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Introduction
General medical practice has been described in various ways in literature, as ‘the broad preparation 
of a generalist, rather than a technically oriented specialist’,1 ‘the medical specialty that manages 
common and long-term illnesses in children and adults, focusing on overall health and well-
being’,2 ‘generalist orientation’,3 ‘generalism’4,5,6 and ‘general practice’.7 The majority of literature 
pertaining to generalism is from the Western countries (Europe, the United States and Canada), 
where generalism is discussed in the context of postgraduate training, mainly family 
medicine.8,9,10,11,12 There is also evidence that students view general practice as the medical field of 
‘low status within the medical hierarchy, … an easy default option … not considered to be a 
specialty’.13 These definitions paint a picture of generalist medical practice as the medical field 
with a broad focus on the management of common illnesses among all age groups in communities.

In 2002, the World Organisation of Family Doctors (WONCA) Europe outlined 11 characteristics 
of general practice: (1) the point of first medical contact within the healthcare system; (2) 
coordination of healthcare through collaboration with other professionals and maintaining 
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patient advocacy; (3) adopting a person-centred approach, 
oriented to the individual, family and their community; (4) 
establishment of a practitioner–patient relationship over 
time; (5) provision of longitudinal continuity of care to meet 
the needs of the patient; (6) development of a decision-
making process determined by the prevalence and incidence 
of community illnesses; (7) management of both acute and 
chronic health problems  of  patients; (8) management of a 
patient with an undifferentiated condition; (9) promotion of 
health and well-being through appropriate and effective 
intervention; (10) specific responsibility for the health of the 
community and (11) dealing with health problems in their 
bio-psycho-socio-cultural and existential dimensions.9

The authors of this article have combined the 11 characteristics 
into five main categories, as some address the same concept 
in healthcare delivery, for example, ‘Establishment of a 
practitioner-patient relationship over time’ (3), and ‘Provision 
of longitudinal continuity of care to meet the needs of the 
patient’ (4) both fall under the fourth category: ‘Provision of 
continuity of care’ (Table 1). Through these categories the 
authors intended to focus the study on its objectives in 
characterising ‘generalist medical practice’.

These categories of characteristics are derived from 
concepts of generalism discussed in the literature.14,15 Along 
these characteristics, this study aimed at exploring what 
medical  students and their trainers understood by ‘generalist 
medical practice’.

In May 2021, a review of literature was conducted at the 
University of Toronto in Canada to assess the undergraduate 
(UG) education through a generalist lens using the Toronto – 
Generalism Assessment Tool (T-GAT).16 The tool assessed 
the inclusion of generalist principles in the medical 
training  programmes and evaluated characteristic of 
generalist medical practice, including dealing with the 

undifferentiated  patient, prevention and promotion, 
continuity and coordination of care, multidisciplinary 
team care (interprofessional collaboration) and patient 
advocacy. These characteristics bear similarity to those this 
study is focusing on. The assessment revealed an overall 
low inclusion of the generalist principles in student 
training, ranging from 10% to 30%.16 A conclusion was 
drawn that there was a paucity of generalist principles of 
medical education curricular materials in UG medical 
training in Canada. The use of this tool in South African 
medical schools would assist in determining the inclusion 
of generalist principles in the medical training programmes, 
as this has not been done thus far.

In South Africa, the training of UG medical students 
is  conducted by various disciplines – specialists and 
subspecialists, as well as generalist practitioners. Specialists 
feature within the six major disciplines, which are: (1) 
General Surgery, (2) Internal Medicine, (3) Obstetrics and 
Gynaecology, (4) Paediatrics, (5) Family Medicine and (5) 
Psychiatry. The various categories of generalist practitioners 
are interns, community service doctors, medical officers, 
private practitioners (also called general practitioners – GPs) 
and family physicians. Family physicians are specialist 
generalist practitioners by virtue of their further training in 
the field of Family Medicine and Primary Health Care.15

According to chapter two of the Health Professions Council 
of South Africa (HPCSA): Regulations relating to the 
registration of students, UG curricula and professional 
examinations in medicine, ‘on successful completion of the 
curriculum’ a medical student ‘should have developed into a 
basic medical practitioner’.17 The ‘basic medical practitioner’ 
has been profiled as a student who has been trained in ‘an 
approved (South African) educational institution’ through a 
curriculum that conveyed ‘knowledge, skills, attitudes and 
appropriate modes of professional conduct’; prepared the 
student ‘for health promotion, the prevention or treatment of 
illness and rehabilitation of impairment’; equipped the 
student with ‘research and management abilities’ and 
ensured that the student bears ‘relevance to local health 
needs while satisfying international standards of excellence’.17 
This profile entails attributes of generalist medical practice.18

The aim of this study was to explore the extent to which 
medical students and their preceptors in South African 
medical schools understood generalist medical practice within 
the international body of knowledge on the subject as outlined 
earlier, in addition to exploring peculiarities, if any, of their 
understanding within the South African healthcare context.

Theoretical framework
The study used two theoretical frameworks, Vygotsky’s 
social constructivist theoretical framework (SCT) developed 
by Lev Vygotsky in 1934,19 and the situated learning theory 
(SLT), derived from the former by Lave and Wegner in 1991,20 
as lenses through which the concept was studied. Both 
theories argue that in the learning setting, there are the ‘more 

TABLE 1: Main characteristics of generalist practice.
Five main characteristics Eleven characteristics

1. �Dealing with an undifferentiated 
patient

The point of first medical contact within 
the healthcare system (1)
Management of a patient with an 
undifferentiated condition (8)

2. Coordination of healthcare Coordination of healthcare through 
collaboration with other professionals and 
maintaining patient advocacy (2)

3. Adopting a holistic patient care Adopting a person-centred approach at the 
individual, family and community levels (3)
Promotion of health and well-being 
through appropriate and effective 
intervention (9)
Dealing with health problems in their 
bio-psycho-socio-cultural and existential 
dimensions (11) 

4. Provision of continuity of care Establishment of a practitioner–patient 
relationship over time (4)
Provision of longitudinal continuity of care 
to meet the needs of the patient (5)

