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Abstract

The enduring health workforce crisis, which has culminated in the maldistribution of healthcare professionals, particularly in rural South Africa,
is considered a global challenge. This crisis was further exacerbated by the emergence of the novel coronavirus in 2019. In 2020, as part of a doctoral
thesis, an examination was conducted into the influence of habitus in the professionalisation of twenty-one rural-origin final-year health sciences
students studying at the University Cape Town to become doctors and health and rehabilitation therapists. Using an integrative methodology, the
literature on pipeline strategy, which was presented two decades ago as a preferred approach for recruiting and retaining a rural health workforce,
was reviewed. Furthermore, the relationship between policy and practice implementation was examined, along with an evaluation of universities’
contributions to meeting the health needs of South Africans. As an outcome of this policy review, solutions to address ongoing workforce challenges
are presented. Participants’ lived experiences revealed that, despite having a generative habitus that had the capacity to transform, poor policy
implementation and universities’ failure to meet transformation targets had implications for their practice. Thus, beyond the rural pipeline, a
multimodal approach is proposed as an alternative to making a rural workforce.

Transdisciplinary contribution: The successful implementation of key priority areas could contribute to attaining universal health coverage in

South Africa and beyond.
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Background

The chronic shortage of healthcare workers in rural areas is
well-documented. It is attributed to inadequate production, poor
recruitment, inadequate retention, and staff mismanagement [1-
4]. The urban-rural dichotomy in the health workforce distribution
was considered an obstacle in achieving the Millennium
Development Goals (MDGs) [5]. In South Africa (SA), Mulaudzi and
colleagues described the human resources for health (HRH) crisis

@ @ This work is licensed under Creative Commons Attribution 4.0 License| IJNC.MS.ID.000619.

as a challenge in the attainment of MDGS 4, 5, and 6 [6]. It remains
an obstacle in the attainment of Sustainable Development Goals [7].

Due to the emergence of the novel coronavirus as a global
pandemicin 2019, entrenched health inequalities were exacerbated,
placing enormous burdens on frontline healthcare workers [8]. The
pandemic threatened what was already regarded as a fragile health
care system [9]. This compounded existing challenges as the World
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Health Organization (WHO) predicted a global shortfall in HRH of
18 million workers by 2030. This will likely disrupt scheduled plans
to achieve universal health coverage [10,11].

This shortage is even more pronounced in Africa, as only
seventeen countries submitted a full strategy policy document that
responds to HRH challenges according to Afriyie and colleagues
[12]. In contrast to the challenges cited by Afriyie et al.,, the National
Department of Health in SA has been actively publishing a five-year
strategy document on HRH [13]. Yet, particular circumstances in all
categories of healthcare workers have resulted in ongoing shortages
and maldistribution of the workforce in rural areas [4,10]. As the
thesis inquiry had identified gaps between policy implementation
and outcomes [14], it was prudent to understand the relationship
between policy and practice. Moreover, examining universities’
contribution and responsibility in meeting South Africans’ health
care needs was just as critical. An integrative review and thematic
analysis approach was used to understand the tensions in recruiting
and retaining health professionals in rural SA.

The rural pipeline strategy as a global response

As an outcome of the gaps in policy referred to earlier, the
World Health Organization recommended a complete overhaul of
university admissions policies in 2010 to address the imbalances
in the health workforce [15]. Consequently, national governments
were required to prioritise drawing future generations of the
health workforce from communities with an identified need. Based
on scholarly evidence from local and international studies, the
consensus among researchers is that equitable access to healthcare
would be possible if the future workforce were drawn from rural
communities [1,2,5,16]. This was premised on growing evidence
that students of rural origin have a higher propensity to return to
their communities to practice as healthcare professionals (HCPs),
provided they are socialised in context [1,2,5,17-19].

