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Summary 

In the field of medical education, the development of a professional identity has been well established as 

a priority for any curriculum. The Rural Clinical School (RCS), a centre in the Faculty of Medicine and 

Health Sciences, provides a unique context where the unfolding of this process can be explored. The study 

used a qualitative research approach, guided by a phenomenological framework. Individual semi-

structured interviews were conducted among nine of the final-year undergraduate medical students who 

were completing their studies at the RCS. Data were analysed using an inductive, iterative process and 

using coding analysis to organise codes into sub-themes and eventually, themes. The centrality of 

socialisation in becoming part of ‘communities of practice’ was explored through the lens of lived 

experiences, often in contrast to experiences they previously had at the former teaching hospital. The RCS 

provides a nurturing environment for relationships with mentors and role models that enhance 

professional identity formation. The RCS also provides a supportive context to the development of 

competency, an essential requirement of the process of becoming a physician. The study concludes that 

apart from lesser factors supporting the development of professional identity, present at the RCS, the 

authenticity and closeness of relationships are the main driving forces for students to starting acting, 

thinking and feeling like physicians. 

Opsomming 

Op die terrein van mediese onderrig is die ontwikkeling van ’n professionele identiteit goed gevestig as n 

prioriteit van enige kurrikulum. Die Landelike Kliniese Skool (LKS), ’n sentrum in die Fakulteit van Mediese 

en Gesondheidswetenskappe, voorsien ’n unieke konteks waarin die ontvouing van hierdie proses 

ondersoek kan word. Die studie maak gebruik van ’n kwalitatiewe benadering, gelei deur ’n 

fenomenologiese raamwerk. Individuele semi-gestruktureerde onderhoude is gevoer met nege finalejaar- 

voorgraadse studente wat besig was om hulle studie by die LKS te voltooi. Data is ontleed deur middel 

van ’n induktiewe, iteratiewe proses en koderingsanalise is gebruik om dit in subtemas, en uiteindelik 

temas, te verwerk. Die sentrale belang van sosialisering in die deelwording van ‘gemeenskappe van 
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praktyk’ is verken deur die lens van geleefde ervarings, dikwels in kontras met vorige ervarings wat by 

Tygerberg opgedoen is. Die LKS voorsien ’n koesterende omgewing vir die verhoudings met mentors en 

rolmodelle wat professionele identiteitsvorming aanhelp. Die LKS voorsien ook ’n ondersteunende 

konteks in die proses van vaardigheidsontwikkeling―’n noodsaaklike element in die proses van ’n 

geneesheer word. Die studie kom tot die gevolgtrekking dat behalwe vir die vele mindere faktore by die 

LKS wat die ontwikkeling van ’n professionele identiteit steun, die egtheid en nabyheid van verhoudings 

die hoof dryfveer is van wat dit beteken om te begin dink, doen en voel soos ’n geneesheer.  
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Chapter 1: Introduction 

1.1 Orientation of the study 

‘To be a physician requires a transformation of the individual―one does not simply learn to be a 

physician, one becomes a physician.’ (Fuks, Brawer & Boudreau, 2012) 

Professional identity formation is a well-established priority in medical education (Rees & Monrouxe, 

2018), providing us with the internalised values that form the ethical framework within which we practise 

(Monrouxe, 2010). A strong professional identity fosters confidence, not just a desired state of being 

among physicians in general, but an essential ingredient of the courage needed to practise in rural 

environments (Konkin et al., 2020). It also fosters collaborative leadership and a general sense of 

wellbeing (Reicher & Haslam, 2005). This begs the question of how professional identities are formed, and 

whether our medical training institutions are delivering the ‘kinds’ of doctors our population needs (Frenk 

et al., 2010).  

 

The pertinence of this question is brought into sharp focus when one considers the significant discrepancies 

in health outcomes in our country between urban and rural populations, giving credence to Tudor Hart's 

(1971) Inverse Care Law which states that wherever the need is greatest, there services are least.  

 

South Africa is no different from the rest of the world where the recruitment and retention of doctors to 

work in rural and remote areas is a ubiquitous problem (Wilson et al., 2009). However, South Africa has 

only a 40.7/100 000 doctor to population ratio (South African Health Review, 2017), and our healthcare 

service delivery to rural populations is compounded by the fact that a very low percentage of doctors work 

in rural areas (Department of Labour SA, 2008; Ntuli & Maboya, 2017)―this even though a significant 

proportion of the country’s population lives in rural areas. 

 

Given these social inequities, and in line with a greater commitment to social justice, many South African 

medical faculties are extending clinical training from the traditional academic teaching hospital to include 

rural and remote sites distributed away from the central training institution. This strategy is informed by 

research suggesting that students experiencing a stronger community exposure during training might be 

influenced towards a greater social awareness (Reid et al., 2014) and possibly consider a career in rural 

medicine (Budhathoki et al., 2017). 
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1.2 Background to the RCS 

Stellenbosch University demonstrated commitment to training students for future rural practice by 

launching a Rural Clinical School (RCS) in 2011. The RCS ‘focuses on equity and social justice for all people 

with a specific focus on marginalized rural communities’ (Ukwanda Centre for Rural Health Constitution, 

2019: 3). The intention is to train and equip students for rural service to ‘shape engaged, socially conscious 

and competent graduates who remain responsive to the needs of the communities they serve’ (Ibid).  

 

The facility is based in the rural town of Worcester in the Western Cape Province and accepts 32 final-year 

medical students (in addition to students in allied health sciences) per annum to complete their final year 

of study there. Eighteen of these students are based at the Worcester campus, which is the base of the RCS, 

and 14 students are sent on a Longitudinal Integrated Clerkship (LIC) in groups of two to four, which sees 

them completing the year at rural hospitals in the Western and Northern Cape, with support from the RCS 

campus. 

 

1.2.1 The curriculum 

The educational experience at the RCS differs significantly from the curriculum offered at the central 

training institution in several ways. Since the hospital attached to the RCS is not primarily a teaching 

hospital, no other medical students are sharing the platform. This enables a service-oriented learning 

experience where students form an integral part of clinical teams, also resulting in a high clinician to 

student ratio. 

The curriculum is intentionally more community engagement oriented (Strasser et al., 1999) and 

longitudinally structured since both these features nurture a mind-set of social awareness (Farmer et al., 

2015). It features a strong emphasis on interprofessional/collaborative learning opportunities between 

students from different allied health disciplines to incorporate team understanding as part of the 

professional identity (Monrouxe et al., 2017). An example of this is an intentional integration of their 

learning experiences through activities like ‘Collaborative Care’. Collaborative Care is a weekly opportunity 

for students from all the disciplines represented at the RCS (Speech-Language and Hearing Therapy, 

Occupational Therapy, Dietetics, Physiotherapy, and Medicine) to collaboratively discuss any patients they 

feel other disciplines might be well-positioned to contribute to, or add value to the care of patients. The 

students form teams that represent the relevant disciplines, to do home visits on the patients, together 

with a community health worker from the area where the patient resides. Afterwards, students return to 

the campus to discuss their ideas and consolidate management plans, with input from faculty staff who 

facilitate these sessions.  
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Students have to write a motivation for placement at the RCS as part of their application process, from 

which it appears that many come into the programme with well-established intentions to practise in a 

socially responsible way (including considering future rural practice), but some simply prefer training at the 

RCS because of smaller clinical groups compared to the central campus. This potential for closer contact 

with teachers has led to piqued interest, not only from students with rural intentions but also from others 

who see it as a more attractive educational design. Not all students join the programme with equal 

enthusiasm for the ideology underlying the raison d’être of the facility. 

 

1.2.2 The relevance of socialisation in identity formation 

Van Schalkwyk, Bezuidenhout and de Villiers (2015) suggest that one of the main benefits of learning in 

rural clinical spaces is the emergence of professional identity, and indeed the significant impact that 

situated learning has on identity formation is well recognised (Mann, 2011). Cruess et al. (2014) 

encourage a deeper exploration of the process of identity formation, especially as it relates to the 

socialisation element if we are to actively intervene in medical programmes to support professional 

identity formation. As motivation for the need to better understand it, they mention the significant stress 

medical students almost universally experience: the process of constructing, deconstructing and 

reconstructing successive identities- each with its own roles and responsibilities- is taxing.  

The need to understand the role of socialisation is particularly pertinent in this regard (Ibid). Socialisation 

acts as both a stressor and a reliever, as it acts to induce individuals to merge pre-existing identities into a 

new professional identity –the cause of stress―but also dissipate the induced tension by acceptance and 

reassurance by the group that they approve of the novice―the relief of stress (Rees & Monrouxe, 2018). 

All the while, the individual is subject to the internal tension of having to examine their values and how 

these conflict with, or affirm, the ethos espoused by the community of practice, and larger profession 

(Kumagai et al., 2018). 

 

1.2.3 My role 

At the time of the research, I was employed as a joint appointment between Family Medicine and Global 

Health at the Stellenbosch University in the Faculty of Medicine and Health Sciences. I am based at the 

Rural Clinical School in Worcester where my role includes clinical tutoring, especially in primary healthcare, 

and academic administration. My official title is that of lecturer. I am also the module chair for the primary 

care rotation of the MBChB middle phase, as well as an integrated rotation on the distributed platform of 

the late-phase students based at the main campus. 
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1.3 Problem statement 

Having been a practising rural clinician for 16 years before joining academia, I am well aware of the 

healthcare challenges facing rural communities. Having to function with a fairly small team, often under 

extreme pressure, the strength of each member in these teams is vitally important to individual patient 

outcomes on a micro level, and general service provision on a macro level. The relative lack of resources 

that typify rural practice means that losing a single member in these environments might represent a 10 

to 20% reduction in workforce, for small teams. A strong professional identity underlying a solid sense of 

well-being is an absolute necessity to function well in these often-trying circumstances. The need to 

function well within these teams, which is greater than the sum of its parts, is the most important factor, 

in my opinion, for the effective delivery of healthcare to rural communities. These teams extend beyond 

doctors to include allied health professionals, and understanding the physician role in relation to them, is 

a vital determinant in health outcomes for rural livelihoods. 

Having joined the RCS in 2017, it has been a concern of mine to explore how the RCS context nurtures or 

constrains the establishment of professional identity. Moreover, the question of whether the education 

context is delivering on its stated objective of equipping students to practise in a rural environment, as 

well as internalising the ethos that drives rural healthcare, needs to be explored. 

1.4 Aim of the proposed study 

The study aims to explore participants’ meaning-making of who they are becoming as professionals as 

mediated by the year-long experience in the unique context of the Rural Clinical School.  

 

Objective 

The objective is a better understanding of the factors that nurture the development of professional 

identities of undergraduate medical students. A better understanding of the factors at play might inform 

further exploration of both formal and informal elements of the curriculum and how these might be aligned 

to nurture the process of professional identity formation, including a better understanding of how students 

might be encouraged towards considering a career in rural medicine. 

 

1.5 Research question 

What factors, from a student perspective, influence the development of professional identity of final year 

medical students in the unique context of a rural clinical school? 

 

Conclusion 

Having set the scene for the relevance of the topic of professional identity formation, the next section will 

explore the literature that elucidates the existing knowledge pertaining to the process. 
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Chapter 2: Literature review 

2.1 Overview 

The bulk of the literature review will explore the nature and process of identity development with some 

reference to the RCS as an educational context to explore this process. Elements explored will include the 

background theories about professional identity, how this might be understood in the context of situated 

learning (such as at the RCS) and how it plays out in socialisation, the development of competency, and 

the integration of values that are internalised. Although a global understanding of what it means to 

become a physician (in general) will be the main focus of this literature review, brief references will be 

made to the need to explore how learning in a rural context, especially in South Africa, might contribute 

to a socially responsive workforce in terms of the prospects of future rural practice.  

 

2.2 The nature and process of identity development 

 
2.2.1 Theoretical background 

An extensive body of literature related to the understanding of identity exists in the fields of sociology 

and psychology and serves to illuminate how individuals develop a personal identity (Kegan, 1982). 

Psychological theory suggests that individuals proceed through life while continuously organising their 

experiences into a meaningful whole that undergirds their personal, private, public and professional 

‘selves’ (Bergh & Theron, 2009). Foundational to the process of coming to know, and coming to be, is the 

ability to reflect (Barnett, 2009). 

