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COMMITTEE FOR THE ADVANCEMENT 
OF LEARNING AND TEACHING 


FINAL REPORT ON UNIVERSITY TEACHING DEVELOPMENT GRANT 
 
Name: Rebecca Grainger 
 
Department: Rehabilitation Teaching and Research Unit, Department of Medicine, University of 
Otago Wellington 
 
Title of Project (as on application): Distance-taught Postgraduate qualifications in Rehabilitation: a 
mixed methods study on participation and outcomes.  
 
Date on letter notifying award of grant: 2nd December 2010 
 
General progress report (approximately 200 words): 
The study is now completed.  The results have been disseminated as presentations within the 
RTRU at planning, research and strategic meetings (Friday 11th December 2011, May 2012, 
Friday 14th December 2012).  As a result a facebook page has been established to continue to 
engage and support past students and increased opportunities for networking for past students at 
the twice yearly seminars has been established.   
 
An abstract of the study was submitted to the New Zealand Association of Occupational 
Therapists annual meeting conference in Hamilton in September 2012 and presented as an oral 
presentation.   An abstract has been accepted for oral presentation at the New Zealand 
Rehabilitation Association biennial meeting to be held in March 2013.  A manuscript titled 
“Confident, credible but lonely – a mixed methods study of outcomes following interprofessional 
postgraduate education in rehabilitation” has been submitted to the peer-reviewed Journal of 
Continuing Education for the Health professions (20th December 2012).   A copy of the submitted 
manuscript is attached.   
 
Specific objectives achieved and any notable successes: 


1. Presented at National meetings - Boland, P, Levack, W & Grainger, R. Challenges of 
continuing with evidence based practice after post graduate study.  Paper presented at the 
New Zealand Association of Occupational Therapists conference. Hamilton, 2012 


2. Abstract accepted for oral presentation at the New Zealand Rehabilitation Association 
biennial meeting to be held in March 2013.  Boland, P, Levack, W & Grainger, R 
“Confident, credible but lonely”.   


3. Manuscript submitted to peer-reviewed journal (see above). 
 
Specific objectives not achieved (plus a brief statement of the reasons): 







 
Initial objectives had aimed for two publications, one including quantitative data and one 
qualitative.  However the data was richer and more informative when presented together and thus 
a “mixed-methods” manuscript was prepared.   
 
Student groups directly involved in the project or whose learning might indirectly benefit 
from the project: All postgraduate students enrolling in qualifications offered via the RTRU 
including PGCertHealtSci (Clinical Rehabilitation), PGCertRehab, PGDipRehab, MHealSc 
(Rehabilitation). 
 
 
Details of publications arising from the research : 
Boaland, P, Levack W, Grainger R.  “Confident, credible but lonely – a mixed methods study of 
outcomes following interprofessional postgraduate education in rehabilitation” has been 
submitted to the peer-reviewed Journal of Continuing Education for the Health professions (20th 
December 2012)  
 
Financial information: 
The total budget for the project was $17000 with a grant is aid of $10000 provided by the UTD 
grant.  A further $7000 was provided from the Department of Medcine UOW.  The a scanned 
version of the last hard copy statement on file is attached.  A final statement is attached.   
 
Summary: 
 
Since 1997 the Rehabilitation Teaching and Research unit (RTRU) at University of Otago 
Wellington has offered postgraduate qualifications in rehabilitation designed for health 
professionals working in rehabilitation.  These programs have emphasized acquisition of skills in 
critical appraisal, application of evidence-based practice and are firmly embedded in an inter 
professional education (IPE) pedagogy.   Although IPE is widely endorsed and thought to be 
effective in changing health care provision, it is not clear how IPE achieves this.  We therefore 
undertook a mixed methods study to describe the impacts on clinical practice, professional 
development and the careers of health professionals completing a postgraduate qualification in 
rehabilitation, provided within an inter professional learning environment.   
 
We found the graduates of these programs were motivated to engage in lifelong learning, and 
gained credibility from peers and increased collaboration within rehabilitation teams.  Many 
students made changed service delivery or clinical practice.  Students gained a wider perspective 
on the practice and provision of rehabilitation.  However, professional isolation and lack of 
support from senior management impacted on motivation and significant tenacity and persistence 
were required for effective application of learning to clinical practice.    These data have 
important implications for educators and employers, who should provide mechanisms to support 
up skilled health professionals in implementing new knowledge and skills in the workplace. 
 
Signature: 


 


Date: 


 
 
Please return to Ruth Taylor by email and in paper form no later than 31 March 2012.  








Name: Dr Robin Griffiths, Director Occupational & Aviation Medicine 


Department: Medicine, University of Otago Wellington 


Title of Project: Analysis of Mobile Access to Interstitial Learning 


Date on letter notifying award of grant: 


General progress report 


This project fell into two phases: 


 Semester 1, 2012 – staff evaluation of the user interface within the existing www.medicine@otago.com


Moodle website and associated activities such as Fora, discussion threads, webinars, social media, Second 


Life etc. 


 Semester 2, 2012 – student monitoring of access to the medicine@otago Moodle teaching platform using


Google Analytics, structured questionnaires and focus groups.  The data collection phase is complete and 


key themes for exploration of further issues associated with mobile access to interstitial learning has been 


extracted from the data obtained using standard qualitative research techniques. 


Specific objectives achieved and any notable successes: 


(i) Two iPads and two Android tablets were obtained, and are now used regularly by staff to prepare and 


deliver their teaching; this includes communication via forums, blogs, reviewing text and multimedia content etc. 