Presented as a two-pronged approach [20], targeted
recruitment is a well-established programme locally and
internationally. It involves creating opportunities for students of
rural origin to register for health sciences programmes [2,5,16-20].
This is achieved by providing rural exposure during undergraduate
training through community site visits [1-3,5,19], rural electives
[21], exposure to primary health care settings [1,3,16,17,19,22]
as well as targeted training in rural practice at postgraduate level
[23]. Funding is available as bonded scholarships or student loans
that must be serviced upon graduation. In the early 2000s, two
scholarship programmes were launched in SA — the University
of the Witwatersrand (Wits) Initiative for Rural Health Education
(WIRHE) and Umthombo Youth Development Foundation (UYDF).
These two scholarships successfully recruited students from
rural communities in the North West, Limpopo, Mpumalanga
and KwaZulu-Natal provinces. Supported exclusively by private
funders at inception, students sign a year-on-year contract to
provide service at the end of the study period. In return, students
must return to facilities close to their communities at the end
of the training period to provide health care [17,18]. Despite
these initiatives, poor retention continues to be a challenge in
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rural communities. Additionally, the South African government
introduced specific policy initiatives to address the maldistribution
of the health workforce. These included a rural allowance
[24,25,26], Occupational-Specific Dispensation (0OSD) [27,28] and
a year-long community service [24,29,30].

Rural allowance is a non-pensionable recruitment allowance
ranging from 8-12% %. It is payable to healthcare workers based in
rural nodes and underserved areas as defined by the Department of
Public Works in South Africa. Within this category is a Scarce Skills
allowance ranging from 10-15% paid to designated categories of
healthcare professionals with specialised skills who work full time in
rural areas. Examples include a psychiatrist or a professional nurse,
a critical care nurse.

Occupational-specific ~ dispensation provides differentiated
remuneration dispensations across all sectors of the public
sector health service. It caters to the unique needs of the different
occupations and prescribes grading structures and job profiles to
eliminate inter-provincial variations. It also provides adequate and
clear salary progression and career-pathing opportunities.

Whilst these allowances were valued, they had limited success
in retaining HCPs. Factors influencing their decision to stay or
leave, besides professional development, included job satisfaction,
relationships with colleagues, and safety and security [26,28]. In
a paper reporting on rural allowances in KwaZulu-Natal, Mburu
and George highlighted that apart from problems like water and
electricity disruptions, unavailability of equipment and stock
shortages, there were also conflicts between allopathic and Western
medicine approaches. The patients’ health-seeking behaviour and
cultural beliefs were considered to hinder effective healthcare
delivery efforts [26].

On the other hand, the OSD allowance in Mpumalanga
guaranteed staff retention only in rural facilities with academic
affiliation. In non-affiliated rural facilities, staff complained about
certain HCPs departing to find schools that would meet their
children’s educational requirements [28]. As reported by Reid et
al., a year-long community service program achieved its short-term
goal, as access to healthcare improved each year that graduates
were based in rural facilities [24]. Yet, despite positive encounters
with their clients, as van Stormbroek and Buchanan reported,
rehabilitation therapists placed in rural communities reported
various challenges. Key amongst these were a lack of supervision
and linguistic difficulties [29]. Thus, senior healthcare professionals
who were established in their careers were most likely to commit to
rural areas for extended periods. On the other hand, younger HCPs,
particularly those self-funded or with no contractual obligations to
funders, prioritised professional development and opportunities to
specialise over short-term financial gains [24,30].

Overall challenges in implementing the rural allowances
included policy ambiguity regarding the definition of rural areas
and the categories of staff who qualified for the rural allowance
[24-28]. Universities only presented limited exposure to health
care facilities in rural communities, and at times this exposure
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was only offered to students in their final year [22]. Although
there is some improvement in other South African universities,
at the University of Cape Town (UCT), rural exposure remains
limited, similar to the findings reported in a study carried out at
the University of the Witwatersrand [22]. Except for those who had
received bonded scholarships or grown up in rural communities,
many rehabilitation therapists were ill-prepared to provide care in
rural areas beyond the obligatory period [29]. Based on the above,
although universities had good intentions, these graduates did not
perceive themselves as having a role in addressing the HRH crisis
[14].