 

2.2.2 Individual background 

No student arrives at medical school as a ‘clean slate’ but has a personal identity formed since birth 

(Wilson et al., 2013), hence the journey from layperson to professional is a uniquely constructed one for 

each individual, being influenced by who they are at the start, and who they wish to become (Rees & 

Monrouxe, 2018). As children go through the different stages of growing up, they gain experience and 

become capable of integrating these into a meaningful conception of who they are (Kegan, 1982). By the 

time the young adult student enters medical school, there are already approximately two decades of 

‘nature vs nurture’ influences that have impacted his or her development. Being who they are is partly 

determined by their genetic inheritance, and the rest is made up (and the extant contributed) by the 

major influences exerted through experiences like the culture or religion that they grow up in, 

socioeconomic status, education and multiple personal relationships that define each individual’s life 

(Kegan, 1982).  
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2.2.3 Conceptions of the self in terms of the personal, role and group  

Schwartz, Vignoles and Luyckx (2011) suggest that there are three levels from which to answer the 

question ‘Who am I?’: Personal (Individual), Role (Relational) and Group (Collective). Regarding the 

personal or individual identity, it is about understanding oneself in terms of your personal life history, 

experiences, and the values that guide your life. The second domain (role or relational) refers to the 

multiplicity of roles that define who you are in relation to others, e.g. family, friends, patients, co-workers 

and mentors. The third refers to the collective- or group domain and reflects the impact that membership 

of unique groups or communities (e.g. being an intern, or being a specialist, etc.) has on the identity being 

developed.. An individual’s status within these groups, as well as the status of these groups within greater 

society, is an important contributor to this element of identity construction (Owens, Robinson & Smith-

Lovin, 2010). The extent to which we take on a Professional Identity, to a large degree, depends on how 

we perceive our ‘fit’ within a particular group (Weaver et al., 2011). This might refer both to whether we 

share commonality within the group (Goldie, 2012) and whether we are accepted or welcomed into the 

group (Monrouxe et al., 2017). Ashmore, Deaux and McLaughlin-Volpe (2004) also point out that 

individuals may be influenced more by the categorisation of others than their own emotions and 

cognitions when it comes to making sense of where they belong. This highlights an important aspect: 

Identity is not a personal ‘project of the self’ that is only dependent on the individual’s agency in 

constructing it (Monrouxe, 2010),  rather identities are constructed and co-constructed as students 

participate in day-to-day social activities (Mann, 2011). 

 

2.3 The role of values and reflection 

At its first level, identity is considered to be a reflection of the deepest and most authentic parts of a 

person. Personal identity is built around intensely personal core values, however not rigid, as it is socially 

and culturally mediated (Hitlin, 2003). The individual is a historical and social product, and the formation 

of the individual happens through practical activities, and in relationships of desire and recognition in the 

social context (Bennett et al., 2017). Reflection plays a fundamental role in the formation of a professional 

identity since it guides us as we try to evaluate how to react to new or unforeseen circumstances (Goldie 

2012). Effective reflection requires a capacity for critical thinking which extends beyond the rational and 

intellectual level to include challenging the values and beliefs. Students draw on the many and varying 

discourses of what it means to be a ‘good doctor’, as they seek to calibrate their value systems, initially 

according to how others define being a good doctor (Bennett et al., 2017), and later to a greater extent by 

self-authoring, as they become familiar with what are considered valued actions and outcomes (Frost & 

Regehr, 2013). What determines these commonly held values is largely dependent on the social contract 

that governs the relationships between the public and the medical fraternity, as it evolves and anyone 

wishing to join the profession must adhere to these norms (Helmich et al., 2017) lest they be sanctioned. 
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2.3.1 Values in rural health 

Participating in the community discourse enables the understanding of these norms and values as students 

learn how a particular occupational group frames and solves problems, and structures its view of the world 

(Mann, 2011). The greater social context, for example, the unique locus of rural medicine, confronts 

students with dilemmas regarding values, beliefs attributes and experiences in terms of which they must 

define themselves, thus moulding them into a way of thinking that is peculiar to that context (Dalton, Dip 

and Ng, 2008). The importance of values in the ideology of rural health is highlighted by Reid et al. (2014) 

and is affirmed by research in the South African context by Couper, Hugo and Mfenyana (2007), who 

showed the centrality of values among rural practitioners in their decision to continue to practise in rural 

areas. Ideology conveyed through social interaction influences the way medical students shape their 

professional identity (Apker & Eggly, 2004).  

 

2.3.2 Growth from challenges 

The disequilibrium evoked in students by experiencing events that challenge their core beliefs can be 

quite emotionally intense (Helmich et al., 2012), but students learn which emotions are acceptable to 

experience and express, as they discover the appropriate boundaries of different situations, each having 

its norms and rules by which to act (Helmich et al., 2017). Kumagai et al. (2018) argue that creating 

opportunities for students to talk through these ‘crises’ are beneficial, as this requires the ability to 

question one’s values, experiences, and worldviews and an engagement with alternatives. These habits of 

mind enable learners to develop a professional identity that nurtures phronesis―practical virtue, or 

wisdom (Montgomery, 2006). They suggest that the benefits of such an approach allows students an 

opportunity to process the complexities, uncertainties and ambiguities that typify clinical practice, and to 

allow them to make sense of it in a meaningful way, as they orientate themselves towards how to be 

towards the same, or similar, crises in future (Kumagai et al., 2018). However disrupting these crises 

might be, they represent nodes of possibilities of growth in professional identity, as it serves as a turning 

point because it is experienced as a stage of acute vulnerability and potential―a time of 

turbulence―where old values, choices, perspectives and ways of being are re-examined (Jarvis-Selinger, 

Pratt & Regehr, 2012). As the student goes through medical education phases (pre-clinical, clinical, intern, 

etc.), these transitions from stage to stage might appear, from a distance, to be a smooth linear 

trajectory, but in reality represent a series of successive identities, each precipitated by emerging ‘crises’. 

Students barely settle into one understanding of themselves before their worldview through which they 

make sense of the profession, is challenged by new experiences and responsibilities, as they enter the 

next phase. Critical events or incidences that might represent some of these crises are among others: the 

first time to touch a cadaver, the death of a patient, cutting living flesh, or leading a resuscitation event. 

These types of events force the individual to rethink who they are, and who they are becoming. The result 
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is a series of successive identities being constructed and abandoned, each with its own set of roles, 

responsibilities and perspectives―especially on what it means to be a doctor (Jarvis-Selinger, Pratt & 

Regehr, 2012). 

 

2.4 Socialisation 

Identity formation, broadly speaking, is wrought by this abovementioned dynamic process of socialisation 

(Cruess et al., 2015) as the self exists and develops within a set of interconnected relationships (Mann, 

2011). The process of professional identity formation in medical students is driven through interactional 

relationships and in the context of social institutions with established ways of ‘doing things’ (Goldie, 2012; 

R. Cruess et al., 2015). These social institutions are usefully described by Lave and Wenger as 

‘Communities of Practice’ (Lave & Wenger, 1991). The authors suggest that a community of practice is 

created by individuals who share a common purpose of engaging in activities whose objective is to 

become knowledgeable or skilled within a defined field. Novices join the community by legitimate 

peripheral participation, and through a gradual process of accepting greater responsibility move towards 

full participation. The internalising of the norms established by the community shapes the professional 

identity as the individual must personally negotiate with self and the community as the norms can conflict 

with personal habits or beliefs (Frost & Regehr, 2013). Although unqualified participation and agreement 

with all aspects of the community is not required, there is a central ethos that is held in high regard. In 

medicine these might be represented by non-negotiables like competence, caring and compassion, 

integrity and honesty, and confidentiality (Cruess et al., 2014). 

 

A sense of belonging within the community forms the basis of future collegiality and acceptance 

(Monrouxe et al., 2017). When it comes to professional identity formation, the relationships with mentors 

and role models are of particular importance (Rees & Monrouxe, 2018). Role models represent the 

attributes that students desire to emulate in terms of ways of being and acting (Baernstein et al., 2009). 

Students consciously, through observation, imitation and practise, acquire knowledge and ways of being 

like their role models (Jarvis-Selinger, Pratt & Regehr, 2012), but the unconscious patterning of behaviour 

after role models in action, appearance and beliefs is equally powerful. This results in the shaping of the 

identity in ways that students are aware of but cannot necessarily articulate, since it does not register on 

the level of the conscious, as it represents both explicit and tacit knowledge about ways of being (Cruess 

et al., 2015).  

 

Many other social agents similarly play a role in the unfolding of professional identity. Any person or 

group that might influence the individual’s self-concept, emotions or attitudes, and behaviour, thus have 

a formative effect on the emerging identity (Cruess, Cruess & Steinert, 2019). The background of friends, 

family, home environments and other outside interests, all have bearing on the acculturation of the 
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student to the profession, as it may either support the commitment required to become a medical 

professional, or inhibit it. 

 

For an example of how ‘outside’ groups might influence the development of professional identity in 

medical students, the role of allied health practitioners may be considered. This relates to Frenk et al. 

(2010) calling for ‘interdependence in education’ that would facilitate transformative learning. Although 

therapists or nurses have no direct formal authority over medical students, their interactions (both 

directly experienced, and as observed by others) provide unique opportunities for students to explore 

what it means to be a doctor, in relation to other professions (Fredrickson, 2004). These interactions are 

reinterpreted as scripts that help trainees form their professional identity concerning others in the 

workplace (Jarvis-Selinger, Pratt & Regehr, 2012). Another example of socialisation that exerts a powerful 

formative effect on how students see themselves, and their role as a doctor, is encounters with patients 

and their families (Monrouxe et al., 2011). Students are on the lookout for examples of ‘successful’ 

interactions which might be rehearsed and re-enacted as they seek to establish patterns according to 

which to act and be (Rees & Monrouxe, 2018), where they are perceived as being a ‘good doctor’, driven 

by their desire for recognition (Bennett et al., 2017) 

 

Despite the profound influence the rural socialisation experience might have on students, it is naive to 

assume that the mere experience will necessarily produce students who cast themselves into a future ‘rural 

practitioner’ identity (Dalton, Dip & Ng, 2008). The students’ sense of agency allows them the freedom to 

decide whether they will associate with the rural cause as a primary priority (among the many other 

competing ‘identities’ that compete for attention), or not. It should also not be assumed that students that 

grew up in a rural context will experience their socialisation milieu as necessarily compelling them to 

consider the future rural practice. Research among South African undergraduates of rural origin showed 

that they carefully weigh their options regarding future rural practice (Van Wyk, Naidoo & Esterhuizen, 

2010). If the perceived threats to their interests are too daunting, they would not consider becoming a rural 

practitioner (Ibid). This should, however, not be seen as contradicting research conducted in other contexts 

which do suggest that students from a rural context are more prone to consider future rural practice as an 

option (Budhathoki et al., 2017) but merely serves to accentuate how tenuous the correlation is. 
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2.5 Competence 

 

2.5.1 The role of competence in feeling like a physician 

Becoming competent is a necessary objective of medical training and the pursuit of competence is a 

powerful driver in the journey of professional identity development formation (Cruess et al., 2015).  

 

Cruess, Cruess & Steinert’s (2016) revision of Miller’s 

Pyramid of learning affirms that, foundational to the ability 

to be (identity) is the ability to do (competence).  

 

                                                                                               

 

 

In a situated learning context, which offers ample opportunities for honing practical skills, there are 

distinct advantages to professional identity construction (Mann, 2011). Reid (2011) mentions the 

particular utility of skills training in a rural context, where the students feel they are not a burden but 

rather their contribution is valued. This idea is explained further in the section below.  

 

2.5.2 How ‘doing’ affirms identity in the community of practice 

Early on in the adoption of a new role, there is a strong focus on the externally generated expectations 

and activities (competencies) of the role―logically with a strong emphasis on the ‘doing’ of tasks 

associated with membership of the community of practice (Jarvis-Selinger, Pratt & Regehr, 2012). This 

explains why students report that early in their training they do not feel like they could make a valuable 

contribution, and thus do not feel ‘genuine’ (Wilson et al., 2013). However as competencies continue to 

develop the doing-only starts to make place for feeling (Cruess et al., 2015). The process of becoming 

more proficient with tasks, understanding the organising principles of the community, and the 

concomitant vocabulary, fosters the development of a strong sense of ‘common identity’ (Wilson et al., 

2013). As students develop the abilities to do the things doctors do, they start to feel more like doctors, 

which in turn helps them to act like doctors (Bennett et al., 2017). As competencies develop, this feeds 

positively into the socialisation process as the learner is regarded as being more secure in their role by 

their peers, and supervisors. This in turn reinforces an altered sense of self as it helps the student to 

define and stabilise their identity (Cruess et al., 2015). The converse is also true: If a student is perceived 

as lacking important capabilities, they will not feel secure in their role and this may hamper their 

development (Schwartz, Luyckx & Vignoles, 2011). 

 

 

be

do

show how

know how

know
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2.5.3 How competence mediates between ‘acting like’ and ‘becoming’ a physician 

Competence and identity are closely intertwined across the range of development, but they shift 

concerning each other as students move from primarily demonstrating competence in the activities of the 

community of practice, defined by particular tasks, to taking on the identity of an intern, and ultimately a 

physician―something that can only be seen as the ‘being’ (identity) overtakes the ‘doing’ (competence) 

as the primary indication of growth (Jarvis-Selinger, Pratt & Regehr, 2012). Not having yet fully 

internalised the attitudes and values of a physician, they are nevertheless expected to act in this new role 

(Hafferty, 2009). They acquiesce to these expectations, sometimes pretending that they understand, and 

act accordingly (Frost & Regehr, 2013). These experiences can induce considerable emotional distress 

since most students enter medicine with the preconception that the field is characterised by 

certainty―only to be forced to recognise how much of clinical practice is contingent, and that uncertainty 

and ambiguity is the norm rather than the exception (Pitkala & Mantyranta, 2003). They, none the less, 

adopt norms of behaviour and relationships with patients, peers and other professionals as they start 

‘pretending’ to be a doctor until it is later replaced by authentic being, as they stop ‘acting’ as physicians 

and instead ‘become’ physicians (Cruess et al., 2015).  

