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Abstract

Medical Education (ME) in South Africa has a century long legacy which continues to make a significant impact glob-
ally through its graduates. The aim of this paper is to showcase the evolving landscape of ME in South Africa, whiles
addressing the legacy of socio-economic and educational disparities influenced by its colonial and Apartheid history.
The paper focuses on the effectiveness of recent reforms to create a more equitable and inclusive healthcare educa-
tion system that can meet the diverse needs of the population and prepare healthcare professionals for challenges

in varied and resource-constrained environments. This reflection therefore contributes to setting the scene for the for-
mulation of strategic objects for the future.

Key areas explored include widening access and participation through student admission and selection processes
designed to promote inclusivity and equity; the development of student and academic support programmes

to meet the needs of a diverse student population; the implementation of integrated, outcomes-based curricula;

and the decentralisation of clinical training to underserved and rural areas. These measures aim to align medical train-
ing with a primary healthcare approach and to foster socially accountable and contextually responsive practitioners
equipped to address local health challenges. Indeed, transformative learning experiences are shaping a resilient, agile
and competent healthcare workforce.

However, this paper additionally identifies persistent challenges, including disparities in resource allocation, gaps

in leadership and governance, accreditation and the tension between addressing historical inequities and ensuring
robust academic standards. Moreover, the public healthcare system, which serves as the primary training ground

for medical students, struggles to balance a quadruple burden of disease and infrastructural deficiencies with educa-
tion needs.

Opportunities for growth are noted in the increasing emphasis on research and scholarship in ME, supported

by the creation of a dedicated journal and five departments for medical and health professions education out of the
ten medical schools in the country, formalising faculty development and postgraduate qualifications. This high-
lights the need for expansion of similar approaches in the other medical schools to address the gaps in research
and the dearth of skilled clinician-educators.

Despite these strides, within the complexity of ongoing challenges, a focus on sustaining and strengthening robust

quality assurance, a focus on primary healthcare, and expanding training of students and clinician-educators remains
central.
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Introduction

South Africa (SA), often called the “rainbow nation”, is
a complex country. The national motto, “/xarra //ke”,
written in the indigenous Khoisan language, means
“diverse people unite” — yet this multiracial democ-
racy is the most unequal society in the world (Table 1).
SA may best be known for Nelson Mandela — and
Apartheid — and it is within this legacy that medical
education (ME) will be reviewed. This system of ME
has, anecdotally, provided graduates who have made
outstanding contributions in clinical academic prac-
tice globally [1]. This paper engages with this illustri-
ous legacy recognising that there is a growing tension
emerging in the renewed drive for global accreditation
[2]. We will celebrate the South African ME system
and its global reach while reflecting on how it may bet-
ter respond to the needs of its communities. This rep-
resents part of the voice of South African ME.

Education in South Africa

On examination of global university rankings, the ine-
qualities in SA are mirrored in the Higher Education
(HE) sector (CHE, 2021). The five top-ranked universities
in SA, and the whole of Africa, are the historically White
and advantaged universities. This divided reality sparked
the “Fees-Must-Fall” and “Rhodes-Must-Fall” student
protests in 2015 with calls for a free and decolonised HE
in SA, and a collective reckoning with our ongoing colo-
nial legacy. Recently, this has led to critical commentar-
ies and calls for the decolonisation of ME — worldwide
[9-12].

Health and healthcare in South Africa

A quadruple burden of disease pressures the healthcare
system in SA: communicable diseases (HIV/AIDS, tuber-
culosis, diarrheal disease); chronic illness (ischemic heart
disease, diabetes mellitus) and mental health; injury and
violence; and maternal, neonatal and child health [13, 14].
Dysfunction is rooted in historical (Dutch and British

Table 1 Comparing contexts in which medical education takes place®: Crude measures of educational, socio-economic, health

realities [3], adapted from Sims and Cilliers [4]

Indicators USA Canada UK Nether-lands Aus-tralia South Africa
Economic and educational indicators

PIRLS® (Progress in International Reading Literacy Study): international 549 - 559 545 544 320
achievement in reading (2016)

TIMSSP (Trends in International Mathematics and Science Study): interna- 528 518 523 528 524 364
tional achievement in mathematics and science (2019)

GINI co-efficient (2022) 411 333 35.1 281 34.1 63.0

Per capita GDP (USD) 63.6 433 411 534 51.7 57
Resourcing and staffing of healthcare

Per capita health expenditure (USD) 10921.01 504831 431289 533530 542746 546.69

Density of medical doctors (per 10 000 population) 26.1 23.1 28.1 36.1 36.8 9.1

Density of nursing and midwifery personnel (per 10 000 population) 145.5 99.4 81.7 111.8 125.5 13.1
Burden of disease

