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C o m m u n ity  — based education , g rounded  Community-based education is about a decade old in basic nursing education in South Africa, 
th e ra p y  An extensive review of literature revealed that although CBE was a familiar concept in South

Africa, there was however, limited understanding of what this phenomenon means. The purpose 
o f the study was to analyse the concept ‘community-based education’ with the aim of discovering 
shared understanding of this phenomenon in basic nursing education within the South African 
context.

Strauss and C orbin’s (1990) grounded theory approach was used to guide the research process. 
The South African Nursing Council’s (SANC) education committee, the National Department 
o f Health, human resources division representatives as well as seven nursing education institutions 
with well-established CBE programmes participated in the study. The data was collected by 
means o f observations, interviews and docum ent analysis. Purposive sampling and later 
theoretical sam pling was used for selecting interviewees. This resulted in a total o f 45 
interviewees. The data collection and initial data analysis took place concurrently. Descriptive 
analysis followed by conceptual analysis was performed using Strauss and C orbin’s model.

The findings in this study revealed that community-based education is education that uses the 
community extensively, especially the under-developed and under-resourced settings, for learning 
purposes in order to enhance relevance of nursing education to the needs of the South African 
population. The core discriminatory characteristics o f CBE were found to include; primacy of 
the comm unity as a learning environment; the early exposure o f students to community-based 
learning experiences; community-based learning experiences dominating the curriculum, exposure 
to comm unity-based learning experiences throughout the curriculum, vertical sequencing of 
community-based learning experiences in a curriculum, starting from primary settings to secondary 
and later tertiary health care settings to facilitate the development o f competencies required 
when serving in all these settings, and lastly, learning through providing service to the under
resourced communities. Community involvement and partnership, problem-centred learning, 
valid assessment o f learning emanated as important characteristics o f CBE but which were 
identified as gaps in the existing programmes. Recommendations focused on these gaps as well 
as to the problem of community-based learning experiences which were mainly concentrated in 
first and/or second year levels in most o f the programmes.
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Introduction
One o f the important developments in 
South Africa was the transformation of 
the Health Care System to a primary 
h ea lth  care  (P H C ) ap p ro ach . T h is 
development served as a major stimulus 
for change in health  p ro fe ss io n a ls ’ 
education, including nursing. A paradigm 
shift from  hospital based, cu ra tive- 
focused education to PHC-oriented and 
community-based education was marked 
in the early 1990s. Increasing the number 
of community-oriented graduates with 
knowledge of primary health care, who

would be able to serve the medically 
under-served areas was and still is a 
n a tio n a l co n cern  in S outh  A frica . 
C om m unity-based  education  (C B E) 
em erged as one strategy that could 
p ro d u ce  g rad u a te s  o f  th is  n a tu re . 
C u rren tly , the  num ber o f  nu rsin g  
ed u ca tio n  in s titu tio n s  ch an g in g  to 
com m unity-based education (CBE) is 
rapidly increasing, thus making CBE a 
familiar concept in South Africa.

Literature review
This study employed a grounded theory
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ap p ro ach , w hich  does not su p p o rt 
extensive review of literature during the 
initial stages o f  research. C om plete 
immersion in literature is discouraged at 
this early stage as preconceived ideas 
abou t the p rec ise  n a tu re  o f  the 
phenomena and how other researchers 
have interpreted this phenomenon can 
colour the d irection o f the research  
(D onovan, 1995, p710). The in itia l 
literature search helped in illuminating 
gaps in the understanding of the term 
CBE, and assisted in shaping and refining 
the research questions. Initial literature 
review attempted to make a distinction 
between CBE and community-oriented 
education (COE), as these term s are 
commonly used interchangeably. Part of 
the lite ra tu re  rev iew  in c lu d ed  
understanding of the term community 
and h igh ligh ting  nursing education  
institutions running CBE programme in 
South Africa.

Conceptualisation of community- 
oriented education
The terms COE and CBE are sometimes 
used interchangeably mainly because 
they share some characteristics. Hamad 
(2000:15) defines COE as education that 
prepares health professionals to respond 
to priority health needs of a community, 
with the emphasis on health promotion 
and disease prevention. The focus of 
CO E is on p o p u la tio n  g ro u p s and 
individual persons in the community, 
taking into account in all aspects of its 
op e ra tio n , the h ealth  needs o f  the 
com m unity  co n cern ed . L earn in g  
however does not necessarily have to 
take place in the community settings. 
A ccord ing  to B or (2003 :401) such 
training could be situated in community, 
u n iv e rs ity  or o th e r se ttin g s  and 
augmented by distance learning. The 
emphasis in COE is that the curriculum 
should be driven by health needs and 
problems of the community but teaching 
and learning does not necessarily have 
to take place in community settings.