 

2.5.4 The stresses involved in the process 

Medicine is typified by the rigour required to master the field. Coupled with the challenges of 

deconstructing pre-existing identities, and the challenges of perpetually negotiating a new way of being, 

and one may understand why some of the stress of becoming a physician is intense and unavoidable 

(Hafferty, 2009). The developing professional identity might be particularly vulnerable to humiliation-

induced stress, and the resentment that results from being overworked. Undue exposure to these 

subversive forces might impede identity formation significantly (Sambunjak, Straus & Marušić, 2006).  

 

2.6 Exploring factors that might predispose to potential future rural practice 

The factors influencing medical students in considering a career in rural medicine remain somewhat 

nebulous. In a 2017 systematic review by Budhathoki et al. that looked at the factors influencing medical 

students’ motivation to practise in rural areas, specifically in low and middle-income countries, they point 

out that when looking at the quality of evidence purporting to identify these factors, it is low, yet they 

conclude that there is some utility in considering two factors, namely students being from rural area and 

training in a rural area. The latter affirms Farmer et al.’s (2015) finding in their scoping review of the 

correlation between rural training and future rural practice. They rightly point out that the factors that 

nurture the professional identity of students as future ‘ruralists’ have the potential to inform the 

curriculum, both in its formal and informal aspects, to be leveraged in such a way that students might 

identify themselves with this cause more strongly, but what these are, is not exactly clear in the extant 

literature. 
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The benefits of inter-professional education (IPE) in rural clinical learning spaces to equip students for 

becoming the kinds of clinicians that could function in future rural practice, is worth mentioning in this 

regard. Goldie (2012) states that it is imperative that students be exposed to other professions’ 

discourses. It helps breaking down boundaries since it facilitates ways of being which encompass multiple 

conflicting perspectives (Ibid). Walker, Cross and Barnett (2018) confirm that students who had been 

exposed to IPE showed a greater understanding of their own and other professional roles. They also 

displayed a better understanding of rural health issues and professional collaboration skills (Ibid). 

 

2.7 Conclusion 

The multiplicity of factors involved in the process of professional identity construction might threaten to 

obscure the inherent logic of the process. However, if the centrality of socialisation, coupled with the 

necessary achievement of competency, is kept in mind, the utility of the concept of ‘communities of 

practice’ is evident. Mann (2011) points out that situated learning allows for the maximisation of 

participation in the learning process as students not only learn the necessary skills to function as 

members but also learn, through social participation, the norms and values that guide that community. 

 

Good quality evidence that learning in a rural context and future rural practice in a low and middle-

income country like South Africa directly correlates, is still lacking (Budhathoki et al., 2017). However, an 

understanding of the factors that either hamper or nurture professional identity formation in a unique 

educational context has the potential to inform the curriculum both in its formal and informal aspects and 

proceed into exploring how the context is delivering on its mandate to produce the kinds of doctors the 

public need, through transformative learning (Frenk et al., 2010). 

 

The next section will discuss the methodology used to explore how students construct their professional 

identity. 

 

 

Chapter 3: Research methodology 

Methodology 

This chapter will describe the methodology used in this study. After a brief overview of the basic principles 

of qualitative research, and its application to this study, the research methods will be discussed as they 

played out in the research setting, the study population, and the selection of participants. Data 

management, analysis and quality will be addressed before being concluded by attention to ethics. 
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3.1 Nature of qualitative research 

The nature of qualitative inquiry is typically focused on understanding elements of the qualities of entities 

(Cresswell & Poth, 2007). It is thus regarded as an ideal approach (Cruess et al., 2006) to studies related to 

identity formation which is grounded in the fields of sociology and psychology. The nature of the knowledge 

gained by a qualitative study is more nuanced since the nature of the knowledge it seeks to explore is jointly 

constructed between individuals (McGrath, Palmgren & Liljedahl, 2019). In the interpretive paradigm, 

reality is assumed to be socioculturally mediated and contextually variable. 

Unlike quantitative methods of inquiry, where the objective is to find singular truth that requires valid and 

reliable measurements, drawn from a large enough sample, and ‘unstained’ by the investigators’ 

subjectivity, this study aims to understand the qualities of processes and meanings that cannot be 

experimentally measured (Denzin & Lincoln, 2008). This study employed an interpretivist paradigm and 

follows a phenomenological approach (Kivunja & Kuyini, 2017) as it seeks to understand lived experiences 

of students in their process of becoming professionals. Because of the centrality of socialisation in the 

process of identity development, phenomenology is considered particularly apt as an approach to explore 

the meaning-making of what is essentially a socially constructed process (Tavakol & Sandars, 2014). 

Moreover, interpretivism also acknowledges the role of the relationship between the researcher and the 

researched and how this influences the outcome of the inquiry (Locke, 2019).  

3.2 Role of the researcher 

Before data collection, I learned about qualitative research as part of the MPhil in Health Professions 

Education. I found the writings of Tavakol and Sandars (2014) and McGrath, Palmgren and Liljedahl (2018), 

specifically directed at the novice qualitative researcher, useful to guide my approach. Particularly the 

‘Twelve tips for qualitative research interviews’ of the latter mentioned authors were valuable, and I applied 

these with good effect as it strengthened my interview planning, conducting and analysis process. I also 

attended a faculty development event hosted by the Department of Family Medicine in preparation for the 

process, after which I conducted all the individual interviews.  

 

3.3 Research method 

Data were generated by conducting face-to-face semi-structured interviews with participants (see 

interview schedule attached as addendum). This type of interviewing is based on open-ended interview 

questions but also allows the freedom to allow conversations to evolve based on the participants’ responses 

(Goodell, Stage & Cooke, 2016). The interview schedule was informed by the literature review conducted 

in preparation for this study, as well as the input of my supervisor who has experience in this particular 

field. 
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‘Information Power’ as suggested by Malterud, Siersma and Guassora (2016), was the objective in the data 

generation process. This concept is a more suitable alternative to the often quoted ‘saturation’ in 

qualitative research―which they point out, is a concept strongly tied to Grounded Theory as a study design 

(which this study is not). The concept of ‘Information Power’ posits that the more information a sample 

holds, relevant to the actual study, the lower the number of participants needed (Malterud, Siersma & 

Guasssora, 2016). Although Information Power can be actively pursued, it cannot be prematurely assumed, 

since the quality of a qualitative sample cannot be antecedently guaranteed, it is however (retrospectively) 

reassuring if the sample size was small, yet rich, as anticipated. Another strength is the important role that 

established theory plays in deciding sample size (Ibid). The intention in this study was not so much the 

generation of a new theory on identity development, but rather a deeper understanding of the process in 

my context. 

 

3.3.1 Population 

The population of interest was final-year undergraduate MBChB students. At the time of the study, the RCS 

accepted around 18 students into the local programme annually, and as such a sample size of approximately 

nine students was considered sufficient and was a pragmatic choice given the relatively small population 

size. Moreover, given that there is a fairly large body of literature on the established theory of professional 

identity formation to guide the research, a large sample was not a prerequisite in view of the principles of 

Information Power as discussed above. 

 

Attitudes of students toward the research seemed to vary considerably, with some expressing a keen 

interest in participating in it, while others seemed more preoccupied with the final exams that were due 

soon. Although the end of year exams might have been considered a distraction, the timing was necessary 

in view of the longer time the students needed to experience the effect of the studied phenomenon. 

 

3.3.2 Sampling 

Convenience sampling was used by inviting participants who were undergoing their final year of their 

undergraduate MBChB studies at the RCS. Chronologically, the students were at the end of the year, at the 

point where academic activities were winding down in anticipation of the final exams. The whole cohort of 

RCS students was sent an email outlining the purpose and objectives of the study, as well as the intended 

data collection methods. A copy of the consent form was included for perusal. There was no coercion or 

enticement to participate, and the voluntary nature of the process was emphasised. It was specifically 

explained that they were free to exit the process at any stage―including the right to refuse that their data, 

once collected, is used. The nine students who responded were all female (there were only two males in 

the year-group) and the group represented at least one participant from all the race groups that were 

present during the year.  
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Table 1- List of participants 

Gender Race Pseudonym 

Female White *Kathrine 

Female White Cindy 

Female White Annie 

Female Black Joan 

Female White Margaret 

Female White Jenna 

Female Coloured Belinda 

Female Coloured Adele 

Female White Linda 

   

 

*The recording of the interview with this student was lost due to a problem with the voice recorder. This 

was subsequently explained to the participant, and after consultation with my supervisor, it was decided 

to use this interview only as a practice run, rather than attempting a re-interview.  

 

The timing was chosen to fall between the cessation of academic activities, and the end of year exam to 

allow the fullest possible exposure to the experience, as well as reassure the students that their academic 

outcomes would in no way be affected by their participation, or refusal to participate, since I would have 

no part in their final assessments. 

 

3.3.3 Data generation 

Once a convenient time had been scheduled with the participants, the consent was explained and obtained 

from all participants to be interviewed. The interviews were conducted in the participants’ language of 

choice between Afrikaans and English. These interviews were held in a quiet office within the RCS faculty 

building and recorded on a digital voice recorder. Additional notes were also recorded in writing soon after 

the interviews to remind me of the impressions I had during the interviews. 

 

3.3.4 Data management 

The interviewer downloaded the audio files to a password-protected computer that was held in an access-

controlled room within the faculty building. These files were then randomly assigned a number to ensure 

anonymity. The master list was kept with me. I transcribed five of the interviews and then enlisted the help 

of a transcriber for the remaining three, for which a signed confidentiality agreement was obtained. All 
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transcripts were cross-checked against the voice recordings for accuracy and amendments were made as 

required. Individual copies of the transcripts were sent to the students to allow for member-checking and 

adjustment. None of the participants indicated that amendments were needed. Hard copies of the consent 

forms were stored in a file in the access-controlled office. 

 

3.4 Data analysis 

 For the coding process, I relied heavily on the work of Miles, Huberman and Saldanha (2018) to provide 

structure to the process. Having transcribed the majority of interviews myself allowed me a good 

opportunity to do some pre-coding: highlighting rich or significant participant quotes or passages that 

struck me. I then followed a process of repeatedly reading all the transcripts meticulously, while making 

analytic notes and assigning provisional codes. Applying an inductive process, I created an extensive list of 

initial codes with supporting quotations, which was iteratively reviewed. 

The coded data were grouped in categories by searching for patterns or similarities in the data, and for 

ideas that might help explain why those patterns are there in the first place. This involved trying to classify 

data that ‘felt’ the same and grouping it together. These categories were reviewed to understand the ‘story 

they tell’ (Babchuk, 2019) ― thus generating themes. Referring back to the existing literature on the 

development of professional identity and superimposing it on my data then allowed me to validate the 

emergence of themes as they became apparent. In all these  

stages, my supervisor provided her input and guidance. 

 

3.5 Reflexivity  

The very nature of interpretive enquiry is ‘meaning making’ and thus for the researcher to claim ‘objectivity’ 

is moot; rather the encouragement is to, through reflexivity, facilitate an honest analysis of the researcher’s 

involvement in the construction of knowledge (McGrath, Palmgren & Liljedahl, 2019). 

The researcher cannot extract him/herself from the meaning-making and is expected to play an active role 

(Babchuk, 2019). Acknowledging researchers’ own biases as shaped by their own lived experiences and 

consequent worldview inevitably plays an integral part of what is an emergent representation (Kivunja & 

Kuyini, 2017). Braun and Clarke (2020) warn against pervasive notions in qualitative research of using 

phrases like ‘themes emerged’ when analysing data―they point out that coding isn’t a process that 

‘discovers diamonds among the dirt’, but to rather acknowledge the researcher’s active role in creating 

themes. ‘Paradigmatic, epistemological and ontological assumptions inescapably inform analysis’ (Braun 

and Clarke, 2020 p4). The onus is thus on the researcher to clarify his/her position and to acknowledge the 

role they play.  
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Reflexivity requires reflection on held beliefs, thought processes and subjective choices in the light of the 

researcher’s biography (Ramani & Mann, 2015). This helps the reader understand the backdrop against 

which the research narrative will unfold, and to draw conclusions for themselves. 

My understanding of the rural clinical school context as well as my interest in and knowledge of identity 

formation, as informed by a literature search, allowed me to capitalise on my existing social and 

professional relationship I had with the students (Goodell, Stage & Cooke, 2016). My passion to see rural 

communities served, stemming from 16 years spent in rural practice inevitably permeates any interaction I 

might have with students, even if it were subconsciously or unintentionally so. 

 

3.6 Research quality 

I attended to the four principles proposed by Ramani and Mann (2015) to ensure the quality and 

trustworthiness of qualitative research, namely: credibility, dependability, conformability and 

transferability. 

 

Credibility 

Credibility refers to the confidence that can be placed in the truth of the research finding. It is about making 

the study believable and able to be trusted (Frambach, Van der Vleuten & Durning, 2013). The credibility of 

this study was strengthened by iterative studying of the data, and literature triangulation, to ensure that 

the reviewing of codes and categories identify the intended depth of meaningful insight. 