5. �Dealing with a wide range 
of diseases

Development of a decision-making process 
determined by the prevalence and 
incidence of community illnesses (6)
Management of both acute and chronic 
health problems of patients (7)
Specific responsibility for the health of the 
community (10)

http://www.phcfm.org


Page 3 of 13 Original Research

http://www.phcfm.org Open Access

knowledgeable others’ (experts) who train the ‘novices’ 
(apprentices) to also become experts in the community of 
practice, and that learning occurs best when it takes place in 
the context in which it is applied.21

Vygotsky’s theory takes a constructivist approach, whereby 
an individual is exposed to and participates in experiential 
learning to construct their reality.22 Through this lens, the 
study explored whether the students’ preceptors played their 
role as the ‘knowledgeable others’ to their students, by taking 
the students through the zone of proximal development 
(ZPD) towards understanding the concept of ‘generalist 
medical practice’, and also whether the training involved 
‘scaffolding’ of knowledge and skills, whereby the students 
were given incremental clinical exposure and responsibility 
as they advanced through their years of training to attain 
understanding and independent practice capabilities.23

In addition to Vygotsky’s SCT, the study explored the 
students’ and their preceptors’ understanding of ‘generalist 
medical practice’, following Lave and Wenger’s SLT.22 This 
theoretical framework proposes that learning occurs in 
‘communities of practice’ (CoP), through legitimate 
peripheral participation (LPP). The CoP entailed the students 
themselves, their preceptors and the training platforms 
where knowledge and skills impartation took place. Similar 
to Vygotsky’ SCT, Lave and Wenger’s LPP entailed the 
process by which a newcomer (in this case, a medical student) 
gradually works his or her way towards full participation in 
the CoP where there are the ‘more knowledgeable others’ 
(the students’ preceptors).24 According to this theory, 
‘newcomers become members of a community initially by 
participating in simple and low-risk tasks that are nonetheless 
productive and necessary [to] further the goals of the 
community’.22 This study focused on the students in their 
clinical years of training, from fourth to sixth year. The 
understanding of the more senior students on the subject 
compared to their junior counterparts was explored to find 
out the extent to which the former had moved further 
towards ‘full participation’ in the CoP.25

Both theories assume a constructivist approach whereby the 
learner is given knowledge and skills enabling him or her to 
solve problems independently. Prior to implementation of 
the skills and knowledge for independent implementation of 
‘generalist medical practice’, the students first needed to gain 
understanding of the concept, as imparted to them by their 
preceptors. The researchers in this study, in turn, needed to 
explore what the concept meant to the students and their 
preceptors, hence the choice of the exploratory descriptive 
qualitative (EDQ) study design in relation to the theoretical 
frameworks. In a similar manner, it became appropriate to 
conduct data collection by means of interviews: focus group 
discussions (FGDs) and in-depth interviews for the students 
and their preceptors, respectively, as these also followed 
the exploratory trend. Data interpretation through the lens of 
the theoretical frameworks has been elaborated on in the 
discussion section of this article.

Throughout the study, the theories gave insight into the 
researchers in exploring the understanding of the students 
and their preceptors regarding ‘generalist medical practice’ 
within the globally derived parameters of the concept, as 
already stated earlier.14,15,18

Research methods and design
Study design
This study used the EDQ study design.26 The researchers 
of  this study found this design appropriate as it allowed 
the  participants to contribute to the development of 
new  knowledge (medical students and their preceptors’ 
understanding of ‘generalist medical practice’) in the training 
of UG medical students. At the time when this study was 
conducted, the researchers of this study had conducted a 
scoping study on the training of UG medical students on 
general medical practice and primary health care25 and did 
not find studies that reported on what medical students and 
their trainers understood by ‘generalist medical practice’. 
Most literature addressed some aspects of this subject at 
postgraduate medical training.8,9,10

This article focuses on one aspect of the principal researcher’s 
PhD project, which explored the training of medical 
students in generalist medical practice and primary health 
care (PHC) in South African medical schools. The study 
comprised four objectives: (1) what the UG medical students 
and their preceptors understood by ‘generalist medical 
practice’; (2) what the students and their preceptors 
understood by ‘primary health care’; (3) the experiences of 
the students and their preceptors regarding training in 
generalist medical practice and (4) the experiences of the 
students and their preceptors in primary health  care 
training. This article reports on the first objective.

Study setting
Four medical schools consented to participate in the study: 
Walter Sisulu University (WSU), Sefako Makgatho Health 
Sciences University (SMU) and the University of the 
Witwatersrand (WITS), including the University of 
KwaZulu-Natal (UKZN), which had secured a National 
Research Foundation (South Africa) grant. The UKZN had 
invited all universities with a medical school to a study to 
determine Transformation in Medical Education (TiME) in 
South Africa.27 Transformation in Medical Education 
aimed at transforming medical education in South Africa 
to be on par  with global developments in medical 
education. The  emphasis was to produce socially 
accountable fit-for-purpose healthcare practitioners for 
the country. In this multiparticipatory collaboration, the 
principal researcher of this study wants to explore the 
training of UG medical students in generalist medical 
practice and primary health  care. To this end, this study 
reports on the exploration of the understanding of the 
medical students and their preceptors regarding ‘generalist 
medical practice’. It is addressing one of the four objectives 
as explained earlier.
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Regarding the medical schools, each is situated in a 
geographical location representative of the country’s diverse 
geopolitical spectrum: WITS mainly urban, WSU mainly 
rural, SMU mainly urban with a rural component and UKZN 
mainly rural with an urban.28 Students and their trainers 
placed in different geopolitical environments have been 
found to encounter different geopolitical determinants of 
health and assume different approaches to meet those 
challenges.29 The researchers explored the understanding of 
‘generalist medical practice’ by students and their preceptors 
in the varying geopolitical environments within South Africa. 
Although this diverse geopolitical spectrum provided the 
described institutional variability, their selection was 
convenient,30 rather than purposive,31 as it was based on their 
willingness to participate.

Positionality
Regarding the principal researcher’s positionality, at the 
time of the study he was a family physician involved in the 
training of UG medical students in one of the four medical 
schools constituting the study setting. This position was 
declared to both the students and their preceptors during 
data collection. The principal researcher had no academic 
relationship with the participants in the other three 
medical schools.

Family Medicine, as a discipline, follows a generalist medical 
training approach among students,32 compared to specialist 
disciplines, which focus solely on their specialties; for 
example, obstetricians will confine themselves to the 
management of female patients pre- and peri-natally.33 
During his training of the medical students, the principal 
researcher developed an interest in finding out how the 
various disciplines (including Family Medicine) trained 
students in ‘generalist medical practice’, and particularly, in 
this article what they understood by this concept in their 
respective disciplines.

