objectives of these initiatives are presented chronologically from 1990 up

to today.
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5.1.1 Health and Welfare Mission Project

The Health and Welfare Mission Project (HWMP) was established at UWC in July 1990 in

response to the university's concern about the lack of a coherent health personnel development

policy to meet the needs of South Africans, particularly those who were marginalized and

historically oppressed (Myburgh, 1992). Its establishment was as a result of earlier attempts to

unite the UWC Health and Welfare sector, first in 1986 and then in 1988 at a workshop focusing

on Building a People's University Conference on Health. The Health and Welfare Mission

Project was funded by the Kellogg Foundation and was a collaborative project between the

Faculties of Dentistry, Community and Health Sciences and the School of Pharmacy. A major

outcome of this project was the development of the UWC Health and Welfare Mission

Statement, which was the founding document and rationale for the health professions curriculum

transformation at UWC (UWC, 1995). Essentially, the Health and Welfare Mission Project

called for a unified health and welfare sector at the University of the Western Cape, and

recommended that interdisciplinary and problem-based learning, supported by experiential

learning, should be adopted as the teaching and learning approach in the health sciences. The

document also promoted the participation of communities at various levels with the intention of

developing a socially responsive curriculum through the Primary Health Care approach.

Significantly, the Health and Welfare Mission Project organized the first interfaculty workshop

in 1990 where, for the first time, academic staff met across disciplinary, departmental and faculty

boundaries to discuss the transformation of health professions education at UWC.

5.1.2 Western Cape Community Partnership Project

The second initiative, the Western Cape Community Partnership Project (WCCPP), was

established in 1991 and was also funded by the Kellogg Foundation. The project was located

within the Faculty of Community and Health Sciences and was aimed at improving the health

professions education so that it would be more appropriate to the health needs of South African

society. The strategies included the development of partnerships between the university, service

providers and communities, and the integration of interdisciplinary core courses and community-

based education into mainstream health professional programmes (Vries, 1993). The

coordination of the interdisciplinary core courses was initially located within the organizational

structure of the Western Cape Community Partnership Project (WCCPP), and a core courses
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convenor was appointed to coordinate the development and implementation of these courses. It

was during the period 1995-1997 that the following three interdisciplinary courses were first

conceptualized and implemented at UWC:

1. Health, Development and Primary Health Care, in 1995;
2. Measurement of Health, in 1996; and
3. Health Promotion, in 1997.

It was also during this time that the objectives of the interdisciplinary core courses were first

clearly articulated; they were to:

1. Create opportunities for interdisciplinary learning;
2. Shape prospective health workers' understanding of the concepts of health and ill-health

and their broad socio-political and economic determinants;
3. Enhance students' understanding of the Comprehensive Primary Health Care (CPHC)

approach; and
4. Facilitate meaningful partners' participation in the design, implementation and evaluation

of the initiative (WCCPP, 1995).

The development and operationalization of community-based education (CBE) was the focal

strategy of the Western Cape Community Partnership Project during the period 1995-1996. It

was reported that the most significant achievement was that the discipline-specific learning

objectives were more informed by community needs than in the past. It was thought that this was

largely due to greater collaboration between lecturers, service providers and community-based

sites of learning. It was also highlighted that during this period, community-based education

became more focused within the undergraduate curriculum and was supported by the academic

staff in the FCHS and the Faculty of Dentistry (Mpofu, 1995). However, community-based

education was largely discipline-specific, and the motivation for incorporating interdisciplinary

learning in CBE was first reported during this period (WCCPP, 1995).

5.1.3 Joint Academic Planning Committee

The Joint Academic Planning Committee (JAPC) ofUWC, a sub-committee of the University

Senate Academic Planning Committee, was established in 1991. This committee comprised

representatives from the Faculty of Community and Health Sciences, Faculty of Dentistry, and

the Pharmacy Department which was located in the Science Faculty. Members ofthis committee

were academics who were also involved in civic organizations aligned to the broader anti-

apartheid struggle, and many were also instrumental in contributing to the development of an
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The main aim of the JAPC was to provide academic leadership across the three faculties at UWC

as part of its mission to transform health professions education to meet the needs of the South

African population. It attempted to integrate all health-related initiatives at the university in the

absence of an institutionalized decision-making structure; thus it depended on individual

lecturers' commitment and consent to participate in these curriculum reform processes. Active

lobbying and advocacy through meetings and workshops eventually saw the introduction of one

of the first core interdisciplinary courses, that is, Primary Health Care, into the curriculum of the

health sciences. Many challenges were associated with the introduction of this course, some of

which were:

1. The course was seen by many of the departments as an 'add on' to an already packed
curriculum;

2. The course was non-credit-bearing, had no legal status, and many students felt that they
were not obliged to attend the classes;

3. There was repetition of content, as some of the content also appeared in other discipline-
specific modules;

4. Due to the status of the course, it was not registered on the university timetabling system
and this led to timetabling clashes with other courses;

5. There was a need for the teaching staff to be re-orientated to the Primary Health Care
approach; and

6. The need for staff training in facilitation skills, small group teaching, and community-
based education and problem-based learning also became evident.

equitable post-apartheid health care system. Hence, the socio-political milieu in South Africa at

that time undoubtedly influenced the decision making of the JAPC.

These structural issues were often used by some departments as a rallying point to prevent the

integration of the interdisciplinary core courses into their existing curricula.

5.1.4 Public Health Programme

In 1993, the Public Health Programme was established at UWC to provide postgraduate training

in the health and social sciences as well as continuing education for health professionals. It also

provided academic leadership in the development of the interdisciplinary core courses within the

field of primary health care and public health. Many of the UWC staff members enrolled in the

Public Health Masters programme and attended its summer and winter schools so as to re-

orientate themselves to the new vision of health, that is, the Primary Health Care approach.
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Public Health and Primary Health Care became an area of concentration at UWC, which meant

that the health sciences curricula needed to be oriented toward the Primary Health Care

approach. It also became evident that there was an urgent need to incorporate academic literacy

skills in the health sciences curriculum, as there was a high dropout rate of students, and lecturers

reported that students struggled to apply the theory to the practical situations.

By 2000, the JAPC had become dysfunctional; instead, these curricular initiatives were

spearheaded by the Management Committee and the Faculty Academic Planning Committee

(CHAP) in the Faculty of Community and Health Sciences. At the same time, all the university

courses underwent a process of modularization to align them with the South African Quality

Assurance (SAQA) regulations. This provided the impetus for the departments in the Faculty of

Community and Health Sciences to review their curricula and to consider the integration of the

core interdisciplinary courses into their undergraduate curriculum. In the Faculty of Community

and Health Sciences, the CHAP spearheaded this process with the support and guidance ofthe

Academic Development Officer, Core Courses Coordinator, and the UWC Quality Assurance

Office.

The decision to integrate the core interdisciplinary courses represented a major breakthrough and

a shift in the health professions education at UWC, particularly for those professions which for

many years had resisted change and which were now required to embrace this new curriculum.

Each health discipline now had to review its curriculum in terms of its course content, syllabi,

modes of delivery, and assessment practices, as well as the staffwho would be responsible for

teaching and administering the modules. In essence, the curriculum for the year levels in the

Faculty of Community and Health Sciences was organized into 1) profession-specific modules

(modules required by the profession and professional boards); 2) academic literacy modules

(Computer Literacy, English for Educational Development); 3) interdisciplinary core modules;

4) foundation modules (modules required to complete the programme); and 5) post-graduate

courses (UWC, 2000).

There was a strong commitment to the Primary Health Care approach (PHC) and the

incorporation of core interdisciplinary primary health care modules into the undergraduate
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curriculum of all its health programmes in the Faculty of Community and Health Sciences

(FCHS). In addition, innovative teaching and learning pedagogies, such as community-oriented

education, community-based learning, problem-based learning and small group interdisciplinary

teaching and learning, were introduced. The formal integration of the interdisciplinary core

courses in the undergraduate curricula of the health professions in the FCHS was gradually

implemented over time, starting with the incorporation of:

1. Two first year level core interdisciplinary modules in 2000: Health, Development and
Primary Health Care and Introduction to Philosophy of Care;

2. One second year level module in 2001: Interdisciplinary Health Promotion;
3. One third year level module in 2002: Measurement of Health and Disease; and
4. One fourth year level module in 2003: Shared Community-based Practice, now known as

Inter-professional Community-based Practice (ICBP).

Table 5.1 below illustrates the courses, year level and credit allocation, year of implementation,

departments which participated, and the student numbers for 2008.
Table 5:1 The Interdisciplinary Core Courses in the FCHS and Faculty of Dentistry.
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Physiotheraov 820220 45
OccuD8tional Therauv 820219 36
Nursiruz 820229 1
Social Work 840219 62
Human Ecology 851219 19
Dentistry Sl1131 196
Oral Hvtzie.Jii 511131 24

Total 10 308
Measurement of Health & 3 10 2002 Dietetics 511311 20
Disease Human EcoloRY 511311 30

Occupational Therapy 511311 36
Physiotherapy 511311 40
Oral Hygiene 511311 24
Dentistrv 511311 123

Total 6 273
Shared Community- 4 5 2003 Physiotherapy 851306 41
Based Practice
Total 1 41

The development of these core primary health care modules clearly articulated with the

university's mission (UWe, 2008), and the faculties of Community and Health Sciences and

Dentistry committed themselves to student education which promoted:

1. A progressive primary care approach to health and welfare services which is firmly
rooted in the community;

2. Interdisciplinary teamwork;
3. Competency in problem-solving, leadership, advocacy and critical analysis;
4. An attitude of creativity and adaptability; and
5. Student academic development, generating appropriate teaching strategies to address

educational inadequacies and ensure the acquisition of competencies.

Today these courses are well integrated into the mainstream curricula of the health sciences at

UWC after almost a decade of struggle for curriculum transformation within the faculties of

Community and Health Sciences and Dentistry.

5.2 INSTITUTIONAL, FACULTY AND DEPARTMENTAL STRUCTURES TO
SUPPORT CURRICULUM TRANSFORMATION

The Western Cape Community Partnership Project (WCCPP) came to an end in 1997 and two

years later a core course coordinator and an administrator were appointed to operationalise the

implementation of the curricular initiatives in the Faculty of Community and Health Sciences. A

fieldworker was also appointed at a later stage to be the liaison between the university and the

community placements, particularly the schools. A curriculum task team comprising

representatives from each department in the faculties of Community and Health Sciences and
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Dentistry was responsible for contributing collectively to the course objectives, content,

teaching, learning and assessment practices.

In 2008 the Faculty of Community and Health Sciences restructured the Interdisciplinary Core

Courses Unit, the Academic Development Office and the Service-Learning Unit, with these units

merging to form the Interdisciplinary Teaching and Learning Unit where the coordination of the

interdisciplinary core courses is currently located.

To understand the Interdisciplinary Health Promotion Course in its entirety it is important to

understand its origins and how it came into being. The following section describes the

development and integration of the Interdisciplinary Health Promotion course into the

undergraduate curriculum of the health professional programmes at the University of the

Western Cape.

5.3 THE INTERDISCIPLINARY HEAL TH PROMOTION COURSE

The Interdisciplinary Health Promotion course was one of the core courses aimed at

transforming the health professions education at UWC. As mentioned earlier, this study was

specifically directed at the evaluation of this initiative, which is thus the focus of this thesis.

5.3.1 Course overview

The purpose of the course was to equip the students with the basic knowledge and skills of health

promotion. Health promotion theory was applied in a particular setting, that of primary schools

in disadvantaged communities. Students were expected to plan, implement and evaluate health

promotion projects in the schools, using the health promoting schools as a conceptual framework

(Department of Health, 2000) and the project planning cycle as a guide (Coulson, Goldstein and

Ntuli, 1998). Theory classes took place on Mondays on campus and the application of the theory

was carried out in the schools on Thursdays. Feedback from the students on their experiences in

the schools was also conducted during the theory sessions, and opportunities for further planning

were incorporated into the course during these sessions.
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The teaching and learning approach adopted in the Interdisciplinary Health Promotion course can

be described as field education (Perold, 1998), as previously described in Chapter Four of this

thesis. The schools were used as the teaching and learning sites and the focus was on the

university students' learning and the attainment of the leaming outcomes.

5.3.2 Course organization

Each year since 2001, an average of three hundred and sixty students from the following health

professional programmes participated in the Interdisciplinary Health Promotion Module:

Psychology, Social Work, Nursing, Dietetics, Human Ecology, Occupational Therapy,

Physiotherapy, School of Natural Medicine, Dentistry and Oral Hygiene. Students were assigned

to an interdisciplinary class, with an average of thirty-seven students in the class. The lecturers

were recruited from the professional programmes involved in the course and the supervisors

were recruited through advertising on the university notice board. In total, there are currently ten

interdisciplinary classes, each with a lecturer and a supervisor. The supervisor's key function is

to provide supervision of the students in the schools, and their role during the theory sessions is

to assist with the facilitation of student learning. The lecturer is responsible for facilitating

overall student learning and development.

In 2001 the status of the course changed to a stand-alone module, as it was no longer an 'add on'

to an existing course. It therefore became integrated and formed part of the curriculum of the

participating health professions. Currently it has a ten credit weighting and is offered twice in the

academic year, during the third and fourth terms, twice per week. Fifty percent of the contact

time with students is spent in the schools in the community and the other fifty percent in the

classroom teaching theory. Each university class is assigned to a school in the community for the

duration of six sessions. On average, there are ten educators and classes per school involved in

the programme. The university students spend at least two hours per session at the schools and

are accompanied by their lecturer and supervisor. The coordination of the community-based

leaming aspect of the course involves liaison with the principals, educators and governing

bodies, organizing the transport of the students to the community, and record-keeping of all the

projects at the various schools. This is coordinated by the fieldworker.
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5.3.3 Course objectives and content

The objectives of the Interdisciplinary Health Promotion course are as follows (Appendix I):

1. Understand the main approaches to health promotion and that health promotion requires
not only individual behaviour change and curative care but also an understanding of the
social, political and environmental changes that address the underlying causes of ill-
health.

2. Apply the principles and approaches ofthe health promoting schools framework and to
use this framework when planning and implementing a health promotion project in the
schools.

3. Analyze the impact of the media and research on health promotion strategies.
4. Critically reflect on their community-based experience.
5. Demonstrate skills and professional conduct such as punctuality, participation and

attendance when working in interdisciplinary groups and at the schools.

The course content of the interdisciplinary health promotion module is developed by a

curriculum task team. Essentially, the curriculum task team provides the intellectual leadership

for this course. The curriculum task team comprises a course convenor, the lecturer/s from the

various professions, the supervisors, the fieldworker and the administrator. The task team meets

regularly, before, during and at the end course. The course convenor and administrator are

responsible for implementing all decisions taken at the curriculum task team meetings. The

course convenor is also responsible for producing the student workbook and examination papers.

It is in the curriculum task team meetings that the content of the course, teaching methods and

logistical and administrative issues are engaged with in great detail. The members of the

curriculum task team are also the lecturers who teach the module, so their input and experience

are crucial to the success of the course. The course content includes the background and history

of health promotion and health promoting schools; the theory and application of selected health

promotion models; the importance of accessing information for health promotion; the role of the

media in health promotion; and the planning cycle which involves identifying the needs of the

school community, writing objectives, deciding on indicators and developing an action plan,

project implementation and methods of evaluation; and report writing. The task team members

are asked to contribute relevant and current thinking on these topics and also to provide suitable

learning materials such as articles, videos, case studies, and so on. All these ideas are then

brought together and are carefully worked into the Interdisciplinary Health Promotion Student

Workbook (Appendix 1). It is an arduous and iterative process which involves a number of

people, all of whom come from different disciplines and professions.
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5.4 SUMMARY OF CHAPTER

The chapter commenced by giving the background history of the health professions education

curriculum transformation process at the University of the Western Cape (UWC). It drew

attention to the fact that the curriculum transformation process took place at a time when South

Africa was undergoing political transformation. This was seen as the major external motivating

factor in changing the curriculum of the health professions at UWC. In addition, there were four

other internal motivating factors at UWC which contributed to this transformation: 1) Health and

Welfare Mission Project, which essentially called for a unified health and welfare sector at UWC

and recommended that interdisciplinary and problem-based learning supported by experiential

learning be adopted as the teaching and learning approach in the health professions education; 2)

Western Cape Community Partnership project, which aimed to improve health professions

education by developing partnerships between the university, communities and service providers

and initiating and integrating interdisciplinary core courses into mainstream curricula ofthe

health sciences; 3) Joint Academic Planning Committee, which aimed to provide academic

leadership across the three faculties (those of Community and Health Sciences, Dentistry and

Science) at UWC to transform health professions education to meet the needs of the South

African population; and 4) Public Health Programme which aimed to provide academic

leadership in the development of the core interdisciplinary courses within the field of primary

health care and public health. The integration of the core interdisciplinary courses into the

mainstream curriculum of all the health professional programmes was deemed a major success

for health professions education at UWC.

The Interdisciplinary Health Promotion core course was described next. The purpose of this

course was to equip the students with the basic knowledge and skills of health promotion.

Averages of three hundred and sixty students from ten health professional programmes at UWC

participate annually in the Interdisciplinary Health Promotion course. The course content is

developed by a curriculum task team which is comprised of lecturers from the various health

professional programmes. Students are provided with a student workbook and the course

convenor coordinates all the administrative functions related to the course.

The next chapter presents the research methodology used in this study.
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CHAPTER SIX

RESEARCH METHODOLOGY

In this chapter, the reviewed literature on the research approach used in this study is presented.

This is followed by a detailed description of the development of an evaluation matrix that

represents the organizing framework for the research. The rationale for selecting the mixed-

methods approach is discussed. This is followed by a detailed description of the study sites and

participants, the data collection strategies and procedures, the data analysis and interpretation,

the validity and trustworthiness of the evaluation process, and the ethical considerations of the

study.

To reiterate, the study focused on evaluating the perceived effectiveness and the impact on the

stakeholders of the community-based Interdisciplinary Health Promotion course with the aim of

developing an appropriate framework to guide the teaching of health promotion at higher

education institutions in South Africa.

6.1 RESEARCH DESIGN

This study was a programme evaluation that used an explanatory sequential mixed-methods

approach by including both qualitative and quantitative research methods. The motivation for

using this approach and its definition will be explained further on in this chapter (section

6.1.4.3). The study was designed to answer the questions relating to the perceptions and

experiences of the Interdisciplinary Health Promotion course and its impact on various

stakeholders in the university and primary schools situated in disadvantaged communities.

In order to understand the complex nature of this community-based, interdisciplinary course and

the nature of the university-school collaboration, the mixed-methods approach was selected as

the most appropriate research design for the data collection and analysis. The use of multiple

data collection instruments and sources provided a broader perspective and deeper understanding

of the core concepts of the study from the perspectives of multiple sources. The quantitative data

helped to develop a picture ofthe demography of each stakeholder; ascertain their perceptions

and experiences of the course; understand their perspectives on community-based learning and
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the collaboration between the university and the school; and provided recommendations for

enhancement of the programme. The qualitative data further explored the emerging themes from

the quantitative data. Thus the qualitative phase built on the quantitative phase and provided a

follow-up in-depth exploration ofthe quantitative results. Finally, inferences were drawn from

both the quantitative and qualitative findings.

6.1.1 Defining programme evaluation
As noted earlier, this study is located within the realm of programme evaluation. It is essential to

distinguish between programme evaluation and research in terms of its purpose, the methods and

its use of the findings. According to Mertens (2005), programme evaluation is associated with

the need for information for decision making in a specific setting, and research is typically

associated with generating new knowledge which can be transferred to other settings. However,

both programme evaluation and research make use of systematic inquiry methods to collect,

analyze, and interpret the data and to use the data to understand, describe, predict, control and

empower the communities.

The literature presents many definitions of programme evaluation. For instance, it can be defined

as periodic assessment of the relevance, performance, efficiency and impact of the project in

relation to the stated objectives (Mertens, 2005), and

is concerned with the systematic gathering and interpretation of information about a
programme. The information is used to make informed decisions about programme
development and management of a programme. It is a distinct activity aimed to improve
rather than to prove (Rotem, 1992, p. 135).

Programme evaluation is also defined as the use of social research methods to systematically

investigate the effectiveness of a social intervention programme. It draws on the techniques and

concepts of social science disciplines for the purpose of improving programmes and informing

social action aimed at ameliorating social problems (Rossie, Lipsey and Freeman, 2004).

Bandaranayke, Craig, and Wagner (1992) discussed the experiences of the use ofa variety of

methods in the evaluation of a changing medical curriculum in the USA. The outcome of their

study showed that while evaluators were guided by the experiences of using different methods,
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no single evaluation template fitted all the curricula, and the peculiarities of each situation

determined the optimal evaluation strategy. In addition, these authors advocated a multi-

dimensional approach to evaluation which also had the advantage of cross-checking the findings.

In brief, programme evaluation encompasses a multi-dimensional approach that involves a

process of determining the merit of a programme, the identification of relevant standards of

merit, worth, or value (criteria); the investigation of the performance of the objects (key

concepts) of the evaluation as it relates to these standards; and the integration or synthesis of the

results to achieve an overall evaluation for the purpose of improving the programme.

6.1.2 A conceptual framework for curriculum evaluation

A comprehensive approach to curriculum evaluation is deemed an essential aspect of the process

of producing effective and efficient health care professionals who could address the changing

health needs. It is argued that there is a need to adopt a comprehensive approach to curriculum

evaluation. To conduct a thorough and comprehensive evaluation, there must be an organizing

framework which encompasses the aim of the evaluation, relevant theory, and knowledge of the

programme. A conceptual framework is therefore a necessary step in evaluation design, and its

function is to act as a data organizer, to guide the instrument development and data analysis

(Madey, 1982).

As mentioned in Chapter One, the Concept-Indicator-Method approach provided a structure that

guided the evaluation in this study; it also enabled the researcher to clearly present the

framework for the evaluation and facilitated data collection and reporting in a practical way that

was true to the aim and objectives of the evaluation (Gelmon et al., 2005).

The Concept-Indicator-Method approach involves four primary questions:

1. What do we want to know? This helps the evaluator to articulate the aim of the
assessment.

2. What will we look for? This leads the evaluator to identify core concepts that are derived
from the aim and objectives of the evaluation.

3. What will we measure? For each core concept, relevant measurable indicators are
specified which will enable the evaluator to measure change or status.
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4. How will we gather the evidence to demonstrate what we want to know? At this stage
the evaluator identifies or develops appropriate methods and tools by which to collect the
information for each indicator, and identifies sources of data.

The Concept-Indicator-Method (Gelmon et al., 2005) as described above was modified and

adopted as the conceptual framework for this study. The development of an evaluation matrix

framed the evaluation plan, guided the development of the evaluation instruments and structured

the data analysis and reporting. The following section describes how the evaluation matrix was

developed for this study.

6.1.3 Developing the evaluation matrix

The first step in the development of the evaluation matrix was to clearly articulate and clarify the

aim and objectives of the evaluation. This involved answering the first question, "What do I want

to know?"
Table 6.1: Aim of the study

The aim of this study was to evaluate a community-based Interdisciplinary Health Promotion
course offered to the undergraduate health sciences students from the faculties of Community
and Health Sciences and Dentistry at the University of the Western Cape (UWC). The study
focused on evaluating the perceived effectiveness and the impact on the stakeholders of the
Interdisciplinary Health Promotion course with the aim of developing an appropriate
framework to guide the teaching of health promotion at higher education institutions in South
Africa.

Table 6.2: Objectives of the study

The specific objectives of the study were:
1. To describe the process undertaken in the design and implementation of the

Interdisciplinary Health Promotion course;
2. To explore the perceptions and experiences of the key stakeholders (excluding the school

learners), that is, the university students, lecturers, supervisors and school educators
involved in the Interdisciplinary Health Promotion course in relation to the course
curriculum, including the community-based learning approach to teaching and learning;

3. To explore the nature and the extent to which collaboration between the university and the
participating schools was pursued;

4. To explore how the Interdisciplinary Health Promotion course could be strengthened or
improved to better achieve its goals; and

5. To develop a framework that is most appropriate for teaching community-based health
promotion to an interdisciplinary group of health sciences students in school settings.
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Once the aim and objectives were clearly articulated, the evaluation matrix was developed. As

mentioned earlier, the evaluation matrix was a modification from the Concept-Indicator-Method

approach that was developed at Portland State University in the USA and consisted of five

instead of four components (Gelmon et aI., 2005): 1) core concepts; 2) key indicators; 3) criteria;

4) methods; and 5) sources of information.

The second step in the development of an evaluation matrix for this study was the identification

of the core concepts of the research. The following question guided the development of the core

concepts: "What are the major areas that this evaluation addresses?" The core concepts are broad

topic areas that are derived from the aim and objectives of the evaluation. These core concepts

formed the foundation of the evaluation in terms of the discussion and elaboration as to how this

evaluation aims to affect each concept. In an effort to be comprehensive in identifying the core

concepts, indicators and criteria for the evaluation of the Interdisciplinary Health Promotion

course, three policy documents were consulted:

1. Policy for programme reviews at UWC (UWC, 2005);
2. Criteria for Programme Accreditation (HEQC, 2004); and
3. A Good Practice Guide and Self-evaluation Instruments for Managing the Quality of

Service-Learning (HEQC, 2006).

A number of other related articles in the literature were also consulted (Blumenthal, Jones and

McNeal, 2001; Graham and Kings, 1992; Hildebrand, LaHood, DeNisco, Donnelly, Elliott,

Freeman et aI., 2001; Kristina, Majoor and Van Der Vleuten, 2005; Long, Larsen, Hussey and

Travis, 2001; Rotem, 1992; Shannon, Baker, Jackson, Roy, Heady and Gunel, 2005). A brief

elaboration of these policy documents and related articles will now be presented.

The purpose of programme reviews at the University of the Western Cape (UWC) is primarily an

internal one and is twofold: for the purpose of improving the quality of the programmes that are

offered at UWC and as a way of encouraging academics to reflect on their practices. A UWC

programme is defined as "a planned set of learning opportunities that is intended to lead to the

award of a specific qualification" (UWC, 2005, p. 2). The policy for programme reviews at

UWC states that courses need to be evaluated on a regular basis through the elicitation of student

feedback, and the results of these course evaluations should be retained and fed into the review
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of the whole programme. The programme review should consider each of the courses and the

extent to which they support the overall purpose of the programme and its exit level outcomes.

The review ensures that each course is adequately resourced, particularly in terms of staff and

their qualifications, as well as with the learning materials and study guides. The policy suggests

that the review needs to be cognizant of the circumstances within which the programme has been

delivered and to strive toward making these more favourable for all concerned. This means that

judgments about the performances of individual staff, students, and others, need to be informed

at all times by the reflective viewpoints and experiences of these individuals themselves. The

policy also identifies key variables and sources of data. Some of the variables as outlined in the

Table 6.3 below were also used in this study.
Table 6.3: Variables in the policy for programine reviews at uwe
Category Data Required

a u D'ij ~~ 1(:

Curriculum Curriculum documentation
Learning materials samples
Topics covered (course descriptors and course
outlines)

Actual attainment of Outcome Statements
outcomes
Stakeholder feedback Student evaluations

Community feedback
Programme team (faculty staff) feedback

Staff Qualifications and experience
Current resource provision Venues (including clinical venues and workplaces)

IT infrastructure
Library Resources
Available administrative support

Programme impact External acknowledgement of programme quality

The Higher Education Quality Committee (REQC) is a permanent committee of the Council on

Higher Education (CRE), and was established by the Higher Education Act, 1997. The HEQC

has the responsibility to accredit programmes, audit the quality assurance mechanism of higher

education institutions and promote quality in higher education. Hence the development of criteria

for its audit and accreditation system constitutes a crucial component, as indicated in the policy

document, Criteria for Programme Accreditation (REQC, 2004). It is envisaged that the criteria

should enable higher education institutions to analyze and reflect on their quality management

and assurance arrangements, and guide the production of their institutional self-evaluation report.
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The criteria for course design, faculty staff, teaching and learning interaction, student

assessment, administration and library resources as reflected in this document were used as a

guideline in the development of the criteria for the evaluation of the core concepts and key

indicators in the study.

The document, a Good Practice Guide and Self-evaluation Instruments for Managing the Quality

of Service-Learning (HEQC, 2006), focuses on community engagement and service-learning and

presents a framework for managing the quality of service-learning in South African higher

education institutions. The guide focuses on two main areas, the link between the mission of the

institution and planning (including resource allocation and quality management), and the core

functions of the institution, those of teaching and learning, research, and community

engagement. This guide refers to four evaluative stages, namely, 1) input, 2) process, 3) output

and impact, and 4) review. Common variables from the course guidelines section in the guide

were included in this study, such as the evaluation of the community-based learning and the

nature of the collaboration between the university and the schools. The common variables

included partnerships, student preparedness for community-based learning, and management of

the community-based learning process. These issues were included in both the quantitative and

qualitative phases of this study.

Moving beyond South Africa, the Guide for the Evaluation of Undergraduate Programme at the

State University of New York (Hildebrand et al., 2001) also included in its evaluation of its

undergraduate programmes the following variables: the curriculum (design, learning outcomes,

assessment, the mission statement and its relationship to the institutional mission statement,

educational experiences, methods of delivery and structure); the faculty (qualifications,

effectiveness of the interactions and teaching, staff development, scholarly ability, effectiveness

of university service); the students (academic needs); support services (computer resources,

library and media resources, satisfaction with services that support the programme); and

administrative support (faculty development and support efforts by administration in the

programme area). All these variables were included in this study.
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Graham and Kings (1992) presented a model of evaluation of health professional curricula which

was sensitive to changing health care needs, policies, systems, and the characteristics of

educational institutions, providers and students. The evaluation model incorporated an appraisal

of the 'external' and 'internal' context of health care practice. The external context included the

following variables: social and economic and professional expectations, changing technology,

internationalization and award restructuring. The internal context included the changing abilities

of students, the needs of academics and the changing role of higher education. In relation to the

curriculum, variables included: course content, course delivery, course assessment, staff

development and resources. The variables that related to the curriculum in terms of course

content, delivery and assessment were included in this study.

Long et al. (2001) argue that service-learning projects are beneficial for students, faculty,

lecturers, site providers, and clients and that, regardless of whether the projects are loosely

constructed with little supervision or are highly prescribed and closely monitored, a systematic

approach to organization, management and evaluation is important. These authors present an

adaptable framework for school educators who wish to incorporate service-learning experiences

into new or existing courses. They identify a number of variables which need to be included in

an evaluation, such as personal and independent development, understanding and application of

subject matter learning, critical thinking, perspective transformation, and citizenship skills and

values. Long et al. (2001) highlight the importance of a process that includes predetermined

outcome measures and data that identify both successes and shortcomings that are essential for

continuous quality improvement. Variables that were included in this study were those of

personal development and the application of subject matter.

In another study to evaluate a community-based education (CBE) programme, an established

method for curriculum evaluation was combined with a set of generic objectives for a

community-based education (CBE) programme (Kristina et al., 2005). The results revealed that

much time was spent on formal teaching in the community; the students' work in the community

was not jointly planned with the community members regarding their health needs; there was

rarely continuity and follow-up of the students' work in the community; and no systematic

programme evaluation was carried out. Kristina et al. (2005) identify three key areas or variables
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that need to be included in the evaluation of community-based education: community-based

education structure, faculty roles, and student activities. These areas are included as variables

and discussed in this study.

Rotem (1992) was concerned with the evaluation of courses and their outcomes as a method for

deciding how they could be improved. This author identified the need to ask relevant questions

of all the stakeholders involved about the selection of appropriate methods for data collection,

how data could be analyzed and how the results could be communicated to the stakeholders. Ten

steps in the design of the evaluation were outlined, some of which are included in this study.

These are: analysis of education and training requirements, planning of the curriculum, learning

arrangements, design of the learning materials, teaching and assessment methods and the

organizational setting for learning.

An evaluation of an interdisciplinary rural health education programme in West Virginia, USA,

collected base-line data from health science students, including medical students. There were six

variables on which the students had to provide feedback (Shannon et al., 2005): 1) attitudes on

the curricular components, 2) overall rotation quality, 3) clinical experiences, 4) career intents, 5)

community activities, and 6) social obligations. The results of their study indicated an

association between perceived quality of the rural experience and an interest in rural health,

social responsibility and confidence in becoming part of the community. This study provided a

good basis for including variables to elicit the respondents' attitudes and perceptions of the

community-based learning aspect of the programme.

Blumenthal et al. (2001) evaluated the student responses to a community-based multi-

professional course in community health, in Atlanta, Georgia, using small groups and an

interdisciplinary teaching and learning approach. Students were required to complete an

anonymous evaluation form on which several aspects of the course were rated on a4-point

Likert scale. These authors presented the results under the following three questions: Did the

course meet its objectives? Did the course hold student interest? Did the students prefer the small

group experiences approach to a lecture method? These questions were used in the questionnaire

of this study.
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Based on the aim and objectives of this study, and the relevant documents and literature

consulted, the following three core concepts were identified in the evaluation of this

undergraduate programme:

1. Curriculum
2. Community-based Learning (CBL)
3. University-School Collaboration

In addition, associated key indicators were developed to reflect each core concept that was

evaluated. Indicators are variables which reflect the phenomenon (core concept) that is to be

evaluated. In order to evaluate the curriculum in its entirety, the following six key indicators

were identified:

1. Course design
2. Faculty staff
3. Assessment
4. Teaching and learning interaction
5. Course administration services
6. Course impact

The core concept, community-based learning, encompassed the following six key indicators:

1. Philosophy and principles
2. Faculty staff and student interaction
3. Sensitivity of cultural diversity
4. Coordination of community-based learning
5. Roles of the stakeholders in community-based learning
6. Personal and professional development

Finally, the nature of the collaboration between the university and the schools was identified as

the key indicator associated with the core concept of university-school collaboration.

Table 6.4 below illustrates the identified core concepts and the associated key indicators that

were used in the evaluation of the undergraduate community-based Interdisciplinary Health

Promotion course.

Table 6.4: Core concepts and key indicators

Core Concept Key Indicator
Curriculum Course design

Faculty Staff
Assessment
Teaching and Learning Interaction
Learning Materials and Resources
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Course Administrator Service
Course Impact

Community-based Learning Philosophy and Principles
(CBL) Faculty and Student Interaction

Sensitivity to cultural diversity
Coordination of CBL
Role/s of stakeholders in CBL
Personal and professional development of
stakeholders

University-School Nature of the collaboration
Collaboration

The third step in establishing the evaluation matrix was to develop the criteria associated with

each key indicator. A criterion is a standard against which judgment may be made (Rotem,

1992). Criteria also set broad benchmarks for quality assurance in higher education (HEQC,

2004). The criteria were used to examine the specific factors related to each core concept that

was evaluated. There is, therefore, a direct linear relationship between each core concept and the

related criteria.

The questions that guided the development of the criteria were: 1) What can be observed that

will provide insights into the core concept? 2) What measures can be explored as evidence of

how the core concept is affected? and 3) What evidence exists to show that the core concepts are

being addressed? Table 6.5 below outlines the specific criteria against which the core concepts

and the associated indicators were measured.
Table 6.5: Core concepts, key indicators and criteria

Core concept Key Indicator Criteria
Curriculum Course design The Interdisciplinary Health Promotion course is

designed as an integral part of the faculty's vision and
mission.
The outcomes of the Interdisciplinary Health Promotion
course meet the needs of all the stakeholders involved in
the course.
The Interdisciplinary Health Promotion course is
intellectually credible.
The Interdisciplinary Health Promotion course is
coherently designed.
The Interdisciplinary Health Promotion course
articulates well with other courses within the various
programmes.
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Faculty staff The lecturing staff are competent to teach the course and
delivering the are effective in their teaching approach.
curriculum The lecturing staff s assessment competence is adequate

for the nature and level of the course.
The academic and support staff involved in the
programme are sufficient to ensure that all activities
related to the course are realized.

Assessment Policies and procedures exist to ensure validity and
reliability of assessment practices and recording of
results.
Policies and procedures exist for monitoring student
progress.
Assessment is an integral part of the teaching and
learning process.
Assessment is recognized as a key motivator of learning
to inform teaching practice and to improve the
curriculum.

Teaching and Teaching and learning methods are appropriate to
Learning achieve the purpose and outcomes of the course.
Interaction Interdisciplinary teaching and learning is a key principle

in the delivery of the course.
Learning materials Sufficient, relevant and up-to-date library resources are
and resources available to students and staff.

Learning materials are appropriate to ensure the
achievement of the purpose and outcomes of the course.

Course The Interdisciplinary Health Promotion course is
Administration coordinated by a task team to ensure that course
Services outcomes are met.

Efficient administrative service for the Interdisciplinary
Health Promotion course exists.
Suitable, sufficient and accessible venues are available.

Course impact The Interdisciplinary Health Promotion course succeeds
in making an impact on all stakeholders, i.e. students,
faculty staff and school community.

Community- Philosophy and Community-based learning philosophy and principles are
based principles understood by the university students and staff.
Learning The community-based learning experience meets the
(CBL) needs of all the stakeholders.

Faculty and Students and university staff are prepared for
student interaction community-based learning.

Monitoring and supervision are done systematically and
regularly.

Sensitivity to The students, lecturers and supervisors are comfortable
cultural diversity working in a culturally diverse community.
Coordination The coordination of community-based learning is

efficient.
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Role in CBL The role of the stakeholders in community-based
learning is understood.

Personal and The community-based learning contributed to the
professional personal and/or professional development of all the
development stakeholders.

University- Nature of the There is a common understanding of the concept of
school collaboration partnership between the stakeholders and a partnership
Collaboration exists between the university and the schools.

The collaboration between the university and the schools
is beneficial for all stakeholders.
The collaboration between the university and the schools
is sustained.

The fourth step in the development of the evaluation matrix was to identify the instruments that

would be used to gather the information. The following question guided the identification of the

instruments; "How will I gather the evidence needed to demonstrate what I want to know?"

Three methods were used to collect the information: questionnaires, focus group discussions, and

document analysis. The data collection methods, instruments and procedures are discussed in

section 6.4 in this chapter. Table 6.6 below illustrates the methods that were used to collect the

evidence associated with each criterion.
Table 6.6: Core concepts, key indicators, criteria and methods

course is designed as an integral part of the
faculty's vision and mission.

The outcomes of the
Health Promotion course meet the needs of
all the stakeholders involved in the course.

Interdisciplinary Promotion
course is coherently designed.

The
course articulates well with other courses
within the various programmes.

''''''""'''' staff are competent to teach
the course and are effective in their

Faculty
delivering the
curriculum
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Community-based
Learning

Assessment

and

t'nll1~lle~and procedures exist
monitoring student progress.

Assessment is an integral part
teaching and learning process.

Teaching and
Learning
Interaction

Assessment is recognized as a key
motivator of learning to inform teaching

and to the curriculum.

Learning
materials and
resources

............ 1I1111!!i materials are appropriate
to ensure the achievement of the
purpose and outcomes of the
course.

Course
Administration
Services

The
course is coordinated by a task team to
ensure that course outcomes are met.
Efficient service for the
Interdisciplinary Health Promotion course
exists.
Surtabte, sufficient and llCI;C:SSIVU:

are available.

Course

principles

Health Promotion
course succeeds in having an impact on all
stakeholders, i.e. students, faculty staff and
school .

learning philosophy and
principles are understood by the university
students and staff.

community-based experience
meet the needs of all the stakeholders.

Faculty
student interaction

Students and staff are prepared
for community-based learning.
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Monitoring and supervision are done
systematically and regularly.

The students, lecturers and supervisors are
comfortable working in a culturally diverse

sensmvuv to
cultural diversity

Coordination

Role in CBL community-

Personal and
professional
development

The community-based """'''"",'5
to the personal and/or professional
development of all the stakeholders.

Nature of the
collaboration

University-school
Collaboration

There is a common understanding of the
concept of partnership between the
stakeholders and a partnership exists
between the and the schools.
The collaboration is beneficial for all
stakeholders.

couaooranon oerween the university
and the school is sustained.

The fifth and final step in the development of the evaluation matrix was the identification of the

sources from whom or from where the information would be obtained. The following question

guided the identification of the sources: "From whom and from where will I obtain the necessary

information ?"

Whilst there is a direct relationship between the core concepts and the related indicators, there is

no such relationship between core concepts, methods and sources. Some of the methods were

used for a particular criterion, and some of the sources provided data for a particular method, but

not all the sources were involved in each method and not all methods addressed every criterion.

Table 6.7 illustrates the complete evaluation matrix that was used in this study to evaluate the

perceived effectiveness of and the impact on the stakeholders of the community-based

Interdisciplinary Health Promotion course.
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Table 6.7: Core concepts, key indicators, criteria, methods and sources

Core Concept Key Criteria
Indicator

Curriculum Course The Interdisciplinary Students
design Health Promotion Lecturers

course is designed as Supervisors
an integral part of the Faculty year
faculty's vision and book
mission. Student

The outcomes of the Students
Interdisciplinary Lecturers
Health Promotion Supervisors
course meet the needs Educators
of all the stakeholders
involved in the course.
The Interdisciplinary
Health Promotion
course is intellectually
credible.
The Interdisciplinary Students
Health Promotion Lecturers
course is coherently Supervisors
desi
The Interdisciplinary
Health Promotion
course articulates well
with other courses
within the discipline's

Faculty staff
delivering the
curriculum

assessment
competence is
adequate for the
nature and level of the
course.
There are sufficient
faculty staff to ensure
that all activities
related to the course
are realized.

Min.utesof
Curriculum
Task Team
Student
Workbook
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Assessment Assessment is an Students
integral part of the Lecturers
teaching and learning Supervisors

Assessment is Students
recognized as a key Lecturers
motivator of learning Supervisors
to inform teaching
practice and to
improve the
curriculum.
Policies and
procedures exist for
monitoring student Supervisors
progress. Student

workbook
Policies and Students
procedures exist to Lecturers
ensure validity and Supervisors
reliability of Student
assessment practices workbook
and recording of
results.

Teaching and Teaching and learning
Learning methods are
Approach appropriate to achieve

the purpose and
outcomes of the
course.
Interdisciplinary Students
teaching and learning Lecturers
is a key principle in Supervisors
the delivery of the
course.

Learning Sufficient, relevant Students
materials and and up-to-date library Lecturers
resources resources are available Supervisors

to students and staff.
Learning materials are
appropriate to ensure
the achievement of the
purpose and outcomes
of the course.

Course The Interdisciplinary
Administratio Health Promotion
n Services course is coordinated
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by a task team to
ensure that course
outcomes are met.
Efficient
administrative service Lecturers
for the Supervisors
Interdisciplinary Educators
Health Promotion
course exists.
Suitable, sufficient
and accessible venues
are available.

Course The Interdisciplinary
impact Health Promotion Lecturers

course succeeded in Supervisors
having an impact on Educators
all stakeholders, i.e.
students, faculty staff
and school

Community- Philosophy Community-based
based and learning philosophy Lecturers
Learning principles and principles are Supervisors

understood by the Educators
university students
and staff.
The community-based
learning experience Lecturers
meets the needs of all Supervisors
the stakeholders. Educators

Faculty and Students and Students
student university staff are Lecturers
interaction prepared for

community-based

Students
Lecturers
Supervisors

Sensitivity to The students, lecturers Students
cultural and supervisors are Lecturers
diversity comfortable working Supervisors

in a culturally diverse Educators

Coordination
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The collaboration
between the university
and the school is
sustained.

learning is efficient.

Role in CBL The role of the
stakeholders in
community-based

is understood.
The community-based
learning contributed to
the personal and/or
professional
development of all the
stakeholders.

Supervisors
Educators
Students
Lecturers
Supervisors

Students
Lecturers
Supervisors
Educators

Lecturers
Supervisors
Educators
Students
Lecturers
Educators

Gelmon (2000) cites examples of programme evaluations that have used the Concept-Indicator-

Method approach. These include:
1. HPSISN service-learning programme (Gelmon, Holland, Seifer, Shinnamon and

Connors, 1998).
2. The Evaluation of the Portland Tri-County Healthy Communities Initiative (Gelmon,

McBride, Hill, Chester and Guernsey, 1998).
3. CBQIE-HP Programme (Gelmon and Barnett, 1998).

Based on the analysis of the methodology used in these programme evaluations, the authors of

these three studies argued that a mixed-methods research approach was the most useful.

Furthermore, they argued that the methods ought to be selected on the basis of the kind of data

which would be required, the ease of data collection and analysis, and the time and costs

involved in both the collection and the analysis process. However, it was felt that consideration
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Personal and
professional
development

Univenity-
school
Collaboration

Nature of the
collaboration

There is a common
understanding of the
concept of partnership
between the
stakeholders, and a
partnership exists
between the university
and the schools.
The collaboration is
beneficial for all
stakeholders



ought to be given to the richness of the data that could be derived from various methods, such as

interviews, focus group discussions, observations, and reflective journals, that would provide

extensive and detailed information, even though this necessitated a major time commitment to

transcription and analysis (qualitative methods). This is in contrast to surveys that provided less

detailed and individual stories, but would be relatively easy, inexpensive and time-efficient to

administer and analyze (quantitative methods). The next section will describe the mixed-methods

research approach that was used in this study.

6.1.4. Mixed-methods research

This section discusses the underlying philosophical paradigm of mixed-methods research,

defines mixed-methods research, and presents the various mixed-methods study designs. The

section concludes with the mixed-methods design that was used in this study.

6.1.4.1 Underlying philosophical paradigm

Research paradigm means a set of beliefs, values and assumptions that a community of

researchers has in common regarding the nature and conduct of research; this includes

ontological, epistemological, axiological, aesthetic and methodological beliefs (Johnson,

Onwuegbuzie and Turner, 2007). There are three recognized research paradigms: quantitative,

qualitative and mixed-methods research. Whilst quantitative and qualitative approaches are well

established, researchers agree that mixed-methods research is growing in prominence (lvankova,

Creswell and Plano-Clark, 2007; Johnson et al., 2007).

A paradigm can be described as a way of looking at the world. It is composed of certain

philosophical assumptions that guide and direct thinking and action. Leaders in the field of

research use different terms to describe these theoretical paradigms. There seem to be four major

theoretical paradigms that are found in the literature: post-positivist, constructivist,

transformative and pragmatic (Mertens, 2005). According to Mertens, the post-positivist and

constructivist paradigms are commonly found in the research methods text; the transformative

paradigm includes the perspectives of feminists, critical theorists, ethnic-racial minorities and

persons with disabilities; and the pragmatic paradigm has emerged as the underlying

philosophical framework for mixed-methods research. Mertens argues that a researcher's
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theoretical orientation has implications for the decisions made in the research process, but he

acknowledges that many researchers conduct their research without an understanding of their

theoretical paradigm or philosophical assumptions.

Mixed-methods research has its philosophical roots in pragmatism (Teddlie and Tashakkori,

2003; Johnson and Onwuegbuzie, 2004; Ivankova et aI., 2007). The philosophical basis of

pragmatism was systematically developed by classical pragmatists such as Charles Sanders

Pierce (1878), William James (1995) and John Dewey (1948), and has been refined and built on

by latter-day neo-pragmatists such as Davidson, Rescher, Rorty and Putnam (Menand, 1997;

Murphy, 1990; Rescher, 2000; Rorty, 2000).

Pragmatism is defined as the philosophy of considering practical consequences or real effects to

be the vital components of meaning and truth (Johnson and Onwuegbuzie, 2004). These authors

summarized the general characteristics of pragmatism in the context of research in the following

way:

1. It views truth, meaning and knowledge as tentative and changing over time (if we
relate this to research it means that research findings should be viewed as provisional
truths);

2. It endorses eclecticism and pluralism;
3. It prefers action to philosophizing;
4. It endorses practical theory and rejects reductionism (i.e. reduction of culture,

thoughts, and beliefs to nothing more than neurobiological processes);
5. Itviews knowledge as being both constructed and based on the reality of the world

we experience and live in; and
6. It rejects traditional dualisms (for example, rationalism vs. empiricism, realism vs.

anti realism).

Pragmatism has been considered to be a very useful philosophical foundation for justifying the

combination of different methods within one study (lvankova et aI., 2007). Thus, according to

Ivankova et al. (2007), in a mixed-methods study both numerical and text data were collected

and analysed to address different aspects of the same research problem and to provide a more

complete understanding. Teddlie and Tashakkori (2003) also proposed the use of pragmatism as

a philosophical orientation to guide mixed-methods researchers. In short, they argued that

pragmatists consider the research question to be more important than either the method they use

or the worldview that is supposed to underlie the method. In addition, these authors contend that
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the pragmatic orientation rejects the either-or choice between post-positive and constructivist

paradigms.