 

Dependability 

Dependability is defined by the reliability of the process. The nature of qualitative research acknowledges 

the role the researcher plays in the creation of data, and as such the process is unique, however, if the study 

were dependable, the methodology should at least produce similar results if it were repeated (Tavakol & 

Sandars, 2014). In this case, there is a clear trail of data collection and processing, which is a basic 

requirement for dependability (Ramani & Mann, 2015). 

Accurate record-keeping, and iterative data analysis all contributed to the dependability, furthermore, 

enhanced by the peer debriefing between myself and my supervisor. 

 

Confirmability 

The confirmability was strengthened by participants being given an opportunity for member checking, thus 

confirming the transcriptions were an accurate reflection of their presentation on the day. It was further 

enhanced by reflexivity on my part to intentionally read and interpret the transcripts with an open mind, 

by attempting to put aside personal assumptions and views (Tavakol & Sandars, 2014) to temper the voice 

of the researcher in the encoding and decoding of data (Miles, Huberman & Saldana, 2018). 
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Transferability 

Transferability refers to how well the study findings can be applied in a different setting, or transferred to 

another context (Frambach, Van der Vleuten & Durning, 2013). This depends, to a large extent, on the 

similarity between the research’s and reader’s context (Ramani & Mann, 2015). To enhance this, I provided 

a detailed report on all aspects of the study, including the study setting, conceptual framework, methods 

and sampling processes. I provided clear and detailed information on the context of the study, as I was 

embedded in the context, as well as shed light on my biography and how it might have shaped my beliefs. 

The intention was to make explicit what is inherent to the implicit processes that undergird interpretivism.  

 

3.7 Ethical considerations 

The research protocol was granted ethical approval (see addenda) by the Health Research Ethics 

Committee, SU, reference number S19/08/146. Permission was granted by the Stellenbosch University 

Institutional Planning  Division, institutional reference number IRPSD-1526. Permission to conduct the study 

was also obtained from the Director of Ukwanda. Ethical considerations to protect the participants of the 

study have been discussed under the sampling, data collection and data management sections above. 

 

I specifically factored in the role of the power differential between the students and me. I intentionally 

waited until their academic programme at the RCS had virtually drawn to a close to avoid any tension on 

their part around the academic implications they might have feared as a consequence of the opinions 

expressed in the interviews. I reassured students that there would be no consequences for participating, 

withdrawing from, or declining to participate in the research. I also took special care to explain to them the 

openness of the process, and that no opinion expressed was considered ‘right’ or ‘wrong’, even if it could 

be perceived as them criticising the institution. 

 

  

Stellenbosch University https://scholar.sun.ac.za



24 
 

Chapter 4: Results 

The previous chapter described the methodology of this qualitative study. This section discusses the 

analysis of the semi-structured interviews. The participants were allocated pseudonyms for ensuring 

anonymity (refer to Table of participants p18) , which will be used in this chapter when presenting direct 

quotations and discussing their identity construction. The data are presented in the format of using direct 

quotes from participants with my interpretive commentary, to demonstrate the process of how codes, sub-

themes and themes were developed (see the Methodology section above).  

 

The themes and subthemes are presented below in a tabulated form. 

Table 2: Themes, Sub-themes and Codes 

Themes  Sub-themes Codes 
Theme 1: Socialisation Personal factors Who I am 

Where I’m from 

Where I’m going 

Agency Potential 

Self-actualisation 

Roles 

Purpose 

Families Family expectations 

Family values 

Becoming a professional means 

becoming trustworthy 

Communities to learn in, and 

live among 

Being known 

Hurt from being disregarded 

Colleagues as friends 

Intimidation at the Teaching 

Hospital 

Acceptance dissipates fear 

Enjoying work 

Role models 

Collaborative care How to function with ‘allieds’ 

Greater community 

Inspiration 
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Theme 2: Competence and 

learning to be 

Building skills More opportunities 

Doing it myself 

Required standards 

Protecting the ego 

Confidence Desire for confidence 

Doing builds confidence 

Facing next year’s requirements 

Can I do it alone? 

 

Responsibility Higher expectations than before 

Being on your own 

Responsibility fostering learning 

 

Theme 3: Reflection and values Internal values Self-questioning/conscience 

Faith 

Altruism 

 

External feedback Seeing your values makes me 

question my own 

Seeing how those who I respect 

do it 

 

4.1 Theme 1: Socialisation 

The centrality of socialisation in the formation of who students are and who they are becoming as 

professionals are discussed under the sub-themes of personal factors, agency, students’ families, 

communities to live and work among and ‘collaborative care’. 

 

4.1.1 Personal factors 

Students’ comments about themselves revealed how they see themselves in terms of core attributes, 

where they are from, how they perceive others and how all this influences their growth in becoming 

professionals. This does not only relate to who they currently are, but who they will become. This future 

self could be imagined as an avatar in the context of where and how they might practise one day, and the 

kind of doctor they might be. 

Jenna positioned herself as brave―the kind of doctor that might work in rural medicine, or relief work. She 

perceived ‘not being afraid’ as a trait that she possesses, which is a useful attribute to function in these 

Stellenbosch University https://scholar.sun.ac.za



26 
 

environments. 

 ‘This is where I can see myself (referring to rural practice)―also like [working with] Doctors Without 

Borders. I’m not a particularly scared person … so I’d like to do things like that.’ (Jenna) 

 

Annie appeared sure of who she is and despite her perceived lack of academic prowess, saw herself as open 

and easy to engage with, moreover, she was agentic and intended to change lives in this new context. 

 ‘I know the moment I walk into a department they think: “Here’s a different one―she jokes and is 

witty.” I think there are probably ideas that people have before they meet me but the moment we 

meet, they realise they can make jokes with me … I might not be the biggest academic here, but I know 

that I’m going to have a great impact here. I’m going to change people’s lives.’ (Annie)  

 

Linda recognised that the driving force behind her future rural aspirations was that she is from such a 

community herself. Her decision to come to the RCS displayed intentionality in realising the world she saw 

herself in. 

 ‘So I came to the RCS because I come from a rural background, and I definitely want to see myself in 

a rural setting in the future.’ (Linda) 

 

Joan’s comment that she ‘fell in love with orthos’ yet did not see herself as an orthopaedic surgeon 

suggested that in her mind, she tried out her future avatar-self functioning as an orthopaedic surgeon and 

could not imagine it being successful. Thus, rather than being a generalist, she saw herself as cut out for 

rural practice. 

‘I really see myself working in a rural hospital because I don’t have a specific field in medicine. I did fall 

in love with orthos, but I don’t see myself as an orthopod.’ (Joan) 

 

4.1.2 Agency 

A significant sense of agency in terms of becoming was manifested in the comments students made about 

why they first chose the RCS context, and secondly how the context had influenced them about the choice 

to come to the RCS. Annie’s comments revealed a desire to ground what she was becoming in reality. She 

would also have ‘become a doctor’ if she persisted at [the former training hospital] but felt that grounding 

it in a more ‘real’ experience (which the rural context represents to her) would make her ‘more a doctor’.  

‘I thought it was more in the community, more primary care, where you are more a doctor than at the 

former training hospital … I feel as if I’m reaching my potential … I work really hard in the hospital, but 

I see the knowledge that I’m getting, the experience, and then I see how I help the patients.’ (Annie) 

She also displayed agency in realising her potential and had acted out the desire for self-actualisation. 

Melded with the professional identity was also the awareness that this is just one of the many evolving 

identities and roles that individuals function in, which has a bearing on the future self. Reference to the 
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social context is just one, among many influences, outside of the academic context, that had shaped their 

becoming.  

 

Belinda’s comments suggested the awareness that multiple identities had to be successfully integrated and 

managed to function as a whole person. These multiple identities were woven from strands drawing on the 

many aspects that define individuality. 

‘You don’t just have one purpose, you have a purpose in medicine, but also as a father, or as a 

 friend.’ (Belinda)  

 

As Cindy explained below, students explored a wide variety of options to draw from, to fulfil the many roles 

required from them. 

‘I look at many people but for different aspects. In the medical field, I look to certain people … you 

try to see a few things that you would definitely like to take along.’ (Cindy) 

 

From the above, it is clear that some students displayed a significant sense of agency in the self-authoring 

process, recognising who they are, the diversity of roles they potentially might fulfil and who they might 

draw on as examples of role models to explore these varied identities. 

 

4.1.3 The role of students’ families  

The significance of participants’ families, and the impact they had on the professional identity development 

of some students at the RCS, was notable.  

 

Family expectations 

In some ways, the participants in this study had all complied with the wishes of their families spanning the 

extremes from heeding the encouragement not to be influenced by their families’ expectations, to doing 

exactly what their family did want them to do. As an example, Joan had followed her father’s wishes for her 

to become a doctor:  

‘My father sat me and my brother down and gave us each a list of what he wished his children will 

be one day. Only three things [were] on that list: an engineer, an accountant, and a doctor. I wanted 

to be an engineer like my brother, but my father wanted me to be a doctor.’ (Joan) 
 

Although Annie had also done what her parents encouraged her to do, her example represents the opposite 

side of the spectrum of following a career path, unfettered by her family’s expectations: 

‘Both my parents said that I shouldn’t study medicine to make them proud- but as long as I want to … 

my father is very liberal. “Do what you want to. Enjoy your life.”’ (Annie) 
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Trustworthy confidant 

As the student matures and becomes a professional―who might be confided in―their family also started 

to relate to them differently. In the quote below, Belinda related how, now that she is about to graduate, 

there were suddenly greater societal expectations of her, as her status and stature in the family were 

changing. 

‘I’m in a weird place with my aunties. They raised me, and just the other day they would give me a 

smack―now suddenly they talk to me about everything, like problems in the family and so …’ (Belinda) 

 

Family values 

The values held in high regard in families were re-emphasised and internalised as the students reflected on 

the type of doctor they were becoming. Students explored how childhood scripts of family values needed 

to become incorporated in the praxis of their professional identity. 

‘… my family just told me, whatever I do, “just be good at what you do, don’t slack at 

something”―so I think their expectation will just be that if “now that you are becoming a doctor, 

be a good doctor” … my father is always telling me about empathising with my patients.’ (Adele)  

 

The pressure exerted by students’ family background seemed to represent an enduring formative force in 

the shaping of who they were becoming. Belonging to this important social structure impacted the very 

profession some chose, and although not directly present in the context represented an enduring ‘voice’ 

on the type of physician they were becoming. 

 

4.1.4 Communities to learn in, and live among 

The desire to be part of a group where they are known was, without exception, described by all the 

participants, and in many students’ cases, played a significant role in their choice of coming to the RCS. This 

desire was evident in varied expressions and appeared to focus on the basic issue of recognition of their 

worth as an individual, and the desire to relate.  

Some, like Jenna below, expressed a particular dislike for ‘just being a number’ on the former training 

platform.  

 

Being seen 

‘I wasn’t happy about the [former training hospital] experience, it felt like a sausage machine. You 

are just a number and the three clinical years there isn’t pleasant … so I decided I’m going to come 

and do something different [referring to coming to the RCS].’ (Jenna) 

Cindy contrasted how ‘nice it was to have a more personal relationship with people’ at the RCS with how 

clinicians took no personal interest in students who worked with them at the former training hospital. 
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There was an evident disappointment and displeasure in not being thought ‘worthy’ of being asked 

anything about herself as she believed that this constitutes the most basic recognition of someone’s value.  

‘It was always weird in [the former training hospital] how you … you work with one doctor for a 

month, and they don’t even once ask anything about you! It’s OK, they don’t have to be interested 

in you, but I just thought I would never be able to see someone for a whole month and not, at least, 

know where you are from, or whatever.’ (Cindy)  

Several participants explained how much they enjoyed the opportunity to be known. Not only were they 

less ignored as individuals but on the positive side, they expressed a degree of surprise that the recognition 

went beyond being acknowledged to being considered ‘worthy’ to befriend their seniors. 

‘It was much easier for people to get to know me better … both from the doctors’ and students’ side 

… for them to hear what I think, and what things impact me.’(Belinda) 

‘I think we formed a really great bond but also, I made friends with the interns, I made friends with 

the doctors, which is something that I would have never done when I was in [the former training 

hospital].’ (Adele) 

Fear and intimidation vs humanity 

Criticism of their former teaching hospital where their undergraduate programme was run before coming 

to the RCS was harsh and focused mainly on the lack of open and accepting relationships with teachers. 

Students expressed a range of emotions ranging from ‘(being) nervous almost every day because you don’t 

want to be embarrassed’ (Joan), to downright fearful, with physical manifestations of palpitations because 

some of the consultants were ‘scary, very scary’ (Linda).  

 

Both these students reflected on how this intimidating environment impacted their learning and contrasted 

it with their current experience at the RCS.  