Hamad (2000:15) pointed out that as any 
institution with a slight degree of focus 
on the population and the needs of the 
community may unjustifiable claim to be 
community-oriented there is a need to 
e lab o ra te  fu rth e r and evoke som e 
quantification of the basic components 
of COE. Hamad suggested the following 
q u es tio n s  w hen ev a lu a tin g  a C O E 
programme:
• How far are the aims, objectives and 
basic principles on which the educational

activities are based determined by the 
needs and priority health problems of the 
community within which the institution 
ex is ts?  The em p h asis  here is on 
educational activities, not on a curriculum 
document which is not implemented.
• To what extent does the programme 
adopt a comprehensive approach (health 
promotion, prevention and rehabilitation) 
as opposed  to fo cu sin g  m ain ly  on 
curative activities?
• How much does the training make use 
of resources available in the community 
and technology appropriate to it and 
how far does it provide for train ing 
students in real life situations in which 
they are likely to work after graduation?
• How much of the total training (what 
percentage) is based in the community 
at large and in peripheral health units 
(primary health care centres and clinics) 
ra ther than being lim ited  to h igh ly  
equipped teaching hospitals. Is there an 
appropriate balance in training to cover 
the w hole spectrum  o f health  care; 
primary, secondary and tertiary? Does 
this train ing start early  enough and 
continue throughout the programme?
• How far the programme as a whole 
integrates with the health care system, 
thus p rom oting  an in teg ra ted  
developm ent o f health  serv ices and 
human resources for health. Is there a 
functional partnership with the health 
system , health  re la ted  sec to rs  and 
community concerned?
• W hat are the ind icators that the 
g rad u a tes  w ill have ab ility  and 
conviction to serve their community and 
perform particular duties which fulfils the 
objectives of COE, duties such as to 
mobilise, organise and inspire community 
and p a r tic ip a te  in com m unity  
developm ent activities; diagnose and 
manage priority health problems in the 
country at the individual, family and 
community levels and contribute to the 
promotion of health systems; function 
effectively within a health team, and so 
forth.

As stated in Schmidt, Magzoub, Nooman 
and Vluggen (2000: 15) it is important to 
note that COE is not aimed at producing 
community specialists but graduate who 
would be able to respond primarily to the 
needs of the com m unity concerned. 
These graduates whether functioning in 
research units or speciality units should 
be characterised by their community- 
o riented approach, by being able to 
in itia te  ac tiv ities and co n tribu te  to

addressing the problem  at its source 
rather than waiting to receive it at the 
end of the line in the clinic or hospital 
where it has already assumed advanced 
proportions which are hard to contain.

Community-based education
CBE is viewed as community-oriented 
education defined by the setting in which 
learning takes place, the com m unity 
setting. According to Bor (1993: 401) 
learning in CBE takes place in a variety 
of settings resembling those in which 
graduates are likely to practice after 
graduation, but the community setting is 
used extensively. A ccording to Uys, 
B otm a and C rich ton  (2 0 0 3 :1 0 1 ) if 
community-based learning experiences 
are 50% or more that program m e is 
community-based whereas if less than 
50% that program m e is com m unity- 
oriented. A characteristic unique to CBE 
is that learning inherently takes places 
o u ts id e  the c la ssro o m  or teach in g  
hospital (Magzoub and Schmidt, 2000:54). 
This means learning is no longer confined 
within the four walls of the classroom or 
hospital settings, a major part o f it takes 
place in the community settings.

In the context of CBE the term community 
is defined as the total population of the 
region in which students are placed for 
lea rn in g  pu rp o ses  (W orld  H ealth  
Organisation, 1987:8). It refers to a group 
of individuals and families living together 
in a defined geographic area, usually 
comprising a village, town or city. This 
group would require primary, secondary 
and tertiary care services (World Health 
Organisation, 1987:8).

M atteson (2000:3) highlights another 
distinctive characteristic of CBE that, 
CBE brings together three components; 
the members of the university (students 
and university staff), the providers of 
health care in the community, and the 
members of the community. According 
to this author CBE embraces and values 
the know ledge  and sk ills  o f  all 
participants (faculty, students, providers 
and residents) because they all learn from 
each other. It enables the participants to 
work collaboratively to im prove the 
health of individuals, groups, and the 
n e ig h b o u rh o o d  as a w hole w hile  
educating faculty and students in the 
realities of patient or client lives. These 
three partners are crucial in enhancing 
re lev an ce  and re sp o n siv en ess  o f 
education to the needs of the population. 
In co n c lu s io n , the  fea tu res
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distinguishing CBE from COE is firstly, 
the setting where learning takes place, 
seco n d ly , the to ta l p e rc e n ta g e  o f 
community-based learning experiences in 
a programme and thirdly, the degree of 
p a r tn e rsh ip  b e tw een  the  academ ic  
institution, the community and the health 
care sector. The curriculum determinants 
as well as the focus of the curriculum and 
purpose of education are the same.