For reflexivity, the main researcher remained conscious of 
this position during data collection, analysis and interpretation.34 
Reflexivity has been defined as ‘the researcher’s ability to be 
able to self-consciously refer to him or herself in relation to 
the production of knowledge about research topics’.35 For 
example, as a family physician, the principal researcher 
interviewed fellow family physicians with whom he shared 
the same specialty background. He had to be self-aware that 
conclusions are not based on the assumptions emanating 
from this background. Reflexivity was enhanced through 
jotting down all comments made by the participants, the 
researcher’s thoughts that came during and after the 
interviews, and making reflective summaries soon after each 
interview had been conducted.

Study population
The target population comprised the heads of departments 
(or their MBChB course coordinators) (Online Appendix 1) 

who were actively involved in the training of UG medical 
students in the major clinical disciplines mentioned in 
the  introduction section earlier, as well as UG medical 
students in their clinical years of training (MBChB 4–6) 
(Online Appendix 2).

Sampling strategy
The expert purposive sampling strategy was used for 
both  the students and their preceptors.31 The researchers 
intentionally recruited the students who were undergoing 
the training in their respective years of study and the 
preceptors who were involved in the former’s training. 
These were information-rich participants regarding the 
subject under study.36 Student recruitment was performed 
through their class leadership who notified their colleagues 
and afforded the researchers the platform (physical or 
online) to contact the students. Recruitment of the students’ 
preceptors was arranged on a one-on-one basis per 
institution. Students’ FGDs were conducted in a lecture 
room of their choice, while the in-depth interviews with the 
students’ preceptors occurred in their offices. Twenty-seven 
in-depth interviews were conducted among the preceptors, 
while 16 FGDs, amounting to 102 students, were conducted 
at the  four  medical schools. Participation in this was 
voluntary.

Each FGD comprised five to eight students as recommended,37 
who were in their clinical years (MBChB 4–6). In each 
institution, one homogeneous FGD was arranged per year 
group (MBChB 4, 5 and 6), and the fourth FGD was 
heterogeneous, comprising about two students from each 
year group. The latter was performed to ensure maximum 
variability among the student groups.36 Each in-depth 
interview and FGD lasted for an average of 1 h.

Data collection
The principal researcher, assisted by a research assistant, 
collected data from 2016 to 2020 at the four medical schools: 
WSU 2016, WITS 2017–18, UKZN 2018–19 and SMU 2020. 
The research assistant was a 6-year medical student at the 
beginning of the study. He was being mentored by the 
principal researcher on research methodologies. His 
assistance ended when he qualified at the end of 2016. In 
this study, his main role was to take field notes and acquire 
students’ learning material from each medical school to 
corroborate information obtained through the interviews. 
The students’ guidelines varied in their curricular content 
per institution. However, that was not the focus of this 
study.

All interviews were conducted by the principal researcher. 
The exploratory question used to open discussions with  each 
students’ preceptor was: ‘As a preceptor of undergraduate 
medical students, what is your understanding of generalist 
medical practice?’ An interview guide with prompts (Online 
Appendix 3) was used to focus the discussions on the study 
aim and objectives.
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Regarding the FGDs conducted among the medical students, 
each comprised the recommended four to eight participants.37 
The exploratory question to open discussions was: ‘As 
undergraduate medical students in this institution, what do 
you understand by “generalist medical practice”?’ Similar to 
their preceptors, there were also prompts for the students 
(Online Appendix 3). The duration of each FGD was also 
similar to that of their preceptors.

Interviews with the last two students’ FGDs and the last 
three preceptors did not yield new information (data 
saturation).38

All interviews were conducted in English, as it is the medium 
of instruction in all South African medical schools.39 An 
audio recorder was used to capture the discussions. On a 
daily basis, the research team kept record of reflective 
summaries for both the students and their preceptors to 
identify developing themes.40

Data analysis
All recorded interviews were transcribed verbatim. An 
expert in linguistics checked each transcript to ensure 
accurate transcription and to minimise typographical 
errors. The principal researcher used both the inductive and 
deductive methods of data analysis.41 The inductive data 
analysis method was used for the unstructured broad 
exploratory question on the understanding of ‘generalist 
medical practice’ by both the students and their 
preceptors,42,43 while the deductive method was used for the 
preexistent semi-structured prompts,44 derived from the 
global attributes of ‘generalist medical practice’. Data 
elicited through the last prompt in the interview guide, 
which enquired about ‘any other comment’ by a participant 
regarding their understanding of ‘generalist medical 
practice’, were also analysed inductively. The inductive 
analysis was conducted following the method recommended 
by Bingam, whereby codes were identified, arranged into 
categories and finally into themes.45 Through deductive 
analysis, data were arranged according to the attributes of 
‘generalist medical practice’ whereby the meaning of each 
attribute to the participants was recorded.44 The MAXQDA 
2020 (Analytics Pro) software programme was used in the 
data analysis, which yielded 2179 data segments.

Trustworthiness
As recommended for qualitative research studies,46 
trustworthiness of this study was ensured by consideration of 
credibility, dependability, confirmability and transferability. 
To ensure credibility, a data set was created (Appendix 4), 
containing the study findings for participant validation 
regarding the accuracy of the information. Dependability, 
which relates to reproducibility of data, was ensured by 
providing a thick description of the study methods. 
Confirmability, which pertains to objectivity of the researcher 
in data collection and interpretation,47 was ensured by 

reflexivity, whereby the researcher was self-conscious of his 
influence on the participants as a trainer of medical students 
himself, allowing independent expression among all 
participants. For example, some students would clearly 
express their views that they did not think highly on 
generalist practitioner preceptors as they regarded them as 
lacking in knowledge and skills, compared to their specialist 
counterparts. The main researcher, himself a generalist 
practitioner, would acknowledge their viewpoint and never 
engage them in counterarguments. Transferability, the 
degree to which the study conclusions are applicable to other 
similar settings46 was ensured by providing sufficient 
description of the study setting and participants (thick 
description).42 Data triangulation was achieved through field 
notes taken during the interviews and reference to the 
students’ training manuals obtained from each medical 
school.47 Furthermore, the different participants (students 
and their preceptors) and methods used in data collection 
(FGDs and in-depth interviews) enhanced triangulation.