‘Here, because everyone is so kind, it’s a nice environment to learn, it is more comfortable answering 

questions.’ (Joan)  

 

‘That intimidation has gone away. You learn much better in an environment that is less stressful. The 

doctors are much more approachable and you can ask them a stupid question… And ja, they also 

appreciate us, like it's so weird and they would say “thank you for doing the bloods for me” and you’re 

like “Really?!”’ You get thanked and appreciated. You really are part of the team, so that fear has 

disappeared for me this year.’ (Linda) 

 

Jenna described what attracted her to this type of context as ‘just that humanity’, relating an incident where 

a consultant called her to witness a procedure that he knew she had an interest in.  
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‘Nobody at [the former training hospital] is ever going to do that for you.’ (Jenna) 

 

Joy in cooperation 

She goes on to explain, in an almost euphoric tone, how she was won over by working in a 

discipline―despite it not being her favourite―where there was cooperation and bon ami. The desire to 

be part of a ‘community’ such as this is compelling and students find it inexorably attractive as it provides 

a context in which things can be done; moreover, it holds promise for a rare commodity in professional 

practice: joy. 

‘I loved going to work … you just take initiative, and do things … it’s a joy to get up in the morning 

and go to work.’ (Jenna)  

Belinda also noticed how joy at work, and outside of work, is notably different at the RCS, compared to 

what she experienced before. She is surprised that even those who have been practising for a long time 

still seem to enjoy it, and it inspires her.  

‘The consultants or the people [referring to the former training institution] feel so “heavy” as if they 

are not happy. I think I saw here [referring to the RCS] that so many doctors actually enjoy their 

work and are happy outside of work …The consultants here still want to put their hands on people, 

they want to feel, they want to take their own history. I think their passion rubbed off on me. Yes, 

I think one is never too old to enjoy your work.’ (Belinda) 

 

Role models 

Students were not only interested in how their senior colleagues behaved as professionals but displayed a 

keen interest in seeing how their role models functioned within their everyday social circles and families, 

as they took cues for the social fulfilling of roles and how their professional identity could be integrated 

into their wider repertoire of being.  

‘H’m, yes, and like sometimes after hours, to spend time with some of the doctors. It’s also nice to 

see that they go home, and they are normal people. It’s great, h’m, to see the doctors’ families, or 

to see how maybe two of them work together in a hospital.’ (Cindy) 

 

Students enjoyed being allowed close to mentors through social interactions as it creates opportunities for 

exploring how they are, both as professionals and individuals. Annie’s comments below suggest that 

although she had a desire to get closer to clinicians, she had been too afraid to approach them before (at 

the former training hospital); she contrasts this with being allowed into the personal lives of doctors at the 
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RCS―even being entrusted with social responsibilities like ‘baby-sitting’ their dogs. This made working 

with them ‘a lot more exciting’.  

‘I’m a lot more excited to work with them [referring to clinicians at the RCS]. [The former training 

hospital] has a very strong hierarchy―you are too scared to ask them what their weekend plans 

are. There’s none of it here. You become friends. I baby-sat nearly every doctor’s dogs.’(Annie)  

Jenna’s remarks suggested that her interactions with her consultant moved beyond just medicine to 

include discussions about family matters, as she appreciated his love for his children. 

’… it’s incredible, and his love for his children, it’s all he talks about. It’s beautiful.’ (Jenna)  

Realistically speaking it could not be all he talks about, and thus her comments suggested a great degree 

of openness between the student and consultant, which provided the safety of discussing the intersections 

of everyday life and medicine. The positivity of the comments (‘incredible’, ‘beautiful’) implied that it was 

something she found quite desirable.  

 

Recognising weakness in role models 

Cindy, below, explained that ‘tea-room interactions’ provide a valuable window on seeing how doctors 

relate collegially as she saw them interacting with one another in the workplace. 

‘So it’s nice, h’m, to have that, and also to see how they are as professional people, and also as 

individuals, because one spends a lot more personal time with them, because you sit together in the 

tearoom. It’s not like serious doctors [and] students, and h’m, yes, it’s also nice to see their 

interactions with one another.’ (Cindy) 

She, however, went on to show by her comments about gossiping, that she didn’t just blindly emulate 

seniors’ behaviours but also used the observation of social interactions as an opportunity to reinforce how 

she might not want to be as professional.  

‘… and sometimes things that you feel is unprofessional … like gossiping about one another in the 

work environment. I don’t like it at all. Argh! You get lots of it, and it’s always awkward being a 

student, and you have to like hear the one gossiping about the others, and I just decided it’s 

something that I personally want to ensure that when I’m working, I will never gossip in my work 

area about other people, or like [tell] stories.’ (Cindy) 

The recognition of shared weakness in the struggles of being and becoming a physician, on the contrary, 

was attractive and elicited hope, as Belinda explained below: 
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‘The doctors, or the seniors, one realises that they are just as human as you are. They also struggled 

at medical school. So it’s nice to see that we all go through the same things. There’s hope! See what 

Dr K looks like, see what Dr E looks like. You don’t have to turn out a sh*tty doctor.’ (Belinda).  

She finds hope and encouragement in realising that the doctors she’s working under, are familiar with her 

vulnerabilities and the difficulties she is experiencing. It is reassuring to know that they are familiar with 

her weakness―that is why what they have become, gives her hope for what she might become. 

Appreciating their virtue (at worst, being the antithesis of being a ‘sh*tty doctor’- at best, someone whose 

being gives you hope), students recognised in their role models the ‘good doctor’ they wish to become.  

 

Role models as both idol and judge 

Paradoxically, the very socialisation that nurtured the development of professional identity posed a threat: 

the risk of losing face with those you admire. Belinda, and others below, explained it this way:  

‘I often felt like I don’t want to disappoint someone because they [referring to the consultants] like 

see who you are. It’s more one-on-one.’ (Belinda) 

‘if you know a person, you obviously want to keep your reputation, and it’s just you … you don’t 

dissolve into the masses. You have a lot of more pressure on you, h’m, and you do not want to 

disappoint them, because you know them face to face.’ (Linda) 

Margaret verbalised this tension very succinctly:  

‘You actually mattered. Because you form close relationships, emotions are involved. During 

assessments, you don’t want to disappoint them.’ (Margaret) 

 

Challenges of being known among a rural community 

The same awareness of knowing and being known―intimately―posed a challenge for the students 

considering practice in a small community, who had to orientate themselves towards the future. They had 

to ask themselves whether they wanted to know―and be known―in such an intimate way. Linda 

recognised that this same dichotomous ‘dread and desire’ of close relationships influence whether she 

might work in rural one day, as it also affects patient and doctor relationships.  

‘It puts a lot of pressure on you as a doctor. I’m aware of that, and that would be one of the reasons 

that I don’t want to go back [referring to the rural community that she is from]. But that is also the 

beauty of being in rural: eventually, you reach a point where you do know your patients personally, 
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you know, as well as in your practice. I know I shouldn’t shy away from that, but it does influence 

me.’ (Linda)  

Close relationships with role models, other members of the community of practice and the larger 

community allowed the participants to explore ways of being and becoming a physician that extended 

beyond the ‘work’ of the profession only. Close relationships with mentors and patients were seen as 

desirable, despite the possibility of judgement that these honest and self-revealing relations introduced. 

Though the vulnerability was disconcerting, it was not enough to deter them from pursuing these kinds of 

relationships; on the contrary, they felt privileged to have them. 

 

4.1.5 Collaborative care 

Clarifying roles 

A need to understand how one fitted into greater care teams, as part of understanding what it means to 

be a physician, was evident among participants. Questions on how other allied disciplines saw them, how 

‘power’ was shared in the care process of patients, and what engendered successful cooperation, were 

asked to understand their function in the role of a physician. Participants also needed to understand the 

sickness-experience of their patients as a lived reality to understand who they are to be to patients.  

‘Collaborative Care’, as these educational events are known, served these purposes well. (For more detail 

about Collaborative Care, see under ‘The Curriculum’, as part of the Introduction). These events provided 

an authentic ‘doing’ opportunity (refer to Miller’s pyramid) for students where they had to take the 

initiative to collaborate with students from allied medical professions in doing home visits and assessing 

patients in their domestic context, negotiate priorities and craft treatment plans across disciplines. The 

treatment plans were wholly student originated (with guidance from the faculty who facilitated these 

events), thus providing an opportunity to authentically act out the professional identity. These 

collaborative learning experiences had a profound effect on the formation of friendships, and the 

understanding of students’ professional roles, thus helping the students ‘frame’ their professional roles 

and responsibilities in the care process more clearly. Annie and Linda explain below how they enjoyed 

clarifying their roles and the kind of people they are: 

‘… especially the OTs and physios, they’re such nice people. At [the former training hospital] they 

are over there in the corner, you scarcely know them. I think in my internship I might have thought 

“go back to your corner, you don’t need to be on the ward” but now I consider them as part of the 

team. They can do so much more for a patient than I can do. It is really nice having them, to drink 

coffee with them and to chat. I’m very excited about friendships next year.’ (Annie) 
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‘It’s been really amazing to kind of see what they can do [referring to Allieds’ scope of practice]. 

And especially going on home visits to see what they can do. Especially OTs, I didn’t really know 

what they can do for a long time- so I would just never refer to OTs because I’m not sure what they 

do.’ (Linda) 

Students realised the tremendous challenge that assuming responsibility for the care of a patient might 

represent, and they found great comfort in the prospect of someone being there that might help them 

bear that burden. Both quotes below express a sense of relief at the realisation that there are allied 

colleagues who can help physicians when they are at the end of their capabilities: 

‘Ja, and it was eye-opening to see what resources there are [referring to allied health professionals] 

… ja, and you don’t have to burn your stick to the end. Like, really, this is where the physio’s job 

starts. This is not where it ends, this is where you can relieve yourself, you can refer to the physio, 

it was very good seeing that … so you get a lot of respect for the work they do.’ (Linda) 

‘They [referring to allieds] see many things I wouldn’t have seen. I can do my part and they do their 

part. I cannot help a patient completely but I know there is someone else on the team that can 

help.’(Joan) 

 

Learning values from other disciplines 

The value of interprofessional education transcended just creating awareness of the scope of practice, 

fostering hope and encouraging teamwork. Annie described how she drew inspiration for commitment to 

patient care from seeing how peers in other disciplines showed dedication to excellence:  

‘Many of my colleagues in allied health have so much passion when I look at their determination. 

When I look at the children they choose, I wonder “why do they choose them?”―a week later they 

have changed that child’s life a lot! My role models are the allied health practitioners. Especially 

the OTs―their determination is spectacular. They are innovative in the tools they make; their 

games too. I really enjoy working with them.’ (Annie)  

Annie questioned why therapists would choose a case that looks hopeless to her? It challenged her in her 

attitudes of how worthy certain patients are of effort. Although, as a medical student, she practised in a 

different domain of medicine than the allied students, the attitudes displayed by those who showed such 

dedication to care was deeply challenging. The determination, passion and innovation of students in the 

allied field were enough to qualify them as Annie’s role models.  
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How community exposure changed worldviews 

Margaret, below, explains that these opportunities to engage more authentically with patients were not 

just deeply satisfying but also challenged her to consider her patients with greater empathy.  

‘I really enjoyed it [referring to community exposure]. I loved engaging with patients, and hearing 

their stories- that’s also one of the big reasons why I chose Worcester… it definitely opened my eyes 

more to the realities of South Africans. I appreciate what I have, but I also want to reach out.’ 

(Margaret) 

Linda explained how profoundly the home visits impacted her to realise the hardship that some of her 

patients experienced, while Belinda reflected how her attitudes on judging patients were challenged:  

‘H’m, ja, I think once you do a home visit on a patient, you’re never the same again. You realize, 

and you actually wish you didn’t see it because it’s very heavy, and hard to deal with when you 

realise what circumstances you’re sending them back to.’(Linda)  

‘You see them at their most vulnerable. You see what is really going on at home. You judge people 

so quickly― “Why does the child look like this, why isn’t he washed?”―but like, do they actually 

have water at home?’ (Belinda) 

Joan reflected on how the need for greater humility became evident as an appropriate posture in patient 

interactions, as the RCS learning context helped her see patients more holistically:  

‘I think as I work more, to be just a little bit more humble in terms of interacting with people. 

Sometimes it is as if you come from a high place, and as you learn more, it helped me understand 

the context better. We never think about the patient’s context as much.’ (Joan) 

The broader community connectedness at the RCS also fostered a sense of wellbeing―not just in terms of 

exposure to patients but also the broader community. This once again reiterated the importance of 

socialisation in the broader context, as the substrate from which a healthy and wholesome sense of being 

could grow. 

Cindy and Jenna recalled how they both enjoyed recognising and being recognised in the community: 

‘One recognises the faces … I don’t necessarily remember their story, but it’s nice to wave at 

someone and they can see that you recognise them. Yes, so that’s nice.’ (Cindy) 

‘I love being here, being able to go for a run with the dogs, seeing the stars when you come home 

at night … and the hospital where everybody knows each other, you walk out and greet the cleaner, 

and the cleaner greets you … everybody is friendly and greet each other … it’s so nice to work in a 
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place where people care for one another. If you weren’t at work, the security guard will ask you 

where you were? It’s nice. You feel part.’ (Jenna) 

 

4.2 Theme 2: Competence and learning to be 

Competence, with the specific emphasis on knowledge and technical skill within a certain field, is 

predictably a central part of what students perceive to be required to be a ‘good doctor’. Becoming 

competent is a fundamental objective of medical education, and thus featured quite strongly in students’ 

reflections as it pertained to their professional identity. As competence increased, the students both felt, 

and were considered by their peers and teachers, as being more secure in their roles, thus strengthening 

their sense of becoming the ‘real thing’.  