According to Tashakkori and Teddlie (1998), pragmatic researchers decide what they want to

research, guided by their personal value system; that is, they study what they think is important

to study. They then study the topic that is congruent with their value system, including variables

and units of analysis that they feel are appropriate for finding answers to their research question.

In addition, Tashakkori and Teddlie (1998) argued that practicality should be the value basis for

a researcher's choices in the entire research process. However, Mertens (2005) and House and

Howe (1999) have questioned the centrality of the researcher's values in the pragmatic paradigm

and raised the question of the role of the researcher in the research process within the context of

hislher own values. Moreover, House and Howe (1999) argued that by using practicality as the

primary criterion, evaluators (researchers) may serve whatever ends clients or policy makers

endorse; instead, they maintain that evaluation (research) should be based on a higher social goal

than that of being useful only to those who are in power.

Creswell, Plano-Clark, Guttman and Hanson (2002) and Mertens (2005) argued that the mixed-

methods design could fit within a trans formative paradigm if there were a dedication to social

change. Creswell et al. (2002) define a transformative mixed-methods design as a research

project that uses mixed-methods with the aim of social change, ranging from the personal to a

broader political change. In the transformative paradigm the emphasis is on the inclusion ofthe

values and perspectives of marginalized groups.

This study fits comfortably in both the transformative and pragmatic paradigms as the purpose of

the research was to transform health professions education with the ultimate goal of improving

the quality of life of the learners living in disadvantaged communities.

6.1.4.2 Defining mixed-methods research

Johnson and Onwuegbuzie (2004, p. 17) define mixed-method research as "the class of research

where the researcher mixes or combines quantitative and qualitative research techniques,

methods, approaches, concepts or language into a single study." Mixed-methods research is also
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defined as a procedure for collecting, analysing and mixing both quantitative and qualitative data

at some stage during the research process within a single study to understand a research problem

more completely (Creswell et al., 2002, cited in Ivankova et al., 2007).

In an attempt to develop a definition for mixed-methods research, Johnson, et al. (2007) asked

researchers engaged in mixed-methods research how they defined this kind of research. These

experts included Valerie Caracelli, John Creswell, Michael Q. Paton, Donna Mertens, Steven

Miller, Charles Teddlie and Abbas Tashakkori. After analyzing nineteen definitions of mixed-

methods research, and having reviewed Greene's (2006) domains of methodology, and after

further identifying potential gaps in the researchers' definitions, Johnson et al. (2007, p.129)

presented a more comprehensive definition of mixed-methods research:

Mixed-methods research is an intellectual and practical synthesis based on qualitative and
quantitative research; it is the third methodological or research paradigm (along with
quantitative and qualitative research) and often will provide the most informative,
complete, balanced, and useful research results. Mixed-methods is the research paradigm
that partners with the philosophy of pragmatism, relies on both quantitative and
qualitative viewpoints, data collection, analysis, and inference techniques to address the
research questions and is cognizant, appreciative, inclusive of local and broader
sociopolitical realities, resources and needs. Furthermore, the mixed-methods research
paradigm offers an important approach for generating important research questions and
providing warranted answers to those questions.

It is thus apparent from the literature that mixed-methods research designs can include both

qualitative and quantitative features in the design, data collection, and analysis (Teddlie and

Tashakkori, 2003); that it occurs largely in a single study; and that it can be pursued in a

concurrent (qualitative and quantitative data is collected and analyzed at the same time) or

sequential (qualitative or quantitative data is collected chronologically) manner (Mertens, 2005).

The following section explains the various mixed-methods study designs.

6.1.4.3 Mixed-methods study designs
Green, Caracelli and Graham (1989) argued that the use of both qualitative and quantitative

methods needs to be grounded in a theory that can meaningfully guide the design and

implementation of the mixed-methods evaluations. Consequently, in their study a mixed-method

conceptual framework was developed from the theoretical literature and was then refined
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through an analysis of fifty-seven empirical mixed-method evaluations. The outcome of their

study identified five broad purposes of mixed-methods research:

1. Triangulation: seeking convergence and corroboration of results from different methods
studying the same phenomenon;

2. Complementarily: seeking elaboration, enhancement, illustration, clarification of the
results from one method with the results from the other method;

3. Development: using the results from one method to help inform the other method;

4. Initiation: discovering paradoxes and contradictions that lead to areframing of the
research questions; and

5. Expansion: expanding the inquiry by using different methods for different inquiry
components.

It is clear, therefore, that there are a number of mixed-methods design options and that the

selection of a specific mixed-methods design depends largely on the aim of the study. A specific

mixed-methods design has set procedures related to the collection, analysis and mixing of the

qualitative and quantitative data within a study (Ivankova et al., 2007). The mixed-methods

approach is defined by the arrangement of the application of the quantitative and qualitative

methods (concurrent or sequential), as well as at what point the mixing of methods occurs

(Mertens, 2005). The literature presents the following four basic mixed-methods designs which

build on the mixed-methods designs identified by Green, Caracelli and Graham (1989):

1. Triangulation mixed-methods design: This design is also classified as a concurrent
mixed design (Teddlie and Tashakkori, 2006). A study can be described as a
triangulation or concurrent mixed-method design when both qualitative and quantitative
data are collected and analyzed simultaneously. This is the most well-known and popular
of the four designs and researchers use both qualitative and quantitative methods in order
to understand a phenomenon of interest (lvankova et al., 2007). The two phases, that is
the qualitative and quantitative, are kept separate and the mixing happens at the
inference stage (Teddlie and Tashakkori, 2006). It is most suitable when a researcher
wants to collect both types of data at the same time about a single phenomenon in order
to compare and contrast the different findings to produce well validated conclusions
(Creswell et al., 2002 cited in Ivankova et al., 2007). It also allows researchers to
simultaneously ask confirmatory and exploratory questions, therefore verifying and
generating theory at the same study (Teddlie and Tashakkori, 2006). The advantage of
using this design is that it takes less time to complete than the sequential design. The
challenge, of course, is that it takes a lot of effort to collect and analyze separate sets of
data at the same time. In addition, the researcher also needs to consider how the data sets
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will actually be compared with each other and what to do if the two sets of results do not
agree.

2. Embedded mixed-methods design: This design is used when a researcher needs to
answer a secondary research question that is different from, but related to, the primary
question. To achieve this, the researcher will embed one type of data within the
methodology associated with the other type of data (Greene and Caracelli, 1997, cited in
Ivankova et al., 2007). This design is also known as the conversion mixed design
(Teddlie and Tashakkori, 2006). The advantage is that the researcher bases the study on
a design that is well known and well established. The researcher can collect the two
types of data at the same time. The challenge is deciding on why a second data set is
needed and how to collect the supplementary data without introducing bias into the
collection and analysis of the primary data set.

3. Exploratory mixed-methods: This design can be described when the researcher first
needs to explore a topic using qualitative data before attempting to measure or test it
quantitatively. This design is appropriate when studying a topic where no theory exists,
or when a researcher does not know what constructs are appropriate or how to measure
important variables (Ivankova et aL, 2007). After the analysis of the qualitative data, the
researcher moves to the second phase where the quantitative data are collected and
analyzed. The two-phase nature of the exploratory design makes it straightforward for
the researcher to design, implement and report. A limitation of this design is that it takes
time to conduct the research as it is chronological. In addition, the development of an
instrument is not easy and the researcher must use careful procedures to validate and
ensure that it represents the qualitative results. Teddlie and Tashakkori (2006) categorize
this design as a sequential mixed-methods design.

4. Explanatory mixed-methods: The purpose of this design is to use the qualitative
findings to help clarify the quantitative findings. The rationale is that the quantitative
results provide a general picture of the research problem while the qualitative results
refine, explain or extend the general picture (Creswell et aL, 2002; Ivankova et aL,
2007). As in the exploratory design, the data are collected in two separate phases.
However, the quantitative data are collected and analyzed first and thereafter the
qualitative data are collected and analyzed. Thus the qualitative findings help explain the
quantitative results obtained during the first phase. In contrast to the exploratory design,
where the qualitative data are collected and analyzed during the first phase of the study,
in the explanatory design the quantitative data are collected and analyzed first. The
advantage of this design is that it is comprised of two separate phases which makes it
straightforward to implement. The steps fall into clear, separate stages and can be
conducted by a single researcher. It also makes it easy to describe and report the
explanatory study. The limitation of this design is the same as for the explanatory design,
that collecting and analysing the data in two sequential phases means that it is time
consuming and that it takes longer to complete the study.
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This present study can be described as an explanatory sequential mixed-methods design

including two phases, phase one: quantitative, and phase two: qualitative, occurring

chronologically. Thus, the conclusions that were drawn on the basis ofthe results of the first

phase led to the formulation of categories that framed the focus group discussion questions, data

collection and data analysis for the next phase. Hence, the second phase of the study was

conducted to provide an in-depth understanding for findings from the first phase. The final

inferences were based on the findings of both phases of the study. Figure 6.1 below was adapted

from the Teddlie and Tashakkori's (2006) diagram to illustrate the various steps taken during the

two phases of the study, and highlights at what stage the quantitative and qualitative data were

brought together.
Figure 6.1: The explanatory sequential mixed-methods design

Explanatory Sequential Mixed-Methods Design
Phase 1: Quantitative

Conceptualization Stage
(evaluation matrix, aims and
objectives, core concepts, key
indicators, criteria, sources,
questionnaire development)

Methodological Stage
(Data generation- distribution of

questionnaires)

Analytical Stage
(Descriptive statistics, content

analysis)

Inferential Stage
(Explanations, inferences

and categories and themes)
Meta Inference

(Interpretation based on
Quantitative + Qualitative

results)
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Phase one can be described as the quantitative phase of the research. This phase was divided into

the following four stages:

1. The conceptualization stage, where the evaluation matrix was developed based on the
aims and objectives of the study, consisting of core concepts, key indicators, criteria and
sources of data;

2. The methodological stage consisted of the distribution of the questionnaires to the various
stakeholders involved in the study as well as the collection of the data;

3. The analytical stage involved the process of data capturing and analysis. Descriptive
statistics and content analysis were used to analyze the data;

4. The inferential stage; this final stage in phase one involved the drawing of inferences
based on the identified key indicators and criteria. The development of categories and
themes also emerged from the open-ended questions in the questionnaires.

Phase two can be described as the qualitative aspect of the research which followed after phase

one was completed. This phase involved the same stages as in phase one but the activity during

phase two differed:

1. The conceptualization stage was based on the findings of phase one; predetermined
categories for the focus group discussions were developed. The aim of the focus group
protocol was also finalized during this stage;

2. The methodological stage involved data generation where the focus group discussion
with the various stakeholders was conducted;

3. The analytical stage involved a process of analyzing the data that was generated from
the focus group discussion, as well as from the relevant documents. A method of content
analysis was used to analyze the data; and

4. The inferential stage; this stage involved explanation, drawing inferences and
identifying the main themes of the findings.

The final stage of the explanatory mixed-methods design is termed the meta-inference stage in

this study. It involves the interpretation of the findings of both phases of the research. The

findings of this study are presented under the core concepts informing the research: curriculum,

community-based learning, and university-school collaboration.

6.2 RESEARCH SETTING

The study sites included ten primary schools in the Western Cape, and the University of the

Western Cape campus. The schools involved in the study were located in the Delft, Westbank

and Eerste Rivier communities which are situated between 34 and 45km north-east of Cape

Town and in close proximity to each other. These communities are also in close proximity to the
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University of the Western Cape. They are poor socio-economic communities with high levels of

unemployment, crime and a range of social problems. Densely populated communities, they are

growing rapidly and host a diversity of cultural groups. Over the years, various departments in

the Faculty of Community and Health Sciences have developed working relationships with

different institutions, organizations, and community groups in Delft, including the Community

Health Centre, libraries, schools, home-based carers, support groups for women and for those

with HIVand AIDS, and Oasis (an organization for children with disabilities). Owing to a wide

range of learning opportunities offered by these sites, they became suitable placement areas

where students were sent to gain practical experience. The services offered by the university

ranged from general health care at the community health centres, to rehabilitation at institutions

for children and adults with disability, social welfare for the aged and their families, and health

promotion in the schools.

6.3 RESEARCH PARTICIPANTS
The first phase of the study, which was the quantitative phase (questionnaires), included the

following participants:
1. The university students (n=321): The research participants included all the students

who registered and participated in the Interdisciplinary Health Promotion course during
2006. These students were registered in the following professional programmes:
Physiotherapy, Occupational Therapy, Dietetics, Social Work, Psychology, Dentistry,
Oral Hygiene, Natural Medicine and Human Ecology. Two hundred and twenty-three
students filled in the questionnaires.

2. The lecturing staff (n=12): The research participants included all the lecturers who
taught the Interdisciplinary Health Promotion course during 2006. Ten lecturers filled in
the questionnaires.

3. The supervisors (n=6): The research participants included all the supervisors who
provided supervision of the university students in the schools during 2006 for the
Interdisciplinary Health Promotion course. Six supervisors filled in the questionnaires.

4. The school educators (n=88): The research participants included all the school
educators from the ten primary schools who had university students placed in their
classrooms for the Interdisciplinary Health Promotion course during 2006. Sixty-three
school educators filled in the questionnaires.
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The second phase included the following participants:

1. The university students (n=72): A purposive sample group of students who were
selected from each health professional programme participated in the focus group
discussions. The students were from the following health professional programmes:
Physiotherapy, Occupational Therapy, Dietetics, Social Work, Psychology, Dentistry,
Oral Hygiene, Natural Medicine and Human Ecology. Fifty-three students participated in
the focus group discussions.
The inclusion criteria of the students for the study sample were as follows:

1. The students must have been registered and participated in the Interdisciplinary
Health Promotion course during 2006.

2. The selected focus group members had to represent the target population, so there
had to be diversity in terms of gender, race, and academic achievement within the
groups.

2. The lecturing staff (n=12): All the lecturers who taught the Interdisciplinary Health
Promotion course during 2006 were included in the lecturers' focus group discussion.
The lecturers were from both the Faculty of Community and Health Sciences and the
Faculty of Dentistry, and from the following specific departments: Physiotherapy,
Occupational Therapy, Dietetics, Social Work, Psychology, Dentistry, Oral Hygiene,
Natural Medicine and Human Ecology. Eight lecturers took part in the focus group
discussion.

3. The supervisors (n=6): All the supervisors who provided supervision of the university
students in the schools during 2006 for the Interdisciplinary Health Promotion course
took part in the focus group discussion. Six supervisors participated in the discussion.

4. The school educators (n=10): A purposive sample group of school educators
participated in the focus group discussion. The sample consisted of one educator (key
informant) from each of the ten primary schools who had university students placed in
them for the Interdisciplinary Health Promotion course during 2006. The key informant
in each school was given the responsibility of coordinating the university students at the
school and liaising with the university. Seven school educators took part in the
discussions. In summary, Table 6.8 below illustrates the study participants:

Table 6.8: The study participants

Data Collection Participants
Phase Unlvenity Leeturen Edueaton Supervison

students
Quantitative All the university All the lecturing All the educators at All the
(questionnaires) students who staff who taught the 10 primary supervisors who

participated in the schools who had supervised the
the interdisciplinary university students university
interdiscip linary health placed in their students in the
health promotion promotion classrooms for the schools and who

100



course during course during interdisciplinary participated in
2006 (n= 321). 2006 (n=12). health promotion the

during 2006 (n= interdisciplinary
88). health

promotion
course during
2006 (n= 6).

Qualitative Purposive sample All lecturing Purposive sample All the
(focus group group of staff who taught group of educators supervisors who
discussions) university the (key informants) at supervised the

students from interdisciplinary the 10 primary university
each professional health schools who had students in the
programme who promotion university students schools and who
participated in course during placed in their participated in
the 2006. classes for the the
interdisciplinary (n=12) interdisciplinary interdisciplinary
health promotion health promotion health
course during course during promotion
2006. 2006. course during
(n=72) (n=10) 2006.

(n=6)

6.4 DATA COLLECTION INSTRUMENTS

To recap, the broad range of indicators and appropriate measurement tools demanded a blend of

quantitative and qualitative approaches and hence this study adopted the explanatory sequential

mixed-methods design. The purpose of using this design was to allow the researcher to use the

qualitative findings to delve deeper into the issues which emerged from the quantitative data.

The research aims and objectives were met by collecting and analyzing two types of data and the

inferences are based on the analysis of both types of data. In this study, the conclusions that were

made on the basis of the first phase (quantitative) led to the formulation of questions, data

collection and data analysis for the next phase (qualitative). The final inferences were based on

the findings of both phases of the study.

The two major categories of data collection sources included the various stakeholders who were

involved in the Interdisciplinary Health Promotion course during 2006, together with the results

of the analysis of relevant documents. The two data collection instruments were: 1)
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questionnaires which were completed by all the stakeholders at the end of the courses, and 2)

focus group discussions, which were conducted with the stakeholders after the data of the

questionnaires had been analysed and interpreted. The document analysis involved the following

relevant documents: the Interdisciplinary Health Promotion Student Workbook, 2006; the

Minutes of the Interdisciplinary Health Promotion curriculum task team during 2006; and the

Faculty of Community and Health Science Yearbook, 2006. The document analysis took place

during the second phase of the study. The quantitative and qualitative instruments that were used

during the two phases of the study will now be presented.

6.4.1 Quantitative Instrument: Questionnaires

As stated above, the quantitative techniques consisted of a survey using questionnaires that were

administered to all the stakeholders involved in the Interdisciplinary Health Promotion Course. A

survey is defined as "the assessment of current status, opinions, beliefs, and attitudes by

questionnaires or interviews from a known population" (Maree and Pietersen, 2007, p.155).

Survey data are used to describe and explain the status of a phenomenon, to monitor change and

to draw comparisons.

A separate questionnaire was developed for each stakeholder, including the university students,

the lecturers, the supervisors and the school educators. As indicated earlier, all the students,

lecturers, supervisors and school educators who participated in the Interdisciplinary Health

Promotion Course during 2006 were asked to complete the questionnaire at the end of the course.

The goal of the questionnaire was to document the demography for each stakeholder, to ascertain

their expectations, experience and views of the course, and to elicit their perspectives on

community-based learning and the nature of the collaboration between the university and the

schools.

The questionnaire for the university students, the lecturers and the supervisors was divided into

three sections (Appendices II, III, and IV). Section A aimed to gather demographic information

from each stakeholder. The number of items varied for each stakeholder as indicated in Table

6.9.
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Section B included structured questions which were divided under the headings of the core

concepts: Curriculum, Community-based Learning, and University-School Collaboration. A 6-

point Likert scale was used so that participants could indicate their level of agreement with each

of the statements. The Likert scale is the most widely used scale and is useful in survey research

for measuring how respondents feel or think about something (Bell, 2005). According to Bell

(2005), scales are intended to help researchers record strength, feeling or attitude. The response

options are set up in such a way that the variables measured can be expressed as a numerical

score which is either of the ordinal, interval or ratio type. This provides a measure of a

respondent's attitude. The most common use ofthe Likert scale is to ask respondents whether

they agree or disagree with a statement. Four to seven response categories are most commonly

used in such surveys.

In this study, six response categories were used for the students, lecturers and supervisors:

strongly agree, agree, neutral, disagree, strongly disagree and not applicable. For the school

educators' questionnaire, four response categories were used: to a large extent, to some extent,

very little extent, not at all. Table 6.9 shows the difference in the number of items in the

questionnaires for the university students, lecturers and supervisors. The number of items varied

for each stakeholder because some questions were applicable only to a specific stakeholder.

Table 6.9: Number of items per variable for students, lecturers and supervisors

Variables

Lastly, Section C included the following five open-ended questions for the students, lecturers
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and supervisors:
1. What new knowledge, skills, and attitudes did you gain through participating in the

course? Please specify what these are.
2. What did you like the most about the course?
3. What did you like the least about the course?
4. Please add any other comments (feelings, concerns, opinions and difficulties) you have

about the course you have just completed.
5. Please give any suggestions to improve the interdisciplinary health promotion course.

The school educators' questionnaire (Appendix V) was also divided into three sections and

differed from the other questionnaires in the following way:

Section A (Demography) required the school educators to provide information about themselves.

Section B included questions related to the way the school educators worked with the university

staff. The questions were rated on a 4-point Likert scale. Table 6.10 represents section Bofthe

school educators' questions and illustrates the number of items for each variable.

Table 6.10: Number of items per variable for school educators

Variable Number ofitems
Benefits from the programme 7
Challenges encountered 13
Participation in the programme 5
Personal development

~ 7
Level of satisfaction with the programme 9

y

Section C included the following six open-ended questions:

1. What was the best aspect of this experience for you?
2. What obstacles or barriers did you experience?
3. What aspects of the experience would you like to change?
4. How do you think you can improve your involvement with the university in future?
5. What are the things that you would like the university to do differently next time?
6. Please add any other additional comments.

6.4.2 Qualitative Instrument

6.4.2.1 Focus group discussions (FGD)
The focus group discussions were aimed at having an open, interactive exchange amongst the

participants so as to obtain an in-depth understanding of and further explore the issues which

emerged from the quantitative data. Unexpected comments and perspectives from the

104



participants during the discussions which were not part of the interview guide were also

considered and further explored, and this added value to the discussions and to the study.

The following three broad issues were explored with each stakeholder:

1. Community-based learning
2. The relationship and collaboration between the university and the school
3. The nature and content of the Interdisciplinary Health Promotion course

A number of questions were developed to guide the focus group during the discussion of each

theme. In other words, a focus group discussion interview schedule was developed. This assisted

the researcher in asking certain questions and thus served as a prompt to guide the discussion

(Appendices VI, VII, VIII and IX).

6.4.2.2 Document analysis
Written data sources may include published and unpublished documents such as reports,

memoranda, agenda, letters, minutes of meetings, newspaper articles, and syllabuses that can be

categorized as primary and/or secondary sources of data (Nieuwenhuis, 2007). Primary data

sources are those, either published or unpublished, which the researcher has gathered from the

participants and the institution, and comprise the original source document. Secondary data

sources are those gathered from materials based on previously published work (for example,

books, articles, and journals). The purpose of using document analysis as a research method in

this study was to fully comprehend the phenomena (core concepts) that were investigated by

analyzing the relevant written data sources connected to the study. To reiterate, this was done in

the second phase of the study.

In this study the following three primary written data sources were analyzed:

1. The Interdisciplinary Health Promotion Student Workbook
2. The Minutes of the Interdisciplinary Health Promotion Curriculum Task Team
3. The Faculty Year Book, 2006.
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6.5 DATA COLLECTION PROCEDURE

6.5.1 Questionnaire procedure
The data collection procedure that was applied to the students can be described as the group

administration of questionnaires (Maree and Pietersen, 2007). The lecturers teaching the

Interdisciplinary Health Promotion course during 2006 were called on to administer and collect

the questionnaires from the students. A meeting was arranged with the lecturers in which they

were briefed on the purpose of the research and their role in the collection of the research data.

The questionnaire and any questions pertaining to the questionnaire and the process were also

clarified. They were then asked to administer the questionnaire to their entire class of students at

the end of the last session of the course. The questionnaires were hand-delivered to each lecturer

before the last session of the course. The lecturers explained to the students the purpose of study,

that their participation in completing the questionnaire was voluntary, and that they should also

read the letter of participation and sign the consent form before they filled in the questionnaire

(Appendix X). The lecturers waited in the lecture hall while the respondents completed the

questionnaires. The completed questionnaires were collected by the lecturer and sealed in an

envelope, the sealed envelopes being retrieved from the lecturer on the same day.

The lecturers', supervisors' and school educators' questionnaires were hand-delivered

individually to the lecturers, supervisors and school educators in sealed envelopes at the end of

the course. The completed questionnaires were collected at a later date.

The key informant at each school was contacted telephonically before the questionnaire was

taken to the school. The purpose of the study and the role of the school educators in the study

were explained to the key informants. The key informants or the secretaries at the schools were

asked to collect the completed educators' questionnaires. They were also contacted again later to

encourage them to retrieve the completed questionnaires. These were sealed in an envelope for

each school and were collected by the researcher.

The participation of the lecturers, supervisors and school educators was voluntary and the letter

which accompanied the questionnaire explained the purpose of the study (Appendix X). The

lecturers, supervisors and school educators had to read the instructions and answer the questions.
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In addition, they had to complete the consent form. Table 6.11 below illustrates the number of

questionnaires that were distributed to the various stakeholders.
Table 6.11: Number of questionnaires per stakeholder

6.5.2 Focus group discussion (FGD) procedure
In total, twelve focus group discussions were conducted separately with each group over a period

of five weeks, from 18 September 2007 to 25 October 2007. Groups varied from 6 to 10

participants. In total there were 87 participants from the four groups that participated in the focus

group discussions. Table 6.12 illustrates the stakeholders, the number of participants, the number

of focus group discussions and the dates when the focus group discussions took' place.

Table 6.12: Stakeholders, programmes, number of participants, number of FGD and date of FGD

Stakeholder Professional Number of Number of Date of the FGD
FGD

Students Occupational therapy 1 18 September
2007

Human Ecology 7 1 19 September
2007

Oral Hygiene 7 1 20 September
2007

Dietetics 6 1 26 September
2007

Natural Medicine 8 1 27 September
2007
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Since nine professional programmes were involved in the Interdisciplinary Health Promotion

Course during 2006, nine focus group discussions were held with a group of students from each

professional programme, nine to ten months after they participated in the course. The

coordinators of the various disciplines were contacted via e-mail. They were invited to a meeting

where the purpose of the research would be explained to them and where their assistance would

be elicited in identifying a group of between five and twelve students to participate in the focus

group discussion and in deciding on a suitable time for the researcher to conduct the discussion

with the students. They also had to bear in mind that the focus group discussion was scheduled

for one hour. The criteria for the selection of the purposive sample of students were described

earlier. Some class coordinators did not feel it necessary to meet and felt comfortable

corresponding via e-mail. They provided a suitable date and a list of the names of students. Most

focus group discussions were held on the UWC campus during free periods or during lunch time.

The dentistry students' focus group discussions were held on the UWC Tygerberg Dentistry

Campus and the oral hygiene students' focus groups were held at the UWC Mitchells Plain

Dentistry Campus.

All the lecturers and supervisors who taught the Interdisciplinary Health Promotion Course

during 2006 were contacted via e-mail and invited to participate in a focus group discussion

which was arranged separately for the lecturers and supervisors. A suitable date, time and venue

were agreed upon and the final notice was then sent out to all, as well as a reminder ofthe

scheduled focus group discussion. This focus group discussion was held with the supervisors on

23 October 2007 and with the lecturers on 25 October 2007. Both these focus group discussions

took place in the Faculty of Community and Health Science committee room.
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each school who was directly involved with the UWC students in their school during 2006. The

focus group discussion took place at a convenient venue (Delft Main Library) after school hours

on 22 October 2007.



6.6 PILOT STUDY
It is very difficult to obtain reliable results if the respondents do not understand all the questions

that have been formulated; if the questions do not fit into their frame of reference; if they have no

real opinions about the questions but answer out of courtesy; or if they are under pressure.

To achieve reliability of the research instrument, the nature of the questions, and the way in

which the research is conducted must fit into the context in which the respondents find

themselves (Uys, 2003). This also has implications for the validity of the research, particularly if

the questions that are asked are sensitive in nature and embarrass respondents or make them

angry. Questions that are hypothetical, complex, or which fall out of a respondent's experiences

also create problems for validity (Uys, 2003). At times the Afrikaans language was spoken in the

focus group discussion with the school educators, and this had to be carefully translated and its

correct meaning checked. To avoid the so-called 'courtesy bias' (where the respondents try to

give the researcher what he/she wants to hear), or the bias caused by the difference in status

between the researcher and respondents, which can be a strong factor during focus group

discussions, the researcher created a safe environment and explained the purpose of the focus

group discussion in a non-threatening and conversation-like manner.

A pilot study was done with a small group of 2-4 persons similar to the sample for each

stakeholder. The respondents were asked to complete the questionnaire and provide written

feedback on the questionnaire on the following:

1. Whether the respondents could interpret the questions correctly.
2. Whether the response categories provided for the questions were suitable.
3. Whether the structure was clear.
4. Whether the language was understandable.
5. Whether the concepts used in the questionnaire were understood.
6. Whether the time taken to complete the questionnaire was acceptable.

The lecturers' questionnaire was sent to four experienced lecturers in community-based learning,

with a request that they complete the questionnaire and provide written feedback. The students'

questionnaire was sent to four students. The students were from different health professional

programmes, and were also asked to complete the questionnaire and give feedback. The

educators' questionnaires were sent to two principals and two school educators at different
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schools, while the supervisors' questionnaire was sent to two supervisors who also had to

complete it and provide feedback. The completed questionnaires were collected a few days later

by the researcher.

The feedback from the respondents in the pilot study led to some minor adjustments to the

following questions in the questionnaires:

1. Question 3 under section 9.4 which was 'The format of this module was appropriate to
module outcomes' was repetitive and therefore not included in the final questionnaire.

2. The word 'explicit' in question 14 under section 9.1 was replaced by the word 'clear'.
3. Question 12 under section 9.1 was rephrased from 'The flexibility of this module aimed to

help many kinds oflearners.' to 'The flexibility of this module aimed to help learners with
diverse learning needs.'

4. Question 1 under section 9.2, which was 'Overall the lecturer was amongst the best
teachers I have known' was not included in the final questionnaire.

6.7 DATA ANALYSIS AND INTERPRETATION

As mentioned above, this study adopted an explanatory sequential mixed-methods design in

which there were two phases which occurred chronologically. Conclusions were made on the

basis of the results of the first phase (quantitative phase) which led to the formulation of

questions, data collection and data analysis for the next phase (qualitative phase). The second

phase of the study was conducted to provide further explanation for findings from the first phase.

The final inferences were based on the findings of both phases of the study.

In mixed-methods research designs, the mixing of the two types of data can occur at different

stages in the research process, with the data collection, the data analysis, or the interpretation of

the study results (Ivankova et al., 2007). The decision on when to mix the qualitative and

quantitative data depends on the purpose of the study, its specific mixed-methods design, and the

strategies used for data collection and analysis. In this study, the 'mixing' of the quantitative and

qualitative data occurred in two stages. First, the quantitative and qualitative phases of the study

were connected between the two phases by selecting the participants for the qualitative follow-up

and developing the focus group discussion questions that were grounded in the quantitative

results from the first phase. Then the findings from both phases, quantitative and qualitative,

were integrated at the interpretation stage of the study.

110



As mentioned earlier in this chapter, an analysis of fifty-seven empirical mixed-methods

evaluations was conducted at Cornell University in the United States of America by Greene et al.

(1989) in which the nature and degree of integration of the quantitative and qualitative data

during the data analysis, interpretation and reporting stages were assessed. The results were

grouped in four categories:
1. No integration; both analysis and interpretation were conducted separately.
2. Analyses were conducted separately, but some integration occurred during interpretation.
3. Integration occurred during both analysis and interpretation.
4. Analysis not reported.

The results of the study revealed that nearly all the studies (48) reviewed attained some degree of

qualitative and quantitative integration, but only five studies achieved integration during the

analysis process itself. These results further suggest that relatively low levels of integration may

be characterized by studies with an expansion intent (those that seek to expand the inquiry by

using different methods for different inquiry components) and relatively high levels may

accompany studies with an initiation intent (those which involve discovering paradoxes and

contradictions that lead to areframing of the research questions).

Four major integrative mixed-methods analytic strategies were identified in the empirical review

of Greene et al. (1989). These are data transformation; typology development; extreme case

analysis; and data consolidation/merging:
1. Data transformation is the conversion or transformation of one data type into the other

so that both can be analyzed together. For example, the qualitative data are numerically
coded and included with quantitative data in statistical analysis; or quantitative data are
transformed into narratives and included with qualitative data in thematic or pattern
analysis.

2. Typology development is the analysis of one data type that yields a typology or set of
substantive categories which is used as a framework that is applied in analyzing the
contrasting data type. For example, a set of conceptual dimensions resulting from the
analysis of the quantitative data is incorporated into the categorical analysis of the
qualitative data (which is category development and coding).

3. Extreme case analysis involves the identification and further analysis of extreme cases.
Such cases are identified through the analysis of one data type and then further
investigated through the additional data collection and analysis ofthe other data type,
with the intent of testing and refining the initial explanation for the extreme cases. For
example, extreme cases identified from constant comparative analysis of qualitative data
are further examined via analysis of quantitative data, the results of which are used to
refine the original interpretation.
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4. Data consolidation/merging involve the joint review of both data types to create new or
consolidated variables or data sets, which can be expressed in either quantitative or
qualitative form. These consolidated variables or data sets are then used in further
analysis.

According to Greene et al. (1989), a salient characteristic of the development mixed-method

design is its sequential character, where the results of the first phase are used to inform the

development of the second phase. The two recommended integrative analysis strategies are

typology development and extreme case analysis, and are strong analytic approaches for

development designs.

In this present study the typology development analytic strategy was used where the quantitative

data yielded substantive categories that were used to frame the focus group discussions and the

analysis of the quantitative data.

6.7.1 Analysis of questionnaires

The raw data from the questionnaires for each of the four classes of stakeholder, students,

lecturers, supervisors and school educators, were captured and analyzed using the Statistical

Package for Social Sciences (SPSS) computer package. Descriptive statistics was used to

organize and summarize the data in a meaningful way. Descriptive statistics is concerned with

organizing and summarizing the data at hand, to render them more comprehensible (Mouton,

1996). The numerical way of summarizing the variables was by means of a frequency

distribution. The different response categories of the variables were shown together with the

frequency (number) of respondents and were also expressed as a percentage of the sample sizes.

The results were presented in percentages and means according to the 6-point Likert scale, and

organized under the three core concepts: 1) Curriculum, 2) Community-based Learning, and 3)

University-School Collaboration.

The open-ended questions for each stakeholder were analyzed using content analysis as

described by Verwey (2003), and emerging issues were identified from the interpretation of both

the statistical analysis and open-ended questions for each stakeholder and across each

stakeholder. Key themes and concepts emerging from the open-ended questions were analysed

and organized into categories for each stakeholder using content analysis. Content analysis is a
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systematic approach to qualitative data analysis that identifies and summarizes the message

content (Neuendorf, 2002). It is used to analyse qualitative responses to open-ended questions on

surveys, interviews or focus group discussions (Nieuwenhuis, 2007). Patterns and themes of the

quantitative results for each stakeholder were also identified. Common themes that emerged

from these results were used as the basis for further inquiry and the focus group discussions were

used to delve deeper into these issues.

6.7.2 Analysis of focus group discussions
The method of data analysis, content analysis, was used to analyse the data from the focus group

discussions. This is in keeping with qualitative data analysis as described by Kritzinger (1995)

and Verwey (2003). The analysis of the qualitative data involved the following steps:

Step 1: The focus group discussions with each stakeholder were tape recorded and then

transcribed verbatim. The analyses of the transcriptions were done in four sections: university

students, lecturers, supervisors and school educators. With regard to the university students, the

analysis for each professional programme was done separately. The transcripts were listened to

and read several times in order to obtain familiarity with the text and to identify emerging

patterns or themes that would address the aim and objectives of the research.

Step 2: The raw data were sorted and assigned a code (colour-coded) and organized under the

questions (prompts) that were used in the focus group discussions for each group. Coding is

defined as marking segments of the data with symbols, colour, or descriptive words, to signify or

highlight that segment. This process was carried out for the transcriptions of all the stakeholders.

The codes were then organized under the predetermined categories. Categories are the most

important aspect of content analysis, because they separate and describe the content that is being

investigated. Categories are variables that are related to the research question and therefore form

the link between the measurement and the underlying theoretical and conceptual fields (Verwey,

2003).
Step 3: The development of the themes under each category was the next step in the process. At

this stage, a co-coder was asked to look for common themes that emerged from each category for

each of the stakeholders.
Step 4: A number of meetings were arranged with the co-coder in which consensus was reached
on the key themes that emerged from the data for each stakeholder. The key themes were
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community-based learning, university-community partnership, interdisciplinary teaching and
learning and school-based health promotion

Step 5: The writing of descriptive summaries of the responses of each stakeholder under each of

the key themes.

Figure 6.2 summarizes the qualitative data analysis steps.

Figure 6.2: Qualitative data analysis steps

Qualitative Data Analysis Steps

STEP1
Raw data

Transcriptions
1

STEP2
Organization of the raw data under codes and categories

1
STEP3

Developing the themes under each category
1

STEP4
Agreement on themes

1
STEPS

Summary of stakeholder responses

6.7.3 Document analysis
As stated earlier, the document analysis was conducted on the following documents: 1)

Interdisciplinary Health Promotion Student Workbook, 2006; 2) Minutes of the interdisciplinary

health promotion curriculum task team during 2006; and 3) Faculty of Community and Health

Science Yearbook, 2006. A content analysis, as described above, was done to examine the

content of the documents in terms of the criteria that were developed in the evaluation matrix.

Table 6.13 below highlights the criteria that were used and the document source that was used in

the analysis process.
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Table 6.13: The criteria and document source

Core Key Criteria Method Source
Indicator

Curriculum Course The undergraduate Questionnaire Students
design interdisciplinary health Focus group Lecturers

promotion course is discussion Supervisors
designed as an integral faculty year book
part of the faculty's Student workbook
vision and mission

Faculty The academic and Curriculum task
Staff support staff involved team minutes

in the programme are
sufficient to ensure that
all activities related to
the course are realized

Assessment Policies and procedures Questionnaire Students
exist to ensure validity Focus group Lecturers
and reliability of discussion Supervisors
assessment practices Student workbook
and recording of
results.
Policies and procedures Students
exist for monitoring Lecturers
student progress Supervisors

Student workbook

Course The interdisciplinary Curriculum task
Administra health promotion team minutes
tion course is coordinated
Services by a task team to

ensure that course
outcomes are met.

6.7.4 Qualitative and quantitative data interpretation

Once the data for both the quantitative and qualitative data were analyzed, summaries were

presented ofthe responses under each theme for each stakeholder, and the process of overall

interpretation then began. This involved an in-depth analysis of all the data sets, and the

interpretation was then aligned to the aim and objectives of the study. The findings were

presented according to the core concepts, indicators and criteria. The data interpretation process

also involved searching for emerging patterns, concepts, descriptions, definitions, explanations,
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and associations in the data which allowed the researcher to construct new meaning and

understanding of the core concepts (phenomena) under study.

In summary, the data from the questionnaires, focus group discussions and document analysis

were analyzed using appropriate techniques for the respective qualitative and quantitative

methods. These separate phases were then brought together in a mixed-methods analysis at the

meta-inference stage as described above in Figure 6.1.

6.8 VALIDITY, RELIABILITY AND TRUSTWORTHINESS

6.8.1 Validity
Validity refers to the degree to which the measuring instrument measures what it is supposed to

measure (Uys, 2003). The two types of validity that were used in this study to assess the validity

of the quantitative instrument were face validity and content validity.

Face validity refers to the extent to which the instrument 'looks' valid and appears to measure

what it is supposed to measure. This is the simplest way in which validity can be determined,

according to Uys (2003). To determine the face validity, the researcher asked experts in the field

to judge the measuring instrument. The lecturers who employed community-based learning as

their teaching strategy were asked to comment on the instrument used to measure the

community- based learning aspect of the Interdisciplinary Health Promotion course. They had to

judge it on the face of it and whether the measuring instrument measured what it was supposed

to measure.

Content validity refers to the extent to which the instrument covers the complete content of the

particular construct that it sets out to measure (Maree and Pietersen, 2007). According to

Mertens (2005), content validity is established using content experts to make judgments. In this

study, the instrument was developed to measure the curriculum, community-based learning and

university-school collaboration; hence there were items that covered all these different aspects,

such as the design, teaching and learning methods, assessment and nature of the collaboration

between the university and schools. To ensure the content validity of the questionnaire, a

provisional draft was presented to various academics in the field of curriculum development for
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their comments before the instrument was finalized. In addition, the relevant documents and

literature, as mentioned earlier in this chapter in section 6.1.3, were analyzed and this contributed

to the development and validity of the research instrument.

The concept of validity is best supported by looking at the consistency between the research

purpose, the question and the methods used (Newman, Ridenour, Newman and DeMarco, 2002).

Strong consistency grounds the credibility of the research findings and helps assure confidence

in the findings and the implications of the research. This study addressed the consistency

between the aims and objectives of the study and the methods used by developing a

comprehensive evaluation matrix as described under section 6.1.3.

6.8.2 Reliability

The reliability of a measuring instrument demonstrates the consistency of the measurement. A

measurement is consistent if it produces equivalent results for repeated measurements. In social

science research, if we have a measuring instrument that measures phenomena such as attitudes

or perceptions, then the measuring instrument will be reliable if the same score is recorded by the

same respondents each time. The reliability of the measuring instruments was assured in this

study in the following three ways:

1. The use of numerous indicators for measuring a variable (core concept) rather than by
using only one;

2. By conducting a pilot study that determined whether the respondents would understand
the questions properly; and by

3. Conceptualizing all constructs as clearly as possible by developing unambiguous
theoretical definitions and constructs.

6.8.3 Trustworthiness

In addition to the above, the following strategies were used to enhance the trustworthiness of the

study. Trustworthiness is increased through the use of multiple data sources (Nieuwenhuis,

2007). The use of multiple data sources, for example, the survey data, focus group discussions

and document analysis, contributed to the confidence in the final conclusions of the study. The

use of an independent coder to identify themes from the predetermined categories of the

qualitative data that emerged from the focus group discussions was a further strategy to enhance

the trustworthiness of the study. Finally, consensus was reached between the researcher and co-
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coder on the themes which emerged from the qualitative data. The third strategy was to choose

the quotes carefully with the correct designation so that they truthfully supported the arguments

made in the study.

6.9 ETHICAL CONSIDERATIONS
It was imperative to first obtain clearance from the Research Ethics Committee at the University

of the Western Cape to conduct the research, as human subjects were involved in the study.

Ethical approval was granted by the Senate Higher Degrees Committee at UWC in 2006. The

participants were expected to complete questionnaires and take part in the focus group

discussions. The researcher was guided by the following ethical guidelines of the Faculty of

Education and the Faculty of Community and Health Sciences throughout the research process:

Informed consent and voluntary participation
Permission was obtained from the Western Cape Department of Education (WCED) to carry out

the research with school educators in the specific primary schools as listed in the letter of

permission from the WCED (Appendix XI). Permission was also sought from the Registrar at

UWC (Appendix XII) to allow the university students to participate in the study.

All the research participants (students, lecturing staff, supervisors and school educators) were

informed about the nature and aim of the research as well as the anticipated benefits of the

research (Appendix X). The letter explaining the purpose of the research and asking their consent

to participate in the research was hand-delivered by the researcher to all the school educators

who participated in the Interdisciplinary Health Promotion course during 2006 at the various

schools. Letters were also sent via the internal university mail to the lecturers and supervisors

who were employed by the university and who were located within the various departments.

Participants were also informed in writing and asked to complete a consent form. It was made

clear to the participants that their participation was completely voluntary, and that they were free

to withdraw at any time.
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Protection from harm
The researcher assured the participants that there would be no physical or psychological risks

and that they had the option to withdraw at any time during the research. They were also assured

that the research would be carried out in an honest, respectful manner and that the researcher

would be sympathetic towards all participants; if by any chance they needed debriefing after the

focus group discussions, the researcher assured them that she would provide a debriefing session.

Privacy, confidentiality and anonymity
It is important that both the participants and the researcher have a clear understanding regarding

the confidentiality of the results and the findings of a study, according to Nieuwenhuis, (2007).

All the participants' information and responses were kept private and the results were presented

in an anonymous manner in order to protect the identities of the participants. All the names of the

participating schools were held confidential and anonymous.

Beneficence
The study participants were informed about the purpose and the anticipated benefits of the study.

Each stakeholder would derive different benefits from the study. For the university, the

anticipated benefit would be that the Interdisciplinary Health Promotion course would be

improved and strengthened. For the school community, the anticipated benefit would be that the

health promotion projects in the school would be sustained and that this would contribute to the

improved health of the learners and a healthier school environment.

6.10 SUMMARY OF CHAPTER

In this chapter, the research design and methods used in this study were discussed. The study is a

programme evaluation using the explanatory sequential mixed-methods design. It encompassed

two phases, the quantitative phase and the qualitative phase which occurred chronologically. The

conclusions that were made on the basis of the results of the first phase led to the formulation of

questions, data collection and data analysis for the next phase. The second phase of the study was

conducted to provide further explanation for findings from the first phase. The final inferences
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were based on the findings of both phases of the study. The development of the evaluation

matrix and research instruments was also presented.

Questionnaires were distributed to all the stakeholders in the Western Cape, that is, the university

students, the lecturers, the supervisors and the school educators, involved in the Interdisciplinary

Health Promotion Course during 2006. Focus group discussions with the stakeholders were

conducted at the UWC campus and in the Delft community. The process of data collection,

analysis and interpretation was then described. Finally the validation, reliability and

trustworthiness of the research instruments and data were addressed, and the ethical

considerations were presented.

The findings of the study will be presented in the next three chapters; these are Chapter Seven:

Findings: Curriculum, Chapter Eight: Findings: Community-based Learning, and Chapter Nine:

Findings: University-school Collaboration.
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CHAPTER SEVEN
FINDINGS: THE CURRICULUM

The aim of this study was to evaluate a community-based interdisciplinary health promotion

course offered to the undergraduate health sciences students in the faculties of Community and

Health Sciences and Dentistry at the University of the Western Cape (UWC). The study focused

on evaluating the perceived effectiveness and the impact on the stakeholders of the

Interdisciplinary Health Promotion course with the aim of developing an appropriate framework

to guide the teaching of health promotion at higher education institutions in South Africa.

The study comprised a programme evaluation that used an explanatory sequential mixed-

methods approach, including both qualitative and quantitative research methods. An evaluation

matrix was developed to frame the evaluation plan. This matrix guided the development of the

core concepts, key indicators, criteria and evaluation instruments. It also structured the data

analysis and reporting. The purpose ofthe following three chapters (Chapters 7, 8 and 9) is to

present the research findings under the core concepts of the study, which were: 1) Curriculum, 2)

Community-based learning, and 3) University-school collaboration. The Interdisciplinary Health

Promotion course was thus evaluated in terms of these three core concepts. A chapter is

dedicated to each of these core concepts and follows the same structure in which the findings are

presented under the key indictors and associated criteria for each core concept. Chapter Seven

will also include the demographic information of the stakeholders of the Interdisciplinary Health

promotion course, that is, those who filled in the questionnaires and participated in the focus

group discussions.

7.1 DEMOGRAPHIC INFORMATION

The questionnaires were distributed to the following stakeholders who were involved in the

Interdisciplinary Health Promotion course during 2006: university students, lecturers,

supervisors and the school educators from the various primary schools. A brief summary of the

demographic data of each stakeholder will now be presented.
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7.1.1 University students

Three hundred and twenty-one health science students registered for the Interdisciplinary Health

Promotion course during the 2006 academic year. There were two hundred and twenty-three

respondents (72.4%) who participated in the study. Figure 7.1 indicates the number of student

respondents (n=223) from the nine professional programmes who participated in the study.

Figure 7.1: Percentage ofstudents per professional programme

PROFESSIONAL PROGRAMME
• Physiotherapy

• Occupational
Therapy

• Social Work

• Psychology

• Natural Medicine

• Dentistry

• Oral Hygiene

• Dietetic

• Human Ecology

The majority of respondents were female, 75.8% (169), while a majority of 69% (154) were

clustered in the young adults' age group of 18-21 years. The students comprised a majority who

were urban based, 78.5% (172), with the racial breakdown as follows: Coloured, 46.6% (104),

Black, 20.6% (46), Indian, 18.4% (41) and White, 12.1% (27). Only one hundred and twelve

(50.2%) of the student respondents indicated that English was their first language. The students

were placed in culturally diverse schools where Afrikaans was the dominant language. The

Afrikaans language is predominantly spoken by the coloured population in the Western Cape.

