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Abstract






Background: A new post-basic Primary Health Care (PHC) nurse training was piloted at the University of Limpopo in rural South Africa in order to reinforce PHC services and to address the backlog of trained PHC nurses. The training comprised residential and decentralised training modules based on the principles of problem based learning and community based education, and a patient-centred care approach developed in the field of family medicine was applied for acquiring consultation skills. Clinical reasoning was improved through on-site supervision by individual preceptors. Objective: The aim of the study was to describe the satisfaction, experiences and views of trainees in the first year of implementing the new PHC nurse training programme. 
Method: The study had a descriptive, exploratory and cross-sectional design, and used quantitative and qualitative methods for data collection that included a semi-structured survey questionnaire and focus group discussion. A purposive sample of trainees enrolled in the pilot programme (n = 15) was recruited for this study. Results were analysed quantitatively for the survey questionnaire and content analysis was used for qualitative data. 
Results: Results revealed trainee satisfaction with the quality of community based visits and classroom lectures and dissatisfaction with on-site supervision and training material. Qualitative findings indicated a need to improve information and communication of supervisors and preceptors, and to provide more training material. Factors related to the work environment were identified as barriers to implement learning, but the use of tools developed in family medicine curricula was perceived as beneficial. Lessons learnt included the need for strong programme coordination and stakeholder commitment, as well as the need to develop a competence framework for PHC nursing. 
Conclusion: The implementation of a pilot programme for PHC nurse training had the outcomes of trainee satisfaction with the mixed method of teaching, and valuable lessons were learned with regard to programme implementation and organisation. Integration of tools and concepts developed in the field of family medicine proved beneficial, and several recommendations were formulated to inform similar projects.




















Introduction








Setting






The establishment and strengthening of Primary Health Care (PHC) services, based on the White Paper for transformation of the health system implemented through the District Health System, is a cornerstone of national health reform in South Africa.1 Nurses constitute the majority of health care workers in the country and form the backbone of this system, guided by a set of norms and standards articulated in the PHC Package for South Africa.2 The role of PHC nurses involves integrating preventive with curative services, and requires strong history-taking, diagnostic and management skills, but also effective communication and public health skills.3 The combination of knowledge, skills and experience needed to provide comprehensive PHC services is paramount to achieving the objective of equity in the delivery of health services, particularly in rural areas. In order to achieve this aim, a profound rethinking of
curricular approaches is required, whereby nurse training needs to shift from a hospital based didactic model to a community based model.4 Although curricular transformation has taken place in many institutions, several studies suggest that nursing graduates continue to feel ill-prepared for practice.5 In addition, AIDS education is not integrated effectively in nursing curricula, which raises the question as to whether young graduates are able to cope with the increasing demand for HIV-and-AIDS services, which includes the delivery of antiretroviral treatment (ART) in PHC settings,6 as described in the National Strategic Plan for 2007–2011.7 Allowing PHC nurses to initiate and monitor people on ART, given the appropriate supervision, mentoring and support, provides greater equitable access to treatment and leads to decongestion of current ART initiation sites. Despite initiatives to improve PHC nurse competence, however, few nurses are trained for comprehensive PHC services delivery.3 For example, a situation
analysis based on national and provincial data has estimated that about 60% of all PHC facilities lack nurses with a specific PHC training.8 
With the objective to meet the existing PHC nurse training demand, a variety of post-basic courses is available with different options, which includes residential land decentralised learning. Formal provision of the training courses is, however, often inadequate and the responsibility for continuing education is usually left to the individual.9 In isolated and rural areas, such as the Limpopo Province, these programmes are not always accessible, and many nurses still lack the clinical and management skills needed to provide comprehensive PHC services.10,11 In order to cope with demand and accelerate the output of trained nurses, a new training programme was hence developed at the University of Limpopo, Campus Turfloop, through a series of consultations with academic and government stakeholders. The programme comprises a 1-year PHC nurse training that includes residential and decentralised training modules and which
is accessible to professional nurses with a work experience of at least 2 years. 
The curriculum is outcomes and competency based in line with current recommendations,10 and was developed in partnership with the Department of Family Medicine and PHC, using innovative tools for developing clinical and management skills and a patient-centred care (PCC) approach for learning consultation skills. The programme covers specific aspects of PHC nursing, including the provision of HIV-and-AIDS care, and is based on the principles of problem based learning (PBL) and community based education (CBE). The residential part includes classroom lectures and clinical practice in local clinics, which are alternated with in-service training modules under supervision of trained preceptors. This study was designed to explore the barriers and facilitators to implementing the mixed residential and decentralised learning programme, and to share the lessons learnt.











