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A VIEW ON ASSESSMENT: MBCHB 3 CLINICAL SKILLS MODULE AT THE 

UNIVERSITY OF LIMPOPO 

 

CHAPTER 1  

ORIENTATION TO THE STUDY 

 

This section presents an overview and orientation of the study. These are presented 

according to the headings and subheadings based on the item/topic being discussed. 

 

1.1 INTRODUCTION 

This study assessed the view on assessment students are subjected to within the Bachelor 

of Medicine and Bachelor of Surgery (MBChB) programme at the University of Limpopo’s 

School of Medicine (ULSoM), Clinical Skills Module (CSM). This module is offered from the 

first to the third year of study. The researcher used the CSM module in the third year of 

study as a pilot in this study.  

 

The purpose of this study was to review and describe the current assessment practices with 

the MBChB 3 CSM at the ULSoM. Although the CSM is offered from the first to the third 

year of study, it is not a continuous module. All the CSM work completed each year are 

stand-alone and do not influence entry into the following year. This study was done in three 

phases.  

 

The first phase is the literature study, which reviewed literature related to assessment 

practices. The second was Document Analysis, wherein the documents related to the study 

were reviewed. These documents comprised the Multiple-Choice Questions (MCQ) paper, 

the Objective Structured Clinical Exam (OSCE) paper, and policy documents explaining 

how the assessment is to be conducted. The documents include the South African 

Qualification Authority (SAQA) documents and the Health Professions Council of South 

Africa (HPCSA) documents. The SAQA document specifies the exit level outcomes for the 

different qualifications, whilst the HPCSA documents mainly looked at the professional 

attributes that a graduate should have at the completion of the training.  

 

The information obtained was meant to show if the medical academic staff members can 

translate the desired Module Outcomes accordingly and correctly into an assessment 

question at an appropriate cognitive level based on either the Bloom’s Taxonomy 

(Krathwohl 2002:212) or the Miller’s Pyramid (Miller 1990:s63) for the MCQs and the OSCE 

respectively. This is based on the mantra that states that: “Assessment drives learning”. 
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Bezuidenhout and Alt (2011:1063), citing Biggs (2003), state that: “students tend to learn 

what they know, or think will be assessed [on]”. This was shown in the observation of a 

performance study by Wood (2009:5), wherein the students were exposed to the same 

content and tested, whilst the other group was exposed but not tested. The tested group 

showed improved memory and learning than the group that was not tested. 

 

One of the main envisaged outcomes of this study is for it to serve as a tool to improve the 

current assessment practices within the MBChB 3 CSM, hoping that it could inform 

assessment practices in the other modules within the ULSoM. In this study, the words 

teacher and educator will interchangeably refer to the same role. 

 

1.2 BACKGROUND TO THE RESEARCH PROBLEM 

This section gives a more detailed background on the ULSoM and the MBChB 3 CSM. 

Furthermore, it also encompasses a short literature study that considers assessment in the 

health sciences, Constructive Alignment, and the principles of evaluating and reviewing 

assessment. 

 

1.2.1 Background to the ULSoM, MBChB programme and the Clinical Skills 

Module 

The section below gives a brief overview of the development of the ULSoM, a brief 

background on the evolution of the MBChB programme to where it is now, and, finally, the 

CSM offered at ULSoM. 

 

1.2.1.1 Background to the ULSoM 

The University of Limpopo originated in 2014 following the demerger of the former 

campuses that were part of the former University of Limpopo, which resulted in the 

University of Limpopo and the Sefako Makgatho health sciences university being formed. 

The merger was created by the University of the North (UNIN) and the Medical University 

of Southern Africa (MEDUNSA) in 2004. The current University of Limpopo is located where 

the former UNIN was in Limpopo province. The ULSoM is the newest school to be formed 

in the UL. The ULSoM took their first cohort of students in 2016. The student cohort that 

started the programme then is currently (2021) in its sixth year of study. Some of the staff 

(lecturers) in the ULSoM taught at the Medunsa campus and is now employed by the new 

University.  

 

Pertinent to the focus of this study, the teachers who were part of the delivery of the CSM 

were never exposed to formal training in the teaching and learning, and assessment 
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practices. They received informal training offered by experts from both Wits University and 

the University of Cape Town. This study, therefore, is necessary for the objective 

determination of the assessment practices within the ULSoM using this module as a 

window. This module is conducted by the Department of Family Medicine, to which the 

researcher belongs, hence choosing it for the ease of obtaining information. 

 

1.2.1.2 Background of the MBChB programme 

The first accreditation to offer the MBChB programme was given to the ULSoM by the 

HPCSA in 2014. This was provisional as there were still issues that the HPCSA had raised 

for the ULSoM to resolve. At that time, the ULSoM did not take in any undergraduate 

students as the Council on Higher Education (CHE) accreditation was still outstanding. 

 

The programme submitted for accreditation to both the HPCSA and the CHE was to run for 

six years, with the first three years being predominantly preclinical and the last three years 

primarily clinical. The researcher uses the word “predominantly” as the curriculum is 

integrated with the inclusion of both aspects in both halves of the programme. 

 

However, in 2015, a “new programme” different from the one approved by the HPCSA in 

2014 was inexplicably introduced. Following the introduction of the above mentioned “new 

programme”, the first student intake was made in January 2016. In August 2016, the “new 

programme” accreditation was understandably withdrawn as it was rolled out without 

appropriate approval from the HPCSA and the CHE. The ULSoM was officially instructed 

to revert to the original programme accredited by the HPCSA in 2014. Both the CHE and 

the HPCSA gave the ULSoM an instruction to introduce a catch-up strategy to ensure that 

the students taught in the “new curriculum” do not become unfairly disadvantaged in 

migrating to the original curriculum. In July of 2017, the ULSoM ultimately managed to 

produce the amended documentation that was required by both the HPCSA and the CHE 

and, as a result, regained their accreditation, which is still valid to date. 

 

When the above process happened, all the attention was focused on getting the curriculum 

up and running thence very little attention was placed on the preparation of the staff to run 

the programme. The capacitating of the staff started in 2018 as a response to the 

requirements from both the HPCSA and the Council on Higher Education (CHE).  

 

1.2.1.3 Background to the Clinical Skills Module (CSM) 

The CSM at the ULSoM runs from the MBChB 1 up to MBChB 3 levels of study. This module 

is coordinated by the Department of Family Medicine in collaboration with the Emergency 
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Medicine Unit, which falls within the domain of Family Medicine. Each of the years focuses 

on specific content. Since levels one to three are preclinical and mostly classroom-based, 

the CSM in any particular year introduces the clinical aspects of the modules covered in 

that year of study. 

 

The CSM offered in the third year of study is a 28-credit module scheduled for seven (7) 

weeks. It is broken down into six (6) learning outcomes classified into 16 themes. The 

students are expected to have formative and summative assessments in this module. 

However, only the summative has an OSCE component; hence the researcher chose this 

section of the assessment. The reason for selecting the third-year module is the availability 

of the documents required for the assessment. 

 

The first year of study covers the following topics: 

- Communication in a clinical consultation 

- Introduction to basic clinical skills 

- Information and Communication Technology in Medicine 

The second year of study covers the following: 

- The structure of the consultation, communication skills and the doctor-patient 

relationship 

- Conducting the interview – obtaining the medical history 

- Examination of patients: this focuses on the general examination of patients 

without  

- Integration of disease, circumstances of life and psyche of the patient 

- Clinical skills development. 

 

In the third year of study, the CSM covers the domains of the cardiovascular system, the 

gastrointestinal system, the respiratory system, the urogenital system and introduces the 

examination of toddlers. The topics covered in the module are offered by teaching staff in 

the department of family medicine. The CSM, therefore, introduces the clinical aspects to 

these modules. In the classroom setting mostly the pathology, whereas the CSM presents 

the clinical examination of the normal system related to the systems taught in that year. 
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Table 1.1: List of Themes and Topics for MCLA030 
Theme Topic 

Theme 1 Structure of the consultation 

Theme 2 Doctor-patient relationship 

Theme 3 Elements of Patient-Centred Care 

Theme 4 Conduct an interview 

Theme 5 Obtain a medical history 

Theme 6 Perform a physical examination 

Theme 7 History and examination of the cardiovascular system 

Theme 8 History and Examination of the respiratory system 

Theme 9 Percentile chart and the road to health chart 

Theme 10 Approach to the physical examination of toddlers 

Theme 11 Urological examination (Models only) 

Theme 12 History and examination of the gastro-intestinal system and the abdomen 

Theme 13 Interaction of disease, circumstances of life and psyche 

Theme 14 Balance between medical practice and doctor as a person 

Theme 15 Principles of clinical epidemiology 

Theme 16 Basic life support and other clinical skills 

 

1.2.2 Assessment practices in health sciences 

The South African Qualifications Authority (SAQA) defines “assessment” as the collection 

of evidence about a learner’s work to make a judgement on that student’s performance 

(SAQA 2001:15). Their definition is related to Taras (2005:467-468), who states that 

“assessment” refers to a judgement of students’ work. Taras (2005:467-468), citing Scriven 

(1967), further says that “assessment” refers to a judgement that can be justified according 

to a specific weighted set of goals, yielding either comparative or numerical ratings.  

 

According to SAQA, those can be defined as Unit Standards, which are the parts that the 

qualifications are made of (SAQA 2001:22). SAQA (2001:22) further states that these 

influence the teaching, learning and assessment processes. The statement by Taras 

(2005:467-468) and SAQA (2001) further confirms the need for Constructive Alignment in 

any given module. Constructive Alignment ensures that the set goals within the Learning 

Outcomes are assessed at the end of the teaching and learning encounter between the 

learners and the academic staff members (Biggs 1999:26). Assessment, therefore, 

becomes a measure of whether learning has been achieved in a learning environment. 

 

According to Epstein (2007:388), assessments have three goals, namely: 

i. “To optimise the capabilities of all learners, and practitioners by providing 

direction and motivation for future learning; 

ii. To protect the public by identifying incompetent physicians; and 

iii. To provide the basis for choosing applicants for advanced learning.” 

Assessment can be separated into both formative and summative components. Nicol and 

McFarlane-Dick (2006:199), citing Sadler (1998), define Formative Assessment as that 

assessment that is specifically intended to generate feedback on performance to improve 
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and to accelerate learning (Nicol & McFarlane-Dick 2006:199). Knight (2002:275) describes 

Summative Assessment as an assessment that is of high stakes in nature as it assesses 

the outcome of the learning process. This, therefore, can be explained thus: the formative 

component is that component that is used for learning purposes, whilst the summative part 

is that which is used to assess if learning had occurred.  

 

In his paper on looking at the assessment in higher education, Knight (2002:275) states that 

student achievement is related, first and foremost, to engagement (Knight 2002:275). The 

engagement that the author is talking about in this paper goes beyond engagement in the 

classroom to also include engagement in the community. He states that students who 

practice in a community do better if they are encouraged to utilise the community to their 

benefit. 

 

The engagement may include engagement with the subject matter, academic staff 

members, peers, etc. In the process of engagement, the interaction with the subject content, 

transforming and discussing it with others, helps the students internalise the meaning of the 

content and make connections with what is already known (Nicol & McFarlane-Dick 

2006:2007). This, therefore, implies that a reasonable assessment must be clear as to the 

type and the purpose. Assessors cannot use Summative Assessment criteria for Formative 

Assessments (Knight 2002:277).  

 

In these assessments, the concepts of “feed out” and “feedback” must be considered. The 

process of “feed out” is a process whose main aim is to grade a student for promotion, it is 

therefore used in the Summative Assessment as this is used to gauge the students’ 

performance as a grade. The process of “feedback” is used in the situation where a student 

must be given feedback to improve their learning and understanding and is therefore used 

in the Formative Assessments as this is an assessment for learning (Knight 2002:276-277). 

 

Epstein (2007:388), citing Van der Vleuten (1996), describes five criteria for determining the 

usefulness of assessment, namely: 

i. “Reliability – the extent to which the measurement is reliable and reproducible. 

ii. Validity – whether the assessment measures that which it claims to measure. 

iii. Impact on future learning. 

iv. Acceptability to faculty and learners; and 

v. Cost – to the individual trainee, the institution and society at large.” 

 

Epstein (2007:389-391) further mentions some of the assessment modalities that are used 
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in medical education to include the following: 

i. “Multiple Choice Questions (MCQs): These allow for a larger number of examination 

items in a single assessment. It is challenging to create MCQs on a high Bloom’s 

Taxonomy level, 

ii. Extended Matching items/Questions (EMQ); 

iii. Short answer questions; 

iv. Assessment by supervising clinicians: This happens in a clinical rotation, whereby a 

supervisor observes and gets an impression of the student over some time. The 

grading is done at the end of the rotation. 

v. Direct Observation: This includes both a long case and a mini-Clinical Evaluation 

Exercise (mini-CEX). Here, the trainee is given time to obtain a history and perform a 

physical examination of a patient under the direct supervision of the assessor. The 

supervisor/assessor then assigns a grade for the student’s performance at the end of 

the exercise. 

vi. Clinical simulation: standardised patients trained to portray specific symptoms may 

be used, as well as high and low fidelity simulators. This can be used for practising 

purposes and for assessment as in Objective Structured Clinical Exam (OSCE); and 

vii.  Multi-source assessments: In this, the trainer, the patient and other members of the 

clinical team give feedback to the trainee at the end of the assessment. This is usually 

done in a clinical setting” (Epstein 2007:389-391). 