(ii) Students were encouraged to think more deeply about and discuss their access to academic materials using 


mobile devices and provide feedback to academic staff about the strengths and weaknesses of such access. 


(iii) The review will enable major revisions to the current platform to make it more easily accessible to the 


interstitial user and presentations and formats more compatible with mobile devices.  Significant changes to the 


content and delivery of online materials is being implemented in 2013 as a result.   


(iv)  The overall aim of the project, which was to give staff a greater understanding of how both students and 


staff interact with teaching materials using mobile devices, was achieved by June 2012.  The project has identified 


critical success factors for good interstitial learning as well as barriers for mLearning.   


(v)  One of the surprises from our study was the extent to which students were already accessing academic 


materials through mobile devices and experiencing significant barriers to participation because formats and 


presentations were not offered in a parallel mobile access format.  There is now an ongoing discussion between staff 


amongst themselves and between staff and students about the way that they access materials.   


(vi)  Some strategic objectives for our programme, such as integration of learning with application in 


professional practice, life-long learning, and provision of learning materials for busy professionals can be 


significantly enhanced by promoting interstitial learning.   


Specific objectives not achieved (plus a brief statement of the reasons): 


None 







Student groups directly involved in the project or whose learning might indirectly benefit 


from the project: 


We believe that extending the interstitial learning concept across all distance learning programmes offered by the 


University of Otago would enhance their attractiveness and competitiveness of the programme.   


Details of publications arising from the research 


(a) A paper for Akoranga will be drafted to get feedback from coordinated academic coordinators of distance 


learning programmes on their response to identified themes in interstitial learning participation using mobile media 


and other devices.   


(b) A paper for the international review of research for the Australasian Journal of Educational Technology will be 


prepared by June 2013 


Financial information: 


Attached – one invoice for $2000 has not yet been processed against this account. 


Summary: 


Interstitial learning extends the current concept of mobile learning in recognition of the increased utilisation of 


mobile devices to participate in online educational programmes not as a means of providing immediacy in a range of 


physical locations, but more to enable sporadic, intermittent and opportunistic engagement with their own materials 


for part time students with busy professional commitments.  Many students engage existing online materials using a 


range of mobile devices for access to text, multi-media, fora, webinars, and social media, but more work on 


developing appropriate formats is required. Critical success factors and barriers to participation in mobile learning 


were identified by this interstitial learning project. 


Signature: 


Date: 7 Feb 2013 


Please return to Ruth Taylor by email and in paper form no later than 31 December 2012. 







UNIVERSITY OF OTAGO - HEALTH SCIENCES DIVISION


UOW - Medicine - RZ


Project Detail Report for the Period Ended 31 December 2012


10873601SRZ - CALT 2012 Griffiths - Mobile Access


Actual Budget Variance


Full Year 


Budget


Income


7126 Central Committee Grants Received -11,000 -11,000  0 F -11,000


Total Income -11,000 -11,000  0 F -11,000


Expenditure


2341 Sub-Contractor - General Staff 9,000 11,000  2,000 F 11,000


Total Expenditure 9,000 11,000  2,000 F 11,000


Net Project -2,000 0  2,000 F 0


Carry Forwards


Year to Date








 
 
 


 
 


COMMITTEE FOR THE ADVANCEMENT 
OF LEARNING AND TEACHING 


FINAL REPORT ON UNIVERSITY TEACHING DEVELOPMENT GRANT 
 
Name: John Harraway (on behalf of the research team) 
 
Department: Mathematics and Statistics 
 
Title of Project: Understanding the worldviews of undergraduate students 
 
Date on letter notifying award of grant: 1 December 2010 
 
General progress report:  
 
The project has been completed but additional data, for another publication, will be collected this 
year from senior students in Surveying, Human Nutrition and Zoology allowing a mixed model 
longitudinal analysis to be carried out with fewer missing values over three years.  
 
One paper already published is attached. This paper, based on an earlier survey, incorporated 
changes as a result of the current CALT supported study. A second attached paper has been 
accepted both as an oral paper at an international conference in Rio de Janiero in June and as a 
refereed book chapter which will be published this year. 
 
Seminars were held in the Departments of Surveying, Human Nutrition and Zoology during 
2011. A paper was presented at the University Spotlight on Technology and Learning Conference 
in 2011. These presentations reported on changes if any to student attitudes to sustainability in 
the three Departments based on the data analysed up to that point. It is intended to publish 
applied versions of the research in discipline specific journals. There will then be discussion 
about ways in which it may be possible to introduce sustainability ideas into teaching. 
 
Specific objectives achieved and any notable successes:  
 
The software for optical reading of survey data was installed and used successfully saving 
considerable time processing data. 
 
A good picture was obtained of the way in which student attitudes change during their university 
experience. 
 
One paper has been published, one is in Press and a third is close to submission. In addition 
conference presentations have been made and seminars delivered in Departments. 







 
 
 
 
Specific objectives not achieved (plus a brief statement of the reasons): 
 
All but one objective was achieved. The outstanding objective was to explore and compare on 
line surveys with optically marked paper surveys. The research group considered the latter 
superior and effective and so have continued with it. 
 
Student groups directly involved in the project or whose learning might indirectly benefit 
from the project: 
 
Students in STAT115 were the first to complete the NEP Questionnaire. They have been 
surveyed again as they proceeded through the second and third years of study in Surveying, 
Human Nutrition, and Zoology. The results of this study may impact first on these Departments 
at the higher levels of their teaching. 
 