Ethical considerations
Ethical clearance to conduct this study was obtained from 
the  University of KwaZulu-Natal Humanities and Social 
Sciences Research Ethics Committee (No. HSS/2187/017D). 
This study was performed in line with the principles of the 
Declaration of Helsinki. Participation in the study carried 
no risk to the students. However, the study’s findings on the 
understanding of medical students and their trainers on 
‘generalist medical practice’ could add an important 
dimension to the body of knowledge on the subject. Each 
consenting student and preceptor was requested to sign a 
written consent form for participation. Each participant was 
assured of the confidentiality of the information and that 
data storage for both electronic and hardcopy formats 
would be secured.

Study’s findings
Students and their preceptors explained their understanding 
of generalist medical practice as: (1) the basic knowledge of 
medicine and in terms of the roles played by a practitioner in 
that position, (2) serving as the first point of patient contact 
with the healthcare system, (3) having knowledge of a wide 
range of conditions, (4) dealing with the undifferentiated 
patients, (5) involved in stabilising patients with emergency 
conditions who need referral, (6) providing continuity of 
care, (7) ensuring coordination of patient care, (8) providing 
holistic patient care, (9) advocating health promotion and 
disease prevention and (10) serving in primary health  care 
(Table  2). The baseline characteristics of the students and 
their preceptors are available on Online Appendices 1 and 
Online Appendix 2 at the link provided under ‘Data 
availability’ below.

Basic knowledge of medicine
Students explained their understanding of generalist medical 
practice by describing the role of this care:
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‘So, for me what I understand is just someone who has the 
ability to just be able to have a basic understanding at least in 
as many different conditions as possible. So, it’s just like, 
establish a sort of baseline for every condition out there at 
least, or every condition within your community at least ….’ 
(WTSM6.1, MBBCh 6, female student, 23 years)

They further elaborated: ‘So, for example when you rotate 
in orthopedics, you get the basic knowledge required of a 
generalist practitioner of how to manage basic orthopaedic 
cases’ (WSSM6.1, MBChB 6, 29 years). With basic knowledge 
of medicine, the generalist practitioners were further 
explained as ‘not specialised’ in any particular medical 
field, which was a limitation in their knowledge and skill:

‘Yes, my understanding is that they don’t have any specific 
specialty, uhm… they are not trained the way that leads them 
towards obstetrics or surgery or gynaecology or internal 
medicine so, they’re very limited in a way that they can treat or 
advise.’ (WSS6.6, MBChB 6, female student, 24 years)

In remaining on the basics required of generalist practitioners, 
one specialist preceptor admitted that his aim in the training 
of the UG medical students was not to turn them into ‘mini 
specialists’, but to give them basic medical education, taking 
into consideration that they were trainees who would exit 
their training with a generalist overview of medicine. He 
further highlighted the need for the training exposure to be 
in primary health care, rather than in specialist centres: 

‘What I thought about is that, it works better if the specialties 
train[ed] the students to become generalists, if they understand 
the mandate to train a generalist and not a specialist. But, … the 
current model of spending time in gyne [gynaecology] for that 
long or in surgery for that long, … that speaks to that idea of a 
mini-specialist. Yes, maybe you should need to have exposure 
to it [a specialty], you need to see the stuff, but if they saw it in a 
primary health care environment … that would prepare them 
better.’ (BKZT7, clinical preceptor, Orthopeadics)

The point of first contact with patients
Students asserted that generalist practice was the first point 
of patient contact with the healthcare system: ‘Generalist 
practice forms part of the first point of care which a patient 
would refer to when they’re having a problem’ (KZNS4.1, 
MBChB 4, male student, 21 years), and:

‘Uhm, my view of generalist practice is basically your first port 
of entry of the healthcare system … deals with the wide variety 
of problems … filters what is serious from the less serious. 
Those things that can be treated easily, I think that’s my view of 
generalist practice.’ (WTS6.3, MBBCh 6, male student, 25 years)

Students gave an account of the incremental nature of the 
complexity of conditions of the patients they encountered in 
primary health care settings, like clinics: ‘I think that’s very 
important in medicine, … we have that [training] occurring in 
different years, … more and more as you progress in your 
medical school career’ (KZSM6.2, MBChB 6, female student, 
26 years).

The student preceptors were also aligned with this 
understanding: They’re [generalist practitioners] important as 
they are the first entry of any patient going into the health 
system’ (CSMT2, clinical preceptor, Psychiatry), and:

‘[…W]e make sure they know, specifically, on how to approach 
– they must first know how to identify the conditions and make 
sure they’re able to investigate and manage … they are the ones 
in first contact with the patient.’ (CSMT4, clinical preceptor, 
Obstetrics and Gynaecology)

A wide range of conditions
As the first point of patient contact, the generalist practitioner 
was dealing with a wide range of medical conditions, which 
were described by students as general (not specialised), 
common and minor.

General conditions
General conditions were explained as ‘anything that 
comes  from the community …, any presentation from … 
any patient who comes in fresh from outside, even if they 
have their own chronic conditions’ (KZS5.3, MBChB 5, 
female student, 23 years). This called upon the generalist 
practitioner to possess an ‘all-disciplines’ competency:

‘So, it’s someone who possesses competence in all these fields [of 

Medicine] and is not just focused on a particular specialty. It’s 
someone who would be able to demonstrate a level of competence 
with whatever case that may come through his door.’ (KZS6.3, 
MBChB 6, female student, 26 years).