 

In an article by Wass, Van der Vleuten, Shatzer and Jones (2001:946), they only mention 

the following assessment modalities, especially in the assessment of clinical competence: 

“MCQ, Short Essay, Patient management problem, oral, long case and OSCE”. By looking 

at the articles by Epstein (2007:388-391) and Wass et al. (2001:946), one can conclude 

that the MCQ, EMQ and short-answer questions may be used in a written assessment, 

whilst the rest of the assessments are done as a form of assessing for clinical competence. 

 

As already pointed out in the introduction, the ULSoM is still new, whereby exposure of the 

lecturers to the teaching and learning paradigms is unknown. In the informal discussions 

that the researcher has had with some of them, it was evident that some of them subscribe 

to the notion that being a clinician qualifies one to be a teacher. This is a notion that the 

literature disagrees with as it is now realised that training is essential in the preparation and 

capacitation of teachers (Steiner, Mann, Centeno, Dolmas, Spencer, Gelula & Prideaux 

2006:498).  

 

The researcher’s opinion on this issue is that, due to the above deficiency, most academic 
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staff members/lecturers may use what they think will work rather than applying educational 

principles in their practice of the teaching trade. Sometimes, this may lead to a situation 

wherein the students are not taught and assessed according to the desired learning 

outcomes. The curriculum should be delivered to measure the students’ learning 

achievement (Retnawati 2016:34).  

 

The curriculum embodies the knowledge and skills that the student is expected to learn in 

the classroom (Muskin 2016:4). The assessment is the vehicle through which the degree of 

competence is assessed or measured (Muskin 2016:6). This was expressed by Biggs 

(2003:3), quoting Ramsden (1992), when he stated that: “for students, the assessment is 

the curriculum”.  The preceding statement implies that students view what is assessed as 

the core of what they are supposed to learn. If the assessment does not cover the desired 

Learning Outcomes, it means that what the students would have learned would not be as 

derived from the expected Learning Outcomes. 

 

1.2.3 Constructive Alignment 

Constructive Alignment involves linking learning outcomes with working practices and 

examinations in the course plans. The fundamental question that needs to be addressed in 

the curriculum design, which will influence the delivery of the content, as quoted from Biggs 

(2002), by Joseph and Juwah (2012:53), is: “What do we want the students to be able to do 

as a result of this learning”.  

 

Paskevicius (2017:128) further refers to Biggs’ (1996) statement thus: “Academic staff 

members need to be clear about what they want their students to learn, and how they would 

manifest that learning in terms of performance of understanding”. Paskevicius (2017:128) 

points out that learning outcomes describe a successful student's intended knowledge, 

professional attributes, and skills. 

 

Increasing the curriculum's transparency and accessibility also has benefits at the 

departmental and the programme level, potentially creating greater course alignment with 

the academic programme (Lam & Tsui 2016:1385-1386). This may be beneficial in the 

development of the curriculum and in making sure that the curriculum addresses the 

competencies that are stipulated in the Learning Outcomes. This open access to the 

educational content and, in this case, the curriculum will enable the students to hold the 

academic staff members accountable in delivering the content (Paskevicius 2017:128). 

 

The process wherein the learning outcomes, the teaching method and the assessment are 
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aligned is called constructive alignment, which is based on the Constructivism theory by 

Piaget (1959) (Joseph & Juwah 2012:53). The constructivist approach states that: “The 

constructivist students construct meaning from the discoveries they make about their 

environment, whilst academic staff members design learning experiences which are active 

rather than passive and works at the interface between the curriculum and the student” 

(Joseph & Juwah 2012:53).  Accordingly, Onsman (2015:52), states that, “a constructively 

aligned curriculum emphasises two key aspects of learning to the students; what they are 

expected to learn and how they are expected to make that evident”.  

 

Assessment for learning is now marketed in the western world as a key to improved goal 

attainment in most school subjects, as it influences the teaching and learning process and 

defines its product (Tolgfors 2018:312). According to Croy (2018:49) and Biggs (2003:26), 

the assessment of learners should aim to establish that which has been learned. This 

supports the narrative that states thus: “assessment drives learning”.  

 

Assessment can also be expressed as the measure of the product that the system aims to 

produce. Hence if we can define the product that we would like to produce, then we can 

ascertain the kind of learning that has to take place to produce that product. In addition, 

Sinclair (2006:41) further states that constructive alignment is a principle for devising 

teaching and learning activities, and assessment tasks that can directly address the 

intended learning outcomes in a way not achieved in traditional lectures, tutorial classes 

and examination. 

 

In line with the above, Biggs and Tang (2011), as cited by Lane (2017:414), further 

promoted the concept of Constructive Alignment whereby learning activities should directly 

address the intended Learning Outcomes as students construct meaning from what they do 

(Lane 2017:414). The concept of Constructive Alignment requires that both the teacher and 

learner fulfil their individual responsibilities so that it can be effective in ensuring the delivery 

of the intended outcome from the teaching and learning process. 

 

In defining the roles and responsibilities of the academic staff members and the learners in 

the Constructive Alignment of the curriculum, Biggs (2003:1) states that Constructive 

Alignment has two aspects to it, the ‘constructive’ aspect refers to the idea that students 

control meaning through relevant learning activities, and teaching is just a catalyst for 

learning; and  the ‘alignment’ aspect refers to what the teacher does, which is to set up an 

environment that supports learning activities appropriate to achieve the desired Learning 

Outcomes.  



10 

 

 

The key is that the components in the teaching system, especially the teaching methods 

used in the assessment tasks, are aligned to the learning activities assumed in the intended 

outcome. If this is done correctly, the learner will be ‘trapped’ and thus unable to escape 

without learning what is intended to be learnt. Therefore, this means that if the teacher and 

the learner can play their roles well, the learner will not have any other option but to 

remember what they are intended to learn. But all of that is dependent on a well-aligned 

curriculum whereby the articulations are not ambiguous and do not leave the students 

unsure of their expectations. This is because Constructive Alignment allows both the 

teacher and the student to be directed to the same goal in the process of learning (Yazi, 

Ruslan & Noor 2017:18).  

 

The instructional design suggests that the instructional situation needs to be linked with 

appropriate learning opportunities and activities that promote learning (Henning, Pinnock & 

Webster 2017:825). Misalignment occurs if there is a break in the chain what students are 

taught, learning material and activities that are not assessed, or the learning experience 

that is not well suited for the delivery of the content. Another reason is students are 

assessed on material that has not been taught (Henning, Pinnock & Webster 2017:825). In 

essence, what the students are supposed to learn, as detailed in the Learning Outcomes, 

and what the students are assessed on should be well aligned. In a situation where there 

is no alignment, students either learn concepts without being tested on those or learn 

concepts that are not the intended outcomes of the module. 

 

To evaluate if the assessment in the module assesses what it intends to, the process of 

blueprinting becomes essential. This process ensures that the learning outcomes are 

expressed in the assessment process as that is a measure of whether the students have 

learned what they were expected to know. The blueprinting process will also assist in 

ensuring that the assessment is set at the correct level of the learning outcomes as 

expressed in Bloom’s taxonomy. 

 

1.2.4 Blueprinting 

The assessment of medical doctors can be perceived as threatening to the students rather 

than providing opportunities to define individual strengths and identify areas of learning that 

need to be developed (Murphy, Bruce & Eva 2008:96). This might be because there is no 

sharing of the assessments amongst the staff involved in the delivery of lessons in the same 

module, such that often, the content of what to assess is left to the discretion of the 

examiners (Patil, Gozavi, Bannur & Ratnakar 2015:S77). To redress this problem, the 

blueprinting of the curriculum will be essential. After the course has undergone blueprinting, 
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the material should be shared with all the staff members to understand the expectation for 

the assessment process. 

 

The term ‘blueprinting’ is borrowed from the field of architecture. It means that the 

assessment needs to be conducted according to a replicable plan (Hamdy 2006:175). Patil 

et al. (2015:S78-S79) state that a blueprint is a map and a specification for an assessment 

programme that ensures that the assessment programme covers all aspects of the 

curriculum and educational domains over a specified period. 

 

Assessment is the “tail that wags the curriculum” (Patil et al., 2015:S76). This, in a way, 

confirms that assessment drives learning (Coderre, Woloschuk & Mclaughlin 2009:324) 

because, if the assessment is not valid, then the product of that teaching and learning 

experience would not be representative of the desired outcomes of the programme. 

Blueprinting seeks to ensure that the assessment is representative of the Learning 

Outcomes so that a confirmation that the students have learned what they are supposed to 

learn can be made. 

 

The assessment conducted on students must be valid. “Validity” in assessments suggests 

that candidates achieving the minimum performance level have acquired the level of 

competence set out in the learning objectives (Coderre et al., 2009:322). This type of validity 

that relates to the measurement of academic performance is content validity.  Content 

validity gauges the extent to which the assessment covers a representative sample of the 

material that should be assessed (Patel, Saurabh & Patel 2016:e476). Evaluation content 

is valid if congruent between the objectives and the learning experiences; congruence 

between these pillars of education can be facilitated through blueprinting (Coderre et al., 

2009:322). 

 

The important aims of blueprinting, according to Hamdy (2006:175), are to: 

• “Reduce content under-representation: This refers to under-sampling or even 

biased sampling; and  

• Reduce construct irrelevance variance: This refers to content that is either too 

hard or too simple or the use of an inappropriate assessment method.” 

 

The task of blueprinting is to analyse the learner outcomes in a programme of studies and 

construct an assessment tool to measure student proficiencies based on those outcomes 

(Wondga 2016:24). A good blueprinting considers the verbs used in the learning outcomes 

and strives to use appropriate weighting to assess all outcomes with equity in mind (Wondga 
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2016:24). Wondga (2016:29) further states that it is essential to analyse each learning 

outcome and interpret its meaning. This is important in classifying the learning outcome 

based on the cognitive levels of Bloom’s Taxonomy (Krathwohl 2002:2). 

 

Based on the above information by Wondga (2016:24-29), the researcher, as one of the 

teaching staff in this module, looked at the Learning Outcomes, with specific reference to 

the verbs used. The verbs were scrutinised and allocated to a particular cognitive level on 

Bloom’s Taxonomy. Bloom’s taxonomy is a system that can be used to determine if the 

level of instruction is as required based on the learning outcomes that are set (cf. page 1). 

A comparison was made to see if the assessment assessed the Learning Outcome at the 

correct cognitive level. 

 

1.2.5 Conclusion 

The pedagogical approach in the transmission of knowledge is based on John Biggs’ 

Constructivism Theory (Cooper 1993:16). Based on the Theory of Constructivism, the 

Constructive Alignment principle was coined. This is whereby a teacher must ensure that 

the curriculum taught to students is constructively aligned within itself. 

 

Constructivism proposes that every individual mentally constructs the world of experience 

through cognitive processes (Young & Collin 2004:376). This, therefore, gives an 

impression that the learning that happens in the classroom has to be constructed in the 

students’ minds for it to gain meaning to them. In the light of the teaching and learning, the 

Learning Outcomes that are given to the students become a world upon which students 

may start to build the meaning of the content that they are supposed to learn. Based on 

that, assessment drives learning, and, as pointed out above, students see the assessment 

as the curriculum (Biggs 2003:3). Therefore, if the assessment is not of the stipulated 

Learning Outcomes, the students may have a confused world upon which to construct 

meaning and consequently a muddled understanding of what they are supposed to learn in 

the module. 

 

Assessment is a measure of learning that is happening or has happened in a classroom 

setting. An adequately designed assessment will assist the academic staff members and 

learners assess their teaching and learning habits to make changes where required. 

Assessments are not a robotic process wherein the teacher thumb-sucks content to 

evaluate the students on, but it is based on the Learning Outcomes as prescribed by the 

curriculum or the learning goals of the specific module. 

 



13 

 

 

To have an appropriate assessment for a particular module, there needs to be adequate 

and appropriate alignment within the curriculum, as Biggs (1996) proposed in his description 

of Constructive Alignment, as cited by Knight (2002:276). Blueprinting, therefore, becomes 

an important tool to ensure that students are assessed on the identifiable desired outcomes 

of the teaching and learning process. 

 

1.3 PROBLEM STATEMENT AND RESEARCH QUESTIONS 

The MBChB programme at the UL began in 2014, with the first intake of students in 2016. 

To date, the school does not have mandatory modules for academic staff members that 

deal with the aspects of teaching, learning and assessment, and as such, very little is known 

about the academic staff members’ knowledge of the concept. This brings about whether 

the students are taught what they are supposed to learn as evidenced by the assessment 

given. As a result of the identified gap, the problem that needed to be addressed was to 

have an objective review of the assessment practices within the ULSoM using the MBChB 

CSM as a sample, with the view of rolling it out to the rest of the school. 

 

An academic literature search has been done via the University of the Free State (UFS) 

library using Science Direct, EBSCOhost, Google Scholar and the National Research 

Foundation (NRF) NEXUS database. The literature has shown that there needs to be 

alignment between what is learned and what is assessed for students to learn effectively. 