Details of publications arising from the research: 
 


Shephard K, Harraway J, Lovelock B, Skeaff S, Slooten, Strack M and Jowett T (2012) 
Monitoring changes in the sustainability attributes of higher education students in a New Zealand 
university In W Leal (Ed) Sustainable Development at Universities: New Horizons” Peter Lang 
Scientific Publishers, Frankfurt, 2012 (in press) 


Harraway, J., Broughton-Ansin, F., Deaker, L., Jowett, T. & Shephard, K. Exploring the Use of 
the Revised New Ecological Paradigm Scale (NEP) to Monitor the Development of Students’ 
Ecological Worldviews. The Journal of Environmental Education. 43(3), 177-191, 2012. 


 
Shephard K, Harraway J, Lovelock B, Slooten E, Skeaff S, Strack M and Jowett T (2011) 
Monitoring changes in the environmental attitudes of higher education students, in K Shephard, T 
Harland, A Cohen (eds) Proceedings of Spotlight on Technology and Learning Colloquium 2011 
Dunedin Higher Education Development Centre, University of Otago. ISBN978-0-473-19469-7. 
 
 
Financial information:  December 31, 2011 Financial Summary attached 
 
Summary: 
 
Higher education institutions are encouraged to develop campus-sustainability initiatives and 
related curriculum-changes. An expectation is that these initiatives will impact on all of our 
students (not just those studying ‘sustainability-related’ programmes), increase the proportion of 
nations’ citizens who embrace sustainability and confirm the status of higher education as a key 
agent of social change. The challenge for higher education is to better understand what and how 
students are learning and how this links to what and how universities teach. University teachers 
have varied views on teaching sustainability outcomes and some have limited engagement with 
sustainability at a personal level. Few institutions have systematic processes in place to monitor 
sustainability outcomes. Higher education will find it difficult to meet society’s expectations 
unless it finds appropriate ways to explore and evaluate its impact. Researchers at the University 







 
of Otago have been exploring how to benchmark and monitor changes in the sustainability 
attributes of students and have established a study in several university departments, based on 
cohort means, multinomial regression modelling and longitudinal analysis, to monitor changes in 
students’ environmental concern, as students experience higher education. The results so far 
suggest that the environmental concerns of students in this university are highly department-
dependent throughout students’ stay at university, and that changes, when they occur, are 
relatively small. 
 


Signature: 


 


Date: 


 
 








Identification, implementation and evaluation of support strategies for distance students 


 


Final report 


 


Keryn Pratt 


 


Introduction 


The University of Otago College of Education, like an increasing number of tertiary institutions 


worldwide, offers a number of postgraduate papers by distance, using the Internet (Hillstock, 2005; 


Lai, Pratt & Grant, 2003; Reindl-Johnson, 2004). Currently students can complete seven 


postgraduate UOCE programmes online. Student support is critical to being a successful distance 


student (Simpson, 2002), and was the focus of this study. Part one of this research assessed the 


levels of support provided to and received by our students. In Part two it evaluated the effectiveness 


of support strategies that were implemented based on the results of part one. 


 


Online learning imposes additional cognitive and social demands on the learner (e.g. Lai, 2002; Lai 


& Pratt, 2004; Kazmer, 2000; Sherry, 2000). Distance students also often have different 


characteristics than on-campus students, with the majority of our students working fulltime and 


studying part time. While often learner support is peripheral to the teaching, Mills (2003) argues 


that it should be an integral part of the teaching and learning programme.  Currently UOCE distance 


students are supported through the university’s central services (e.g., Remote Library Services, ITS 


Helpdesk) and are encouraged to use resources such as the online information literacy modules, 


developed within the university. They are also directed to a variety of external resources. While 


these resources provide students with the required generic learning skills material (Johnson & 


Barrett, 2003), Simpson (2002) identified a variety of other areas in which students need support. 


These include areas related to academic support (such as following up student’s progress, and the 


provision of feedback) and non-academic support (including providing advice and practical help to 


promote study, such as providing information on topics such as stress management).  This research 


project aims to identify our current levels of support for students, and then implementing and 


evaluating systems aimed at enhancing this. 


 


Description 


At the end of semester one, an evaluation of the support systems currently provided for UOCE 


distance students was conducted. All students who were enrolled in semester one and full year 


courses but not in second semester classes, and their lecturers, were invited to participate in phase 


one of the research. Students were asked to complete an online questionnaire that was based on 


Simpson’s (2002) questions about student support. Questions were asked with regards their 


experience and beliefs about support activities, staffing, materials, and past experiences (see 


Appendix A for the questions). Lecturers were asked to complete a similar online survey, which 


also asked for their beliefs regarding the role they felt they should play in providing students with 







various kinds of support. At the conclusion of the questionnaire, students and lecturers were asked 


to indicate whether or not they would be willing to participate in an interview to discuss student 


support further. 


 


Seventeen students (out of 60, 28%) and five staff (out of 7; 71%) completed questionnaires. 


Interviews were conducted with eight students. Quantitative data from the online surveys was 


entered into SPSS. Only descriptive analyses were conducted due to the number of responses. The 


interviews were transcribed and then coded for themes. 


 


Evaluation 


 


Students had mixed perceptions with regards the enrolment process. Approximately one-third 


indicated this was easy (35%), one-third (35%) indicated they felt it was neutral, while one-third 


(29%) indicated this was a complex process. All students reported that the websites and 


coursebooks were neutral 24% and 29% respectively) or friendly and approachable (76% and 71%, 


respectively). 


 


Students were asked if they felt part of their class, the College of Education, and the wider 


university. No student indicated they felt not at all a part of each of these, with the majority of 


students feeling at least somewhat part of each (see Table 1). However, nearly half (47%) felt part 


of the University to only a small degree, and 18% felt part of their class to only a small degree. 