The results indicate that the university students were able to communicate with the school

community. The majority of the respondents, 97.8% (218), were in their second year of study.
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7.1.2 Lecturers

Twelve lecturers taught the Interdisciplinary Health Promotion Course during the 2006 academic

year. Table 7.1 below illustrates the number of staff who taught the Interdisciplinary Health

Promotion course and their specific health professions.
Table 7.1: Number of lecturing staff per professional programme

Dentistry 4

Physiotherapy 1

Oral Hygiene 1

Occupational Therapy 1

Psychology 1

Human Ecology 1

Natural Medicine 1

Social Work 1

Dietetics 1

There were ten (n=10) lecturers who participated in the study, of whom two were senior

lecturers. Of the lecturers, six were employed on a permanent basis, three on contract full-time,

and one on a contract part-time basis. The results revealed that five lecturers held a masters

degree, two an honours degree and three an undergraduate degree. Teaching experience of the

lecturers who participated in the study ranged from 1 year to 24 years, with the majority teaching

between 2-7 years. The areas of expertise, as indicated by the lecturers, included public health,

epidemiology, research skills, community psychology, preventive dentistry, health promotion

education, community clinical coordination, education and health. The areas of expertise of the

lecturers implied that the Interdisciplinary Health Promotion course is closely related to the

lecturers' main interests and areas of expertise. All the lecturers had taught the course previously

and their experience of teaching it ranged from one to five times.

Seven lecturers indicated that they were currently teaching other community-based and/or

community-oriented courses, such as Measurement of Health and Disease, Basic Fieldwork
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Education, Community Programme Development, Health, Development and Primary Health

Care, and Introduction to Philosophy of Care. The lecturers' experience in community-based

learning was varied. Four lecturers were fairly experienced and four were fairly new to

community-based learning. Eight lecturers indicated that they had been exposed to health

promotion theory and practice previously, mainly through their masters programme in public

health and in their undergraduate studies. Two lecturers had not previously been exposed to

health promotion theory and practice.

7.1.3 Supervisors
There were six supervisors involved in supervising the university students in the schools during

the Interdisciplinary Health Promotion course in 2006. All six (100%) supervisors participated in

the study. They were all qualified physiotherapists, with five of them involved in post-graduate

studies in physiotherapy. One had been involved in the supervision of the university students for

the last three years, three for the last two years, and two were supervising students for the first

time. The areas of expertise ofthe supervisors included rehabilitation, disability, clinical

supervision, and physiotherapy services in a regional hospital, health promotion of physical

activity to reduce chronic disease lifestyles, and poverty alleviation and prevention of HIVand

AIDS. Only one of the six supervisors was involved in supervising one other course besides the

Interdisciplinary Health Promotion course. All the supervisors were familiar with health

promotion theory and practice through post-graduate programmes and short courses offered in

the Department of Physiotherapy and the School of Public Health at UWC.

7.1.4 School educators
There were 88 school educators involved in the Interdisciplinary Health Promotion course during

the 2006 academic year. Sixty-three (71.5%) school educators participated in the study of whom

71% (45) were female and 28.6% (18) were male. All ten primary schools where the university

students were placed participated in the study. The teaching experience of the school educators

ranged from one year to 32 years, with the majority having more than five years' experience. The

majority of respondents, 22% (14), taught grade three learners, followed by grades two and five,

which had 17.5% (11) school educators each. Figure 7.2 illustrates the percentage of school

educators per grade involved in the programme.
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Figure 7.2: Percentage of school educators per grade
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The subjects most commonly taught by the school educators were Language, 82.5% (52), Life

Orientation, 73% (46), and Mathematics, 68.3% (43). Interestingly, 69.8% (44) of the school

educators indicated that Life Orientation was not their area of specialization. Eighty-one percent

of (77) held a diploma qualification, followed by 14.3% (9) who had a degree qualification, and

a minority, 3.2% (2), had a matriculation certificate. Figure 7.3 below illustrates the qualification

levels of the school educators who participated in the study.
Figure 7.3: Qualification level of school educators
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Figure 7.4 illustrates the various positions held by the school educators who participated in the

study at the various schools. The majority of the respondents, 76.2% (48), were school educators,

followed by 12.7% (8) who were heads of departments, while 9.5% (6) were senior school

educators and 1.6% (1) was a deputy principal.
Figure 7.4: Educator position at the schools
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During the 2006 academic year, only 14% (9) of school educators participated for the first time

in the Interdisciplinary Health Promotion course at their schools. The majority of the school

educators, 86% (55), had had university students previously allocated to their class, ranging from

2-6 times since the inception of the programme at their particular school. A majority of 31.7%

(20) reported that university students were allocated to their class for the third time since the

inception of the programme at their school.

The findings of the evaluation of the curriculum of the Interdisciplinary Health Promotion course

will now be presented.

7.2 THE CURRICULUM

There were seven key indicators identified to guide the evaluation of the curriculum, and

associated criteria were further developed to analyze this curricular component of the programme

evaluation. The seven key indicators were:
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7.2.1.1 Criterion 1: The Interdisciplinary Health Promotion course is designed as
an integral part of the faculty's vision and mission.

1. Course Design
2. Faculty Staff
3. Assessment
4. Teaching and Learning Approach
5. Learning Resources and Materials
6. Course Administration Services
7. Course Impact

As mentioned above, each key indicator has associated criteria under which the findings of the

curriculum will be presented

7.2.1 COURSE DESIGN

Five criteria were used to evaluate the effectiveness of the design of the course. The results are

presented under these criteria:

1. The Interdisciplinary Health Promotion course is designed as an integral part of the
faculty's vision and mission.

2. The outcomes of the Interdisciplinary Health Promotion course meet the needs of all the
stakeholders involved in the course.

3. The Interdisciplinary Health Promotion course is intellectually credible.
4. The Interdisciplinary Health Promotion course is coherently designed.
5. The Interdisciplinary Health Promotion course articulates well with other courses within

the discipline specific programme.

The design of the interdisciplinary health promotion course needs to be understood in the context

of the development and implementation of the five core interdisciplinary courses in the faculties

of Community and Health Sciences and Dentistry, as mentioned previously in Chapter Five of

this study. The course was designed in a manner that would build on the first year

interdisciplinary core courses and aimed to provide university students with the opportunity to

practically apply some of those learnt principles and concepts (Appendix I), during their first

year of study. Because of the interdisciplinary nature of the course, much energy and many

resources were spent on the initial conceptualization and planning ofthe course. All departments

were involved in this process, centred on the core educational goals of these courses which had

to be in line with the faculties' vision and mission. In this way, an ethos of collaboration and
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The results of this study revealed that all the lecturers, 100% (10), and most supervisors, 83.3%

(5), were of the opinion that the Interdisciplinary Health Promotion course fell within their

faculty's mission and goals, and that it was pertinent to their profession. However, fewer

university students, 68.6% (155), were of the same opinion and even less, 63.2% (141), agreed

that the course was pertinent to their professional training. In terms of the inclusion of this course

within departmental planning and resource allocation, a considerable number of lecturers, 90%

(9), agreed that provision for the Interdisciplinary Health Promotion course was made by their

departments.

working together between the various disciplines and between the two faculties was developed, a

practice which currently continues.

7.2.1.2 Criterion 2: The outcomes of the Interdisciplinary Health Promotion course
meet the needs of all the stakeholders involved in the course.

Five outcomes of the course were stated in the Interdisciplinary Health Promotion Student

workbook:

1. Understand the main approaches to health promotion and that health promotion
requires not only individual behaviour change and curative care but also social,
political and environmental changes that address the underlying causes of ill-health.

2. Apply the principles and approaches of the health promoting schools framework and
to use this framework when planning and implementing a health promotion project in
the schools.

3. Analyze the impact of the media and research on health promotion strategies.
4. Critically reflect on their community-based experience.
5. Demonstrate skills and professional conduct such as punctuality, participation and

attendance when working in interdisciplinary groups and at the schools.

Figure 7.5 shows that there was significant agreement amongst the supervisors, 100% (6),

lecturers, 90% (9), and a fair number of university students, 60.1% (134), felt that the course had

clearly stated outcomes that they could understand. The results also revealed that there was

general satisfaction amongst most of the lecturers, 90% (9), and the supervisors, 83.3% (5), and a

narrow majority of the university students, 54.2% (121), that the intended outcomes of the course

had been met. Just over half of the students, 51.6% (115) felt that their learning needs had been

met during the course, even though 57.4% (128) were of the opinion that the course was flexible
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enough to address their diverse learning needs (Figure 7.5). A substantial number of lecturers,

90% (9), and a fair number of supervisors, 66.7% (4), also felt that the course was flexible

enough to cater for university students with diverse learning needs, such as academic literacy.

Figure 7.5 illustrates that more than half of the students believed that the outcomes of the course

met the needs of the learners, 58.7% (131), and school educators, 56.2% (103), in the schools,

although only a few university students, 43.5% (97), felt that the needs of the community

(surrounding the school) were met.
Figure 7.5: Course outcomes

Clearly stated outcomes

Outcomes of course were met
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Flexible enough to address diverse learning needs
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Percentage
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7.2.1.3 Criterion 3: The Interdisciplinary Health Promotion course is intellectually
credible.

An overview of the course content as it appears in the Interdisciplinary Health Promotion

Student Workbook is as follows:
1. Background and history of health promotion and health-promoting schools.
2. The theory and application of health promotion models.
3. Importance of accessing information for health promotion.
4. The role of the media in health promotion.
5. The planning cycle: identifying the needs, writing the objectives, deciding on

indicators and developing an action plan, project implementation and methods of
evaluation.

6. Report writing.
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In terms of the relevance of the content to the present day context, there was agreement amongst

the majority of supervisors, 83.3% (5) and lecturers, 70% (7) that the course was up-to-date with

developments in the field of health promotion (Figure 7.6). There was a sense from the lecturers

that the course contributed to their "knowledge of primary health care issues" and "health

promotion theory and approaches" (Lecturers' open-ended responses).

Figure 7.6 shows that a considerable number of university students, 74.9 % (167), were in

agreement that the course built an understanding of health promotion concepts and principles,

and that at the end of the course they felt better informed about health promotion theory and

practices. This viewpoint is illustrated by the following open-ended responses from university

students:

"I gained a lot since] can now understand what health promotion is. "
" learnt about the different strategies and action areas. "
" draw up a needs assessment, implementation and develop strategies. "
" learnt how to plan a project, in terms of writing objectives, developing an action plan,
and evaluating projects. "
" .,.learnt about different projects in the country. "
(University students' open-ended responses)

Figure 7.6: Intellectual credibility

I I I j I I I
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and practice.
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• Lecturers
Reconsider former attitudes and changed perceptions
about health promotion.

Gained skills in health promotion application,
Particularly in school settings.
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Able to apply learnt principles and approaches to the
school context.

Percentage
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The results also revealed that the fourth most liked aspect of the course as stated by the

university students was learning about health promotion. This included both the theoretical

aspect which was presented in the classroom at the university, and the practical component

which took place at the various schools in the community. With regard to the theoretical aspect,

the students rated the information on the planning cycle, the health promotion strategies, and

health promoting schools as the most liked aspects. The practical aspect of health promotion was

rated by the majority of the students as the most liked aspect, particularly carrying out needs

analyses at the schools, teaching health issues, sharing knowledge and being actively involved in

the health promotion at schools.

"I liked the course because it taught me more about living a healthy lifestyle. "
. "I liked how the planning cycle came into practice. "
"Ways of promoting health as a social worker. "
"Actively getting involved in health promotion. "
"To teach health issues. "
"Teach the community about health, how to protect them in order to be healthy. "
"The practical aspect of implementing the project at the school. "
"The learners were equipped with information that can benefit them throughout their
lives. "
"I liked the part of the need analysis and how to do it. "
"Need to address something that is relevant to health promotion. "
(University students' open-ended responses)

Both the supervisors, 83.3% (5), and university students, 74.5% (166), were of the opinion that

the course had caused them to reconsider many of their former attitudes and changed their

perceptions about health promotion, as shown in Figure 7.6. It appeared that the university

students in particular gained an understanding of the concept of 'health' and how it impacted on

their own lifestyle. This is verified in the following responses from the students' open-ended

questions:

"I have a broader knowledge about health, not only eating healthy. "
"I learned being healthy does not only mean looking healthy but also physical, social and
mental status is considered. "
"I liked the course because it taught me more about living a healthy lifestyle. "
"It allowed me to acknowledge that] have to start living a healthy lifestyle. "
(University students' open-ended responses)

The majority of supervisors, 83.3% (5), and university students, 67.3% (150), felt that they had

gained skills in health promotion application, particularly in the school setting, and one hundred
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and fifty-five (69.5%) of the students felt that they could apply the learnt principles and

approaches to the school context (Figure 7.6). The following responses from the students in the

open-ended questions underscore this viewpoint.

"1gained more knowledge of health promotion through working with the learners. "
" ... how to implement health promotion at school. "
" ..,how to apply skills, values and techniques. "
" how to implement theory into practice. "
" learnt to unpack concepts and put it to use. "
" learnt teaching (educating) methods and skills in working in schools. "
"The ability to educate children about health. "
" ...how to promote health in a school community. "
"Actively getting involved in health promotion. "
"To teach health issues. "
"Teach the community about health, how to protect them in order to be healthy. "
(University students' open-ended responses)

The lecturers recommended that "theory on interdisciplinary team work, fundraising and

networking should be included in the course" and that the course designers should "improve the

research component of the course, particularly the qualitative research component' (Lecturers'

open-ended responses). The university students felt that "it would be appropriate to include a

lecture on justice" and to "focus more on crime and poverty" in the course (University students'

open-ended responses).

7.2.1.4 Criterion 4: The Interdisciplinary Health Promotion course is coherently
designed.

The course was designed in a manner which included both theory and practical sessions that ran

in an alternating way, that is, a theory session was followed by a practical session. The course

was offered twice per week, on Mondays and Thursdays, for the duration of an academic term.

The theory session and feedback from the school visits took place during the Monday session on

campus. During the Thursday session, the university students went out to the schools to apply the

theory covered during the Monday session, specifically in the health promotion projects which

they conducted in the schools. Thus the theory sessions were designed and presented in such a

way as to prepare the students for the school visits, anticipating the knowledge and skills they

would need to better equip them when they went out to the schools. In this way the theory and

practical sessions were synchronized to ensure a connection between the theory and the practical.
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The results of the study revealed that a sizeable number, 70% (7), oflecturers and a lesser

number of students, 54.7% (122), felt that the course was well planned and organized, as

illustrated in Figure 7.7. As regards the design of the course as appropriate to meeting its

outcome, the majority of the lecturers, 80% (8), and more than half of the university students,

55.1% (123), were of the opinion that it was appropriate, and 90% (9) of the lecturers were in

agreement that the health promotion theory taught in the class complemented the outcome

achieved during the school visits (Figure 7.7). This is illustrated by the following responses from

some university students who felt that the "course was practical and allowed university students

to participate openly, " and that the course provided a "link between theory and practical"

(University students' open-ended responses). Figure 7.7 shows that majority of university

students, 70.8% (158), felt that the projects were related to the expected outcome of the course.

A significant number oflecturers, 90% (9), and supervisors, 83.3% (5), agreed that course topics

were dealt with in sufficient depth and that the assignments were clear, specific and related to the

course outcomes (Figure 7.7).
Figure 7.7: Coherence in course design
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It emerged that the fourth most liked aspect of the course as rated by the university students was

learning about health promotion. This included both the theoretical aspect, which was presented

in the classroom at the university, and the practical component which took place at the various
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schools in the community. In terms of the theoretical aspect, the students rated the information

on the planning cycle, the health promotion strategies, and health promoting schools as the most

liked aspects. The practical aspects of health promotion included carrying out needs analyses at

the schools, the teaching of health issues, the sharing of knowledge, and active involvement in

the health promotion at the schools. This is illustrated by the following viewpoints:

"I liked how the planning cycle came into practice. "
"The practical aspect of implementing the project at the school. "
"I liked the part of the need analysis and how to do it. "
(University students' open-ended responses)

Seven percent (14) of the student respondents felt the course was an "educational and interesting

experience, " and were fairly satisfied with the course generally. This is what some had to say:

"It is good to reconsider this every year but] found the course difficult to improve on. "
"The course isfine as it is. "
"Perfect the way it is, suitable to all. "
(University students' open-ended responses)

There were only two major recommendations in terms of the design of the course:

1. One student made a recommendation to "organize the course content more clearly under
categories" (University students' open-ended responses).

2. One lecturer felt that "the tasks done in the class should match with the practical in the
schools" (Lecturers' open-ended response).

7.2.1.5 Criterion 5: The Interdisciplinary Health Promotion course articulates well
with other courses within the discipline specific programme.

One of the quality assurance criteria as indicated by the Higher Education Qualification

Committee (HEQC) in South Africa is that, since a course is part of a whole, it should therefore

contribute to the educational outcome of the programme. For the health sciences this means, in

essence, that the course should contribute to the competency and ability of the health

professional graduates, particularly in the South African context where primary health care is the

foundation of its national health system.

The results of this study revealed that the majority of university students, 60.1% (134), agreed

that they could apply the information and skills learned in the course to other courses. However,
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only 46.5% (126) of the students felt that they were given guidance as to how this course

contributed to the professional programme they were enrolled in.

7.2.1.6 Summary

The findings on the course design from the lecturers, university students and supervisors has

shown a substantial agreement that the course fell within the faculties' missions and goals, and

that it was up-to-date with developments in the field of health promotion. There was significant

agreement amongst the supervisors, lecturers and students who felt that the course had clearly

stated outcomes that they could understand. The practical aspect, which involved carrying out a

needs analysis, the teaching of health issues, sharing of knowledge and the active involvement in

the health promotion at schools, was the most liked aspect of the course as reported by the

university students. The theoretical aspect, which had information on the planning cycle, the

health promotion strategies and health promoting schools, was also liked by the students.

Furthermore, the findings revealed that the students gained an understanding of the concept of

health and how it impacted on their own lifestyles during their placement in the schools. Course

topics were dealt with in sufficient depth and there was a view that the assignments were clear

and specific and were related to the course outcomes. However, it was suggested that theory on

interdisciplinary team work, fundraising, networking, justice, poverty and crime should be

included in the course because the course was located within a poverty stricken community.

Lastly, it is interesting to note that the university students, in particular, felt that the course

outcomes did not meet the needs of the communities surrounding the schools.

7.2.2 FACULTY STAFF DELIVERING THE CURRICULUM

Three criteria were used to evaluate the competency and staff complement involved in the

teaching and delivery of the course:

1. The lecturing staff are competent to teach the course and are effective in their teaching
approach.

2. The lecturing staffs assessment competence is adequate for the nature and level of the
course.

3. There are sufficient faculty staff to ensure that all activities related to the course are
realized.
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7.2.2.1 Criterion 6: The lecturing staff are competent to teach the course and are
effective in their teaching approach.

Figure 7.8 illustrates that a significant number of university students felt that their lecturers had

adequate knowledge to teach this course, 78% (174), encouraged critical and divergent thinking,

80.3% (179), were well organized in presenting the course, 76.2% (170), and effectively

explained how concepts were related, 72.7% (162). A large number of university students, 77.1%

(172), were more satisfied with the supervision provided by their lecturer than with the

supervision provided by their supervisor, 67.7% (151). A substantial number of supervisors,

83.3% (5), agreed that they had adequate knowledge to supervise the community-based learning

aspect of this course.
Figure 7.8: Lecturer competence

I I I I I
Adequate knowledge to teach module •••••••••••••

1 I
Encouraged critical and divergent thinking ••••••••••••••••

i I 1

Well organised in presenting module •••••••••••
i I 1

Effectively explained how concepts wererelated ••••••
1 1

Competent to apply assessment procedures of the university •••••••

More satisfied with supervision provided by lecturers than ..... 1 ••• 1 ••••••

supervisors ~ I i
68 70 72 74 76 80 82

Percentage

78

• Students

7.2.2.2 Criterion 7: The lecturing staff's assessment competence is adequate for the
nature and level of the course.

The course coordinator organized a training workshop for all the lecturers and supervisors before

the commencement of the course. The aim was to workshop the course content and assessment

practices and schedule of the course. In addition to this, regular meetings with the lecturing staff

were held during the implementation of the course, providing a valuable forum in which

lecturers could share the challenges that they were experiencing. These ranged from assessment
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practices to student queries, grading of assignments and tests. Usually issues were debated and

engaged with until decisions were made to address the challenges in the best possible way. The

lecturers were then advised to carry out these decisions so as to ensure uniformity amongst the

various classes. It is therefore not surprising that the results of this study revealed that the

majority of university students, 73.1% (163), agreed that their lecturers were competent to apply

the assessment procedures of the university, since systems were in place to support and prepare

the lecturing staff for the assessment of the students (Figure 7.8).

7.2.2.3 Criterion 8: There are sufficient faculty staff to ensure that all activities
related to the course are realized.

An interdisciplinary core course coordinator was appointed in 1999 to coordinate the design,

implementation and evaluation of the core interdisciplinary courses in the Faculty of Community

and Health Sciences. The Interdisciplinary Health Promotion course is one of the five core

courses in the faculty (Faculty of Community and Health Sciences, 2006). An administrative

assistant was also appointed to assist in the coordination of the interdisciplinary core courses.

The role of the administrator included: the assigning of university students to an interdisciplinary

class, marks administration, communication with lecturers and students, student queries, and

minute-taking of the curriculum task team (UWC, 2006). A fieldworker was also appointed to be

the liaison between the university and the schools. The role of the fieldworker was to prepare the

schools for the fieldwork, through effective communication with the schools, conduct situational

analyses, and, with the school educators, decide on a relevant health promotion theme or topic,

then give feedback to the curriculum task team (UWC, 2006).

As previously mentioned, 323 university students participated in the interdisciplinary health

promotion course during the 2006 academic year. The students were divided into twelve

interdisciplinary classes of approximately 26 students each (UWC, 2006 and Appendix I). A

lecturer and a supervisor were assigned to each class. The decision to implement a ratio of

lecturer to university students of 1:26 was based mainly on the teaching strategy employed in the

course, i.e. small group work and community-based learning. However, there were other factors

which influenced this decision, such as the number of students and the number of departments
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participating in the health promotion course, the transport to the schools, and the number of

students that the schools could accommodate (Uwe, 2006).

7.2.2.4 Summary

In summary, the findings around the question of the competency of the lecturing staff showed

that the lecturers had adequate knowledge to teach the course and encouraged critical and

divergent thinking. They were well organized in presenting the course, and effectively explained

how concepts were related. They were also competent in their application of the assessment

procedures of the university. Systems had been put in place to support and prepare the lecturing

staff for the assessment of the university students. Some students were satisfied with the

supervision given by their lecturer, while others were unsatisfied with the supervision provided

by their supervisor in the schools. In contrast, the supervisors felt that they had adequate

knowledge to supervise the community-based learning aspect of this course.

7.2.3 ASSESSMENT

Four criteria were used to evaluate the assessment practices of the course:

1. Assessment is an integral part ofthe teaching and learning process.
2. Assessment is recognized as a key motivator of learning to inform teaching practice and

to improve the curriculum.
3. Policy and procedures exist for monitoring student progress.
4. Policies and procedures exist to ensure validity and reliability of assessment practices and

recording of results.

7.2.3.1 Criterion 9: Assessment is an integral part of the teaching and learning
process.

A formative assessment method was employed to assess student learning during the course.

Table 7.2 illustrates the assessment criteria and the associated tasks as they align to the specific

outcomes of the course.
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Table 7.2: Specific outcomes, assessment criteria and tasks

Specific Outcomes A..... ment Crlterl. Aa.e •• ment
T•• k.

1. Understand the main • Understand the concept of health promotion. • Test- session
approaches to health promotion • Develop a suitable definition of health promotion. 13, week7
and that health promotion • Understand the main events that influenced the health • Report
requires not only individual promotion movement
behaviour change and curative • Explain the major elements of the following health
care but also social, political and promotion theories: health belief model, socialleaming
environmental changes that theory and community action for health.
address the underlying causes of • Unk a theory or a combination of theories with the
ill-health. problem that needs to be addressed and to programme

planning.
• Have developed an understanding of the different factors
laspects that influence health behaviour and behaviour
change of an individual.

• Demonstrate an understanding of community
participation as a health promotion strategy and the need
for mediation, negotiation and enablement to ensure
community participation.

2. Apply the principles and • Explain and describe the settings approach to health • Test-session
approaches of the health promotion. 13, week 7
promoting schools framework and • Know the background of the health promoting school • Presentation
use this framework when initiative • Report
planning and implementing a • Know the definition c:A a health promoting school
health promotion project in the • Understand the health promoting school framework.
schools. • Understand the aims of a health promoting school.

• Know the steps in the planning cycle.

3. Analyze the impact of the • Demonstrate an understanding of the challenges • Test-session
media and research on health involved in selecting and developing media resources to 13, week7
promotion strategies. promote health. • Presentation

• Understand what type of information is useful for health
promotion and where to access this information.

• Understand the importance of accessing information
before Dlannina a health promotion Droaramme

5. Critically reflect on their • Critically reflect on a particular experience during the visit • Critical Incident
community-based experience. to the school. Joumal

6. Demonstrate skills and • Attendance of classes and school visits • Peer Evaluation
professional conduct such as • Participation in group activities and plenary feedback • Professional
punctuality, participation and sessions Conduct
attendance when working in • Participation in the presentation and production of the
interdisciplinary groups and at the report.
schools.

Different weightings were assigned to the various assessment tasks which contributed to the

overall final mark as shown in Table 7.3. This excluded professional conduct.
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Table 7.3: Assessment task and weighting

Project Presentation 15

Weighting (Task

30Test

Report 40

Figure 7.9 shows that more lecturers, 90% (9), than university students, 63.2% (141), were of the

opinion that the assessment tasks were linked to major course outcomes. A similar trend is seen

between lecturers, 80% (8), and university students, 62.7% (140), who concurred that the

assessment tasks accurately assessed what the students learnt in the course (Figure 7.9). A large

number of supervisors, 83.3% (5), also agreed that the assessment tasks accurately assessed what

the university students learnt during the course. However, with regard to the test, which was one

of the assessment methods used in the course, this was perceived by some students as:

" ... a waste of time. It is not going to show whether you learnt anythingfrom the course;
just whether you studied or not, ' and the "test was unnecessary, the project evaluation
was sufficient. "
(University students' open-ended responses).

140

Some students expressed difficulties with the writing of the critical incident journal which was

one of the assessment tasks that contributed towards their final mark. This viewpoint is

illustrated in the following quotation, "didn't know how to write ajournal - didn't know what to

think' (Student open-ended response). There was a suggestion that the reflection activity should

be a more structured exercise, as expressed by two participants:

"I think you should make it (critical incident journal) more structured because that's the
way we have to do it now, and then itjust felt like you are writing a story. "
"Then, Ijustfelt that it (critical incident journal) was pointless. Maybe ifyou structured
it then it doesn't seem as pointless as it did then. "
(Physiotherapy students' FGD)



Figure 7.9: Assessment criteria and tasks

Assessment tasks linked to major outcomes
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7.2.3.2 Criterion 10: Assessment is recognized as a key motivator of learning to
inform teaching practice and to improve the curriculum.

Less than half of the university students, 47.1% (105), as opposed to all the lecturers, 100% (10),

felt that the formative assessments were used to help them recognize their strengths and

weaknesses. However, the results also revealed that 61% (136) of the students felt that the

assessment criteria helped them to learn (Figure 7.9).

7.2.3.3 Criterion 11: Policy and procedures exist for monitoring student progress.

Monitoring student progress in community-based learning is very important, particularly because

university students are involved in a context that is dynamic and changing, and where many

factors may influence their learning. Lecturers and supervisors accompanied the students on their

fieldwork at the schools. Two students were placed in a classroom; hence, on average there were

thirteen classes at each school that was involved in the programme. The lecturer and supervisor

had to supervise and monitor the students' progress in each ofthese classes. This meant that the

lecturer and supervisor had, on average, six groups of two students each to monitor, supervise

and provide feedback on their progress. The lecturers raised the concern that they were not

always able to supervise all six groups of students, and that they often only saw a group twice on

average during the entire community-based learning experience. Both lecturers and supervisors
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felt that they needed more time in the school if they were to supervise all six groups on the same

day.

Figure 7.9 shows that more than half of the university students, 60.5% (135), felt that their

progress during the course was monitored. A concern was raised by the school educators during

the focus group discussion that they were not involved in the assessment of the students; they

argued that allowing them to be involved would have made the students accountable to them at

the school. This is illustrated in the following quotation:

"In the programme, er ... can the educator just a/so be informed or that's, okay I know
what to look out for in terms of the university students' performance at the schoo/
because I think that if the university students know that they're a/so being evaluated by
the educator ... they'd perhaps a/so be much more accountable. "
(School educators' FGD)

This highlights a number of noteworthy points. The university students did not view professional

conduct as an important assessment task. Possible reasons could be that it did not contribute to

the overall final mark and also that it was assessed by the school educators rather than by a

faculty staff member. It is therefore not surprising that the school educators felt unhappy about

the attitudes that the university students displayed toward them, since their assessment of the

students did not contribute to the final grade.

7.2.3.4 Criterion 12: Policies and procedures exist to ensure validity and reliability
of assessment practices and recording of results.

The lecturers were responsible for the marking and grading of the assessment task. One of the

roles ofthe supervisors was to be a co-examiner for the presentation of the university students

which were conducted at the school. The lecturers were also responsible for providing feedback

to the students, but it was left to the discretion of each lecturers as to which of the students

needed feedback. The lecturer captured the marks for each assessment task of the student onto a

data base (Microsoft Excel). The format of the data base was prepared by the course coordinator

and administrative assistant, and included the assessment tasks. A formula was applied to

determine the weighting and the final mark. Once the marks were captured for each student, the

data were sent to the course coordinator and the administrative assistant for checking and
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validating. Students who qualified for a re-evaluation were notified as soon as possible and

notices were posted on the notice boards of the discipline-specific departments as well as in the

interdisciplinary core courses unit. The final marks were organized in a discipline-specific class

list and then sent to the faculty administrator who entered them onto the university marks system.

After an iterative process of checking and ratifying of the marks, it was signed off by the course

coordinator before being sent to the central student administration for publishing.

Figure 7.10 shows that all the lecturers, 100% (10), as opposed to less than half of the university

students, 43.5% (97), and fewer supervisors, 33.4% (2), were of the opinion that the course

marks were assigned fairly and impartially. It is important to note that only a few students,

45.7% (102), and supervisors, 33.4% (2), were of the opinion that the final mark accurately

reflected their overall performance. It is also noteworthy that less than half of the students, 35%

(75), agreed that the marks were made available as soon as possible. One lecturer (10%) and

16.7% (1) of the supervisors felt incompetent to apply the assessment policy and procedures of

the university. This could possibly mean that the lecturers and supervisors were not adequately

prepared or trained in the assessment policy and procedures of the university.

Figure 7.10: Assessment policy and procedure

Assessment criteria used appropriately

Marks were assigned fairly and impartially

Final mark accurately reflected overall
performance

Marks madeavailableas soon as possible ~ ..... ~.

Felt incompetent to apply assessment policy and
procedures

Assessment criteria rules clearly stated

Marking system clearly explained ••••••••• '- ....

Rules for plagiarism and misdemeanors
clarified

Published guidelines for marking and grading

• Supervi sors
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Figure 7.10 illustrates that the lecturers, 100% (10), university students, 78.5% (175), and 66.6%

(4) supervisors were in agreement that the assessment criteria and rules were clearly stated. A

similar trend is seen amongst the lecturers, 100% (10), university students, 63.6% (142), and

supervisors, 50% (3), who concurred that the assessment criteria were used appropriately in this

course. A significant number of lecturers, 90% (9), and a fair number of university students,

69.5% (155), believed that the marking system was clearly explained, and there was agreement

amongst the university students, 68.6% (153), that the rules for plagiarism and misdemeanors

were made clear to them (Figure 7.10). A sizeable number of university students, 72.2% (161),

were of the opinion that there were clearly published and consistent guidelines for the marking

and grading of assessment tasks (Figure 7.10).

7.2.3.5 Summary

In summary, the findings revealed that the lecturers, supervisors and university students were of

the opinion that the assessment tasks were linked to the major course outcomes and that the

assessment tasks accurately summed up what the students had learnt in the course. Lecturers and

supervisors alike felt that more time was needed to fulfill their supervision duties at the schools.

It is noteworthy that only half the students felt that their progress during the course was

monitored. Furthermore, less than half of the students felt that the formative assessments helped

them to recognize their strengths and weaknesses. Some students expressed difficulties with the

writing of the critical incident journal. There was a recommendation that this assessment task

should be a more structured exercise. The school educators felt that their assessment of the

university students needed to contribute to the students' overall final assessment mark. A

minority of the university staff felt incompetent to apply the assessment policy and procedures of

the university. This implies that training in the assessment policy and procedures of the

university is needed.

7.2.4 TEACHING AND LEARNING APPROACH

Two criteria were used to evaluate the teaching and learning approaches used during the course:

1. Teaching and learning methods are appropriate to achieving the purpose and outcomes of
the course;

2. Interdisciplinary teaching and learning is a key principle in the delivery of the course.
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7.2.4.1 Criterion 13: Teaching and learning methods are appropriate to achieving
the purpose and outcomes of the course.

The teaching strategies used in this course included lectures, cooperative group learning,

interdisciplinary learning, fieldwork, reflection and feedback activities. There was unanimous

agreement amongst the supervisors, 100% (6), a considerable number of lecturers, 80% (8), and

a significant number of university students, 66.8% (149), that the teaching strategies used in this

course were used appropriately, and that suitable learning opportunities were provided to ensure

the acquisition of the knowledge, skills and attitudes which were specified in the learning

outcomes (Figure 7.11). Figure 7.11 shows that there was also overall agreement amongst the

lecturers, 100% (10), and supervisors, 100% (6), and amongst a substantial number of university

students, 74.5% (166), that the students were actively involved in the learning process. However,

fewer students, 63.6% (142), agreed that they were able to meet the learning requirements within

the stipulated time. Figure 7.11 also shows that a fair number of the students, 70.9% (158), felt

that they were able to keep up with workload of the Interdisciplinary Health Promotion course.

Figure 7.11: Teaching and learning approach

Teaching strategies used appropriately

• Students

Suitable learning opportunities provided to ensure
acquisition of knowledge, skills, attitudes

Students actively involved in learning process

• Supervisors
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The students were asked to express their views on what they considered to be the learning

activity during the course from which they had learnt the most. There seems to be a divergence
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in views regarding this issue. One view held that all the activities were linked and that this

contributed to the overall learning experience. This is what two participants had to say:

"It depends on what you are learning. Sometimes you need that input from class in order
to practice any theory but it depends just on what kind of material you need for the right
environment. So in a community you learn about the community and how to do your work
in the community and you also need the theoretical part of community. It can't be one
without the other. "
(physiotherapy students' FGD)

"The reason why I can't actually answer that question is because my thing is you do your
assessment and you know what you need to do in class (school), then you go and do it,
and after that you reflect or you evaluate whatever you did, so I can't say this was most
helpful than that because for me these are fully linked, so I can't actually tell you this was
more important or I learnt better during assessment than during reflection. "
(Social work students' FGD)

All the supervisors, 100% (6), and 67.7% (151) of the university students agreed that learning

opportunities were provided to ensure that the theory was put into practice. The majority of

responses, 37.8% (75), rated the fieldwork as the activity from which they learnt the most. This

involved the placement of the students at a school in the community for the duration of the

course, which involved five to six sessions in the schools. The students had to conceptualize a

health promotion project and implement it; at the end of the visit, they had to evaluate their

project (Appendix I).

This view is supported by the following quotations:

"Action speaks louder than words. Seeing what you are taught is better than just being
taught. "
"Basically, with practical with school sessions, basically applying practical to your
theory thus making your theory even stronger when you are doing practical with the
kids. "
(Oral hygiene students' FGD)

"To add, I think that if you do the theory in class, it's the way the lecturer presents, if
they just read it, is not interesting. But if they need to go to see practical examples. "
(physiotherapy students' FGD)

The following quotations are from the university students' open-ended questions:

"The opportunity to interact with schools. "
"Learning through practice. "
"Interactive and not just a course with many lectures. "
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"The fact that we could go out into communities, into their schools and teach kids about
healthy living and lifestyles. "
"Working in schools. "
"Had an opportunity to integrate theory with practice. "
"Apply my theoretical background in the field. "
(University students' open-ended responses)

Inorder to communicate the health promotion message to the learners, the respondents learnt

how to adapt to the level of the learners, how to simplify the information, and how to be creative

so that the learners could understand and grasp the concept in a fun and educational way. These

were the responses from the university students' open-ended questions:

"Learnt to adapt to the level of the learners and to simplify work to their level. "
" promoting health to 7-8 yrs is difficult and how to communicate at their level. "
" learnt how to communicate effectively with children. "
" learnt how to teach children in afun and creative way. "
" how to interact with children and developing appropriate taskfor their age group. "
(University students' open-ended responses)

The supervisors liked the fact that the "university students could practice the theory in the

school, " and that the course provided much "debate, critical thinking and reflection. "

(University students' open-ended responses)

A few students also felt that they had learnt during the reflection activity, as expressed in the

following quotations:

"I think the reflection because when you are writing you can see what you did maybe you
could approach it in a different way. "
(Dentistry students' FGD)

"I think that it (reflection) facilitated learning. Because the thing isfor me when Ido a
project like that, Iusually do reflection. Iread through that to see what mistakes Idid
during that session, so I think itfacilitated my learning a lot."
(Social work students' FGD)

"Of course any reflection is a worthwhile exercise because you take note of the things
that you did and then you have time to think about them and reflect on them. "
"That was your own space basically. I think any journal that you write for yourself is
your own space, you speaking to yourself basically. Jfyou feel more comfortable you can
express yourself. "
(Dentistry students' FGD)
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With regard to the reflection activity, some university students felt that it should be a more

structured exercise, as expressed by these two participants:

"I think you need to make it more structured because that's the way we have to do it now,
and then itjust felt like you are writing a story. "
"Then, ]just felt that it was pointless. Maybe if you structured it then it doesn't seem as
pointless as it did then. "
(physiotherapy students' FGD)

Fewer participants felt that the feedback activities contributed mostly to their learning, as

illustrated in the following two quotations:

"During assessment when you assess the learners, i.e. when you get afeedbackfrom the
learners, that's when] learnt the most. "
"During class presentation activities when you gave the assignment and you present
that's when] learnt the most because] saw that my message] was trying to get to them
came across actually to them. "
(Dentistry students' FGD)

Group work was rated as the sixth most liked aspect of the course. Some of the sentiments of the

university students were that they liked the:

"Group work activities and tasks. "
"Participation and interaction of the group members. "
"Sharing of ideas which was relevant to the course."
"Participation in a group at the school setting. "
(University students' open-ended responses)

A fair number of the university students, 14.6% (29), felt that they had gained new knowledge

and skills by working in a group. However, there was also a sense that working in a group had

both positive and negative implications, as is pointed out in the following response: "Working in

a group can be both effective and ineffective, especially when having to complete tasks"

(University students' open-ended responses). The students seemed to agree that during the

course they learnt how to work in a group ("developed group working skills"); developed

problem solving skills ("to work in groups effectively and to manage a situation "); and realized

the importance of cooperation amongst the group members ("importance of team work, poor

team work results in poor results") (University students' open-ended responses).

An added dimension from the student responses was that there was a fair number of students

who felt that they had developed personally, particularly in relation to their confidence in

148



working in groups ( "I can now comfortably work in a group "); being more assertive ("] am

more assertive when working in a group ''); and being empowered by the group work process ( "I

am able to work in a group and that empowered me" ) (University students' open-ended

responses).

Seventeen percent (35) felt that the theory classes were the least liked aspect of the course.

Comments included:

"Theoretical classes was boring. "
"University-based lectures was a waste of time. "
"Lectures were informative but boring. "
"Classroom work not needed, learned nothing."
(University students' open-ended responses).

The class discussion was disliked by 3.5% (7) university students, who felt that it was "too

opinion- based, " with one respondent saying that he/she "did not like to report back to the

class," and ''presenting infront of the teaching (school educator's) staf!' (University students'

open-ended responses).

For all of the supervisors, 100% (6), being involved with student learning was the most liked

feature of the course. The results reveal that they liked the:

"Interaction between the university students and school learners. "
"Seeing enthusiastic university students in action, " and the fact that they had an
"Opportunity to work with university students from different professions. "
"The interaction at the community site, university students sharing, teaching, and
learning at the schools."
(Supervisors' open-ended responses).

Many of the supervisors emphasized the creativity, knowledge and independent learning style of

the university students as an aspect of the experience of the course that they enjoyed. This is

what three supervisors had to say:

"University students divided tasks among themselves, and teachers cooperated with
them. "
"Creativity of the university students, used a range of visual aids, drama, games was
exciting. "
"University students expressed knowledge of topics"
(Supervisors' FGD).
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7.2.4.2 Criterion 14: Interdisciplinary teaching and learning is a key
principle in the delivery of the course.

All the lecturers, 100% (10), and two-thirds of the university students, 64.1% (143), felt that they

were familiar with and understood the concept of interdisciplinary learning. To delve deeper into

their understanding of the concept, the students and lecturers were asked to share their

understanding of interdisciplinary learning during their focus group discussions. There seemed to

be consensus amongst the students that it involved 1) learning together, 2) learning from each

other, and 3) working with other health professionals toward a common goal.

The following quotations illustrate the students' views on each aspect:

1. Learning together;

"It's just a lot of disciplines coming together and learning together. That's my
understanding, bringing all knowledge together. "
(Social work students' FGD).

"So, all the different disciplines is working together and giving their own point of view
about what they have learned theoretical. "
(Dietetics students' FGD).

"Learn to work with all different health professions. Learning to work together and to
communicate between each other. "
(physiotherapy students' FGD).

2. Learning from each other:

"For me it's like a mixture so that I can work with dentists, dieticians, and you can
discuss itfrom social worker perspective etc. Working together, getting help/ideas/gain
and give knowledge from each other and so on. "
(Social work students' FGD).

3. Working with other health professionals toward a common goal:

"It was not like Bachelor of Commerce, law university students with Dentistry students.
Health services were put together. So we all had things in common and could relate to
each other that is how we depend on each other. Their approach on health wise to
something maybe could be different to our approach but could be the same things in that
senses that we could teach each other. "
"Being able to work with other professionals. Because infuture when you qualify you are
going to be able to work with other professionals so that gives you encouragement to
communicate with others like physiotherapists, social workers and so on. "
(Dentistry students' FGD).

150



"Even though we are in different fields we all have a common goal. It's like for me
interdisciplinary learning is bringing different professionals, different schools of working
into one common goal, it's the dentists bringing oral health care, us bringing physical
health or mental vitality for that, the social health workers bringing social issues so that
the children or the people of the community benefit to the maximum. "
(Natural medicine students' FGD).

There also seems to be consensus amongst the lecturers that interdisciplinary learning is about

different disciplines working together to address a common problem, but that it is deeper than

just the working together; it is about the different disciplines coming together which creates a

dynamic within the groups that contributes in a very profound way to the learning process, as

illustrated in the following comment:

"That I've always said that the most valuable is not really related to the discipline
functions that people have but the fact that they come from different disciplines, creates
the dynamics which really enhances this for me enables the groups that they get to work,
if you are fortunate enough to have more groups of university students which have two or
three persistent energy and enthusiasm it's the learning process that drives the project. I
have primarily had that experience in the measuring (unclear) health and diseases
course, seeing it as an extended health promotion course that I definitely think that when
you've got a class that is mixed that way has the potential to bring, I should also add that
it hasn't happened in every class that I've had, not in most cases ..just the fact that they
come different areas, they come together and they meet, they get on and just talks erm ... "
(Lecturers' FGD).

The focus group discussion shifted to the sharing of the experiences of interdisciplinary teaching

and learning. The participants highlighted the challenges or difficulties they had experienced as

well as what they perceived as the achievements of interdisciplinary teaching and learning. The

challenge of stereotyping, that is, having preconceived ideas about a particular profession or

discipline or year level, was fairly evident amongst the university students. This is what students

had to say in addressing the issue of stereotyping:

"The only way to get rid of this stereotype is to get us all together more often and we can
spend more time with the guy who stereotype and make him realize that we have the same
knowledge that they have as well with the topic. "
(Dentistry students' FGD)

"And basically also ok I guess with oral hygienists we were the smallest group and we
also were the first years there as well and it was more challenging for us at the beginning
but we later realized that we were all university students workingfor a common goal. So
that was the main problem. "
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"I agree with that. We had to prove ourselves that we are on the same level as you (other
university students) although we were in minority. "
(Oral hygiene students' FGD)

The issue of power relations within the groups and suggestions as to addressing the problem

were emphasized in this particular quotation from a student:

"I think of the effect of superiority the way the Dentistry students felt like 'we are doctors
and you OT's are deputies '. I think maybe the best thing you can do is to assign each
person to do something, like a leader or one that does the writing (a group function). As]
said it's power struggle, everyone is going to want to be the leader and everyone tends to
know .....Maybe let's do that in the beginning. "
(Physiotherapy students' FGD)

A frustration that university students expressed was the inaccessibility of other group members,

particularly the dentistry students, who were based at a different campus. This is what one

student had to say:

"It was difficult to get hold of some departments like the dentistry students who
were off campus, they were in Tygerberg and it was difficult to do group discussions or
work together or things like that. "
(physiotherapy students' FGD)

The lecturers felt that there should be a discussion with their university students on the

contribution and roles of the various professions in relation to the problems that they needed to

address. This is what one participant had to say:

"Ithink for me, interdisciplinary learning is the ideal er... but the problem Ifound is that
depends on the facilitator or the lecturer because if the university students don't initiate
that discussion around the various disciplines, their roles are with regards to that
particular problem then you not going to be... then if you kind of guide them and you
bring them to that point, what does your profession offer, or where would you fit in and
you bring up examples in the class then you ... the discussion is much more enriched like
if your class ... (Unclear) I mean it varies from year to year, but we don't have a very
vibrant class that, for me personally I'll just probably, I needed to put in a lot more to
kind of .. "
(Lecturers' FGD)

To facilitate interdisciplinary learning it was suggested by the lecturers that the projects that the

university students worked on in the school should require a contribution from the various
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disciplines. The selection of projects is crucial and this would add value to the learning process.

This is what one participant had to say:

"The choices of er ... projects that the university students do, should be those that erm ...
can have contributions from the various disciplines, in case where they're just looking
oral health, oral hygiene and then erm ... youfind some other disciplines like (unclear) I
think of (unclear) maybe oral hygiene but we need to bring all that out because if we
have something that isjust oral hygiene or just physiotherapy no info from the other
disciplines then everybody (unclear) benefits. "
(Lecturers' FGD)

The results of the study revealed that the university students were fairly positive about the

interdisciplinary experience, with 73.5% (164) feeling that they were comfortable working in an

interdisciplinary group. Twenty-one students (10.6%) highlighted the interdisciplinary

experiences as the third most liked aspect of the course. These responses showed that students

enjoyed meeting and engaging with those from different disciplines, and that the interactions in

the classroom as well as in the school setting were a positive experience for many of them. The

following quotations from the students' open-ended questions verify these viewpoints.

"It gave me an opportunity to engage practically with others. "
"Interact with people from another background to what I'm used to. "
"Meeting people from different sectors in health. "
"The fact that I got to work with other people and share my knowledge. "
"Interaction with various disciplines working in a team. "
(University students' open-ended responses)

Many students, 69.5% (115), were of the opinion that the experience allowed them to learn and

develop a better understanding of the roles and contributions that the various professions played

in health promotion, as highlighted in the following quotations:

"Basically we got to see also like what other disciplines, how they learn things and how
they bring about way of learning. "
(Dietetics students' FGD)

"Better understanding of the professions. And also I think for referral purposes because
what you want to do is to know by now, like what the other person does so you can refer
because that's one way of speaking to him all the times and also be comfortable with
other professions. "
(physiotherapy students' FGD)

"Learned about other disciplines and how they work. "
(University student open-ended response)
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An important aspect that was raised during the focus group discussion with the students was that

interdisciplinary learning allowed the disciplines to recognize their strengths and weaknesses.

This is what two participants had to say:

"To learn from other professionals and to draw a line, ok I am competent in this I will
take over or I am not competent in this so you must take over, you have the knowledge;
actually to work together. "
(physiotherapy students' FGD)

"Interdisciplinary work enables us to expose our strong roles to provide productive
health care. "
(University student open-ended responses)

Interdisciplinary learning also gave disciplines the opportunity to promote their profession, as

illustrated in the following quotation from a student:

"It also gives you an opportunity to promote your profession and state what ok we are
physiotherapist and not here for mess up, we are here to do some education in the
communities as well, concerning other aspects of health. "
(physiotherapy students' FGD)

Lastly, a positive and yet important feature of interdisciplinary learning was the fact that new

relationships between university students from different disciplines were built, as illustrated in

the following quotation:

"Another success is the relationship that was brought between us and now we have
connections to keep in contact ... "
(University student open-ended response)

There was unanimous agreement amongst the lecturers and supervisors who felt that they were

comfortable teaching and supervising an interdisciplinary group of university students. All the

lecturers, 100 % (10), and 75.4% (168) university students believed that the course provided an

opportunity for the students to learn from other disciplines. The students also felt that the

interdisciplinary experience allowed them to learn about health and health promotion from an

interdisciplinary perspective: "Learned how to define health from an interdisciplinary

perspective" and "multidisciplinary team work on health promotion" (University student open-

ended responses).
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The Interdisciplinary Health Promotion course also encouraged the students to develop an ethic

of interdisciplinary learning, "to work in a multidisciplinary team is about respecting each

other" (University student open-ended response), and lastly it allowed them to learn to work

within an interdisciplinary team to achieve a particular goal, "How we can integrate different

professions to achieve one goal" (University student open-ended response).