This scenario was thought to reflect the UG medical training 
in South Africa:

‘[I]n our setting in South Africa, doctors have been trained to fit 
anywhere within [the] specialties of medicine. For example, 
when you complete your internship, you can choose whether 
you want to be, maybe work in a gynae [gynaecology] or in 
orthopaedics, or anywhere.’ (SMS5.4, MBChB 5, female student, 
23 years)

Common conditions
The wide range of conditions also entailed common 
conditions: ‘My understanding … is, a generalist practitioner 
is basically a doctor who can function in any discipline 

TABLE 2: Themes: students’ and preceptors’ understanding of generalist medical 
practice.
Themes Subthemes

1. Basic knowledge of medicine -
2. The point of first contact with patients -
3. A wide range of conditions General conditions

Common conditions
Minor conditions

4. The undifferentiated patient -
5. Stabilises emergencies then refers -
6. Continuity of care -
7. Coordination of care Ensuring patient advocacy
8. Holistic patient care -
9. Health promotion and disease prevention -
10. Operates at primary health care -
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and  manage the common conditions that arise’ (KZS5.5, 
MBChB 5, male student, 24 years). There were various 
explanations on what qualifies a ‘common condition’, such as 
those indicated in students’ guidelines:

‘[… T]here are guidelines which are there, and they would tell 
you that this is diabetes, like in South Africa, this is how 
prevalent, let’s say diabetes is, this is how prevalent hypertension 
is.’ (WTS5.3, MBBCh 5, male student, 23 years)

And also, those conditions that were seen as prevalent in 
various communities, as determined by studies that had 
been conducted in those communities: ‘So, we would learn 
the conditions that are common in these communities’ 
(WTS5.3, MBBCh 5, male student, 23 years).

Minor conditions
The wide range of conditions were further described as 
comprising ‘minor conditions’, which were understood as 
those that had low mortality and did not progress rapidly to 
kill a patient:

‘[B]y a minor basic problem [it means] it doesn’t lead to mortality 
in a fast rate per se. So, common cold has been well researched, 
and it’s been treated with success, it’s common and it doesn’t 
cause mortality in a fast rate. So, that, kind of, gives it the basis of 
“minor problem.”’ (KZS4.5, MBChB 4, female student, 26 years)

Students stated that, because generalist practitioners’ 
knowledge and skills were limited, they could only deal with 
minor uncomplicated conditions: ‘They [generalist practitioners] 
could be limited in skills, knowledge and experience with very 
complicated conditions that would usually be referred onward 
to the specialists’ (SMS6.1, MBChB 6, male student, 24 years). 
This limitation was viewed as potentially dangerous to a 
patient: ‘because sometimes generalists tend to ignore or 
mismanage certain conditions because they sort of lack the 
basic background’ (WSS5.4, MBChB 5, female student, 24 
years). Students provided what they thought was the reason 
for the limitation – the limitation in resources at that level:

‘I think there are minor conditions that you [as a generalist 
practitioner] can manage with the resources that you have. But 
those that need further assessment, … need to be referred 
further.’ (WTS5.3, female student, 23 years)

Students’ preceptors also attested to the ‘broad base’ of 
common medical conditions manageable at a generalist level, 
which they understood to characterise generalist medical 
practice:

‘[A] generalist should be somebody who will be able to cope with 
the most common conditions present at whatever level of care. 
But, as I said, then you’d put a rider on and say, as a generalist 
you also need …, to recognise what is not of your level and refer 
it in time, properly.’ (CSMT6, clinical preceptor, Paediatrics)

And:

‘[I]t’s not [that] we are expecting them to know, you know, the 
canaries, it’ll be about assessing malnutrition, a child with HIV, a 
child with pneumonia, a child with diarrhoea, a child with common 
conditions, you know.’ (BKZT6, clinical preceptor, Paediatrics)

and ‘for each discipline, we make sure that the … common 
conditions are covered and [at] what scales we’ll be teaching 
the students’ (AWST5, clinical preceptor, Paediatrics).

The undifferentiated patient
At that first point of patient contact with the healthcare 
system, generalist practitioners deal with patients who have 
not been differentiated in terms of diagnosis:

‘My understanding of a general[ist] practitioner is that it’s a 
medical officer that sees undifferentiated patients like, whether 
surgical, medical or gynae [gynaecological] and then he, if need, 
can differentiate and refer them to specific specialties but then 
with minor ailments they manage, but with major, they refer to 
hospitals.’ (KZS4.3, MBChB 4, male student, 22 years)

The preceptors also described an undifferentiated patient in 
terms of a patient who has not yet been given a diagnosis. 
The ‘undifferentiatedness’ was one of the characteristics of 
patients at generalist level: ‘So when they are there [at 
generalist practice level] they are exposed to patients who are 
not yet diagnosed with any diseases, that is, undifferentiated 
patients’ (CSMT1, clinical preceptor, Family Physician); and:

‘[T]hey are encouraged to see that patient before anyone actually 
makes a plan on what needs to happen at that level, so that they 
see how the patient who comes [with] chronic cough comes to be 
called a pneumonia.’ (DWTT6, clinical preceptor, Paediatrics)

Stabilises emergencies
Students and their preceptors were of the understanding that 
a generalist practitioner is in possession of skills to recognise 
treatable conditions at his or her level, stabilise emergencies 
and refer them to appropriate specialties:

‘I think they should also be able to manage emergencies. Like, if 
a patient comes and maybe they have bled a lot and they have 
anaemia and they’re unconscious, they should be able to manage 
that patient until they’re stable enough to be referred.’ (KZS4.7, 
MBChB 4, male student, 22 years)

‘I think the generalist should be able to say, “how much of a 
threat to the person’s life is that condition,” and then look at … 
the resources that are available … the equipment … sometimes 
management might mean, stabilise the patient for referral.’ 
(KZS4.8, MBChB 4, female student, 23 years)

‘So, I think what this requires is … we need to define the 
competence of a generalist practitioner, if it is a Colle’s fracture, 
then you say, “You can do a Colle’s fracture, but this intra-
articular disc fracture in a young person, is not a Colle’s fracture, 
this needs to go to the orthopod [orthopaedic surgeon].”’ (BKZT7, 
clinical preceptor, Orthopaedics)

Continuity of care
Students understood continuity of care to refer to forming a 
relationship with your patient as a medical practitioner:

‘So, it’s about firstly, I think, forming a relationship with your 
patient, being able to have a relationship with your patient, and 
also monitoring their conditions, being able to see when it gets 
worse, that’s what I think.’ (WTSM5.1, MBBCh 5, male student, 
22 years)
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and also about patient follow-up to check on the well-being 
of their patients:

‘But it’s all about following up, seeing your patients. Some 
doctors I think do have phones to actually check up on their 
patients, they also go to their patient’s house.’ (WTSM5.2, 
MBBCh 5, male student, 22 years)

Student preceptors also understood it as provision of a 
follow-up plan in patient care:

‘So, diarrhoea is a condition that I expect you [the student] to 
know everything about, a condition that I will expect you to do 
investigations, I will expect you to manage in the emergencies – 
fully, and I will also expect you to actually have a follow-up plan 
of chronic management if any, at that level.’ (DWTT6, clinical 
preceptor, Paediatrics)

The follow-up was at all levels:

‘[I]nteracting with patients and relatives at the community 
level, referring those that need to be referred to a hospital 
and when they are at the hospital, they meet those patients 
again.’ (AWST1, clinical preceptor, Family Medicine); and: 
‘I do say to them [medical students], “if you’re looking after a 
patient and they go to the operating theatre, go with the 
patient so that you get to assist.”’ (DWTT5, clinical preceptor, 
General Surgery).