Objectives





The aim of this study was to describe the satisfaction, experiences and views of trainees in the pilot year of implementing the new PHC nurse training programme.















Ethical considerations





The study was approved by the Provincial Department of Health Research Ethics Committee as part of a large-scale research project involving the University of Limpopo and the Vrije Universiteit Brussel, Belgium. Informed consent was obtained orally from all participants; confidentiality was ensured, and results were discussed with students in a plenary group session.









Methods



This study had a descriptive, exploratory and cross-sectional design, and utilised both quantitative and qualitative methods for data collection. The study was conducted during a classroom session that was organised as part of the residential programme of the PHC training course. A purposive sample was used, which included all students enrolled in the first year of implementation of the new training course (n = 18), of whom those present at the time of data collection were included in this study (n = 15). Data was collected with a semi-structured questionnaire which comprised a scale and open-ended questions related to satisfaction with training aspects, such as the quality of classroom lectures and community visits, on-site training and supervision, training material, workload, and research assignments. The questionnaire was scored along a 5-point Likert scale, with answers ranging from ‘Very dissatisfied’ (1), through ‘Neither satisfied nor dissatisfied’ (3), to ‘Very satisfied’ (5), with higher scores indicating more satisfaction. The open-ended questions included, ‘What would you advise in order to improve the next module of the PHC training?’, and ‘What would you advise in order to improve on-site training and supervision?’ In addition, students needed to report if they had been supervised by their preceptoror mentor in the month before evaluation; whether the supervision and training resources supported their work as PHC nurses; and
whether the case studies of the training were representative of the clinical setting. 
A focus group discussion was organised as well, where trainees were asked to reflect on the enabling factors and barriers to the implementation of their learning as PHC nurses, and to offer comments and suggestions for improving on-site training and supervision. The focus group discussion was led by the main study researcher and facilitated by the PHC nurse training coordinator who utilised a structured interview guide. Notes were taken and main findings were discussed inplenary after the focus group discussion using an overview grid. 
Scale results were analysed quantitatively with SPSS version 15.0, whereby mean satisfaction scores were calculated for individual scale items. Data from the open-ended questions, notes and transcripts from the discussion were analysed through qualitative content analysis, which facilitated the production of core constructs from textual data and the generation of contextual meaning.12 A conventional approach was used, which included open coding, abstraction, and creating categories through inductive analysis.13 Credibility of analysis was improved through seeking peer agreement on the production of categories and coding, and by discussing themes with participants in a plenary group session.14 