Maternal mortality ratio (per 100 000 live births) 19 10 7 5 6 119

Under-five mortality ratio (per 1000 live births) 7 5 4 4 4 34

Neonatal mortality rate (per 1000 live births) 4 3 3 2 2 11

New HIV infections (per 1000 uninfected population) 0 0 0 0 0.04 494

Tuberculosis incidence (per 100 000 population) 3 56 8 53 6.6 520

Life expectancy at birth (both sexes; years) 786 82.8 814 816 829 63.6

2The USA, UK, Canada, Australia and Netherlands are consistently found to be the top producers of ME research outputs; yet the educational, economic and health

contexts vastly differ from that of SA [5-8]

b Both PRILS and TIMSS use a scale from 0-1000, with a score of 625 generally indicating advanced educational achievement or performance, 550 for high

achievement, 475 for intermediate achievement and 400 for low achievement

“The Gini co-efficient, a measure of statistical dispersion, measures income or wealth inequality. Lower values represent more equal wealth; higher values as less
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colonialism, segregation and Apartheid) and current
challenges: discrimination and stigma, gender-based/vio-
lence, poverty, maldistribution of resources, poor qual-
ity of care, poor record-keeping, shortages of medicine
and equipment, medical negligence, governance failures,
poor leadership and management, inadequate human
resource capacity and unequal social service delivery
(piped water, sanitation, housing). Furthermore, macro-
and socio-economic challenges such as slow progress
in restructuring the segregated healthcare system post-
Apartheid and increases in migration and urbanisation
add to this burden [13, 15-17].

There is a growing private healthcare system in SA,
funded by medical schemes and subsidised by the gov-
ernment, but the lack of integration between public and
private healthcare sectors further worsens inequity in
healthcare [13-15]. Importantly, health professionals
working within the well-resourced private sector, which
benefits the wealthy minority, are trained in the under-
resourced public sector, with the poor and vulnerable
carrying the burden of training the health workforce.
Social responsiveness and social accountability literature
from SA highlights the need for a social contract between
practitioners and all of society [18].

The government has proposed a radical system of
national health insurance (NHI) (in 2011) as a financ-
ing mechanism for the delivery of universal healthcare
coverage to address the inequities and inefficiencies of
the current system [14]. The proposed shift is rooted in
the values of human rights, equity and social justice. It
seeks to provide quality, responsive care using Primary
Health Care (PHC), patient-centred, community-based,
participatory, and public health approaches [19]. How-
ever, NHI implementation has been rocky due to gaps
in ethical leadership, management and governance; poor
quality of care and service delivery; malpractice and liti-
gation threats; critical lack of human resources, health-
care financing and medical technologies; a scarcity of
health information systems data and research, monitor-
ing and evaluation, and quality improvement practices;
and overall fragmentation leading to further delay [19,
20]. Despite slow improvements over time (e.g., under-5
mortality and life expectancy), SA remains committed
to achieving all health-related Sustainable Development
Goals [21].

Medical education in South Africa

There are currently ten medical schools located in 6 (of 9)
provinces in SA (see Fig. 1), offering a Bachelor of Medi-
cine and a Bachelor of Surgery (MBChB or MBBCh). The
oldest is 113 years (University of Cape Town), and the
most recent opened in 2021 (Nelson Mandela Metropoli-
tan University).
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Undergraduate medical education

Selection and admission

Students may apply for HE admission upon complet-
ing basic education. For medical programmes, selection
evaluates specific subject achievements in applicants’
National Senior Certificates, commonly requiring: Eng-
lish (home or first additional language), mathematics,
physical sciences (i.e., physics and chemistry) and usually
natural sciences (i.e., biology). Many institutions also use
the National Benchmark Tests (NBTs). NBTs benchmark
students’ levels of academic literacy, quantitative literacy
and mathematics according to the demands of HE stand-
ards. NBT performance has shown predictive validity
for academic success in first-year medical students [22]
and programme completion [23]. All institutions aim to
make provision for disadvantage using forms of contex-
tual data and weighting factors [24], including historical
disadvantage based on demography (e.g., race and rural
origin), educational disadvantage (e.g., school quintiles
and fee status, with quintiles 1, 2 and 3 and no-fee pay-
ing schools as indicators of community poverty, low
resourced schools and poorer basic education quality)
and economic disadvantage (e.g., households receiving
social or disability grants as an indicator of low house-
hold income).

In the pursuit of redress of previous disadvantage, racial
transformation, inclusivity and equity remain central to
the selection of students [24]. This aspires to deliver a
more representative graduate population and the prepa-
ration of graduates for service in underserved communi-
ties [25]. In 2015, the racial profile of medical students in
SA was reported as 39% Black, 33% White, 13% Coloured
(a non-offensive term for mixed race heritage) and 13%
Indian/Asian, with the majority female (62%) [24]. Criti-
cally, the number of Black students in undergraduate ME
in 2015 was still significantly lower than the general pop-
ulation and other fields of HE (e.g., in 2024 Black South
Africans account for 81.4% of the general population; and
by 2020 Black students enrolled in HE institutions in SA
represented 79.4% of the total number of students) [24,
26, 27]. Additional research on enrollment and through-
put statistics in ME are needed to allow year-on-year
analyses and thorough reflections about the reasons why
this discrepancy may still exist.