7.2.4.3 Summary

There was unanimous agreement amongst most of the participants that opportunities were

provided to ensure that the theory was put into practice in the schools. The university students

rated the fieldwork as the activity from which they learnt the most during this process, as they

learnt how to adapt the learning material to suit the different levels of the learners, by

simplifying and being creative with the information so that the learners could understand and

grasp the concept in a fun and an educational way.

With regard to interdisciplinary learning, the lecturers agreed that it involved different

disciplines coming together and creating a different dynamic within the groups, one which

contributed in a very profound way to the learning process. The university students faced a

number of challenges in learning in an interdisciplinary manner. Some of these challenges were

stereotyping, issues with power relations within the groups, and accessibility to group members

from other disciplines. Despite these challenges, the students agreed that working in an

interdisciplinary group allowed them to learn and develop a better understanding of the roles and

contributions that the various professions played in health promotion in a community. In

addition, it helped them to recognize their strengths and weaknesses in their own and other

disciplines.

7.2.5 LEARNING MATERIALS AND RESOURCES

Two criteria were used to evaluate the relevance, availability and appropriateness of the library

resources and learning materials:

1. Sufficient, relevant and up-to-date library resources are available to university students
and staff.
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2. Learning materials are appropriate to ensure the achievement of the purpose and
outcomes of the course.

7.2.5.1 Criterion 15: Sufficient, relevant and up-to-date library resources are
available to university students and staff.

It is important to note, as illustrated in Figure 7.12, that fewer than half of the university

students, 43.5% (97), and 50% (5) of the lecturers agreed that the library resources

complemented the content covered in the course, while only 35% (75) of the students and 40%

(4) of the lecturers felt that there were enough resources in the library for the number of students

participating in the course (Figure 7.12). This is a major barrier to effective learning at uwe and

needs to be addressed with the relevant library and faculty structures.
Figure 7.12: Learning materials and resources

Sufficient resources inlibraryfor number of participating students

learningmaterials current

Generally satisfied with prescribed text book and course readings

Workbook student ..friendlyand easilyunderstandable

Sessions and tasks inworkbooks followed logicalsequence

Clearand speclic directions fortasks • Students

156

Topicsdea~ w~h in sufficient depth
• Supervisors

Assignments interesting and stimulating

.lecturerslearning materials encouragedcriticat and reflective approach to
learning

leamilgmaterial effective

learning material accessible

o 20 40 60 80 100 120



7.2.5.2 Criterion 16: Learning materials are appropriate to ensure the achievement
of the purpose and outcomes of the course.

Figure 7.12 reveals that about half of the university students, 51.6% (115), and 80% (8) of the

lecturers felt that the learning material was current and 80% (8) of lecturers and 56% (125) of the

students felt generally satisfied with the prescribed textbook and course readings required for this

course. There seemed to be sufficient agreement amongst the students, 63.6% (142), and

lecturers, 60% (6), that the student workbook was student-friendly and easy to understand

(Figure 7.12). More than half of the students, 58.3% (130), lecturers, 60% (6), and all the

supervisors felt that the sessions and tasks in the student workbooks followed in a logical

sequence (Figure 7.12). Furthermore, Figure 7.12 shows that 68% (152) of the students felt that

there were clear and specific directions for the tasks, 57.8% (129) agreed that the topics were

dealt with in sufficient depth, and 55.6% (124) felt that the assignments were interesting and

stimulating. Figure 7.12 also illustrates that 55.2% (123) of the students, 60% (6) of the lecturers

and 83.3% (5) of the supervisors agreed that the learning materials encouraged a critical and

reflective approach to learning. Lastly, 60% (6) of the lecturers agreed that the learning material

for the course was effective, 80% (8) that it was accessible, and 70% (7) that it was affordable
(Figure 7.12).

7.2.5.3 Summary

Library resources complemented the content covered in the course, even though there were not

enough resources in the library for the number of students participating in the course. The

learning materials were current, affordable, effective and accessible. All the respondents were

generally satisfied with the prescribed textbook and student workbook. The students felt that

clear and specific directions for the tasks were given, the topics were dealt with in sufficient

depth, and the assignments were interesting and stimulating.

7.2.6 COURSE ADMINISTRATION SERVICE

Three criteria were used to evaluate the administration of the course:

1. The Interdisciplinary Health Promotion course is coordinated by a task team to ensure
that course outcomes are met.
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2. An efficient administrative service for the Interdisciplinary Health Promotion course
exists.

3. Suitable, sufficient and accessible venues are available.

7.2.6.1 Criterion 17: The Interdisciplinary Health Promotion course is
coordinated by a task team to ensure that course outcomes are met.

The documentary analysis verified that a task team comprising a lecturer from each health

discipline participated in the interdisciplinary health promotion task team. The task team was

chaired by the interdisciplinary core courses coordinator. Minutes were taken and sent out to all

members of the task team (Uwe, 2006). The team was responsible for contributing to the

development of the course content and to annually review the course. The individual members of

the team were also responsible for teaching the course. The coordinator was responsible for

compiling the student work and the administrative assistant was responsible for the distribution

thereof. The administrative assistant was also responsible for compiling the interdisciplinary

class list and allocating a lecturer and venue to each class. The administrator was further

responsible for booking the transport to the various schools. The test and marks were

administered by the coordinator.

Most of the lecturers, 90% (9), and all the supervisors, 100% (6), felt satisfied with the

management and with the number of meetings held with the lecturers and supervisors regarding

the course. However, only 53% (118) of the students indicated that they were satisfied with the

management of the course. Six lecturers (60%) agreed that the administrative services were

readily available for student consultations.

7.2.6.2 Criterion 18: An efficient administrative service for the Interdisciplinary
Health Promotion course exists.

Figure 7.13 illustrates that 80% (8) lecturers agreed that the timetabling was carefully planned to

accommodate the students participating in the course and that sufficient and suitable IT

infrastructure was available and accessible to them. However, only 46.6% (104) of the students

themselves felt that suitable and sufficient IT infrastructure was available and accessible to them

(Figure 7.13). The results also reveal that a significant number of lecturers, 80% (8), concurred

that the marks and grades were made available and were accessible to the lecturing staff and
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students within the cut-off date (Figure 7.13). Figure 7.13 shows that whilst 52.1% (116) of the

students agreed that the course administration made provision for enquiries about venues,

consultation, timetabling and grades, only 49.8% (111) were satisfied with the administrative

support; however, 53.8% (120) felt that the faculty staff were readily available for consultation.
Figure 7.13: Course Administration
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7.2.6.3 Criterion 19: Suitable, sufficient and accessible venues are available.

The schools in the Delft, Westbank: and Eerste Rivier communities were viewed as suitable

placement sites for teaching and learning about health promotion by both lecturers, 80% (8), and

supervisors, 100% (6), (Figure 7.13). There was unanimous agreement amongst all the lecturers,

100% (10), that the number of university students allocated to the classes in the schools was

appropriate to achieve the intended outcomes at the schools. However, two lecturers indicated

that the allocation of students in the schools was not carefully planned because it did not

accommodate the language and cultural diversity of the students and the learners who
participated in the course.
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Figure 7.13 illustrates that 100% (lO) oflecturers, 83.3% (5) and 67.7% (151) of university

students agreed that the number of students allocated to the classrooms in the schools was

carefully planned and was appropriate to achieving the course outcomes. More than half of

lecturers, 60% (6), and students, 61.4% (137), felt that the allocation of the on-campus venues

was carefully planned to accommodate the needs of the students participating in the course

(Figure 7.13). However, it was highlighted that the university venues were not suitable for

teaching and learning strategy, that is, for the small group facilitation adopted in this course.

7.2.6.4 Summary

In summary, the lecturers, university students and supervisors were generally satisfied with the

management of the course. All the necessary administrative services, such as information

regarding time-tables, marks, venues and consultation times, were made available to the

university students. The schools were viewed as suitable placement sites for teaching and

learning about health promotion by both the lecturers and supervisors. The number of university

students allocated to classes in the schools was appropriate to achieving the course outcomes. It

was noted that careful planning was required when allocating the university students to the

classrooms in the schools in order to accommodate the language and cultural diversity of both

the university students and learners participating in the course. Lastly, the results revealed that

the university venues were not suitable for the teaching and learning strategy, that is, for the

small group facilitation adopted in this course.

7.2.7 COURSE IMPACT

The following criterion was used to evaluate the impact of the Interdisciplinary Health

Promotion course on the various stakeholders who participated in the course.

7.2.7.1 Criterion 20: The Interdisciplinary Health Promotion course succeeded in
having an impact on all stakeholders who were university students, faculty
staff and school community.

Figure 7.14 reveals that 80 % (8) of the lecturers felt they were better informed about what health

promotion means in theory and practice. After the course, 50% (5) felt that the course caused
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them to reconsider their former attitudes about health promotion, (70% (7) felt that the course

changed their perceptions about health promotion and the importance of health promotion in

schools, while 80% (8) of the lecturers indicated that during the course they gained a good

understanding of interdisciplinary partnerships in health promotion and gained skills in health

promotion application (Figure 7.14).
Figure 7.14: Course impact on lecturers
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There was widespread agreement amongst the lecturers, 80% (8), supervisors, 83.3% (5), and

university students, 73.6% (164), that the course had been of value to the school community

(Figure 7.15). Furthermore, Figure 7.15 reveals that the lecturers, 80% (8), supervisors, 50% (3),

and students, 71.7% (160), felt that the course had a positive impact on the school, and 70% (7)

of the lecturers, and 83.3% (5) and 70.8% (158) of the students were of the opinion that the

interest of the school community was sufficient to support any future health promotion activities

organized by the university.
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Figure 7.15: Course impact on school community
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In terms of the benefits of the interdisciplinary health promotion course to the school

community, Figure 7.15 shows that 100% (10) of the lecturers, 83.3% (5) of the supervisors and

70% (156) of the university students concurred that the health promotion projects carried out by

the students would only benefit the school in the short term; fewer lecturers, 40% (4), and

students, 54.7% (122), felt that it would benefit the school in the medium term; while still fewer

lecturers, 30% (3), and university students, 53.8% (120), felt that the school would benefit in the

long term. There was concurrence amongst the lecturers, 100% (10), supervisors, 83.3% (5), and

students, 75.3% (168), that the work of the students in the school benefited the learners (Figure

7.16). However, only about half the lecturers, 50% (5), and university students, 64.5% (144),
agreed that the course benefited the school educators.

162



Figure 7.16: Course benefits
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Most ofthe lecturers, 90% (9), and supervisors, 83.3% (5), were of the opinion that the

Interdisciplinary Health Promotion course would benefit the faculties in the short term; fewer

lecturers, 50% (5), and supervisors, 66.6% (4), agreed that it would benefit the faculties in the

medium term; and still fewer lecturers, 40% (4), feit it would benefit the faculty in the long term

(Figure 7.16).

On the benefits of the Interdisciplinary Health Promotion course to the community, Figure 7.16

illustrates that just over half the lecturers, 60% (6), and 66.6% (4) of the supervisors felt that it

would benefit the community in the short term; 50% (3) of the supervisors and 20 % (2) of the

lecturers agreed that it would benefit to the community in the medium term; and 30% (3) of the

lecturers thought that it would benefit the community in the long term.

A sizeable number of the students, 75.3% (168), and lecturers, 70% (7), in contrast to 16.7% (1)

of the supervisors, felt that they had benefited from working with school communities which had

a cultural and language background other than their own (Figure 7.16). A substantial number of

the students, 72.6% (162), in contrast to the lecturers, 40% (4), and supervisors, 33.3% (2), felt
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that their work at the school made them aware of some of their own stereotypes and prejudices
(Figure 7.16).

7.2.7.2 Summary

The majority of lecturers were better informed about health promotion theory and practice. It led

them to reconsider their former attitudes about health promotion and its importance in schools. A

good understanding of interdisciplinary partnerships and skills in health promotion application

was gained amongst all the respondents. Furthermore, the course was perceived as having been

of value to and making a positive impact on the school community. However, the school,

university and community would benefit from the Interdisciplinary Health Promotion course in

the short term only. The lecturers and university students benefited from working with the school

communities which had a cultural and language background other than their own. The work in

the schools made the university students aware of some of their own stereotypes and prejudices.

7.3 SUMMARY OF CHAPTER

To reiterate, the aim of the study was to evaluate the perceived effectiveness and the impact on

the stakeholders of the Interdisciplinary Health Promotion course with the aim of developing an

appropriate framework to guide the teaching of health promotion at higher education institutions
in South Africa.

This chapter presented the demographic data of the various stakeholders involved in the course

and evaluated the curriculum aspect of the course in terms of twenty criteria. The main findings

of the evaluation of the curriculum will now be presented.

It was found that course was aligned to the faculty's mission and goals and that it was up-to-date

with the development in the field of health promotion. The university students gained an

understanding of the concept of health and its impact on their own lifestyles. There was

satisfaction amongst all the respondents with the management and administration of the course.

The lecturers had adequate knowledge to teach the course and encouraged critical and divergent

thinking. Furthermore, the course caused lecturers to be better informed about health promotion

theory and practice. It led them to reconsider their former attitudes about health promotion and

its importance in schools.
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Only half the university students felt that their progress during the course was monitored and

fewer than half felt that the formative assessments helped them to recognize their strengths and

weaknesses. In particular, some students expressed difficulties with the writing of the critical

incident journal and felt that it should be a structured assessment task. The school educators'

assessment of the students should contribute to the students' overall final assessment mark.

Training was needed in the university's assessment policy and procedures for the university staff.

Course topics were dealt with in sufficient depth and the assignments were clear, specific and

related to the course outcomes. However, because the course was located in a poverty-stricken

community, theory on poverty, justice, crime, fundraising, networking and interdisciplinary
teamwork should be included in the course.

Library resources complemented the content covered in the course, even though there were not

enough resources in the library for the number of university students participating in the course.

The results also revealed that the university venues were not suitable for the teaching and

learning strategy, that is, the small group facilitation adopted in the Interdisciplinary Health
Promotion course

The fieldwork was the most liked aspect of the course and the one from which the university

students learnt the most. The schools were viewed as suitable placement sites for teaching and

learning about health promotion. Lecturers and supervisors felt that more time was needed to

fulfill their supervision duties at the schools. Importantly, it was noted that the course outcomes
did not meet the needs of the communities surrounding the school.

Working in an interdisciplinary manner allowed the students to learn and develop a better

understanding of the role and contributions that the various professions play in health promotion

in a community. In addition, an interdisciplinary approach helped the students to recognize their

strengths and weaknesses in their own and other disciplines. A good understanding of

interdisciplinary partnerships and skills in health promotion application was gained amongst all

the respondents. The challenges of interdisciplinary teaching and learning included stereotyping,

power relations within the groups, and accessibility to group members from other disciplines.
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The course was perceived as having been of value to and having a positive impact on the school

communities. The schools, university and communities benefited optimally from the

Interdisciplinary Health Promotion course in the short term. Lecturers and university students

benefited from working with school communities which had a cultural and language background

other than their own. The work in the schools made the students aware of some of their own

stereotypes and prejudices.

The evaluation of the curriculum by all the stakeholders resulted in the identification of the

strengths and weaknesses of the Interdisciplinary Health Promotion course. The results have

highlighted those aspects of the course which need to be strengthened or improved to better

achieve its goals. The perceptions and experiences of the stakeholders involved in the

Interdisciplinary Health Promotion course in relation to the course curriculum were also

highlighted.

The following chapter will present the findings of the evaluation of the community-based

learning aspect of the course.
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CHAPTER EIGHT

FINDINGS: COMMUNITY-BASED LEARNING

This study was a programme evaluation that used an explanatory sequential mixed methods

approach by including both qualitative and quantitative research methods. It was designed to

answer key questions about the perceptions and experiences of the Interdisciplinary Health

Promotion course and its impact on various stakeholders operating in two different settings,

those of the university and primary schools in 'disadvantaged' communities. An evaluation

matrix was developed to guide the evaluation of the programme; it included three core concepts,

which were the curriculum, community-based learning and university-school collaboration.

This chapter presents the findings as they relate to the core concept of the study, that is, the

community-based learning aspect of the module.

Six key indicators guided the evaluation of this core concept:

1. Philosophy and Principles
2. Faculty and Student Interaction
3. Sensitivity to Cultural Diversity
4. Coordination of Community-based Learning
5. Role in Community-based Learning
6. Personal and Professional Development.

Criteria were identified for each key component to further assess in detail the community-based

learning aspect of the module. The findings are now presented for each criterion in relation to the

key indicators.

8.1 PIDLOSOPHY AND PRINCIPLES

Two criteria were used to evaluate the philosophy and principles of the module. The findings

will now be presented under each of these criteria:

1. Community-based learning philosophy and principles are understood by the university
students and staff.

2. The community-based learning meets the needs of the stakeholders.
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8.1.1 Criterion 1: Community-based learning philosophy and principles are understood
by the university students and staff.

The results reveal that only 68% (153) of the university students indicated that they were familiar

with the concept of community-based learning, although most of the lecturers, 90% (9), and

supervisors, 83.3% (5), understood the principles of community-based learning. There seemed to

be consensus amongst most of the students that community-based learning is related to learning

about communities, understanding how the communities function, what their needs are and how

they can be empowered. This is what two university students from two different disciplines had

to say about their understanding of community-based learning:

"To understand how the community functions ....and thereby imply your role into the
community due to what you find as problematic in the community and then you address it
with necessary instructions and health professional's help. "
(physiotherapy students' FGD)

"I think that community-based learning is instead of someone like telling you say for
example we have a problems in the community you actually go out into the community
and find out for yourself what's going on. "
(Dentistry students' FGD)

It was interesting to note that the university students' understanding of community-based

learning also encompassed the empowerment of communities. The following responses were

from three university students from three different disciplines.

"To also empower them (the community) with your skills. "
(Human ecology students' FGD)

"How to utilize resources in the community to networking till you get the resources to
work for the project. "
(Social work students' FGD)

"Going into the community basically and seeing what you can learn from them and what
you can teach them. "
(Oral hygiene students' FGD)

The lecturers were asked to share their perspectives on their understanding of community-based

learning in the context of higher education. The responses are categorized into five core

viewpoints. The first view is that community-based learning is about' learning within the

community.' This is illustrated by the following quotation:
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" ... it's learning that takes place within the community as opposed to the university ... "
(Lecturers' FGD)

The second and third views are that community-based learning provides an opportunity for

university students to be exposed to real life experience and to community dynamics, for

example, the community's culture, which they may never otherwise be exposed to. This is what