Community-based nursing 
education in South Africa
In South Africa, CBE programnmes are 
re p o rte d  in a num ber o f  nu rsing  
education institutions. The University of 
Natal, School of Nursing introduced CBE 
in 1994 (Gwele, 1997:275; Uys, 1998:9), 
the W itwatersrand, School of Nursing 
changed to CBE in 1995 (Mclnerney, 
1998:3), the University of the Free State, 
School of Nursing (Fitchard & du Rand, 
2000:3; Fitchard, Viljoen, Botma and du 
Rand, 2000:86) as well as the University 
o f  the T ranskei, School o f N ursing 
(M a d a la n e , 1997:3; N azare th  and 
M fenyane, 1999:722) adopted CBE in
1997. Frere College of nursing piloted CBE 
in 1997 and changed the curriculum in
1998. C B E  is a lso  rep o rted  in the 
University of the Western Cape, Transkei 
College of Nursing and its seven satellite 
cam puses (Mtshali: 2003:92) and other 
institutions are in a process of change.

T h e  a n a ly s is  o f  the ex is tin g  C B E 
programmes revealed that their focus vary 
from service-oriented programmes with 
less em phasis on learning, to those 
b alancing  learning and provision of 
service, and those placing more emphasis 
on learning than service provision. Some 
program m es have som e degree o f a 
re se a rc h -o r ie n te d  fo cu s w ith  the 
s tu d en ts  used to co llec t data about 
o u tb reak s  in com m u n ities , such as 
bilharzia. malaria, cholera, and so forth. 
One assumes that these variations in the 
focus o f existing CBE programmes is 
attributed to the different understandings 
o f what the concept CBE entails.

Problem statement
Several factors have been identified as 
the causes of the apparent lack of the 
consensus in the understanding of CBE. 
Firstly, community-based basic nursing 
education in South Africa arose in the 
early  1990s as a “ re a c tio n ” to  the 
re a liz a tio n  o f  the  in ad eq u acy  o f 
traditional health education programmes 
in preparing graduates w ith relevant

knowledge and skills to meet the health 
needs of the community. Secondly, the 
transformation of the health care system 
in S ou th  A frica , w ith  PH C as an 
underlying policy required urgent reform 
in the preparation of health professionals. 
This sudden realization and reaction 
a lm o st p rec lu d ed  any fo rm  o f 
professional and/or intellectual discourse 
of what the phenomenon CBE means and/ 
or en ta ils . The resu lt has been the 
ev o lv em en t o f  a n u m b er o f 
“u n c o n n e c te d ” and u n re la ted  C B E 
p ro g ram m es in the co u n try . It is 
appreciated that the diversity provides a 
rich  and v ib ran t nursing  ed uca tion  
environment in the country, but a problem 
arises in the nature of such diversity, as 
they  in d ica te  ob v io u s lack in the 
understanding  of what CBE entails. 
According to Towle (1992:4), the lack of 
clarity on the concept of CBE leads to 
inconsistencies of approaches and mixed 
messages to people, and that is likely to 
affect expected outcomes of CBE. The 
in c o n s is te n c y  in e x is tin g  C B E 
programmes in South Africa revealed a 
need fo r shared  v iew s on th is 
phenom enon in order to fac ilita te  a 
m eaningful practice of CBE in basic 
nursing programmes.

Purpose of the study
The purpose of the study was to analyse 
community-based education with the aim 
of discovering shared conceptualisation 
o f this phenom enon in basic nursing 
education  w ith in  the South A frican 
context.

Objectives of the study
The objectives of this study were to (a) 
analyse the phenomenon CBE and the 
meaning attached to it in various nursing 
education institutions, and (b) describe 
the concep tualisa tion  o f  the pheno
menon CBE in basic nursing education 
programmes in South Africa.

Ethical considerations
This study was conducted for academic 
purposes, therefore ethical clearance to 
conduct this study was obtained from 
the u n iv e rs i ty ’s re sea rch  e th ic s  
committee. Permission was sought from 
heads of schools that participated in this 
study as well as from the South African 
Nursing Council (SANC) and the National 
Department of Health (policy makers). 
Inform ed consent was obtained from 
participants. Participation was voluntary, 
g a th e red  da ta  w as trea ted  w ith
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confidentiality and code numbers were 
used to identify participants.