Acceptance into medical programmes is competitive in
SA due to the limited available capacity (1-1.5% accept-
ance rate), observed in the establishment of more medical
schools in recent years. Intake numbers are regulated by
the Health Professions Council of South Africa (HPCSA),
with medical schools accepting anything from 50-350
students per year (newer medical schools accept lower
numbers than more established programmes). While
entry is competitive, institutions seek to intentionally
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Fig. 1 Geographical locations of medical schools in South Africa. There are ten medical schools in SA: two in the Western Cape, at Stellenbosch
University (SU, established in 1955) and the University of Cape Town (UCT, 1912); two in the Eastern Cape, at Nelson Mandela Metropolitan
University (NMMU, 2021) and Walter Sisulu University (WSU, 1976); one in Kwa Zulu Natal, at the University of Kwa Zulu Natal (UKZN, 1950); one
in the Free State, at the University of the Free State (UFS, 1969); three in Gauteng, at Sefako Makgatho Health Sciences University (SMU, 2014),
the University of Pretoria (UP, 1943) and the University of the Witwatersrand (WITS, 1919); and one in Limpopo, at the University of Limpopo (UL,
2005). Three provinces do not have medical schools. (Taken from https:.//www.gfmer.ch/Medical_search/Countries/SouthAfrica.htm; accessed 9

May 2023)

widen access and participation through recruiting diverse
candidates with open-days, local school visits and out-
reaches. Furthermore, some institutions implement
affirmative action policies that incorporate quota systems
for students from previously disadvantaged backgrounds
and rural communities.

Tension remains in balancing equity and redress with
challenges around retention and throughput of students
with a poor-quality foundation of basic education. On
the one hand “fixing the numbers” may have resulted
in more medical schools enrolling more Black students,
however this expansion has not necessarily resulted in a
more equitable system in terms of outcomes (e.g., num-
ber of Black students graduating). This expansion needs
to be accompanied with concomitant investment in the
effectiveness of teaching and learning, student support,
as well as strategies and interventions for reducing drop-
out rates and improving throughput and graduation rates
[28]. Both the National Student Financial Aid Scheme

(NSFAS) and enrolment into foundation and extended
curricula programmes (ECPs) speak to address this (see
Programme structure and duration section) [29]. Fur-
thermore, academic support and peer-mentoring pro-
grams, which pair senior students with new or junior
students, aim to provide both academic and psychosocial
support.

NSFAS was first introduced in 1991 and expanded sub-
stantially in 2015 after the “Fees-Must-Fall” campaigns
to make HE more affordable for poor students in SA.
NSFAS substantially contributed to increasing access and
supporting the retention of poorer students in the system
until they obtained their qualifications [27]. ECPs priori-
tise the admission of students with high potential who
may have underachieved due to poor schooling [30].

ECPs are formal undergraduate degree programmes
where the minimum duration is lengthened by 6-12
months to provide substantial academic work of a foun-
dational and developmental nature in addition to the
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coursework prescribed for the regular curriculum. This is
designed to strengthen the academic foundations needed
for underprepared students to have a greater chance of
succeeding in undergraduate training. Whether medical
schools offer ECPs or not, it is important that all con-
tinue to provide appropriate and timely interventions
for entrants from diverse educational backgrounds. It is
furthermore important to note that this paper does not
include a reflection on the Capabilities Approach (CA),
which may add to the debate around selection and admis-
sions. CA, as normative framework with a social justice
orientation, allows consideration of individual well-being
as well as social institutions, policies, and contexts that
may influence individual student’s accessing HE institu-
tions (e.g. who decides, which criteria are being used,
what influences a student’s decision on where to apply
to, etc.) [31]. This therefore indicates a need for further
research.

*Exit after 12 years with National Senior Certificate (NQF 4)

*Regulated by Department of Basic Education (DBE)
(.

— Basic Education - at primary and secondary schools ~
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Programme structure and duration

Mandatory accreditation by HPCSA (an accredita-
tion agency with a well-established history of service)
and Council for Higher Education (CHE) (accredits HE
since the 1994 democratic transition) serves as a quality
assurance mechanism promoting professional and pub-
lic confidence in the quality of ME, it assists medical
schools in attaining desired standards, and it ensures
that graduates’ performance complies with national
norms [32]. The HPCSA prescribes core competencies
that should be incorporated in the training of under-
graduate medical students in SA (Fig. 3), however it
does not prescribe the structure nor the duration of the
training programme to be followed by medical schools.
To practice as a medical doctor, nine years of compul-
sory training are generally required: six of undergradu-
ate medical training, followed by three years of public
healthcare service and training (Fig. 2). The exception