two participant had to say:
"For me it's also exposure, student to the real world and lfind that (unclear) learning, it
does make students more socially conscious what's going on around them and again it's
applying theory that you're teaching in class, that's not, you know sometimes when
~~~~~~~~~~~ro~~~~~~~~~
they find out things, these things do exist but in different situations we need to learn to
adapt them knowledge that we've got, so, that's how Ifee! it works (unclear)."
(Lecturers' FGD)

"In addition, they're learning, they're learning all the material that is more broad and it
is in the community, the different dynamics that come out, that are connected to things ...
so they get to learn about all those dynamics for example a student goes into the
community er ... maybe, culture could be something that the student gets exposed to which
is a new thing we don't experience that most of the times in the classroom... if there are
things that are going on in the community, functioning of the community, that they get
exposed to .... "
(Lecturers' FGD)

Connecting theory to practice was the fourth viewpoint, and was seen as an important element of

community-based learning, as shown in the following quotation:

"There needs to be a practical element attached. So the whole community-based learning
for me is, I think as colleagues have said that it's an extension of the theory. Students get
an opportunity to go out actually to implement and see whether this theory works and I
think that's important because once the students make the connection that this theory
works and what we're talking in class and the lectures actually seem to make sense, they
understand it, they grasp it and this is much better for them in terms of implementation.
It's been proven that er ... you learn better by doing so try it out to see what works but
you also have to bring it back to class and to actually use those real life examples, and to
speak about their experiences ..."
(Lecturers' FGD)

The fifth viewpoint that was raised was about the' influence of community issues on the

curriculum. ' The participants agreed that community-based learning allows you to teach issues

that are relevant and that affect the community, and this informs what is taught and how the
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subject matter is taught to the university students. It was also noted during the focus group

discussion that community-based learning is a fairly dynamic process, because it also allows one

to make changes and to shift the focus in the curriculum to a priority or need. This is what one

lecturer had to say:

"Erm ... But I think the other thing is that the actual material, the content of the learning
can be quite profoundly influenced by the community, so you might be teaching them one
thing in the clinic but when you take that into the community setting they suddenly attach
a meaning and the priority of the community will take on the health care might be quite
different to that the other lecturers and clinicians have been projecting, so their learning
material actually changes. Priority shifts, insights change, hopefully some of that comes
back into the curriculum so when you teach your next theory course you modify the
material you teach because of what communities have paid back to you. So I would say
those are the two important things. I certainly find that I always, I've always done
something new ultimately and that changes the way Ifeel next time, either the way I've
communicated or the actual material, message is different ..."
(Lecturers' FGD)

8.1.2 Criterion 2: The community-based learning meets the needs of the
stakeholders.

A large number of the university students, 70.8% (l58), lecturers, 80% (8), and all the

supervisors, 100% (6), concurred that the school was an ideal placement to learn about health

promotion. Both the lecturers, 90% (9), and students, 67.7% (151), felt that health promotion

programmes implemented by the students in the school complemented the needs expressed by

the school. Similarly, both lecturers, 90% (9), and students, 54.2% (121), and all the supervisors,

100% (6), concurred that the expected outcomes of the module were met. A substantial number

of students, 72.2% (161), and all the lecturers, 100% (lO), felt that they had learnt from the

school. All the lecturers, 100% (10), and supervisors, 100% (6), and a fair number of university

students, 64.5% (144), believed that the school offered insights that the lectures or reading could

not. Similarly, all the lecturers, 100% (10), and a fair number of the students, 68.6% (153), felt

that they had a better understanding of the issues and challenges that confronted the school.

Importantly, a majority of the university students, 72.6% (162), felt that the community-based

learning aspect of the course showed them how to become more involved in a community.
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Figure 8.1: Stakeholder perceptions
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Many of the students, 61.5% (137), were of the opinion that they would have preferred spending

more time in the school, as opposed to only 36.3% (81) who felt that they would have learned

more if more time had been spent in the classroom. Seven lecturers, 70% (7), disagreed that the

university students would have learnt more if more time had been spent in the classroom instead

of the school. There was concurrence amongst the majority of lecturers, 90% (9), and all the

supervisors, 100% (6), and a fair number of the students, 64.6% (144), that the health promotion

programmes implemented in the schools helped the students to learn how to plan, implement and

evaluate a project in a community setting. Over half of the lecturers, 60% (6), and students, 65%

(145), were in agreement that codes for professional conduct and safety existed. Fourteen

(22.2%) of school educators felt that to some extent there was a mismatch between the university

students' course goals and the schools' needs.
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Figure 8.2: Community-based learning (CBL) in the schools
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8.1.3 Summary
In summary, the university students, lecturers and supervisors understood the philosophy and

principles of community-based learning. This was defined as learning about communities and

their needs; understanding how the communities function and their dynamics; how to empower

communities; connecting theory to practice; learning within the community; and having a 'real

life' experience in the community. The health promotion programmes implemented in the

schools helped the students to learn how to plan, implement and evaluate a project in a

community setting. The findings suggest that the school was an ideal placement for university

students to learn about health promotion and its application. It is noteworthy that fourteen school

educators felt that to some extent there was a mismatch between the students' course goals and

school needs.



8.2 FACULTY AND STUDENT INTERACTION

Two criteria were used to evaluate the faculty and student interaction during the community-

based learning aspect of the course.

1. University students and staff are prepared for community-based learning.
2. Monitoring and supervision are done systematically and regularly.

8.2.1 Criterion 3: University students and staff are prepared for community-based
learning

Of the university students, 64.6% (114) revealed that the lecturers prepared them well to work in

the schools. This, however, was not supported in the focus group discussions with the students

where it appeared that the greatest challenges that they experienced was due to their feeling

inadequately prepared for the community-based learning aspect of the course. This was reflected

in the following quotations:

"...we weren't prepared for the course. Because when we got there we did not know
exactly what was expected of us. "
"I also think we should have been given more preparation and told more specifically of
what to do when we got there. "
"I think it takes a while to get the idea of what we are supposed to do in this community
and] think we could be well/better prepared in the future like take its outline but before
end because this is the kind of issues you need to address and focus on our list and
prepare ourselves when we go out and not waste time when doing the field work and
getting what's on the other community. "
(physiotherapy students' FGD)

"We were all divided into groups so each one was different. ] remember with our group
we basically just went there and then it was quite overwhelming the first time, because we
really didn't know what was expected of us and what to do with the children and things
like that. It was my experience, ] don't know. "
"Basically] think one of the major problems was we weren't given too much about the
background of the children we were supposed to be with. Thus when we got there we
basically like trying to add value we didn't know anything about basically, until we were
told to start the programme with them. Basically we had to learn from our first
introduction day of the programme. We had to learn to figure out and take things from
what we saw from the children and basically develop our problem from that. "
(Oral hygiene students' FGD)

In contrast to what was said above about the lack of preparation, other participants felt that they

were well prepared for the community-based learning aspect of the course. This is what one

participant said:
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" Fortunately for us we were prepared well, in other words we knew what we were going
to do there and what we were going to deliver and what we expected from the children
also and we also liaised with the teacher as to how we were going to put it across to
them ... "
(Natural medicine students' FGD)

Interestingly, only half of the lecturers, 50% (5), as opposed to all the supervisors, 100% (6),

indicated that the university students were well prepared for their health promotion programmes

in the schools. However, there was a feeling amongst the students that the school educators and

the learners were not aware that they would be placed in their classroom every Thursday for six

sessions. This suggested that there was a breakdown in communication between the university

and the school; according to the students, this led to unrealistic expectations on the part of the

school community. This is what a few participants had to say:

" ... but I think the children were not prepared for us because when we went to the class
that we were assigned to, the teacher told the students then, why we were there and what
we were going to do, so they were not prepared for us."
"Like the principal just knew that we had come but they didn't know what we were doing,
what's your aim and they knew we had come to see and speak to the children that were
all they knew. "
(Social work students' FGD)

"Like the school we went to were unorganized ... "
(Dietetics students' FGD)

"I just felt that at my school I was at, expectation was too high from the school. Because
as they were taking us through the principal was giving us tools like we need kitchen
equipment, we need garden maid so I think the expectation was too high. I think there
wasn't proper communication between the university and the school as to what actually
was going to happen and what we were going to do. "
(Dentistry students' FGD)

The lecturers were asked how they felt about their own preparation for community-based

learning. There were opposing views on the issue, with more of the lecturers feeling fairly

confident that their training provided them with adequate preparation to teach this community-

based course. However, there was an argument that most health science lecturers were

essentially clinicians and were not necessarily trained in the pedagogy of community-based

learning. A lecturer in the focus group discussion argued that a special cadre of lecturers was
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drawn to this type of learning, which was based on personal choice. This is what the lecturer

said:

"There's an interesting comment. Er ...1 thought at Dentistry there is very little in the
dental training that prepares you for this, and the Health Sciences are notorious for
recruiting clinical staff into jobs which are actually academic, teaching and research for
which you have had no prior training whatsoever, including especially the community
parts of it. I think what you've got is you've got a self selected group here who have
found their way into these community-based or public-health-related bits of their
profession and have in that way, not through their formal training but by making afew
choices, career choices, located themselves in there. That's what Iwill say is my
experience. Ichose to work in a community for my first job, in a squatter community.
Er ... it was a choice which Imade probably for being in contrast to every other classmate
in the profession as it's usually practiced. Isuspect that other people didn't make those
kinds of choices and that is why they come in with a different mindset right from the
beginning, which made a community-based teaching more natural than they're doing.
Er ... infact, ja, Ihave never heard if Ihave a didactic lecture sitting, I like the
engagements and interaction with students and that might be a personality thing, it's not
a dental profession thing ... "
(Lecturers' FGD)

The overwhelming situation that the university students found themselves in at the schools

presented them with a challenge, as one lecturer noted:

"I think also the fact that students were always exposed to corporal punishment in their
schooling system and their training they were taught it was outlawed but then they're
confronted with issues like that and also the sizes of the class and conditions in the school
because it was quite challenging. "
(Lecturers' FGD)

The school educators were asked to rate their level of satisfaction with their involvement in the

interdisciplinary course and the majority of the responses showed that they were generally

satisfied with their involvement in the programme (Figure 8.3). A substantial number of school

educators, 71.4% (45), indicated that they were satisfied with the quality of the university

students' work (Figure 8.3). Over half of the school educators, 54% (34), felt that they were

satisfied with the feedback and input into the planning of the interdisciplinary health promotion

course (Figure 8.3). They were also satisfied with the scope and timing of the interdisciplinary

health promotion module, 54% (34) (Figure 8.3). A fair number of school educators, 61.9% (39),

felt satisfied with the quality of their interaction with the students, with the lecturers, 55.6% (35),

and with the supervisors, 49.9% (31), (Figure 8.3). A number of school educators, 44.4% (28),
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were dissatisfied with the interaction with the university administrative staff (Figure 8.3). The

responses indicated that 45.9% (39) of school educators disagreed with the suggestion that the

university students were not well prepared to work in the school, and 44% (28) of school

educators indicated that the time the students spent in the school was sufficient (Figure 8.3).

Figure 8.3: Satisfaction level of school educators

• Educators

8.2.2 Criterion 4: Monitoring and supervision is done systematically and regularly.

The university students were accompanied by their lecturer and a supervisor during each visit to

the school in the community (Appendix I and uwe, 2006). The main role of the lecturer and

supervisor was to supervise the health promotion projects, to facilitate and assess the learning of

the students in the community (UWe, 2006).

Feedback and input into the planning of the
course

Quality of interaction with the students

Quality of interaction with the supervisors

Quality of interaction with the university
admin staff

Quality of students' work

Scope and timing of the course

Time students spent in the schools is
sufficient

University students are well prepared to work
in the school

o 10 20 30 40 50 60 70 80

Percentage

A fair number of the students, 61.4% (137), agreed that the monitoring and supervision by the

faculty staff were done in a systematic and regular fashion and this was supported by all the

lecturers and supervisors. Formal feedback took place during the theory classes after the school

visit (Appendix I) during the following week, and just over half, 54.3% (121), of the students felt
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that the feedback they received from the lecturer or supervisor enabled them to recognize their

strengths and weaknesses in their work. Likewise, of the lecturers, 90% (9) felt that the feedback

from the university students enabled them to recognize the strengths and weaknesses in their

teaching approach to the health promotion activities in the school. Similarly, of the supervisors,

66.7% (4) felt that the feedback they received from the students enabled them to recognize the

strengths and weaknesses in their supervision, and that they learnt from the school where they

supervised. More than half of the students, 67.7% (151), indicated that they were satisfied with

the supervision provided by the supervisors in the schools.

8.2.3 Summary
It is noteworthy that the faculty staff and student interaction during the community-based

learning aspect of the course had fairly positive responses from all the respondents. Some

students felt that there was lack of preparation for them in readiness for community-based

learning. However, some of the lecturers felt fairly confident that their training provided them

with adequate knowledge to teach this community-based learning course. Some students felt

there was a breakdown in communication between the university and the school which led to

unrealistic expectations on the part of the school community. The majority of the school

educators were satisfied with their involvement in the Interdisciplinary Health Promotion course.

There was consensus amongst the students, lecturers and supervisors that the monitoring and

supervision of the students at the schools were done systematically and regularly.

8.3 SENSITIVITY TO CULTURAL DIVERSITY

The following criterion was used to evaluate the sensitivity to cultural diversity of the university

students and faculty staff.

1. The students, lecturers and supervisors are comfortable working in a culturally diverse
community.

8.3.1 Criterion 5: The university students, lecturers and supervisors are
comfortable working in a culturally diverse community.

In the open-ended questions, the students were asked about new knowledge, skills, and attitudes

they had gained through participating in the course. Four key issues emerged from the results:
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1. Learning about diversity. The students felt that the course gave them an opportunity to
learn about different cultures of people through being exposed to their community and by
interacting with them:

"To interact with a diverse group of people from different backgrounds,
upbringings and cultures. "
"Learning about different cultures. "
(University students' open-ended responses)

2. Interacting with diverse cultures. There seems to be an agreement that during the
community-based learning aspect of the course the university students learnt how to work
with diverse cultures:

"How to deal with learners who were from different cultures. "
"Learning to deal with human diversity. "
"How to deal with children from a different background to mine. "
"Interaction between cultures and races. "
(University students' open-ended responses)

3. Transformation. The students reported that through their interactions with the school
communities many of their former prejudices and misconceptions about different racial
and cultural groups were transformed. They felt that they had learnt to respect others:

"Respect others no matter what their culture or language. "
"Respect different cultures. "
"Respect people's culture and language and accept people for who they are. "
(University students' open-ended responses)

There also seems to be a sense from the students that they also developed a non-judgmental
and a non-prejudicial attitude toward other cultures and communities:

"Non-judgmental towards others. "
"Prejudices were no longer as prominent as before. "
"My eyes were opened to another community. "
"To work with kids from a community other than my own and many of the
misconceptions I had were removed. "
"Interacting with the children from Delft was a very humbling experience"
"It broke down all my social prejudices. "
(University students' open-ended responses)

4. Empowerment. Several university students felt that "learning the skill of interacting with
culturally diverse communities" and "the fact that we went to other communities to see
how they live which is different from mine" meant that they would be better prepared to
work with diverse cultures once they had qualified as health professionals, or as another
respondent expressed it: "As a social work student it is challenging, because I have to
deal with the client of different cultures. " (University students' open-ended responses).

For the lecturers, too, it was fairly clear from the majority that they felt they had developed an

"insight into different communities, " had become "sensitive to culture and diversity issues, " and
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had developed an "appreciation of the struggle for education in a deprived community by the

school staff and learners" (Lecturers' open-ended responses).

The results also revealed that all the lecturers, 100% (10), and a substantial number of the

students, 71.3% (159), concurred that they felt comfortable interacting with the school

community. The diverse composition of the university students in terms of race and language

(see the demographic information as presented in Figure 7.2 in Chapter Seven) was a

contributing factor which allowed them to feel comfortable when they interacted with the

culturally diverse group ofleamers, as was indicated by 74.5% (166) of the students.

The medium of instruction in most schools in Delft, Westbank and Eerste River was Afrikaans.

Effective communication is a vital strategy in health promotion. One of the themes which

emerged from the student survey was that language was experienced as a barrier in the module.

To further understand this challenge, the researcher asked the university students to share their

views on whether they perceived 'language' to be a barrier in their community-based learning

experience. The results revealed that there was no consensus on this issue. Some students felt

that it was not a problem, as suggested in the following two quotations:

"I don't think it should be an issue of language problem because one cannot ....and you're
going to speak and you want someone to speak with a language, you need to come up
with a way of communicating. And if you are going to run away from that now when what
you learn doesn't matter now, but itjust make me think now how are you going to explain
with people with different languages when really, when you learn. It is got to come out of
you, anyone he said that, one person will understand whatever language, when you learn
is going to be examined.
(Occupational therapy students' FGD)

"I personally don't care to be such a big problem because in every group there must be
one person who understand English or Afrikaans and if you don't understand Afrikaans
or English you can just ask like group on group in terms of interpretation. "
(Occupational therapy students' FGD)

"We also used like visual things instead of speaking to communicate to them, but we had
Afrikaans students in our group so students were talking. "
(Dentistry students' FGD)

Others felt that it presented a barrier and experienced difficulty in their health promotion activity,

as can be seen in the following quotations.
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"I was the only Afrikaans-speaking student there and I had to do everything. I had to
prepare in terms of presenting and to give a feedback on everything I had to do. It was
frustrating. "
(Social work students' FGD)

"It was more like there were few Afrikaans university students if we can put it that way
and then like, I can speak the Afrikaans but I can't speak some of the Afrikaans, like they
(learners) speak and then I could say something and they look at me and laugh or not
know what am I talking about. "
(Oral hygiene students' FGD)

In comparing the data from the different data sets, it seems that from the surveys some university

students, 43.1% (98), and six (60%) of the lecturers concurred that a language barrier existed

between the students and the learners which led to communication difficulties. In the open-ended

questions, several university students also reported the language barrier as a difficulty that they

had experienced and also as one of the most disliked aspects of the course, as verified by the

following comments:

"I had to speak Afrikaans, it stopped me from working to my fullest ability. "
"I had a language barrier, I could not understand Afrikaans. "
"Some students wanted to help but because of language barriers could not. "
"Difficulties with Afrikaans as children communicated only in Afrikaans. "
"Afrikaans - can't speak language at all. "
"Language barrier; groups were not well divided; did not benefit the pupils at school; it
served as a stress and frustration for students. "
"The work too difficult especially ifyou are Afrikaans speaking, had to translate the
course reader to English. "
"It was frustrating to work with people that did not understand Afrikaans. "
(University students' open-ended responses)

The supervisors also felt that the "language barriers between the students and learners need to

be overcome," and the "students need to know in advance about the school context before

meeting school educators" (Supervisors' FGD). The school educators also cited the language

barrier as an obstacle between the primary school learners and the university students. This is

what some of them had to say:

"Language problem for students. "
"My class is "Afrikaans, " they prepared in English. "
"Student struggling with language leads to no interaction from students. "
(School educators' FGD)
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The lecturers' focus group discussions also highlighted the language as a challenge, particularly

for the non-Afrikaans and non-Xhosa speakers. This is what one lecturer had to say:

"..and the issue of language, that was certain because we all make the assumption that
most of our students that are in this programme are literally Xhosa speaker but we forget
that we've got a number of students that are Sotho, Tswana, and I'm just making an
assumption that they're Xhosas and that was quite (unclear) that I had to believe last
year in the school, Xhosa was actually the predominant language spoken at the school. "
(Lecturers' FGD)

One of the lecturers, however, felt that the language should not present as a barrier to learning in

the community in this course, as the university students were dealing with young primary school

learners. The lecturer agreed that it was a challenge and that it was an inconvenience, but argued

that the composition of student groups working in the classes could encompass diversity in terms

of language.
"I don't think I would have (unclear) that challenge, and this is what I was saying. It is
the real world and you're not going to change it but you're obviously talking about kids
that are very young and major forms of communication to kids that age are graphic, and
activity and songs. You don't need a lot of language because the articulation of complex
ideas is something that you need a lot of words for but much further down the age scale if
you like and I think it's actually an educational message, learning is a possibility,
students can learn. If you cannot speak the languages, is there another way to
communicate? Then the chances are yes there is but you've got to be much more creative
in thinking about it. The kids are reading comics, they're watching poke man on TV, er ...
pokemon doesn't speak English. There are things that are communicated there in spite of
the language and we've got to pick up on those, so I actually don't think it's such a
barrier, it is a real challenge and it's very inconvenient ...and sitting on day one when
you're not sure how many classes of what language, and the students group themselves
into groups which they prefer, but it's not done along a language line so you can't even
share (unclear) the interpreters will be back so that each group has its one mother
tongue. So they've also got themselves to blame, I don't think it's a such a great loss ... "
(Lecturers' FGD)

A few suggestions from the university students to overcome this barrier were shared with the

researcher; they included the following:

"Make sure that there's someone who speak Afrikaans in each class (in the school). "
(Dentistry students' FGD)

"Learn the other languages. "
(Dentistry students' FGD)
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"Maybe interview people before accepting them into the health promotion course so that
they should have a basic understanding of the languages like Xhosa and Afrikaans as a
basic requirement. Use non verbal communication. "
(Dentistry students' FGD)

"You can sort the groups according to the languages the people (learners) speak so they
can interpret for each other. "
(Dietetics students' FGD)

8.3.2 Summary

In general, the university students, lecturers and supervisors were comfortable working in a

culturally diverse community. The students were given an opportunity to learn about different

cultures through being exposed to their communities and by interacting with them. Many of the

students felt that, through their interactions with the school community, many of their former

prejudices and misconceptions about different racial and cultural groups had been transformed

and that they had learnt to respect others. The majority of the lecturers felt they had developed an

understanding of the community as a result of the experience. Language was cited as a challenge

in the schools for the students, although some students and lecturers felt that there were solutions

to overcome this challenge.

8.4 COORDINATION OF COMMUNITY -BASED LEARNING

The following criterion was used to evaluate the coordination of the community-based learning

aspect of the course:

1. The coordination of community-based learning is effective.

8.4.1 Criterion 6: The coordination of community-based learning is effective.

The Interdisciplinary Health Promotion course involved many stakeholders and efficient

coordination and communication were therefore crucial for the success of this community-based

learning programme. There was unanimity amongst the supervisors, 100% (6), and the majority

of lecturers, 80% (8), and some students, 60% (134), that regular and efficient communication

took place between the university staff and the students (Figure 8.4).
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Figure 8.4: University-school communication
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Figure 8.4 shows that less than half of the school educators, 47.6% (30), felt there was no

communication between the university and the school educators, and about half of the school

educators, 50.8% (32), felt that they knew what was expected from them. However, the majority

of educators in the schools, 69.8% (44), felt that they experienced a problem with making contact

with the university staff (Figure 8.4). More than half of the school educators, 57.1%(36), felt that

they did not have any interactions with university staff and administrators during or after the

programme, and twenty-one (33.3%) felt that they would not know who to call on at the

university for information and assistance (Figure 8.4).

The results revealed that more than half of the university students, 60.5% (135), and lecturers,

60% (6), and all the supervisors, 100% (6), indicated that the school visits were well planned and

organized (Figure 8.5). A substantial number of lecturers, 90% (9), all the supervisors, 100% (6),
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and a fair number of the university students, 72.2% (161), were of the opinion that the travel

arrangements to the schools were well organized (Figure 8.5).
Figure 8.5: Organization of community-based learning
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Figure 8.5 shows that a majority of both lecturers, 80% (8), and supervisors, 66.6% (4),

concurred that effective management procedures were in operation for the coordination of the

community-based learning aspect of the module. The lecturers, 80% (8), supervisors, 83.3% (5),

and university students, 61.8% (138), also concurred that the students were given clear rules and

guidelines to work in the schools (Figure 8.5). The results revealed that the lecturers, 80% (8),

felt that the fieldworker had not prepared the schools well for the fieldwork of the students

(Figure 8.5).

The period of time spent in the school was seen as a challenge by many of the students, 61.5%

(137), who felt that it was far too inadequate, and the majority ofthe lecturers, 80% (8), and
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more than half of the supervisors, 66.6% (4), also felt that they would have preferred the students

to have spent more time in the school. Fifty-one (25.5%) students felt the following about the

timing of the course:

"The course was too short. "
"Time was an issue, it was too short at the school to carry out interventions. "
"Too little time was allocatedfor school visits, " and that there were
"Too few sessions at the school. "
(Students' open-ended responses)

The students also felt that the time spent in the schools should be extended "so that we have

more time to gain the children's trust, " and that there was "little time available to spend with the

children" (Students' open-ended responses).

There was also a sentiment that the "lectures were too long, " and that they should not be

''presented too late in the afternoons" (Students' open-ended responses).

The issue is further highlighted in the following quotation:

"Problems with time. Because once we got there, we only had afew minutes to do one
thing and the other time we weren't sure like how to solve other things because of time. "
(Physiotherapy students' FGD)

A substantial number of school educators, 71.4% (45), felt that the topics dealt with by the

university students were appropriate, and a fair number of school educators, 69.8% (44), felt that

the allocations of students to the various classes were well organized. Similarly, of the school

educators, 66.7% (42) stated that the transport to and from the school was not at all disorganized.

The number of university students placed in the school was deemed as appropriate by forty

(63.5%) school educators, and more than half of the school educators, 55.6% (35), felt that the

students performed as expected. Interestingly, forty-two (66.5%) school educators felt that the

programme in the schools made demands on their time. The implication is that the school

educators saw the programme as a burden and an 'add on' to their workload, and that the

programme was not integrated into the life-orientation programme.

8.4.2 Summary
An effective coordination and communication process was crucial for the success of this

community-based learning programme, as the Interdisciplinary Health Promotion course
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involved many stakeholders. The findings suggest that there was sufficient coordination and

communication between the university students, supervisors and lecturers. However, in contrast

to this, the school educators felt that there was not enough coordination and communication

between them and the university. Attention needs to be given to the role of the fieldworker as

there was a sentiment that the fieldworker had not prepared the schools well for the community-

based learning aspect of the course.

8.5 ROLE OF STAKEHOLDERS IN COMMUNITY -BASED LEARNING

One criterion was used to evaluate the role of the various stakeholders in the interdisciplinary

health promotion module. The stakeholders included the university students, the lecturers, the

supervisors and the school educators at the schools involved in the programme.

8.5.1 Criterion 7: The role of the stakeholders in community-based learning is
clearly defined and understood

The varied roles of stakeholders, that is, of the university students, the lecturers, the school

educators and the supervisors in the community-based learning aspect of the module, will be

described. In addition, the perceptions of their roles by the various stakeholders are described.

During the focus group discussions, the students described various roles they had engaged in

during the community-based learning aspect of the module. Most students saw their role as one

of the following.

An educator:

"Educator, to provide knowledge and information. "
"Educator, because we went there to give the children education. We needed to give
knowledge about illnesses such as we presented about measles. And we actually needed
to talk about these measles because they didn't know. "
(Social work students' FGD)

A health promoter:

"I think it's going out there to promote health and improve quality of education of the
students that we were teaching. "
"To provide the information, to give it out into the school. "
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(Physiotherapy students' FGD)

A change agent:
"Change agents, we try to create positive change in people's lives so that they can live a
harmonious life. "
(Social work students' FGD)

A role model:
"1say a role model, I mean it's kind of a poorer communities that we went into and
underprivileged, they (the learners) would be like well maybe could study further. "
(Dentistry students' FGD)

A liaison:

"The link between the university and the school. "
(Dentistry students' FGD)

Interestingly, all the disciplines which participated in the student focus group discussions agreed

that they had a very important role to play in school-based health promotion. They identified that

role mainly as educating the community. This is highlighted in the following quotations:

"We have a role because most of the problems/conditions that we see can be prevented
just by knowledge of people, just by doing simple things at home. So yes, we have a big
role to play in health promotion in the community. "
(Dentistry students' FGD)

"Education that we do as well. Reaching into the community, if you look at the practice,
when you look at the community-based clinic then it's always the oral hygienists that do
the outreach into the community. So of course we play the largest role. "
(Oral hygiene students' FGD)

"1 think that some people don't really know exactly what physiotherapy does and they
think it's more of massage, stuff like that, we are maintaining a good quality of life
through exercising, and again your physical blood effect. Giving an advising hand to the
community. I think we have a lot to offer to the community. "
(physiotherapy students' FGD)

The school educators were fairly clear about the role ofthe university students. There was

consensus amongst them that they perceived the role of the students as health promotion school

educators, and that the health promotion projects they implemented in the schools were part of

their university course. These viewpoints are illustrated in the following comments:
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"To come and deliver some health promoting activities to the ... to the school children. "
" ...so they came in to teach that little ones about health promotion, so that they can take
that further. "
(School educators' FGD)

The school educators also reported that they had different experiences with the various groups of

university students which varied from year to year and from class to class. This is what

participants had to say:

"The different groups varied. Some years we had very lazy students that just came in and
wasted our time. This year we had a better group. This year we had a great group. 2005
we had a great group; last year's group was disappointing."
(School educators' FGD)

"The group we had last year was fantastic to work with, and. .., especially if you look at
the language difference, and one of them is English and most of us are Afrikaans"
(School educators' FGD)

"Jf I can just start off erm ... last year the students came and they made a valuable
contribution, I mean the kids really enjoyed it. "
(School educators' FGD)

The main roles of the lecturer, as described by the university students, can be summarized as

those of a resource person and facilitator. This is highlighted in the following quotation.

"They were our link/resource. Because they put theory there and the experience and you
can link it together so you have that picture of what is expected of you and how you can
relate it to your theory and that's how you learn from the learning process. "
(Social work students' FGD)

"Whenever we needed help they would help, we just asked. "
(Dietetics students' FGD)

"When we planned the previous day he helped us to say ok this can't work or almost not
worthy at all so that also ...we expected of the lecturers to guide us into what we are
going to do "
(Occupational therapy students' FGD)

"To prepare us well enough so that when we go out there we are not too amazed and we
have to be the best students in the community out there. "
(Natural medicine students' FGD)
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On eliciting the lecturers' views on their role in the community-based learning aspect of the

courses, a consensus was found around three functions. The first function can be described as

'changing of attitudes' as it relates to the students. The following quotation illustrates this:

"For me it was developing the students. Er ... it was developing them more than just their
discipline. Er ... making them look at things at a broader level instead of just being
(unclear) and it was development like we've mentioned earlier, they definitely mature in
that programme, for me they ... you know, they come out at the end of that, learning afew
things about the real world. "
(Lecturers' FGD)

The second function, as identified by the lecturers, was that of supervision of the university

students at the schools in the community.

"In addition, it is also supervision, erm ... you know, liaising with the teachers, just
ensuring that the whole process ... "
(Lecturers' FGD)

The third function was that of facilitator, as illustrated by the following comment:

"And also as the educator, that you don't talk down at them, that you normally guide
them and if they got stuck, you sort of prompted them and gave them some ideas because
it was more like (unclear) the school wasfacilitatingfor them and the learners (unclear)
used to be the go between. .. "
(Lecturers' FGD)

"From the ones that handed in (thejournal), you can actually see their thoughts but
there's very little of them that handed in and you can't prompt them as much as if it was
work or an exercise but the reflections in class helps you just to get a fairer perspective
of what everybody else is going through in their reflections and what happened ... "
(Lecturers' FGD)

An interesting comment was made about the important role that senior lecturers play in the

legitimacy of the community-based learning programmes at the university:

"And that er ... the important aspect that er ... legitimate, I think about it that the
community-based programme struggledfor (unclear) and legitimacy in the eyes of
(unclear) and sequel tasks was the most important thing upper drill build etc. and there
are two factors here, one of them is that there are academics from all the disciplines from
our faculty on the site on the spot doing their work, which says this is an important part
of your curriculum that's why I'm here and the other part is actually to have credited a
piece of some of the senior staffing and we found this with the other first-year academic
literacy programme that you must have a mixture of very senior staff, in some aspects you
need your most senior staff meeting, teaching your most junior students and being a
student can do with the other (unclear) on the programme ... "
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(Lecturers' FGD)

"Junior lecturers, and I think that is actually an important feature for a course like this
because I think it's always going to struggle for legitimacy cause it's always this add on
to the core business of the discipline we're learning and our own personalities and
commitment as well as whatever stages or structure we have, I think helps. "
(Lecturers' FGD)

Lastly, the advocacy role that lecturers should play in the school to get 'buy-in' from the teachers

was emphasized, as illustrated in the following quotation:

" ... but I've always made a point of, well, seeing my role as liaising with them (school
educators) and trying to get them involved because our students always reported that
they were wanted there and I've always motivated them into (unclear) I've kind of seen
that as my role, talking to them and getting them to understand what this programme is
about and where itfits in their clear (unclear) section within the schoo!... "
(Lecturers' FGD)

There seemed be agreement amongst the lecturers that their role extended beyond the university

classroom, allowing them to develop "skills in coordination, teaching and liaising with all key

role players at the placement and networking" (Lecturers FGD).
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The university students expressed both positive and negative feelings with regard to the role of

the school educators. One of the roles that was identified was that the educator should prepare

the class and create a learning environment for the university students, as was expressed by the

following student:

"To organize the class. To keep them quiet and to create a learning environment for
students ... "
(physiotherapy students' FGD)

The students also felt that school educators played an advisory role in that they knew the

background and the main needs of learners with regard to health promotion. Three university

students from three disciplines expressed the following view.

"Since we're dealing with background and the curriculum, what they did, I think the
teacher's role was also to tell us don't do that, you can do that, like modify the activities
that we are trying to as a child learner. To keep them down to the level so that you can
reach them. "
(Physiotherapy students' FGD)



" ... the school educators was to inform us on what we needed to cover as far as risk
behaviour or what the kids needed to know ... "
(Occupational therapy students' FGD)

"The teacher also knew the background of the child. He knew where the child came from
and could tell you this is the background of the child and can advise you on how to
approach the child. "
(Dentistry students' FGD)

"She told us what we should do and what we shouldn't do. "
(Natural medicine students' FGD)

A third role that was identified by the university students was that of a facilitator, as expressed

by this student:

"I just wanted to say that he didn't provide information, hejust participated in the
process, guiding, facilitating, maybe writing stuff on the board which the children need
and answered and something like that ... "
(physiotherapy students' FGD)

Interestingly, one student identified an important role of the educator in the sustainability of the

health promotion projects in the school:

"I think they were also supposed to listen in, like say there were things that we wanted
the next group of students to carry on with and the educator was supposed to listen in
maybe and carry on with that, if they could. "
(physiotherapy students' FGD)

A few university students expressed negative feelings regarding the role that the school

educators played during their visits to the school. The absence of the educator during the

students' presentations was viewed very negatively. This is what five students from different

disciplines had to say:

"My educator really didn't let us do what we were supposed to do. She used to take over
completely and it was quite challenging at the beginning. "
(Oral hygiene students' FGD)

"... Sometimes they (school educators) just left, and just you know have a nice tea, while
you're busy." "My teacher was never there. "
(Physiotherapy students' FGD)
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"Their contribution was very limited. "
(Social work students' FGD)

"Ours (educator) wasn't present, she came the first time, and she never talked to us at
all, I don't know whether she was needed otherwise she wasn't there. "
(Natural medicine students' FGD)

There seemed to be consensus amongst the lecturers about the role played by the school

educators, which was mainly that they undertook a supervisory role with the students,

reinforcing what was taught in the university classroom. The fact that the school educators knew

the children and their background was deemed a very crucial aspect in the health promotion

programme at the school. This is illustrated in the following quotation:

" ... but the school that I was taking students to, each year they seemed to be getting
better injust gently guiding the students, and you know... but as there's an example
where the teacher took the students aside and said now, listen if you want to
communicate with these little grade ones, you must get down to their level, stuff that I
told them in any case in the class but I mean she helped them to sort of get the technique
of teaching right so they could get through to the kids and I appreciated that but
fortunately I haven't had people walking out when we come in erm ... but for a few years,
it has happened. Erm ... but they have, they have a very important role I think because
they know the kids, what we did find and I think er ... the students were wide eyed, as on
the second week, one of the teachers was absent and they were on their own and there
was just a riot, and then they realized only they all have a lot more respect for teachers
but into this ... you know .. "
(Lecturers' FGD)

The school educators identified four key roles that they played in the health promotion

programme at their schools:

1. Orientation of the university students to the school
2. Highlighting the needs of the community
3. Highlighting the needs of the learners
4. Providing support and guidance.

The school educators felt that the introduction of the university students to the 'context' in

community-based education was a very important principle, because it allowed the students to

understand the dynamics, strengths and weaknesses, and needs of a particular community. This

role is clearly articulated in the following quotations:

"Also, when the students first arrive, it helps if the educator canjust set the tone;
introduce the learners to the students ... "
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"So that, everybody isjust introduced to each other and we're just put on the same page
so to speak. .. "
"Placing students in various classes. It was about four students in each class but in grade
three there were only two classes involved and the students were then placed in these two
classes. "
(School educators' FGD)

The needs analysis is an important and necessary stage in the community-based learning process,

as it determines the health project that the students will be implementing at the school. During

this phase, the school educators agreed that their role was to highlight the strengths and

weaknesses of the community, and sensitize the students to the main needs of the community in

general, as illustrated in the following comments:

"Introducing the community - its strengths and weaknesses to students. "
"... and we pointed out to them more about the weak and strong points in our community
and the things experienced by our children. "
(School educators' FGD)

At a classroom level, the school educators emphasized that one oftheir roles was to highlight the

main needs of the learners in relation to health promotion and to the life orientation curriculum.

They also agreed that the students should delve deeper into the topics which would assist them in

terms of attaining their learning outcomes for the life orientation learning area. The following

quotations illustrate this viewpoint:

"... they started there where we really know what the problems are, for example the
students with me did feeding, the food pyramid and for the kids it was something new
because the kids did not really know and many of the problems that they experience like
sicknesses they had and white spots, the sores also came as a result of not eating
properly and for them it was something new and in a way we also involved the parents by
looking at their food-packs and we as school educators ensured that the students, when
they begin, when they come to know where to start and their lessons, ... lessons must be
adapted to the needs of the child, and so we also assisted in a way we can. "
"... the role they fulfilled with the health promotion, it also coincided with what we were
already doing, but what we were doing is actually (unclear) because we got so little time
to do many of the things, that they actually made our task easier by being more
thorough. "
(School educators' FGD)

The third role identified was that of giving advice and support to the university students. This

role is very important in that it contributes to the smooth running and coherency of the

programme at the schools. The school educators agreed that they should place the students in the
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various classes, assist them with control of the learners in the classroom, and with the teaching

methods used in their project. The following quotations confirm this viewpoint:

" ... it was more when it came to the role of assisting with discipline, then we helped and
looked at what we can do to make their task easier. "
"What I actually told the teachers is that when the students are there, they should be in
the class because it's not the time for them to be outside, they should be there, they have
to supervise at all times and they need to help whenever the students need some help, so
it's not like time out for them."
" ... They should advise the students also, should they ask for any advice, and support
them. "
(School educators' FGD)

However, it would appear that many of the university students did not know who their supervisor

was and what his/her role was; this is reflected in the following quotations:

"At our group we didn't have contact with the supervisor. "
(Oral hygiene students' FGD)

"I didn't even know that we had a supervisor. "
(Social work students' FGD)

Several students also acknowledged the supervisor and perceived his/her role to be mainly as an

observer:

"They just looked and observed. "
(Dentistry students' FGD)

"He never gave any comments, he was just there. "
(Oral hygiene students' FGD)

"Our supervisor spoke only once. I can't remember what she spoke about but she spoke
to us about somethingfrom previous health promotion thing. "
(Oral hygiene students' FGD)

A few students also expressed their views on what they perceived as the role of the supervisor,

which was to give guidance and act as an assessor:

"To see whether we are on the right track and whether the students actually understand
that what we want to bring to them and to refine our work actually, and to mark us. "
(physiotherapy students' FGD)
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There seemed to be agreement amongst the lecturers on what was expected of the supervisor, as

illustrated by this quote:



"Well, my experience with the supervisor was very helpful because he was a guidance to
the students, you know, directing them, what they were doing and ... you know I didn't
have to be in every class all the time, so it was helpful, it definitely was. "
(Lecturers' FGD)

However, for some lecturers, their experience of the supervisors was not very positive and

suggested that the supervisors needed to be part of the feedback session, as was done during the

lecture sessions at the university. This is what one lecturer had to say:

"You gotta get the other side of the story. I had problems last year with the supervisor
and he pitchedfor about half the visits. Er, he'd make it ... and, I almost feel that the
supervisor needs to put in an appearance on the lecture day as well when you're talking
about what you're planning and feedback and how to, how to deal with the issues that
have come up in the school, er ... so ok er, next time we must do this but now the
supervisor is not there, so when is he going to get the message, now you going to
remember to speak to him and he doesn't know what you really talking about so I think it
would be, we've got to have a slot at least in the beginning when you're doing a bit of
feedback. It would help. "
(Lecturers' FGD)

8.5.2 Summary
In summary, the university students understood their role in the schools as health school

educators, as role models, as change agents and as liaison between the university and the school.

The school educators perceived the role of the university students predominantly as health

promotion educators.

The lecturers understood their role in the schools as that of changing the attitudes of the

university students, supervising them at the schools, facilitating knowledge, and advocating for

the continuity and follow-up of the health promotion projects in the schools. The role of the

lecturer as understood by the university students was that of a resource person and facilitator.

The role of the school educators as perceived by the university students and the school educators

was to prepare the class, so as to create a learning environment for the learners and the students,

providing information on the needs of the learners and the school in general. The students and

the lecturers identified two additional roles of the school educators: in the continuation of the

health promotion projects in the schools, and in the supervision of the students
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The role of the supervisor as perceived by the university students was that of an observer, a guide

and an assessor of the students. It was interesting to note that all the stakeholders knew what

their own roles were in the community-based learning aspect of the course but lacked knowledge

of the roles of the other stakeholders.

8.6 PERSONAL AND PROFESSIONAL DEVELOPMENT

The following criterion was used to evaluate the personal and professional development of all the

stakeholders involved in the programme:

1. The community-based learning contributed to the development of all the stakeholders

8.6.1 Criterion 8: The community-based learning contributed to the development
of all the stakeholders.

The analysis of the focus group discussions with the university students revealed that the

students felt that personal growth was a major achievement of the course. This is what two

participants had to say:

"We had, our topic was "child abuse" and "substance abuse" and the class was divided
into groups so each group had to do the poster in terms of substance abuse and so ...It
was a learning experience for them as well as for us because we never knew, because we
expect the children don't know anything. But they know their surroundings they learn a
lot from their environment. "
(Social work students' FGD)

"For me, it was a way of expressing myself and getting message over to students and they
kept listening I think personally, I have done something. "
(physiotherapy students' FGD)

The overwhelming responses from the school educators seem to imply that they experienced

very little or no personal growth during the programme whilst they were in contact with the

university. A fair number of school educators, 61.9% (39), felt that they were not at all involved

with university activities on campus (Figure 8.6). The responses revealed that 36.5% (23) of

school educators felt that they had learnt more about the university programmes and services,

whereas 14.3% (9) felt that they had not learnt anything more about these programmes and

services (Figure 8.6). This is consistent with the 39.7% (25) of school educators at the schools
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who confirmed that they did not have an increased knowledge of university resources during or

after their contact with the university (Figure 8.6). This also explains why 52.4% (33) of school

educators did not plan to take any classes at the university (Figure 8.6).

Figure 8.6: School educators' development
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The school educators were then asked during the focus group discussion to share their thoughts

on what they considered to be the achievements of the health promotion programme. There was

consensus amongst them that the students had had an impact on the learners, as they (the

learners) had easily bonded with the students. This is what one participant had to say:

"I think what I've seen is that sometimes the children share more with the students than
they might have shared with me and, they are younger than us and ...1don't know what,
but Imean, and I've seen that some of the students will even mingle with the children
during break time also, so I think that was something. Even if you look at the children
and say haai but that child is not very talkative but the child is like out of his skin with the
student, that was for me, was something. Because they share things with the student that
they might have not thought to share with me. "
(School educators' FGD)

One of the achievements that was considered important by the school educators was that the

programme managed to involve the parents. The involvement of parents will contribute greatly
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to the success and sustainability of the school-based health promotion programmes because the

impact will not only be on the learners but also on their parents; in tum, this will indirectly have

a long-term an impact on the community. This is illustrated in the following quotation:

"We are especially, with the grade ones, do we have our parents, our parents are rather
excited. They wanted to know what was happening at school and we had to explain that
the students were there and their kids ... and one parent came and I think it was in Mrs
Adams class and said exactly what the students did for the day and explained to the
mother what needs to be done and how, maybe the children see them, for that time the
atmosphere was different between the children and they experienced many other things
with the student, as they said to her and us because they also come from a different
environment, more ... and they also experience something else, from another community
and the students. So the children, you can see that they have learnt somethingfrom this
and it was actually very good for us to see this happening. "
(School educators' FGD)

Another achievement of the programme, as observed by the school educators, was the

commitment that the university students showed toward their projects and the school in general.

There seemed to be appreciation of the students' presence, as it brought a positive atmosphere to

the school and in particular elicited the interest of the learners, and in the process united the

various cultures of the learners:
"Yes, we have many needy children at our school. And there are really students that go
out of their way to get sponsors like Pick 'n Pay who came with a truck and delivered
packs and then we also have one year a kite competition and we have children from
different cultures at our school and this brought the different cultures together. This is
when everybody was outside and everyone's kites blew high in the sky. We had a
winner ... and chose two winners and they won mountain bikes that they also received
from the sponsors. So this brought a bit of unity in our school. "
(School educators' FGD)

It is interesting to note from the responses from the participants in the student focus group

discussion that they felt their involvement in the health promotion programme had caused them

to reflect on their own lives and that in the process they had come to know themselves a bit

better. This revealed in the following quotations:

"They helped me to appreciate the things I have as well ... "
"Basically they helped you a lot to reflect upon yourself and who you are as a person.
Basically seeing where they come from and realizing how you helped them. Your
problems. So basically they just help you become a better person in this world. They
appreciate what you have. "
(Oral hygiene students' FGD)
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The experience of doing a health promotion programme in a school which is situated in a

disadvantaged, poor community also led the participants to realize what was expected from them

personally and how it contributed to their personal growth. The following quotations sum it up

accurately:

"I think it also requires a lot of you as an individual to accept going to the community
and to work with people like you are aware of these things but you must have the
patience to do that otherwise it's not going to work out. "
"Experience, you experience to work in a community. It's not the same as you are used
to. It actually opens up your eyes to how other people live in the community and how you
live ... "
(Human ecology students' FGD)

8.6.2 Summary

Personal growth was one of the major achievements for the university students, lecturers and

supervisors during the course. In contrast, the school educators felt that they had experienced

very little or no personal growth during the programme. However, the school educators

considered the students to have had an impact on the learners and parents whom they managed to

involve in the health promotion projects. This was considered a major achievement of the health

promotion programme. It is noteworthy, though, that the Interdisciplinary Health Promotion

course only had a short-term impact on the school and its the surrounding community.

8.7 SUMMARY OF THE CHAPTER

The evaluation of the community-based learning aspect of the Interdisciplinary Health

Promotion course revealed that in general the university students, lecturers and supervisors

understood the philosophy and principles of community-based learning. The health promotion

programmes implemented in the schools helped the majority of the students to learn how to plan,

carry out and evaluate a health promotion project in a community setting. The findings also

suggest that the school was an ideal placement for university students to learn about health

promotion and its application.

The majority of the school educators were satisfied with their involvement in the

Interdisciplinary Health Promotion course; however, they felt that they had experienced very
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little or no personal growth during the programme. They considered the university students to

have had an impact on the learners and on the parents whom they managed to involve in the

health promotion projects. This was considered a major achievement of the health promotion

programme. However, there was not enough coordination and communication between the

school educators and the university. Furthermore, it was interesting to note that all the

stakeholders knew what their roles were in the community-based learning but lacked the

knowledge of the roles of the other stakeholders.

The university students' interactions with school community transformed many of their former

prejudices and misconceptions about different racial and cultural groups and they learnt to

respect others. However, it is noteworthy that the Interdisciplinary Health Promotion course only

had a short-term impact on the school and its the surrounding community.

The next chapter presents the findings of the evaluation of the collaboration between the

university and the schools.
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CHAPTER NINE

FINDINGS: UNIVERSITY-SCHOOL COLLABORATION

This chapter presents the findings as they relate to the third core concept of the study, university-

school collaboration. The university students applied their interdisciplinary health promotion

knowledge and skills through planning, implementing and evaluating a health promotion project

in the various schools in the Delft, Westbank and Eerste River communities. The success of this

programme depended largely on the relationship and collaboration with the schools where the

programme was implemented. This chapter explores the relationship between the university and

the schools, with the findings being presented under certain criteria. To examine the nature of the

collaboration between the university and the schools, three criteria were used:

1. There is a common understanding of the concept of 'partnership' between the
stakeholders, and a partnership exists between the university and the school.

2. The collaboration between the university and the school is beneficial to all the
stakeholders.

3. The collaboration between the university and the school is sustained.

9.1 Criterion 1: There is a common understanding of the concept of partnership
between the stakeholders, and a partnership exists between the university and the
school.

The participants in the focus group discussions involving the stakeholders, that is, the university

students, lecturers, supervisors and school educators, were first asked to share their views on

their understanding of the concept of 'partnership'. The results revealed that there was consensus

amongst the students that a partnership is a reciprocal relationship in which the partners benefit

from each other and work towards a common goal. This is portrayed in the following quotations:

"1 think it is, if the school allow the university students from the university to practice at
the school, the university students from the university have to give something back, it
benefits both and therefore what we are giving back is a health promotion so 1think each
side benefits out of it. "
(Physiotherapy students' FGD)

"Working together to achieve a common goal. "
(Dentistry students' FGD)

"Especially as two people working together with the aim of achieving certain goals. "
(Social work students' FGD)
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For the school educators, the term 'partnership' meant "working together with equal

contributions with beneficial consequences for all involved in the partnership" (School

educators' FGD). There was also consensus amongst the lecturers who felt that it was a

"relationship between the various partners to work toward one goaf'(Lecturers' FGD).

In summary, it was clear that the various stakeholders' understanding of the term 'partnerships'

involved three principles: equal benefits, a reciprocal relationship and a common goal.

After this discussion, a partnership model, as shown in Figure 9.1, was presented to all the

stakeholders in order to advance the discussion on the understanding the nature of the

collaboration with the stakeholders. This model describes the linkages between the university

and the school. The participants were asked to spend a few minutes studying it, after which the

researcher asked them to share their views on the model.
Figure 9.1: A partnership model

The participants in the psychology students' focus group discussion questioned whether a

partnership did in fact exist, and came to the conclusion that only an agreement between the

university and the schools existed. This is what one participant had to say:
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"Theoretically it (partnership) means each person should contribute equally. I know we
probably benefit from the school by being there and the school if we were doing it one
hundred percent correctly would benefit from us being there but I can't really see how it
was a partnership ...It was more like an agreement. You can use our facilities and our
programme while you here. It's not so much a partnership, it's just an agreement in my
mind"
(psychology students' FGD)

Other university students also felt that, because of the disorganization they experienced at their

particular schools, a partnership could not have existed, as expressed by the following students:

"The schools didn't expect us at all and the principal, I think he was confused with the
dates as well because when we arrived at that time, he realized that the university
students were coming today so when we went to the classes the children were shouting
and we didn't know what was going on, I don't know, the teachers as well. "

"The class Ifacilitated with my partner, the teacher also didn't know about us and we
had to inform her, so I don't think there was any partnership. "
(Social work students' FGD)

"No...wasn't organized, though they didn't expect us to come on first day. "
(Human ecology students' FGD)

It seemed that the responses from these student participants were based on their experiences at

the particular schools where they were based, and that it was not the overall impression of other

participants. This was highlighted by the fact that some students contradicted the aforementioned

views, feeling that a partnership did in fact exist between the schools and the university. This is

what two students had to say:

"Because it (the school) was used beforehand also. They used those schools beforehand
so there had to be partnership between the university and the schools. "
(Dietetic students' FGD)

"I think so because the children knew that last year there were also university students
from university coming to teach them stuff so they actually know, ok, it's from UWe, the
university students that are coming now. So I think they knew that there was something
between (the school) and uwe. "
(physiotherapy students' FGD)

In conclusion, one could say, from the perspective of the university students, that the existence

and nature of the collaboration depended largely on the school context in which each student

found himlherself. This is also clearly underscored by the following quotation:
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"I think it changed from school to school, to be quite honest, and from age to age. We did
not have all the same ages so people with all the children might not have needed the
teachers to play such a big role as typical with the younger children and if there is a
school with a clear cut curriculum as compared to a school with not so a clear
curriculum, it depends on the role that the teachers ...and the principals play, it's an
important role. "
(psychology students' FGD)

It was also noted by the lecturers that the relationship between the university and the schools

varied from school to school, and that having a contact person at the school was crucial since it

aided the smooth running of the programme. This is argued in the following quotations:

"lfind that you would actually have to go find that designated person by making a point
offinding the principal or finding the deputy who's going to (unclear) and probably be
you own liaison person and then, you get the name you get the number from there ... it
would obviously be helpful if you had that upfront. But I've usually found that it happens
after day one. And day one is late and everybody's (unclear) it's always chaos but I mean
it (unclear) gives you reason to organize ... "

"At my school the principal is just, he sort of sees us and he doesn't even come to say
hello, I didn't have a single meeting with him so, this year. That we need somewhere
here, there must be some, there is a contact person, it's not necessarily the principal but
it's a person if I want to now say to him, hey listen, we're only coming an hour late or
something tomorrow, then who must I now phone? I've got the school's number, we need,
the school is the point, so the link person or whatever you call it, and they have done that
sometime, it doesn't absolutely work, but it would really work nice. "
(Lecturers' FGD)

There seemed to be consensus amongst the lecturers that there had to be a link between the

lecturers and the school educators as their experience was that communication with the school

educators only happened once the programme was in progress. It was felt that communication

with the school educators should have been pursued before the programme started, and then

again followed up and monitored in the classroom when the programme was running, as

highlighted in the following quotes:

"The lecturer talks with the educators quite a bit, I do. And they say to me you
must tell them they must rather do this, you know?"

"Just for on-going cooperation, I think if you have good relation between the educators
and the lecturers then it's more successful. Once you're not involved, you just, they're
like somebody who's coming to you to (unclear) so that relationship must be strong. "
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"From my experience, the first time teaching it last year and this year because] had a
good relationship with the educators it was a lot easier to run the programme this year
(unclear) so it does help to have a relationship with the educators, and the principal ... "
(Lecturers' FGD)

Another important aspect of the future organization of the programme in the schools was that

lecturers felt that it would be helpful if they were allocated to the same school, because in that

way a rapport and relationship could develop between the lecturers and school educators.

" ... why you need to know your school educators as well is because] went to the same
school, ] could tell the teachers that would be there, ] could tell the teachers that would
help, assist the university students, ] could tell the one that wouldn't be interested, so it
helped to know who you working with. "
(Lecturers' FGD)

Some lecturers, in their critiques of the partnership model presented in Figure 9.1 above,

maintained that, at a very basic level, it was a fair reflection of what the course wanted to achieve

in terms of communication and its connection with the school. However, the model needed to

reflect the university's policy on who was involved, on how sectors were chosen, and the

linkages with the broader community. This is what one lecturer had to say:

"So depending on what you wanted to do, what you wanted to help you explain, are in,
might as well help you come up with a different formula and this of course, ] suppose
around the circle of community, that all kinds parent meetings, an anti violence thing, an
HIV thing, what's happening within the schoolfor certain classes while we were busy
out, but they actually ... there was a soup, cake, whole lot of cooking and everything that
happened in one day erm ...those parties are not reflected here but they could be
dependent on what you wanted to explain. ] think that this is the most basic level, ja, you
might want to think of different key critical questions to ask and then the next model,
what model after that. "
(Lecturers' FGD)