The maldistribution of a health workforce

Wary of the disparities between policy intentions and
implementation hurdles, the researcher’s interestlay in grasping the
impact on healthcare delivery in rural South Africa. Several articles
were reviewed, specifically focusing on depicting the South African
situation. Using data that was extracted from the Health Professions
Council of South Africa’s database to forecast future demand for
medical doctors in South Africa, Tiwari et al. [32], reported that
the profession continued to be dominated by older white males
and younger white females. Furthermore, there were concerns
about the national shortage of the rehabilitation workforce in
South Africa [11], as their distribution was primarily concentrated
in three of South Africa’s nine provinces, further validating this
issue. Practitioners preferred work placements in affluent cities
in Gauteng, KwaZulu-Natal and Western Cape provinces [33]. As a
result of the inequitable allocation of rehabilitation therapists, many
are based in the private sector servicing only 17 per cent of South
Africa’s population [34]. Other contributing factors cited by Ned et
al., were racial inequality (66 per cent white) and feminisation of
the workforce (95 per cent females) [33]. Similarly, in a discrete
choice experiment, medical students at UCT and the University of
the Witwatersrand cited a preference for city living as this would
increase access to academic hospitals and thus, opportunities to
specialise [31,35]. This finding was consistent with earlier reports
by Reid on the limited effectiveness of rural allowances [24].

Thus, as evidenced by the researcher’s earlier arguments,
financialand non-financialincentives wereinadequate inaddressing
ongoing challenges and in retaining a rural workforce. As higher
education institutions (HEI) are tasked with the responsibility of
enrolling students who come from communities where there is a
shortage of HCPs, universities must integrate these students into
the communities they will serve upon graduation. Considering
the statements above, the mandate to actualise transformation
targets (racial, gender, recruitment, and training) falls within the
ambit of South Africa’s HEIs. Similarly, Ntuli and Maboya [28] argue
for a parallel process focusing not only on increasing the number
of HCPs, but also addressing push factors that have impeded the
implementation of MDGs and pose similar threats to SGDs.

Why is this important in South Africa?

Equitable access to health care is a social justice issue [24] and
is considered a constitutional mandate. Considering the problems
cited previously (such as the limited efficacy of financial and non-
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financial incentives, graduates’ inclination towards urban living,
and the difficulties HEIs face in achieving transformation targets),
three guiding documents were scrutinised that outline strategies
for the education and training of a future workforce. These
documents include the two policies aimed at ensuring equitable
access to universal health coverage. These are the “Global Strategy
on Human Resources for Health: Workforce 2030” published by the
World Health Organization [11] and the “2030 Human Resources
for Health Strategy: Investing in the Health Workforce for Universal
Health Coverage” published by the National Department of
Health of the Republic of South Africa [13]. The third document
focusing on training health professionals for the 21st Century, the
recommendations offered by the “2010 Lancet Commission” were
an outcome of structured deliberations by a team of global experts
over a year to consider public health needs and health sciences
education in an era of rapid globalisation [36]. The three documents
highlight the HRH crisis, particularly in rural and remote areas.
Thus, the skills imbalance and maldistribution of the workforce
impacted health outcomes mostly in rural South Africa.