*Basic Medical Sciences & Pre-clinical training + Clinical training

.9

/— Undergraduate Training — at Universities \

*Exit after 6 years with Bachelor of Medicine & Bachelor of Surgery (NQF 7)
sVariations include: Extended Curriculum -, Graduate Entry -, and Intercalated Programmes

*Regulated by Department of Higher Education and Training (DHET); Quality Assurance and Accreditation through Council for Higher
Education (CHE) and Health Professions Council of South Africa (HPCSA)

*Exit after 2 years
*Regulated by Health Professions Council of South Africa (HPCSA)
\

— Internship Training — in public healthcare facilities N

*CompulsoryClinical training programme under supervision as Intern, employed by Department of Health (DoH)

—

*Exit after 1 year as Independent Medical Practitioner
*Regulated by Health Professions Council of South Africa (HPCSA)

Community Service - in public healthcare facilities (often decentralised / rural)

*Compulsory Clinical service without formal supervision as Community Service Medical Officer, employed in Department of Health

!

1

1 *Optional Sub/Specialisation employed as Registrar by DoH, trained by University, practice under supervision

: *Exit after 4 years through national exit exam (CMSA) with Fellowship and MMed (NQF 9) as Specialist Consultant
1
1
\

*Exit after further 2 years with MPhil as Sub-specialist
*Regulated by HPCSA

Postgraduate (Specialist) Training — in public healthcare academic tertiary complexes

1
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Fig. 2 The structure, timing and regulation of ME in SA. Students can enter medical training directly after graduating from high school or with a
previous degree. In general, undergraduate medical degrees span six (6) years of training (exceptions: a 5-year programme at UFS and WITS
graduate entry medical programme of 4 years), followed by an additional mandatory three (3) years of public health system training: two (2) years
of clinical internship and one (1) year of community service. Only once these compulsory nine (9) years of training are completed are graduates
certified to practice independently as medical practitioners. Further formal postgraduate specialist and sub-specialist training is available (but

not compulsory) and is beyond the scope of this article. Throughout undergraduate training, trainees are referred to as ‘medical students’, whereas,
upon graduation and entry into public clinical training and service they are called “interns’, followed by “medical practitioners”. During postgraduate
training, doctors are referred to as “registrars” until they complete their specialist qualification and then are called “consultants”. NQF: National
Qualifications Framework; DBE: Department of Basic Education; DHET: Department of Higher Education and Training; HPCSA: Health Professions
Council of South Africa; DoH: Department of Health; CMSA: Colleges of Medicine of South Africa
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is a five-year programme at UFS (see Table 2). There are
additional programme variations, including extended
curricula, graduate entry and intercalated programmes.
Requiring medical graduates to practice in the public
healthcare system (a mandatory two years for intern-
ship and one year for community service) before
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receiving full medical licensure, reflects broader trends
in Africa [33, 34].

As aforementioned, most medical schools have ECPs
(also termed intervention, development or bridging pro-
grammes) for students who come from disadvantaged
schools or fail the first semester/year of the standard

Table 2 Undergraduate medical degree programme structures at South African medical schools

Sem* 1 Sem 2 Sem 3 Sem 4 Sem 5 Sem 6 Sem 7 Sem 8 Sem 9 Sem10 Sem1ll Sem 12
NMMU Basic (medical) sciences Clinical Student internship
SMu Theoretical, practical and clinical training in medical disciplines Student internship
SsuU Theoretical, practical and clinical training in medical disciplines Student internship
uct Basic (medical) sciences Clinical
UFS Basic (medical) sciences Clinical _
UKZN Basic (medical) sciences Clinical
uL Basic (medical) sciences Clinical
upP Theoretical, practical and clinical training in medical disciplines Student internship
Basic science
WITS Basic sciences and clinical sciences medicine Clinical clerkship
Wsu Basic sciences Medical science Clinical clerkship
Overall IBaSiC sciences Clinical/student internship

N
Sem: semester

Healthcare
Practitioner

Fig. 3 Afri-MEDs competency framework [54]
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programme [25, 35, 36]. This adds another year to their
training to build a solid academic foundation for suc-
cessful student progression through the remaining pro-
gramme [37].

WITS offers a four-year graduate entry medical pro-
gramme to students who already have a Bachelor’
degree in the field of Science with these students join-
ing the third year of the MBBCh programme. WITS
recently introduced an intercalated PhD in the last two
years allowing students to graduate as clinician scien-
tists. While no graduate entry programme exists at UCT,
graduates are sometimes accepted into the second year
of the standard MBChB programme [24], and they offer
an intercalated Bachelor of Science in Medicine Honors
programme between the third and fourth years of the
standard MBChB programme [38] to support the train-
ing of clinician-scientists, which can also be vertically
articulated into Master and PhD programmes.