There was consensus amongst the lecturers on the need for a workshop to reconceptualise the

model which is currently in operation, as highlighted in the following quotation:

"I think the module really will work, from my experience last year and this year, ] think
we need to look at (unclear) then I felt that (unclear) the content Er ... so, ] think that we
need workshop on that model again. "
(Lecturers' FGD)

There was also consensus amongst the school educators in their focus group discussion that,

despite the problems experienced during the programme, a mechanism was in place to address
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the grievances or problems experienced during the programme. Problems were brought to the

attention of the supervisors and it was felt that in most cases they were addressed by the

university. However, the school educators felt that the partnership with the university was

confined to their involvement only with the university students. This is what two participants had

to say:

"As to what the teacher (miss)! lady said, I can approve/agree, yes. Ifwe now had
grievances as school educators, we would bring it to the attention of the supervisor, ...
the supervisor of uwe and they listened to our grievances and I don't believe we have
problems with the university students, and as said by the lady/miss, uwe is always
prepared to accommodate the problems they have with the university students, for this I
am grateful. If there were some of the school educators or colleagues that complained ...,
I don't know, but so far there are no problems that I know of"

"I will agree with her when she says that the partnership is almost like a separation
(parting), somewhere we separate during the year. There is only communication when it
comes to the university students. "
(School educators' FGD)

In response to the above comments, the participants in the school educators' focus group were

asked to discuss how they perceived their involvement with the university. There seemed to be

an agreement amongst them that their involvement was important because their main roles were

1) in the identification of the problems; 2) to bring them to the attention of the university; and 3)

to identify opportunities for learning, particularly with regard to the university students. This is

highlighted in the following quotations:

"To identify the problems ... to bring it (problems) to your attention and to identify
opportunities ... "
"All staffwas involved. Brainstorming how it will workfor school and learners and put
down criteria. "
" ...assisted with arrangement of classes and things they need in the school. To motivate
school educators and learners to participate and cooperate with university students. "
(School educators' FGD)

The educator survey revealed that thirty-eight (60.3%) of the school educators indicated that

neither they nor representatives from their schools had been involved in the development and

planning of the Interdisciplinary Health Promotion course (Figure 9.2). The survey results

revealed that only two school educators (3.2%) indicated that they had been involved with a

university programme, the Ilwimi programme at their schools, prior to the Interdisciplinary
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Health Promotion course. The survey also revealed that there seemed to be a feeling amongst the

majority oflecturers, 80% (8), and a fair number of university students, 63.2% (141), that the

schools and the university had displayed a commitment toward each other and were supportive

of each other's needs (Figure 9.2). There was also consensus amongst the lecturers, 80% ( 8),

supervisors, 83.3% (5), and students, 56.9% (127), that the balance of power between the

university and the schools was equitable, with no one partner dominating in decision making

(Figure 9.2).
Figure 9.2: University-school collaboration
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Figure 9.2 shows that a fair number of university students, 62.3% (139), and a significant

number oflecturers, 70% (7), and supervisors, 83.3% (5), felt that a functional and productive

relationship between the university and the school was reflected in the health promotion projects

which were carried out at the school. More than half of the students, 56% (125), and a fair

number of lecturers, 60% (6), felt that the students, school educators, lecturers and supervisors

had worked collaboratively on the activities in the school (Figure 9.2). The results also revealed

that all the supervisors, 100% (6), and the majority of lecturers, 70% (7), felt that a partnership

between the university and the schools had existed, even though only 60% (6) lecturers were of
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9.1.1 Summary

In summary, the findings suggest that the term 'partnership' involved three principles: equal

benefits, a reciprocal relationship and common goal. Based on this understanding of the term, the

findings suggest that an 'agreement' rather than a 'partnership' existed between the university

and the schools. It was clear from the findings that the partnership between the university and the

schools had to be reconceptualized to include all the stakeholders involved in health promotion at

the schools. The needs and objectives of each stakeholder in relation to health promotion in the

schools also needed to be considered. The importance of the educator who coordinated the

logistics of the programme in the school was also highlighted, as was the need for the health

promotion programme to address issues outside of the life-orientation curriculum.

the opinion that the interest ofthe school community had been sufficient to support the

development of a partnership with the university (Figure 9.2).

9.2 Criterion 2: The collaboration is beneficial for all stakeholders
Figure 9.3: Stakeholder benefits
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Figure 9.3 shows that the majority of the lecturers, 90% (9), and supervisors, 83.3% (5), and a

fair number of university students, 65.9% (147), felt that all stakeholders, that is, the school

community, the university students and the faculty staff involved in the Interdisciplinary Health

Promotion course, had benefited through their involvement. All the supervisors, 100% (6), and

the majority of lecturers, 90% (9), and a fair number of the students, 67.2% (150), acknowledged

the benefits of being involved in the course and, based on their experience of the course, felt that

that they had gained an understanding of the importance of interdisciplinary partnerships in

health promotion (Figure 9.3). Similarly, both the lecturers, 90% (9), and university students,

69% (154), felt that the subject content learnt during the course could be used in everyday life

(Figure 9.3). The students felt that the benefits that they had gained included: improved

problem-solving skills, 66.8% (149), leadership skills, 74.5% (166), group working skills, 76.3%

(170), and management skills, 72.2% (161) (Figure 9.3). Similarly, all the lecturers felt that they

too had gained these benefits. A fair number of the university students, 64.6% (144), felt that

they had gained knowledge in planning, implementing and evaluating a health promotion project

in a community setting.

The results also indicate that all the supervisors and the majority of lecturers, 80% (8), believed

that their experience in the schools had shown them how to become more involved in the

community. They also felt that they had learnt from the schools in which they supervised. All the

lecturers and supervisors felt that working in partnership with university students, principals,

school educators and learners had been worth the effort. All the supervisors and the majority of

lecturers, 80% (8), felt that the university-school partnership in this course had been successful in

achieving the overall aims as set out for the course. However, in the context of this programme,

there was a feeling amongst some of lecturers that the relationship had not been beneficial to all

those involved. In particular there seemed to be a sense from amongst the lecturers that the

university had benefited more than the schools. This feeling is clearly portrayed in the following

quotation:

"My first thought is that something that both partners can get something valuable out of
after putting something in and I think the schools probably don't get as much as we do
and I think they are at the losing end of the relationship, maybe ... they get something, I
think that is an imbalance that we should address ... "
(Lecturers' FGD)
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In response to the concerns raised above, the researcher asked the lecturers in their focus group

discussion how this imbalance could be addressed. The participants suggested a number of

recommendations that they thought would address this imbalance. The first issue that emerged

was the need for understanding the concept of health promotion and the development of the

health promotion skills or tools needed to improve the health ofthe learners. Some lecturers felt

that, even though certain schools were classified as health-promoting schools, the experience at

these schools was contradictory. One participant felt that this was mainly due to their lack of

understanding of the health-promoting school concept:

"Jf I look at it from the context of what we're teaching them and what the whole
experience is supposed to be, I mean driving through the areas you see big signs there,
this is a health promoting school but I think we need to ask ourselves whether they
actually understand the concept and what it's supposed to mean for that particular
schoo/. What makes that school different from another school and I think maybe they
don't grasp that concept. So we go in you know, with that kind of knowledge, telling the
university students this, they take it in but they're not convinced of the model that we're
trying to use in that school, you know I don't know if you ...because if we tell them these
other things about the health promotion school, but it doesn't come out when you go to
the school because I don't think they know themselves what it's supposed to be. "
(Lecturers' FGD)

It emerged from the lecturers' focus group discussion that there was a need for education and

training of the school educators in the subject area of health promotion. They argued that the

school educators' knowledge of health promotion had an impact both on the learning of the

university students and on that of the learners in their classroom.

"Erm ... from the school educators because I also get a sense that maybe they don't fully
understand what health promotion is, we don't want to sort of undermine their
understanding, their knowledge, their skills so we just assume that they know what health
promotion is, but I agree maybe we should have a session where we just sit with them and
we help them and then better prepare themfor when the university students come because
I get the sense that they don't fully know what to do, and we've come to introduce this
thing and the kids get a lot out of it but the educators, I think there need to be ... "
(Lecturers' FGD)

It was the contention of the lecturers that the imbalance in the benefits derived from the

programme, particularly for the school, was largely due to the fact that the university was

working within a particular framework, that of a health promoting school framework, and it
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seemed that the schools were not partners within this framework. The following quotation

underscores this argument:

"See because there is a breakdown in understanding what it is (health promoting school),
it's difficult to get that partnership. So they at the end of the day feel they're not getting
anything out of us as much as I think they can, they need to get something more out of it,
but er ... because they don't have that understanding what a health promoting school is
supposed to be doing in that school that's different or part of the curriculum that makes it
different, so you're going there with them not having the knowledge, you're going with
the knowledge you give the students knowledge but because there's a breakdown, then
understandingly you can't develop that project. "
(Lecturers' FGD)

An argument emerged during the lecturers' focus group discussion that the success of the

university-school partnership depends on the mutual benefits derived from the Interdisciplinary

Health Promotion course. Hence, it was felt that the Interdisciplinary Health Promotion course

had to be located within a broader framework, such as the health promoting schools framework.

The experience of the lecturers suggested that the relationship with the schools was limited to the

life-orientation curriculum. Participants in the lecturers' focus group discussion felt that the

university had an important role to play and that it had to be the agency for change, particularly

in this context, so that the schools could 'buy-in' to the 'health promoting schools' vision, and

thereby derive mutual benefits from the programme. This is argued in the following quotation:

"Also depends on to what extent the school health promotion at the school is because I
just get a sense that it's almost like it's a substitute now for life orientation, that's what
the teachers called it this year. If the university students are coming during life
orientation they simply continue with what is set up, they, the school are not taking any
ownership around at least in the two years that I've been involved in the two different
schools, that they maybe don't really buy into the consequences (unclear) for them ... for
our university students to their life orientation ... "
(Lecturers' FGD)

One ofthe needs identified from the school educators' focus group discussion, reiterated by the

lecturers during their focus group discussion, was for education and training in health promotion

for the school educators. The school educators stated that, because health promotion was a new

learning area, many of them felt they were not equipped to teach it. This is reflected in the

following quotations:
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"Erm ...out of the partnership can then all the teachers, like perhaps er ...develop a
general module related to health promotion. We can be trained to do that and then]
mean what the university students are trained to do. "

"It's because it's a new, it's one of the new learning areas, that's why people are not
equipped to do this thing, teach this thing. "

"I think we're focusing more on cleanliness and helping the child itself. Especially, if
we're not going deeper. Like] mean we check that the children's hands are clean, that
the children are clean, that the hair, those type of things, body odour and things like that.
So when the university students come they teach us all the type of sicknesses and ...Okay,
we know that because of our children but] mean we're not going deep into these
things ... "
(School educators' FGD)

The school educators also felt that they played a crucial role in health promotion because they

were the mentors of their learners, so in many cases they were the 'first contact' in terms of

primary health care in relation to the learners in the school. This was because they could identify

problems early on, could refer them, and also monitor the learners, as illustrated in the following

quote:

"Some of the kids call us mommy and daddy ... checking are they really cleaning their
fingernails and being monitored. You must help with nutrition. "
(School educators' FGD)

Another point highlighted in the focus group discussion with the school educators in relation to

health promotion in the schools was that it allowed the partners, that is, the university and

school, to work toward the same goal, that of improving the health of the learners in the school.

"Well, if there can be consensus about the learning programme for that quarter and it is
approved by the Department of Education and the university students are going to do it
and the teachers can assess it you know work towards the same thing. "
(School educators' FGD)

Participants in the school educators' focus group discussion felt that the relationship between the

university and the school was a beneficial one, in so far as the school provided the university

students with an opportunity to practice and gain skills at the schools. Furthermore, in the

process the school learners benefited because they learnt about health, thereby offering the

potential for improving their health status. This argument is illustrated in the following comment:
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" ... university students for instance are gonna get practical experience but at least when
they come out of university and they start working in communities they should then at
least, like I say, develop prorammes ... it's relevant to what the problems are. I still think
back to when I came out of university, it was almost like I had to learn from scratch
again. I had all this theory in the back of my head but I had to er... learn from the school
how to go about doing it. So as a teacher I would really value that thing that what the
kids learn is ... erm ... they're getting the right help you know ..., but it's to make the
difference in the children's life I mean, if the difference is being made in the proper way
then I don't think teachers should have any problems with that. "
(School educators' FGD)

The results of the study revealed that the majority of school educators, 44% (28), felt that, due to

the interaction with the university during the period when the university students were placed at

the schools, the university to some extent gave attention to a problem that was important to the

schools. Figure 9.4 below illustrates these results.
Figure 9.4: Educator benefits
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Fewer school educators, 38.1% (24), felt that new networks with other relevant sectors were

forged, and even fewer school educators, 36.5% (23), felt that they had access to university

resources, while only 33.3% (21) had gained increased skills as a result of interaction with the

university (Figure 9.4). However, twenty-four (38.1%) school educators felt that to a large extent
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they had gained an increase in knowledge of health promotion as a result of interaction with the

university (Figure 9.4).

The overwhelming majority of school educators felt that to some extent they had had an

influence on the university. The responses indicated that 39.7% (25) school educators felt that

they had had an influence on the faculties' awareness of the school community; twenty-four

(38.1%) felt that they had had an influence on the university students' learning experiences;

twenty-two (34.9%) felt they had been able to influence the course content; and twenty-three

(36.5%) felt they had had some influence on university policies (Figure 9.5). However, ten

(15.9%) felt that they had not had any influence on university policies. Figure 9.5 below

illustrates the results as discussed above.
Figure 9.5: Educator influence on university
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9.2.1 Summary

In summary, the consensus emerging from the focus group discussions was that the partnerships

between the university and the schools had been beneficial to all the stakeholders involved in the

Interdisciplinary Health Promotion course. In general, the experience of the course had made the

university students, lecturers and supervisors understand the importance of interdisciplinary

partnerships in health promotion, particularly in the schools. The findings suggested that the

subject content learnt during the course could be used in everyday life. Furthermore, the course
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improved the majority of the students' problem-solving skills, leadership skills, group working

skills and management skills.

The experience in the schools showed most lecturers and supervisors how to become more

involved in communities and exposed them to the way different communities functioned. The

findings of the study revealed that working in partnership with the university students, lecturers,

principals, school educators and learners was worth the effort. However, there was a sentiment

amongst some lecturers that the relationship was not beneficial to all those involved. The need

for education and training of the school educators in health promotion was highlighted. It was

noted that the success of a university-school partnership depended on the mutual benefits derived

from the Interdisciplinary Health Promotion course.

9.3 Criterion 3: The collaboration between the university and the school is sustained

The participants in the school educators' focus group discussion were asked to share their

thoughts on how the university-school relationship could be promoted and sustained. Some

school educators felt that the relationship was unbalanced due to the fact that the university was

benefiting more than the schools. This sentiment was also raised during the focus group

discussion with the lecturers. The following question, asked by an educator, highlighted the

sentiments raised:

"Tell me; is the partnership only for the student? What do we get out of it, must it not
be... is it not for a prolonged time frame? Or is it, does it centre around the university
students? What 1mean is, what do the schools get out of it? Do you understand? "
(School educators' FGD)

The discussion with the school educators ensued along these lines, and there was consensus

amongst the school educators that the university-school partnership needed to move beyond the

classroom situation, that is, that it should not only address the issues pertaining to the life-

orientation curriculum. It was felt that the university-school partnership needed to be

conceptualized in a manner that would be inclusive of all the stakeholders involved in the

schools, and that all the needs of the schools had to be considered. In their view, this would

contribute to a sustainable partnership with the schools. The data from the lecturers' focus group

discussion supported this notion. Furthermore, the school educators felt that the university could
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contribute to this partnership by using its disciplinary expertise to address other needs of the

schools. For example, the school educators identified the need for their learners to be assessed

for learning disabilities early in their schooling, so that the relevant interventions could be

planned and implemented. This is what one educator said:

"So I mean, the university for instance can help er ...you 've got university students that
are learning about things /ike er ... let's say occupational therapy and physiotherapy and
so on and many of our learners struggle with those type of learning problems, you know,
and we need specialists to address their problems that ...and if we could call on the
university to help in that way, I'm thinking you can make a meaningful contribution to the
children's learning because that is our biggest problem erm especially because we're
sitting with kids but we don't really know that they have erm some type of disability
because we are not equipped with the skills but there are university students who are
learning about these things. You know if you could have let's say maybe a week, even
early in the year where they could come and assess the kids so that we know exactly, this
child has got that problem, this child has got that problem. "
(School educators' FGD)

There was a sentiment amongst the school educators that the sustainability of the university-

school partnerships depends, to a large extent, on the 'buy-in' from the school educators, and that

a bottom-up approach, meaning that the school educators need to be consulted first, is necessary.

Teachers would feel that they were part of the consultation and would be more willing to

participate than if it came as a directive from the Department of Education (DoE), or, more

specifically, from the Metropole Education District (MED). The following quotation verifies this

sentiment:

"Er ...Jfyou go to the department then, schools have do it but then you might not
necessarily get the cooperation from everyone, er ... thing is you are gonna get er ... good
action with people who are targeted at the activity er ... I think the bottom up approach
will be best because that means exactly what the needs of the university students are and
what the needs of the teachers are, and together once you have er ...everybody's needs
and whatever and have a meeting point about it ...then you can take it to the partners, this
is what everybody feels, also they've been consulted, no problems with anyone, nobody
has a problem with whatever s decided now ... "
(School educators' FGD)

The sentiment raised by the university students during their focus group discussion was that,

because the relationship between the university and the schools had not been classified as a

partnership, their health promotion projects were not sustainable. This is highlighted in the

following quotation of one student:
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"I wouldn't even say that it qualified as a partnership because most of usjust went there
and we did itfor three months or eight weeks and we were out of there so for me to even
call it as a partnership it was more of going in the community doing like a duty that you
have to do and coming out, some of us didn't see it as a partnership as you put it, it was
more of something that we were doing for a course not as a partnership. So maybe if they
are talking of partnership they should have something ongoing.
Interviewer: Q: SOyou are looking at a kind of a long-term relationship?
Interviewee: Ans: Yes. Sustainability. By giving them seeds to grow afruit garden or like
a vegetable garden and then observing that over the years and that it is still there next
year. You know what I mean? We need more time. One group can't go in and stop. There
must be continuation. "
(Dentistry students' FGD)

The lack of evaluation of the health promotion projects was cited as a problem by some of the

university students during their focus group discussion because they felt unsure about the success

and sustainability of the health promotion activity. This is what one participant had to say:

"I think another problem was how do we know that what we taught has been sustained
and that they (learners) actually did learn somethingfrom us? How do we actually know
that we taught them something at the end of the day?"
(Oral hygiene students' FGD)

The participants in the lecturers' focus group discussion were asked what they perceived their

role to be in the sustainability of the school-based health promotion. There seemed to be

consensus that the involvement of the lecturers was important because it provided them with a

critical analysis of the operationalization of health promotion in communities, and in this

particular case, in the school setting. It was argued that school-based health promotion provided

the university with many opportunities, including: research; offering short courses on health

promotion to service providers; recruitment of community members to university courses; life-

long learning programmes which could be established between the university and the

community; and the development of sustainable health programmes that are planned in a holistic

manner with effective networking systems to ensure the sustainability of such programmes. This

is illustrated in the following comment:

"The role of academics, it is much broader than what we align (unclear) in the university
students, not one small bit but I think what we probably could do more of is bringing in a
much more critical mindset to (unclear) it's about enquiry, it's about challenging the
evidence about what works from what works in health education, what doesn't and I
don't know if the research side need critical thinking, maybe we must work at that.
University is, it is a big institution offering a hell of a lot different facets of community
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involvement. We could do research, we offer short courses and workshops, we could
recruit huge numbers of university students, we could recruit, start at schools and
propose health programmes, we could do life-long learning programme connections,
schools liaison er ... outside directly connected to health services as a so, connection to
surveys, referrals, actual treatment services, I think we could exploit all of, any of those
other facets, I think there are actually several areas which might develop if you want to
build a holistic relationship with the school, likewise, academics I think are also
extremely valuable ... "
(Lecturers' FGD)

The educator survey results revealed that forty-three (68.3%) of school educators planned to

continue working with the university on this programme in the future, whereas fifteen (23.8%)

indicated that they did not know whether they would work with the university on future projects.

The participants in the school educators' focus group discussion were asked to share their

thoughts on what they perceived to be the challenges of sustaining the health promotion projects

in the schools. One of the concerns that were raised was that the university students did not

adhere to the life orientation syllabus; this presented a problem to the school educators as they

felt that they lost valuable time which they could have used to cover the required content.

" ... but our problem as curriculum coordinators was that we had to deliver at the end of
the day, we had to deliver a syllabus and erm ... so as a way to bridge that, what we did,
we actually photocopied our learning programme for the quarter and then we sent it to
the university and I realize that the time frame was a bit too short for the university to
respond in that way, but err ...you have to remember that we have a set curriculum that
we have to follow and if the university students come and they don't adhere to that then
the teacher has to then go back and cover that, you see, and with the given time at school,
it makes it difficult, so the teachers actually get robbed of time should it not be covered. "
(School educators' FGD)

There was agreement amongst the school educators on the following recommendation, as

highlighted by one of the school educators:

"So my recommendation then would be, is that you then, when the university students
come, their activities adhere towards the syllabus, that those learning outcomes and
assessment standards get covered. "
(School educators' FGD)

The other concern that was discussed during the focus group discussion with the school

educators was around the assessment of the learners for the health promotion syllabus. There was

a feeling that the school educators needed to be part of the planning of the university students'
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programme so that they could make a contribution about the health promotion activity and the

associated assessment tool. This is what one participant had to say:

"I think we gonna have to co-opt some teachers into your programme where they can
then prepare erm ...some activity schedule with assessment on it, you know? So that
erm ... the university students then get informed as to the content and how they deliver it
but then at the end of the day the schedule is in next to the teacher. "
(School educators' FGD)

To address the concern raised above, the participants in the school educators' focus group

discussion agreed that the health promotion syllabus needed to be made available to the

university students before they were due to come to the school, so that their project coincided

with the health promotion syllabus of the school educators. This is illustrated in the following

quotation:

"Health Promotion in order to fit into your programme as well as ours. What the grade
three teachers has just done this year, they actually gave the university students a copy of
the health promotion and for the month that is what we're doing. So they know then that
this is what we want to do, this is what we want to achieve, you understand? So that
helps."
(School educators' FGD)

There was also a willingness among the school educators to be flexible in the presentation of the

health promotion syllabus in order to accommodate the programme of the university and its

timetable.

"I thinkfor our school, the first two years when the university students came, it was like,
a bit disorganised, but afterwards we tried to accommodate them and fit them in like she
said just now, so this year also we moved our health promotion in that time frame ... "
(School educators' FGD)

Participants in the school educators' focus group discussion also raised a concern about the fact

they were not involved in the assessment of the university students. They felt that they would

have liked to have been part of the student assessment process as this would have made the

students more accountable to the learners and the school educators.

"In the programme, er ... can the educator just also be informed or that's, okay I know
what to look out for in terms of the university students' performance at the school
because I think that if the university students know that they're also being evaluated by
the educator ... they'd perhaps also be much more accountable. "
(School educators' FGD)
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The lack of involvement of the school educators in the programme presented a challenge to the

students' community-based learning experience, as is highlighted in the following quotation:

"And one weak point is the teacher. He wasn't involved at all. He was sitting there with
cell phone, the whole time for the whole session. For instance he could have participated
and led the children in terms of keeping them quiet or say that, listen it's important for
future purpose and so on ... "
(Social work students' FGD)

The participants in the lecturers' focus group discussion were asked to expound on the

challenges that they experienced during their experiences at the schools. The first challenge

which emerged during the discussion was that the participants felt that the schools did not take

ownership of the health promotion programmes happening in the schools.

"In my situation at the school at (unclear) initially we felt almost like a burden to the
school so, they thought the school was not going to (unclear) or ... they didn't take
ownership in terms of this whole issue of health promotion, ] think that is also one of the
challenges ... "
(Lecturers' FGD)

Concerns about inconsistency with regard to the school educators' involvement in the

programme were raised, as highlighted in the following quotation:

"I think there's always been a mixture, I've had teachers where ... that have been very
strict and where the university students were actually very scared of the teachers in terms
of their approach. Er ... they got very limited in the types of activities they could execute
with the kids etc. We never had teachers that were being very accommodating, very
involved, we never had teachers who, that have stayed away or have walked out, ] think it
also depends on the teacher or the person him- or herself in terms of bits of the
programme etc but] have had experiences where teachers have actually said, 'I'm
leaving shortly, ' so it's like, ] don't care what happens. Erm .. I've had that kind of
approach. ] think you always going to find that mixture, erm ... "
(Lecturers' FGD)

The participants in the university students' focus group discussion shared their views on the need

for school-based health promotion programmes, on the eagerness and acceptance of the learners

in learning about health promotion, and on the contribution of the health professionals to such a

programme.

"Because they were so open and they accepted you. And there was a time when] left the
school and just gave one boy a hug and everybody came and hug me. So they wanted that
and they were open and accepted me, it's easier to learn] think especially when you
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come from the university or something someone else can come to teach something, it's
easier to learn because they (learners) were part of this process. "
(Social work students' FGD)

"We need to keep the project as simple as possible, so that we can reach our aim or the
objectives we seek so that the community can see this around them and that we're
actually there to do something and that we're not just there to come and waste their
children's time, to interfere with their curriculum. "

"Keep it small; keep the project small and simple. Not something big that you know you
can't achieve. "
(physiotherapy students' FGD)

9.3.1 Summary

In summary, one finding of this study suggests that the sustainability of the health promotion

projects in the schools rests on the participation of all the stakeholders involved in health

promotion in the school setting. The lecturers and school educators felt that the relationship

between the university and the schools was unbalanced and that the university was benefiting

more than the schools from the programme. There was consensus among the school educators

that they needed to be more involved in the consultation ofthe programme, and that they would

be willing to participate in order to sustain the health promotion projects in the schools.

9.4 SUMMARY OF CHAPTER

Three principles of a university-school partnership, those of equal benefits, a reciprocal

relationship and a common goal, were emphasized by the stakeholders involved in the

Interdisciplinary Health Promotion course. All the stakeholders benefited from the course;

however, it was clear that the university derived more benefits than the schools. This inequality

was largely due to the fact that the Interdisciplinary Health Promotion course was mainly

conceptualized and driven by the university. The schools were clearly not a partner in the

development of the community-based course. A new sustainable university-schools partnership

model needed to be conceptualized, one which would represent both the university policy and its

linkage with the schools and the broader community.
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The results also revealed that the underlying principles and aim of the current university-school

collaboration varied from school to school, and that no formal partnership agreement existed

between the university and the schools. Health promotion was a new learning area in the school

curriculum and the need for education and training in health promotion for the school educators

was highlighted.

In the next chapter a discussion ofthe main findings of the study as they relate to the aims and

objectives of the study will be presented.

222



CHAPTER TEN

DISCUSSION

The aim of this thesis was to evaluate a community-based interdisciplinary health promotion

course offered to the undergraduate health sciences students from the faculties of Community

and Health Sciences and Dentistry at the University ofthe Western Cape (UWC). The study

focused on evaluating the perceived effectiveness of the Interdisciplinary Health Promotion

course and its impact on its stakeholders, with the aim of developing an appropriate framework

to guide the teaching of health promotion at higher education institutions in South Africa.

This study was designed, firstly, to examine key questions, such as the perceptions and

experiences of the Interdisciplinary Health Promotion course and its impact on the various

stakeholders who operated in two different settings, those of the university and the primary

schools in 'disadvantaged' communities; and secondly, to understand the relationship between

the university and the schools where the programme was implemented. In order to understand

the complex nature of this community-based interdisciplinary course and the nature of the

relationship between the university and the schools, a mixed-methods approach was adopted for

the data collection and the analysis. The use of multiple data collection instruments and sources

offered a broader perspective and deeper understanding of the core concepts of the study, that is,

of the curriculum, community-based learning, and the relationship between the university and the

schools seen from the perspectives of multiple stakeholders. The following objectives of the

study were set:
1. To describe the process undertaken in the design and implementation of the

Interdisciplinary Health Promotion course;

2. To explore the perceptions and experiences of the key stakeholders, that is, the students,
lecturers, supervisors and school educators involved in the Interdisciplinary Health
Promotion course, in relation to the course curriculum, including the community-based
learning approach to teaching and learning;

3. To explore the nature the collaboration between the university and the participating
schools and the extent to which it was pursued;

4. To explore how the Interdisciplinary Health Promotion course could be strengthened or
improved the better to achieve its goals; and
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5. To develop the most appropriate framework for teaching community-based health
promotion to an interdisciplinary group of health sciences students in school settings.

Chapter Ten discusses the main findings of the study as they relate to the third and fourth

objectives of the study. The chapter is comprised of two sections. The first section addresses the

third and fourth objective of the study. The focus is on the challenges associated with the

educational process of the Interdisciplinary Health Promotion course. This thesis argues for a

shift from the field education approach (that is, the current teaching and learning approach), to a

service-learning approach that would in essence address these challenges.

The nature of the relationship between the university and the school is explored next. This is

important, as service-learning depends largely on a collaborative relationship for its success. This

section highlights the emerging issues and challenges associated with developing a sustainable

partnership between the university and the schools.

The second section of the chapter builds on the previous section and addresses the fourth

objective of the study, that is, how the Interdisciplinary Health Promotion course could be

strengthened or improved in order to better meet its objectives. An alternative partnership model

between the university and the school is presented. The roles and responsibilities of the various

stakeholders are explored within a partnership strategy designed to provide an appropriate health

promotion service to the schools and at the same time offer appropriate learning opportunities for

health sciences students.

The chapter is structured under the following headings:

10.1 Towards a service-learning pedagogy.
10.2 The challenge of developing university-community partnerships.
10.3 An alternative partnership model.
10.4 The clarification of stakeholder roles.
10.5 Summary of the chapter.

Of the above, sections 10.1-10.4 contribute to the teaching and learning of health promotion at

higher education institutions, the discussion in these sections are linked with the health

promotion principles in the following way. As mentioned in the introductory chapter, the focus

of health promotion in sub-Saharan Africa has to be on the social determinants of health, social

change, environmental development, and development of capacities and opportunities for
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communities. This has implications for the way health promotion is taught at higher education

institutions; it also implies that health professionals need to have an understanding of the social

factors which influence health, the experiences and needs of people, and the challenge of

partnerships and collaborative practice.

10.1 TOWARDS A SERVICE-LEARNING PEDAGOGY

As mentioned in Chapter Five, under section 5.3.1, the pedagogical approach of the

Interdisciplinary Health Promotion course could be classified as field education, as described by

Perold (1998) who developed a typology to distinguish service-learning from related options. In

field education, the primary focus is on maximizing student learning, with community-service as

an adjunct to this, even though there are strong intentions to benefit recipients. The emphasis is

on placement, that is, communities are seen as placement sites for students and relatively little

attention is given to addressing long-term community problems. The service is performed in

addition to the student's course.

In the context of the Interdisciplinary Health Promotion course at UWC, the schools were

placement sites where students applied theory learnt in the classroom at the university to a

community setting. This study revealed that there were short-term benefits for all the

stakeholders involved. There were apparently no long-term benefits for the school and its

surrounding communities. However, although the school educators who participated in the study

felt they had not been fully briefed about what was expected from them during the students'

placement in the school, they indicated that they had benefitted from the activities and were

impressed with the contributions and performance of the students.

These findings are similar to those of a study conducted by Ndune (2007), where the school

educators in South Africa called for more students and more time to be spent in the schools.

Furthermore, student involvement was valued and identified as a critical path for 'bridging' (that

is, forging a link between the learners and parents, getting parents involved) and building

commitment for the development of the community at large.

225



In addressing the concern about the course not making any meaningful impact on the school and

the surrounding community, and taking into account the shift in higher education in South Africa

(that is, toward pedagogical approaches which support social transformation (DoE, 1997), it will

be necessary to revisit the current teaching and learning approach of the Interdisciplinary Health

Promotion course and to consider a pedagogical approach that builds on and augments the field

education approach. In the context of the Interdisciplinary Health Promotion course, this would

facilitate a closer relationship between the theoretical and practical knowledge, in which the

practical application translated into a service that met the needs of a community.

According to Eyler and Giles (1999), education is linked to social reconstruction and is a primary

means of social transformation. Furthermore, these authors argue that learning from experience

provides a connected view of learning, of social problem solving and of education for

citizenship. They summarize effective learning as taking place when: 1) it begins with personal

connection; 2) it is useful to the learner; 3) it is developmental; 4) it is transformative; and 5)

when learners develop a sense of citizenship. In a nutshell, these authors argue that this is the

cornerstone of service-learning. Service-learning is regarded as one form of community-based

learning that has the potential to integrate students' community experience with academic study

so that learning is enhanced and a recognized community need is met (Ndune, 2007). O'Byme

(2001) states that service-learning is conceptualized not only as a pedagogy but also as a

movement with the potential to contribute to a healthier society by intentionally confronting

students with issues of diversity, social justice and the ethical use of discipline-based knowledge.

A review of the literature on service-learning suggests that the service-learning experience is

most likely to be beneficial to those involved when its implementation is guided by the following

five key principles: 1) partnership philosophy; 2) reciprocity and mutual learning; 3)

responsiveness; 4) reflection; and 5) monitoring and evaluation. After considering the literature

on the principles of service-learning together with the findings of this study, one can conclude

that the Interdisciplinary Health Promotion course in its present format lends itself to a service-

learning pedagogical approach, for the following reasons:

1. The practical component ofthe course takes place in a community setting, that is, in the
schools in a 'disadvantaged' community.
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2. It has a service aspect to it, in which health promotion programmes are developed,
implemented and evaluated in the school.

3. There are structured reflection activities where students reflect on their experience in the
community in the form of a critical incident journal as well as formal feedback that takes
place on campus.

4. It is a credit-bearing stand-alone course, and is fully integrated into the curriculum of the
participating health professional programmes.

5. A coordination office is in place which ensures the coordination, effective
operationalisation and quality assurance of the course.

6. The group projects of the students are responsive to the needs of the school community,
albeit the health promotion projects are only linked to the life-orientation curriculum. It
has the potential to address the broader issues which affect the school and the
surrounding community.

However, the following weaknesses of the Interdisciplinary Health Promotion course were

identified:

1. There is a need for representation and participation of all stakeholders in the collective
development of a realistic vision, aim and objectives; this would ensure collective
ownership of the Interdisciplinary Health Promotion course.

2. There is also a need for a contract agreement that would formalize the partnership
between the university, the school and the services working in the schools.

3. There is no clarity on the roles and functions of the various stakeholders involved in the
Interdisciplinary Health Promotion programme.

4. No structure exists for effective reporting procedures; monitoring and evaluation are done
by the academic partner only.

5. There are no explicitly stated expectations and contributions of the stakeholders that
would ensure the long-term sustainability of health promotion programmes in the school.

6. The university seems to benefit more from the Interdisciplinary Health Promotion course
than the other stakeholders.

In reviewing the suggestion of the school educators for improving the course, it became clear

from this study that the time frames and planning needed to be carefully structured and adhered

to. Communication, interaction, student preparedness and evaluation of service learning were

also highlighted as key areas in need of improvement. Other areas of improvement relate to the

need to evaluate the projects and to assess their sustainability. Some of these areas of

improvement are in line with documented problems that are associated with service-learning

(Mouton and Wildschut, 2005). Several studies have noted that some service-learning courses

have been characterized by a lack of efficient administration and communication, specifically as

they relate to curriculum planning and assessment. The literature also indicates that service-

learning demands proper coordination of activities and that it is time-consuming and labour
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intensive; according to Ndune (2007), more human resources therefore need to be deployed in

order to meet these challenges.

In the literature review, a number of models for organizing service-learning were presented. The

cohesive curriculum model, as described by Berry and Chisholm (1999), would probably be the

most suitable model to represent the Interdisciplinary Health Promotion course if it were to be

transformed into a service-learning course. The main features of this are: 1) the course is

interdisciplinary and its practice is organized around a service opportunity (health promotion

projects); 2) students and lecturers are from different health professional programmes/fields; 3)

the service experience is seen as a valuable learning strategy alongside the traditional approaches

such as lectures, reading and research; and 4) the service may be in the form of an

interdisciplinary group project.

It is crucial to identify and select appropriate community and service partners, those whose needs

and resources fit with the goals for student service-learning and development. Selecting,

developing and maintaining strong relationships with service providers and community partners

is critical to the success of service-learning. Without effective placement opportunities, the

service experience can be frustrating and demoralizing for students, academic staff, and the

service and community partner organizations. The success of the service-leaming pedagogy

depends largely on the university's relationship with the communities and service providers,

particularly at the sites where the service-learning will take place. The next section draws

attention to the nature of the relationship between the university and the schools, and describes

the challenges associated with developing a meaningful partnership.

10.2 THE CHALLENGE OF DEVELOPING A UNIVERSITY -COMMUNITY
PARTNERSHIP

The concept of partnership is one that is increasingly discussed as universities explore their

social contract and their obligations to local communities (Nchabeleng, 2001). Health

professional programmes/disciplines cannot be relevant or effective unless their training

institutions are responsive to the changing conditions of the communities they serve, and are able
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to work together with the communities and other sectors. It is argued that higher education "must

provide education and training to develop skills and innovations necessary for national

development and for the successful participation in the global economy and therefore it must be

restructured to face the challenges of globalization" (Republic of South Africa, 1997, p. 9).

Furthermore, it is argued that there is an enormous potential for university-community

partnerships to redefine traditional relationships between communities and higher educational

institutions, and to adopt new pedagogical approaches which can transform learning and lead to

the discovery of new knowledge, renew civic responsibility and improve the overall health of

communities (Connors and Seifer, 2000).

In South Africa, one of the implicit values of partnership is the commitment to social

transformation and redistribution through the building and sharing of capacity (HEQC, 2006). In

this context, the notion of partnership between universities and communities can be seen as a

strategy which could be used to improve communities through social and human capital

development (Nchabeleng, 2001).

Tennyson and Wilde (2000) define partnership as an alliance between organizations from two or

more sectors which commit themselves to working together to undertake a sustainable

development project. Partnerships can also be defined as formal, long-term relationships agreed

to by communities, higher education institutions and service agencies to achieve common

outcomes and to stimulate social change and empowerment (Kaplan, 1985 and Gray, 1989).

According to Gelmon and Holland (1998, p. 5), university-community collaborations are "when

all partners have things to teach each other, things to learn from each other, and things they will

learn together."

The Higher Education Quality Committee (HEQC) states that a partnership is the joint action of

more than one party, which focuses not only on the intended outcomes and impact but also on

the learning, development and change that occur during the process. It is therefore associated

with collaboration, cooperation and a concerted effort to develop sustainable relationships among

partners (HEQC, 2006).
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Bringle and Hatcher (2002) argue that a university-community partnership can be conceptualized

as a relationship which takes place either at the personal level, where the relationship develops

between individuals (academics, service providers and students), or at the institutional level (a

department and a community-based agency). They contend that in both cases, partnerships do

exist but may vary in the qualities they contain and perpetuate.

In the context of the Interdisciplinary Health Promotion course, it seems that the relationship

between the university and the schools was pitched at the personal and individual level and not at

an institutional level. This could be seen as one of the major shortcomings ofthe course. Whilst

there are merits in developing partnerships between individuals, as argued by Bringle and

Hatcher (2002), in this particular context, where the nature of the programme lends itself to

social transformation and community development that potentially could have an impact on the

learners and on the broader community, an institutional partnership between the university and

the school is more appropriate. Furthermore, both the lecturers and school educators underscore

this notion and request the partnership be broadened and not confined only to the classroom,

implying that it has to be at an institutional level.

Bringle, Games and Malloy (1999) argued that university-community partnerships are complex

because of the cultural differences that exist between higher education institutions and the

community, in terms of how each generates knowledge and solves problems. Similarly, Mouton

and Wildschut (2005), in their study on the evaluation of service-learning at five higher

education institutions in South Africa, also found that there were significant differences in the

organizational, cultural and management styles used in academic institutions and service and

community organizations, and that this had an impact on the success of the partnerships. These

cultural differences represent significant challenges for effective communication and coordinated

action toward achieving mutual goals.

Academicians view knowledge as residing in specialized experts, including disciplinary
peers who are geographically dispersed; community residents view knowledge as being
pluralistic and well distributed among their neighbours. Faculty are stereotyped (possibly
with good reason) as being isolated, contemplative, theoretical, cautious, and moving at
the slow pace; community leaders are action oriented, focused on results, expansive in
looking for local resources, and responsible for making daily decisions about their
communities (Bringle et al., 1999, p. 9).
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Morton (1995), cited in Bringle and Hatcher (2002), observed that university-community

partnerships are often rooted in charity rather than injustice. Bringle and Hatcher (2002) contend

that charity occurs when resources and surplus are given by one sector to another, whereas

justice is demonstrated when resources are considered as being mutually owned and are shared

among members of the various sectors. These authors argued that too often universities see

themselves as separate from local communities and rely on a charity mode when working with

partners, rather than on an ethos of justice.

When one considers the type of relationship that was developed in the context of the

Interdisciplinary Health Promotion course, one could argue that the university's relationship with

the schools was rooted in a charity mode. For instance, the resources required for health

promotion projects were almost entirely provided by the students. Furthermore, it seemed that

the university went into the schools and developed and implemented health promotion projects in

isolation from the other stakeholders and confined these projects to the schools' life-orientation

curriculum and to the individual classrooms. Thus the potential of such a programme for a far-

reaching impact on the lives of the children and community seems to have been lost.

Community-university partnerships are "organic, complex and interdependent systems," and are

subject to change (Sigmon, 1996). This could be due to a number of factors, such as an increase

or decrease in resources or funding, to changes in clients or personnel, or to environmental

changes. Partnerships cannot be viewed as stagnant or stable, and thus require constant attention

and support. These relationships do not simply include educational institutions and community

organizations, but need to be considered in the context of those who make up the partners, for

example, students, clients/patients, faculty staff, service providers, families, and others

concerned with the operations of the partnership itself. Gelmon (1997) argues that it is useful to

view partnerships from a systems perspective, recognizing that a change in one component could

potentially have an impact on one or many other components of the partnership.

This is particularly important in the context of this study, given the dynamic state of the schools

and the university, where each year there are new students and possibly new staff. This

highlights the need for the development a management system or structure that will support the
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interdependencies and the potential of reciprocal benefits for the various stakeholders involved in

the Interdisciplinary Health Promotion course. The formation of a university-school partnership

would enable the university to realize its goals with respect to community-based teaching and

learning, and in return would enable the school community to access university resources and

acquire expertise in support of its activities. This is particularly important in the light of the

changing school curriculum which includes new learning areas, such as health promotion which

forms part of life orientation. This change in the school curriculum has meant that many school

educators need additional education and skills in the field of health promotion. The university is

in a good position to provide such training, since it has the expertise and resources. This is an

excellent example of a meaningful outcome of the partnership between the university and the

schools within the context of the Interdisciplinary Health Promotion course. However, this study

revealed that this was not articulated as one of the outcomes of the partnership between the

university and the schools. This highlights the need for the university and schools to understand

each other's needs and interests, and to collaborate from the very early stages of the partnership.

The notion of the relationship between the participants in this study involved three principles:

working toward a common goal, reciprocal relationship, and beneficial consequences. The

extent to which these principles were adhered to is questionable. We will now examine the

principles in the context of the Interdisciplinary Health Promotion course.

10.2.1. Working toward a common goal

Working toward a common goal involves the process of collaborative conceptualization and the

sharing of a common vision by all the stakeholders. The following section explores these two

concepts.

10.2.1.1 Collaborative conceptualization

Many universities in the past looked for partnerships that would serve their own interests by

allowing them to use the community and its problems as study subjects. Academics tended to

think of themselves as trained experts and understood university-community partnerships as the

university identifying a need and offering an expert solution to the community. This one-sided

approach to linking higher education institutions and the community has led to much of the

232



estrangement between universities and communities, where communities resent being treated as

an experimental laboratory for higher education (Gelmon and Holland, 1998).

Today, it seems that there is a shift in the thinking around the notion of the 'engaged campus'.

Many higher education institutions have seen the potential for enhancing community relations,

student learning, and overall scholarly performance of the institutions through applied

scholarship and various forms of community-based learning (Brukardt, Holland, Percy and

Zimpher, 2004). Furthermore, many higher education institutions have taken up the idea of more

active community engagement and have been pioneers in exploring mutually beneficial

relationships (Brukardt et al., 2004). Brukardt, Holland, Percy and Zimpher (2006) have also

argued that communities have traditionally been viewed as the training sites for many

professions, but it is only through the recent commitment to service-learning that higher

education institutions have truly begun to view communities as partners, considering them in

terms of their assets as well as their needs and opportunities.

In a South African study, Mouton and Wildschut (2005) argue that limited collaboration between

the university and communities seemed to occur when the academic partner was the main driving

force of the course. However, these authors also recognize that the lack of commitment ofthe

community and the service providers could also be a contributing factor to lack of collaboration.

They suggest that much time and discussion be spent on the conceptualization stage and the

course development process, as this seems to have a great impact on collaboration and the

establishment of meaningful partnerships. Furthermore, it is believed that higher education

institutions, in partnership with communities, local and provincial governments, the private

sector and international agencies, could playa major role in community development. For such

partnership to be meaningful, all the relevant stakeholders need to be involved in the

conceptualization, implementation and evaluation of service-learning (Ndune 2007).

El Ansari and Phillips (2001) conducted a study that examined the structural characteristics and

operational issues conducive to the success of collaborative ventures relating to the education of

health professionals in underserved communities in South Africa. The lessons learnt from this

study included those of wide representation of all stakeholders, commitment and a sense of
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ownership, sound leadership skills, regular and effective communication, reliable member

expertise and capabilities, and attention to power issues, seen as the crucial elements in

university- community partnerships.

The findings of the two studies described above are consistent with the findings of this study,

which highlight the following four main issues:

1. The school community was not engaged or involved in the conceptualization ofthe
Interdisciplinary Health Promotion course.

2. The lack of ownership of the programme by the school community.
3. Communication between the school and university only took place when the programme

was in operation.
4. The expertise needed in the field of health promotion amongst the school educators.

Firstly, the school community was not engaged or involved in the conceptualization of the

Interdisciplinary Health Promotion course. The academic partner provided the leadership for the

course and the other stakeholders were excluded from the decision making process. The course

was predominantly conceptualized, developed and driven by the academic partner alone. To a

large extent this was one of the major factors contributing to the failure of a meaningful

partnership between the school and the university. The findings of this study reveal that there

was a general agreement among the school educators that they needed to be more involved in the

consultation of the programme for them to be willing to participate, and that this would

ultimately lead to sustaining the health promotion projects in the school

The absence of a representative stakeholder to provide opportunities to collectively

conceptualize the partnership and its activities, review the relationships, and regularly revise the

partnership if necessary, is a major shortcoming in the current programme. The findings of the

study show that the curriculum task team responsible for the course development, design and

evaluation consisted only of the academic partner. A stakeholder forum should include all

relevant stakeholders or partners for more effective collaboration and service delivery. Similarly,

Mouton and Wildschut (2005) found that higher education institution structures were not in place

to enable a more cooperative and negotiated approach to curriculum development.
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Secondly, the lack of ownership of the programme by the school community was evident. This

was highlighted when the university students complained that the school educators left the

classroom when they arrived and that, at some schools, the principal and school educators were

unaware that the students were coming to the school on that particular day. This could be

because the roles of the different stakeholders were not articulated clearly, because there was

insufficient time to develop meaningful relationships, or because partnership meetings were not

taking place regularly.

Thirdly, communication between the school and university seemed only to happen during the

second semester of the academic year when the programme was in operation. This finding is

similar to that of a study conducted by Mouton and Wilschut (2005) which highlighted the fact

that the university's relationship with the community was governed by the academic year

calendar and not sustained throughout the year, and this impacted on the success of the

partnership between the university and the school.

Lastly, the expertise needed in the field of health promotion amongst the school educators was

highlighted by the school educators themselves. Health promotion is a new learning area and the

findings of this study revealed that many of the school educators felt that they needed education

and training in health promotion so as to effectively teach the content required by the life-

orientation curriculum.

10.2.1.2 Shared vision
As mentioned previously, there is agreement that the aim of university-community partnerships

is to improve the quality of education at the higher education institutions and the quality of life in

the community (Abravanel, 2003). The importance of partners having a clear vision and mutual

goals (Messer, 1996) and the importance of formalizing the relationship through a partnership

agreement (Memorandum of Understanding), in which the vision and goals are clearly

articulated, is emphasized.

The findings of this study revealed that there was no formal agreement between the university

and the schools concerned. There was therefore no clarity about the aim of the collaboration
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between the university and the schools. Even though there were clearly stated outcomes for the

students, there were no published outcomes for the school community. This is a major flaw in the

partnership between the university and the schools within this community-based programme. For

the partnership to move forward, a shared vision needs to be developed in which the partners

agree on a vision which will enable the partnership to be meaningful and effective. Clearly stated

outcomes for all the partners involved need to be developed collaboratively, communicated

publicly, and documented.

As stated earlier, forums need to be organized for curriculum development, planning of projects,

report-back on the collaboration, and evaluation of projects in terms of their goals and outcomes.

Nehabeleng (2001) proposed that those involved in a partnership should commit to the following

principles:

1. The partners should have a shared vision of the partnership.
2. The partners should agree on the underpinning principles of the partnership.
3. The partners should be aware of the rights and obligations of each partner.
4. Expectations, contributions and responsibilities of each partner with respect to achieving

outcomes in the community should be articulated clearly to all partners.
5. A forum for reporting, monitoring, negotiating, discussing differences, deciding budget

allocations and managing conflict should be in place.

In summary, the basis of a university-community partnership is collaborative engagement

between the partners (in this case, the university, school community and the service providers),

who share a similar vision aimed at reaching a common goal by developing and implementing a

mutually agreed modus operandi while maintaining their respective agendas.

10.2.2 A reciprocal relationship

Bringle and Hatcher (2002) argue that university-community partnerships do not have to be

equal in all aspects in order to be acceptable; they should, however, be equitable and fair. The

equity theory posits that, even when the outcomes are unequal, if the outcomes are appropriate to

the inputs, then a relationship or partnership can be satisfying (Walster and Walster, 1978, cited

in Bringle and Hatcher, 2002). Inequitable relationships, in which someone is over-benefited or

is under-benefited, result in distress which may lead to the dissolution of the partnership.
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It is important to note that the outcomes of the partnership will be different for each party.

Partnerships are evaluated from one's own perspective, but stakeholders also examine what is

invested and obtained from the partnership in relation to each other. Equity in partnerships

requires that partners have sufficient respect for, and trust in one another to confront the varied

expectations of each partner, with openness and sensitivity. Partnership development should be

approached in ajust and fair manner, as equity is closely aligned to the principles of fairness,

democracy, accountability and diversity, and therefore university-community partnership should

be equitable as a rule. Many partnerships suffer from the ambiguity generated by not knowing

how much the other party contributes to or values the partnership (Swann, Hixon and De La

Ronda, 1992, cited in Bringle and Hatcher, 2002). This highlights the importance of publicly

documenting and communicating the outcomes to all stakeholders so that commitment to the

relationship can be fairly evaluated and appreciated (Baucom, 1987). As mentioned earlier, this

study suggests that the outcomes for the school community were not articulated (Appendix I).

Furthermore, there is no evidence through the record of meetings between the schools and the

university that the expectations and outcomes of the partnership were discussed and agreed upon.

According to the Bringle and Hatcher (2002), responding to a need defined by the community

and service agencies, and not imposed from outside, is the best way to establish a long-term

reciprocal relationship. Universities tend to be privileged in terms of their intellectual and social

resources; a commitment to equity (rather than equality) is therefore needed in partnerships.

Equity ensures that the necessary balance of power can be achieved and preserved by mutual

respect and trust among partners, with credit for accomplishments shared in terms of the

outcomes that emanate from the partnership. Blake and Moore (2000) argue that the partnership

products and publications are an important component of building a strong foundation of trust

and ensuring equity between the various partners.

Bringle and Hatcher (2002) argue that service-learning demonstrates reciprocity between higher

education institutions and the community when the service-learning is organized to meet both the

learning outcomes of the course and the service needs identified by the community. Furthermore,

according to Gelmon and Holland (1998), the sustainability of a partnership is directly linked to

an ongoing sense of reciprocity related to the exchange of knowledge and expertise.
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10.2.3 Beneficial relationship
All the stakeholders in this study felt that the collaboration between the university and the

schools was beneficial to all those involved in the interdisciplinary health promotion course.

The findings of this study suggest that, from the perspective of the school educators, the

relationship with the university was mutually beneficial, in that the schools provided the students

with an opportunity to practice and gain skills at the schools, and in the process the learners were

benefited in that they learnt about health; this in tum offered the potential to improve the health

status of the learners.

However, despite the positive review, there was a sense from the school educators and lecturers

that the university benefited more from the partnership and that there were only short-term

benefits for the school community, the university and for the surrounding communities. Mouton

and Wildschut's 2005 study also found that the students were the main beneficiaries ofthe

service-learning courses and that they were sceptical about the long-term and sustained impact of

their involvement in the community. Their findings resonate with this study, as the uwe
students felt that not enough time was spent in the schools to produce a discernable impact,

coupled with factors such as the lack of preparation of both the students and community for the

community-based learning.

One of the main findings of this study suggested that there was a need for the training of the

school educators in health promotion. This is similar to needs which were identified in study of

Ndune (2007) in which the school educators requested support and training in health promotion

education and health promoting school. The university is ideally placed to address this need

through organizing short courses and linking the school educators with the relevant programme

to upgrade their qualifications. Resources of the higher education institutions must therefore be

made available and accessible to the school community. This is a practical example of a

beneficial relationship, as illustrated in the following quotations:

"Erm ... out of the partnership can then all the teachers, like perhaps er ... develop a
general course related to health promotion. We can be trained to do that and then I
mean, what the students are trained to do"
"It's because it's a new, it's one of the new learning areas, that's why people are not
equipped to do this thing, teach this thing. "
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"I think we're focusing more on cleanliness and helping the child itself. Especially, if
we're not going deeper. Like] mean we check that the children's hands are clean, that
the children are clean, that the hair, those type of things, body odour and things like that.
So when the students come they teach us all the type of sicknesses and ...Okay, we know
that because of our children but] mean we're not going deep into these things ... "
(School educators' FGD)

The experience of the course had made the university students understand the importance of

interdisciplinary partnerships in health promotion. Both the lecturers and students felt that the