Coordination of care
Coordination of care was understood as referring to a 
multidisciplinary approach to patient care, which is 
facilitated by a generalist practitioner through mobilisation 
of all the team members:

‘So, I think a coordinated approach, means a multi-disciplinary 
approach, … it means that this generalist practitioner is able to 
function well within the medical team in order to achieve better 
patient outcomes and to sustain the management of that 
patient. So, basically it means that this generalist practitioner is 
able to work together [with] and mobilise all other members of 
the medical team in order to ensure that the best outcome is 
actually achieved for that patient.’ (SMSM5.1, MBChB 5, female 
medical, 22 years old)

The role of the generalist practitioner in referring a patient to 
appropriate professionals and overseeing that process was 
also mentioned:

‘Because generalists are the ones who are first contact of the 
patient, they are the ones who refer, they are the ones who know, 
who to do follow-ups on. They are like administrators. Engines 
of an organization.’ (SMS4.1, MBChB 4, female student, 22 years)

Student preceptors described it in terms of team leadership, 
whereby the generalist makes proper decisions on which 
clinician should be involved in the best interest of the patient: 
‘Well, in my view it’s the doctor that should lead the team to 
offer coordinated healthcare services … [to] offer team-based 
care and leadership’ (DWTT1, clinical preceptor, Family 
Medicine):

‘So that’s bringing in the teamwork, it comes up in their training 
but there are certain conditions … even [if] you’re just a 

dermatologist you need to involve the other specialties.’ 
(AWST6, clinical preceptor, Dermatology)

Ensuring patient advocacy
Students also mentioned the ‘advocacy for patients’ role of a 
generalist practitioner, which their preceptors did not 
mention. The students highlighted the advocacy role as 
‘fighting’ for patients’ rights:

‘So, your role as a generalist in knowing what’s best for the 
patient, at times, when referring the patient, to fight for the 
patient because in most cases …, you call the tertiary hospital 
being X to refer the patient, and then the doctors there, … just 
pushes it off. So, if you just let it go like that, then your patient 
will end up dying. So, you have to advocate for the patient and 
make the doctor who is at the tertiary hospital understand.’ 
(WSS6.3, MBChB 6, male student, 24 years)

Holistic patient care
Students indicated that patient-centredness led to holistic 
patient care, which they also referred to as healthcare 
beyond disease symptoms: ‘So, he [generalist practitioner] 
approaches every sphere. So, you can see it as cultural, 
social, not only the disease or symptoms but everything’ 
(KZS6.6, MBChB 6, male student, 26 years). ‘I also think 
of it being where we manage patients more holistically, 
…’ (KZS4.2, MBChB 4, female students, 21 years). 
Students further understood it to span over specialist 
disciplines:

‘If it’s in paediatrics, it’s not just that the child has now got 
appendicitis, if the child is malnourished as well, you have to 
deal with all of that. If you need to see a dietitian, if you need to 
educate the parents, if you need to help with the grant because 
there are problems financially. You … have to deal with the 
whole patient.’ (WTS6.1, MBBCh 6, male student, 23 years)

The holistic patient care enabled the generalist practitioner 
to take into consideration the biopsychosocial aspects of 
the patient:

‘Oh, OK, so … when we treat a patient … we shouldn’t just treat 
the biological aspect only, but also we must take into account the 
social aspects, how the person lives from home, how they are 
uhm … basically all the social aspects and then also you must 
look at the psychosocial ones …’ (WTS4.1, MBBCh 4, male 
student, 23 years)

A psychiatrist added the spiritual dimension and described 
holistic patient care as addressing the bio-psycho-socio-
spiritual aspects of the patient:

‘I mean if you look at the psychiatric diagnosis according to 
DSM-5 [The Diagnostic and Statistical Manual of Mental Disorders, 
Fifth Edition], … we train these students to do a dynamic 
formulation of the patient, looking at predisposing factors, … 
perpetuating factors, prognostic factors and then in their 
management strategy, particularly in regard to a bio-psycho-
socio-spiritual context, how they would manage this patient.’ 
(DWTT2, clinical preceptor, Psychiatry)

It was further explained as putting the patient in the centre:
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‘[G]eneralism is really putting the person in the centre, a holistic 
and ecological worldview, and it looks at relationships and 
connections, a lot more than categories.’ (BKZT1, clinical 
preceptor, Family Medicine)

Health promotion and disease prevention
Students and their preceptors understood health promotion 
and disease prevention as another role of a generalist 
practitioner, whereby she or he educates the communities on 
health matters:

‘[W]hen you go into the community, you might be expected to 
do some health promotion. Like, we’re expected to go to a school 
and talk to the children at the school about different conditions, 
whether it’s depression, whether it’s teenage pregnancy, to 
educate different members.’ (WTS6.2, MBBCh 6, male student, 
23 years)

‘I think they [generalist practitioners] are important because their 
main role is not only treating but is also to encourage the public 
about preventative measures.’ (SMSM4.1, MBChB 4, male 
student, 21 years)

Student preceptors mentioned both primary and secondary 
disease prevention: ‘… if there’s an index case of TB then all 
the family members are screened’ (DWTT3, clinical preceptor, 
Internal Medicine); and ‘I would talk about pneumonia, … 
how you prevent pneumonia, … the vaccines and the role of 
immunisation and prevention of that condition’ (DWTT6, 
clinical preceptor, Paediatrics):

‘The next level will be secondary prevention … if this individual 
already has the diabetes, now they come because their sugar is 
poorly controlled, so some level of secondary prevention 
happens there, … that the kidney failure does not develop, the 
heart failure does not develop, the strokes do not develop.’ 
(CSMT3, clinical preceptor, Internal Medicine)

Operates at primary health care
Generalist practice was further understood as operational at 
primary health care settings: ‘And also, a general practitioner 
deals with everything but at primary [health] level. So, anyone 
can come to you and you have to treat them’ (WTS4.1, 
MBBCh 4, male student, 23 years). By primary care levels, 
students were referring to community levels: ‘When you 
speak about a general practitioner, essentially you see a 
doctor that is able to serve the community, which they are 
based in’ (WTS6.4, MBBCh 6, male student, 23 years).