Curriculum

Medical programmes consist of an integrated systems-
based curriculum [36]. The first one to three years focus
more on pre-clinical basic medical sciences. Some pro-
grammes include courses with a social sciences focus,
such as indigenous languages (SA has eleven official
languages), professionalism, interprofessional team-
work (i.e., joint training with allied health professions),
and medical health humanities [39, 40]. The second com-
ponent of the programme incorporates a greater focus,
time and effect on clinical rotations (or clerkships) of
variable lengths. Additionally, some medical schools also
offer elective courses in which students may choose or
organise an elective of their choice (clinical, research or
public health) locally or internationally. While there is
structure variation between medical schools, the princi-
ple remains similar: spiraling from basic medical sciences
during years 1 and 2 to theoretical and practical clinical
training in years 3 and 4 to clinical consolidation in stu-
dent internship (“clerkships”) during years 5 and 6 on the
clinical platform (e.g., primary, secondary and tertiary
level public health/government clinics and hospitals).
Therefore, the ‘divide’ between basic sciences and clinical
medicine are somewhat artificial, as a continuum across
the years and semesters showcase the spiral curriculum
in alignment with modern medical curricula described
in international literature [41] (Table 2 “overall”). While
some authors emphasised that the amount of time spent
in real-life clinical settings needs to be increased and
needs to start earlier in the curriculum [42], others found
clinical exposure through early and longitudinal clinical
contact in a range of public health care systems (i.e., pri-
mary to tertiary care levels) including in resource-con-
strained communities (e.g., informal settlements, rural
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and remote communities) already exists as mechanism
towards social responsiveness [43].

Despite having integrated and spiraled curricula,
reviews still report fragmentation and a lack of continuity
in developing core competencies, for instance, evidence-
based healthcare knowledge and skills [44], health sys-
tems understanding [45] and inconsistent alignment with
primary healthcare in undergraduate community-based
training [46]. However, others have reported curriculum
changes and improvements in light of previous reviews,
closing the clinical skills theory—practice gap [42].

The HPCSA prescribes six competencies for all health-
care practitioners called ‘Afri-MEDs": communicator, col-
laborator, leader and manager, professional, researcher
and scholar, and health advocate (Fig. 3). Wary of directly
applying competency frameworks developed in the
global North in a vastly different context, Afri-MEDs was
adapted from the Canadian Medical Education Direc-
tive for Specialists (CanMEDS) to suit the South African
context — with debates around its appropriateness [47].
For example, for communication, while all programmes
are taught in English, courses in Indigenous languages
are elements of undergraduate curricula (e.g., Afrikaans,
isiXhosa, isiZulu, Setswana) [48, 49] — yet, indigenous
language proficiency and intercultural communication
remain areas of curricular improvement [50]. Similarly,
professionalism and professional identity are being rede-
fined to align with the South African context and broader
Indigenous African philosophy [51-53].

Teaching and learning

Considering the broader context of SA, it is not surpris-
ing that an equity-driven Primary Health Care (PHC)
and biopsychosocial approach have formed the founda-
tion of SA’s national health policy since 1994’s democracy
and thus been integrated into medical curricula across
the country (e.g., community-based, public health and
PHC foci of preventative, promotive, curative and reha-
bilitative healthcare) [25, 36, 55]. Other approaches and
pedagogies used are outcomes-based education, case-
and problem-based learning, student-centred and self-
directed learning, peer-assisted learning, small group
learning, multi-disciplinary and inter-professional educa-
tion, and patient-centred education [36, 56].

Clinical training takes place on clinical platforms
within the public healthcare system at Primary (com-
munity health clinics), Secondary (district and regional
hospitals) and Tertiary (central hospitals) healthcare
facilities. It includes bedside teaching, ward rounds,
ambulatory care practice learning, tutorials, simulations,
etc. [43].

The teaching platform has expanded to include decen-
tralised clinical training, where students take clinical
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rotations or longitudinal clerkships in underserved rural
and peri-urban settings to address health system needs
[57]. Medical schools in SA utilise various decentralised
platforms for undergraduate training, but there are differ-
ences in the type and nature of investments in these plat-
forms. Most training is hospital-based, with utilisation
of associated PHC facilities constrained by insufficient
resources, and competition between disciplines (e.g.,
medical students versus nursing, physiotherapy, occupa-
tional therapy, speech and language therapy, audiology,
etc. students). Decentralised training requires an explicit
vision, and institutional investments in human resources,
finances, and infrastructure [58]. This has shifted training
towards population-based and interprofessional educa-
tion approaches; providing more authentic workplace-
based learning for students immersed in a local context
as an integral part of the multi-disciplinary healthcare
team with opportunities for more hands-on and collabo-
rative learning experiences [58—62]. This aligns with the
broader mission to “transform” ME in SA using PHC,
community-based and socially accountable educational
approaches [18, 36, 59, 63—65]. Rural placement of stu-
dents presents access to healthcare for rural patients,
and as a collaborative training approach, assists students
to respond in future as socially responsive citizens [66].
Decentralised training not only decreases the urban-
rural workforce maldistribution by increasing capacity
in under-resourced and overburdened public health sys-
tem settings [29], but equips graduates as fit-for-purpose
[57], retaining their service in rural and underserved
settings [58]. However, short-term, silo-placements dur-
ing clinical years may insufficiently prepare students to
address systemic quality of care and health disparities.
Medical schools should therefore ensure relevant expo-
sure through longer, integrated placements with a multi-
disciplinary approach; and teach students skills towards
collaboration, leadership, and management through
community-engaged partnerships [43].