Results






Results of the evaluation showed an overall student satisfaction with the PHC training (M = 3.5; s.d. = 0.4). Students were (Figure 1) satisfied the most with the quality of community visits (M = 3.9; s.d. = 0.7) and classroom lectures (M = 3.8; s.d. = 0.4), and satisfied the least with training material (M = 2.9; s.d. = 0.8), which mostly comprised hand-outs and manuals, and on-site supervision (M = 3.1; s.d. = 1.1). The training workload was considered satisfactory (M = 3.7; s.d. = 1.0), and research assignments neither satisfactory nor unsatisfactory (M = 3.4; s.d. = 0.9). Three in four nurses reported that they had been supervised by their mentor or preceptor in the month preceding the assessment (72%). Nearly all of the respondents(93%) who had received supervision agreed that this enabled them to perform their duties as PHC nurses more efficiently, and half (50%) reported that the supervision was used to discuss problems. Less than half (44%) reported that their clinical work had been physically observed, or that performance was discussed, and only four in ten reported that clinical issues were discussed (38%). Some nurses mentioned that they had been supervised by persons other than their mentor or preceptor, such as immediate supervisors (28%) or hospital doctors (22%), in the preceding month. 
All but one nurse reported that the training material assisted them in their work and that the case studies reflected the type of patients encountered in daily practice(94%). One in five of the trainees (22%), however, felt that their work environment did not enable them to practice as PHC nurses, because of staff shortages or supervisors who were unaware of the training. 
These results were confirmed by qualitative findings, which highlighted several barriers and facilitators to the implementation of learning. Major themes concerned the need for improved information and communication, training support, and conditions related to the work environment (Table 1). 
The relay of information to and communication with supervisors and peers, as well as respect for the PHC student status, was found to be crucial in enabling PHC nurses to apply their newly acquired knowledge, as illustrated by the following quote: ‘Please contact our mentors and inform them about the programme and the course outline; ensure that our student status is respected and acknowledged by other health care workers’. 
Many participants requested that supervisors and preceptors be informed adequately or trained in the PHC training format and that more supervision was conducted. The participants asked for more time and support to apply the newly acquired knowledge and suggested some short test of answering questions, to be conducted during training to establish whether they understood the learned material. They also demanded more information and training material in order to support the process of individual learning, as demonstrated by the following: ‘We need hand-outs and textbooks, if possible, to look up relevant information; please provide us with some library references in order to consult after the end of the lecture’. 
With regard to the tools used for practice support, however, most participants agreed that this enabled them to improve their decision-making skills, and they asked that other PHC nurses be trained as well. Participants also requested that all preceptors are trained in the application of the training tools through a training-of-the trainer seminar or a so-called crash course. Participants were also satisfied with the visit of a local HIV-and-AIDS clinic, which one nurse described as ‘a real eye-opener’, in learning how to cope effectively with the additional workload imposed by HIV and AIDS. 
Nonetheless, issues related to the work environment such as lack of equipment and counselling space as well as chronic staff shortages, were perceived by some as hindering the implementation of the new training format, as illustrated by the following: ‘Please consider full-time study leave in order for us not to replace staffing shortages’.





















Discussion






This study presents the experiences and views of trainees enrolled in the pilot implementation of a new PHC nurse training course which includes both residential land decentralised training modules. The programme provides key demonstrations and exposure to the PHC setting, and focusses on the development of consultation skills and the effective management of common illnesses and health related problems by using the principles of problem based learning (PBL) and community based education (CBE). PBL can be defined as an approach toward learning and instruction in which students tackle problems in small facilitated group settings, based on the philosophy of a process-oriented curriculum in which knowledge is actively constructed rather than acquired, and in which teaching staff is committed to guiding rather than transmitting knowledge.15 In this respect, PBL is centred around the acquisition of critical reflexive thinking skills, and has been identified as a method of choice in PHC teaching.10 In this study, trainees were generally satisfied with this method of training, but they recommended the use of more training material to assist with the individual learning process. 
In CBE, the community, especially in under-developed and under-resourced settings, is used extensively for learning purposes to ensure the relevance of education to local population needs.16 As an educational philosophy, CBE aims to equip professionals with problem solving skills and positive attitudes towards society, which, in turn, are grounded in the essence of equality as witnessed in a democratic society.17 CBE has also been identified as the best way to prepare nurses for integration in the new district based health-care system in South Africa.18 
In this study, trainees were most satisfied with community based visits, but least satisfied with onsite supervision, which was attributed mainly to a lack of information about, and communication with, preceptors. Preceptors are experienced registered nurses who provide support and guidance to student nurses during clinical placement, which has proven to be an efficient educational strategy for community nursing in South Africa.19 In-service training has the advantage of increasing the relevance of training to the local context, whilst at the same time saving time and travelling expenses, and developing awareness of the programme amongst other staff members.20 
The use of residential and in-service training modules, however, presents several challenges in terms of administrative and logistical organisation. Individual follow-ups and community visits of rural PHC clinics require a strong and lasting commitment from both the faculty and the preceptors, which was reflected by comments from students in regard to the supervision received during training. Mixed method programmes also require a committed counterpart at government level to drive the process and to allocate the necessary resources, which may range from designing job descriptions for preceptors to granting study leave to students. Stakeholder commitment should be continuous as well, to ensure smooth implementation and follow-up of clinical and research activities. The use of individual preceptors hence requires strong programme coordination to provide adequate and timely information and motivation. Lack of transparency in this regard can lead easily to frustration and can eventually affect the
quality of PHC services. 
The results confirm what is known about implementing CBE in nursing education in South Africa, indicating the need for collaborative efforts and true partnerships between academic institutions and communities, supported by government involvement.21 Shifting nurse education from the traditional classroom-based approach to CBE creates distinctive problems and demands more from facilitators, which requires a continuous support of the faculty.22 Sustained programme evaluation and adaptation of support staff is needed thus to achieve desired outcomes and ultimately reflects on the quality of services delivery. This study formed part of such an evaluation and resulted in learning several valuable lessons. 
Integration of tools and methods developed in the field of family medicine offered a clear benefit, because the knowledge developed elsewhere was implemented without duplicating efforts. The integration of HIV-and-AIDS treatment and care in the training modules was also appreciated by trainees and should be made mandatory in all nursing curricula. Some useful models have been developed already in health sciences curricula, and have proven their success.23 In effect, nurse leaders from educational institutions in South Africa have recently agreed to implement a standardised HIV-and-AIDS-related curriculum.24 
Finally, in order to improve learning skills and to avoid confusion related to expected programme outcomes, learning objectives should be developed. The formulation of learning objectives reinforces the competence base of nurse training and needs to be based on the requirements of a competence framework for PHC nurses, which has recently been developed in South Africa for reasons of benchmarking.3 This seems all the more important, given the need to delineate the scope of practice of PHC nurses related to the envisaged deployment of mid-level health workers at district level in the near future.