Successful Constructive Alignment ensures that students learn what they are supposed to 

know, as in the learning objectives being met. 

 

To align the coursework well, there is a need for staff development with emphasis on 

exposure to such – something that ULSoM does not emphasise, as evidenced by the lack 

of a formal programme to address such within the school. For the successful design and 

implementation of such a staff development module, there is a need to ascertain the 

baseline knowledge within the school to decide whether the module would be an actual 

workshop to teach the staff or an update. 

 

1.4 RESEARCH QUESTION 

The researcher addressed the following research question: “What is the current assessment 

practice within the MBChB 3 CMS at the ULSoM?” This question aimed to decide on the 

baseline of teaching and learning knowledge, emphasising assessment, at the ULSoM. 

 

1.5 AIMS AND OBJECTIVES OF THE STUDY 

This section presents the aims and objectives of the study. 
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1.5.1 Aims of the study 

This study aimed to review the current assessment practices in the MBChB 3 CSM at the 

UL. 

 

1.5.2 Objectives of the study 

To achieve the aim of this study, the objectives were formulated as follows: 

i. To contextualise and conceptualise assessment in medical education. This 

objective was addressed using a comprehensive literature study to clarify all the 

concepts; 

ii. To contextualise and conceptualise assessment in the module itself. This was 

done through a Document Analysis and blueprinting (making use of a tick 

sheet); and 

iii. To review individual assessment papers in the module, through a verified rubric. 

 

1.6 RESEARCH DESIGN OF THE STUDY 

The following section provides a description of the research design and methodology. 

 

1.6.1 Research design 

Research design is defined by Kothari (2004:2), as the conceptual structure within which 

research is conducted. The study was conducted as a desktop analysis of the module 

material, as such this was a qualitative study design. A schematic overview of the study is 

provided in Figure 1.1 below. 

 

Figure 1.1: Schematic overview of the study 
 

1.7 METHODS OF INVESTIGATION 

The research methods used in this study are described and discussed in the following 

sections. 

 

Preliminary 
literature study

Protocol 
development

Peer evalation 
commitee

Ethics 
Committee 

(UOFS and UL)

Empirical phase 
data collection

Data analysis
Discussion of 
the results
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1.7.1 Literature overview 

A literature study aims to enable researchers to write a synthesis of the available literature 

on a particular topic, thus seeing the trends and history available in a specific topic to better 

position their arguments (Schutte & Steyn 2015:2-3). In this instance, the literature study 

assisted the researcher in putting into perspective issues within the research topic. The 

literature used for this study's purposes included a review of constructive alignment in 

assessment and good assessment practices. This is detailed in sections 1.2.2 up to 1.2.4. 

It was also used to decide what documents were necessary for the study. The documents 

used in this study are the module guide, the test papers, and their respective memoranda. 

 

1.7.2 Document Analysis 

This is defined as a method through which documents are systematically reviewed and 

evaluated, which includes examining and interpreting the collected data to elicit meaning 

(Bowen 2009:27). In this study, the documents that are analysed include the following: 

• The South African Qualifications Authority (SAQA) guides the National 

Qualification Framework (NQF) level requirements for the medical degree. 

Included in the evaluation of the SAQA documents was the assessment 

requirements for higher degrees. 

• Health Professions Council of South Africa (HPCSA) documents on 

professional conduct, looking at the Canadian Medical Directives (CanMEDS) 

for trainees as adopted by the HPCSA. 

• Module guide for the module being evaluated, which gives an indication of what 

the learning outcomes were and the methods to deliver and assess them. 

• The written assessment papers and memoranda were evaluated against the 

learning outcomes to ensure validity. These were assessed using Bloom’s 

taxonomy; and 

• The Objective Structured Clinical Exam (OSCE) paper and the memorandum 

was evaluated using Miller’s Pyramid as a guide.  

 

The document evaluation was necessary to explain the requirements for training (the 

HPCSA and SAQA documents), which was crucial in setting the standard for training and 

assessment. The module guide and the assessment papers were evaluated against the 

requirements from the HPCSA and SAQA documents to give an idea of compliance to the 

set standards of training. The evaluation process was done over a month. 

 

1.7.3 Blueprinting 

This word adopted from architecture refers to the plan to follow when constructing a 
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structure (Hamdy 2006:175). Assessment is about the system that will be followed in setting 

an assessment, which helps the assessor ensure everything was covered as determined 

by the learning outcomes. 

 

In this study, a validated tool used at the UFS’s Division Health Science Education was 

used as a template to determine if the assessment did assess what it intends to assess. 

There are separate blueprinting tools for both the MCQ and the OSCE assessments. 

 

1.8 QUALITY OF THE STUDY 

In this section, the study's quality is detailed by looking at a qualitative study's 

trustworthiness, credibility, transferability, dependability, and transferability. 

 

1.8.1 Trustworthiness 

Trustworthiness is the degree of confidence in data, interpretation and the methods used to 

ensure quality of a study (Connelly 2016:435). The researcher captured the data, given to 

another professional to look at and then to the supervisor to ensure the trustworthiness of 

the data. 

  

1.8.1.1 Credibility 

This is a measure of internal validity in qualitative research. It intends to look at whether the 

study measures what it intends to measure (Shenton 2004:64; Connelly 2016:435). 

Shenton (2004:64) further defines credibility as dealing with the question: “How congruent 

are the results with reality”. 

 

To ensure that the results are credible, the researcher details all the steps followed in the 

evaluation process. In this study, the steps that were followed are: 

- Documents that relate to assessment as stated in the methodology section were 

assessed 

- The module guide with specific reference to the learning outcomes and the themes 

were evaluated against a validated rubric from the UFS division of Health 

Professions Education (HPE) (Table 1). 

- The assessment papers were evaluated using a validated rubric from the UFS 

division of HPE (Table 2) 
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Table 1.2: Module Blueprinting Rubric 
Learning Outcome  Theme Assessment Written/ 

MCQ 
Assessment OSCE 

    

    

 
Table 1.3: Assessment Blueprinting Rubric 

Questions Type of 
question 
(MCQ, essay) 

Action verb 
used in 
question 

Bloom’s 
Taxonomy 
level/s 

Outcome 
linked to 

Theme linked 
to 

1.1      

1.2      

2      

 

Shenton (2004:69) and Connelly (2016:435) recommend that one of the ways to ensure 

credibility is to allow for peer review of the research process, to allow for comments and 

suggestions into the study project. This study was shared with an expert, formerly from the 

University of Pretoria, who looked at the interpretation of the questionnaire and advised on 

interpretation. This was being done throughout the study.  

 

1.8.1.2 Transferability 

This is defined by Cope (2014:89) and Connelly (2016:435) as the ability of the findings to 

be applied to other settings or groups. Transferability can be equated to external validity in 

quantitative research, which is concerned with the extent to which the findings of one study 

can be applied to other situations (Shenton 2004:69). Shenton (2004:69) and Connelly 

(2016:435) express that, since the findings of a qualitative project are specific to a small 

number of particular environments and individuals, it may be impossible to demonstrate that 

the findings and conclusions are applicable to other situations and populations.  

 

Shenton (2004:69) further points out that the researcher's responsibility is to detail as much 

information into the processes of the study to enable the reader to identify similarities 

between the situation of the research and their situation to be able to transfer the findings 

to their own situation. 

 

In this study, the details of the study, including the tick sheets and rubrics, are available to 

enable the reader to do the same study to ascertain if the findings are consistent. 

 

1.8.1.3 Dependability 

According to Shenton (2004:71), the issues of transferability and dependability are similar 

in that, the former influences the latter. To ensure the reliability of the outcome, the 

researcher should detail every process followed in conducting the study. In this study, the 

researcher has detailed every step that was followed to come to the outcome of the study. 
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This will enable other researchers to know which steps to follow to arrive at the same 

findings as the researcher. 

 

1.8.1.4 Confirmability 

This refers to the degree to which the findings are consistent and can be repeated (Connelly 

2016:435). This is the same as the quantitative researcher’s idea of objectivity. This is the 

measure to which the results of the study are based on the actual findings and not on the 

researcher’s own perceptions (Shenton 2004:72). 

 

In order to address this, the researcher had identified someone that is not actively involved 

in the process to review the researcher’s stance. This has assisted in ensuring that the 

results are an objective finding of the research process itself and not the researcher’s 

subjective ideas. 

 

1.9 ETHICAL CONSIDERATIONS 

1.9.1 Approval 

Permission was obtained from the following committees at the UFS: 

• The peer evaluation committee constituted by the head of division to ensure that 

the study is ready for submission for approval; and  

• The Health Sciences Research Ethics Committee (HSREC) of the Faculty of 

Health Sciences (FoHS), UFS. 

 

The Dean of the FoHS and the Vice-Rector: Academic at the University of the Free State 

were informed of the study.   

 

Gate-keeper permission was obtained from the University of Limpopo’s Turfloop Research 

Ethics Committee (TREC), and permission was also obtained from the University of 

Limpopo’s: 

• Director of the School; and  

• Head of the Department of Family Medicine (also module leader). 

 

1.9.2 Consent 

In this study, there was no need for informed consent as this was a desktop analysis and 

not an interaction with human subjects, and this was not dealing with specific students’ 

course work, but rather the generic question papers and memoranda. 
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1.9.3 Right to Privacy and Confidentiality 

This study is a desktop analysis of documents. There was no interaction with a specific 

person, neither is there any mention of individuals in the analysis. This study reviews the 

processes within the ULSoM, and not that of the practices of certain individual teachers. 

Therefore, this study did not infringe on any rights to privacy of any individual. 

 

Furthermore, the findings of this study are not associated with any person but rather with 

the whole group involved in the module. No individual is mentioned by name in the study 

and the report, as the study is not a finger-pointing exercise but an objective fact-finding 

mission to positively inform practice. 

 

1.10 DEMARCATION AND SCOPE OF THE STUDY 

This study is done in Health Professions Education (HPE) and lies in the domain of 

Assessment. The study is interdisciplinary as it reaches across the area of HPE and the 

field of Family Medicine. The teachers responsible for the delivery of the module are under 

the Family Medicine department. 

 

1.11 VALUE AND SIGNIFICANCE OF THE STUDY 

The value and significance of the study include the following: 

 

1.11.1  Value of the Study 

This study is necessary, especially since the SoM of the UL is still new. This study aimed 

to assist the module leader in question, and all involved in understanding the school's 

current assessment practices. This, the researcher believes, is the first step in quality 

assuring a module, which could potentially lead to improvement suggestions for the module 

leader. 

 

It could also be used to evaluate the assessment practices in other modules. It may lead to 

suggestions for detailed and focussed training of all involved in teaching and learning in the 

module/programme. Accordingly, should the teachers have a poor understanding of 

alignment, the results of this study will assist the school in planning and rolling out a basic 

teaching module for all the teachers, with specific reference to redressing the gap identified 

in this study. 

 

This study will also assist the ULSoM to properly position itself in the teaching and learning 

sphere to ensure that the products that come out of the teaching process (i.e., graduates 

from the ULSoM) are not accidental but somewhat intentional. This ensures the intended 
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outcome from the intended teaching method for the intended target market (viz., people of 

Limpopo and ultimately South Africa). 

 

1.11.2  Significance of the Study 

The study will provide objective information on the assessment practices within the ULSoM, 

with the MCLA 030 being the pilot and other modules following suite. This knowledge will 

form the basis of the design of an assessment module at the level that will be appropriate 

for the staff (teachers).  

 

1.12 ARRANGEMENT OF THE STUDY 

• Chapter 1 is the introduction and background of the study. 

• Chapter 2 is the literature survey into the study. 

• Chapter 3 is the publishable article based on the African Journal of Health 

Professions Education (AJHPE) specifications. 

• Chapter 4: General discussion/overview. 

• Chapter 5: Conclusion, limitations, recommendations, and future studies. 

 

1.13 CONCLUSION 

Chapter 1 is an overview of the study and the processes followed in conducting the 

research. This is be followed by a chapter on literature review and a publishable article. 



 

 

CHAPTER 2  

LITERATURE STUDY 

 

2.1 INTRODUCTION 

Assessment forms part of the life of students and educators. For the teachers, it helps to 

adapt the lesson and gauge the students’ level of knowledge and skills, whilst it helps in the 

learning process for the students. There are various definitions of the term “assessment”, 

e.g., Maree and Fraser (2004:132) concluded that assessment is a data-gathering strategy 

that assists in evaluating students. Rolim and Isaias (2019:1785) say the assessment is the 

process whereby students' skills and knowledge are assessed to determine if they have 

learned what they were supposed to know.  

 

Assessment is vital in deciding whether students can practice medicine safely (Lockyer, 

Carraccio, Chan, Hart, Smee, Touchie et al., 2017:609). In medical education, students are 

assessed on the acquired competencies in knowledge, skills, and attitudes (Wass, van der 

Vleuten, Shatzer & Jones 2001:945). These competencies may not be assessed using a 

single assessment method.  As such, multiple assessment methods are thus required to 

produce the required data for competence determination (Miller 1990:s63; Wass et al., 

2001:945).  

 

According to the (SAQA), “assessment” is defined as a process used to gather and interpret 

information about the competencies of people to judge their achievement (Brits, 

Bezuidenhout & van der Merwe 2020:2 of 9). These competencies are important in the 

certification of a student as being competent and therefore assist in the qualification for 

promotion (Rolim & Isaias 2019:1785). 