 


Table 1: The percentage of students indicating they felt part of the university, college and their class 


 Small degree Somewhat Moderate/ large degree 


University 47 29 23 


College 41 29 30 


Class 18 24 59 


 


Students were also asked when, if ever, they felt part of the university, college or their class. As 


Table 2 shows, in most cases this occurred during the course.  


 


Table 2: The percentage of students indicating when they felt part of the university, college and 


their class 


 Never When enrolled Start of course During course 


University 6 18 29 47 


College 0 6 47 47 


Class 0 6 24 71 


 


These results are not entirely surprising, given results from university-wide surveys that indicate 


that distance students have a lower sense of belonging than do on-campus students. However, it is a 







concern, particularly as feeling connected to classmates can enhance the learning experience. One 


of the interviewed students commented on how a lack of connection was impacting on their 


participation in their online class. 


 


I’ve got no connection to people in one of the papers, and even though my marks are good, 


I’m still intimidated, about putting forward my posting. 


 


Almost all students (88%) reported that they struggled with their course at some stage, and most did 


ask for at least some help (see Table 3). 


 


Table 3: Percentage of students who needed and asked for help 


 Not at all Some degree Moderate degree Large degree 


Did you struggle with your course? 12 65 12 12 


If yes, did you ask for help? 13 47 20 20 


 


Students were asked to indicate which of the available support systems they used. As Table 4 


shows, up to one-third of students were unaware of some of the forms of support available to them.  


More students made use of course specific support (website, coursebook, and emails) than other 


forms, although over one-quarter (27%) used the remote library service frequently.  


 


Table 4: Percentages of students using support systems 


 Have not heard of Never/ 
Occasionally 


Sometimes Frequently 


Remote library 12 35 29 24 


ITS helpdesk 0 88 13 0 


Student computing 24 71 6 0 


Student learning 29 71 0 0 


Online information modules 35 65 0 0 


External resources 12 77 12 0 


Website 0 41 12 47 


Coursebook 0 29 18 53 


Regular emails 0 47 12 41 


Individual emails 0 41 35 24 


Online support 12 59 18 12 


Other students 6 71 24 0 


 


In general, students indicated that the support systems they had used were effective (see Table 5), 


however, in many cases the majority of students had not used them. The only support systems seen 


as being ineffective were ITS helpdesk, individual emails and online support. In each case, one 


student indicated these were not effective. While it was encouraging to see that most students (94%) 


felt that the coursebook was effective, these figures show that there is room for improvement in 







most of the support systems; both in terms of encouraging students to use them, and in ensuring that 


students who do use them find them effective. 


 


Table 5: Percentages of students indicating effectiveness of support systems 


 Have not used Ineffective Neutral Effective/Very 


effective 


Remote library 24 0 18 59 


ITS helpdesk 24 6 12 59 


Student computing 74 0 12 12 


Student learning 82 0 12 6 


Online information modules 65 0 24 12 


External resources 41 0 29 29 


Website 6 0 35 59 


Coursebook 0 0 6 94 


Regular emails 24 0 24 53 


Individual emails 0 6 18 76 


Online support 35 6 29 29 


Other students 24 0 35 35 


 


Support provided was not solely reactive, with students indicating it was either proactive (35%) or 


both proactive and reactive (65%).  Most students believed that support was provided at appropriate 


times, with 24% saying this occurred to a large degree, 41% to a moderate degree, and 24% to some 


degree. Several of the students interviewed suggested, however, that additional support be provided 


either early in the course or approximately two-thirds through. 


 


I think it’s probably at the beginning, especially for someone like me, who has only been 


sorta dipping into things) over the last few years to to go back into something serious. . . 


that’s when you need more.  


 


For me, personally it’s the middle . . . It’s kinda like you get halfway through and you’re 


‘ah, god, what have I done’, ‘why the hell have I done this’, and it’s just that motivation . . . 


every year of my study I’ve done the same thing, . . . maybe they could do a check up, 


around April or something, would probably help if the lecturer’s just wanted to, take the 


time to send out an email...and then, again the equivalent in the second semester 


 


One student commented that what they needed was confirmation that they were doing what they 


should be 


 


Its’ kind of a difficult one, because you’re actually always feeling like, am I doing the right 


thing sometimes, because you don’t get that nod of approval, that ‘yeah, you’re on the right 


track’ sorta thing, [that you get] when you’ve got face to face, interaction.  







Students had different views on the amount of support that should be provided. A number 


commented on the difficulty when support was not provided proactively, 


 


It’s quite hard like, as the student you’ve got to initiate it all the time.  


 


Other students noted that as distance or postgraduate students the onus was on them. 


 


When you’re at 400 you shouldn’t be getting too much support . . . we are adult students, 


there’s not a huge amount of support, but we shouldn’t be getting it . . . it never hurts if 


you’re more caring, but we are independent 400 level students so it shouldn’t really matter. 


 


I believe at post-graduate level you’ve got to be taking a lot of self-responsibility for things 


and, and I believe you set up right at the start to know that and undertake that. 


 


When you’re doing distance learning you just need to, just, obviously we’ve got to be 


responsible at our end to keep regular contact with what’s happening on the forum. 


 


Several students commented on the different approaches to support taken by different lecturers. 


Another student, who had taken a number of courses over several years, also noted that rather than 


the support being provided varying,  


 


it could also be my perception and my confidence, as well. 