Assessment

Assessment approaches include formative, continuous
assessment practices (theoretical and practical tests,
tutorials, laboratory reports, reflective journaling, pro-
jects, seminars, logbooks, case studies, patient write-
ups, portfolios, clinical attendance, mini-CEXs, DOPS)
over a block of time (e.g., clerkship, semester, year) with
final, summative written assessments (including MCQs,
SAQs, EMIs, essays) and clinical examinations (including
OSPEs, OSCEs, orals, long cases) at the end of that time
period. One medical school reported MCQ (76.9%),
OCSE (53.6%) and workplace-based assessment (WBA)
(30.1%) as the most widely used assessment methods,
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with feedback and post-assessment moderation practices
remaining poor [67].

Despite the range of assessment practices employed,
South African researchers have recommended cost-effec-
tive adaptations (e.g., orals, portfolios and WBA with
real and not standardised and simulated patients, over
OSCE:s for instance) [68—71]. Therefore, fit-for-purpose
(i.e., high-fidelity workplace-based clinical assessments)
and fit-for-context assessments [71, 72] (i.e., culturally-
appropriate, locally responsive) remain an aspiration in
our resource-constrained environments [25, 68, 69].

Curriculum review

Both the HPCSA and the Council Higher Education pre-
scribe ongoing curriculum self-review and quality assur-
ance of training in SA with specifications for frequency,
review teams, process and templates to be used. Several
programme and curriculum revisions have taken place,
with core content evaluated for contextual relevance
for safe, effective, and evidence-based practices [25, 73].
It was found that concepts and competencies related to
public health, health systems research, evidence-based
healthcare, and infection prevention and control are
important to produce graduates who can act as change
agents within the health system. However, most of these
health systems strengthening competencies as well as
health leadership, management and health advocacy
were not taught sufficiently or introduced late and, in
addition, teaching was fragmented, with a lack of conti-
nuity and progression of learning across the curriculum.
There are limited opportunities for experiential learning,
and little integration into clinical teaching [43, 74]. Addi-
tionally, beyond clinical competency, personal and social
competencies should be more strongly embedded in
curricula to prepare graduates to transition from under-
graduate training to clinical internship [75]. Some medi-
cal schools have also embarked on curriculum mapping
processes and these can potentially assist in drawing data
for curriculum review and possible benchmarking once
complete [76].

Adapting and adjusting to disruptions to education

Briefly, with regards to COVID-19 and emergency
remote teaching (ERT), student access and online readi-
ness, within our context of inequity, was of concern [77].
Implementing ERT, especially regarding assessment and
clinical training, was challenging and exacerbated ineq-
uity of the most disadvantaged and at-risk students [78,
79]. However, perceptions and experiences of both staff
and students of online ME have been largely positive [80,
81] with recommendations for blended approaches for
effective bridging of the theory-practice gap, including
clinical skill domains [82]. Regarding the emergence of
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artificial intelligence (AI) in ME, and other digital tech-
nology innovations like extended reality (XR), while there
is potential to diversify and personalise ME, and enhance
healthcare delivery within SA [83], a lack of related pol-
icy, along with limited resourcing, capacity and equity
concerns, remain significant barriers to adoption [84].

Accreditation and certification

Endorsement and accreditation certification of ME in SA
id done through complementary educational (general)
regulatory bodies and professional regulation.

Educational accreditation

The Council for Higher Education (CHE) is an independ-
ent statutory body established by the Higher Education
Act, No. 101 of 1997, as amended. It is also governed
by the National Qualifications Framework (NQF) Act
No. 67 of 2008 which declared it the Quality Council
for Higher Education. The statutory quality assurance
responsibility for the accreditation of the programmes
of HE institutions, is assigned to the Higher Education
Quality Committee (HEQC) by the Higher Education Act
of 1997 as well as by the Education and Training Qual-
ity Assurer (ETQA) and regulations of the South African
Qualifications Authority (SAQA). Programme accredita-
tion entails the evaluation of HE academic programmes
in accordance with the HEQC’s programme accredita-
tion criteria, which stipulate the minimum requirements
for programme input, process, output and impact, and
review.

The NQF is the system that records the credits assigned
to each level of learning achievement in a formal way.
The NQF is designed to help students move more eas-
ily between programmes as they pursue their education
and to address past discrimination in education, training,
and employment. The Higher Education Qualifications
Framework (HEQF) and the Higher Education Qualifica-
tions Sub-Framework (HEQSF) are part of the NQF and
aim to determine the qualification types, characteristics
and purposes of all HE qualifications in SA.