Operational definitions
Com m unity-based education;
Community-based education is defined 
as m eans o f  ach iev ing  ed u ca tio n a l 
re levance to com m unity  needs and, 
consequently, as a way of implementing 
a co m m u n ity -o rien ted  ed u ca tio n a l 
program m e. It co nsists  o f  lea rn ing  
activities that utilize the com m unity 
extensively as a learning environment in 
w hich  not on ly  s tu d en ts , but a lso  
teachers, and members of the community 
are actively involved throughout the 
educational experience. Depending on 
how the population is distributed the 
learning environment may be an urban, 
suburban or rural community” (WHO, 
1987:8).

Basic nursing education;
Basic education refers to comprehensive 
education of nursing students leading to 
re g is tra tio n  as a nurse (g en e ra l, 
co m m unity , and p sy ch ia try ) and 
midwifery.

Research methodology
A qualitative design and a grounded 
theory approach were used in this study. 
A g ro u n d ed  theo ry  app ro ach  w as 
appropriate in this study as it is a method 
known for its ability to make greatest 
contribution in areas where little research 
has been done and when new viewpoints 
or gestalts are needed to describe the 
familiar phenomenon that is not clearly 
understood (Chenitz & Swanson, 1996:7). 
As according to Stem (1994:213) there 
are two main methodological schools in 
grounded theory; one by G laser and 
another by Strauss and Corbin, Strauss 
and C o rb in ’s app roach  w as m ore 
appropriate in this study.

Setting description
In grounded theory the selection of 
settings is d irected  by theore tica lly  
re le v a n t co n cep ts . T h ere fo re  the 
researcher selected settings that will 
provide relevant and rich data. In this 
study, the criterion for inclusion of the 
setting was determined by the existence 
of a well-established community-based 
basic nursing education programme. The 
settings included four university nursing 
schoo ls w ith w ell-es tab lish ed  CBE 
programmes and two nursing colleges 
and their satellite campuses.



Sampling procedure
Participants selected in grounded theory 
should be rich in information, as Creswell 
(1998) sta ted  th a t p a rtic ip an ts  are 
selected on the basis of their ability to 
contribute to the development of theory. 
M ore im p o rtan tly , it req u ire s  an 
interactive process of data collection, 
coding, analysis and planning what to 
study next, which in this particular study 
was enhanced  th rough  p u rp o siv e  
sam pling and theore tica l sam pling. 
P u rposive  sam p lin g , acco rd in g  to 
Merriam “is based on the assumption that 
the in v estig a to r w ants to d iscover, 
un d erstan d , and gain  in s ig h t and 
therefore must select a sample from which 
m ost can be le a rn e d ” (1998: 61). 
Theoretical sampling, on the other hand, 
is a p rocess o f  da ta  co llec tio n  for 
developing a theory whereby the analyst 
collects, codes and analyses data and 
decides what data to collect next and 
where to find them in order to develop a 
theory as it emerges (Glaser & Strauss, 
1967:62). The process of data collection 
in theoretical sampling was controlled by 
the emerging theory (Glaser, 1998:36). 
The re sea rch er in te rv iew ed  CBE 
programme directors and/or heads of 
schoo ls, leve l co o rd in a to rs  and 
facilitators involved in community-based 
learning experiences. Policy makers; the 
South  A frican  N ursing  C o u n cil 
Education committee members as well as 
the N ational D epartm ent o f H ealth  
H um an R esources rep re sen ta tiv es , 
participated in this study. Theoretical 
sampling was followed until the stage 
where saturation was achieved, with the 
total sam ple size o f 45 participants. 
A ccording to G laser and S trauss an 
adequate sample is determined by the 
judgement of the researcher, but occurs 
when further sampling fails to reveal 
additional categories, p roperties, or 
relationships. The researcher must make 
a decision to discontinue collecting data 
and proceed to another research step 
(1967:63)

Data collection process
The co llec tio n  o f rich  d a ta  w as 
intensified by having two phases of data 
collection and through the use of multiple 
sources o f  d a ta ; o b se rv a tio n s , 
docum ents and interview s. The first 
phase was directed towards examining 
and analyzing the practice of CBE in 
selected nursing schools. During this 
phase the researcher spent a minimum of 
three days on each site mainly doing 
observations and analyzing documents.

The analysis o f documents continued 
also  betw een  d iffe ren t s ites v isits . 
Observations included looking, listening 
and asking of questions. The researcher 
observed the phenomenon of CBE as it 
occurred in community learning settings 
and also observed how learning in the 
com m unity  w as tra n sfe rre d  to 
classrooms. Events were documented as 
they occurred in the form of field notes.