Students were preoccupied with the ability to master profession-defining procedures, and a lot of their 

insecurity focused on competence in this regard. Success in acting the role helps to define and stabilise 

their identity (Cruess, Cruess & Steinert, 2019). This, in turn, allowed for the greater acceptance of 

responsibility within the community of practice.  

 

4.2.1 Building skills 

Several participants made explicit their motivation for coming to the RCS, as being the greater 

opportunities to acquire and develop clinical skills, afforded here, than at the former training hospital. 

‘Also the fact that there are fewer students here, you have more exposure, and you’re more able 

to do your own thing.’ (Cindy) 

‘I wanted to see more of the clinical presentation and do more of the initial diagnosis myself.’ 

(Linda) 

‘I think my skills benefitted greatly because we were thrown in the deep end, not the deep end 

because we did have help but you got more opportunities, so I think from my skills side, I’m doing 

much better.’ (Belinda) 

Insecurity, and the courage to deal with it, is a major motivator for students in their decision to apply for 

the RCS. They seem to seek opportunities to deal with the fear of not being capable to ‘do’ the job they 

are training for. 

‘I thought that by coming here, I would gain more academic confidence because I used to be a 

wallflower… so I thought if I get thrown out, I’d be pushed to learn.’ (Belinda)  
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Joan and Linda below described their previous context as having opportunities to ‘hide’ in the masses; 

now, however, they had decided that they needed to confront their insecurity about their ability. Now, 

they had ‘put themselves under the microscope’―they wanted to know for themselves if they were 

competent. 

‘I could see it’s a small environment, it’s more intimate. Basically, I’ll be under a microscope … 

hiding was nice [referring to the former training hospital experience] but I wanted to see whether 

I could do this job that I’ve chosen.’ (Joan) 

‘I also found that we were hiding behind the masses [referring to the former training hospital] … 

and then you don’t get asked any questions and you also do not know what level you are at.’ (Linda) 

4.2.2 Confidence 

In all these quotes it is evident that they have some internalised sense of an objective standard that they 

should attain to become proficient. The desire to feel confident enough to practice autonomously is an 

important milestone in this regard, as Joan and Adele explain below: 

‘I’ve been out of my comfort zone completely [referring to the increased expectation to function 

independently] … That has been challenging, but obviously, I have grown in that. I’ve become more 

independent, and I get to be myself, I can at least function by myself.’ (Joan) 

‘I think it [referring to RCS learning experience] has made me more self-confident in terms of 

professionally but also personally as well. I feel like if I hadn’t come to rural school, I wouldn’t 

maybe have been confident enough to work on my own in a primary setting.’ (Adele)  

Linda related how successful (autonomous) management of patients had bolstered her enthusiasm for 

medicine. Mastering the skills that define the ambit was a necessary threshold for confidence.  

‘Managing your own patients is something that I wanted to be able to do … that has definitely 

empowered my drive for medicine more―knowing that you are capable.’ (Linda) 

Developing competence was also a way of defending the ego against derision or belittling by others. The 

fear of not just being inadequate, but also being seen as being inadequate, is a threat to the integrity of 

the identity. Annie verbalised it as follows: 

‘There are many things that one needs to be able to do before next year’s internship, otherwise, 

you look like an idiot. If you are not able to put in an ICD (inter-costal drain), they will ask you “What 

have you been doing for six years? Have you never seen one?’’’(Annie) 

She relished the opportunities to hone and expand her repertoire of skills. 
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‘I feel like I’m reaching my potential. I work really hard in the hospital … but I see the knowledge 

that I’m getting, the experience, and then I see how I help the patients.’(Annie).  

Her quote elucidated an important point. The apex of enjoyment was not merely the acquisition of skill 

but the ‘helping the patients’. The competence was satisfying, but it is also a tool to do the higher (moral) 

good: the helping, which made her feel like a physician. 

4.2.3 Responsibility 

Dexterity fostered confidence, both in the students and in those who supervised them in the clinical 

context. Showing that you ‘can’ was the sign that you are ready for more central roles and greater 

responsibility within the community of practice. 

Cindy described her experience in the assumption of responsibility as follows:  

‘Really, much more is expected from you here, not necessarily academically but from, to manage 

patients. H’m, you are involved from the beginning to the end and much more of the responsibility 

is put on you, like, to do everything for the patient.’ (Cindy) 

Annie shared a similar view as she contrasted the RCS experience with the former training hospital. 

Although she felt ‘more protected at the former training hospital’, she did not necessarily seem to desire 

to have it remain that way. 

‘One is very sheltered and protected there. At Worcester, you are more on your own … Here you go 

alone to Emergency Rooms, you see the patient, you realise what bloods to do, you find the book 

to book the x-rays, you call in the meantime for a bed in the ward, etcetera. Then the doctor comes 

and says “Please do this and this”. It feels like you have more responsibility for a patient.’ (Annie) 

Not only was greater responsibility assumed but greater learning was positively cultivated in this upward 

spiral of growth. Being responsible for patient care drove learning, as Linda explained:  

‘ … and I think with that responsibility also comes the drive to go and read up on this patient and 

to learn furthermore … and you’re like “Oh yes, I have that responsibility”. I was thrown in the deep 

end a little, but now I actually know what to do for you.’ (Linda) 

4.3 Theme 3: Reflection and values 

4.3.1 Internal values 

  ‘Remember why you are here. Decide today. Remind yourself why you are doing this.’ (Belinda) 

The transformation from novice to professional does not just occur because of external milestones that 

students achieved but also by internal changes, which was mediated by reflection. With the eyes of their 

mind, while beholding the archetypal ‘good doctor’, they were being transformed into the likeness of this 
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image. Although the community of practice provided physical examples of ‘good doctors’ they could draw 

on, they also had an awareness that the values they should live by transcended that which they can see. 

After all, who knows the real reasons and motivations for people’s actions? We can only infer motives, and 

ours is to interrogate our own. 

Belinda, quoted above, verbalised her self-talk in an urgent tone as she reminded herself of her reasons 

for doing what she was doing, and it was a reminder that students don’t just concern themselves with the 

‘how’ of doctoring, but also the ‘why’. They reflected on transcendent values as they questioned 

themselves about motives and reminded themselves of the ideal. How ought they to be? By what should 

their conduct be guided? What were the values that undergirded their personal and professional selves?  

The voice of conscience 

The voice of her conscience was clear as Linda reflected on the challenge of doing what is expedient (‘Ok, 

see you next week’) versus doing what is right (‘to help people’):  

‘Ja, and definitely trying to make plans for patients, and their management, and not just say: “OK, 

see you next week for the follow up” or so … and I feel like all these situations happen just when 

you are about to go for lunch … Ja, it always happens that way to test your endurance, and you’ve 

got to tell yourself that “this is why I did medicine: to help people”.’ (Linda) 

Her comment on how challenges arose ‘just as you are about to go for lunch’ and how this ‘tested’ your 

endurance showed that she was aware of a high standard of dedication to care, which was expected of 

doctors―requiring them to sacrificially adjust their schedule to the needs of patients. Every such occasion 

tested your dedication to this lofty ideal. In many cases, the individual would be the only one who knew if 

she/he passed or failed the test, as the conscience condemned or commended them. 

The role of faith 

Belinda also reflected how her faith guided her in her purpose as a doctor in training:  

‘This year I just once again realised that you have a purpose. God put you here for a reason … I 

don’t believe that I’m in the medical field just because I chose it.’  

She goes on to explain how she stayed connected to this purpose:  

‘God will lead you back to it- even if you don’t want to know it, or strayed, there is always something 

like “Belinda, do the right thing!’”’ (Belinda).  

She gave voice to God’s admonition to her to ‘do the right thing’―she was aware that she is living according 

to a Higher standard. 
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Similarly, Jenna expressed her awareness that the values that guided her practice were not just of 

temporary consequence:  

‘One thing that I believe is that we will not be judged by what we achieve for ourselves but by what 

we achieve for others. What difference did we make in other people’s lives?’ (Jenna)  

 

4.3.2 External feedback 

The importance of socialisation has been extensively discussed above, but the importance of recognition 

and approval was reiterated in Annie’s quote:  

‘Because we are less students here, you receive recognition. I know it is selfish to say that you want 

it. At [the former training hospital] you don’t get any. ‘Where am I in this group? Am I ok?’’’ (Annie)  

She, almost apologetically, explained how necessary getting recognition was to her―not in the sense of 

stroking her ego but simply having a responsive environment that at least gave her indications of ‘where 

she was in this group’. This question was quietly asked by the novices as they sought feedback from the 

community of practice on whether they are ‘making the grade’. Having received these necessary returning 

echoes in the RCS context, Annie felt ‘fulfilled and more.’  

Seeing how others lived out a different value system to their own prompted introspection as Belinda asked 

herself:  

‘OK, am I doing this right?’  

For example, Annie reflected how she was challenged to a higher standard of care by the altruistic 

behaviour of peers:  

‘They inspire me to say “OK, Annie, you’re becoming apathetic. Stand back. Why am I doing this?’’’  

She matched her level of dedication to care to the (perceived) standard of her peer, and this prompted a 

self-call to reflect on who she wanted to be. She reminded herself of the transcendent values that are 

meant to guide the profession: 

 ‘I think it’s a running theme through doctors’ lives―most of us want to save lives.’ (Annie) 

 

4.4 Theme 4: Becoming a ‘ruralist’ 

When students were asked if they thought of themselves as becoming future ruralists, the responses were 

highly variable. Some had a clear idea that they wanted to become generalists who would work in a rural 

area, some had clear aspirations to specialise―thus not seeing themselves practising in a rural area one 
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day―whereas yet others had never thought of themselves in these terms. Some asked what I meant, as 

they sought to define what it would imply, and if they would potentially see themselves as such, while 

others contested what defines rurality. Conceptions seemed more focused on the notions of the generalist 

nature of the work, in that a ruralist ‘needs to be able to do anything’ (Jenna) than on topographical 

location, as Annie explains below: 

‘To me, this is not rural (referring to RCS location) … Transkei to me is rural, [it’s] a small cage where 

there is a sheep and a goat, like in Zithulele … to me, a rural doctor is a primary health care family 

physician―you can see anything.’ (Annie) 

To those who had a clear intention to pursue a career in rural practice, motivation seemed to focus on the 

lure of varied and interesting work, being from a rural community and hoping to enjoy the social benefits 

of a rural environment, and feeling a faith-calling to work in underserved communities.  
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Chapter 5: Discussion 

5.1 Introduction 

The RCS provides a unique locus for the final year of the undergraduate medical training, and the 

proponents of place-based pedagogy remind us that the context in which learning takes place is one of the 

most important factors that determine the outcome of such learning (Ball & Lai, 2006). Van Schalkwyk et 

al. (2015) argue that the emergence of professional identity forms the core of what constitutes 

transformative education in rural clinical learning spaces and should thus be seen as a central concern of 

the curriculum. Being unique among South African medical schools, it is appropriate to explore how this 

particular learning context delivers on what Cruess et al. (2016) consider the apex of the revised Millers 

pyramid of learning should be: that of being.  

As Jarvis-Selinger et al. (2012) point out, the trajectory of moving from being a novice to becoming a 

professional is not a smooth one, rather in reality, it is better represented as a process of discontinuities, 

constructing and abandoning a series of successive identities, each with its roles and responsibilities, rights 

and perspectives. Coming to the RCS, in some ways, represent a ‘crisis’ as it is a completely different 

educational context from what the students were familiar with before. Students have to deconstruct their 

former training hospital student identity and negotiate a new ‘RCS identity’― particularly one where they 

are ‘known as a person’, as one student put it. The final year is also a transition into a new phase, 

represented by a new title: student intern. This new phase has a different set of expectations, roles and 

responsibilities in comparison to the identity they had before. The RCS learning experience is a qualitatively 

different one from what they were used to before―not least because it is not a ‘teaching hospital’ in the 

traditional sense of the word. The context is not primarily organised around education but rather around 

service. The challenge before them, although not explicitly stated, is related to the context ‘Can you be part 

of the team?’ rather than the traditional programme where the question is more slanted towards ‘Can you 

do what a doctor is supposed to?’ 

Although the intention of this study was not to compare the learning environments of the RCS and the 

former training hospital or to explore the professional identity development of students at the RCS by 

contrast to the former training hospital, the comparison does provide a useful lens through which to view 

the process, as indeed some students chose to do. Students, in many aspects, spontaneously juxtaposed 

their experiences between the former training hospital and the RCS when reflecting on why they came 

here, and how it has affected their becoming doctors.  