 

According to Epstein (2007:388), assessments have three goals, namely: 

i. “To optimise the capabilities of all learners, and practitioners by providing 

direction and motivation for future learning. 

ii. To protect the public by identifying incompetent physicians; and 

iii. To provide the basis for choosing applicants for advanced learning.” 

 

There are different assessment approaches in medicine based on the cognition required 

from the students. These include the written assessment, the oral assessment, the OSCE 

which may consist of simulated patients, and the Work-Based Assessment, which includes 

student observations in a ward (Wass et al., 2001:946-7). 
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Epstein (2007:389-391) further mentions some of the assessment modalities that are used 

in medical education to include the following: 

i. “Multiple Choice Questions (MCQ): These allow for a more significant number 

of examination items in a single assessment. It is challenging to create MCQs 

on a high Bloom’s Taxonomy level. 

ii. Extended Matching items/Questions (EMQ); 

iii. Short answer questions; 

iv. Assessment by supervising clinicians: This happens in a clinical rotation, where 

the supervisor observes and gets an impression of the student over some time. 

The grading is done at the end of the rotation. 

v. Direct Observation: This includes both a long case and a mini-Clinical 

Evaluation Exercise (mini-CEX). Here, the trainee is given time to obtain a 

history and perform a physical examination of a patient under the direct 

supervision of the assessor. The supervisor/assessor then assigns a grade of 

the student’s performance at the end of the exercise. 

vi. Clinical simulation: standardised patients trained to portray specific symptoms 

may be used and high and low fidelity simulators. This can be used for practising 

purposes and for assessment as in an Objective Structured Clinical Exam 

(OSCE); and, 

vii. Multi-source assessments: In this, the trainer, the patient, and other clinical 

team members give feedback to the trainee at the end of the assessment. This 

is usually done in a clinical setting” (Epstein 2007:389-391).  

 

In the assessment of the students, there is a need to ascertain competence in both the 

controlled and uncontrolled scenarios. The controlled scenario is an examination venue 

where simulated patients or stable live patients are used. The uncontrolled scenario is in a 

ward where the student is assessed on their care of patients in the scope of their duty. 

 

Previously, clinical assessments in medicine were done using live patients with the clinical 

condition of interest. These patients would be stabilised first before being included in the 

assessment, as a result, the uncontrolled presentations would not be assessed at all 

(Lockyer et al., 2017:611). To ensure that the students are assessed in that category of 

patients, the Work-Based Assessment Approach would be the appropriate approach.  

 

2.2 CANMEDS 

The Health Professions Council of South Africa (HPCSA) has adopted the professional 

Canadian Medical Education Directives for Specialists (CanMEDS) framework (HPCSA, 
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2014). CanMEDS is a framework that explains and identify seven roles or attributes doctors 

need to effectively meet the healthcare needs of the communities. They serve these roles 

as follow: 

i. “Medical expert: this is about the ability to integrate specific knowledge, skills, 

and professional interaction with patients in a patient/client centred care. 

ii. Communicator: This about the ability to elicit appropriate history in doctor-

patient interaction. The practitioner should be able to create an environment of 

safety and liberation for the patient to enable the patient to open up. The 

practitioner should also be able to convey appropriate messages through verbal 

or written platforms. 

iii. Collaborator: Being able to collaborate with others in teams will enhance the 

practitioner's knowledge and skills, thereby improving patient outcomes. The 

ability to work with other health professionals is included in this competency. 

iv. Leader and manager: Providing leadership in workplace activities, including 

allocating the resources required for work equitably. Should be able to manage 

the practice of medicine within an appropriate geographical area. They should 

be able to identify the services to offer within that area and the required efforts 

to deliver such. 

v. Health advocate: This includes recognising the patient needs and influencing 

the provision of such to the patient community. 

vi. Scholar: should demonstrate being a lifelong learner to integrate the learned 

material with practice. 

vii. Professional: This is about the ethical practice of the health profession in a 

manner that ensures the health and well-being of individuals and communities. 

This includes holding oneself to high standards of self-care in a way that leads 

to a sustainable practice”. 

 

The above are professional attributes with which medical graduates are expected to exit 

their training. These are part of the “hidden curriculum” that should be taught but is difficult 

to assess (Hawick, Cleland & Kitto 2017:987). These may be assessed in the clinical skills 

assessments wherein these professional CanMeds standards can be demonstrated by the 

candidates. 

 

The Work-Based Assessment is one approach that can be used to assess the professional 

framework as stipulated in the CanMEDS (Brits, Bezuidenhout & Van der Merwe 2020:5 of 

9). This is because, in the Work-Based Assessment, the assessor will be watching the 

student in their execution of their duties where the approach to patient care can be 
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monitored in real-time. It is important to give feedback to the student at the end of the 

assessment to improve their learning. The work-based assessment approach is not done 

in the MCLA030, thought it would be convenient as this is the bridge between pre-clinical 

and clinical. 

 

2.3 ASSESSMENT PROCESS 

Teachers and policymakers use the assessment process to assess and redefine their 

method of instruction to improve student learning (Kaur, Norman & Nordin 2017:757; Kutlu 

& Kartal 2018:71-72; Lane & Bourke 2019:22). This is because it has been established that 

assessment is not just for grade progression but is also crucial in the design of the 

instruction from the lecturer and learning by the students. This is seen more when applying 

feedback in assessment (Knight, Leigh, Davila, Martin & Krix 2019:1121). 

 

In the assessment process, it is essential to note that the student communities in the 

classroom are not from the same background or the same learning culture. This is because 

of education's internalisation, making education accessible to everyone (Kaur, Norman & 

Nordin 2017:756). As part of a global village, universities receive students from different 

countries and regions with diverse academic backgrounds.  

 

Welch (2000), as cited by Kaur, Norman and Nordin (2017:757), states that: "It would be 

unfair to keep glasses from those that need them and especially unfair to make everyone 

wear glasses: It is my job as a teacher to make sure that everyone gets the help that they 

need, and that help will be different for each student.” This is because, in addition to the 

different educational backgrounds, students have different learning styles. 

 

These different styles are preferences that students and teachers must receive and transmit 

information (Howard, Carver & Lane 1996:227). This does not imply that students and 

teachers may not be able to comprehend other learning styles, but their preferred learning 

style is one that they are most comfortable with. 

 

The styles are, namely:  

• “Active reflective, which means that these learn by doing, 

• Sensing Intuitive, who learn through looking at the facts and the concepts, 

• Visual Verbal, who learn by seeing and hearing, meaning that they use their 

sense of vision and hearing, and 

• Sequential Global, who looks at things in a step-by-step manner and then 

translate to the bigger picture” (Howard, Carver & Lane 1996:228). 
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To evaluate if students have achieved the minimum required grade for the module to be 

promoted, they need to go through an assessment process. This can be done as part of the 

learning process or after the teaching and learning encounter between the teacher and the 

student. 

 

Assessment is classified as formative, assessment for learning, and summative, which is 

an assessment of learning (figure 2.1) (Kutlu & Kartal 2018:73). The conducting of these 

assessments should happen at an opportune time, meaning that the timing should be 

appropriate to improve the students' teaching and learning process (Lynam & Cachia 

2018:225).  

 

 

Figure 2.1 Formative versus Summative Assessment (Mahmud, Yaacob, Ramachandiran, 
Ching & Ismail 2019:26) 

 

2.3.1 Formative Assessment  

Formative assessment has been defined as activities that are taken by both the students 

and the teachers to improve the teaching and learning process (Dixson & Worrell 2016:153). 

An important aspect of this is giving feedback that guides the student in the acquisition of 

knowledge (Adachi, Tai & Dawson 2018:299; Knight, Leigh, Davila, Martin & Krix 

2019:1121). 

 

This kind of assessment is called assessment for learning (Lockyer et al., 2017:611). This 

refers to any assessment whose main aim is to improve the teaching and learning process 

(Alcala, Picos & Pastor 2019:934). The assessment integrated into the teaching and 

• Both are ways to 
assess 

• Questioning 
strategies need to 

be addressed 
• Both need to be 
used to evaluate a 
student effectively 

• Both can be used 
for student 
feedback 

• Assist in future 
lesson planning 
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learning helps the students improve understanding and challenge misunderstanding 

(Reiman & Sadler 2017:725).  

 

In the current era where there is a need to not leave anyone behind in assessment, the 

teachers must adopt assessment principles that will assist the students in passing the 

subject (Dixson & Worrell 2016:153). The Formative Assessment approach is one such 

method that can improve learning and ensure a favourable throughput from the subject 

matter. 

 

As mentioned above, this kind of approach encourages deeper learning (Adachi, Thai & 

Dawson 2018:275; Postareff, Virtanen, Katajavuori & Lindbom-Ylanne 2012:84). Deeper 

learning, as opposed to superficial learning, is about understanding the principles of the 

learned material rather than memorising facts (Postareff et al. 2012: 84). When the 

assessment is linked to the learning outcomes, it encourages the students to apply deeper 

learning in their studies (Postareff et al. 2012:84), further amplified through feedback, peer 

assessment, and self-assessment processes. 

 

The expectation at the end of instruction is that the student should have the skills such as 

interaction skills, information literacy, and problem-solving skills, which they should be able 

to apply in both simple and complex situations (Postareff et al. 2012:84). To achieve the 

above skills, the teaching and assessment practices should change and be aligned to the 

expected outcome of the instruction period. 

 

The best way of using this type of assessment (formative assessment) is to ensure an 

internal relationship with teaching (Reiman & Sadler, 2017:726). Reiman and Sadler 

(2017:726) further explain that this internal relationship means that the teaching and the 

assessment overlap and cannot be separated from each other. Within the teaching and 

learning encounter, the teaching and the assessment should be linked to each other to 

achieve the deep learning that should be achieved. 

 

One of the hallmarks of formative assessment is giving feedback (Lockyer et al., 2017:611). 

Feedback forms part of the extrinsic factors that encourage student learning (Lynam & 

Cachia 2018:225). One method of providing feedback is through self-and peer-evaluation 

(Knight et al., 2019:1121). Peer assessment or evaluation is defined as a process of the 

students making decisions about their own work, whilst peer assessment or evaluation is 

making decisions about their peers' work (Adachi, Tai & Dawson 2018:295). 
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Through the process of giving feedback and providing the extrinsic drive to learn, the 

students will be encouraged to move from a position of being “knowledge consumers” to 

being “knowledge producers” (Lynam & Cachia 2018:224). This will also enable the 

students to air their voice in their learning experience, further increasing their learning 

process, proving that assessment drives learning (Kaur, Norman & Nordin 2017:767). 

 

Therefore, formative assessment is an essential aspect of student learning and should be 

encouraged as part of the delivery of the module. This will enable students to achieve a 

deeper understanding of the learned content and ensure that the learning that happens at 

the end of the module is as intended at the beginning of the module. This will be better 

achieved if the students become part of the assessment process. 

 

In the MCLA 030 module, formative assessments are done by way of MCQ’s which are 

mainly testing the theory. There is usually no feedback that is given to the students, and 

neither is there a revision process for the assessment. The OSCE is part of the summative 

assessment and not the formative assessment. 

 

2.3.2 Summative Assessment 

This kind of assessment is helpful at the end of the module and is therefore important for 

the certification of the student as being competent in the course content (Rolim & Isaias 

2019:1785). This assessment of learning happens at the end of the instruction process and 

is therefore not effective in encouraging learning (Kutlu & Kartal 2018:73).  

 

The summative assessment assesses the students’ understanding of the learned material; 

hence it is mainly done at the end of the module (Dixson & Worrell 2016:156). After sitting 

for this assessment, there is usually no other engagement with the learning material unless 

a final examination must be written (Dixson & Worrell 2016:156). This assessment method 

is thought to promote superficial learning as there is no engagement with the content after 

the assessment process (Lynam & Cachia 2018:223). 

 

However, summative assessment is important as it assists with the student's grading and 

the decision about progression as it gives an accurate idea of the students' knowledge and 

skills (Rolim & Isaias 2019:1785). Traditionally, this used to be just for assessing outcomes 

in a controlled setting, however, it needs to transform to encompass the evaluation of skills 

outside the controlled environment (Lockyer et al., 2017:611), as in a real-life situation 

where patients may not present as well-groomed as things are in a simulation. 
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The element of assessment authenticity is essential in the summative assessment. These 

include:  

• “Realism: which is the linkage of knowledge with everyday living, 

• Contextualism: being able to apply knowledge within situations in a thoughtful 

and analytical way, 

• Problematisation: giving a sense that whatever is learned can be used in 

problem situations" (Villarroel, Bloxham, Bruna, Bruna & Herrera-Seda 

2018:840) 

 

Employers sometimes complain about students' skills learnt from teaching institutions that 

may not be applicable in the work environment (Villarroel et al, 2018:841). Medical students’ 

career starts at the end of a high-stakes assessment, which happens in a controlled 

environment (Rethan, Norcini, Baron-Maldonado, Blackmore, Jolly, La-Duca, 2002:901). It 

is important to realise that what happened during assessment and with actual patients are 

two different scenarios. Further studying actually takes place after they have obtained their 

qualification (Rethan et. al, 2002:902). 