The second phase o f data collection 
focused  on in terv iew s, w hich w ere 
informed by the data collected during 
observations. Interviewing participants 
was in line with the emphasis on asking 
questions as a primary tool of collecting 
data in a grounded theory. In the words 
of Glaser:
Observational data is not enough. The 
researcher should provide interviews 
along w ith observations so that the 
analyst can get a meaning of what is 
observed. Observations do not in and of 
th em selv es  have the m ean ing  or 
perspective in them of the participants 
(1992:49).

Observations helped the researcher to 
gain an understanding  o f w hat was 
practiced as CBE and interviews on the 
other hand brought forth the participants’ 
understand ing  of, and the m eaning 
behind what was practiced as CBE in the 
community and classroom settings. The 
questions used for in terv iew s w ere 
flexible and exploratory in nature as the 
re sea rch er w as d irec ted  by the 
participants’ responses to probe further 
on issues of interest.

Data analysis
The QRS NVIVO programme was used 
to organize data and Strauss and Corbin’s 
(1990:96) process of data analysis was 
follow ed. A ccording to S trauss and 
Corbin, at the heart of grounded theory 
are th ree  cod ing  p ro ced u res; open 
coding, axial coding and selective coding. 
Open coding during data collection until 
the stage where theoretical saturation is 
reached , w ith  no new  ca teg o rie s  
emerging from the process. It involves 
diving data into concepts, categories of 
co n cep ts , a ss ig n in g  p ro p e rtie s , 
d im ensions o f  p roperties along the 
continuum, and breaking properties into 
dimensions (Strauss and Corbin, 1990: 
61). Out of the open coding process 
evolve additional questions that need to 
be asked and data, which needs to be 
examined until the stage where no new 
categories emerge from the process. Axial

coding according to Strauss and Corbin, 
involves procedures fo r connecting  
categories found in open coding. Coding 
processes concern matching ‘conditions, 
context, action/interaction strategies and 
conseq u en ces (1990 :96 ). S e lec tive  
coding on the other hand is the process 
of selecting the core categories identified 
in the analysis and re la ting  it on a 
systematic way to the other categories 
uncovered in the research.

Results
F our them es em erged  as core  
discriminatory characteristics of CBE in 
basic nursing education in South Africa; 
the primacy of community as a learning 
environment, timing of first community 
exposure, duration and frequency of 
com m unity  ex p o su re , and se rv ice  
provision. These themes were uncovered 
from all three data sources. Other themes, 
which emerged as important but from two 
da ta  so u rces , w ere com m unity  
p a rtic ip a tio n  and in v o lv em en t, 
collaboration with the health care system 
and the community, problem -centred 
lea rn in g , m u lti-d isc ip lin a ry  team  
approach  and valid  p e rfo rm an ce  
assessment. These themes emerged as 
important theoretically but implementing 
them practically was a challenge, thus 
making the first four themes as important 
features, currently in what is practiced 
as CBE in basic nursing in South Africa.

Primacy of community as a 
learning environment
The results made it clear that the setting 
where learning takes place in CBE is 
crucial because the environment used in 
CBE is more than just a place of learning 
as was the case in traditional education. 
The communities selected should have 
special features to provides students 
w ith  rich  and d iv e rse  lea rn in g  
experiences. Most o f the communities 
which were used for the placement of 
students had lim ited access to health 
services either due to accessibility of the 
services (distance) or affordability (due 
to  p o v erty ). T he s tu d en ts  had  an 
opportunity to come into contact with 
the wider community, have first hand 
experience of realities in under-resourced 
com m unities and developed a better 
understanding of how the social, political 
and cultural factors contribute to health 
or ill health, as stated in the following 
extract.
Unlike in traditional nursing education, 
communities used in CBE are carefully
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selected. In our school for example, we 
are surrounded by affluent communities. 
For our CBE programme to materialise we 
are placing our student in a community 
that is more than 30 km away from our 
school. We were looking for a community 
with special characteristics...

Data sources also revealed that the nature 
of community settings selected enabled 
learners to learn about PHC be involved 
in PHC oriented activities in order to 
develop PHC related competencies.

Timing of first community 
exposure
T his study  rev ea led  th a t the firs t 
community exposure in a CBE curriculum 
should be as early  as possib le  in a 
program m e. The s tu d en ts  w ere 
introduced as early as in first year and 
second  year to co m m u n ity -b ased  
learning experiences in order to lay a 
foundation early in PHC and community- 
focused practice, not hospital focused 
practice. The first community exposure 
was either in the community per se or in 
com m unity-based  o rg an iza tions, as 
stated by the following participants: 
First exposure should be as early as 
possible in the programme. For example 
in our school their first exposure to 
community-based learning activities is in 
first year, as part of the PHC module.

In our institution the first year students 
are p laced  in co m m u n ity -b ased  
organisations to assess self-care needs 
of healthy individuals of all age groups, 
creches, old age hom es, etc and in 
second year are placed in community 
settings. In fourth year, the mental health 
care module is also community-based.