All three frameworks categorised interventions into four broad
areas in response to the challenges referred to earlier. Three of
the four interventions examined in this study were found to be
relevant: inadequate production, insufficient recruitment, and low
retention rates, all of which contribute as key factors driving efforts
to scale up education and training for healthcare workers. Staff
mismanagement was beyond the scope of the study. The analysis
was informed by the main points within each of the three policy
recommendations, which were presented as goals and objectives for
each framework. The WHO “Global Strategy on Human Resources for
Health: Workforce 2030” presents recommendations for low- and
middle-income countries focusing on initiatives to improve access
to primary health care and promote universal access to healthcare
[11]. The National Department of Health’s “2030 Human Resources
for Health Strategy” is committed to producing competent and
caring multi-disciplinary healthcare workers, and it has called for
teaching and training that is transformative, equitable, and socially
accountable [13]. Lastly, the Lancet Commission recommended
adopting a competency-based approach and enrolling students
who are ‘fit for purpose’ [36], wherein students of rural origin
can be capacitated to provide healthcare in rural areas. The other
expectation is that graduates’ knowledge must be locally relevant,
and they must be familiar with disease processes and the health-
seeking behaviour of their patients. Their training must also
consider the global perspective. For example, with the outbreak of
COVID-19, teaching and training in South Africa’s universities were
adjusted to facilitate a process whereby health sciences students
gained knowledge about the virus. At UCT, a few students were
sufficiently skilled to assist during the roll-out phase of the vaccine
through their participation in contact tracing [37]. However, one
of the prevailing challenges, as presented earlier, in South Africa
and globally, is the absence of a uniform definition of rural and
rurality, except that in SA these areas reflect the broader history
of colonialism and dispossession [43]. Definitions are context-
specific or purpose-driven. In a forthcoming article, the researcher
proposes new descriptors of rurality. Having considered the HRH
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challenges and the absence of a uniform definition of rurality, the
influence of habitus in the professionalisation of health sciences
students (HSS) from rural SA was explored.

Lived experiences of rural-origin students and key
findings

During the recruitment phase, the researcher established
that records obtained from UCT’s Institutional Planning Division
classified 13 % of the 2020 final-year class (n=369) as students
from rural schools based on the last high school they attended as
an indicator of rurality. The study revealed that 7% of the 2020
class were misclassified as they attended private and elite schools
in the Quintile five band. These schools have the best resources
and are geographically located in exclusive locations in rural SA.
On the other hand, low-resourced schools in the Quintiles one to
three band, are often based in rural and underserved areas lacking
basic amenities in schools such as libraries, computers and books
or have limited supplies and frequently have interrupted or no
electricity and water [44]. As such, there was a small pool of true
rural-origin students as these students are often underrepresented
especially in historically white institutions such as UCT and Wits
[43, 44]. Twenty-one final-year rural-origin HSS students studying
to become doctors and health and rehabilitation therapists at UCT
consented to participate in a qualitative study that employed in-
depth interviews and journal reflections to gather data about their
lived experiences. Drawing from Bourdieu’s social constructivism
theory, which was adopted as the conceptual framework, the broad
study examined the interplay between socialisation, experience,
and professional practice (Figure 1).

The habitus the researcher aimed to investigate comprised

unconscious acts and dispositions performed routinely,
encompassing both subjective and objective experiences influenced
by context, as described by Bourdieu. The researcher was interested
in exploring the influence of their rural habitus on their training
and in evaluating the forms of capital that rural origin students had

access to, as described in a 2020 paper [42].

Capital in this paper is dived into social capital (sum of resources
that accrue to an individual or a group through networks.), symbolic
capital (prestige and wards, status (mentors, committee members,
council members and legitimate authority (cultural practice),

cultural capital (institutionalized - matric certificate and awards
and embodied forms - (accent, habits, tastes mannerisms, style and
tastes) that serves as currency that helps navigate institutional
culture and economic capital (assets such as computers and property
that can be converted into cash).

Secondly, the researcher sought to understand the relationship
between rural origin and rural education to consider the field’s
influence and how this would impact the participants’ future
practice [42].

The field includes the school and university as a space for
generating cultural capital. Players in the field include teachers,
lecturers, patients,
Administrators are the agents who enforce rules.

clinical educators, and other students.