 


Overall, the findings from phase one were generally positive, with students mostly satisfied with the 


levels of support they were receiving. When asked to suggest ways in which support could be 


improved, a variety of responses were given 


 


Course reserve used by all lecturers to make finding resources easy 


 


I went in and visited the university when I was in Dunedin for one of my papers this made 


the paper more personal and interesting and accessible. So maybe a conference with 


audio/video might be useful. It personalises the experience and makes you feel less alone”,  


 


When enrolling very little description is provided about a given paper. I would like full 


paper descriptions loaded with less jargon and the names of those teaching the paper listed. 


We are spending considerable funds on each paper, full information should be provided,  


 


Not enough practical applications of theory in this course. A very dense text only and 


limited postings of case studies.  


 







While these are all valuable suggestions, the range of responses here, along with the mixed results 


identified previously meant that there did not seem to be one area which students strongly felt 


needed improved. This made identifying areas to change for semester two was more difficult than 


expected. There was room for improvement in most of the support systems; both in terms of 


encouraging students to use them, and in ensuring that students who do use them find them 


effective. Some of these changes were, however, greater than could be implemented in semester 


two. A point several students did agree on was the usefulness of proactive support. They also 


identified two key timepoints: early in the semester, and approximately two-thirds through. It was 


therefore decided that in semester two, contact would be made with the students at these times, with 


a form of proactive support.  


 


The initial support provided was a checklist. This checklist was originally developed by the Student 


Learning Centre for on-campus students. The Distance Learning Office then adapted it for distance 


students. I adapted it further, to ensure it addressed the specific activities we wanted our students to 


be doing (see Appendix B for a copy of the checklist used). This was then emailed to students early 


in Semester 2. The second additional support provided was an email designed to build engagement. 


It was based on the email support resources developed by the Student Learning Centre and the 


Distance Learning Office. These email resources are based on work by Simpson (2003) that 


emphasises the importance of Proactive Motivational Support. The resource developed at the 


University of Otago identified seven key times for sending messages. One of these was a progress 


check mid-course or later, which fits in with the comments by students in semester one, identifying 


this point as a point of need. As a result, an email based on that recommended for this time was 


sent. This email aims to reassure and encourage students (see Appendix C).  


 


These two strategies were implemented in two semester two papers, with students participating in 


these papers invited to take part in end of year online surveys and interviews, as occurred at the end 


of semester one. These surveys and interviews, however, also included questions that pertained 


specifically to the additional areas of support. Seven completed the end of year survey (of 12; 58%) 


with two of these agreeing to participate in interviews. 


 


These students were asked the same questions as those in semester one, as well as additional 


questions asking specifically about the two interventions. The small numbers of students who 


responded to the survey in semester two limits the comparisons that can be made, but overall, 


semester two students reported very similar levels and experiences of support to those in semester 


one.  Three of the five students 1  reported receiving the checklist, and all three subsequently 


completed it. All those who completed it found at least somewhat useful, with two of the three 


reporting it was helpful to a large degree. They were asked how it was helpful, with two students 


reporting it was motivating, encouraging, supporting and all students reporting it was reassuring. As 


                                                 
1 As the checklist was sent to all students it is not clear why some reported not receiving it. It may have been that they 
were not checking their student email, or that they did receive it but did not remember it. 







the lecturer in one of the papers, I received immediate feedback from two of the students to whom I 


had sent the checklist, commenting on how helpful and reassuring they found it.  


 


What a great checklist! Thanks.  I was pleased to see that mine were 'yes' ticks :-)   


 


In contrast, one of the interviewed students commented that although it was reassuring, it was not 


particularly necessary, as she already felt confident that she was on track. 


 


I guess it sorta confirmed that I was doing the right thing, predominantly. I don’t think that 


it was particularly necessary, but I guess it was kinda helpful, it was good to get the 


confirmation . . . I didn’t think that it was necessary because I was on track anyway, and I 


was pretty sure I was well on track, everything seemed to be going on, nicely, so it wasn’t 


necessary for me. 


 


Only two of the five students reported receiving the motivational email. Interestingly, these students 


reported that it was not motivating, however, they did feel it was encouraging and reassuring.  One 


student commented on the reassurance she felt when she received it, and on the timing of the email. 


 


There was an email sent around about that time, which was that SPUD email, which was 


actually really, like it was quite cool. Like I actually went ‘Oh my god, I’m not that far 


behind, it’s alright’, so yeah. . . . . I think that probably, yea where the biggest contact needs 


to happen 


 


Conclusion 


 


Although the disappointing numbers of students who participated in this research limit the 


conclusions that can be drawn, overall the results were promising. Students were generally positive 


about their courses, and were unable to provide many suggestions of how they could be better 


supported. While the interventions implemented in semester two did not appear to reach all the 


students, they did provide reassurance at what had previously been identified as critical times. The 


difficulties reaching students with these interventions also highlighted the need to remind students 


that they need to check their student email. This research also highlighted the variation in support 


provided by different lecturers and also needed by students.   


 


A paper summarising phase one of this research was presented at the recent DEANZ (Distance 


Education Association of New Zealand) conference held in Wellington. I am currently arranging to 


present a departmental seminar where I will provide an overview of the research. I will then prepare 


a paper to submit to the Journal of Online, Flexible and Distance Learning, based on this research. 


 







This research is part of an ongoing programme of research and evaluation conducted on our 


distance programmes, and we will continue to use these findings and that of previous research to 


improve our programmes this year and into the future. 
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Abstract  


Aim: As part of a wider programme focussing on empowering students to 
take greater responsibility for their learning, this paper reports on the 
current state of student understanding of responsibility for feedback and how 
this responsibility is practiced by the student body. 


Method: Data was collected from 4th and 5th year medical students based on 
the Dunedin and Christchurch campuses of the Otago Medical School using 
an electronic survey. Ranking data was analysed using SPSS and qualitative 
data was coded manually by team members. 