It is however important to note that only 
three of the seven nursing education 
institutions that participated in the study 
had co m m u n ity -b ased  lea rn in g  
experiences in third and fourth year.

Duration, frequency and 
sequencing of learning 
experiences
The d u ra tion  o f  co m m u n ity -b ased  
learn ing  experiences in re la tion  to 
hosp ital-based  learn ing  em erged as 
crucial in a programme referred to as 
com m unity-based . The partic ipan ts 
em phasized  tha t co m m u n ity -b ased  
learning experiences should be spread 
throughout the curriculum, from the first 
year in the programme up to the fourth

year and com m unity-based learning 
activities focusing on health promotion 
and illness prevention were traced at all 
levels in most of the CBE programmes. 
Some of the participants were precise 
about the percentage of the time to be 
dedicated to community based learning 
ex p erien ces in a CBE program m e. 
According to the data sources at least 
50%  o f the p rogram m e shou ld  be 
dedicated to community based learning 
activities, as in the following extract:
In a com m u n ity -b ased  p rogram m e 
learning should take place in a balanced 
variety of setting with 50% or more of 
the time spent in activities taking place 
in community settings and the rest of the 
time spent in other settings. We believe 
tha t the lo n g er the ex p o su re  to 
community-based activities the better are 
the chances of producing graduates with 
in terest in serving the needs o f the 
community.

Learning experiences in a CBE curriculum 
were vertically sequenced in such that 
they promoted continuity in learning, 
learning about healthy individuals first 
in their natural settings (fam ily and 
com m unity  se ttin g s) and la te r  
hospitalised ones. Placing the students 
in community setting prior to placing 
them  in hospita l se ttings prom oted 
p ro v is io n  o f  co n tex tu a lised  and 
individualized care in hospitals settings. 
The students learn to appreciate and 
consider the patien ts’ context when 
rendering nursing care and when drawing 
discharge plans. One interviewee stated 
The arrangement of community-based 
lea rn in g  ex p erien ces fa c ilita te  the 
understanding of the clients in their 
normal environment first so that by the 
time the students meet them in hospital, 
they have a better understanding of the 
clients’ context and what is relevant with 
regard to their health education.

More importantly, the findings revealed 
tha t the sequenc ing  o f  lea rn in g  
e x p e rien ces  in a C B E cu rricu lu m  
facilitated the understanding of different 
levels of health care (primary, secondary 
and te rtia ry ) , the d ev e lo p m en t o f 
competencies required at each level of 
care and the understanding of how the 
health care system functions, as well as 
the  re fe rra l system  and lin es  o f 
communication in the new health care 
system.

Education for service
C B E  was also  c o n cep tu a lised  as

education incorporating learning as well 
as service rendering, rendering service 
e sp ec ia lly  to u n d er-reso u rced  
communities with limited access to health 
care. Services rendered included home 
visits, health screening, blood pressure 
monitoring, glucose levels monitoring, 
wound care/dressings, health promotion 
and illness prevention programmes, and 
many other, while learning work related 
competencies, as stated in the following 
quote:
The s tu d en ts  engage in learn in g  
activities which are educational as well 
as a form  o f  service especially to under
resourced communities. For example, 
o u r  s tu d en ts  co n d u ct hom e v isits . 
D uring  those v is its  they do health  
education, teach fam ilies things like 
preparing oral rehydration solutions, 
check b lo o d  p ressures, do g lucose  
monitoring fo r  those with diabetes, do 
w ou n d  d ressin g s, and  m any o th er  
things.

In other institutions the term CBE was 
used in te rch an g eab ly  w ith  se rv ice  
learning because of the strong service 
component embedded in CBE, as stated 
in the following quote.
We do not really differentiate between 
se rv ice  lea rn in g  and C B E in our 
department because CBE incorporates 
both provision of service and learning, 
and both are important. Another reason 
for assuming they are similar is that the 
Service Learning Policy of our university 
serves as a reference or provides the 
context within which our CBE curriculum 
is based.

Data sources also revealed that students 
learn important nursing values while 
providing service to the community. The 
co n cep tu a l fram ew orks o f  all the 
institutions and some of the assignments 
g iven to the students h igh ligh ted  a 
num ber o f nursing values observed 
during the process of providing service 
to the community. It also emerged from 
in terview s that the student unaw are 
learned to apply these values during 
service rendering. More importantly, 
learning in under-resourced communities 
enhanced in some of the students the 
development of interest and compassion 
in serving in settings of this nature.