A generalist medical practitioner was explained as someone 
who operates at primary health care level:

‘Okay, I think we do understand it that way, they’ll be somebody 
who is trained and being able to manage conditions that they 
will see in their primary health setting and the conditions that 
they will see will encompasses many specialties.’ (CSMT7, 
clinical preceptor, Orthopaedics)

Discussion
This study has demonstrated that UG medical students and 
their preceptors had commonalities in their understanding 

of generalist medical practice, in keeping with the 
internationally accepted attributes relating to the first point 
of patient contact, the undifferentiated patient, continuity 
and coordination of care, holistic care, health promotion and 
disease prevention and its relevance for primary health care.

The theoretical frameworks
The common understanding of the students and their 
preceptors on ‘generalist medical practice’ could be explained 
through Vygotsky’s social constructivist theory, given that 
the students came to the medical schools as ‘novices’ in the 
field of medical practice and gained the understanding 
through interaction with their ‘knowledgeable others’, the 
latter communicating these attributes to the students.

Lave and Wenger’s theory of ‘situated learning’ also gave 
insight into the understanding of the students and their 
preceptors regarding ‘generalist medical practice’.24 The 
‘situated learning’ theory was the fulcrum around which the 
student learning occurred. Students learnt in the company of 
peers and preceptors and learnt their understanding of 
generalist medical practice in that situation. Through 
legitimate peripheral activities, the novices become 
acquainted with the tasks, vocabulary and organising 
principles of the community’s practitioners. Language 
(medical jargon and tradition) was the central part in the 
CoP.24 The theories have been referred to in the following 
paragraphs.

The researchers in this study searched for comparative 
literature on the subject of generalist medical practice among 
students and their preceptors. In high-income countries, 
generalist medical practice (also referred to as ‘generalism’) 
at UG medical training is discussed mainly with the view to 
prepare students to follow a postgraduate career in general 
practice (GP),15,48 different from the low- and middle-income 
countries (including South Africa)49 where postgraduate 
specialisation in general medical practice is not necessarily a 
prerequisite for general practice.50,51 Literature indicates that 
students perceived ‘generalism’ to be of lower prestige in the 
medical profession.52,53,54 These perceptions were already 
present at the very start of medical school and seemed to be 
reinforced during UG training.15 The researchers of this study 
could not find studies conducted on medical students’ and 
their preceptors’ understanding of ‘generalist medical 
practice’. The literature they found focused mainly on the 
involvement of general practitioners in UG medical 
training.55,56 Therefore, there was limited opportunity to draw 
international comparisons on the subject.

Basic knowledge of medicine
The fact that students understood generalist medical 
practice as a limitation in the practice of medicine as they 
perceived it to only relate to basic and shallow knowledge 
of medicine needs to be put into its proper perspective. 
Through this basic medical knowledge, generalist medical 
practitioners cater for the needs of the majority in the 
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community, and if implemented appropriately, can ensure 
efficiency of the healthcare systems in solving problems 
before they require specialised care as has been shown in 
literature.57 Therefore, rather than it being viewed as a 
limitation, it should be viewed as the strength of generalist 
medical practice.

The study’s finding that specialist preceptors indicated that 
they were not training students to turn them into ‘mini 
specialists’, but to give them basic medical education, was 
reassuring for generalist medical practice training. It should 
be encouraged in UG medical student training, as studies 
have shown that student preceptors themselves require 
training to be appropriate teachers.58,59

First portal of entry
Students understood generalist medical practice as the first 
portal of entry of patients into the health system where 
patients are ‘filtered’. The filtering referred to patient 
screening for early detection of individuals with unrecognised 
diseases, as well as those with early stages of disease in the 
population.34 Student preceptors added that they guided 
students on the approach in dealing with these patients to 
enable them to identify a broad base of conditions spanning 
over many disciplines. Some of them may be medical 
emergencies needing stabilisation before referral to more 
specialised centres. This aspect of generalism is crucial in the 
training of medical students as it prompts them to think 
comprehensively,35 thus enhancing patient safety.36 In this 
way, student preceptors were taking the students through 
the ZPD to the level of expertise in patient care.25

General medical conditions
Students further understood generalist medical practice as 
the field of medical practice dealing with ‘minor ailments’ 
which has been defined in literature as ‘conditions that will 
resolve on their own and can be reasonably self-diagnosed, 
for example, heartburn, nasal congestion, headache, etc.’37 
However, some students also stated that they understood 
‘minor ailments’ to be those that are ‘not complicated’. In 
this regard, their preceptors need to caution them, as there 
could be underlying complex conditions among those that 
may appear ‘minor’.38 To this effect, students need to be 
trained on the importance of knowing the natural history 
of an illness. This will entail the pattern of an illness that 
encompasses both its early and late presentations. This 
knowledge about the dynamic nature of illnesses over time 
will enable students to give appropriate safety-netting 
advice to their patients.60 A classic example would be a 
minor head injury where a patient is asked to look out for 
early symptoms and signs of worsening of the condition, 
such as drowsiness or inability to wake up.61 In such 
conditions, students need training to caution the patient 
and/or next-of-kin to report back immediately to the health 
facility when these occur for prompt intervention to be 
undertaken.