Participants’ understandings of rurality highlighted varying
pluralistic definitions of communities. Whilst their initial exposure
to the field was at school with poor resources, they were the big
fish in a small pond. They left school with an abundant social
capital, an educated habitus and limited cultural capital supported
by teachers, family, and the community [14,43]. Muted by their
rural English, feelings of disconnectedness dominated their first
semester as university students. As no one bothered to greet them
- a standard practice in their communities - they felt their presence
was not acknowledged. This sharply contrasted with the practice
in rural communities, where everybody knows everyone else, and
the community celebrates their scholarly achievements. This role
reversal signifies a disrupted habitus, which manifested as the
first phase of constrictions, whilst disorientating experiences had
implications for their mental health.

Beyond the first semester, the duality of their habitus
facilitated both continuity and change as it expanded due to its
generative capabilities. Tapping into their social capital (through
church, friends, group work, and various sporting codes) as well
as support from some faculty staff and classmates contributed to
their acclimatisation to UCT. As senior students, they volunteered
in leadership roles as mentors and members of the Health Sciences
Council as they did not want other rural students to experience
similar disruptions in their first year. In doing so, they earned
symbolic capital.

,‘ I

|" Capital x Habltus

2 [ Field —

o~ " _ "

%, r S —

Figure 1: Conceptual framework (Bourdieu, 1984).
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In clinical spaces, participants experienced a series of shifts and transformation of their habitus and could identify mentors and role
models. Some reported a second phase of constrictions in their habitus particularly in the academic hospital. They experienced incidents
of racism and subsequent discrimination from patients who only cooperated when approached by another student of the same race.
Similarly, in the same facility a few clinicians refused to teach them even when they were in a mixed group with other students. Drawing
from a relational habitus, they gravitated towards African patients to moderate incidents of racism. Their social attributes (greeting and
showing respect) translated into professional attributes. Study outcomes suggested a mutually beneficial relationship between rural
origin and health sciences students’ sensitivity to the needs of their patients. This is, in addition to participants defining a role for district
health platforms in facilitating multiprofessional learning. In spite of empirical evidence linking rural origin to rural practice, considering
these findings and the earlier discussion of policy challenges, relying solely on the rural pipeline approach presents a linear view to what
is a complex problem.

In the absence of a policy review, this understanding about the influence of habitus on professionalisation of rural-origin HSS and its
value in graduating health professionals who prioritise a patient-centred approach, does not, on its own, generate a future workforce. The
thesis offered insights about attributes of a primary habitus rooted in family and community and a transforming secondary habitus as this
contributed to the generation of academic capital. This study identified inherent vulnerabilities as contributors to their disorientation to
the university context. As participants were prone to mental health challenges in addition to navigating racism and discrimination, a shift
in the recruitment approach of a future workforce is suggested [14].

What should policymakers do?

Considering the types of capital students of rural origin have access to (Table 1), this shift must prioritise them and incorporate a
multi-modal approach to creating a rural workforce.

Some of the study participants who attended rural schools in the Quintile one to three band faced numerous challenges similar to
those reported in papers that explored the university experiences of students from low-resource settings [43,44]. These experiences are
congruent with findings documented in the Stats SA Report on the status of nodal areas in rural South Africa [39]. The nodal areas were
notably poor, predominantly occupied by black African families and lacking basic resources. These limitations imposed endless burdens
on the participants’ educational journey. As such, although some of the study participants were high achievers in school, they were ill-
prepared for university. As stated earlier, 50% of the students classified as rural-origin students attended elite and private schools, which
provided them with access to a wide range of resources. Consequently, this misclassification of schools extended undue privilege to students
educated in elite and private schools (Quintile five). This was in contravention of the pipeline approach and had an impact on enrolment
targets of students of rural origin. This in turn manifested as challenges in the retention of recently graduated health professionals [31,35].
Accordingly, the Rural Education policy as part of the amended National Education Policy Act No. 27 of 1996 [38], must be reviewed such
that the classification of schools reflects the true Quintile status. Considering the domino effect as an outcome of poor implementation of
the Rural Education policy, resources should be directed to schools based on their Quintile status to ensure that rural-origin students are
adequately prepared for university [38].