Discussion of results
The conclusion drawn from this study 
w as that C B E in basic  nu rsing  
programmes is characterised by four 
distinctive features. The community in
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the context of CBE was viewed as more 
than just a learning space. This setting 
exposes stu d en ts  to live dynam ic  
contexts, and realities o f life w here 
students were able to link theory to the 
real world thus making learning more 
meaningful. Through this setting the 
students were conscientised to the social 
issues and injustices influencing health, 
as well as other determinants o f health. 
The learning experiences in communities 
equipped students with com petencies 
required in addressing issues and health 
problems prevalent in communities. The 
community setting provided the students 
with a comprehensive view of a patient/ 
client, not just a diseased individual. 
More importantly, preparing students in 
com m unity  se ttin g s  w as hoped  to 
influence their career choices; w ith 
graduates ultimately choosing to serve 
in settings resembling those in which 
they were trained.

Early exposure of students to community- 
based learning experiences, especially in 
PHC se ttings and u n d erse rv ed  
communities and then later to learning 
experiences in tertiary health care settings 
was crucial in curriculum  viewed as 
co m m unity -based . S tud ies have 
supported  positive  im pact o f  early  
exposure. For example, McLean (2004:43) 
asserted  that ea rly  ex p o su re  is o f  
importance in that students recognize the 
need to prepare for community and PHC 
settings from early in the programme. The 
students develop insight early of what a 
PHC oriented health system requires and 
skills required to serve in PHC settings 
are developed as early as possible. It 
emerged in this study that although early 
exposure to community-based learning 
experiences might be viewed as “early 
indoctrination” of students with PHC, it 
facilitates the building of a good PHC 
foundation, developing a cu lture of 
promoting health and preventing illness 
irrespective of the setting w here the 
students are placed, even in hospital 
where curative care is the focus. More 
importantly, through exposure to hands 
on real life experiences, the students learn 
to assist in addressing the health needs 
of the population, as early as possible in 
their career life.

Snadden and Mowat (1995:298) viewed 
sequencing of learning experiences from 
the healthy individuals to the sick as a 
key to meaningful teaching/learning in 
com m unity-based learning. Vertical 
organisation of learning experiences is

essential in a curriculum that is aimed at 
p ro ducing  g rad u a tes  co m p e ten t in 
rendering comprehensive health care, 
and who would be able to function at all 
levels of health care. Such sequencing 
en su res  tha t the s tu d en ts  have an 
opportunity to develop com petencies 
required at each level of health care. They 
a lso  learn  to p rov ide  care  th a t is 
individualised, holistic and which takes 
in to  co n sid e ra tio n  the p a tien ts  
background.

CBE was also conceptualised in terms of 
the service provided and that service had 
a clear educational focus. In Kulewicz 
(2001:37) it is stated that learning of this 
nature developed from an educational 
p h ilo so p h y  th a t en co u rag es ac tiv e  
learning to fulfil social responsibilities. 
Over and above developing a sense of 
soc ia l re sp o n sib ility , en g ag in g  in 
community-based learning experiences 
promotes learning that is more meaningful 
in that the students developed a better 
understanding o f what is expected in 
their future careers. Although Dewey 
(1916:362) was referring to general 
education , he believed in preparing  
learners through occupations, as that 
made learning more real, more practical 
and relevant to future occupations. It is 
during the process of service delivery 
that the students develop work-related 
com petencies, engaging in learn ing  
experiences closely resembling those of 
professionals in practice.

Learning through providing service as 
stated  in R odgers (2001:244), goes 
beyond  learn in g  co g n itiv e  and 
behavioural skills; it also facilitates the 
development of the affective aspect in 
students. Learning by providing service 
e sp ec ia lly  in u n d erd ev e lo p ed  
communities facilitates the development 
o f  a co m p assio n  and sense o f 
com m itm en t to  se rv ice . K ulew icz  
(2001:37), sharing a similar view, stated 
that learning through providing service 
encourages learn ing  to fu lfil social 
responsibilities. The students learn to 
contribute to the good of the community 
and develop a special interest in serving 
under-resourced communities. Moreover, 
ex posing  s tu d en ts  to  re a litie s  in 
com m unity settings and w orking in 
partnership with communities facilitates 
the development of a number of important 
nursing  va lues, such as, re sp ec t, 
autonomy, working with other people in 
partnership, altruism and social justice. 
Unaware, the students learn to apply

these nursing values while interacting 
w ith the com m unity . A ccord ing  to 
Kulewitz (2001:37), some of the core 
values learned include human dignity, 
respect, altruism, autonomy, integrity and 
social justice, as was also documented 
in reviewed documents.