 

The emphasis in the summative assessment should be to ensure that the students have 

achieved the necessary minimum level of expertise to safely practice medicine. The 

achieved level of expertise should be adequate for the students to build on as clinicians, 

which means that the teaching and assessment should be on those practices applicable in 

medicine. The exit-level assessment should ensure that the patient safety and public 

accountability aspects are guaranteed (Tan, Van Schalkwyk, Bezuidenhout & Cilliers 

2016:40) 

 

To ensure that an assessment is relevant and answers the questions according to the exit-

level outcomes, both Bloom’s Taxonomy and the Miller’s Pyramid are important for the 

assessment's theoretical (written) aspects and the practical (clinical skills) aspects 

respectively. The exit level outcomes are those competencies that a learner is expected to 

have at the end of the instruction to show that they have achieved the requirements for the 

qualification (SAQA 2001:22) and, in this regard, the module delivered. 

 

2.3.3 Bloom’s Taxonomy 

Bloom's Taxonomy is defined as an educational framework that classifies the statements 

that are used in the assessment of the students to ensure that the questions are on the 

correct cognitive level (Krathwohl 2002:12). Bloom described the taxonomy as a measuring 

tool in assessment to measure whether the assessment questions are correctly classified 
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 Recall facts and basic concepts 
define, duplicate, list, memorise, repeat, state 

Explain ideas or concepts 
classify, describe, discuss, explain, identify 
locate, recognise, report, select, translate 

Use information in new situations 
execute, implement, solve, use, demonstrate,  

interpret, operate, schedule, sketch 

Draw connections among ideas 
differentiate, organise, relate, compare, contrast,  
distinguish, examine, experiment, question, test 

Justify a stand or decision 
appraise, argue, defend, judge, select, support,  

value, critique, weigh 

Produce new or original work 
design, assemble, construct, conjecture, develop, 

formulate, author, investigate 
Create

Evaluate

Analyse

Apply

Understand

Remember

and on the correct cognitive level for the student (Krathwol 2002:212). 

 

Bloom’s Taxonomy, also called the Taxonomy of Educational Objectives, is a framework 

for classifying thinking according to six cognitive levels (Krathwohl, 2002:212; Sivaranam & 

Krishna 2015:6), these have been updated by Foreman (2010: 47) and presented thus:  

i. “Knowledge – Students recall exactly what they have learned. Verbs to use in 

the questions are identify, recognise, describe etc.,  

ii. Understand – Students must explain ideas or concepts. Verbs to use are 

classified, translate, describe etc., 

iii. Application – This is about applying the knowledge in practice, 

iv. Analysis – Analysing the individual components and their relationship to each 

other, 

v. Evaluation – This is about a review of the work done by looking the internal 

evidence and the external criteria of implementation, and 

vi. Synthesis – This is about producing something knew from the knowledge 

acquired”. 

 

The knowledge and understanding levels are low order cognitive level. The applying and 

analysis are of intermediate order cognitive level, whilst the synthesis and evaluation are of 

high order cognitive level (Sivaranam & Krishna 2015:7). 

 

Anderson and Krathwohl revised Bloom’s Taxonomy in 2001. This change has led to the 

revision of the words used for the different levels from nouns to verbs (Forehand 2010:47). 

The other change that was affected than was the replacement of the evaluate and synthesis 

levels, with synthesis coming first and then evaluation last. The changes are noted in Figure 

2.2 below. 

 

 

 

 

 

 

 

 

 

 

 

Figure 2.2: Bloom's Taxonomy (Armstrong, 2010)  

 



29 

 

 

Performance integrated into practice 
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To ascertain the cognitive level, verbs are used to describe the learning outcomes (Stanny, 

2016:1). Specific verbs are used for specific cognitive levels (Stanny 2016:2), which as a 

result, will make the alignment of the assessment questions to the cognitive level easier by 

using the verb that is associated with the level. The verbs used as shown in Appendix B 

(Unknown, 2020). 

 

2.3.4 Miller’s Pyramid 

The students need to collect, assimilate, and interpret clinical data given by the patient to 

come to a plausible diagnosis (Thampy, Willert & Ramani 2019:1631). As this is an 

expected skill, there is a need to assess this competence. A tool that can be used to assess 

this is Miller’s Pyramid. 

 

Regarding practical skills training, the OSCE is the method of choice. To ascertain the 

cognitive level of delivery for the OSCE, Miller's Pyramid of clinical competence was used 

in this study. Miller's Pyramid is categorised in the following manner:  

• Knows This the base of competence, assessing whether the student knows the 

content.  

• Knows how: This is about an awareness of how to apply knowledge. 

• Shows how: This is about application of knowledge to demonstrate the ability to 

utilise this knowledge in problem-solving. 

• Does: This is about the application of the knowledge in a practice setting 

(Jamieson, Palermo, Hay & Gibsin 2019:274).  

• Jamieson et al. (2019:274) also include the “is” level, which is not readily seen 

elsewhere, this is explained below. 

 

 

 

 

 

 

 

 

 

 

 
 
 
Figure 2.3: Miller's Pyramid 
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The knowns and knows how levels are measured using a questionnaire system using either 

a Likert scale or a questionnaire approach, whilst the does aspect is about the interpretation 

of all the facets of data collection in a clinical situation to come up to a diagnosis (Thampy, 

Willert & Raman 2019:1633). 

 

According to Jamieson et al. (2019:287), the other levels are measured as follows:  

• “The show's level is assessed using the OSCE, performance level evaluation 

and the portfolio of learning (Jamieson et al., 2019:287).  

• The does level is assessed using performance evaluation and the portfolio 

presentation. 

• The is level is about professional identity and is, therefore, assesses personality 

and socialisation". 

 

2.4 GOOD ASSESSMENT 

When planning for assessment, students should not just be spectators watching the 

teacher, but they also need to be a part of the assessment planning (Reiman & Sadler 

2017). Collaborative learning is a process wherein the students are an active part of the 

assessment process to know and understand the relationship between Learning Outcomes 

and the assessment. Assessment is constructive with active, self-regulated learners 

(Reiman & Sadler 2017:725). This is important in ensuring that the students learn what they 

were intended to learn during instruction (Rudland, Lacey, Kenrick & Tweed 2017:81). 

 

Fairness means that the students should not be advantaged or disadvantaged by the 

assessment process, meaning that all students, irrespective of gender or race, should be 

afforded the same opportunity (SAQA 2001:16).  

 

To ensure fairness, it may be important to look at the student profile and their learning styles 

to ensure that none is disadvantaged because of the teacher's approach to teaching. 

Teachers and students have their learning styles, which influence how they transmit and 

receive information (Howard, Carver & Lane 1996:227). The learning styles refer to a 

preference. However, people can adapt to different learning styles. The teacher should be 

willing to use various modalities to teach. 

 

The principle of validity means that the assessment measures what it intends to measure 

(SAQA 2001:17). In the design of assessments, the learning objectives and outcomes are 

classified according to Bloom's cognitive levels. Therefore, the assessment should measure 

the outcome that it is intended to measure (Krathwohl 2002:213). The students need to be 
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made aware of the Learning Outcomes before they even start to engage with the subject 

matter to be aware of what they are expected to learn from the learning encounter. (Kaur, 

Norman & Nordin 2017:758). As mentioned in the introduction, the learning is not limited to 

the classroom but happens even in the communities and other opportunities. 

 

The principle of reliability refers to consistency in assessment (SAQA 2001:18). 

Consistency means that the assessment should yield the same judgement if performed in 

the same or similar context (SAQA 2001:18). This can be better achieved if the curriculum 

is constructively aligned, meaning that the Learning Outcomes, the teaching methods, and 

the assessment should all be aligned (Ismail, Nat Pa, Mohammad & Yusoff 2020:71-72).  

 

Once the Constructive Alignment has been ensured, there needs to be a blueprint of the 

assessment to ensure that what is assessed is intended. As part of the blueprint, the model 

answers should be discussed amongst the teachers to set a standard for the assessment, 

which will be fixed, objective, and not subjective or based on the examiner's view (Orr 

2007:647). 

 

Practicability refers to the practicality of conducting the proposed assessment and getting 

the desired outcome (SAQA 2001:19). This refers to the availability of financial resources, 

facilities, equipment, and the time required to administer the assessment without 

compromising the described Learning Outcomes (SAQA 2001:19). The assessment should 

rather be adapted to suit the situation than being adopted without ensuring that it will fit the 

situation of implementation.  

 

The type of assessment used influences the degree of learning by the students (Lynam & 

Cachia 2018:223). As already pointed out, if the assessment approach is formative, it 

encourages deeper learning (understanding), as students will have to apply their minds as 

they engage with it. It is also imperative to address the misconceptions during the delivery 

of the lesson; something which will help students have the correct understanding of the 

subject matter.  

 

One of the important modalities in this assessment is giving feedback (Adachi, Tai & 

Dawson 2018:295). Feedback can be given by either the teacher or the peers themselves, 

under the teacher's guidance. The feedback is important in ensuring that the students intend 

to comprehend the subject matter. 
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2.5 BLUEPRINTING 

The curriculum of the (ULSoM) is integrated, which implies that more than one department 

offers instruction at any given time in delivering the modules. This is common in higher 

education, where more than one department provides instruction to the same class or 

cohort of students (Er, Rhadhakrishnan & Nadarajah 2018:572).  Therefore, “blueprinting”, 

which includes mapping the assessments in relation to the Learning Outcomes or the 

desired targets, is essential in this regard (Er, Rhadhakrishnan & Nadarajah 2018:572). It 

is a word that is used in architecture and means "a detailed plan of action" (Patil et al., 2015: 

579). This will further assist in allocating resources for the assessment (Er, Rhadhakrishnan 

& Nadarajah 2018:572). Assessment is also defined as "the tail that wags the curriculum 

dog" (Patil, Gosavi, Bannus & Ratnakar 2015:576). It needs to be adequately planned to 

deliver what it is intended to deliver. 

 

Blueprinting is the mapping of the evaluation to achieve congruency between the Learning 

Outcomes and the assessment process (Hamdy 2006:17; Coderre, Woloschunk & 

McClaughlin 2009:322). Blueprinting is essential in ensuring the validity of the assessment, 

which means that the assessment would be assessing that which it intends to (Coderre, 

Woloschunk & McClaughlin 2009:322). A valid assessment is one where there is 

congruency between Learning Outcomes and what is assessed (Patil et al., 2015:577). 

 

In assessment, there is a danger that something that was not taught or not intended for that 

level of study could be assessed (Rudland et al., 2017:81). Therefore, Blueprinting assists 

in creating an assessment map that ensures that all the aspects of the curriculum or the 

module are represented in the assessment (Mokherjee, Chang, Boscardi & Hauer, 

2013:884). This makes the running of the assessment manageable, especially in an 

integrated curriculum, as this will go as far as determining the distribution of questions and 

the distribution of questions according to the expected cognitive levels (Rudland et al., 

2017:82). 

 

Blueprinting also assists in planning the assessment and the allocation of resources that 

would be required for it (Coderre, Woloschunk & McClaughlin, 2009:322). If done correctly, 

this would also assist in all aspects of the course design, which would benefit both the 

teacher and the student (Coderre et al., 2009:324). 

 

Proper blueprinting considers the verbs used in the Learning Outcomes, which assist in 

interpretation in relation to Bloom's Taxonomy, to design the items that form the assessment 

(Wondga, 2016:24). Wondga (2016:25) further states that the cognitive levels in the 
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assessment blueprint should be discussed with faculty for the sake of consensus and 

fairness in the assessment process. 

 

In line with the above, a properly designed blueprint should take into consideration the 

institutional milestones in terms of the unfolding of the curriculum (Mokherjee et al., 

2013:86-7). These milestones are meant to detail the medical school learning experience 

of a student from when they begin with their training to the end, when they get certified to 

practice (Mokherjee et al., 2013:87), this therefore requires that the institution should have 

detailed Learning Outcomes at every level of training which the blueprint should be closely 

aligned to (Mokherjee et al., 2013:87). 

 

2.6 CLINICAL TEACHER 

The medical education approach has evolved over time from a teacher-centred approach 

to a student-centred approach (Harden & Crosby 2000:334). At the same time, the 

assessment approach has changed with the development of simulation training. A practical 

examination such as the OSCEs is now standard practice in most medical schools (Harden 

& Crosby 2000:334-341).  

 

The roles of the teacher have therefore been defined by Harden and Crosby (2000:334-

341) as an information provider, role model, facilitator, assessor, and planner. Harden and 

Crosby further provide explanations for each of the roles as discussed below:  

i. Information provider: This is about the teacher providing information to the 

students. In the traditional approach, the teacher was regarded as the expert, 

whilst the students were empty vessels waiting for the teacher to feed them with 

knowledge. This approach has since been challenged through the Student-

Centred Approach as the teacher is now only regarded as a facilitator of 

knowledge. The information giving happens in the ward-based teaching, where 

the teacher teaches the students the practical approaches to patient care, 

including history taking, clinical examination, and clinical reasoning in coming 

up with a diagnosis. 

ii. Role model: Most students learn from what the teacher does more than what 

the teacher says. As a result, teachers need to be careful of how they behave 

in front of their students, as students will most probably emulate them. The 

students appreciate a teacher who is enthusiastic about their work, practices 

Patient-Centred Care and loves their patients. 