The discussion will be expanded under the headings of the three main themes: socialisation, competence 

and reflection. 
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5.2 Socialisation 

Personal motivations for choosing the RCS for the final year of undergraduate studies vary considerably 

among students, but the two main discernible reasons seem to be those of expedience and vocation. The 

prospect of getting a ‘better’ learning experience than that perceived to be obtainable at the former 

training hospital caused some to consider the RCS, while others choose for more ideological reasons―the 

fact that they feel a calling to work in rural communities one day. For the latter, having grown up in a rural 

community seemed to be a significant motivator, although not exclusively so. Although the motivations for 

choosing the RCS might differ among students, a significant sense of agency was demonstrated among all 

those who made the choice. Self-direction and agency are viewed by some as inherent traits that come to 

the fore, regardless of the context (Mann, 2011). Participants generally seem to know what they want and 

how to get it. This is evidenced by statements asserting who they are and acting according to what they 

want and where they want to be one day. Although exploring the personality traits of those with future 

rural intentions was not the primary objective of this study, it was notable that there was an awareness 

that it might require one to be ‘tough’ or ‘not scared’, as one student put it. This echoes the notion of 

‘clinical courage’ as a disposition among practising ruralists as described by Konkin et al. (2020). Some 

students indeed made statements testifying to great courage, like choosing the RCS as a context that would 

‘sift’ them―‘Can I really do this job?’―which is a fundamental question to answer if one wants to think of 

yourself as being a doctor. 

Comments such as that ‘it was nice to hide at the former training hospital’ (because of the sheer numbers) 

reveals a lot about how some students perceive the social side of their training. Exams are inevitable but 

being spared scrutiny in interpersonal interactions represented safety. The possibility of being discovered 

as incompetent or incapable―especially in the presence of others―induces fear. Yet, as much as 

anonymity might convey some form of ‘protection’ from this risk, students still wittingly chose the RCS 

context where they realised they would be known, deficiencies and all, which also speaks of a degree of 

courage. 

On a personal level, all the students, without exception, expressed deep satisfaction with the possibilities 

afforded at the RCS of knowing, and being known by the people who work and live with them, and 

contrasted this quite sharply with the displeasure of ‘just being another student’ at the former training 

hospital. They found particular joy in ‘being allowed in’, being welcomed, and to put it in common parlance: 

‘being liked’. They interpret opportunities to discuss everyday life, which, by contrast to the former training 

hospital, seemed to present itself much more frequently, as evidence of acceptance into the professional 

and social community. In some ways, they were allowed much closer to the clinicians that represent what 

they are hoping to become. This played out, for example, in students sitting in the tea room with 

clinicians―a place where they would not usually be allowed, in the traditional training context, and having 

the opportunity of observing how professionals socialise.  
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One student recalled how she was surprised that they could discuss ‘what their weekend plans were’ with 

some of the consultants. Not only were they ‘talked’ into the community by clinicians ‘knowing their names’ 

but also experienced real evidence of goodwill from clinicians as opportunities were created for them. One 

student recalls how a consultant would call her ‘because he knew she liked ultrasounds’ and how these acts 

of kindness surprised her. Not only were they socialised into the clinical community of practice much 

quicker than they had experienced before but they were also allowed to get to know the doctors as people, 

as one student put it: ‘you actually became friends’.  

‘I baby-sat nearly all the doctors’ dogs’ became a defining phrase of the degree of familiarity that many 

enjoyed with their mentors. Students appreciated this privilege of being allowed into the personal lives of 

the clinicians―it allowed them to explore examples of professional identity beyond the workplace: what it 

means to be a physician in family and social life.  

The authenticity of these relationships had an interesting social and academic consequence. Students were 

so drawn into these relationships that some of them expressed a very different motivation for preparing 

well for assessments: not to disappoint their mentors ‘who you knew as a person’. This relationship can be 

described as being founded on both dread and desire, as the mentor represents both the judge and the 

idol. The ‘judge’ as the one before whom they fear making their mistakes, both in everyday clinical practice, 

and during assessments, and the ‘idol’ as representing the abilities and virtues of the professional they are 

desiring to become (whether these virtues be real or imagined). This reflects a significant shift in 

professional identity where a student is more worried about the ‘collegial’ implications of failure in a team, 

than mere academic success for primary gain. The students reflecting on this change recognised it as a clear 

function of the context and not something that motivated them before. 

These examples of how the motivation to learn is directly impacted by environmental factors―in this case, 

the relationships formed―indicate that the environment in which the student learns has the biggest 

influence on learning and behaviour (Mann, 2011) and underscores the value of place-based pedagogy for 

rural health (Reid, 2011). 

The fear of being seen as inadequate, referred to earlier, seems to be dissipated to a large extent when 

students perceive that they are accepted. Part of this acceptance is grounded in the awareness that their 

role models are just as ‘flesh-and-blood’ as they are, sharing struggles, and having gone through the same 

challenges when they were students. Grappling with ‘if they will ever get there’ (referring to being the 

composite medical professional), students garner courage from the commonality in ‘weakness’ that they 

share with their now-so-wonderful role models. One described it as giving her hope for herself if she looks 

at what someone (who she considers being like her, in their younger days) had become, and is a powerful 

testimony to the formative force of role modelling in identity formation (Baernstein et al., 2009). 
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Reflecting on why the students formed closer relationships with clinicians, it would appear that the most 

obvious reason was an obvious function of numbers. The former training hospital with its large groups 

composed of different clinical years simply does not allow clinicians and students to get to know one 

another in the way they could at the RCS. However, some students also openly expressed their opinion that 

the consultants at the RCS were qualitatively different from those they were familiar with in the tertiary 

training context before. They perceived them as different kinds of people. The consultants in the former 

context were sometimes described as ‘scary’ or ‘heavy―as if they didn’t really enjoy their work’ and this 

negatively affected the students, not just in their socialisation into the community of practice, but also in 

their overall motivation to become doctors. As the students recognise that the requirements of being a 

doctor could potentially be strenuous, they experience a degree of disquiet: Do they want to do this? 

Several students expressed feeling reassured that they saw that it appeared that the clinicians in the rural 

context enjoyed their work―something they had become concerned about during their preceding 

undergraduate training. Also seeing that the rural clinicians are happy outside of work holds promise for 

those who see themselves as possible future rural clinicians. Among others, small tokens like being 

recognised, or being waved at, by patients in the community positively affirms their sense of worth and 

belonging. 

Although various social relationships impact the degree and rate of professional identity formation in 

medical students (Monrouxe, 2010), the role of the ‘people back home’ (family and community) seemed 

particularly pertinent for the participants. This might be a self-selecting trait for the rural context where 

relationships are generally accepted to be of greater importance. As students come closer to graduation, 

and with that, the image of being a physician is maturing in their minds, they realise that they are becoming 

people that their family and community depend on. Belinda’s almost disbelief in reflection on how she was 

given a smack by some of her aunties just the other day and now suddenly they speak to her about family 

crises, signifies this transition perfectly. Her extended family is entrusting her with sensitive issues due to 

her profession. Students are powerfully confronted with traditional expectations of physicians being 

trustworthy, compassionate and honouring confidentiality through experiences like these. As much as the 

gravity of such expectations can be intimidating, they seem to want to live up to it because that is what it 

means to be a physician. 

Another significant socialising aspect, unique to the RCS, is the collaborative care events (see p7) where 

students from all medical and allied health fields manage the care of patients in an integrated manner. 

Historically, the traditional professional identity of physicians typically stressed individual accomplishment 

and responsibility―a trait valued among rural clinicians (Couper, Hugo & Mfenyana, 2007), however, 

modern practice necessitates interprofessional collaboration (Walker, Cross & Barnett, 2018) and the RCS 

makes a concerted effort at this.  
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These events help the students to define themselves individually but also see themselves as part of teams. 

Medical students experience their prototype experiences of how allied professions might relate to them 

through these interactions―and questions such as: Who needs to take the lead? (if anybody); How do I 

display competence before someone who is not in my profession? What should we do if our priorities 

differ? etc. go through their minds. They reflect on how their understanding of their ‘territory’ has to change 

since they have had no previous experience in collaboration with allied students on the former training 

platform. Not knowing what their domain entails, some admit that they did not see them as part of their 

‘team’ before. Judging from the comments, medical students found it quite a relief to discover that allied 

professions had so much to offer―especially when their treatment options appear limited. This type of 

integration in training is important because a merged individual and organisational identity are required to 

function optimally (Cruess et al., 2015). Notable was also the reflections on values that were triggered by 

these interactions, which will be discussed below. 

Socialisation can in some ways be seen as part of both the stress and the cure in the process of professional 

identity formation. The deconstruction of old and reconstruction of new identities as students’ progress 

through different phases, the moving between domains and disciplines―each with their ways of being, 

combined with the foregrounding and backgrounding of the multiple other identities that define our 

being―induces considerable stress. This is inevitable and necessary stress. The stress is exacerbated if the 

student feels that they are not accepted or approved, which is primarily communicated through the very 

process of socialisation. One can also understand the internal frustration experienced in a context where 

relationships are non-existent (or, at best very superficial) like at the former training hospital. Novices are 

left to define themselves and appropriate approval as they see fit. Scores or academic performance are all 

that they have as validation from the profession’s side. 

Being accepted as a physician within the clinical community of practice and the broader community is, 

however, also contingent on the trust our colleagues and society have in our abilities to do certain things, 

which will be the topic of the next section. 

 

5.3 Competence 

Feeling like a physician, but not being able to do what a physician does, is intuitively incongruent, if not 

aberrantly grandiose. The achievement of competence is arguably one of the main objectives of 

undergraduate medical training and as such achieving at least a minimum standard of competence in what 

a physician does remains a defining hallmark of the profession. This ability to ‘do’ is what largely mediates 

the novice’s legitimate participation in communities of practice and for students choosing to come and do 

their final year at the RCS, this was a very significant motivator― in fact, for some, it was the only motivation 
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as they would have more opportunities to build skills. One student phrased it that she wanted to come and 

‘see for herself whether she can do this job’. 

The link between competence and identity formation lies in a positive feedback loop that exists between 

achieving greater competence leading to feeling more confident and being regarded by peers and seniors 

as being more competent and thus being entrusted with greater/more complex tasks in the community of 

practice which, if these are successfully mastered, leads to the same cycle repeating itself. Hence the 

achievement of competence leads to an altered sense of self and helps the novice to establish his/her 

identity (Cruess et al., 2015). 

Students at the RCS are indeed given much more opportunities than their peers to hone their skills, because 

of the low student to patient ratio. There simply is not so much competition for opportunities―moreover, 

a defining characteristic of ‘rural’ work (as elusive as it might be to try and define what constitutes ‘rural’) 

is the notion of a relative lack of resources. Students in this context do not feel that they are superfluous, 

rather they have a heightened sense of worth. The feeling of ‘if I were not here, this patient might not have 

been helped’ is highlighted by Reid (2011) as one of the benefits of training students in a rural context.  

Having worked in the previous teaching hospital in clinical partner pairs, they found some reassurance in 

each other’s presence―now at the RCS they often have to be on call alone, and although this is by their 

admission quite stressful, they seem to enjoy being ‘tested’ in this way. Being able to face ‘working on your 

own’ seems to be a critical threshold they want to achieve. Although an internship is still very much 

protected in terms of carrying responsibility for patient care, they have imagined minimum criteria of things 

they feel they should be able to do. Not being able to, for example, insert an intercostal drain was perceived 

by one student as exposing yourself to the risk of being seen as incompetent by peers during the internship, 

with the accompanying risk of derision by others. These externally generated expectations associated with 

the role of an intern is―sensibly―heavily focused on the ability to do. After all, the reimagining of Miller’s 

pyramid by Cruess et al. (2016) indeed affirms the ability to do as foundational to that of being. 

Although ‘competence’ largely (at least in the student’s mind) refers to the ability to diagnose and treat 

disease, there are many other ‘competencies’ to learn before the medical education curricula can rest 

assured that it has delivered a product the society needs. These competencies include aspects like 

communication, scholarship, advocacy, self-regulation, collaboration, etc. These are broadly described 

under what is known as the Stellenbosch Graduate Attributes  (2013) and occupies themselves with the 

question of ‘What kind of doctor will this be one day?’ 

Concerning these attributes, the curriculum is intentionally structured, in some regards, as to inculcate 

these attributes, although the ‘hidden curriculum’, defined as a set of influences that operate systemically 

at the level of the institution and communicate the institution’s values (Mann, 2011), plays an important 

role in this regard. As an example, efforts to encourage students toward social responsibility (a stated 
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objective of the RCS core values) are driven through a strong focus on community-based activities, e.g. 

working at a Service Learning Centre situated in a low-income neighbourhood. Students are expected to 

longitudinally take care of the needs of patients, including doing home visits, to improve care and foster 

greater awareness of the everyday realities of the lives of those on the lower end of the socio-economic 

spectrum. Some students reported a profound impact these encounters had on them, making an indelible 

impression on their orientation towards patient care in future practice (see p32). For those maybe not 

recognising the impact, on a cognitive level, it however remains valuable as it becomes part of their tacit or 

implicit knowledge framework that will guide future practice. 

This introduces the topic of reflection on the values that students internalise in the professional identity 

formation process. 

 

5.4 Reflection and values 

Identity formation is primarily a reflective process as it occupies itself with how the individual thinks about 

him/herself (Monrouxe, 2010). As the student travels along the ‘physician pathway’ he/she has the 

challenge of negotiating the expanding spectrum of what it means to be a physician as new perspectives 

unfold in each phase, but more than that, also how to become one: ‘How is what it means to be a physician, 

realized in my life?’ Identity formation is the product of the internal consolidation of all these experiences 

through reflection (Jarvis-Selinger, Pratt & Regehr, 2012).  