Furthermore, students and their trainers recognised the role 
of a generalist medical practitioner in managing emergency 
medical conditions. They provide the necessary treatment 
to those manageable within their scope of practice, stabilise 
and refer those who require specialised care. For the 
patient  identified as requiring referral, evidence indicates 
that a generalist practitioner who has proper skills in 
patient  referral, including transport arrangement and 
communication with the receiving hospital, prevents 
unnecessary delays, which would otherwise compromise 
patient care.62

The undifferentiated patient
Both students and their preceptors understood the generalist 
medical practitioners to be dealing with the undifferentiated 
patient, whose condition needed proper assessment to 
determine treatability at generalist level or otherwise referral 
to the relevant specialties. The students’ preceptors leveraged 
that common understanding to guide students to implement 
their hitherto acquired clinical skills to work out for 
themselves a label (diagnosis) for the patient and to indicate 
their suggested management plan. There is evidence that UG 
medical students benefit from exposure and familiarisation 
with undifferentiated patients who are described as ‘patients 
walking through the door’, as these are the types of patients 
they will frequently encounter in generalist medical practice.63 
Dealing with an undifferentiated patient provides students 
the opportunity to learn clinical reasoning, which entails 
synthesising the acquired information and skills to reach 
new conclusions about a patient’s condition.25 In this manner, 
Vygotsky’s ‘scaffolding’ principle becomes demonstrable, 
whereby students are taken through clinical conditions of 
gradual complexity.21

Continuity and coordination of care
Regarding continuity of care, students understood that the 
generalist medical practitioner has the opportunity to 
establish a lifelong relationship with his or her patients from 
cradle to grave.64 Continuity of care challenged the students 
to be lifelong learners, given ‘the shifting ecology of the 
medical environment’.65 In keeping with their students, 
students’ preceptors understood continuity of care as relating 
to patient follow-up and building a continuing doctor–
patient relationship with their patients. This addresses the 
important aspect of commitment to the patient as a person, 
rather than only their clinical conditions.66 Another attribute 
related to continuity of care is coordination of care, whereby 
a practitioner plays a key role in coordinating the team of 
healthcare professionals to potentiate patient care across 
diseases, settings and clinicians.67 The students were thus 
initiated to the concept of the ‘community of practice’ 
proposed by Wenger,68 enabling them to identify appropriate 
members of this community according to their role in the 
medical field. In coordinating patient care, the generalist 
medical practitioner ensures that patients’ right of access to 
available resources is ensured.69,70,71,72 In South Africa, 
commitment to coordination of care by generalist medical 
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practitioners, including nurse practitioners, was found to be 
inadequate among generalists practicing in Cape Town in 
2018.73 This is a call to ensure emphasis on coordination of 
patient care among all healthcare practitioners beginning at 
UG training level.

Holistic patient care
Regarding holistic patient care, students understood it as 
taking into consideration factors beyond the clinical conditions 
that patients presented with, namely the psychosocial aspects. 
It is the duty of the generalist medical practitioner to adopt a 
holistic management approach, given the undifferentiated 
nature of the patients’ conditions they frequently encounter.74 
Students’ preceptors described holistic patient care as the bio-
psycho-socio-spiritual care. To this end, they ensured that 
student training did not only focus on the clinical conditions 
that patients presented with but also on the other patient 
aspects identified by the WHO in the definition of health, 
namely the mental and social aspects,75 which have also been 
described as the patient’s existential dimension.9

Health promotion and disease prevention
The students and their preceptors understood ‘generalist 
medical practice’ to also entail health promotion and disease 
prevention. Literature indicates that these attributes link 
directly with the social determinants of health (SDH), such as 
water and sanitation, the inaccessibility of which frequently 
results in disease occurrence.76 This implies that health 
promotion and disease prevention cannot be adequately 
achieved without addressing these. In South Africa, the re-
engineering of primary health care was introduced to increase 
access of health services to the general public, to address the 
SDH, thus improving the quality of health services in 
general.77 Nevertheless, the students’ and their preceptors’ 
understanding of interprofessional collaboration of various 
sectors to address the SDH fell outside the scope of this 
study, but should be considered in further studies.

Relevance at primary health care
Students also understood the value brought by a generalist 
medical practitioner in primary health care, whereby the 
generalist’s competence encompasses a wide range of clinical 
disciplines and procedural skills requisite at primary health 
care in both chronic and emergency care, as also recorded in 
literature.20 This understanding could be leveraged on by the 
students’ preceptors in making the students understand the 
interconnectedness of generalist medical practice and 
primary health care.48 A practitioner serving in primary 
health care needs to understand the scope of the generalist 
medical practice. That understanding has been shown to set 
the scene in the delivery of comprehensive medical care.78

Strengths and limitations
The study was conducted on only four of the nine medical 
schools in South Africa which limits transferability of the 

study findings. The variability of medical education among 
institutions necessitates caution in generalising the study’s 
findings to encompass the opinions of all medical students 
and their preceptors nationwide. Data collection occurred 
over a period of 5 years, which is the study limitation in terms 
of data consistency, as ideas of students and their preceptors 
could have developed and varied over this period. During 
the interviews, social desirability bias could have been 
introduced on the part of the medical students,79 whereby 
they could have behaved in a manner they thought would 
be  acceptable to the principal researcher. The principal 
researcher was himself a preceptor. As far as the authors are 
aware, this is the first study conducted on the subject in 
South Africa.

Study findings implications
The understanding of ‘generalist medical practice’ by medical 
students and their preceptors relating to the attributes 
discussed earlier was not dissimilar to the global 
understanding recorded in literature. However, the 
understanding that ‘generalist medical practice’ deals with 
uncomplicated medical conditions needs to be coupled with 
caution that ‘uncomplicated’ may turn out to have underlying 
complications. The understanding of ‘generalism’ as 
connoting ‘shallowness’ in medical knowledge and skills 
also needs correction. While it is true that ‘generalism’ deals 
with general (nonspecialised) medical conditions,75 emphasis 
should lie on training medical students to recognise medical 
conditions falling into the ‘generalist’ and ‘specialist’ 
categories to facilitate appropriate management – all in the 
interest of optimum patient care.

Conclusion
The medical students and their preceptors in the South African 
medical schools demonstrated an understanding of  the 
meaning of ‘generalist medical practice’ along internationally 
accepted attributes of the concept: the first point of patient 
contact, dealing with the undifferentiated patient, provision of 
continuity and coordination of care, holistic care, health 
promotion, disease prevention and  relevance for primary 
health care. This common understanding should be reflected 
upon and leveraged on to produce a ‘basic medical 
practitioner’ at UG exit level. Nevertheless, questions 
remain for future studies to explore: Did the students and 
their trainers find the learning environment conducive for 
delivery of what they understood by ‘generalist medical 
practice’? Were there opportunities for collaborative 
engagement by the various disciplines on student training 
on the subject? It is recommended that further studies be 
conducted to address these pertinent matters in South 
African medical schools.
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