Results: Half the respondents ranked themselves within the top three people, 
along with teaching staff and consultants / GPs, with responsibility for 
ensuring that they receive feedback about their progress. A tenth of 
respondents ranked themselves within the bottom three people with 
responsibility for ensuring they receive feedback. This position was shared 
with allied staff and patients / relatives.  


More than half the respondents report having asked for feedback, and most 
of these report that this was a positive experience. Respondents, regardless 
of having asked for feedback or not, also report lacking the skills to ask for 
feedback; not seeing a need to ask for feedback; concerns at the reaction to 
a request for feedback;  and perceiving that clinicians are too busy to deal 
with student requests for feedback. 


Conclusion: Contemporary advanced learning in medicine students value 
feedback and many recognise their responsibility to ask for feedback. Those 
who actively ask for feedback generally have positive experiences, and are 
cognisant of when and whom to ask for feedback. Feeling uncomfortable, 
including shyness, fear and intimidation, along with perceptions of clinicians 
being too busy; and not needing to ask for feedback prevent some students 
from asking for feedback. 


Introduction 


The role of feedback in learning is well recognised. Within medicine and other 
vocational courses, workplace-based learning is a crucial component of 
professional development. Feedback in the on-the-job environment can be 
difficult to maximize but is nevertheless one of the cornerstones of the 
development of independent practitioners. 


Feedback in this environment necessarily involves two linked, but separate, 
parties: the provider and the recipient, of the feedback. Of these parties, the 
providers (teachers, educators) roles and responsibilities have been, and 
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continue to be, the subjects of an extensive research agenda (see inter alia 
Ende 1983, Pendleton et al 1984, Silverman et al 1996, Branch et al 2002, 
Hatem et al, 2011). By contrast when the recipients of feedback (learners, 
students) are the subjects of research, the focus of most work has been the 
perceived quality or usefulness of the feedback received. Using descriptors 
such as ‘sustainable feedback’ (Carless et al, 2011) or ‘feedback mark 2’ 
(Boud & Molloy, 2012) there is a small dribble of very recent literature 
addressing the roles and responsibilities of the learner in the feedback 
process. It is this dribble that the present study aims to augment.  


As part of the “Empowering students to take greater responsibility for 
feedback” programme The Otago Feedback Study (TOFS) focused on the 
feedback recipients (medical students) and how this group can improve the 
amount and quality of the feedback they receive. The main aim of TOFS was 
to determine the effect of developing student skills to maximise verbal 
feedback, by learning to and becoming confident in requesting feedback from 
appropriate staff. 


Before the intervention effects can be communicated; the background needs 
to be understood. This paper seeks to explain the current state of student 
understanding of responsibility for feedback and how this responsibility is 
practiced by the student body. 


Method 


Electronic surveys (Survey Monkey https://www.surveymonkey.com/) were 
used to collect data from all 4th and 5th year medical students enrolled with 
the Faculty of Medicine, University of Otago and based on either the Dunedin 
or Christchurch campuses. The project received institutional ethical approval. 


Invitations (email and in-class) to participate in the study were extended to 
the students. Those who consented to participate (participants) completed 
background and end-of-year surveys. Towards the end of the 2012 academic 
year all eligible students (non-participants) were sent a survey requesting 
information about Feedback in the Faculty of Medicine. A book token draw 
was used as an incentive to complete the end-of-year survey. 


Here we report on pooled responses to two questions, shown in Picture 1. All 
students were asked these questions. 
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Picture 1: Questions from survey being reported on in this paper.


 


From a student population of 320, 102 surveys were received. Of these 81 
(79%) student surveys could be used to analyse the responsibility ranking 
question; 80 students provided yes/no answers to the question ‘did you ask 
for feedback?’ and 76 comments were supplied for this question.  


SPSS was used for analysing the ranking data. The qualitative responses 
were coded by team members: JS, MM and TW. The initial coding was 
followed by discussion to agreement across all the team members on both 
the detailed and summary ideas expressed by the respondents. Agreement 
was also reached on which comments exemplified the ideas expressed. Links 
between the ideas expressed and the behaviour reported (Did you ask for 
feedback?) were then explored. 


 


Result 
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There were five summary ideas identified in the comments from students – 
active, passive, scared, unskilled and uninformative (comments with 
insufficient information to code otherwise). Most of the summary ideas are 
made up of several more detailed ideas, these are shown in Table 1. 
Table 1: Overall coding structure showing relationship between summary and detailed ideas 


Summary 
Idea 


Detailed Ideas Example of a comment – verbatim from students


Active When I asked for feedback 
the response was positive 
or useful. 


“if i was worried that i hadn't handled something well 
i asked for help. was given constructive criticism and 
tips to improve. found staff happy to help when you 
are motivated and interested.” 


 


Asking a trainee intern or 
house surgeon for 
feedback is easier than 
asking a consultant. 


“Good. mostly from peers, or health surgeons, as 
most comfortable with asking them, and they are 
usually very obliging and give excellent feedback. Do 
not feel comfortable seeking feedback from 
consultants or regs or other hospital staff. Too 
intimidated. worried will be annoyance.” 


 


To give feedback you need 
to have been observed in a 
close professional, but not 
personal, relationship. 


“Best feedback I got was from doctors who I spent 
most time with and who observed me while practicing 
e.g. GPs    However, most doctors/consultants 
haven't really observed you in clinic and don't really 
know where you are and cannot give you any 
constructive feedback.” 


Passive I get enough feedback 
without having to ask for 
it. 