The main sources of guidance when experimenting with possible ways of being are internal values and 

external feedback (Ibarra, 1999). Regarding external feedback, this is quite logical since the formation of 

identity is not, as previously stated, a ‘project of the self’, rather it is negotiated (Monrouxe, 2010). 

Professional identity cannot be established by some kind of individual declaration or fiat, at least not in the 

context of medicine, where cooperation and socialisation is such a fundamental reality of practice. Simply 

put: If the group does not agree with you, they will not cooperate with you. That explains why these novices 

are constantly reflecting on whether the group is showing them signs of approval, or affirmation and 

recognition of the traits that define the community of practice (Apker & Eggly, 2004). ‘You need to know 

where you are in this group’, as one student put it, explaining why they so appreciate the recognition. If 

you are just ignored, as they appeared to have previously felt while they were at the former training 

hospital, they are left adrift on the sea of insecurity. What lacks in affirmation will have to be supplemented 

by self-appropriation. It is not difficult to imagine that having to establish an identity in a context that hardly 

recognises the tender process that is unfolding can lead to feeling like an imposter. ‘How am I doing?’ is a 

question the RCS seems to answer more authentically for them. 
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Although the ship of professional identity formation is primarily driven by the wind of socialisation, still it is 

also steered by individual values, and indeed some would put values at the very core of professional identity 

(Hitlin, 2003). The everyday living and learning experiences are screened through the paradigm of individual 

values as the person asks him/herself ‘How ought I to be?’ These types of reflections are evident in RCS 

students’ self-talk, through questions like ‘Why am I doing this?’, ‘Am I fulfilling my purpose?’, ‘Am I OK?’, 

‘Should I be like that?’, etc. This is a necessary part of the growth of identity, especially in medicine, because 

the fostering of compassion in the care of others cannot merely be taught by didactic teaching or exposure 

to clinical practice. It has to be nurtured through reflection ( Cruess et al., 2019). Moreover, a clinical 

practice that embodies excellence, compassion and justice grows from the ability to evaluate the self, 

especially as it relates to others and cannot be reduced to a mechanistic ‘set of skills’. 

The Hippocratic Oath, the tenets of which for many years were considered a guiding principle in medical 

practice, starts with the words: ‘Before the gods…’. In this vein, students concern themselves with what are 

to be considered transcendent values, hence it is not surprising that a number of the interviewees refer to 

their faith in reflecting on which principles should guide their practice. Accountability to God’s will and 

purpose is the North star according to which they navigate the challenges deciding how they will be. This 

correlates well with research done among practising South African ruralists to whom their faith was a 

primary consideration for choosing a career in rural service (Edginton & Holst, 1991). The strength of 

convictions to live by and to practise also finds echoes in the findings on the importance of values among 

practising South African ruralists (Couper, Hugo & Mfenyana, 2007). 

This study shows clearly how some medical students drew inspiration from the dedication to care that allied 

health students showed toward their patients. The nature of rehabilitative work requires seeing potential 

where it is not always evident―something that appeared to deeply challenge some medical students as 

they shared collaborative care of patients. Students responded with reflections of ‘Why didn’t I see value 

in dedication to care for this patient? Am I apathetic? Why did they choose this patient?’ Exposure to the 

high levels of compassion and dedication displayed by allied health students challenged the medical 

students to reflect on their values. 

Home visits to predominantly poor households seemed to provoke a similar response. Students respond 

with a degree of contriteness once they are exposed to the stark reality of the hardships some patients 

face. They generally experienced these kinds of visits as humbling, once again provoking reflections on how 

they need to be different towards patients in the future. Although a comprehensive definition of empathy 

is elusive, and much (at least as it pertains to the affective element of it) is thought to be a character trait 

(Batt-Rawden et al., 2013), the cognitive side of it does seem to be enhanced by this type of community 

exposure. As such, it is encouraging to note a fair degree of idealism among the participants, as opposed to 

the typical slide toward cynicism in the later years that is commonly described in medical education (Kachel 

et al., 2020). 
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5.5 Strengths and Limitations 

The recognised limitations of the study are the following: This is a small-scale study, done at a single 

institution and although guided by an experienced mentor, I am a novice. Any efforts to extrapolate findings 

to a different context should be viewed in the light of these realities. A further limitation would be a lack of 

diversity due to the fact that only females volunteered to participate in the research. Although males 

represented only 12% of the RCS cohort, some representation would have been ideal. 

Despite professional identity formation being a recognised priority in medical education, the topic has not 

been adequately explored in our context and this might be considered as a strength. This study adds 

another voice to the understanding around the complexities of nurturing a professional identity for future 

rural practice, and affirms the value of place-based pedagogy for rural health. 
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Chapter 6: Conclusion 

 

The transformation of the self into new ways of thinking and relating is what education is about, in its 

broadest sense. The context, as opposed to the curriculum, influences the formation of students’ 

professional identity most profoundly- and in this case the RCS proves a powerful influence. Identities are 

moulded primarily relationally, which largely explains why the RCS seems to be so effective in this regard: 

students are given the opportunity to know and be known as people. Being ‘allowed close’ by a mentor or 

role model, those at the centre of the community of practice, allows for authentic feedback to the question 

whether the novice is successfully negotiating the transition of becoming a physician. These relationships 

provide a form of reflected appraisal- something students missed in the former training context. The 

importance of an open and accepting social context in the nurturing of professional identity cannot be 

overemphasised. 

Carrying responsibility in clinical teams helped students to feel like real doctors. The RCS also provided 

many more possibilities to hone clinical skills than the traditional teaching context, further helping to 

cement the feeling of competence, and the ability to face varied work- a hallmark of rural practice. 

Structured engagement with the multidisciplinary team in the longitudinal collaborative care of patients in 

the community, stood out as a valuable affordance to try out ways of being. It also seemed to provoke deep 

reflections on the values which guide their practice.  

While the elements that lead to students in this context specifically identifying as rural doctors in the 

making remain elusive, there are reassuring signs that the RCS does equip them with the requirements for 

this type of work. A strong professional identity does not just foster confidence and a sense of wellbeing in 

general, but is a necessity for clinicians who practice in a rural context, and as such, the RCS delivers on its 

mandate to train the type of doctors South Africa needs.  

While a longer-term tracking study is underway to see whether our graduates eventually become rural 

clinicians, the ultimate goal of rural training as a ‘pipeline strategy’ for building a rural workforce can at 

least rest assured that a cohort with a strong sense of what it means to think, act and feel like a physician 

has been delivered. 

 

Recommendations 

Professional identity formation should be reinforced as an educational objective in the faculty, and not 

simply be seen as a process that inevitably happens. Promoting ‘communities of practice’ as the primary 

tool towards this objective allows for understanding how medicine should be seen as both a collegial 
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practice and a learning community where both the skills and the norms which govern our practice can be 

learnt. It will benefit clinicians who act as mentors in these systems to be trained, through faculty 

development, to understand the cognitive basis for the profound impact they have on students- an 

awareness which I doubt they fully appreciate. Creating and maintaining a welcoming community is 

fundamental to the success of ‘accepting’ those who wish to join, and should be intentionally nurtured 

through formal and informal social events. It might benefit students to also be guided in their understanding 

of what is happening to them- a process often going largely unrecognised. This might be facilitated through 

structured reflection or (less formally) opportunities to talk about experiences. The educational design of 

the RCS provides an opportunity for students to know and be known- an element profoundly lacking in 

massive training facilities with large numbers of students. A continued drive towards decentralised training 

holds great promise in this regard. 
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Addenda 

Addendum 1 

Participant Information Leaflet 

TITLE OF THE RESEARCH PROJECT: Exploring the development of professional identity in 

students at a rural clinical school 

REFERENCE NUMBER:  

PRINCIPAL INVESTIGATOR: Dr Jacobus A. Viljoen 

ADDRESS: Stellenbosch University, Ukwanda Rural Clinical School campus.  

CONTACT NUMBER: 023 346 7828 

 

You are being invited to take part in a research project. Please take some time to read the information 

presented here, which will explain the details of this project. Please ask the study staff or researcher 

any questions about any part of this project that you do not fully understand. It is very important that 

you are fully satisfied that you clearly understand what this research entails and how you could be 

involved. Your participation is entirely voluntary and you are free to decline to participate. If you say 

no, this will not affect you negatively in any way whatsoever. You are also free to withdraw from the 

study at any point, even if you do agree to take part. This study has been approved both by the Health 

Research Ethics Committee at Stellenbosch University and the undergraduate programme 

committee at the faculty of health sciences at Stellenbosch University. The study will be conducted 

according to the ethical guidelines and principles of the international Declaration of Helsinki, South 

African Guidelines for Good Clinical Practice and the Medical Research Council (MRC) Ethical 

Guidelines for Research.  

 

What is this research study all about? The research study aims to explore the development of 

professional identity among students at a rural clinical school. The researcher aims to get a deeper 

understanding of the factors that nurture the development of professional identities of students at the 

RCS as it pertains to their becoming part of the rural community of practice. 

  

Why have you been invited to participate? You are invited to participate in the study as you are 

currently participating in the RCS program at the Worcester campus. By participating, you will 

provide the study with valuable information which will inform our understanding of the professional 

identity development.  
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What will your responsibilities be? If you agree to participate, you will be required to share your 

opinions and experiences with the researcher as a students at the RCS. 
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Will you benefit from taking part in this research?  

The study may not directly benefit you, but it will assist in curriculum development. 

  

Are there in risks involved in your taking part in this research?  

The research study is not of an experimental nature and therefore there are no risks involved. If at any 

point, you feel discomfort or unease, you are free to withdraw or request referral to a counsellor.  

 

If you do not agree to take part, what alternatives do you have?  

The study is a voluntary study. If you do not agree to participate, that is acceptable, and there will be 

no consequences.  

 

Who will have access to your records?  

The researcher and his supervisor, Dr Lakshini McNamee (from the centre for Health Professions 

Education at the US), will have access to the records. The responses will be stored anonymously and 

the researcher will maintain confidentiality. Following this, the study will be finalized for a master’s 

degree. In the event that the work is published or presented at conferences, the names will remain 

anonymous and confidential and any personal identifiers will be thoughtfully de-linked from 

individuals. 

 

What will happen in the unlikely event of some form of injury occurring as a direct result of 

your taking part in this research study?  

For this particular study, it is highly unlikely an injury will occur during the research study. If it does, 

researcher will ensure the participant is referred to the appropriate medical facilities immediately.  

 

Will you be paid to take part in this study and are there any costs involved?  

No you will not be paid to take part in the study, but your food and refreshment costs will be covered. 

There will be no costs involved for you, if you do take part. 

  

Is there anything else that you should know or do?  

You can contact Dr Jacobus Viljoen at if you have any further queries or encounter any problems. 

You can contact the Health Research Ethics Committee at 021-938 9207 if you have any concerns or 

complaints that have not been adequately addressed by your study researcher. 

You will receive a copy of this information and consent form for your own records.  
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Addendum 2 - Consent form 
Declaration by participant  
By signing below, I …………………………………..…………. agree to take part in a research study 

entitled Exploring the development of professional identity of medical students at a rural clinical 

school 

I declare that:  

I have read or had read to me this information and consent form and it is written in a language with 

which I am fluent and comfortable. 

I have had a chance to ask questions and all my questions have been adequately answered. 

I understand that taking part in this study is voluntary and I have not been pressurised to take part. 

I may choose to leave the study at any time and will not be penalised or prejudiced in any way. 

 

� I agree that my data may be shared with Dr Lakshini McNamee and Professor Paul Worley who act as 

the Principal Investigator’s supervisor and co-supervisor in this research. 

 

Signed at (place) ......................…........…………….. On (date) …………....……….. 2019 

  

...................................................................... ...................................................................  

Signature of participant Signature of witness  

 

Declaration by investigator  
I (name) ……………………………………………..……… declare that:  

I explained the information in this document to …………………………………..  

I encouraged him/her to ask questions and took adequate time to answer them. 

I am satisfied that he/she adequately understands all aspects of the research, as discussed above 

I did/did not use an interpreter. (If an interpreter is used then the interpreter must sign the 

declaration below. 

 

Signed at (place) ......................…........…………….. On (date) …………....……….. 2019  

 

...................................................................... ...................................................................  

Signature of investigator               Signature of witness  
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Schedule of interview questions: 
1. Please tell me about what motivated you to consider doing your final year at the RCS? 

2. Describe how you see yourself in terms of where you might work someday? 

3. How did studying at the Rural Clinical School influence you in this regard? 

4. Tell me about experiences of the past year that you think shaped you in the doctor that you want 

to be? 

5. How has the work and responsibilities you have had this year, influenced you in the doctor you 

are becoming 

6. How has the community engagement in the past year, influenced you in the doctor you are 

becoming 

7. To what extent has others expectations of you influenced you in the doctor you are becoming? 

8. How have the relationships with doctors at the hospital shaped you I the doctor you are 

becoming? 

9. What other factors do you consider significant in shaping your identity/ who you want to be as a 

doctor? 

10. Do you feel you have authentic role models of rural doctors? Please elaborate. 

11. Do you feel you are becoming a rural doctor? Please elaborate. 
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