Table 1: Key Priority Areas (KPAs): A multimodal approach.

National Department of Health (NDoH) Higher

Education Institutions (HEI) and Health Pro- Adopt a multimodal approach Prepare primary health care settings for multi-

Review pipeline

approach fessions Council of South Africa (HPCSA) professional learning
Ruralpitliilé;atlon Department of Basic Education (DBE) Review Quintile status of schools Allocate resources to rural schools
Funding for . . . . PR . . .
. Department of Higher Education & Training Secure funding for the “missing Reserve spaces for internship and community
rural origin : ” .
(DHET); HEI middle service
students
Training HEL; Communities NDoH & DHET Enrol students who are fit for Prepare teaching platforms to receive students

purpose.

Identify rights and responsibil-
HEI; NDoH, DHET, and HPCSA. ities of students when based in
clinical training centres.

Students Rights
Charter

Educate members of the public about rights
and responsibilities of students

Currently in South Africa, beyond community service, health sciences students whose profiles mirror the communities to
placement of rehabilitation therapists favours affluent cities in the =~ which the graduates will be required to provide health care. Rural
three major provinces: Gauteng, KwaZulu-Natal, and the Western classification should extend beyond the school location to include
Cape Province [30,33]. Given the above, universities should admit indicators that evaluate students’ experiences in and out of school.
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Secondly, universities should structure their curricula to
ensure early exposure to rural health practice. Thirdly, the role of
communities in facilitating training of health sciences students
should be redefined in a mutually beneficial partnership to enable
universal access to health care. Fourthly, there should be a shift in
the training approach so that graduates are effective during their
community service and are sensitised to the kinds of clients and
patients they will interact with.

As such, primary health care centres as decentralised
training platforms must be strengthened to meet the goals of
multiprofessional learning. Congruent with the recommendations
of the Lancet Commission [36], a competency-based approach
should be the focus of all training so that graduates function as
reflective practitioners and are considerate of their clients’ and
patients’ socioeconomic status. Lastly, universities must address
the feminisation and racial profile of health sciences students and
plan for positive learning experiences in rural communities.

In strategic collaborations with faculties of health sciences, the
National Department of Health (NDoH) should fund specificbonded
scholarships for South African students of rural origin whose family
income is above the threshold of R350 000 per annum and falls
into the category known as the ‘missing middle. Cloete describes
the missing middle as a “group of students who do not qualify for
the National Student Financial Aid Scheme (NSFAS) funding and
at the lower middle-class end, cannot easily access bank loans” as
they often do not have the required security to guarantee a loan
[40, p.127]. Such students must be socialised to practice in their
communities throughout the study period by facilitating structured
placement that accrues curriculum credits. The NDoH should, in
turn, ensure that students funded through bonded scholarships
have secure internship placements. Additionally, such graduates
must be supported in their plans to pursue postgraduate training,
provided they demonstrate a commitment to return to their
communities to provide health care.

As indicated by the study findings, where some participants
were not taught during clinical rotations, considering the
vulnerability of rural-origin HSS to mental health challenges and
discriminatory practices, UCT should prepare academic hospitals
and affiliated platforms to receive such students. In closing gaps in
providing a just and fair approach in training a future workforce,
lessons can be drawn from the National Patients’ Rights Charter
[41]. This Charter outlines the standard of healthcare that patients
have access to, including their rights and responsibilities when
they present at public health facilities throughout South Africa.
In this regard, universities should come together to develop a
National Students’ Rights Charter. This should inform the rights and
responsibilities of health sciences students when they are based in
clinical training centres.

Conclusions

The policy considerations presented in this paper should
inform policymakers and educators in developing a fair and just
approach to training the future rural workforce. The successful
implementation of the key priority areas outlined in Table 1 is
expected to contribute to achieving universal health coverage in
South Africa and beyond.
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