“Already get it without asking”


 


Clinicians are too busy, 
they have more important 
things to do, or will be 
annoyed at feedback 
requests. 


“How busy my superior's were I felt they had more 
important things to do than spend time examining my 
technique and giveing me subsequent feedback” 


 


I can’t be bothered or 
shouldn’t have to ask for 
feedback. 


“Couldn't be bothered”


Scared I’m concerned at the 
response if I ask for 
feedback. 


“fear of what the response is”


 


I’m uncomfortable* asking 
for feedback. 


 


*includes: uncomfortable, 
scared, shy, nervous, 
intimidated, feel stupid 


“Intimidated, because it is very obvious that my level 
of knowledge is so much lower then the consultant, I 
can't possibly impress them, so if I ask for feedback 
all I will receive is - read more books you don't know 
enough.” 


Unskilled The feedback I received “It depends on the doctor/teaching staff you ask. 
Some will be very helpful if you ask them, others will 
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was not useful to me. say "yes, it was good" and leave it at that which isn't 
a particularly helpful statement” 


 


I lack knowledge of who, 
when, or how to ask for 
feedback. 


“Didnt know how or when to bring up the question. 
Feels very awkward and uncomfortable” 


Uninformative No detailed ideas in this 
group 


“nothing untoward”


 


Reassuringly, the person considered by the most students to have the most 
responsibility (rank 1) for ensuring they receive feedback was themselves. 
The next groups with the most responsibility were teaching staff, followed by 
consultants / GPs. 


Almost 35% of respondents ranked themselves as most responsible, and 
50% ranked themselves in the top quartile of groups of people for ensuring 
they receive feedback. However just over a quarter of respondents (26%) 
ranked themselves amongst the least responsible (ranked 7 or more) for 
ensuring they receive feedback. 


Looking at the quartile distribution graph (Figure 1) we see three distinct 
patterns of responsibility according to the medical student respondents. 
Those with more responsibility (Me, Consultants/GPs, Teaching staff, 
Registrars/GP registrars); those with least responsibility (Allied staff, Nursing 
staff, Patients / Relatives), and those with mixed and moderate responsibility 
(House Surgeons, Trainee Interns, Peers, Admin staff). Noting that the 
Admin staff have quite a different distribution of ranks pattern to the pattern 
of the other occupational groups. 
Figure 1: Percentage of respondents ranking each person / group of people in quartile ranks of 
responsibility, where 1-3 are the more responsible through to 10-12 as the least responsible.
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Disaggregating these patterns (Figure 2) shows subtlety in the ranking of the 
various groups responsible for providing feedback. As noted above the ‘me’ 
group pattern is reassuring, in that the majority of medical students do 
consider themselves as the most responsible for ensuring that they receive 
feedback. 
Figure 2: Percentage of respondents ranking each person / group of people where 1 is the most 
responsible and 12 is the least responsible.


 


The student respondents clearly see themselves, Consultant/GP, Teaching 
staff and Registrar/GP Registrar groups as having more responsibility for 
feedback than other groups. The somewhat flatter profiles of the House 
Surgeon, Trainee Intern and Peer groups indicate that these groups are 
perceived as having a lesser responsibility for feedback; but more than the 
Allied, Nursing and Patient / Relative groups. These latter groups attract a 
higher percentage of the lower ranks. The ‘U’ shape distribution of the Admin 
staff ranks does raise a concern about exactly which staff the students are 
reporting on – the hospital-based reception, secretary, booking clerk type 
staff or the university-based course management type staff. As this was not 
made clear in the question this result should be interpreted with considerable 
caution. 


So half the student respondents rank themselves in the top three people 
responsible for ensuring that they receive feedback, but do these students 
practice this ranking? The Otago Feedback Study asked “Did you ask for 
feedback this year, during your medical course?” 


The yes/no division to this question across all the respondents was: 45 
(56%) students replying yes and 35 (44%) replying no. Disaggregating these 
responses by rank of responsibility for ‘me’ shows the pattern in Figure 3. 
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Figure 3: Number of students reporting asking for (yes) or not asking for (no) feedback by ranking level 
of responsibility for ‘Me’. Ranks are 1 for most responsible to 12 for least responsible.


 


The major points shown in Figure 3 are firstly that most of the students who 
consider themselves as being the most responsible for ensuring that they 
receive feedback also report asking for feedback. The second point to note is 
that students report asking for feedback at all levels of responsibility. 


The qualitative aspects of this question explored the experiences of the 
students in both asking and not asking for feedback. In total there were 76 
comments to code, 42 (55%) from students responding yes; 32 (42%) from 
students responding no; and 2 from students not answering the question ‘Did 
you ask for feedback?’ 


At the summary idea level, most of the comments were coded as active, 
followed by scared, passive, and unskilled. The uninformative summary idea 
accounted for 11 (14%) of comments. This suggests that overall students 
are proactive in seeking feedback. However there are students who find 
asking for feedback a daunting proposition, don’t think they should have to 
ask or lack the skills to ask for feedback. 


Of the active comments the most common detailed code used was ‘when I 
asked for feedback the response was positive or useful’. Students reported 
very general benefits: 
“Good feedback”,  
to very descriptive experiences:  
“I asked one of the senior staff at the medical school once. This went well as 
he asked me some focused questions which gave me confidence that if I 
continued as I was I would be doing well.”  


Several students highlighted the importance of being observed as enhancing 
the value of feedback. Observation was highlighted in both positive and 
negative terms, as this comment shows:  
“Best feedback I got was from doctors who I spent most time with and who 
observed me while practicing e.g. GPs. However, most doctors / consultants 
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haven't really observed you in clinic and don't really know where you are and 
cannot give you any constructive feedback”. 
The link between observed actual practice and expected practice was noted 
by a student commenting: 


“Also some people who might observe you may not know how what level you 
should be at”. 