The teacher is expected to be a role model in their teaching practices in this 

role. They can describe their thought processes in the approach to a sick patient 
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and the process of clinical reasoning to get to a diagnosis. 

iii. The facilitator: This is the teacher's role in ensuring that students learn what 

they are supposed to learn. The teacher guides the student towards acquiring 

knowledge. Also linked to this role is the mentorship role, whereby students are 

assisted to see the bigger picture of their learning and help to deal with its 

challenges. 

iv. The assessor: Teaching without assessing is like cooking without tasting. The 

teacher needs to be competent in assessment approaches. Assessment is an 

aspect of the teaching process that helps students understand the course 

content better.  

As part of the assessment role, the teacher should assess the curriculum of 

learning to ensure that it is appropriately suited to enable students to learn what 

they are supposed to learn. 

v. The planner: The teacher is expected to be part of the curriculum planning team. 

They should be able to plan their own module and ensure that it is in line with 

the requirements of the curriculum. In some instances, some modules may not 

relate to the curriculum needs if not properly aligned, hence the teacher is 

expected to be able to ensure alignment. 

vi. Resource planner: The students spend much more time with the learning aids 

and their workbooks than with the teachers. The teacher should provide the 

students with the material that will assist them in their acquisition of knowledge. 

These resources include learning materials which could be placed online, and 

study guides (Harden & Crosby 2000:334-341). 

 

In the case of summative assessment approaches, learning is superficial as this test what 

the students have learned, which is done at the end of the learning period. This is further 

confirmed by Lynam and Cachia (2018:223) who further state that Summative Assessment 

encourages superficial learning whilst Formative Assessment leads to deep learning.  

 

2.7 CONCLUSION 

Assessments are an important way of ensuring that students learn what they are supposed 

to learn. It is important to produce objective proof of the students' knowledge and skills, 

which is especially important for promoting the student to the next level. This is supported 

by Pienaar, Wolvaard, Cilliers and Burch (2019:83), who pointed out that assessment helps 

ascertain the impact of educational experience on student learning. 

 

The module to be assessed should be constructively aligned within itself, meaning that the 
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learning outcomes, the learning opportunities, and the assessment should be in sync with 

each other (Postareff et al. 2012:84). To achieve the desired outcomes, the assessment 

must be authentic. An authentic assessment wherein the teacher assesses what the 

students need to learn as described in the Learning Outcomes (Rudland, Lacey, Kenrick & 

Tweed, 2017:81). This can be achieved through blueprinting (Er, Rhadhakrishnan & 

Nadarajah, 2018:572) the constructively aligned curriculum.  

 

Both the formative (assessment for learning) and the summative assessment (assessment 

of learning) should be conducted to produce the required results, which are related to the 

learning outcomes and the exit-level requirements for the module. 

In the next chapter, Chapter 3, the researcher wrote a publishable article on the research 

findings.  

 

 



 

 

CHAPTER 3  

PUBLISHABLE ARTICLE 1: A VIEW ON ASSESSMENT: MBCHB 3 CLINICAL SKILLS 

AT THE UNIVERSITY OF LIMPOPO 

 

This article was prepared according to the author guidelines for the African Journal of Health 

Professions Education (AJHPE) (cf. Appendix F) 
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ABSTRACT 

 

Introduction 

Medical education aims to produce competent professionals who will be safe to practice the 

art of medicine. The learning outcomes are meant to guide both the teachers and the 

students regarding what is supposed to be learned. Therefore, it is important to ensure that 

the assessment is well aligned to the learning outcomes to ensure that the students are 

assessed on what they are supposed to learn. This study looked at the assessment 

practices at the 3rd level skills module at the University of Limpopo. 

 

Methods  

This was a desktop analysis of the documents used in the design of the assessment of the 

MCLA 030 module. These included the learning guides, the learning outcomes, the MCQ 

paper and the OSCE paper. These were evaluated using the validated rubric from the UFS’ 

division of health professions education, as shown in tables 1 and 2 for the module 

evaluation and the assessment evaluation. 

 

Results  

The MCQs had 83% outcomes alignment and 0% alignment to Bloom’s Taxonomy, whilst 

the OSCE had 58% alignment to the topic with 50% alignment to Miller’s Pyramid. 

 

Conclusion 

The assessment was poor aligned to the learning outcomes and both Bloom’s taxonomy 

and Miller’s pyramid for both the MCQ and the OSCE papers, respectively. This suggests 

a poor understanding of assessment and alignment with the Learning Outcomes at the 

ULSoM. 
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INTRODUCTION 

 

Background 

The University of Limpopo’s School of Medicine (ULSoM) is the ninth medical school in 

South Africa, offering the MBChB degree. The ULSoM received accreditation in 2014, with 

the first group of students commencing in 2016. The group that started with the programme 

is currently (2021) doing their final year of study at the same University. The teachers' 

training as part of the ULSoM were workshops conducted by the University of the 

Witwatersrand and the University of Cape Town. 

 

The MBChB degree lies at a National Qualification Framework (NQF) level 8. The outcomes 

for this level include the ability to access, store and apply theoretical content relevant to the 

profession. The student should show competency in problem-solving skills, ethical decision 

making, and professional practice.[1] This study was meant to assess the degree to which 

the assessments are aligned to the learning outcomes as designed for the level of study. 

 

This study was conducted in the ULSoM third-year Clinical Skills Module. The assessment 

at this level of study includes both the multiple-choice questions (MCQ) and the Objective 

structured clinical examination (OSCE). To assess the above, both the Blooms taxonomy, 

which assesses the cognitive level by looking at the verbs used[2] and Miller’s pyramid, 

which looks at the expertise in applying the theory[3] respectively.  

 

OBJECTIVES 

Medical education assessment has changed in recent years because of student profiles 

and emphasis on competent medical school graduates. This study evaluates the 

relationship between Learning Outcomes and student assessment. Valid assessments 

measure what is intended to be measured.[4] 

The theoretical paper is evaluated using Bloom’s Taxonomy as a reference.[5] The 

Learning Outcomes are classified according to Bloom’s Taxonomy levels, and the 

assessment questions are compared to ascertain if they are on correct levels. This assists 

in finding out if the educators can relate the Learning Outcome to the assessment 

requirement. 

 

To achieve the aim of this study, the objectives were formulated as follows: 

i. To contextualise and conceptualise assessment in medical education. This 

objective was addressed using a comprehensive literature study to clarify all the 

concepts. 
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ii. To contextualise and conceptualise assessment in the module itself. This was 

done through a Document Analysis and blueprinting (making use of a tick 

sheet); and 

iii. To review individual assessment papers in the module, through a verified rubric. 

The skills or OSCE paper is evaluated using Miller’s Pyramid since the paper assesses the 

students’ practical skills. The Learning Outcomes and the assessment question are 

classified according to the pyramid and congruence evaluated accordingly. 

 

RESEARCH METHOD AND DESIGN 

Kothari (2004) defines research design as the conceptual structure wherein research is 

conducted.[6] It constitutes the blueprint for collecting, measuring, and analysing data. The 

method and design used are explained under the subsections.  

 

Method 

The study was conducted using document analysis, a systemic procedure for reviewing or 

evaluating documents.[7] This intensive study method produces detailed descriptions of a 

single phenomenon, event, organisation, or program.[22] It requires that data be examined 

and interpreted to elicit meaning, understanding and subsequently develop empirical 

knowledge.[7] 

 

This study looked at the summative assessment of the MCLA030 module at the ULSoM. 

The assessments conducted were in the form of an MCQ and an OSCE. Both were 

evaluated individually to ascertain assessment validity.  The authors used a rubric of the 

UFS for mapping the module and assessments. Tables 3.1 and 3.2 are examples of the 

rubric used for mapping and evaluating 

 

Setting 

The study was done at the ULSoM, looking at the assessment practices in the CSM. The 

evaluated module is offered in the third year of study. 

 

Design 

Document Analysis is particularly applicable to qualitative case studies and has been used 

as part of qualitative research for many years.[7] The documents used in the assessment of 

students were analysed, including the Learning Outcomes, question papers and 

memoranda. The documents that were used in this study are: 

- Multiple-Choice Questions (MCQ) paper,  

- The Objective Structured Clinical Exam (OSCE) paper, and  
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- Policy documents that explain how the assessment is to be conducted, which 

included the South African Qualification Authority (SAQA) documents and the 

Health Professions Council of South Africa (HPCSA)  

 

Procedure 

The procedure followed during analysis was as follows: 

The Learning Outcomes were tabulated using the validated tool from the University of 

Free State’s Division of Health Sciences Education. The questions were listed and 

evaluated against the Learning Outcomes to ascertain congruency between the Learning 

Outcomes and questions and then compared to Bloom’s Taxonomy levels. 

 

Table 3.1: Module Blueprinting Rubric 

Learning 
Outcome 

Theme Assessment Written 
(MCQ) 

Assessment OSCE 

    

    

 
Table 3.2: Assessment Blueprinting Rubric 

Questions Type of 
question 
(MCQ, essay) 

Action verb 
used in 
question 

Bloom’s 
Taxonomy 
level/s 

Outcome 
linked to 

Theme linked 
to 

1.1      

1.2      

2      

 

To ensure quality of the study which is the degree of confidence in data, interpretation and 

the methods used to ensure the quality of a study, [8] the following elements were addressed 

as explained below, looking at credibility, transferability, dependability and conformability: 

 

Credibility 

To ensure that the results are credible, the authors have detailed all the steps followed in 

the evaluation process. Shenton[9] and Connelly[8] recommend that one of the ways to 

ensure credibility is to allow for peer review of the research process and accommodate 

comments and suggestions to a proposed study project – something which the current 

authors did throughout the study.  

 

Transferability 

Shenton[9] and Connelly[8] express that since the findings of a qualitative project are specific 

to a small number or particular environment and individuals, it may be impossible to 

demonstrate that the findings and conclusions apply to other situations and populations. 

Shenton [9] further points out that it is the researcher’s responsibility to detail information 

from the study processes to enable the reader to identify similarities between their situation 
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and the research. The details of the study, including the tick sheets and rubrics used, will 

be availed to enable the reader to ascertain if the findings can be applied to their situation.  

 

Dependability 

To ensure the dependability of the outcome, a researcher should detail every process 

followed in conducting the study. This will enable other researchers to know which steps to 

follow to obtain the same results. 

 

Confirmability 

Confirmability measures the extent to which the study results are based on actual findings 

and not the researcher’s perceptions.[9] The authors have identified and subsequently 

engaged someone not actively involved in the process to review their stance.  

 

RESULTS 

 

MCQ 

The MCQ paper consisted of 100 questions, where the students were expected to choose 

the correct answer out of five options. They were compared with Bloom’s Taxonomy levels 

to see alignment with the Learning Outcome, as shown in Appendix A1. Appendix A2 shows 

how the data were collected and analysed, whilst Appendix B shows the interpretation of 

the action verbs within the Bloom’s Taxonomy. This paper was written in 2019 by the second 

group of students to join the ULSoM. 

 

The results indicated that all the questions in the MCQ were at Bloom’s level one, 

knowledge. In 86% of the questions, there was no action verb used. In 14% of questions, 

the verbs were either select (4%), choose (6%) and identify (4%), this is shown in figure 5. 

The verbs are important in determining the weighting of the learning outcomes, which 

translates to the interpretation according to the Bloom’s taxonomy [27]. 

Regarding alignment to the Learning Outcomes, 17% of questions were not aligned to 

the Learning Outcomes. The Learning Outcome: Apply the theoretical knowledge in a 

clinical environment, had 83% alignment, although it was not pegged at the correct Bloom’s 

Taxonomy level as the outcome is for application, and the questions were only on the 

knowledge level shown in figure 5. 

 

There was technically no alignment to the Learning Outcome in the MCQ assessment as 

Bloom’s Taxonomy levels were different, one being the first level of knowledge whereas it 

was supposed to be the third level of application. 
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Figure 4: Representation of themes and alignment to learning outcomes 

 

OSCE 

The OSCE questions were evaluated the same way as the MCQ, although against Miller’s 

Pyramid of clinical assessment. The authors assessed twelve (12) OSCE stations.  

Out of the 12 questions in the OSCE, 8 (67%) were testing clinical skills, 3 (25%) were 

Multiple-Choice Questions, and 1 (8%) was an extended matching question. Regarding 

alignment with Miller’s Pyramid of assessing clinical skills, 4 (33%) of the questions lies at 

the first level of knows and knows how, and 8 (67%) were at the show how level.  

 

Regarding alignment with Learning Outcomes, 5 (42%) of the questions do not align to any 

Learning Outcome, whilst 7 (58%) aligned to one of the three outcomes. These outcomes 

are practice skills to work with patients, including history taking (25%), Outlining the 

management/treatment plan of the presenting illness (17%), and performing a physical 

examination within the confines of a primary care setting (17%). 