L earn ing  in u n d e r-re so u rced  
communities facilitates the development 
of interest in issues related to social 
injustices. According to Asbury (2002:2), 
as one becom es in v o lv ed  in the 
com m unity, confronting  com m unity 
issues, they often want to know more 
about social issues prevalent in the 
community. They develop interest in 
soc ia l issues such as poverty , 
hom elessness, domestic violence, the 
A ID S ep idem ic  and m any o th e r 
contem porary social issues. As they 
learn through exploring these issues 
they develop a better understanding of 
them and how they impact on the lives of 
in d iv id u a ls  in the com m unity . In 
Asbury’s view, because of the interest 
d ev e lo p ed  in soc ia l issu es , w hen 
students provide service, they provide it 
with compassion, a service that has a 
meaning to both the provider and the 
receiver of the service

The service provided should however 
have a c lea r ed u ca tio n a l focus, as 
learning is the main purpose of providing 
service. Quinn, Gamble and Denham 
(2001:22) em phasized that academ ic 
institutions have an ethical obligation to 
see to the in terests o f the students, 
therefore service provision should be 
secondary to learning.

Recommendations
Community-based learning experiences 
were more marked in first and second 
y ear and traces  if  any w ere no ted  
th ro u g h o u t the p rog ram m es. It is 
understandable that the basic nursing 
ed u ca tio n  p rogram m e is a im ed  at 
developing com prehensive graduates 
and the program m e should  p repare 
graduates in all these areas. Some of the 
programmes use the last year or two as 
specialisation years in midwifery and 
mental health with the focus on hospital 
care. In a CBE programme some of the 
asp ec ts  in these  m odules can be 
com m unity-based. For exam ple, the 
midwifery module can have students 
placed in com m unities for post-natal 
care, visiting fam ilies with newborn 
babies or following the mother and the 
child from the hospital back home to
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assist the mother during the first days 
post-natally.

C om m unity  in v o lv em en t and 
partnership, collaboration between the 
health  serv ice sec to r and academ ic 
institutions, problem-centred learning 
that will inform the curriculum and valid 
assessm ent o f learn ing  em erged as 
important characteristics theoretically 
but as areas w here p rob lem s w ere 
experienced practically. Research studies 
focusing on how these aspects could be 
enhanced  in C B E c u rric u la  are 
recommended because these are some of 
the crucial aspects in the implementation 
of effective CBE programmes. The voices 
o f the com m unity and o f the health 
service sector should be as loud as the 
voice of academic institutions in CBE 
programmes especially because these are 
the consumers of the product produced 
from these program m es. Evaluation 
should also be in line with the nature of 
the cu rricu lu m  to ensu re  tha t the 
g rad u a tes  p roduced  m eet the set 
curriculum outcomes.

Conclusion
According to the findings in this study, 
first, CBE in basic nursing programmes 
is viewed as education that uses the 
com m unity extensively  for learning 
purposes, with hospitals forming part of 
clinical learning settings used, not as the 
main setting for learning. Second, CBE is 
ed u ca tio n  that is ab le to produce  
graduates who are equipped to provide 
contextualised and individualised care, 
care that takes into consideration the 
client’s physical, psycho-social, political, 
econom ic, cu ltural and m any other 
factors impacting their health. Third, CBE 
is concep tualised  as education  that 
enhances relevance of nursing education 
to the needs o f the South  A frican  
population. This is achieved through a 
curriculum that is driven by the prevalent 
health problems in the clinical including 
community learning settings, the use of 
a variety of clinical settings that facilitate 
the development of expected graduate 
com petencies as determ ined  by the 
g ra d u a te s ’ p ro file s  in the w ork 
environment. Fourth, CBE emerged as an 
instrument used to prepare PHC oriented 
graduates, who are able to serve in 
primary health care settings and under
resourced settings. In this regard CBE is 
viewed as one prom ising strategy to 
add ress the p rob lem  o f skew ed 
distribution of nurses where rural and 
under-resourced settings are confronted

with a problem of retaining nurses. It is 
b e liev ed  tha t early  and p ro lo n g ed  
exposure of students to these settings 
facilitated the development of interest in 
serving in settings of this nature. Fifth, 
CBE is conceptualised as education that 
facilitates the development of the sense 
of social responsibility in graduates and 
education that raises the consciousness 
o f graduates to the social in justices 
impacting on the health of individuals, 
families and communities, especially the 
under-developed communities. Lastly, 
CBE facilitates the development of some 
nursing values, which are crucial in 
nu rsing  p rac tice . T his is ach iev ed  
through learning while providing service. 
M ore im portan tly , lea rn in g  w hile  
providing service to clients helps in 
soc ia lis in g  students to th e ir  fu tu re  
professional roles and to the nature of 
settings where they are likely to practice 
after graduating. CBE is more than just 
learning in com m unity settings it is 
education that facilitates academic as 
w ell as perso n a l and p ro fe ss io n a l 
development of students.
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