Institutional audit, on the other hand, which is also
within the HEQC’s jurisdiction, evaluates an institu-
tion’s policies, systems, strategies and resources for qual-
ity management of the core functions of teaching and
learning, research and community engagement, using
the HEQC’s audit criteria. Quality management encom-
passes arrangements for quality assurance, quality sup-
port and enhancement, and quality monitoring, and
covers aspects of input and process as well as outcomes.

Clearance for, quality assurance and accreditation of all
HE training programmes in SA is therefore the respon-
sibility of various governing authorities. The role of the
Department of Higher Education and Training (DHET)
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should also be clarified as it provides clearance for pro-
grammes to be developed once HE institutions identi-
fied the need and provided a rationale for such. All HE
qualifications at all levels (e.g. higher certificate, diploma,
bachelors, post graduate diploma, masters and doctorate
degrees), should be registered with DHET and accredited
by CHE, HEQC and SAQA. All undergraduate bachelor
medical training programmes in SA currently carries full
accreditation status as can be observed on the SAQA
website https://regqs.saqa.org.za/.

Understanding of the role and functions of the various
HE statutory bodies, and who to approach for what, may
seem overwhelming for the individual lecturer or medi-
cal expert that see a need for training of a specific cadre
of medical professionals. As such, most institutions have
established units with expertise to guide the medical fra-
ternity in programme development, review and accredi-
tation. Even so, the completion of all templates by the
medical experts are seen as cumbersome and add to their
already overburdened workload. One concern may be the
lack of SAQA accreditation of all sub-specialist training
programmes (these are highly specialised and focus on
medical specialists who already have a Masters Degree
in Medicine) and therefore further discussion about this
concern falls outside the scope of this manuscript but
is mentioned as it will need action by medical schools
and the relevant Colleges of Medicine in South Africa
(CMSA).

It must also be mentioned that there are tensions
between DHET and NQF system, which are often at odds
with professional education.

Professional regulation The HPCSA is a statutory body
that oversees the education, training and registration of
all practicing health professions in SA, in line with the
Health Professions Act 56 of 1974. There are twelve pro-
fessional boards within the HPCSA body, with the Medi-
cal and Dental Board having oversight of medical practi-
tioners.

Registration with the HPCSA is a prerequisite for pro-
fessional training and practice at all stages: student, stu-
dent-internship (i.e., training on the clinical platform or
a clinical elective), internship, community service, inde-
pendent practice, supervised specialist-in-training (i.e.,
registrar), and specialised or sub-specialist practice (i.e.,
consultant). The HPCSA should furthermore endorse all
new qualifications that are being developed by medical
schools for its submission to DHET (for programme qual-
ification mix clearance) and to CHE/HEQC and SAQA
for accreditation. The HPCSA also oversees registration
of clinical training sites and the number of trainees for all
levels of qualifications, training platforms and sites. Med-
ical schools are expected to submit annual reports based
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on previous HPCSA certification of training and regular
self-reviews are required. Accreditation procedures as set
out by the Liaison Committee on Medical Education in
the USA by 2006 were similar to those set in SA, as well
as to other countries in Sub-Saharan Africa, however the
focus was more on process of accreditation than on out-
comes of training [32].

Both educational and professional registration and
accreditation processes should be flexible and require
ongoing faculty development about the intention and
processes involved, as well as financial support so that
accreditation of medical programmes in our context can
be responsive to the needs of our patient populations.
Accreditation standards therefore should increasingly
include a focus on social accountability.

Furthermore, regional cooperation and international
accreditation agencies seem to be a growing trend world-
wide. Transnational initiatives support physician migra-
tion, mutual degree recognition, and the sharing of
academic resources as technology becomes increasingly
accessible. For instance, the World Federation of Medi-
cal Education (WFME) provides recognition to accredi-
tation agencies [85]. However, we, and others, critique
this global accreditation movement, for it can perpetuate
a colonial discourse of “West is best’ and further falsely
paint medical education and training in the global South
as deficient and sub-parr [2, 86]. Aligned to longstand-
ing transformational HE agendas, and more recent calls
to decolonise the field, we and others advocate for pri-
oritising national needs over international pressures [87,
88] — and indeed, drivers for the evolution of ME in SA
have largely been due to internal factors and not exter-
nal influences. Throughout this paper we have evidenced
robust, nuanced and contextually responsive undergrad-
uate ME as an example of quality training outside of the
global North. Indeed, many countries from the global
North find South African trained medical graduates to
be competent, agile and resilient — seen in the ‘poaching’
of qualified doctors (with negative financial and health
implications for SA) — which, while an implicit recogni-
tion of the quality of our training, they remain silent on
explicit recognition of our educational systems.

Medical education research (MER)

Challenges around MER in South (and sub-Saharan)
Africa include the sustainable creation and maintenance
of such units; expanding and building capacity of the lim-
ited qualified workforce; a dependence on external fund-
ing and a lack of local government institutional financial
support [29, 89]; a need for strong leadership [29, 46,
89, 90]; a lack of recognition and reward in comparison
to disciplinary research activities [36]; and the pressure
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to conform to global trends as opposed to undertaking
locally-relevant and responsive MER [87, 91].