  

Of the five that did not align with any Learning Outcome, 3 (60%) were at the correct Miller’s 

Pyramid level, whilst 2 (40%) were not. According to Miller’s Pyramid of clinical assessment, 

three (43%) of the seven aligning to a Learning Outcome were correct.  
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DISCUSSION 

The act of instruction may be conceptualised as having four elements. These elements are 

Learning outcomes, learning resources; teaching and learning activities; and 

Assessment.[10] Those elements should be aligned for the teaching process to be effective 

and efficient. Joseph and Juwah bring up the question that Biggs (2002) asked about what 

the teacher wants the students to learn at the end of the instruction[11]. The study’s main 

objective was to look at the assessment practices by evaluating the relationship between 

the learning outcomes and the students’ assessment within the MCLA030 module at the 

UL. In essence, this was looking at a modified constructive alignment analysis as it lacked 

two of the components in the elements by Parskevius, which are learning resources and 

teaching and learning activities. 

 

For an assessment to achieve the desired goal, the principles of good assessment should 

be followed: fairness, validity, reliability, and practicability[1]. Fairness is about the 

assessment affording an equal opportunity to all that take it irrespective of race or gender. 

Validity refers to the assessment measuring what it intends to measure, meaning that the 

learning outcomes are what is assessed in the assessment process.  

 

Reliability means that the assessment is consistent in that it yields the same results in the 

same or similar context. Practicability refers the practicality of conducting the assessment 

and achieve the desired outcome. The practicability refers to the financial and logistical 

preparations for the assessment. 

 

The assessment in the MCLA030 at the ULSoM showed varying degrees of validity. The 

MCQs offered 83% alignment to the learning outcomes, and even though the evaluation 

questions aligned with the topic of the assessment, they did not align with the difficulty index 

of Bloom’s Taxonomy. The OSCE assessment fared better than the MCQ as it showed 50% 

alignment to the learning outcomes. The identified fault in the OSCE was that some of the 

questions were not practical questions but rather MCQ and Extended matching questions 

(EMQ). 

 

Based on this study, the students are not assessed on what they are supposed to know, as 

indicated in the learning outcomes. Seventeen percent (17%) of the MCQs and 42% of the 

OSCE were not aligned to any Learning Outcome. Adachi, Tai and Dawson supported 

training in assessing feedback practices amongst teachers and students.[12] They noted that 

there is a need to train the teachers as part of Capacity Building to ensure uniformity in the 

approach to assessment. 



45 

 

 

The problems outlined with question alignment raise whether the assessors blueprinted the 

module before compiling the assessment. Blueprinting is the assessment mapping to 

achieve congruency between the learning outcomes and the assessment process. [13,14] This 

process ensures the validity of the assessment. 

 

The task of blueprinting is to analyse the learner outcomes in a programme of studies and 

construct an assessment tool to measure student proficiencies based on those outcomes.[15] 

The study's outcome raises the question of whether the learning outcomes were used to 

come up with the assessment that aims to assess competence in those. 

 

Another issue that can be raised in the interpretation of the results is the question of whether 

the teachers saw a lack in the objectives and decided to add new information. That addition 

according to the council on higher education (CHE), should be ratified if it is more than 50% 

of the original curriculum.[16] 

 

The conclusion that can be made based on the above observations is that the assessment 

within the MCLA030 module at the ULSoM was not valid as it did not measure what it was 

intended to, based on the non-alignment between the evaluation and the Learning 

Outcomes. 

 

ETHICAL CONSIDERATIONS 

The University of the Free State ethically approved the research (UFS-

HSD2019/1871/2104), while the University of Limpopo approved as gatekeepers. The 

Registrar of the University of Limpopo permitted using the module guide and Summative 

Assessment questions with their memoranda as data for the study.  

 

Potential benefits and hazards 

The study will benefit the ULSoM as it will give a baseline of the level of understanding of 

assessment amongst the staff members. Because of there being no involvement of human 

participants, no hazards were envisaged. 

 

Data protection 

The principal author stored all the data on his password-protected laptop with a backup on 

an external hard drive kept in a safe place. The supervisor also kept the copies that were 

sent to them for review in a password protected device. However, the duty to ensure that 

the data was available when required was with the principal author. 
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Practical implications 

This study shows the levels of expertise concerning assessment at the ULSoM’s MCLA030 

module and has provided an objective baseline for the intervention required from the 

university management. 

 

Limitations of the study 

The authors only appraised the MCQs and OSCE, but it would be of value to assess all the 

assessments conducted in the module. Another limitation is that the students’ answer 

sheets and the memorandum were not evaluated to gain more insight into the module's 

assessment process. These would have assisted in the professional attributes per the 

HPCSA guide on CanMEDS.[17] 

 

RECOMMENDATIONS 

Students want to excel in their studies, and when there is no alignment, it influences the 

success rate of students. This could result in the students being asked elementary 

questions that are not at the desired level or being asked tough questions. Accordingly, it 

would be valuable if the ULSoM creates an assessment module for their educators to obtain 

basic knowledge and understanding of assessment principles and their implications, as 

supported by Postareff, Virtanen, Katajavuori and Lindblom-Ylänne[25]  who recommends 

that educators be taught the value and reason for assessments.  

 

CONCLUSION 

The current assessment practice in the ULSoM’s MCLA030 module is not well aligned to 

the Learning Outcomes. The students are not assessed on what they are intended to learn 

at the end of the instruction. There is a need for formal educator training on assessment 

principles and processes.  
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CHAPTER 4  

GENERAL DISCUSSION AND OVERVIEW 

 

During the training of medical professionals, there is a need to ensure that the trained 

product is competent in medical knowledge, clinical skills, and application (Wass, Van der 

Vleuten, Shatzer & Jones 2001:945). Another vital competence expected of the graduates 

is the professional attributes expressed in the CanMEDS (HPCSA, 2014). 

 

The multiple-choice questions are helpful in assessing theoretical knowledge whilst the 

OSCE is useful for assessing clinical skills (Wass et al., 2001:946). A skills assessment 

assesses what the student “can do” rather than what the student knows hence it is done 

through an OSCE assessment. For an OSCE to be reliable, it should have a minimum of 

10 stations (Wimmers & Schauer, 2017:79). In this assessment, the total number of the 

stations were 12, which were two above the minimum required. 

 

After the training, the students’ competence must be evaluated, something which is done 

through formative and summative assessments. The formative assessment is used during 

the delivery of the module to enhance learning; hence it is called assessment for learning. 

The summative assessment follows at the end of the module.  

  

The ULSoM took their first cohort of students in 2016. This group is currently in their final 

year of study. The researcher noted a gap in the MCLA 030 teacher’s ability to align the 

learning outcomes to the assessment process. This could be attributed to that these 

teachers have not had any formal training in assessment principles. This study is designed 

to evaluate the assessment knowledge of the teachers involved with the delivery of the 

Clinical Skills Module in the third year of study at the ULSoM. The rationale for doing this is 

to have a baseline knowledge of assessment among the teachers that are part of the MCLA 

030 module so that an appropriate Capacity Building approach may be designed for them.   

 

The evaluated module is a module in the third year of clinical skills with a course code 

MCLA030. The researcher assessed the Summative Assessment for the study. The study 

results revealed poor alignment between the Learning Outcomes and the assessment. In 

the MCQ paper, only 83% of the questions aligned to the topic of the Learning Outcomes; 

however, there was no alignment with Bloom's Taxonomy levels expected of an assessment 

of this level. This is indicative of a poor understanding of the assessment process and 

cognitive alignment necessary on an assessment on this level.  
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The results also raise the question of whether blueprinting of the module was done for 

assessment. Of the 83% of MCQs aligned to Learning Outcomes in the evaluation, only 

one Learning Outcome was represented. To map an evaluation, blueprinting is vital in any 

module, but especially in multi-disciplinary modules or where the module has many topics 

to be covered (Coderre, Woloschunk & McClaughlin 2009:322). 

 

In the OSCE exam, eight out of 12 stations were clinical skills questions. The remaining four 

were MCQ and extended matching questions without application. This indicates little 

comprehension of what a clinical exam is. An OSCE is a versatile clinical exam that aims 

to test a student's competence in clinical skills (Zayyan 2011:219).  

 

Of the OSCE questions, 58% aligned to a Learning Outcome, and there was 43% alignment 

to the Miller's Pyramid level for an OSCE, which is "Shows how". Of the 42% of the 

questions not aligned to any Learning Outcome, there was a 60% alignment to the Miller's 

Pyramid level of "Shows how". Based on the results, it is evident that the assessment was 

not valid as it did not measure the intended outcomes. The 17% non-alignment evidence 

this to the Learning Outcomes in the MCQ and the 42% non-alignment in the OSCE. 

Students were assessed on topics not stipulated in the Learning Outcomes. 

 

This outcome suggests poor knowledge and understanding of the assessment processes 

at the ULSoM. A study by Adachi, Tai and Dawson (2018:304) has shown that teachers 

need to undergo formal training in assessments as it introduces commonness in the 

assessment approach, leading to the proper delivery of assessments.  

 

Since the School of Medicine is still new, there is a need to emphasise the capacitation of 

the teachers for them to be able to enhance students learning. If the teachers are not 

empowered with knowledge, their instruction and assessment products may not suit their 

responsibility after the training. Someone once said, "the mistakes of health professionals 

are seen in the graves", which means poor training might cause patients to die. It is of 

utmost importance that lecturers in the MBChB programme be encouraged to complete an 

assessment module at an accredited institution.  

 

4.1 CONCLUSION 

In the next chapter, Chapter 5, the researcher discusses the limitations and 

recommendations of the study.  

 

 



 

 

CHAPTER 5  

CONCLUSION, RECOMMENDATIONS AND LIMITATIONS OF THE STUDY 

 

5.1 INTRODUCTION 

In this study, the researcher addressed the research question: "what is the current 

assessment practice within the MBChB 3 curriculum at the University of Limpopo's School 

of Medicine?" This chapter aims to provide a synopsis of the study and make 

recommendations on the study's findings.  

 

5.2 OVERVIEW OF THE STUDY 

This study indicated a poor understanding of the assessment process at the ULSoM. 

Students were evaluated on topics they were not expected to know as part of their Learning 

Outcomes. There might be a reason for the deviation from the Learning Outcomes, an 

example being that some crucial topics were omitted from the curriculum. The staff had to 

affect these. Amendments in the curriculum which are more than 50% of the original 

curriculum must be done formally and communicated to the Council on Higher Education 

(CHE, 2012). All parties involved in teaching the curriculum must be notified of changes.  

 

There is a strong need for formal training at ULSoM on teaching, learning and assessment 

to learn the correct assessment practices. There is also a need to have a unit within the 

ULSoM established and designed to ensure the quality of evaluations and support lecturers 

with question formulation and assessment principles. The establishment of the said unit has 

always been a recommendation by the HPCSA in the accreditation visits. Attendance to the 

teaching, learning and assessment training should be made mandatory to all the staff 

teaching students. 

 

5.3 LIMITATIONS 

The researcher recognises the following limitations in the study: 

• The study was commissioned just before the first Covid-19 wave, making accessing 

the data challenging since the country was locked down. The challenge was 

acquiring the gate-keeper permission from the University of Limpopo and receiving 

the data from the ULSoM. 

 

• The researcher had to juggle being a first-line worker at the heat of the Covid-19 

outbreak, a lecturer at the ULSoM and a student at the University of Free State 

(UFS). This resulted in the slowed-down rate of the collection, interpretation and 

analysis of the data. The researcher also struggled to access the library because of 
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bursary problems. The limited access to the university because of Covid-19 

restrictions enhanced this problem.  

 

• The study focused only on one module within the MBChB curriculum at the ULSoM. 

It would be of value to evaluate the assessment practices of other modules within 

the School of Medicine to see whether they comply with expected assessment 

principles. Further evaluation of the remaining modules might be of value.  

 

5.4 CONTRIBUTION AND SIGNIFICANCE OF THE STUDY 

This study contributed to the body of knowledge regarding assessment principles at the 

School of Medicine, University of Limpopo. The research made a valuable contribution by 

recommending an assessment course for all educators in the ULSoM.  

 

5.4.1 Recommendations and future studies 

The researcher wants to recommend a duplication of the same study for the other modules 

within the ULSoM to assess if these findings only apply to one department or not. This will 

assist in forming a baseline knowledge within the school to design an appropriate 

intervention. In addition to the duplication of the same study in other modules, another study 

that looks at the training of the academic staff on teaching, learning and assessment is 

recommended. 

 

5.5 CONCLUDING REMARKS 

Assessment of students is an integral part of the curriculum at universities. Assessors 

assess students' progress. That is why that needs to be conducted according to standard 

principles designed to measure the outcomes it is supposed to measure. Assessment must 

be clearly defined and executed according to appropriate assessment methods.  
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its publisher HMPG on matters relating to the 
journal or associated publications. Queries 
with regard to privacy may be directed 
to publishing@hmpg.co.za. 
  
Ethnic/race classification 
Use of racial or ethnicity classifications in 
research is fraught with problems. If you 
choose to use a research design that involves 
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ensure that the categories you describe are 
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classified as reported by the patient (self-
identifying) or as perceived by the 
investigators. Please note that it is not 
appropriate to use self-reported or 
investigator-assigned racial or ethnic 
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Continuing Professional Development 
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AJHPE is an HPCSA-accredited service 
provider of CPD materials. Principal authors 
can earn up to 15 CPD continuing education 

units (CEUs) for publishing an article; co-
authors are eligible to earn up to 5 CEUs; and 
reviewers of articles can earn 3 CEUs. Each 
month, AJHPE also publishes a CPD-
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academic content of the journal. Successful 
completion of the questionnaire with a pass 
rate of 70% will earn the reader 3 CEUs. 
Administration of our CPD programme is 
managed by Medical Practice Consulting. To 
complete questionnaires and obtain 
certificates, please visit MRP Consulting 
  
Manuscript preparation 
Preparing an article for anonymous review 
  
To ensure a fair and unbiased review process, 
all submissions are to include an anonymised 
version of the manuscript. The exceptions to 
this requirement are Correspondence, Book 
reviews and Obituary submissions. 
  