Limitations of the study





This study was based on the views and experiences of a small sample of PHC trainees and is hence indicative of the described programme and period of time. Although the study was limited to describing the satisfaction of learners, such an evaluation forms an essential first step in the sequence of curriculum evaluation, which typically consists of four levels of evaluation.25 In this pilot, evaluation was limited to the assessment of trainee satisfaction with PHC nurse training because of time and financial constraints. This is, however, considered important because, (1) it provides valuable feedback which helps to evaluate the programme, (2) it reassures students that their input is needed to judge programme effectiveness, (3) it provides quantitative information, and (4) it can be used to define performance standards.25 In addition, a survey analysis was conducted using an investigator-developed questionnaire without established validity. Survey results were, however, triangulated with qualitative findings and found to be congruent, thereby confirming its validity. The aim of triangulation is to provide completeness and confirmation, which increases validity and reliability by improving the trustworthiness of data as well as assisting in the interpretation of data.26 










Conclusion




This study has indicated satisfaction amongst the trainees of a new 1-year postgraduate PHC training programme, guided by the principles of CBE and PBL, whilst adopting a patient-centred approach. The use of residential and decentralised training modules presented several challenges, which required sustained stakeholder commitment and strong programme coordination in order to meet expectations about individual follow-up and supervision. The integration of tools for learning clinical and management skills, developed in the field of family medicine, was also beneficial, in particular with regard to HIV-and-AIDS treatment and care. The programme allowed PHC nurses to practice in their own environment supervised by trained preceptors, and contributes to strengthening PHC services delivery in the public health sector, in which investment in training and follow-up of individual nurses and preceptors translates into enhanced quality of care for entire communities. Consequently, it is advisable to explore the possibilities of widening the implementation of this and similar training models to other areas and health service providers, pending the available government and administrative support.
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FIGURE 1: Mean satisfaction with selected Primary Health Care training aspects
(ne15).





table1_292_phcfm.jpg
TABLE 1: Content analysis of focus group transcript and open-ended questions
(n=15).

Theme Category Subcategory
Information, Colleagues, supervisors  Awareness of training
communication programme
Recognition of student status
Training & support  On-site supervision Frequency of supervision
Number of trained preceptors
Training material Referenced textbooks
Work environment  Resource availability Counselling space
Equipment
Staff shortages

Source: Authors' original data
7, Given as a means of number.
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