subject content learnt during the course could be used in everyday life, and there was consensus

among the students and lecturers on how the course had improved their problem-solving skills,

leadership skills, group working skills and management skills. The supervisors and lecturers felt

that their experience in the schools had showed them how to become more involved in

communities, as they had learnt how different communities functioned from the schools in which

they had supervised.

In summary, the study showed that all the stakeholders benefited from the Interdisciplinary

Health Promotion course; however, it was clear that the university derived more benefits than the

schools. This inequality was largely due to the fact that the Interdisciplinary Health Promotion

course was mainly driven by the academic partner, with the schools partnering in its

development. It has become clear that there is a need for a 'new' way of working with the

schools if all the partners are to derive mutual benefits from this programme. Hence a sustainable

university-school community partnership model needs to be conceptualized and developed, one

that would represent a more collaborative partnership with the school and the broader

community.

The next section discusses an alternative university-community partnership designed to address

the challenges associated with the relationship between the university and the school, in the

context of the educational process of the Interdisciplinary Health Promotion course.
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10.3 AN ALTERNATIVE PARTNERSHIP MODEL

In South Africa, Community Higher Education Service Partnership (CHESP) has been used as a

vehicle by a number of higher education institutions to initiate and facilitate the development of

partnerships for the implementation of service-learning. The CHESP model of partnership

identifies three classes of partner which form a triad: the service providers, the community and

the higher education institution. The purpose of the tripartite partnerships is: 1) community

empowerment and engagement; 2) transformation of the higher education system in relation to

community needs; and 3) enhancement of service delivery to previously disadvantaged

communities (Lazarus, 2001). According to Tennyson and Wilde (2000), a tri-sector partnership

is an approach that could ensure that economic growth and opportunity are more equitable and

sustainable for the partners. In addition to this, these authors believe that a third partner could

potentially diffuse the power struggles that may arise in a two-way partnership.

Ndune's (2007) review of the literature states that there is enthusiasm around the world for

greater participation and active involvement of a wide variety of interest groups in order to

address the social and economic needs of the people. It is believed that higher education

institutions, in partnership with communities, local and provincial governments, the private

sector and international partners, could playa major role in community development. In order for

such partnerships to be meaningful all the relevant stakeholders need to be involved in the

conceptualization, implementation and evaluation of service-learning.

Fourie (2003) also indicates that the success of service-learning partnerships between the

universities, communities and other service providers is crucial in order for planning and

implementation of service-learning to make a positive impact. Gelmon and Holland (1998)

conducted an in-depth exploration of examples of university-community relationships in the

USA. The following were their key findings and recommendations: 1) there was a wide variety

in the forms and types of university-community partnerships, reflecting differences in the

history, capacity, culture, mission, and challenges faced by the various institutions and

communities; 2) the academic programmes and scholarly agenda should reflect the regional

characteristics and challenges; and 3) the community must take a leadership role in defining what

the university would do in the community setting.
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The findings of this current study revealed a number of challenges regarding the university-

school collaboration. The lecturers' critique of the partnership model which was presented to

them revealed that at a very basic level it was a fair reflection of what the course set out to

achieve in terms of communication and its connection with the school. However, it needed to

reflect the university policy, define the sectors and how they were involved, and the linkages

with the broader community, as portrayed in the following quote:

"So depending on what you wanted to do, what you wanted to help you explain, are in,
might as well help you come up with a different formula and this of course, I suppose
around the circle of community, that all kinds parent meetings, an anti violence thing, an
HIV thing, what's happening within the school for certain classes while we were busy
out, but they actually ...there was a soup kitchen, whole lot of cooking and everything that
happened in one day erm ...those parties are not reflected here but they could be
dependent on what you wanted to explain. I think that this is the most basic level, ja, you
might want to think of different key critical questions to ask and then the next model,
what model after that."
(Lecturers' FGD)

The school educators also felt that the collaboration with the university was only confined to

their involvement with the university students and that there had to be a system where other

issues or needs of the school could also be discussed with the university.

Ifone considers the CHESP model and the findings of this study, then a third partner needs to be

included in the partnership between the university and the school. This third partner should be

the service providers. In the context of the school, the service providers should include all the

health, social and education support services, that is, the school doctor, nurse, psychologist,

social worker and other professionals interested in providing health and social services in the

school setting. The education districts include these education support services, which would

therefore be ideal partners in this proposed triad partnership model. In addition, the school

community sector needs to include linkages with the parents and community organizations, and

not only with the school educators and learners.

This study shows that the curriculum task team which was responsible for the course

development, design and evaluation consisted only of the academic partner. In future, it is

recommended that this forum should include the other two partners (the service providers and the
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In summary, Figure 10.1 illustrates a tripartite partnership between the university (faculty staff

and students), the school community (school educators, learners and parents), and service

providers (the school doctor, nurse, psychologist, social worker, police, oral hygienist, dentist,

occupational therapist, physiotherapist, sport scientists, non-profit organizations, etc).

Figure 10.1: Tbe triad partnersbip

school educators) for more effective collaboration, and to improve the organization and

implementation of the course. The inclusion ofthese stakeholders would resonate with the

CHESP service-learning partnership model, which essentially argues that, in the context of

community service-learning and for the sustainability of the programmes, the service providers

playa crucial role in the partnership. In addition, it would provide a forum in which the

partnership could review the relationship and revise its structure as necessary.

S.rvlce Provld....
School Nurse

School Psychologists
School Doctor
SocIalllllol1<er
Oral Hygienist
Nurtr1t1onlst

NGO's

The next section discusses the roles of the various stakeholders involved in the triad partnership,

in order to strengthen and improve the Interdisciplinary Health Promotion course.
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10.4 THE CLARIFICATION OF STAKEHOLDER ROLES

An effective coordination and communication process is crucial for the success of the

Interdisciplinary Health Promotion course, since it involves many stakeholders. The findings of

this study revealed that the students, supervisors and lecturers felt there was sufficient

coordination and communication between them, while the school educators felt there was not

enough coordination and communication between them and the university. Clear roles and

specific responsibilities are among the hallmarks of a successful service-learning experience for

the different partners involved. Equally important is the need for the partners to understand each

other's limitations and roles within the partnership, as this will contribute to an effective

coordination and communication process. The recognition and validation of partners through the

clarification of roles, expectations and benefits, aids in the building of successful partnerships.

Alperstein (2007) argues that in the South African context, partnerships are often built with

community service organizations (both state and non-profit organizations or community-based

organizations) which render community services, and not directly with the community.

Clarifying the respective roles of the university and of the community (organizations) in

community-based service-learning was one of the crucial findings of the Alperstein (2007) study.

Mouton and Wildschut (2005) also found that the roles of the various partners within the triad

were not articulated clearly enough, specifically in terms of their contribution to the learning

process.

The findings of this study show that whilst the students, lecturers, supervisors and school

educators knew what their own role was in the Interdisciplinary Health Promotion course, there

was a lack of understanding of the role of the other stakeholders involved in the course. Figure

10.2 illustrates the stakeholders that should be involved in the Interdisciplinary Health Promotion

course. Note that each stakeholder has a connection with each of the other stakeholders. A brief

description of each stakeholder follows next.
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Figure 10.2: Stakeholders involved in the Interdisciplinary Health Promotion Course

Service Providers

At the University of the Western Cape, the university students are second-year-level students

who have registered for the course. Currently the course is compulsory for the following health

professional programmes: Physiotherapy, Occupational Therapy, Dietetics, Social Work, Natural

Medicine, Psychology, Human Ecology, Oral Hygiene, and Dentistry.

Thefaculty staffinclude the course coordinator, the fieldworker, the lecturers and supervisors.

The lecturers are recruited from the various professional programmes; there should therefore be

an interprofessional group of lecturers who will teach the course. Supervisors are recruited from

post-graduate students in the health sciences, while lecturing staff are drawn from the various

departments. As indicated in Chapter Five under section 5.2, a coordinating office was

established and a coordinator and fieldworker were employed to coordinate the interdisciplinary

core courses and the community-based learning.

The service providers include all those working in the schools to improve the health of the

school communities. The schools which are involved in the Interdisciplinary Health Promotion

course are located within the following two structures: Metro North Education District (MNED),

which is responsible for the school psychologists, social workers, and learning support advisors,

and the Tygerberg Health District, a sub-structure under the Metro District Health Services,
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which is responsible for providing the school nurses, school doctors, oral hygienists,

occupational therapists, physiotherapists and nutritionists. Other service providers could include

non-profit organizations working in the schools.

The school staff includes the principals, school educators, administrators and support staff in the

school. The learners and parents associated with the school are also important stakeholders.

They are not only the recipients of the services but should also participate in the service-learning

development and in sustaining the health promotion projects.

Table 10.1 illustrates the proposed stakeholders and their possible roles in the Interdisciplinary

Health Promotion course.
Table 10.1: Stakeholders' roles

Coordinator 1. Should have knowledge and understanding of the realities of the schools,
local community, service providers and the world of academic study and
teaching.

2. Coordinates all the stages of partnership development, including the
report-back on the partnership progress

3. Is the primary liaison between academic staff, students, school
community and service providers.

4. Coordinates the curriculum development to create a service-learning
curriculum and projects that would meet the needs of each stakeholder.

5. Produces the student workbooks.
6. Coordinates the evaluation of the interdisciplinary health promotion

course, including the service-learning partnerships.
7. Produces a . evaluation

Fieldworker 1. Acts as a liaison or 'bridge' between the service-learning partners, i.e. the
university, school community and service providers, in order to facilitate
the partnership between the university and the school community in a
manner that will ensure reciprocal benefits inherent in a sustainable,
effective service-learning course.

2. Coordinates the logistical arrangements of the service-learning, such as
the transport of students to and from the schools, providing student
numbers for the allocation of students to the classes in schools.

3. Gathers the data on the service-learning projects and compiles a resource
of health promotion projects in the schools.

4. Participates in the intersectoral curriculum task team.
5. new stakeholders and them into the

Lecturers 1. Prepare students for service-learning in the ""'.'VVJ''',
2. Participate in the intersectoral curriculum task team
3. Assessment of student service-learning.
4. Advocacy for health promotion amongst students and school community.
5. Act as change agents in terms of attitudes of students towards service-

learning and for health promotion programmes in the schools
6. Act as facilitators of student
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7. Perform supervision of students in the schools.
8. Advocate for legitimacy of service-learning at the university
9. Provide academic support to students.
10. Ensure that the course content and outcomes of the course are met.

Supervisors 1. Act as facilitators of student service-learning in schools.
2. Provide supervision of students in the schools.
3. Provide guidance to students on service-learning projects in schools.
4. Give assessment of student service-learning.
5. Participate in the intersectoral curriculum task team.

University Students 1. Plan, implement and evaluate health promotion projects that are based on
the needs of the school community in consultation with the members of
the school community, service providers, lecturers or supervisors, using
the health promoting schools framework as a guide.

2. Offer health promotion in the schools.
3. Act as change agents who influence health attitudes and practices

amongst the learners, parents and school educators .

Scbool Staff
Principal or 1. Welcome and orientate the students to the school and surrounding
coordinating educator community.

2. Act as liaison between the school and university and service providers.
3. Represent the school on the intersectoral curriculum task team.
4. Participate in the planning, implementation and evaluation of the service-

learning.
School educators 1. Highlight the needs of the school and surrounding community.

2. Provide information on the background oflearners.
3. Provide support, guidance and advice to university students.
4. Prepare the class or school environment to create a conducive service-

learning environment.
5. Participate in the assessment of the university students.
6. Playa role in the sustainability of health promotion projects.

School Administrator 1. Assist in the communication process between the stakeholders involved
in the Interdisciplinary Health Promotion course.

Learners and Parents 1. Participate in the health promotion projects.
2. HighliÏdtt the needs of the community.

Service Providers (Education and Health Districts)
School Doctor 1. Provide access for students to their programmes and clients in the
School Nurse school.
School Psychologist 2. Share their work space and resources with students.
School Social Worker 3. Act as a source of support to students.
Oral Hygienist 4. Participate in the intersectoral curriculum task team.
Dentist 5. Participate in the assessment of the service-learning of the university
Physiotherapist students.
Occupational Therapist

10.5 SUMMARY OF CHAPTER
The chapter highlights the fact that the Interdisciplinary Health Promotion course did not make

any meaningful impact on the school and the surrounding community. Consequently it

emphasizes the need for the course to be reviewed in terms of its teaching and learning approach.
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Service-learning as an alternative pedagogical approach is seen as the most likely option if the

course is to benefit all the stakeholders involved, and if there is to be any meaningful impact on

the schools and the surrounding communities. Furthermore, it is argued that the success of the

service-learning pedagogy depends largely on the university's relationship with the schools and

the service-providers working in the schools. Because the Interdisciplinary Health Promotion

course lends itself to social transformation and community development, an institutional

partnership (with a memorandum of understanding) between the university and the school is

deemed more appropriate. The chapter also highlights the fact that the school communities in

this study were not engaged in the conceptualization of the Interdisciplinary Health Promotion

course, and that the schools lacked ownership of the programme. It is therefore recommended

that time be spent during the conceptualization process to allow for ongoing dialogue and the

development of a meaningful partnership. The roles of the various stakeholders within the

Interdisciplinary Health Promotion course also need to be clearly articulated both at the

beginning and throughout the process.

The next chapter presents a recommended framework for teaching health promotion at a higher

education institution, one which would be most appropriate to an interdisciplinary group of

health sciences students in a school setting. The chapter also includes the recommendations and

summary of the study.

247



CHAPTER ELEVEN

SUl\1MARY, RECOMMENDATIONS AND CONCLUSION

Chapter Eleven presents the summary of the study; a recommended framework to teach health

promotion at higher education institutions using the schools as a setting; some recommendations

for Higher Education in general and for the University of the Western Cape in particular; the

strengths and limitations of the study; and the conclusions of the study.

11.1 SUMMARY
The introductory chapter highlighted the fact that health professionals worldwide are

inadequately trained to address the health issues of communities, and argued for an alternative

and more appropriate education that would better prepare future health professionals to address

these needs. It drew attention to how the University of the Western Cape responded to preparing

its health professional graduates to better meet the needs of South African society. The chapter

further explored the rationale for a shift in health professions education to one that supports

service-learning and locates the study within the broader developments in higher education in

South Africa. It drew attention to the White Paper on Transformation of Higher Education (DoE,

1997) which called for universities to become more responsive to societal needs. The chapter

briefly introduced the Interdisciplinary Health Promotion course which was an outcome of the

curriculum transformation process in the faculties of Community and Health Sciences and

Dentistry at the UWC. This course was the focus of the study, as it was evaluated in terms of its

perceived effectiveness and its impact on the stakeholders involved in the course with the aim of

developing an appropriate framework to guide the teaching of health promotion at a higher

education institution.

The next four chapters presented the reviewed literature as it related to the research. Chapter

Two commenced by defining the term health and concluded that it is defined in terms of both the

biophysical and socio-economic conditions of people. An overview of the socio-economic

landscape of health in South Africa revealed that, although South Africa had undergone a socio-
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political transition, the health profile of the country continued to reflect major disparities

amongst population groups, including of age and socio-economic status, in urban and rural

settings, as well as in the provinces in South Africa.

The various health promotion approaches clearly show how health promotion is embedded in the

socio-cultural and political framework of governments and agencies which essentially guide the

choices that are made in terms of the interventions. Furthermore, the literature revealed that

health promotion approaches in sub-Saharan Africa have not remained true to the principles of

the Ottawa Charter, as they tend to reflect a predominantly individualistic behavioural approach.

Currently, this notion is in debate. The chapter concluded that health promotion is able to address

the underlying causes of disease or ill-health by preventing the disease from occurring in the first

place. It forces those sectors involved in health promotion to engage with public policy and to

advocate for a clear political commitment to health and equity. The health promotion settings

approach is discussed next and settings are viewed as social systems which can support health

and can thus provide a conducive environment for change. It is argued that the health promotion

settings approach lends itself to addressing the range of physical, social, organizational and

cultural factors that influence health in the settings.

The school as a specific health promoting setting and its development internationally was

presented next. The health promoting school is defined as one which constantly strengthens its

capacity as a healthy setting for living, learning and working. The chapter concluded with an

argument that the health promoting schools approach is a "best practice" framework for school

health programmes.

The primary schools in three disadvantaged communities were used as the health promotion

settings for the Interdisciplinary Health Promotion course. Chapter Three thus described the

South African schools and the challenges that schools situated in disadvantaged communities

face. The health needs of children and adolescents were highlighted, and the vision of

implementing a comprehensive school health policy through the various government

departments, such as Education, Health and Social Development, was seen as a positive
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development. The literature also revealed that in both developing and developed countries school

health programmes can simultaneously reduce common health problems in children and

adolescents, increase the efficiency ofthe education system, and advance public health,

education and social and economic development in each nation.

Chapter Four focused on the trends in higher education in South Africa. It drew attention to the

imperative that higher education become socially responsive. Universities in South Africa have

adopted service-learning as one possible approach in their response to becoming socially

responsive. The concept is underpinned by a notion of reciprocity in learning which results in a

range of benefits flowing from the joint interaction between university, community and service

providers. The chapter went on to review the literature on interdisciplinary education, its

definition, its nature, and the aims and challenges associated with it. Interdisciplinary education

is defined as learning which occurs when university students from health-related occupations

learn together to promote collaboration in providing promotive, preventive, curative and

rehabilitative services. The chapter concluded that there is a growing acceptance worldwide that

interdisciplinary education is an important strategy for enhancing collaborative practice between

health and social care professionals. The main aim of interdisciplinary education is to improve

teamwork, overcome functional barriers and improve health care outcomes.

The transformation process of the health professions education at the University of the Western

Cape (UWC) was the focus of Chapter Five. It is important to note that the curriculum

transformation process in the faculties of Community and Health Sciences and Dentistry took

place when South Africa was going through major political changes. The need to restructure the

health care system and the transformation of the education of the health care workers were seen

as important strategies which would contribute to the curriculum transformation process at

UWC. In addition, there were four internal initiatives at the university, the Health and Welfare

Mission Project, the Western Cape Community Partnership Project, the Joint Academic Planning

Committee and the Public Health Programme, which contributed significantly to the curriculum

transformation process at UWC. The integration of core interdisciplinary modules into the

undergraduate curriculum of the health professional programmes was seen as a major

250



breakthrough in the health professions education at the university. The core courses were

gradually integrated over a three-year period, between 2000 and 2003. The Interdisciplinary

Health Promotion course was formally introduced in the undergraduate curriculum of the health

sciences in 2001. A brief description of the institutional, faculty and departmental structures that

were put in place to support the curricular changes was presented next. A coordinator,

administrator and fieldworker as well as the curriculum task team were the main university

stakeholders of the Interdisciplinary Health Promotion course. The chapter concluded with a

detailed description of the Interdisciplinary Health Promotion course. It is noteworthy that an

average of three hundred and sixty university students from ten health professional programmes

participate annually in the Interdisciplinary Health Promotion course. In addition, an average of

ten primary schools and eighty-five school educators participate annually in the programme.

In Chapter Six the research design and methods used in this study were presented. The study

constituted a programme evaluation which used the explanatory sequential mixed-methods

design. The Concept-Indicator-Method was the conceptual framework used to guide the

evaluation of the Interdisciplinary Health Promotion course. The aim and objectives of the study

determined the development of an evaluation matrix. This consisted of three core concepts of the

study, with the Interdisciplinary Health Promotion course being evaluated in terms of these core

concepts (curriculum, community-based learning and the university-school collaboration).

Indicators and criteria were developed for each core concept. The methods and sources of data

collection were also presented. Questionnaires were distributed to all the stakeholders, that is, the

university students, the lecturers, the supervisors and the school educators, involved in the

Interdisciplinary Health Promotion Course during 2006. Focus group discussions with the

stakeholders were conducted at the UWC campus and in the Delft community.

The next three chapters presented the findings of the study. In Chapter Seven, the demographic

information on the study participants and the findings of the evaluation of the curriculum were

presented. The study clearly identified that the course falls within the faculty's mission and goals

and that it is relevant and up-to-date with the developments in the field of health promotion. The

findings also revealed that the lecturers had adequate knowledge to teach the course and that
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their involvement in the course caused them to be better informed about health promotion theory

and practice.

There was satisfaction amongst all the respondents with the management and administration of

the course. Course topics were dealt with in sufficient depth and the assignments were clear,

specific and related to the course outcomes. However, because the course was located in poverty-

stricken communities, the students felt that theory on poverty, justice, crime, fundraising and

networking should also have been included in the course. Importantly, it was noted that the

course outcomes did not meet the needs of the communities surrounding the schools.

The course was perceived as having been of value to and making a positive impact on the school

communities. It is noteworthy that the Interdisciplinary Health Promotion course had only a

short-term impact on the schools and their surrounding communities. Furthermore, the schools,

university and communities benefited from the course in the short term only.

The interdisciplinary approach helped the university students to recognize their strengths and

weaknesses in their own and other disciplines. In addition, the interdisciplinary teaching and

learning allowed them to learn and develop a better understanding of the roles and contributions

that the various professions played in health promotion in a community.

The students felt that fieldwork was the most liked aspect of course and the one from which they

learnt the most. The least liked aspects of the course were related to specifics, such as the

organization, infrastructure and time allocation of the community-based learning aspect of the

module.

The findings of the evaluation of the community-based learning experience of the research

participants were presented in Chapter Eight. The community-based learning philosophy and

principles were understood by all the university students, lecturers and supervisors. Community-

based learning was defined as learning about communities and their needs; understanding how a

community functions and its dynamics; how to empower communities; connecting theory to
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practice; learning within the community; and having a 'real life' experience in the community.

The findings revealed that the health promotion projects implemented in the schools helped the

students to learn how to plan, implement and evaluate a project in a community setting.

Furthermore, the findings suggested that the school was an ideal placement for university

students to learn about health promotion and its application. Many ofthe students' former

prejudices and misconceptions about different racial and cultural groups were transformed

through their interactions with the school community.

There was sufficient coordination and communication between the students, supervisors and

lecturers, but not enough coordination and communication between the university and the school

educators. This is important, as an effective coordination and communication process is crucial

for the success of the Interdisciplinary Health Promotion course as it involves many

stakeholders.

With regard to the knowledge of the roles of the stakeholders in the course, it is noteworthy that

all the stakeholders knew what their own roles were but lacked knowledge of the roles of the

other stakeholders. Personal growth was one of the major achievements for the university

students, lecturers and supervisors during the course, but, in contrast, the school educators felt

that they experienced very little or no personal growth during the programme.

In Chapter Nine, the findings from the evaluation of the nature of the collaboration between the

university and schools were presented. The majority of the respondents viewed the term

'partnership' as involving three principles: equal benefits, a reciprocal relationship, and common

goals. Based on this understanding of the term, the findings suggested that an 'agreement' rather

than a 'partnership' existed between the university and the schools. The study revealed that the

collaboration model between the university and the school needed to be reconceptualized to

embrace all the stakeholders, including the needs of each stakeholder in relation to health

promotion in the school. The collaboration between the university and the schools was beneficial

to all the stakeholders involved in the Interdisciplinary Health Promotion course; the university,

however, benefited more than the school community.
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The community-based learning experience allowed the university students, lecturers and

supervisors to better understand the importance of interdisciplinary partnerships in health

promotion, particularly in the schools. The course improved the students' problem-solving skills,

leadership skills, group working skills and management skills. Importantly, the experience in the

schools showed the lecturers and supervisors how to become more involved in communities and

exposed them to the way different communities functioned. Lastly, the need for education and

training of the school educators in health promotion was also highlighted.

In addressing the concern about the course not making any meaningful impact on the school and

the surrounding community and with the shift in higher education, particularly in South Africa,

toward pedagogical approaches which support social transformation, this study has shown that it

is important to revisit the current teaching and learning approach of the Interdisciplinary Health

Promotion course. Service-learning as an alternative to the field education approach would

facilitate a closer relationship between the theoretical and practical knowledge, one in which the

practical application would translate into a service that met the needs of a community.

The study has shown that all the stakeholders benefited from the Interdisciplinary Health

Promotion course; however, it was clear that the university derived more benefits than the

schools. This inequality was largely due to the fact that the Interdisciplinary Health Promotion

course was mainly driven by the academic partner. This is not surprising, as the field education

approach does not place emphasis on the development of partnerships with other stakeholders. It

thus becomes clear that there is a need for a 'new' way of working with the schools if all the

partners are to derive mutual benefits from this programme.

An alternative university-community partnership model, based on the Community Higher

Education Service Partnership (CHESP) triad partnership model, was presented. In this model,

the third sector, the service providers, is included in the partnership. This sector plays a vital role

in the partnership, that of sustaining the health promotion programmes in the schools. The

importance of formalizing the partnership between the stakeholders through a partnership

agreement (Memorandum of Understanding), in which the vision and goals as well as roles and
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responsibilities of all stakeholders are clearly articulated, was highlighted in this study. Lastly,

the roles and responsibilities of the stakeholders were clarified in relation to the Interdisciplinary

Health Promotion course.

A framework for teaching health promotion in higher education institutions using the schools as

a setting is presented in this chapter. The health promoting schools framework as a strategy for

sustained health promotion in schools will be proposed. The application of the Interdisciplinary

Health Promotion course within the Health Promoting Schools framework is also presented. The

next section presents the strengths and limitations of the study.

11.2. SUSTAINABLE HEAL TH PROMOTION PROGRAMMES IN SCHOOLS

One ofthe principles of the UWC Community Service-Learning Draft Guidelines (2003),

emphasizes that programmes should be guided by their potential for their future sustainability.

This should be established from the outset when the programmes are conceptualized. The

sustainability of the partnership between the university and the school was an issue which was

debated by all participants of the study, as it was noted that in order for the health promotion

projects to be sustainable, there was a need to involve other stakeholders, working in the school

and surrounding community, within a partnership ethos. The school educators felt that the

university could contribute to this partnership by using its disciplinary expertise to address the

other needs of the school. For instance, the learners could be assessed early in the year for

learning disabilities, so that these problems could be picked up and the relevant interventions

carried out.

The concern, particularly from the school educators, was that the university students only came

for a specific time during the year and that when they left there was no follow up or continuation

of the work they had done in the school or with the learners. This problem could have been

alleviated from the outset if there had been a partnership agreement between the university, the

school community and the service providers working in the school to continue and follow-up on

programmes. In the proposed new framework (section 11.5), all projects would be collaborative
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projects between the university students, the school community and the service providers

working in the school.

One of the principles of the school health policy in South Africa is that school health services

should be established within the framework of the Health Promoting School Initiative (DoH,

2003). An objective of the Interdisciplinary Health Promotion course is to teach the university

students to plan, implement and evaluate a health promotion project using the health promoting

schools framework as a guide. The findings of this study revealed that the activities of the

university students were implemented mainly around one of the five key strategies of the health

promoting schools concept, as advocated in the Ottawa Charter (WHO, 1986). These included

developing the personal skills of members of the school community, thus enabling them to

improve their own health and influence the healthy development of others. The nature and range

of health promoting activities were therefore mainly linked to the life orientation curriculum and

more specifically to the health promotion outcomes which were identified for the various grades

who participated in the health promotion programme (DoE, 2002). The projects included

personal hygiene, HIVand AIDS, tuberculosis, substance abuse, and nutrition. Interventions

were delivered mainly by the university students, with the participation of the teachers, and some

participation by the parents. There was no participation from other sectors or from the local

communities, with the result that one of the main challenges of this approach was that the health

promotion programmes were not sustainable and not holistic in nature. It thus became clear that

the Interdisciplinary Health Promotion course needed to be located within a broader framework,

one in which there was a coordination between the various sectors, including the parents and the

services working in the schools. The aim of such collaboration is to ultimately improve the

health and welfare of the learners and the community.

This study has therefore shown that the Health Promoting School framework should be seen as

the overarching framework for the sustainability of school-based health promotion. Figure 11.1

below illustrates the health promoting schools framework and its five strategic areas.
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Figure 11.1: Health promoting schools framework

Strengthening
cOlDlDunityaction and
participation: building
school-colDlDunity

relations.

The application of the Interdisciplinary Health Promotion course in these five strategic areas, as

illustrated on the previous page, will emphasize the service provision and ensure sustainability of

projects, since it will be done in collaboration with other stakeholders. However, one has to bear

in mind that the course is pitched at a second-year level and there will therefore be certain

constraints in terms of the application of skills. This challenge could be addressed by other

stakeholders who should be part of the partnership at the school, since intersectoral collaboration

is vital for the sustainability of projects in the school.

11.3 THE APPLICATION OF THE INTERDISCIPLINARY HEAL TH PROMOTION
COURSE TO THE STRATEGIC AREAS OF THE HEALTH PROMOTING
SCHOOLS FRAMEWORK

The following section suggests how the Interdisciplinary Health Promotion course could be

applied to the five strategic areas of the health promoting schools framework. It gives practical

and manageable service-learning examples of health promotion activities which could be
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pursued in collaboration with other stakeholders in a school setting. It is important to note that

the proposed service-learning activity is pitched at the second-year level health science students.

11.3.1 Developing school policies which promote health and well-being

The development of a policy in schools to promote and support health and well-being has to be

pursued in a participatory manner. There should be collaboration between the university, the

service providers and the governing bodies at the school to collectively develop and implement

the policy at the school. A service-learning activity could be organized by interdisciplinary

groups of health science students around the development of a healthy school policy.

Examples of such activities could include: 1) advocating for nutritious foods in the school; 2) .

guidelines and strategies to address HIVand AIDS in the school setting; and 3) a safe

environment free of violence, drugs and alcohol, and crime.

11.3.2 Creating a safe and supportive teaching and learning physical and psychosocial
environment

The creation of a supportive teaching and learning environment in the context of a health

promoting school implies the need to provide a safe and supportive environment where teaching,

learning and effective service can occur. This will lead to the development of healthy attitudes

and practices. To achieve this aim a culture of inclusivity needs to be developed in which all

stakeholders, including the learners and parents, contribute to the development of a supportive

teaching and learning environment, where all the stakeholders respect and accept one another,

and where the stakeholders share a common goal.

Examples of service-learning activities within the school that would aid in the creation of a

supportive and learning environment include: 1) creating vegetable, herb, flower and plant

gardens; 2) enhancing the self-esteem of the learners by organizing interactive workshops that

will allow them to identify what they enjoy and what they are good at; 3) 'clean-up' activities of

the school, linked to hygiene; and 4) addressing issues of racism, discrimination, prejudice, and
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disability, as well as accommodating diversity within the school through the use of creative

media such as film, documentary and drama.

11.3.3 Strengthening community action and participation: building school-community
relations

Within the context of the health promoting school framework, the main aim is to promote

ownership of the health promotion programmes in the school and the broader community. This

entails optimizing the involvement of all the role players, including the school educators,

learners, parents, service providers and university staff and students, in the development and

provision of a comprehensive school health service. The development of a strong relationship

between the partners working in the school, including individuals and organizations in the

community, parents and caregivers, is crucial to the success of a comprehensive school health

service.

Examples of service-learning activities could include: 1) involving service providers, such as the

school nurse or oral hygienist, in a health promotion activity at the school; and 2) involving the

parents and caregivers of the learners in the health promotion activities, for example, by getting

the parents and caregivers to participate in beautifying the school or assisting with the nutritional

programmes in the school.

11.3.4 Developing personal skills of school community, to improve their own health and
health of others

Developing the personal skills of members of the school community enables them to improve

their own health and influence the health development of others. The application of the

Interdisciplinary Health Promotion course within this component of the health promoting schools

framework includes the development of personal skills of the school educators, learners and

services providers.

Examples of a service-learning activity could include: 1) development of projects that are linked

to the life-orientation curriculum, such as HIVand AIDS, substance abuse, violence, personal
259



hygiene; 2) capacity development of parents and the broader community that will promote the

health and well-being of the family and community; and 3) peer education and training with

learners to support and implement health promotion and prevention programmes.

11.3.5 Providing access to appropriate services to address the health needs of the school
community

Support services in schools comprise a number of health (nurses, doctors), welfare (social

workers) and learning support services (occupational therapists, psychologists). These services

are fragmented and fall predominantly under various government departments, i.e. Department

of Health (health services), the Department of Social Development (social work services) and

Department of Education (psychological and learning support services). There is a need for

intersectoral collaboration between these government departments to provide and sustain

comprehensive school health and support services.

An example of a service-learning activity that could strengthen intersectoral collaboration at this

level could be a situational assessment of the needs of the school community. This should

include the health, social and environmental needs of the learners, school educators and support

staff at the school. The findings could be shared with the school community and services

working in the school.

In summary, the value of applying the Interdisciplinary Health Promotion course within the

Health Promoting Schools framework perspective includes the following key points:

1. It resonates well with the National Guidelines for the Development of Health Promoting
Schools/Sites in South Africa that essentially provide a framework for addressing the
many challenges that schools in South Africa face (Department of Health, 2000).

2. It provides an implementation framework for effective intersectoral school health service
delivery that was proposed and accepted by the various government departments working
in schools, such as the Department of Health, Department of Education, and Department
of Social Development.

3. Personnel involved in health and support services provision as well as non-government
organizations will be brought together. This will facilitate better coordination and
collaboration between the various service providers.

4. It will provide a much needed health service to the school and learners will have access to
the service.
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5. It will assist the school educators to be skilled in health promotion which is part of the
life orientation curriculum.

11.4 A RECOMMENDED FRAMEWORK FOR TEACIDNG HEAL TH PROMOTION
AT A HIGHER EDUCATION INSTITUTION

The concept map in Figure 11.2 below shows how the Interdisciplinary Health Promotion Course

at the University of the Western Cape could be transformed within a service-learning paradigm,

and also illustrates the benefits and outcomes for each partner which will lead to the achievement

of a common goal. This proposed framework could be used at any higher education institution in

South Africa to teach health promotion using the schools as a setting.

Figure 11.2: A framework for teaching health promotion at a higher education institution

Improved
health

promotion
practice

Awareness of
1-'------------------------------------------------------------------------------------------ -Ill school needs

The overall goal of the Interdisciplinary Health Promotion course should be to improve the

health of the learners and their communities. Achieving this overall goal would involve the
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following process. The first step would be to bring together the school's needs and resources with

the university's and service providers' needs and resources within a partnership ethos, enhancing

the effectiveness of each, so that the ultimate goal of improving the health of the learners and the

surrounding school community would be achieved.

The university would enter the partnership with a focus on learning and service within the school

context, to meet academic goals and standards in the content area of health promotion in the

school. In addition, the university would connect with the school, seeking opportunities for civic

engagement through which the students could acquire civic understanding and career-related

skills.

The school community partner would enter the partnership with a focus on the development of

the school and its learners, as well as of the surrounding communities. The school provides

meaningful service experiences, set in a "real-life" context and meeting the school's and

community's real needs, as well as offering opportunities for the university students to interact

with learners, parents and other service providers working in the school.

The service providers would enter the schools with a focus on strengthening their services as

mandated in the school health and education support policies. They need to work intersectorally

and to collaborate with the university and the school community for effective service delivery.

From the outset, all the partners should be involved in the conceptualisation, planning,

implementation and evaluation of the Interdisciplinary Health Promotion course, which will be

based on a service-learning approach. The outcomes for each partner would be articulated and

clarified.

For the University of the Western Cape, being involved in this course means that there would be

increased knowledge, skills and attitudes of health promotion amongst both the university

students and the lecturers. Consequently, this would contribute to an improved health promotion

curriculum. This in tum would lead to an improved quality of the health professionals who
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graduate from UWC and lecturers better equipped to teach health promotion in a community

setting.

An awareness of the school's needs would improve participation in health from the school

community and would lead to an increased awareness of health and health promotion. For the

service providers, an awareness of the school's needs would result in an improved intersectoral

health promotion practice and service in the school. The course would be applied to the action

areas of the health promoting schools framework, as described under section 11.3.

This framework would provide a platform for the various health and social services involved in

the schools to work with the university students and staff as well as with the school community

to collaboratively plan and provide an intersectoral health promotion service in the schools. This

would lead to an improved quality of the health promotion service and ultimately to improved

health of the learners and of the surrounding community.

For all the partners, therefore, it would mean better intersectoral collaboration, leading to a

sustainable health promotion service which would ultimately improve the health for the learners

and surrounding community.

11.5 RECOMMENDATIONS

The recommendations which emerged from this study are based on the main findings of the

study and are made for Higher Education in general and for the University of the Western Cape

in particular.

1. Health promotion as discipline

One of the issues that emerged from this study was that health promotion as a discipline
needs to be established at higher education institutions. The introduction of the discipline
of health promotion into the undergraduate and post-graduate health sciences curriculum
means that more trained health promotion specialists and practitioners will be produced
with a professional status. The literature has shown that this cadre of health care
providers is much needed both in South Africa and in Africa in general. Currently, health
promotion is offered at universities in the Western Cape mainly as short courses (post-
graduates and service providers) and as modules within the health sciences curriculum.
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The standards and norms for health promotion education and training need to be
generated as they currently do not exist.

2. Educator Training
Health promotion is a new learning area in the schools curriculum in South Africa. The
findings of this study revealed that there is a need for the education and training of school
educators in health promotion so as to effectively teach the content required by the life-
orientation curriculum. The university is ideally placed to address this need through
organizing courses and linking the school educators with the relevant programme to
upgrade their qualifications within the Education and Health Sciences faculties.

3. Coordinating structure for health promotion services
The study has also highlighted the fact that health promotion services in South Africa are
fragmented and particularly in the schools. Services are being offered by a number of
governmental departments and non-governmental institutions and often there is
duplication and non-collaboration between the various agencies working in the field of
health promotion. It is therefore recommended that a coordinating structure be created to
coordinate health promotion programmes and activities in the districts, provinces and
nationally in South Africa. A forum needs to be established to identify good practice,
establish a community of practice, and further develop learning and teaching in the area
of health promotion.

4. Intersectoral collaboration and partnership development
The success of health promotion programmes in schools largely depends on the
coordination between the health, social development and education sectors. It is therefore
recommended that intersectoral collaboration take place in the schools for effective
health promotion. Universities that want to place their students in the schools for teaching
and learning about health promotion, need first to establish partnerships with the schools
and the various service providers in order to ensure sustainability of health promotion
programmes in schools. The Community, Higher Education and Service Partnership
(CHESP) design for partnership between the university, service providers and
communities in South Africa is the recommended model in this study.

5. Schools as ideal sites for health promotion
The study has shown that the schools are ideal teaching and learning sites for teaching
health promotion at higher education institutions. Furthermore, the study recommends
that the Health Promoting Schools (HPS) framework be used to guide the health
promotion activities in the schools. The HPS framework will ensure that there is
intersectoral collaboration, and that the health promotion projects will be sustained and/or
followed up by the intersectoral team members.

6. Stakeholder roles and responsibilities
The roles and responsibilities of the various stakeholders need to be clarified within a
university-community partnership. This will aid in effective intersectoral collaboration
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between the stakeholders, resulting in improved health promotion service in the schools
as well as in any other setting.

7. Service-learning approach
The study highlights the fact that universities not only have a duty to shape the civic
responsibility of their students and staff but should also identify the causes and solutions
ofthose social issues which have a devastating impact on the community. It is therefore
recommended that a service-learning approach be adopted in teaching health promotion
at universities. The service-learning approach will address both student learning and
community needs in order to achieve the goal of mutual benefit to the students, service
providers and communities.

8. Health promotion curriculum

The following recommendations are specifically aimed at the uwe Interdisciplinary Health

Promotion course.

8.1 Course Content
Theory on interdisciplinary team work, fundraising and networking should be included in
the content of the course. Lectures on justice, crime and poverty are recommended.
University students should also be briefed on safety/emergency procedures in the schools,
on child rights, and on how to deal with learner disclosures on sex, HIVand AIDS, and
drug abuse before going to the schools. More theoretical knowledge is needed in the area
of qualitative research, so it is recommended that the research component of the course
include this aspect. In addition, university students need more guidance on report writing
and this aspect also needs to be included in the research component of the course. It is
recommended that the practical sessions in the schools match the theory covered in the
class sessions. The assignment should be explained and worked on earlier in the course,
for example, before the theory of the planning cycle, so that the students understand what
information is pertinent to producing the assignment. In order to address some of the
group dynamics that emerged in the interdisciplinary groups, it is suggested that more
time be spent on the roles and contributions of the various professions in the health
promotion projects. It is recommended that the reflection activity be more structured.
More input on the critical incident journal (which is one of the assessment tasks of the
Interdisciplinary Health Promotion course) is needed to better prepare the students for
writing their journal. A session on teaching and presentation skills needs to be included in
the course. It is also important to include other stakeholders (service providers and school
educators) in the curriculum task team responsible for developing the course content.
Lastly, it is recommended that the university students be adequately prepared for the
service-learning aspect of the course.

8.2 Teaching and learning resources
More and relevant resources on health promotion in terms of books and journals need to
be made available in the main libraries.
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8.3 Supervision
Training workshops on supervision skills in a community setting need to be organized for
the supervisors, as 67% of the university students were dissatisfied with the supervision
provided by the supervisors.

8.4 Assessment
It is recommended that a workshop on the university's assessment policy be organized
with all those stakeholders involved in the assessment of the university students
participating in the Interdisciplinary Health Promotion course. Furthermore, it is
recommended that the school educators be involved with the assessment of the students
with regard to the service-learning aspect of the course. A professional conduct mark, as
part of the overall final assessment mark, also needs to be considered. In this study, the
university students felt they needed more feedback on their performance during the
course and it is therefore recommended that structured feedback on the formative
assessment be incorporated in the course. It is evident that the marks need to be
moderated and it is therefore recommended that an external moderator be assigned to
ensure that the marks are fair and accurately reflect the performance of the students.
Lastly, it is noted that improvement is needed in publishing the results within the
timeframes as stipulated by the university policy.

8.5 Course organization
It is recommended that there should be more practical sessions than theory sessions, so
that the university students can spend more time in the schools. This will also allow for
more effective supervision in the schools. Lastly, it is recommended that the fieldworker
prepare the schools better for the service-learning.

8.6 Teaching and learning approach
It is recommended that a workshop be organized for all stakeholders involved in the
Interdisciplinary Health Promotion course in order to 1) collectively conceptualize the
new teaching and learning approach, that of service-learning; 2) clarify the roles and
responsibilities of all the stakeholders involved in the health promotion course; 3) agree
on the coordinating structure for improved coordination and communication between the
university and the schools; and 4) discuss funding and resource allocation for the projects
in the schools.
It is further recommended that the theoretical content be revisited to make it more
interactive and intellectually stimulating for the students. A more creative teaching
method, for example the use of videos, particularly in the session on health promotion, so
that the students are exposed to various media strategies, is also recommended.

8.7 Staff development
Staff development programmes for the teaching teams need to be organized so as to assist
with the improvement and updating of their knowledge of health promotion and the
content of the course. In addition, a certified course for the school educators on health
promotion needs to be organized by the university.
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8.8 Health promotion projects
The student reports on the health promotion projects in the schools should be published
and made available to schools and community. This is important as it holds the university
accountable to the community and is a way of informing the public of what is being done
at the schools.

8.9 Health promotion theory
Include theory related to evidence base school health promotion activities and
programmes as well as on health promoting schools.

11.6 THE STRENGTHS AND LIMITATIONS OF THE STUDY AND FURTHER
RESEARCH

There were several strengths of the study. In order to understand the complex nature of the

Interdisciplinary Health Promotion course and the nature of the university-school collaboration,

the mixed-methods approach was selected as the most appropriate research design for the study.

The study was a programme evaluation that used an explanatory sequential mixed-methods

approach by including both qualitative and quantitative research methods. This research

methodology was considered a strength of the study, which was designed to answer questions

relating to the perceptions and experiences of the Interdisciplinary Health Promotion course and

its impact on various stakeholders in the university and primary schools situated in

'disadvantaged' communities. The use of multiple data collection instruments and sources

provided a broader perspective and deeper understanding of the course from the perspectives of

multiple sources.

The development of an evaluation matrix contributed to a comprehensive evaluation and gave

structure to the evaluation process of the course. The matrix guided the development of the

evaluation instruments and structured the data analysis and reporting.

There was a good response from all the identified stakeholders who participated in the study

(university students (72.4%), lecturers (85%), supervisors (100%) and school educators

(71.5%)). There were also ten primary schools involved in three different disadvantaged

communities. The use of multiple data sources contributed to the trustworthiness of the study.
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Rich data were collected during the focus group discussions of the school educators, lecturers

and supervisors, which were a result ofthe relationship the researcher had established with them,

as indicated in Chapter Six.

Three limitations of the study need to be mentioned. Firstly, the school educators and schools

involved in the study were not representive of all the school educators and schools in the

Western Cape; these findings cannot therefore be generalized. Secondly, the school educators in

the focus group discussion represented their own views and not the views of their peers at their

particular schools. Once again, the findings as a result cannot be generalized.

Thirdly, some of the stakeholders (for example, the learners, parents and service providers) were

not interviewed. The scope of the study was limited and did not include these stakeholders.

However, the views of these stakeholders on their experiences of a reviewed Interdisciplinary

Health Promotion course would be an important area for future research.

Further research is also needed to demonstrate evidence of health promotion effectiveness in the

schools in terms of health and the social, economic and political impact. A further research study

could be an analysis of health promotion programmes at other higher education institutions. This

would contribute to the development of norms and standards of teaching and learning of health

promotion at higher education institutions in general. Another suggestion for further research

would be to apply the recommended framework for teaching health promotion at higher

education institutions (section 11.4) and to evaluate the effectiveness of this framework and its

impact on all the stakeholders, including the learners, parents and service providers.

11.7 CONCLUSION
The Interdisciplinary Health Promotion course evaluation has produced rich information of a

variety of experiences of the participants of the study, which advanced our understanding of the

curriculum design, the community-based learning aspect of the course, and the nature of

collaboration between the university and the schools. This study has supported the findings of

other studies as well as producing new knowledge in the area of curriculum evaluation of
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community-based learning programmes in the health sciences. In addition, it has produced a

framework for teaching health promotion at higher education institutions.

The study highlighted a number of issues. Firstly, whilst all the stakeholders were generally

satisfied with the course content, course administration, faculty staff, and course assessment, the

need to reconceptualise the 'partnership' model between the university and the schools was

evident. Secondly, the disparity in the benefits derived from the course by the university and the

schools was highlighted, as it was clear that the university benefited more than the schools or the

communities. Lastly, the unsustainability of the health promotion programmes in the schools

needs to be addressed.

The findings of the study therefore suggest that the success of the Interdisciplinary Health

Promotion course rests on the extent to which meaningful partnerships can be formed at the

various schools to promote community-engaged teaching, learning and service to the schools.

This would allow universities, service providers, and individuals and community organizations

interested in promoting health through schools, to work in partnership and collectively develop

mechanisms to plan, implement, evaluate, improve, and document the achievements of such

programmes.

The study has clearly shown that the university, the schools and service providers must be

prepared to identify their goals, build trusting relationships, articulate their strengths and assets,

and contribute collectively to the evaluation of activities. This is a particular challenge, as it

proposes a 'new way' of thinking and interacting, given the long history in health professions

education of associations with community organizations for clinical training without a true

valuing of the community and service providers as partners in the educational process. This

study has shown that through reconceptualizing the way universities work with communities,

partnerships may become balanced reciprocal relationships in which each partner contributes to

the achievement of mutually held objectives, providing a rich opportunity for preparing health

professionals for their work, and thereby improving the quality of life of individuals and

communities.
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Lastly, the study highlights the recognition and establishment of university-community

partnerships and the reliance upon them in the educational process. This will provide many new

opportunities for relevant and meaningful health professional education and training. These

efforts will contribute to improving the quality of higher education delivered to university

students, thereby ensuring their competency to better meet the needs of the communities they

will serve.
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Appendix II: Student Questionnaire

STUDENT QUESTIONNAIRE

Dear Student
This questionnaire forms part of my doctoral research project which evaluates the effectiveness and
appropriateness of the interdisciplinary health promotion course in order to develop an appropriate model
for teaching interdisciplinary health promotion. Since you have participated in the interdisciplinary health
promotion course, it would be appreciated if you could complete the following questionnaire. Please
assist me by taking 10-15 minutes to complete this questionnaire. Your honest opinions, comments and
experiences are extremely valuable to my study.

TITLE OF COURSE: INTERDISCIPLINARY HEAL TH PROMOTION

Section A
This section requires that you provide information about yourself.
Please mark your response with an X

1.
I Female

Gender

2. Race

I Asian 11 I Coloured 12 I Black I 3 I I White 14 I
3. What is your age? (Years)

4. Indicate the area where you come from.

I Urban 11 I I Rural I 2 I
5. Is English your first language?

I Yes 11 I

6. Which year of study are you currently in?

I First-year 11 I I Second year 12 I Third year I 3 I I Fourth year 14 I

7. Which professional programme/degree are you currently studying?

1

Physiotherapy 1 Dentis!!Y_ 7
Occupational Therapy 2 Oral Hygiene 8
Social Work 3 Dietetics 9
Psychology 4 Human Ecology 10



8. Indicate the name of school where you were placed during the course:

Delft Primary 1 Delft South No3 5 Rosendal 9
Primary Primary

Sunray Primary 2 Vergenoegdt Primary 6 The Haque 10
Primary

Eindhoven 3 Westbank No 1 7 Melton Primary 11
Primary Primary
Delft South 4 Rainbow Primary 8
Primary
Section B
This section requires that you talk about your experiences while doing the interdisciplinary
health promotion course. Please indicate your level of agreement with each of the statements
below. Please mark your response with an X

9.1 Module Design
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1 The module falls within the faculty's mission and goals. 1 2 3 4 5 6
2 This module was up-to-date with developments in the 1 2 3 4 5 6

field.
3 The module was pertinent to my professional training. I 2 3 4 5 6
4 The module built understanding of health promotion 1 2 3 4 5 6

concepts and principles.
5 After completing the course I am better informed about 1 2 3 4 5 6

what health promotion means in theory and practice.
6 I could apply health promotion principles and approaches 1 2 3 4 5 6

learned during the theory sessions to the school context.
7 This course has changed my perceptions about health 1 2 3 4 5 6

promotion and the importance of health promotion in
schools.

8 The module has effectively challenged me to think 1 2 3 4 5 6
critically.

9 The module encouraged me to be creative and to 1 2 3 4 5 6
participate in group activities.

10 The module has been intellectually fulfilling to me. 1 2 3 4 5 6

2



11 The module was well-planned and organized. 1 2 3 4 5 6
12 The flexibility of this module aimed to help learners with 1 2 3 4 5 6

diverse learning needs.
13 At the end of the module I felt that my learning needs 1 2 3 4 5 6

have been met.
14 The module had clearly stated outcomes that I could 1 2 3 4 5 6

understand.
15 I am satisfied that the outcomes of the module were met. 1 2 3 4 5 6
16 The design (format) of this module was appropriate to 1 2 3 4 5 6

achieve the module outcomes.
17 After completing this module I gained skills in health 1 2 3 4 5 6

promotion application.
18 The module outcomes met the needs of the learners at the 1 2 3 4 5 6

school who were involved in the programme.
19 The module outcomes met the needs of the educator 1 2 3 4 5 6

involved in the programme.
20 The module outcomes met the needs of the community 1 2 3 4 5 6

surrounding the school.
21 I could apply information and skills learned in this course 1 2 3 4 5 6

to other courses.
22 I was provided with guidance as to how the integration of 1 2 3 4 5 6

this module with other subjects contributes to the
outcomes of the professional programme that I enrolled
in.

9.2. Faculty Staff
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1 The lecturer had adequate knowledge to teach this 1 2 3 4 5 6
module.

2 The lecturer was well organized in presenting this 1 2 3 4 5 6
module.

3 The lecturer encouraged critical and divergent thinking. 1 2 3 4 5 6

4 The lecturer effectively explained how concepts were 1 2 3 4 5 6
related in this module.

5 The lecturer was competent to apply the assessment 1 2 3 4 5 6
policy and procedures of the university.

6 I was satisfied with the supervision provided by the 1 2 3 4 5 6
lecturer in the schools.

7 I was satisfied with the supervision provided by the 1 2 3 4 5 6
supervisor in the school.

8 The faculty staff was readily available for consultation. 1 2 3 4 5 6
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9.3. Student Assessment
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1 There were published, clear and consistent guidelines for 1 2 3 4 5 6
marking and grading of assessment tasks.

2 Assessment criteria were clearly stated 1 2 3 4 5 6

3 Assessment rules were clearlv stated. 1 2 3 4 5 6

4 The marking system was clearly explained. 1 2 3 4 5 6

5 Rules regarding plagiarism and other misdemeanors were 1 2 3 4 5 6
made clear to me.

6 Assessment criteria helped me to learn. 1 2 3 4 5 6

7 Assessment tasks were linked to major module outcomes. 1 2 3 4 5 6

8 Assessment tasks accurately assessed what I have learned 1 2 3 4 5 6
in this module.

9 Assessment criteria were used appropriately in this 1 2 3 4 5 6
module.

10 The assessment methods used in the school were 1 2 3 4 5 6
appropriate for the module.

11 I felt that my progress during the module was monitored. 1 2 3 4 5 6
12 My final mark accurately reflects my overall 1 2 3 4 5 6

performance.
13 Formative assessments were used to help me find my 1 2 3 4 5 6

strengths and weaknesses.
14 Module marks were assigned fairly and impartially. 1 2 3 4 5 6

15 Module marks were made available as soon as possible. 1 2 3 4 5 6

9.4. Teaching and Learning Interaction
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1 The teaching strategy used in this module was 1 2 3 4 5 6
appropriate.

2 Suitable learning opportunities were provided to ensure 1 2 3 4 5 6
the acquisition of knowledge, skills and attitudes
specified to the learning outcomes.
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3 Learning opportunities were provided to ensure that 1 2 3 4 5 6
theory is put into practice.

4 I was actively involved in the teaching and learning 1 2 3 4 5 6
process.

5 I was able to meet the learning requirements (as 1 2 3 4 5 6
expressed in credits) within the stipulated time.

6 I was able to keep up with the work load in the module. 1 2 3 4 5 6
7 Projects were related to module outcomes. 1 2 3 4 5 6
8 Directions for module assignments and tasks were clear 1 2 3 4 5 6

and specific.
9 Module assignments were interesting and stimulating. 1 2 3 4 5 6
10 Module topics were dealt with in sufficient depth. 1 2 3 4 5 6
11 I am familiar with the concept of interdisciplinary 1 2 3 4 5 6

learning.
12 I felt comfortable working in a group of students from 1 2 3 4 5 6

different disciplines.
13 I have a better understanding of the role of the other 1 2 3 4 5 6

professions who participated in the course.
14 The module provided an opportunity to learn from 1 2 3 4 5 6

students from other disciplines.
15 The module provided an opportunity to learn from the 1 2 3 4 5 6

school community.

9.5. University Library Resources and Learning Materials
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1 The library resources complemented the content covered 1 2 3 4 5 6
in the module.

2 There were enough library resources. 1 2 3 4 5 6
3 The learning material for this module was current. 1 2 3 4 5 6
4 The learning materials encouraged a critical and 1 2 3 4 5 6

reflective approach to learning.
5 The module's learning materials were effective. 1 2 3 4 5 6
6 The learning materials were accessible. 1 2 3 4 5 6
7 The learning materials were affordable. 1 2 3 4 5 6
8 The sessions and tasks in the student workbook followed 1 2 3 4 5 6

in a logical sequence.
9 The student workbook was student friendly and easy to 1 2 3 4 5 6

understand.
10 I was generally satisfied with the text(s) required for this 1 2 3 4 5 6

module.
5



9.6. Module Administration
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1 The module administration services made provision for 1 2 3 4 5 6
enquiries about the module with regards to venues and
timetables, student consultations, and marks and grades.

2 I am satisfied with the administrative support. 1 2 3 4 5 6
3 I am satisfied with the management of the course. 1 2 3 4 5 6
4 The size of the class was appropriate to achieve the 1 2 3 4 5 6

module outcomes.
5 Venue allocation and time-tabling were carefully planned 1 2 3 4 5 6

to accommodate the needs of the students participating in
the module.

6 Sufficient and suitable IT infrastructure was available 1 2 3 4 5 6
and accessible to students.

9.7 Module impact
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1 The module implemented at the school has been of value 1 2 3 4 5 6
to the school community.

2 The interest of the school community is sufficient to 1 2 3 4 5 6
support future health promotion activities organized by
the faculty.

3 I feel that the work I did in the school benefited the 1 2 3 4 5 6
learners.

4 I feel that the work I did in the school benefited the 1 2 3 4 5 6