Submitting a manuscript that needs additional 
blinding can slow down your review process, 
so please be sure to follow these simple 
guidelines as much as possible: 
• An anonymous version should not contain 

any author, affiliation or particular 
institutional details that will enable 
identification. 

• Please remove title page, 
acknowledgements, contact details, funding 
grants to a named person, and any running 
headers of author names. 

• Mask self-citations by referring to your own 
work in third person. 

  
General article format/layout 
Submitted manuscripts that are not in the 
correct format specified in these guidelines will 
be returned to the author(s) for correction prior 
to being sent for review, which will delay 
publication. 
 
General: 
• Manuscripts must be written in UK English 
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• The manuscript must be in Microsoft Word 

or RTF document format. Text must be 1.5 
line spaced, in 12-point Times New Roman 
font, and contain no unnecessary formatting 
(such as text in boxes). Pages and lines 
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• Please make your article concise, even if it 
is below the word limit. 

• Qualifications, full affiliation (department, 
school/faculty, institution, city, country) and 
contact details of ALL authors must be 
provided in the manuscript and in the online 
submission process. 

• Include sections on Acknowledgements, 
Conflict of Interest, Author Contributions 
and Funding sources. If none is applicable, 
please state ‘none’.  

• Abbreviations should be spelt out when first 
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'intravenous (IV)' or 'Department of Health 
(DoH)'. 
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• Numbers should be written as grouped per 
thousand-units, i.e. 4 000, 22 160. 

• Quotes should be placed in single quotation 
marks: i.e. The respondent stated: '...' 

• Round brackets (parentheses) should be 
used, as opposed to square brackets, which 
are reserved for denoting concentrations or 
insertions in direct quotes. 

 
If you wish material to be in a box, simply 
indicate this in the text. You may use the table 
format –this is the only exception. Please DO 
NOT use fill, format lines and so on. 
  
Preparation notes by article type 
  
Research 
Guideline word limit: 3 000 words (excluding 
abstract and bibliography) 
Research articles describe the background, 
methods, results and conclusions of an 
original research study. The article should 
contain the following sections: introduction, 
methods, results, discussion and conclusion, 
and should include a structured abstract (see 
below). The introduction should be concise – 
no more than three paragraphs – on the 
background to the research question, and 
must include references to other relevant 
published studies that clearly lay out the 
rationale for conducting the study. Some 
common reasons for conducting a study are: 
to fill a gap in the literature, a logical extension 
of previous work, or to answer an important 

question. If other papers related to the same 
study have been published previously, please 
make sure to refer to them specifically. 
Describe the study methods in as much detail 
as possible so that others would be able to 
replicate the study should they need to. Where 
appropriate, sample size calculations should 
be included to demonstrate that the study is 
not underpowered. Results should describe 
the study sample as well as the findings from 
the study itself, but all interpretation of findings 
must be kept in the discussion section. The 
conclusion should briefly summarise the main 
message of the paper and provide 
recommendations for further study. 
• May include up to 3 illustrations or tables. 
• A max of 20 - 25 references 
  
Structured abstract 
• This should be no more than 250 words, 

with the following recommended headings: 
o Background: why the study is being done 

and how it relates to other published work. 
o Objectives: what the study intends to find 

out 
o Methods: must include study design, 

number of participants, description of the 
research tools/instruments, any specific 
analyses that were done on the data. 

o Results: first sentence must be brief 
population and sample description; outline 
the results according to the methods 
described. Primary outcomes must be 

described first, even if they are not the most 
significant findings of the study. 

o Conclusion: must be supported by the 
data, include recommendations for further 
study/ actions. 

o Please ensure that the structured abstract is 
complete, accurate and clear and has been 
approved by all authors. It should be able to 
be intelligible to the reader without referral to 
the main body of the article. 

o Do not include any references in the 
abstracts. 
 
Scientific letters/short reports 
These are shorter length, scholarly research 
articles of no more than 1500 words. Single-
institution, and/or studies with sample sizes 
<100 are better submitted as short reports. 
 
Guideline word limit: 1 500 words 
• Abstract: Structured, of about 250 words, 

with the following recommended headings: 
Background, Objectives, Methods, Results, 
and Conclusion. 

• May include only one illustration or table 
• A maximum of 8 references 
  
Forum articles 
Are personal opinion pieces that address an 
area in health professions education that 
would be of interest to the readership. Forum 
pieces while reflecting the authors personal 
views, should be scholarly, and arguments 
well-supported. 



 

 

 

• They should not exceed 1000 words 
• Up to 5 references are allowed. 
  
Short communications 
Are very brief articles that share work in 
progress, lessons learnt or innovations in 
medical education. 
• They should be no more than 500 words in 

length 
• A maximum of 3 references, and 1 table or 

figure. 
• Short Communications should be structured 

under the following headings: Why was the 
idea necessary (Problem), What was tried 
(Approach) and What were the lessons 
learnt (Outcomes). 

 
 
Correspondence (Letters to the Editor) 
Guideline word limit: 400 words 
Letters to the editor should relate either to a 
paper or article published by the AJHPE or to 
a topical issue of particular relevance to the 
journal’s readership 
• May include only one illustration or table 
• Must include a correspondence address. 
  
Obituaries 
Guideline word limit: 400 words 
Should be offered within the first year of the 
practitioner’s death, and may be accompanied 
by a photograph. 
  
Illustrations/photos/scans 

• If illustrations submitted have been 
published elsewhere, the author(s) should 
provide evidence of consent to republication 
obtained from the copyright holder. 

• Figures must be numbered in Arabic 
numerals and referred to in the text e.g. 
'(Fig. 1)'. 

• Each figure must have a caption/legend: 
Fig. 1. Description (any abbreviations in full). 

• All images must be of high enough 
resolution/ quality for print. 

• All illustrations (graphs, diagrams, charts, 
etc.) must be in PDF form. 

• Ensure all graph axes are labelled 
appropriately, with a heading/description 
and units (as necessary) indicated. Do not 
include decimal places if not necessary e.g. 
0; 1.0; 2.0; 3.0; 4.0 etc. 

• Each image must be attached individually as 
a 'supplementary file' upon submission (not 
solely embedded in the accompanying 
manuscript) and named Fig. 1, Fig. 2, etc. 

  
Tables 
• Tables should be constructed carefully and 

simply for intelligible data representation. 
Unnecessarily complicated tables are 
strongly discouraged. 

• Large tables will generally not be accepted 
for publication in their entirety. Please 
consider shortening and using the text to 
highlight specific important sections, or offer 
a large table as an addendum to the 

publication, but available in full on request 
from the author. 

• Embed/include each table in the manuscript 
Word file - do not provide separately as 
supplementary files. 

• Number each table in Arabic numerals 
(Table 1, Table 2, etc.) consecutively as 
they are referred to in the text. 

• Tables must be cell-based (i.e. not 
constructed with text boxes or tabs) and 
editable. 

• Ensure each table has a concise title and 
column headings, and include units where 
necessary. 

• Footnotes must be indicated with 
consecutive use of the following symbols: * 
† ‡ § ¶ || then ** †† ‡‡ etc. 

  
Do not: Use [Enter] within a row to make ‘new 
rows’: 
  
Rather: 
Each row of data must have its own proper 
row: 
  
Do not: use separate columns for n and %: 
  
Rather: 
Combine into one column, n (%): 
  
Do not: have overlapping categories, e.g.: 
  
Rather: 
Use <> symbols or numbers that don’t overlap: 
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 1949: Date of decision (or when the case 
was heard) 

 (4): Volume number 
 SA: SA Law Reports 
 11: Page or section number 
(N): In this case Natal - where the case was 

heard. Similarly, (C) woud indicate Cape, 
(G) Gauteng, and so on. 

NOTE: no . after the v 
• Other references (e.g. reports) should follow 

the same format: Author(s). Title. Publisher 
place: Publisher name, year; pages. 

• Cited manuscripts that have been accepted 
but not yet published can be included as 
references followed by '(in press)'. 

• Unpublished observations and personal 
communications in the text must not appear 
in the reference list. The full name of the 
source person must be provided for 
personal communications e.g. '...(Prof. 
Michael Jones, personal communication)'. 

  
From submission to acceptance 
Submission and peer-review 

To submit an article: 
• Please ensure that you have prepared your 

manuscript in line with the AJHPE 
requirements. 

• All submissions should be submitted 
via Editorial Manager 

 
The following are required for your submission 
to be complete: 

▪ Anonymous manuscript (unless otherwise 
stated) 

▪ Manuscript with figures and images 
included 

▪ Any supple files: figures, datasets, patient 
consent form, permissions for published 
images, etc. 

o Once the submission has been successfully 
processed on Editorial Manager, it will 
undergo a technical check by the Editorial 
Office before it will be assigned to an editor 
who will handle the review process. If the 
author guidelines have not been 
appropriately followed, the manuscript may 
be sent back to the author for correcting. 

  
Peer Review Process 
All manuscripts are reviewed initially by the 
Editor-in-Chief and only those that meet the 
scientific and editorial standards of the journal, 
and fit within the aims and scope of the journal, 
will be sent for external peer review. Each 
manuscript is reviewed by two reviewers 
selected on the basis of their expertise in the 
field. A double blind review process is followed 
at AJHPE. 
  
Authors are expected to receive feedback from 
reviewers and an editorial decision within 
approximately 6 weeks of submission. The 
time period of the entire review process may 
vary however depending upon the quality of 
the manuscript submitted, reviewers’ 

responses and the time taken by the authors 
to submit the revised manuscript. 
  
Manuscripts from review may be accepted, 
rejected or returned to the author for revision 
or resubmission for review. Authors will be 
directed to submit revised manuscripts within 
two months of receiving the editor’s decision, 
and are requested to submit a point by point 
response to the reviewers’ comments. 
Manuscripts which authors are requested to 
revise and resubmit will be sent for a second 
round of peer review, often to the original set 
of reviewers. All final decisions on a 
manuscript are at the Editor's discretion.  
 
Production process 
1. An accepted manuscript is passed to a 
Managing Editor to assign to a copyeditor (CE). 
2. The CE copyedits in Word, working on 
house style, format, 
spelling/grammar/punctuation, sense and 
consistency, and preparation for typesetting. 
3. If the CE has an author queries, he/she will 
contact the corresponding author and send 
them the copyedited Word doc, asking them to 
solve the queries by means of track changes or 
comment boxes. 
4. The authors are typically asked to respond 
within 1-3 days. Any comments/changes must 
be clearly indicated e.g. by means of track 
changes. Do not work in the original manuscript 
- work in the copyedited file sent to you and 
make your changes clear. 

http://www.editorialmanager.com/ajhpe


 

 

 

5. The CE will finalise the article and then it 
will be typeset. 
6. Once typeset, the CE will send a PDF of 
the file to the authors to complete their final 
check, while simultaneously sending to the 
2nd-eye proofreader. 
7. The authors are typically asked to 
complete their final check and sign-off within 1-
2 days. No major additional changes can be 
accommodated at this point. 
8. The CE implements the authors’ and 
proofreader’s mark-ups, finalises the file, and 
prepares it for the upcoming issue. 
 
 
 
 
Changing contact details or authorship 
Please notify the Editorial Department of any 
contact detail changes, including email, to 
facilitate communication. 
  
Errata 
Should you become aware of an error or 
inaccuracy in yours or someone else’s 
contribution after it has been published, please 
inform us as soon as possible via an email 
to publishing@hmpg.co.za,including the 
following details: 
 
• Journal, volume and issue in which 
published 
• Article title and authors 

• Description of error and details of where it 
appears in the published article 

• Full detail of proposed correction and 
rationale 
  
We will investigate the issue and provide 
feedback. If appropriate, we will correct the 
web version immediately, and will publish an 
erratum in the next issue. All investigations will 
be conducted in accordance with guidelines 
provided by the Committee on Publication 
Ethics (COPE). 
  
Retractions 
Retraction of an article is the prerogative of 
either the original authors or the editorial team 
of HMPG. Should you wish to withdraw your 
article before publication, we need a signed 
statement from all the authors. 
  
Should you wish to retract your published 
article, all authors have to agree in writing 
before publication of the retraction. 
Send an email to publishing@hmpg.co.za, 
including the following details: 
 
• Journal, volume and issue to which article 

was submitted/in which article was 
published 

• Article title and authors 
• Description of reason for 

withdrawal/retraction. 
  

We will make a decision on a case-by-case 
basis upon review by the editorial committee in 
line with international best practices. 
Comprehensive feedback will be 
communicated with the authors with regard to 
the process. In case where there is any 
suspected fraud or professional misconduct, 
we will follow due process as recommended 
by the Committee on Publication Ethics 
(COPE), and in liaison with any relevant 
institutions. 
  
When a retraction is published, it will be linked 
to the original article. 
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