Despite these challenges, MER is growing in SA with
five medical schools (SU, UCT, UFS, WITS, UKZN) hav-
ing departments, centres or units of Health Sciences
Education (HSE), Health Professions Education (HPE)
or ME. Reflective of contextual needs and resource con-
straints, these MER department serve multiple functions:
support (i.e., faculty development), leadership (i.e., cur-
riculum reform), teaching and supervision (i.e., postgrad-
uate qualifications), and research. This is demonstrated
in regional MER priorities: provision of training that
addresses health and health system needs; interprofes-
sional education; holistic person-centred approaches to
healthcare; use of technology in ME; clinician-educa-
tor faculty development; quality assurance; resourcing
for MER; curricula responsiveness; rural training; and
the relevance of communication training in culturally-
diverse settings [92]. Yet, to meet these priorities, first an
enabling national environment for undertaking research
must be created, including providing sufficient research
resourcing and training [92].

While MER is growing in SA, evidenced by creation of
a dedicated journal, the African Journal of Health Profes-
sions Education (AJHPE), in 2014, and increasing outputs
[8]; in comparing SA with global trends, there is still an
under-representation of ME publications from research-
ers in sub-Saharan Africa [5, 7, 93]. In turning towards
the international environment of MER, Southern schol-
ars face challenges such as exclusion when seeking to
disseminate their research [94, 95], in which has been
recognised by recent calls for improving justice, equity,
diversity and inclusion in global scholarship [96-99]. As
with our critique of global accreditation movements, so
we bring decolonial and transformational (i.e., repara-
tive) recommendations to the fore: we cannot publish in
international journals in the global North, with a lack of
diverse global South representation on editorial boards
[98, 100, 101], if there is a continued devaluation and
delegitimisation of our praxis. This submission reflects
this reality: this specific paper is possible because of this
journal’s recognition of exclusion and a lack of repre-
sentation of scholarship from low-and-middle income
countries — yet the category of a ‘special edition’ under-
scores the divide and two-tier system. Similarly, despite
calls for researchers to cite scholarship from the global
South [97], how can we be cited if our submissions are
rejected or, if accepted, we cannot afford to pay (even the
subsidised) open access publication fee? Unless the global
community takes collective responsibility, with material
consequences, for equitising the field, growing MER from
the global South and low-and-middle income countries
will remain an uphill battle.
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Conclusion

There are persistent challenges in SA’s healthcare system
which continue to impact on ME. These include: student
selection, retention and throughput [102]; developing
and retaining contextually-responsive, resilient, empa-
thetic, socially-accountable health professionals [103];
tensions between equity and redress and the training of
students in difficult healthcare systems and the ethical
dilemmas they experience. Other challenges relate to the
demand for an increasing health workforce to meet the
growing population, burden and complexity of disease,
especially in the public sector; addressing the urban-—
rural maldistribution of healthcare workers to equitably
meet the needs of underserved communities; improving
interprofessional education and collaborative practice;
incorporation of the internship and community service
years as postgraduate study within HEIs and opportu-
nities to differentiate into specialist training earlier on;
faculty development in this mission [29]; and, improving
human resources, leadership, governance, infrastructure
and financing of HPE for health systems strengthening
[29, 57, 58, 90].

We are proud to report that these recommendations
are already prioritised and embedded within medi-
cal education and training in SA. In the short term, to
enhance equity, retention, and throughput for disadvan-
taged and underrepresented students, we recommend
reinforcing student support systems. This includes aca-
demic support through ECPs, social support via peer
mentoring, and financial assistance through NSFAS.
To improve healthcare system resourcing, rural service
delivery, and contextually responsive competency devel-
opment, it is essential to expand integrated, interprofes-
sional, longitudinal, and decentralised clinical training,
accompanied by regular curriculum reviews. Further-
more, to address the increasing demand for more doctors
in training and enhanced scholarship, faculty develop-
ment for clinician-educators must be improved. This
improvement should include funding for qualifications
and incentives for participation, revisions to workload
models, and enhancements in recognition and career
advancement opportunities. These measures should be
supported by increased transparency and efficiency in
accreditation and governance processes. In the longer-
term, systemic issues must be addressed, including estab-
lishing South-South partnerships for the development of
regional accreditation standards, and the strengthening
and amplification of our voices on a global stage [104] —
diversifying discourses by bringing decolonial and Indig-
enous perspectives to the field.

In conclusion amidst these challenges, we celebrate
ME in South Africa as an example of excellent interna-
tionally comparative education, with ongoing complex
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challenges, and our responses, as opportunities and an
impetus for transformative learning and educational
research that leads to the training of a more resilient,
adaptable and stronger future healthcare workforce [105].
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