educators.

5 I benefited by working with members of the school 1 2 3 4 5 6
community from a cultural and language background
other than my own.

6 The work at the school made me aware of some of my 1 2 3 4 5 6
own stereotypes and prejudices.

7 The module had a positive impact on the school. 1 2 3 4 5 6
8 The health promotion programmes carried out by my 1 2 3 4 5 6

6



9.8 Community-based learning

group of students will benefit the school
a) in the short term

9 b) in the medium term 1 2 3 4 5 6
10 c) in the long term 1 2 3 4 5 6
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I I am familiar with the concept of community-based 1 2 3 4 5 6
learning

2 The school visits were well planned and organized. 1 2 3 4 5 6
3 Travel arrangements to the school were organised. 1 2 3 4 5 6
4 Codes for professional conduct and safety existed. 1 2 3 4 5 6
5 I was well prepared by the lecturer for the work in the 1 2 3 4 5 6

school.
6 I was given clear rules and guidelines to work in the 1 2 3 4 5 6

school.
7 Regular and efficient communication took place between 1 2 3 4 5 6

the faculty staff and the students.
8 The school was an ideal placement to learn about health 1 2 3 4 5 6

promotion.
9 I felt comfortable interacting with the school community. 1 2 3 4 5 6
10 I learnt from the school in which I worked. 1 2 3 4 5 6
11 The experience in the school helped me to improve and 1 2 3 4 5 6

further develop
a) my problem-solving skills.

12 b) my leadership skills. 1 2 3 4 5 6
13 c) my group work skills 1 2 3 4 5 6
14 d) my management skills 1 2 3 4 5 6
15 I was comfortable interacting with a culturally diverse 1 2 3 4 5 6

group of learners.
16 A language barrier existed between me and the learners 1 2 3 4 5 6

which led to communication difficulties.
17 Monitoring and supervision by the lecturer and! or 1 2 3 4 5 6

supervisor was done in a systematic and regular fashion.
18 The feedback I received from the lecturer and! or 1 2 3 4 5 6

supervisor enabled me to recognize the strengths and
weaknesses in my work.

19 The work I did at the school offered insights that lectures 1 2 3 4 5 6
7



or readings could not.
20 The work I did in the school complemented the expected 1 2 3 4 5 6

outcomes of the module.
21 The work I did in the school complemented the need 1 2 3 4 5 6

expressed by the school.
22 I would have preferred spending more time in the school. 1 2 3 4 5 6
23 I feel I would have learned more from this course if more 1 2 3 4 5 6

time was spent in the university classroom instead of
doing work in the school.

24 The work I performed in this module helped me to learn 1 2 3 4 5 6
how to plan, implement and evaluate a project in a
community setting.

25 The students, academic staff, supervisors and educators 1 2 3 4 5 6
worked collaboratively on activities.

26 I now have a better understanding of the issues and 1 2 3 4 5 6
challenges that confronts the school.

9.9 University-School Collaboration
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1 I had an opportunity to help to determine the module 1 2 3 4 5 6

outcomes.
2 During this module I gained a good understanding of the 1 2 3 4 5 6

importance of interdisciplinary partnerships in health
promotion.

3 The involvement of the school helped me to see how the 1 2 3 4 5 6
subject matter I learned can be used in everyday life.

4 The community-based learning aspect of the course 1 2 3 4 5 6
showed me how I can become more involved in a
community.

5 A functional and productive partnership between the 1 2 3 4 5 6

university and the school was reflected in the work I
carried out at the school.

6 I felt that the balance of power between the university 1 2 3 4 5 6

and the school was equitable with no one partner
dominating decision making.

7 During the school visits, I felt that the school and the 1 2 3 4 5 6

university had a commitment to each other and were
supportive of each others needs.

8 All sectors i.e. the school community, the university 1 2 3 4 5 6

8



Section C
Finally, please answer the open-ended questions in this section. Any additional comments can also be

included in this section.

1. What new knowledge, skills, and attitudes did you gain through participating in the course?
Please specify what these are.
..............................................................................................................................
..............................................................................................................................
..............................................................................................................................
........................................................................................................................................................................
..........................................................................................................................................................................
..........................................................................................................................................................................

2. What did you like the most about the module?
.......................................................................................................................................................................
...............................................................................................................................
................................................................................................................................
..........................................................................................................................................................................
..........................................................................................................................................................................
............................................................................... _._ _._._.-._ - _ _ _.-._ _ _ .

3. What did you like the least about the module?

..............................................................................................................................

......................................................................................................................................

..............................................................................................................................

..............................................................................................................................

..............................................................................................................................

..............................................................................................................................

..............................................................................................................................

4. Please add any other comments (feelings, concerns, opinions; difficulties) you have about the

course you have just completed .

..............................................................................................................................

..............................................................................................................................

..............................................................................................................................

..............................................................................................................................

..............................................................................................................................

..............................................................................................................................

..............................................................................................................................

5. Please give any suggestions to improve the interdisciplinary health promotion course.

9



Thank you for your insights regarding the interdisciplinary health promotion course.
Your contribution is much appreciated.

..........................................................................................................................................................................

..........................................................................................................................................................................

..........................................................................................................................................................................

..........................................................................................................................................................................

..........................................................................................................................................................................

........................................................................................................................................................

..........................................................................................................................................

..........................................................................................................................................

Contact Details:
Firdouza Waggie
0827773568 (cell) 021 9592062 (office) 0216962652 (home)
Email: fwaggie@uwc.ac.za
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Appendix III: Lecturer Questionnaire

LECTURER QUESTIONNAIRE
Dear Lecturer
This questionnaire forms part of my doctoral research project which evaluates the effectiveness
and appropriateness of the interdisciplinary health promotion course in order to develop an
appropriate model for teaching interdisciplinary health promotion. You are being asked to
complete this questionnaire because you are teaching the interdisciplinary health promotion
course. Please assist me by taking 10-15 minutes to complete this questionnaire. Your honest
opinions, comments and experiences are extremely valuable to my study.

Section A
This section requires that you provide information about yourself.
Please mark your response with an X

1. What is your position in your department?
Post-graduate 1
student
Lecturer 2
Senior Lecturer 3
HOD 4

2. Employment status
Permanent Full -time 1
Contract Full-ti me 2
Contract Part-ti me 3

3. What is your highest qualification? 1Degree
2Honours
3Masters
4Doctorate

4. How long have you been teaching at tertiary level?

................ (years)

5. What is your area of expertise or interest?

11

.................................................................................................................

................................................................................................................................................

6. Approximately how many academic terms have you taught the interdisciplinary health
promotion course?
....................... (terms)



7. Which other community-based module/s are you currently teaching?

8. How long have you been teaching this/these community-based module/s?

(years)

9. Prior to teaching the interdisciplinary health promotion course for the
first time, have you been exposed to health promotion theory and
practice?

~

~

If yes, please elaborate .

10. Have you participated in any health promotion courses?
~

~

If yes, please state the name of the course/s and when you participated.

Section B
I would like to hear about your experiences of the interdisciplinary health promotion course.
Please indicate your level of agreement with each of the statements below.

12



11. Module design
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1 The module falls within the faculty's mission and 1 2 3 4 5 6
goals.

2 This module was up-to-date with developments in 1 2 3 4 5 6
the field.

3 This module was pertinent to my profession. 1 2 3 4 5 6
4 Provision is made for the module in my 1 2 3 4 5 6

department's planning and resource allocation
processes.

5 After lecturing the course I am better informed 1 2 3 4 5 6
about what health promotion means in theory and
practice.

6 This course caused me to reconsider many of my 1 2 3 4 5 6
former attitudes about health promotion.

7 This course has changed my perceptions about 1 2 3 4 5 6
health promotion and the importance of health
promotion in schools.

8 During this module I gained a good 1 2 3 4 5 6
understanding of the importance of
interdisciplinary partnerships in health promotion.

9 After completing this module I gained skills in 1 2 3 4 5 6
health promotion application.

10 The module was well planned and organized. 1 2 3 4 5 6
11 The flexibility of this module aimed to help many 1 2 3 4 5 6

kinds of students.
12 Overall, I was satisfied with the outcomes ofthe 1 2 3 4 5 6

course.
13 The module had clearly stated outcomes that I 1 2 3 4 5 6

could understand.
14 I had an opportunity to participate in the 1 2 3 4 5 6

development of this module.
15 I had an opportunity to help determine module 1 2 3 4 5 6

outcomes.
16 The theory taught in the class complemented the 1 2 3 4 5 6

outcomes achieved during the school visits.
17 The design of the module was appropriate to the 1 2 3 4 5 6

module outcomes.
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12. Assessment
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1 Assessment rules were clearly stated. 1 2 3 4 5 6

2 Assessment criteria were clearly stated. 1 2 3 4 5 6

3 Assessment tasks accurately assessed what 1 2 3 4 5 6
students learned in this module.

4 Assessment tasks were linked to major module 1 2 3 4 5 6

outcomes.
5 The final mark accurately reflects the overall 1 2 3 4 5 6

performance of the students.
6 Module marks were assigned fairly and 1 2 3 4 5 6

impartially.
7 The marking system was clearly explained. 1 2 3 4 5 6

8 Assessment criteria were used appropriately in 1 2 3 4 5 6
this module.

9 Formative assessments were used to help students 1 2 3 4 5 6
find their strengths and weaknesses.

10 I felt competent to apply the assessment policy 1 2 3 4 5 6
and procedures of the university.

13. Teaching and Learning Interaction
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1 The teaching strategy used in this module was 1 2 3 4 5 6
appropriate.

2 Module topics were dealt with in sufficient depth. 1 2 3 4 5 6
3 Projects and tasks were related to module 1 2 3 4 5 6

outcomes.
4 Directions for module assignments and tasks 1 2 3 4 5 6

were clear and specific
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5 Module assignments were interesting and 1 2 3 4 5 6
stimulating.

6 Suitable learning opportunities were provided to 1 2 3 4 5 6
ensure the acquisition of knowledge, skills and
attitudes specified to the learning outcomes.

7 Learning opportunities were provided to ensure 1 2 3 4 5 6
that theory was put into practice.

8 Students were able to meet the learning 1 2 3 4 5 6
requirements (as expressed in credits) within the
stipulated time.

9 Students were actively involved in the teaching 1 2 3 4 5 6
and learning process

10 I had adequate knowledge to teach this module. 1 2 3 4 5 6
11 I understood the concept of interdisciplinary 1 2 3 4 5 6

learning.
12 I was comfortable teaching an interdisciplinary 1 2 3 4 5 6

group of students.
l3 The module provided students with an 1 2 3 4 5 6

opportunity to learn from students from other
disciplines.

14. Module Administration
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1 The size of the class was appropriate to achieve 1 2 3 4 5 6
module outcomes.

2 Venue allocation were carefully planned to 1 2 3 4 5 6
accommodate the needs of the students
participating in the module.

3 The venues were suitable for teaching and 1 2 3 4 5 6
learning.

4 Timetabling was carefully planned to 1 2 3 4 5 6
accommodate the students participating in the
module.

5 The amount of students allocated to a class in the 1 2 3 4 5 6
school was appropriate to achieve the outcomes at
the school.

6 The students allocated to a classroom in the 1 2 3 4 5 6
school were carefully planned to accommodate
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the language and cultural diversity of the students
and learners participating in the module.

7 The schools were suitable for teaching and 1 2 3 4 5 6
learning.
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8 Sufficient and suitable IT infrastructure was 1 2 3 4 5 6
available and accessible to students.

9 The module administration services were readily 1 2 3 4 5 6
available for student consultations.

10 The marks and grades were available and 1 2 3 4 5 6
accessible to staff and students within the cut-off
date.

11 I am satisfied with the administrative support. 1 2 3 4 5 6
12 I am satisfied with the management of the course. 1 2 3 4 5 6
13 I am satisfied with the number of meetings we 1 2 3 4 5 6

had.

15. University Library Resources and Learning Materials
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1 The library resources complemented the content 1 2 3 4 5 6
covered in the module.

2 There were enough resources in the library. 1 2 3 4 5 6
3 The learning material for this module was 1 2 3 4 5 6

current.
4 The learning materials encouraged a critical and 1 2 3 4 5 6

reflective approach to learning.
5 The module's learning materials were effective. 1 2 3 4 5 6
6 The learning materials were accessible. 1 2 3 4 5 6
7 The learning materials were affordable.
8 The sessions and tasks in the student workbook 1 2 3 4 5 6

followed in logical sequence.
9 The student workbook was student-friendly and 1 2 3 4 5 6
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easy to understand.
10 I was generally satisfied with the texts 1 2 3 4 5 6

(prescribed text book and course readings)
required for this module.

16. Module impact
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1 The module implemented at the school has been 1 2 3 4 5 6
of value to the school community.

2 The interest of the school community is sufficient 1 2 3 4 5 6
to support future health promotion activities
organized by the university.

3 I feel that the work the students did in the school 1 2 3 4 5 6
benefited the learners.

4 I feel that the work the students did in the school 1 2 3 4 5 6
benefited the educators.

5 I benefited by working with members of the 1 2 3 4 5 6
school community from a cultural and language
background other than my own.

6 The work at the school made me aware of some 1 2 3 4 5 6
of my own stereotypes and prejudices.

7 The module had a positive impact on the school. 1 2 3 4 5 6
8 The health promotion programmes carried out by 1 2 3 4 5 6

my group of students will benefit the school in the
a) short term.

9 b) medium term 1 2 3 4 5 6
10 c) long term 1 2 3 4 5 6
11 The health promotion programmes carried out by 1 2 3 4 5 6

my group of students will benefit the faculty in
the a) short term.

12 b) medium term 1 2 3 4 5 6
13 c) long term 1 2 3 4 5 6
14 The health promotion programmes carried out by 1 2 3 4 5 6

my group of students will benefit the community
in the a) short term.

15 b) medium term 1 2 3 4 5 6
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116 1 c) long term 1 1

17. Community-based learnine:
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1 I understand the principles of community-based 1 2 3 4 5 6
learning.

2 The community-based learning aspect of the 1 2 3 4 5 6
module was well planned and organized.

3 Travel arrangements to the school were I 2 3 4 5 6
organized.

4 Codes for professional conduct and safety existed. 1 2 3 4 5 6

5 The students were well prepared for the work in 1 2 3 4 5 6
the school.

6 The students were given clear rules and 1 2 3 4 5 6
guidelines about their work in the school.

7 Regular and efficient communication took place 1 2 3 4 5 6
between the faculty staff and the students.

8 The school is an ideal placement to learn about 1 2 3 4 5 6
health promotion.

9 I felt comfortable interacting with the school 1 2 3 4 5 6
community.

10 I learnt from the school in which I supervised. 1 2 3 4 5 6

11 The experience in the school helped the students 1 2 3 4 5 6
to improve and further develop their a) problem-
solving skills

12 b) leadership skills 1 2 3 4 5 6

13 c) group work skills 1 2 3 4 5 6

14 d) management skills 1 2 3 4 5 6

15 My students were comfortable interacting with a 1 2 3 4 5 6
culturally diverse group of learners

16 A language barrier existed between the students 1 2 3 4 5 6
and learners which led to communication
difficulties.

17 Monitoring and supervision was done regularly 1 2 3 4 5 6
and in a systematic and regular fashion.

18 The feedback from the students enabled me to 1 2 3 4 5 6
recognize my strengths and weaknesses in my
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teaching approach.
19 The work the students did at the school offered 1 2 3 4 5 6

insights that lectures or readings could not.
20 The work the students did in the school 1 2 3 4 5 6

complemented the expected outcomes of the
module.

21 The work the students did in the school 1 2 3 4 5 6
complemented the needs expressed by the school.

22 I would have preferred spending more time in the 1 2 3 4 5 6
school with the students.

23 I feel that the students would have learned more 1 2 3 4 5 6
from this course if more time was spent in the
classroom instead of doing work in the school.

24 The work the students did in the school helped 1 2 3 4 5 6
them learn how to plan, implement and evaluate a
project in a community setting.

25 The students, academic staff, supervisors and 1 2 3 4 5 6
educators worked collaboratively on activities.

26 I now have a better understanding of the issues 1 2 3 4 5 6
and challenges that confronts the school.

27 The feedback from the students enabled me to 1 2 3 4 5 6
recognize the strengths and weaknesses of the
health promotion activities in the school.

28 Effective management procedures were in 1 2 3 4 5 6
operation for the co-ordination of community-
based learning.

29 The fieldworker prepared the school well for the 1 2 3 4 5 6
fieldwork.

30 I am satisfied with the supervision provided by 1 2 3 4 5 6
the supervisors in the schools.

18. University-school Collaboration
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1 I had an opportunity to help determine module 1 2 3 4 5 6
outcomes.

2 During this module I gained a good 1 2 3 4 5 6
understanding of the importance of
interdisciplinary partnerships in health promotion.
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3 The involvement of the school helped me to see 1 2 3 4 5 6
how the subject matter I taught can be used in
everyday life.

4 The community-based learning aspect of the 1 2 3 4 5 6
course showed me how I can become more
involved in a community.

5 A functional and productive partnership between 1 2 3 4 5 6
the university and the schools was reflected in the
work done at the school.

6 I felt that the balance of power between the 1 2 3 4 5 6
university and the school is equitable with no one
partner dominating decision making.

7 During the school visits, I felt that the school and 1 2 3 4 5 6
the university had a commitment to each other
and were supportive of each other's needs.

8 All sectors i.e. the school community, the 1 2 3 4 5 6
university students and faculty staff benefited
from the interdisciplinary health promotion
module.

9 A partnership existed between the school and the 1 2 3 4 5 6
university .

10 The interest of the school community is sufficient 1 2 3 4 5 6
to support the development of a partnership with
the university.

11 Working in a partnership with students, 1 2 3 4 5 6
principals, educators and learners was worth the
effort.

12 The university-school partnership in this course 1 2 3 4 5 6
was successful in achieving the overall aims set
out for the course.

Section C
Finally, please answer the open-ended questions in this section. Any additional comments can
also be included in this section.

19. What new knowledge, skills, and attitudes did you gain through participating in the
course? Please specify what these are .
.....................................................................................................................
.....................................................................................................................

20. What did you like the most about the module?

............................................................................................................................................................

....................................................................................................................................
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.............................................................................................................................

...................................................................................................................................

...............................................................................
21. What did you like the least about the module?

.....................................................................................................................

.....................................................................................................................

.........................................................................................................................................................

..................................................................................................................................

.......................................................................................................................................

.............................................................
22. Reflecting back on this interdisciplinary health promotion module, what ideas do you

have for the next class to improve the overall experience for you, your students and the
school community?

............................................................................................................................................................

............................................................................................................................................................

............................................................................................................................................................

............................................................................................................................................................

............................................................................................................................................................

..................................................................
23. Finally, please add any other comments (feelings, concerns, opinions; difficulties) that

you may have about the course that you have just taught .
.....................................................................................................................
..........................................................................................................................................................
...........................................................................................................................................................
.......................................................................................................................................
.........................................................

Thank you for your insights regarding the interdisciplinary health promotion course.
Your contribution is much appreciated.

Contact Details:
Firdouza Waggie
0827773568 (cell) 021 9592062 (office) 021 6962652 (home)
Email: fwaggie@uwc.ac.za
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Appendix IV: Supervisor Questionnaire

SUPERVISOR QUESTIONNAIRE

Dear Supervisor
This questionnaire forms part of my doctoral research project which evaluates the effectiveness and
appropriateness of the interdisciplinary health promotion course in order to develop an appropriate model
for teaching interdisciplinary health promotion. Since you are supervising the students in the school, it
would be appreciated if you could complete this questionnaire. Please assist me by taking 10-15 minutes
to complete this questionnaire. You honest opinions, comments and experiences are extremely valuable to
my study.

Section A
This section requires that you provide information about yourself.
Please mark your response with an X

1. In which department are you based?

3. What is your position in your department?
Under aduate student 1
Post- aduate student 2
Lecturer 3
Senior Lecturer 4
HOD 5

4. Employment Status
Permanent- Full time I
Contract- Full time 2

3

4. eeWhat is your highest qualification?
2
3
4

5. How long have you been supervising at tertiary level?

................ (years)

6. What is your area of expertise or interest?

7. Approximately how many academic terms have you supervised the interdisciplinary health
promotion course?
......................... (academic terms)

4
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8. Which other community-basedmodule/s are you currently supervising?
...................................................................................................

9. How long have you been supervising this/these community-basedmodule/s?

. (years)

10. Prior to supervisingthe interdisciplinary health promotion course for the first time, had you been
exposed to health promotiontheory and practice?

~

~If yes, please elaborate.
...................................................................................................................................................................
...................................................................................................................................................................
...................................................................................................................................................................
..................................................................................................

11. Have you participatedon any health promotion courses? If yes, please state the name of the
course and when youparticipated.
.............................................................................................................................................................
...........................................................................................................................

Section B
I would like to hear about your experiences of the interdisciplinary health promotion course.
Please indicate your level of agreement with each of the statements below.

12. Module design
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1 The module falls within the faculty's mission and 1 2 3 4 5 6
goals and was approved by the appropriate
institutional and faculty structures.

2 The module had clearly stated outcomes that I 1 2 3 4 5 6
could understand.

3 The module was pertinent to my professional 1 2 3 4 5 6
training.

4 I had an opportunity to participate in the 1 2 3 4 5 6
development of this module.

5 I had an opportunity to help determine module 1 2 3 4 5 6

outcomes.
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6 This module was up-to-date with developments in 1 2 3 4 5 6
the field.

7 The module was well planned and organized. 1 2 3 4 5 6

8 Overall, I was satisfied with the outcomes ofthe 1 2 3 4 5 6
course.

9 This course caused me to reconsider many of my 1 2 3 4 5 6
former attitudes about health promotion.

10 After supervising this module I have gained skills 1 2 3 4 5 6
in health promotion application.

11 This course has changed my perceptions about 1 2 3 4 5 6
health promotion and the importance of health
promotion in schools.

12 During this module I gained a good 1 2 3 4 5 6
understanding of the importance of
interdisciplinary partnerships in health promotion.

13 The flexibility of this module aimed to assist a 1 2 3 4 5 6
variety of students.

13. Assessment

~
~ t ~~~ ~ -,_

fil &l
~

._
~

~ '0 ~._
» ~ ~ -- - ~ c..
~ t e ,_ ~ c..= ..... ~ = ~
0 : = ~ 0 .....,_

Z
fil ,_

~..... Q .....
00 00

1 Assessment rules were clearly stated. 1 2 3 4 5 6

2 Assessment criteria were clearly stated. 1 2 3 4 5 6

3 Assessment tasks accurately assessed what 1 2 3 4 5 6
students learned in this module.

4 Assessment tasks were linked to major module 1 2 3 4 5 6
outcomes.

5 The final mark accurately reflected the overall 1 2 3 4 5 6
performance ofthe students.

6 Module marks were assigned fairly and 1 2 3 4 5 6
impartially.

7 The marking system was clearly explained. 1 2 3 4 5 6
8 Assessment criteria were used appropriately in 1 2 3 4 5 6

this module.
9 Formative assessments were used to help students 1 2 3 4 5 6

find their strengths and weaknesses.
10 I felt competent to apply the assessment policy 1 2 3 4 5 6

and procedures of institution.
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14. Teaching and Learning Interaction
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1 The teaching strategy used in this module was 1 2 3 4 5 6

appropriate.
2 Module topics were dealt with in sufficient depth. 1 2 3 4 5 6
3 The format of this module was appropriate to 1 2 3 4 5 6

module outcomes.
4 Projects were related to module outcomes. 1 2 3 4 5 6
5 Directions for module assignments and tasks 1 2 3 4 5 6

were clear and specific.
6 Module assignments were interesting and 1 2 3 4 5 6

stimulating.
7 Suitable learning opportunities were provided to 1 2 3 4 5 6

ensure the acquisition of knowledge, skills and
attitudes specified to the learning outcomes.

8 Learning opportunities were provided to ensure 1 2 3 4 5 6
that theory was put into practice.

9 Students were able to meet the learning 1 2 3 4 5 6
requirements (as expressed in credits) within the
stipulated time.

10 Students were actively involved in the teaching 1 2 3 4 5 6
and learning process.

11 I had adequate knowledge to supervise the 1 2 3 4 5 6
community based learning aspect of this module.

12 I was comfortable supervising an interdisciplinary 1 2 3 4 5 6
group of students.

15. University Library Resources and Learning Materials
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1 The library resources complemented the content covered in 1 2 3 4 5 6

the module.
2 The library resources were accessible and available. 1 2 3 4 5 6
3 I was generally satisfied with the text(s) required and used 1 2 3 4 5 6

for this module.
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4 The learning material for this module was current. 1 2 3 4 5 6

5 The learning materials encouraged the critical and reflective 1 2 3 4 5 6
a roach to learnin .

6 The sessions and tasks in the student workbook followed in a 1 2 3 4 5 6
logical se uence.

7 The workbooks were student friendly and easy to understand. 1 2 3 4 5 6

16. Module Administration
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1 The module administration services were readily available 1 2 3 4 5 6
for student consultations.

2 I was satisfied with the administrative support. 1 2 3 4 5 6

3 I was satisfied with the management of the course. 1 2 3 4 5 6

4 I was satisfied with the number of meetings we had. 1 2 3 4 5 6

5 The amount of students allocated to a class in the school 1 2 3 4 5 6
was appropriate to achieve the outcomes.

6 The students allocated to a classroom in the school were 1 2 3 4 5 6
carefully planned to accommodate the needs of the students
participating in the module.

7 The school was a suitable placement for teaching and 1 2 3 4 5 6
learning about health promotion.

17. Module impact
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1 The module implemented at the school has been 1 2 3 4 5 6
of value to the school community.

2 The interest of the school community was 1 2 3 4 5 6
sufficient to support future health promotion
activities organized by the faculty.

3 I feel that the work the students did in the school 1 2 3 4 5 6
benefited the learners.

4 I feel that the work the students did benefited the 1 2 3 4 5 6
educators.

5 I benefited by working with members of the 1 2 3 4 5 6
school community from a cultural and language
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background other than my own.
6 The work at the school made me aware of some of 1 2 3 4 5 6

my own stereotypes and prejudices.
7 The module had a positive impact on the school. 1 2 3 4 5 6
8 The health promotion programmes carried out by 1 2 3 4 5 6

my group of

students will benefit the school

a) in the short term.
9 b) in the medium term 1 2 3 4 5 6
10 c) in the long term 1 2 3 4 5 6
11 The health promotion programmes carried out by 1 2 3 4 5 6

my group of
students will benefit the faculty
a) in the short term.

12 b) in the medium term 1 2 3 4 5 6
13 c) in the long term 1 2 3 4 5 6
14 The health promotion programmes carried out by 1 2 3 4 5 6

my group of
students will benefit the community
a) in the short term.

b) in the medium term 1 2 3 4 5 6

c) in the long term 1 2 3 4 5 6

18. Community-based learning
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1 I understand the principles of community-based 1 2 3 4 5 6

learning
2 The community-based learning aspect of the 1 2 3 4 5 6

module was well planned and organized.
3 Effective processes and procedures were in 1 2 3 4 5 6

operation for the co-ordination of community-
based learning.

4 The students were given clear rules and guidelines 1 2 3 4 5 6
to work in the school.

5 The students were well prepared for the work in 1 2 3 4 5 6
the school.

6 Regular and efficient communication took place 1 2 3 4 5 6
between the university staff and the students.
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7 Monitoring and supervision was done regularly 1 2 3 4 5 6
and in a systematic fashion.

8 The feedback from the students enabled me to 1 2 3 4 5 6
recognize the strengths and weaknesses of the
health promotion activities in the school.

9 Feedback enabled the student to develop new and 1 2 3 4 5 6
existing abilities to gain knowledge and skills at
the school.

10 The feedback enabled me to recognize my 1 2 3 4 5 6
strengths and weaknesses in my supervision.

11 I learnt from the school in which I supervised. 1 2 3 4 5 6

12 The school was an ideal placement to learn about 1 2 3 4 5 6
health promotion.

13 The work the students did at the school offered 1 2 3 4 5 6
insights that lectures or readings could not.

14 The work the students did in the school 1 2 3 4 5 6
complemented the expected outcomes of the
module.

15 The work the students did in the school 1 2 3 4 5 6
complemented the needs expressed by the school.

16 I would have preferred the students to spend more 1 2 3 4 5 6
time in the school.

17 I feel that the students would have learned more 1 2 3 4 5 6
from this course if more time was spent in the
classroom instead of doing work in the school.

18 The work the students did in the school helped 1 2 3 4 5 6
them learn how to plan, implement and evaluate a
project in a community setting.

19 The students, academic staff, supervisor and 1 2 3 4 5 6
educators worked collaboratively on activities.

20 Travel arrangements to the school were well 1 2 3 4 5 6
organised.

21 Codes for professional conduct and safety existed. 1 2 3 4 5 6

22 I am satisfied with the supervision provided in the 1 2 3 4 5 6
schools.

19. University-school Collaboration

1 I had an opportunity to help determine module 1 2 3 4 5 6
outcomes.

2 During this module I gained a good understanding 1 2 3 4 5 6
of the importance of interdisciplinary partnerships
in health promotion.

3 The involvement of the school helped me to see 1 2 3 4 5 6
how the subject matter I supervised can be used in
everyday life.

4 The community-based learning aspect of the 1 2 3 4 5 6
course showed me how I can become more
involved in a community.
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5 A partnership existed between the school and the 1 2 3 4 5 6
university.

6 The interest of the school community was 1 2 3 4 5 6
sufficient to support the development of a
partnership with the university.

7 Working in a partnership with students, principals, 1 2 3 4 5 6

educators and learners was worth the effort.
8 The university-school partnership in this course 1 2 3 4 5 6

was successful in achieving the overall aims set
out for the course.

9 A functional and productive partnership between 1 2 3 4 5 6

the university and the schools was reflected in the
work done at the school.

10 I felt that the balance of power between the 1 2 3 4 5 6

university and the school was equitable with no
one partner dominating decision making.

11 During the school visits, I felt that the school and 1 2 3 4 5 6

the university had a commitment to each other and
were supportive of each other's needs.

12 All sectors i.e. the school community, the 1 2 3 4 5 6

university students and faculty staff benefited
from the interdisciplinary health promotion
module.

Section C
Finally, please answer the open-ended questions in this section. Any additional comments can
also be included in this section.

20. What new knowledge, skills, and attitudes did you gain through participating in the
course? Please specify what these are .
.....................................................................................................................
.....................................................................................................................
....................................................................................................................
....................................................................................................................................................
............................................................................................................................................................
............................................................................................................................................................
............................................................................................................................................................

21. What did you like the most about the module?
............................................................................................................................................................
...........................................................................................................................................
.............................................................................................................................
............................................................................................................................
............................................................................................................................................................
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22. What did you like the least about the module?

23. Reflecting back on this interdisciplinary health promotion module, what ideas do you
have for the next class to improve the overall experience for you, your students and the
school community?

24. Finally, please add any other comments (feelings, concerns, opinions; difficulties) you
may have about the course that you have just supervised.

Thank you for your insights regarding the interdisciplinary health promotion course.
Your contribution is much appreciated.

Contact Details:
Firdouza Waggie
082 7773568 (cell) 021 9592062 (office) 021 6962652 (home)
Email: fwaggie@uwc.ac.za
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Appendix V: Educator Questionnaire

EDUCATOR QUESTIONNAIRE

Dear Educator
This questionnaire forms part of my doctoral research project that evaluates the effectiveness and
appropriateness of the interdisciplinary health promotion course in order to develop an
appropriate model for teaching interdisciplinary health promotion. Since you have participated in
the uwe interdisciplinary health promotion programme during 2006, it would be appreciated if
you could complete this questionnaire. Please assist me by taking 10-15 minutes to complete this
questionnaire. You honest opinions, comments and experiences are extremely valuable to my
study.

TITLE OF COURSE: INTERDISCIPLINARY HEAL TH PROMOTION

Section A

DEMOGRAPHICS
This section requires that you provide information about yourself. Please mark your response
with an X.

1. Gender

I ~ I II Female
Male

2. At which school are you based?

Delft Primary 1 Delft South N03 Primary 7
Sunray Primary 2 Vergenoegdt Primary 8
Eindhoven Primary 3 Melton Primary 9
Rosendal Primary 4 Westbank No 1 10
The Haque Primary 5 Rainbow Primary 11
Delft South Primary 6

3. Which grade/s are you teaching?

GradeR
Grade 1

4. What is your highest qualification?
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Matric 1
Diploma 2
Degree 3
Masters 4
Doctorate 5
Other 6

5. How long have you been teaching at the school?

................ (years)
6. What are the learning areas (subjects) that you teach?

................................................................................................................................................

................................................................................................................................................

...................................................................................................

7. What are your subject/s of specialization?
.................................................................................................................................................
................................................................................................................................................
...................................................................................................

8. Please indicate your position at the school.

Educator 1
Senior Educator 2
HOD 3
Deputy Principal 4
Principal 5

9. How many times have you had students participating on this programme in your
classroom?

.................. (times)

10. Briefly describe the nature of your involvement (the way you worked) with the
university/students .
............................................................................................................
............................................................................................................
............................................................................................................
............................................................................................................
............................................................................................................
....................................
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............................................................................................................

11. Were you or representatives from your school involved in the development and planning
of the interdisciplinary health promotion programme? If yes, describe briefly how they
were involved .
............................................................................................................
............................................................................................................
............................................................................................................
............................................................................................................

12. Were you involved with any other university programmes/projects at your school prior to
the uwe interdisciplinary health promotion course? If yes, please state the
programme/project.
................................................................................................................................................
................................................................................................................................................
................................................................................................................................................
................................................................................................................................................
................................................................................................................................................

Section B
The next set of questions relates to the way you worked with the university.

13. Indicate the extent to which you think your interactions with the university will benefit
you and your school. (Encircle the responses that apply.)

..... .....c::
-=

c::
Q) Q)

~ ~
~

Q) Q)

Q) Q) Q)
01) Q)

~
::;IS E ~

tij
0 Ctil .....

0 0 Q) 0
E-< E-< > Z

1 Access to university resources 1 2 3 4
2 Attention given to a problem that is important to the 1 2 3 4

school.
3 Increased knowledge of health promotion as a result 1 2 3 4

of interaction with university.
4 Increased skills as a result of interaction with 1 2 3 4

university .
5 New connections/networks with other relevant sectors. 1 2 3 4
6 Increased control of other resources. 1 2 3 4
7 Other influences (please specify). 1 2 3 4
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..... .....s:: = s::
~

Q)
Q) ~

Q) ~ Q)

Q) Q) Q) -00 Q) :€ ~
~ e - ~
tIS

0 t-V) .....
0 0 Q) 0
E-< E-< >- Z

1 Too many demands made upon staff time. 1 2 3 4
2 Mismatch between the student's course goals and 1 2 3 4

school needs and goals.
3 The topics dealt with by the students were 1 2 3 4

inappropriate.
4 Time spent by students in the school was insufficient. 1 2 3 4
5 Little contact or interaction with university staff! 1 2 3 4

lecturers/ supervisors.
6 Students were not well prepared. 1 2 3 4
7 Students did not perform as expected. 1 2 3 4
8 Number of students who worked in the school was 1 2 3 4

inappropriate.
9 The transport to and from the school was 1 2 3 4

disorganized.
10 The allocation of students to the various classes was 1 2 3 4

disorganised.
11 There was no communication between the university 1 2 3 4

and the educators at the school.
12 I did not know what was expected of me. 1 2 3 4
13 Additional/Other (please specify). 1 2 3 4

14. Indicate to what extent you encountered any of the following problems. (Encircle the
responses that apply.)

15. In what ways do you believe that you and other members ofthe school community are
able to influence the university as a result of your connection with one of its courses?
Please indicate the extent of the influence in each case. (Encircle the responses that
apply.)

..... .....s:: = s::
Q)

~s Q)

~ Q)

Q) Q) Q) -00 Q) 13 ~
~ e :.:: ~
tIS

0 t-V) .....
0 0 Q) 0
E-< E-< >- Z

1 Influence on course content. 1 2 3 4
2 Influence on faculty awareness of the school 1 2 3 4
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community.
3 Influence on university policies. 1 2 3 4
4 Influence on student learning experiences. 1 2 3 4
5 Any other ways of influence (please specify). 1 2 3 4

16. As a result of your connection to this university course, to what extent do you think the
following has occurred? Please indicate the extent of the influence in each case.

- -s:: d s::
Cl) Cl)

~ Cl) ~
Cl) ~ Cl)

Cl) Cl) Cl) -Ol) Cl) ~ -~ e ~- ~~ 0 Qrn -0 0 Cl) 0
E-< E-< :> Z

1 I learned more about university programmes & 1 2 3 4
services.

2 I know whom I can call at the university for 1 2 3 4
information and assistance.

3 I am more involved with activities on campus. 1 2 3 4
4 I have an increased knowledge of university 1 2 3 4

resources.
5 I have more interactions with university staff and 1 2 3 4

administrators.
6 I have taken or plan to take classes at the university. 1 2 3 4
7 Any other information (please specify). 1 2 3 4

17. Do you plan to continue working with the university in this or another activity?

Yes 1
No 2
Don't know 3
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18. Please rate your level of satisfaction with your involvement in the interdisciplinary health
promotion course in the following areas. (Encircle the responses that apply.)

"'0
a)

"'0 t;:::::
a) "'0 ti)

t;::::: a) .~
ti) t;::::: ti).~ "'0 ti) ti)

a) .~ :.eti) t;:::::c ti) ti) c.~ .....
a) 0 a)

:> o: Z :>
1 Quality of interaction with students. 1 2 3 4
2 Quality of interaction with lecturers. 1 2 3 4
3 Quality of interaction with supervisors. 1 2 3 4
4 Quality of interaction with the fieldworker.
5 Quality of interaction with university administration 1 2 3 4

staff.
6 Quality of student work 1 2 3 4
7 Feedback and input into planning of the 1 2 3 4

interdisciplinary health promotion module.
8 Scope and timing of the interdisciplinary health 1 2 3 4

promotion module.
9 Any other information (please specify)

19. What was the best aspect of this experience for you?
.....................................................................................................................
....................................................................................................................
....................................................................................................................
......................................................................................................................
.............................................................................
20. What obstacles or barriers did you experience?
............................................................................................................................................................
............................................................................................................................................................
............................................................................................................................................................
............................................................................................................................................................
.................................................................................
21. What aspects of the experience would you like to change?
............................................................................................................................................................
............................................................................................................................................................
............................................................................................................................................................
............................................................................................................................................................
............................................................................................................................................................
.................................................................
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22. How do you think you can improve your involvement with the university in future?
............................................................................................................................................................
............................................................................................................................................................
............................................................................................................................................................
............................................................................................................................................................
................................................................................

23. What are the things that you would like the university to do differently next time?
............................................................................................................................................................
............................................................................................................................................................
............................................................................................................................................................
............................................................................................................................................................
............................................................................................................................................................
................................................................

24. Please add any other additional comments .
............................................................................................................................................................
............................................................................................................................................................
............................................................................................................................................................
............................................................................................................................................................
............................................................................................................................................................
.................................................................

Thank you for your insights regarding the interdisciplinary health promotion course.
Your contribution is much appreciated.

Contact Details:
Firdouza Waggie
0827773568 (cell) 021 9592062 (office) 021 6962652 (home)
Email: fwaggie@uwc.ac.za
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Appendix VI: Student FGD Interview Schedule

The goal of this focus group is to have an open, honest and interactive discussion. Focus groups
are guided conversation in which everyone participates. We want to learn more about how you
felt about your experience of the interdisciplinary health promotion course in which you
participated during 2006. As facilitator, I will be asking a few questions to guide the discussion,
but will not offer my own opinions or comments.

The purpose of the focus group is to hear everyone's ideas and impressions. Generally, in a focus
group, hearing what other says may stimulate your own thinking and reflection on your
experience. You do not need to repeat what others have said, but rather offer your own unique
view or expand on, clarify, or elaborate on what others have said. If you hear comments or ideas
with which you disagree, please don't hesitate to describe your perspective or contradictory
view.

A focus group is not meant to resolve those differences or to press for consensus. The idea is to
hear everyone's thoughts, not to reach agreement. There is no right or wrong answers. The
purpose is to captures a wide array of comments, opinions ideas, and suggestions.

This discussion will be tape recorded. Your lecturer will not hear the recording. Only the person
who will be transcribing the tape will hear it. The summary reports or transcripts will not identify
speakers so what you say will be kept confidential. To ensure a quality transcription, it will be
helpful if you speak one person at a time, and try to speak clearly and with more volume than
usual so your comments are captured on tape.

Questions

1 Let us first focus on your role as a student in this community-based learning course i.e.
"The Interdisciplinary Health Promotion course"
1) Describe your role as a student in the school in which you were placed.
2) What role did the educators, supervisors, lecturer and learners have in your learning?
3) Do you believe that you have changed as a result of taking this course? If yes, how did

you change as a student or as a person?
4) After completing this course how did you feel about working in the community?
5) During the course, you were asked to participate in reflection activities, i.e. the class after

the school visit was specifically for feedback and reflection and also there was the critical
incident journal. Please share your thoughts on these reflection activities? Was it useful
or not?

6) When you reflect on the course when do you think did you learn the most? Was it in the
theory class, during the school, during the reflection activities or during your assessment
tasks.

2. Let us now focus on the partnership between the university and the school.
1) Please identify all the role players in the partnership.
2) Are you aware of each sectors needs and contribution to this programme?
3) Please describe your role in this partnership.
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4) What was your experience about this partnership?
5) What role do you think can you as a student play in this partnership in the future.
6) Please share some ideas as to how we can foster an ongoing relationship with the school.
7) As a student what were your challenges and achievements in the university's partnership

with the school.

3. Lastly let us focus on the interdisciplinary nature of the course and its content.
1) How do you feel about your preparation for this type of learning? (inter-professional/

interdisciplinary learning and group work! co-operative learning)
2) What were the challenges and what were the achievements in this type of learning?
3) As a discipline, do you feel that you have a role to play in community-based health

promotion?
4) Many students valued working with the learners as the most liked activity in the course.

Why do you think was this so?
5) There were some students from your discipline that said that the course was not

'intellectually stimulating' and that some of the theory classes were "not good". Please
share your opinion on these two issues. (only physiotherapy and dentistry)

6) The majority of students indicated that they wanted to spend more time in the schools.
Please share your thoughts on how we can address this issue of time.

7) Many students indicated that a language barrier existed between themselves and the
learners that lead to communication difficulties. Please share your thoughts on how we
can address this issue.

4. Recommendations
1) Please share with us any recommendations as to how we can improve the course.

Thank you for your participation.
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The goal of this focus group is to have an open, honest and interactive discussion. Focus groups
are guided conversation in which everyone participates. We want to learn more about how you
felt about your experience of the interdisciplinary health promotion course in which you
participated during 2006. As facilitator, I will be asking a few questions to guide the discussion,
but will not offer my own opinions or comments.
The purpose of the focus group is to hear everyone's ideas and impressions. Generally, in a focus
group, hearing what other says may stimulate your own thinking and reflection on your
experience. You do not need to repeat what others have said, but rather offer your own unique
view or expand on, clarify, or elaborate on what other have said. If you hear comments or ideas
with which you disagree, please don't hesitate to describe your perspective or contradictory
view. A focus group is not meant to resolve those differences or to press for consensus. The idea
is to hear everyone's thoughts, not to reach agreement. There is no right or wrong answers. The
purpose is to captures a wide array of comments, opinions ideas, and suggestions.
This discussion will be tape recorded .. Only the person who will be transcribing the tape will
hear it. The summary reports or transcripts will not identify speakers so what you say will be
kept confidential. To ensure a quality transcription, it will be helpful if you speak one person at a
time, and try to speak clearly and with more volume than usual so your comments are captured
on tape.
Below is a model of the community-based learning on which this course is based.

Appendix VII: Lecturer FGD Interview Schedule

THE SCHOOL
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1) What do you understand by community-based learning in the context of higher
education?

2) How do you feel about your preparation for this type of learning?
3) Describe your role as lecturer in this community-based learning course.
4) What role did the supervisors and educators play in the university students learning?
5) What were your challenges that you experienced with this type of learning?
6) What were your achievements of this type of learning i.e. community based learning?
7) Hand out the model on CBL. This is the model on which the course was based.
8) Can you please comment on this model? How can we improve this model in the light of

all the challenges that were mentioned?

1 Let us first focus on your role as an academic in this community-based learning course
i.e. "The Interdisciplinary Health Promotion course"

2. Let us now focus on the partnership between the university and the schools.
1) What do understand by the concept of partnership?
2) Do you feel that a partnership existed between the university and the school? Please

explain your answer.
3) What was your experience about this partnership?
4) What were your challenges and achievements in the "partnership"
5) Please describe what the role of the supervisors /educators should be in this partnership?
6) Please share some recommendations as to how we can foster an ongoing relationship

with the school.

3. Lastly let us focus on the interdisciplinary nature of the course and its content.
1) What do you understand by interdisciplinary learning?
2) What were the challenges and what we the achievements in this type of learning?
3) As a lecturer teaching the health promotion course, do you feel that you have a role to

play in community-based health promotion? What is that role?
4) The majority of students indicated that they wanted to spend more time in the schools.

Please share your thoughts on how we can address this issue of time.
5) Can you please comment on the content ofthe course with regards to the following

aspects:
6) Theoretical component.
7) The structure in terms classroom teaching and community teaching.
8) The assessment- presentation and report
9) The reflection activities- journal, feedback session
10) The organization and administration of the course.

4. Recommendations
1) Please share with us any recommendations as to how we can improve the course.
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Appendix VIII: Supervisor FGD Interview Schedule

The goal ofthis focus group is to have an open, honest and interactive discussion. Focus groups
are guided conversation in which everyone participates. We want to learn more about how you
felt about your experience of the interdisciplinary health promotion course in which you
participated during 2006. As facilitator, I will be asking a few questions to guide the discussion,
but will not offer my own opinions or comments.
The purpose of the focus group is to hear everyone's ideas and impressions. Generally, in a focus
group, hearing what other says may stimulate your own thinking and reflection on your
experience. You do not need to repeat what others have said, but rather offer your own unique
view or expand on, clarify, or elaborate on what other have said. If you hear comments or ideas
with which you disagree, please don't hesitate to describe your perspective or contradictory
view. A focus group is not meant to resolve those differences or to press for consensus. The idea
is to hear everyone's thoughts, not to reach agreement. There is no right or wrong answers. The
purpose is to captures a wide array of comments, opinions ideas, and suggestions.
This discussion will be tape recorded. Only the person who will be transcribing the tape will hear
it. The summary reports or transcripts will not identify speakers so what you say will be kept
confidential. To ensure a quality transcription, it will be helpful if you speak one person at a
time, and try to speak clearly and with more volume than usual so your comments are captured
on tape.
Below is a model of the community-based learning on which this course is based.

THE SCHOOL
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1. What do you understand by community-based learning in the context of higher
education?

2. How do you feel about your preparation for this type of learning?
3. Describe your role as a supervisor in this community-based learning course.
4. What role did the lecturers, educators play in the university students learning?
5. What were your challenges that you experienced with this type oflearning?
6. What were your achievements of this type of learning i.e. community based learning?
7. Hand out the model on CBL. This is the model on which the course was based.
8. Can you please comment on this model? How can we improve this model in the light of

all the challenges that were mentioned.

1 Let us first focus on your role as an academic in this community-based learning course
i.e. "The Interdisciplinary Health Promotion course"

2. Let us now focus on the partnership between the university and the schools.
1) What do understand by the concept of partnership?
2) Do you feel that a partnership existed between the university and the school? Please

explain your answer.
3) What was your experience about this partnership?
4) What were your challenges and achievements in the "partnership"
5) Please describe what the role of the academics and educators should be in this

partnership?
6) Please share some recommendations as to how we can foster an ongoing relationship

with the school.

3. Lastly let us focus on the interdisciplinary nature of the course and its content.
1) What do you understand by interdisciplinary learning?
2) What were the challenges and what we the achievements in this type of learning?
3) As a supervisor of the interdisciplinary health promotion course, do you feel that you

have a role to play in community-based health promotion? What is that role?
4) The majority of students indicated that they wanted to spend more time in the schools.

Please share your thoughts on how we can address this issue of time.
5) Can you please comment on the content of the course with regards to the following

aspects:
6) Theoretical component.
7) The structure in terms classroom teaching and community teaching.
8) The assessment- presentation and report
9) The reflection activities- journal, feedback session
10) The organization and administration of the course.

4. Recommendations
1) Please share with us any recommendations as to how we can improve the course.
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Appendix IX: Educator FGD Interview Schedule

The goal of this focus group is to have an open, honest and interactive discussion. Focus groups
are guided conversation in which everyone participates. We want to learn more about how you
felt about your experience of the interdisciplinary health promotion course in which you
participated during 2006. As facilitator, I will be asking a few questions to guide the discussion,
but will not offer my own opinions or comments.
The purpose of the focus group is to hear everyone's ideas and impressions. Generally, in a focus
group, hearing what other says may stimulate your own thinking and reflection on your
experience. You do not need to repeat what others have said, but rather offer your own unique
view or expand on, clarify, or elaborate on what other have said. If you hear comments or ideas
with which you disagree, please don't hesitate to describe your perspective or contradictory
view. A focus group is not meant to resolve those differences or to press for consensus. The idea
is to hear everyone's thoughts, not to reach agreement. There is no right or wrong answers. The
purpose is to captures a wide array of comments, opinions ideas, and suggestions.
This discussion will be tape recorded .. Only the person who will be transcribing the tape will
hear it. The summary reports or transcripts will not identify speakers so what you say will be
kept confidential. To ensure a quality transcription, it will be helpful if you speak one person at a
time, and try to speak clearly and with more volume than usual so your comments are captured
on tape.
Below is a model of the community-based learning on which this course is based.

THE SCHOOL



1 Let us first focus on your role as an educator in this community-based learning course
i.e. "The Interdisciplinary Health Promotion course"

1) Describe your role as an educator in this community-based learning course.
2) What role did the supervisors, lecturer and the learners play in the university students

learning?
3) After participating in his course how did you feel about working with the students in the

classroom?
4) As an educator what were your challenges and achievements in this programme?

2. Let us now focus on the partnership between the university and the school.
1) What do understand by the concept of partnership?
2) Do you feel that a partnership existed between the university and the school? Please

explain your answer.
3) What was your experience about this partnership?
4) As an educator what were your challenges and achievements in the "partnership"
5) Please describe what the role of the educator should be in this partnership?

3. Lastly let us focus on the interdisciplinary nature of the course and its content.
1) As an educator, do you feel that you have a role to play in health promotion in the school

setting?
2) How do you see your role?
3) Many educators indicated that Life Orientation, specifically health promotion is not their

area of specialization, how do you think we can address this issue?
4) How do you feel about the health promotion activities of the university students in the

school?
5) The majority of students indicated that they wanted to spend more time in the schools.

Please share your thoughts on how we can address this issue of time.

4. Recommendations
1) Please share with us any recommendations as to how we can improve the course.

THANK YOU FOR YOUR PARTICIPATION
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Appendix X: Letter of Consent

UNIVERSITY OF THE WESTERN CAPE
Private Bag X17, Bellville 7535, South Africa
Telephone: (021) 959 2062 Fax:: (021) 959 2606

FACULTY OF COMMUNITY AND HEALTH SCIENCES
INTERDISCIPLINARY CORE COURSES UNIT

23 October 2006
Dear Student/Educator/Supervisor/Lecturer

Re: LETTER OF CONSENT

I am a postgraduate student currently studying at the University of the Western Cape. I am
undertaking research to evaluate the effectiveness and appropriateness of the interdisciplinary
health promotion course in order to develop an appropriate model for teaching health promotion.
This research will be submitted to the Department of Education in fulfillment for the PhD
degree.

I am requesting your voluntary participation in completing the attached questionnaire.

The purpose of the questionnaire is to learn more about your experiences of the course, to
capture a wide array of comments and suggestions. It is my hope that the study will determine
some benefits for all those involved as well as the barriers or challenges of the course. At the
same time, it is my wish that solutions will be sought to address those identified barriers. Please
be ensured that confidentiality will be maintained throughout the study. I will appreciate it if you
could please sign this consent letter and complete the attached questionnaire and submit to me as
soon as possible.

For information or clarification, please do not hesitate to contact me at:
Interdisciplinary Core Courses Unit, Room 131
Human Ecology Building
UWC

Telephone: 021 9592062 or 0827773568

Thanking you for your participation.

Firdouza Waggie

Signature of Participant: Date: .

Signature of Witness: Date: .
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ISebe leMfando IeNIIboDI KoIoDi

Appendix XI : Letter of Permission from WeED

N_
EaquirIes Dr R8 <MMIIIIa
lMibuzo
TeWloa
T~ (021) 467-:1216
1F0IIl
Fib
F. (021)425-7~
IMsi

Ma Firdouza Waggle
nprlMkaRoad
SYBRAND PARK
7700

DMr'" F.Waag"

RESEARCH PROP08Al"i EVALUATING THE IMPACT OF A COMMUtlT't.aMED INTERDISCPLINABY
HIEALTH PROMODQN TEACHING PROGRAMME AT A HIGHER EDUCATION INSJUUTJON.

Your application to conduct the aboYe-mentioned research In ac::hooIsIn the WeeterT1cape haS been approved
subject to the following conditions:

1. Princlpa!a, educators and learners are under no obligation to assist you in your Investigation.
2. Prtnclpa!a, educatora, learners and ac::hool8should not be Iden1IftabIe In any way from the results of the

inv.tlgatlon.
3. You make .. the arrangements conceming your il1Y8ltigation.
4. Educators' progrwnmea are not to be intBrrupeed.
5. The Study is to be conduc:t8d from I" February 2007 to 21" AprIl 2007.
6. No ,....,-eh can be conducl8d during the fourth 181m as 8ChooII ani preparing and finalizing syllabi for

examinations (October to December 20(7)-
7. Should you wish to extend the period of your survey, please contact Dr R. Cornelislen at the con1act

numbers above quoting the reference number.
8. A photocopy of this IetII8r is submitted to the Principal where the intended research is to be conduc:ted.
9. Your I"eS88rch wUI be Iimit8d to the following lChools: Dell Primary, Elndho¥en Primary,

V.rgenoegcIt Primary, The Hague Primary, Delft South Primary, Pelt South No.3 Primary,
RoMnd81 Primary and SulW8y Primary.

10. A brief summary of the content, findings and recommendations is provided to the Director. Education
Research.

11. The Department receives a COVf of the completed report/disser1ationlthe addressed to:
The Director; EcIuc:MIon RMearch
W.... m Cllpe Educdon Department
PItYate a.g )(1114
CAPETOWN
1000

We wish you succeu In your rasearch.

KInd regards.

Signed: Ronald S_Cornelissen
for: HEAD: EDUCATION
DATE: 11th November 2001

JaLD AIIDUU VDW I'IINGIIIC'M"D'JN ALLa ~JII.&A& QUOD UJEDlIfC& MVIIIDIJN AIL COULtIONDIMC&I
ICDA.lJEAU -.0 ZI:IAI.A'JIIIIO IQIYOYOIID~WANO

GaAND CumtAL TOWDS. ~ARLDBl'I1S11IMT. PIIlVM1&UCDll4,KAAPllTAD_
GL\N]) CIJtI1IAL 1OWDS, LOWD. PAJUJAMDn'SBDT. PIIlVA'BlAC DlI4, CAn: TOWN_

WD: htfp;Ilwced-WCMt·goy.a
INBII§INTlU!M /CAU CINDI

INDIIINIiNUIING- EN SALAItIII'IA~ AND IIALAIlY QVUJIIS"1 913311
vm.JG. SICOL&ISAJIK !IaIOOUI.I8OI45 4647
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Appendix XII: Letter of Permission from the Registrar at uwe

UNIVERSITY of the WESTERN CAPE
Private Bag Xl7 BeIlYi11e7555 South Africa Telegraph: UNIBELL
Telephone: 27 021 959-2111/2102 Fax: 27021959-11126 Telex: 52 6661
E-mail:

Dir.lincf'trp; .._ .._ .._._ ...•._ _._ .....• _••.•. _.

OFFIO OF TIlE REGISTRAR I.cfJYc~_ ... __ ._. __ ._._. .". __ .. _ ....

12 October 2006

Firdouza Waggie
School of Public Health
CHS Faculty
UWC

Dear Ms Waggie

PERMISSION FOR uwe STUDENTS TO PARTICIPATE IN RESEARCH
PROJECT

Your letter regarding the above refers.

Thank you for complying with our requirements for obtaining permission to do
research at the University of the Westem Cape and for obtaining the necessary
ethics clearance from our Senate Research Committee.

It gives me great pleaaunt to grant you permission to proceed with your research
project.

Yours sincerely

DRI MILLER
REGISTRAR

A Place of Quality, A Place to Groiu

48