Respondents reported that asking those closer in the medical hierarchy was 
easier than asking those higher up the hierarchy. Some comments seem to 
suggest that the feedback from trainee interns and house surgeons was 
perceived as more valuable than the feedback from further up the hierarchy. 
“Good. mostly from peers, or health surgeons, as most comfortable with 
asking them, and they are usually very obliging and give excellent feedback. 
Do not feel comfortable seeking feedback from consultants or regs .... Too 
intimidated. worried will be annoyance.”  


“TIs and House Surgeon's gave feedbacks more often and they were 
understanding of our situation and constructive than feedbacks from 
consultants.” 


Comments coded into the scared idea category were mainly in the ‘I’m 
concerned at the response if I ask for feedback’ detailed idea group. The 
ideas expressed by respondents included annoyance, fear and negativity as 
these comments show: 


“fear of what the response is”;  


“It is a bit daunting to ask for feedback as you may be judged negatively and 
given negative feedback.” 


The scared idea category also included the detailed idea of ‘I’m 
uncomfortable asking for feedback’. Noting that, as shown in table one, 
uncomfortable includes scared, shy, nervous, intimidated, awkward, and feel 
stupid.  


“I was too shy.”   


“When I didn't (e.g ...) it was partly because I found the consultants 
intimidating and not approachable.” 


Passively coded comments included those with the detailed idea of not 
wanting to ask or not believing that they should have to. Comments ranged 
from the straightforward  
“Couldn't be bothered”  
to the more complex  
“It would be most useful for doctors to give us feedback without us having to 
ask. It would be very useful for this to become an expectation of consultants 
who have students with them.”  


Other respondents in the passive group suggested that they received enough 
feedback without having to ask. Again some stated this idea very plainly  
“Already get it without asking”  
while others provided more detail to this idea  
“I can't remember if I ever particularly asked for feedback; but the really 
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good doctors would provide me with constructive feedback anyway, 
regardless of whether I asked”.  


The main detailed idea in the passive comments is the  ‘clinicians are busy, 
they have more important things to do or will be annoyed at feedback 
requests’ idea. In this idea respondents commented  
“Consultants are generally too busy”  
or recognised that some runs / teams had more time constraints than other 
runs  
“In some runs when I disnt ask for feedback its usually because the team is 
very busy”.  
Time constraints were often linked with the perception of being an 
annoyance to the medical practitioners:  
“I felt Doctors would be "annoyed" that a medical student is "wasting their 
time" by asking for feedback.  I also felt that they would say (or have the 
attitude of) "what do you mean feedback? Just watch and learn. Absorb it all 
by osmosis"”.  


In the unskilled idea code there are two more detailed ideas: ‘the feedback I 
received was not useful’, and ‘I lack knowledge of who, when or how to ask 
for feedback’. There were few comments in either of these idea codes. In the 
not useful idea were comments like:  
“usually people were not particlualry interested if it wasn't a formal 
expectation and gave brief responses. It varied greatly.”  
and in the lack skill area were comments like:  
“Didnt know how or when to bring up the question. Feels very awkward and 
uncomfortable”. 


The various verbatim comments included in this paper show that students, 
whether asking for feedback or not asking for feedback, undergo a range of 
feedback experiences, and interpret these experiences in different ways. 
Some have a very positive time: 
“Usually this is met well with people being happy to give feedback if you 
actively seek it”  
other respondents have found they need to work a bit at feedback:  
“Usually positive reactions. I learnt to be very very clear about what kind of 
feedback I was looking for. I'd frame my questions in terms of the level of 
detail I was looking for e.g. "Overall, do you have any general advice?" or 
"When I did X, did you think I should have done Y instead?"    I also learnt to 
only ask for feedback when the person wasn't super busy”  
while others have found asking for feedback to be not very useful:  
“Sometime people are not too sure what to say and just say "I think it was 
fine". Although still a feedback, but just seems like there is not much to gain 
from it.” 


Discussion 


Conceptual model 


The conceptual model of self-regulation and internal feedback proposed by 
Nicol and Macfarlane-Dick (2006) provides multiple points where teacher 
interventions could be implemented to improve learning. Despite the 
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different focus of TOFS, compared to Nicol and Macfarlane (learners rather 
than teachers), TOFS can have a role within their conceptual model.  


The Otago Feedback Study is best situated between externally observable 
outcomes (an essay, presentation or performance) and external feedback 
from a teacher, peer or employer (Nicol and Macfarlane-Dick, 2006). In this 
position the skills reported to TOFS serve to enhance the quality and quantity 
of the external feedback given to the learner in a way that is beneficial to the 
learner. Thus the learner can receive the feedback instead of just being given 
the feedback. 


Improved feedback to the learner, can then enhance the learner’s knowledge 
(domain and strategy knowledge) base and motivational beliefs. This in turn 
will strengthen the congruence between the student’s internal goals and the 
teacher’s set goals, reinforce or challenge student strategies for achieving 
their goals, contribute to achievement of internal learning outcomes, and 
then improve the quality of the externally observable outcomes (Nicol and 
Macfarlane-Dick, 2006). 


Student-centred learning 


Part of the programme review of the mid-2000’s saw the Otago Medical 
School put an emphasis on student-centred learning. Perez and colleagues 
noted in 2009 “student-centred learning allows the learner to take more 
responsibility for learning rather than being directed by a teacher” (p64). The 
Otago Feedback Study reports both that some students recognise that they 
have some level of responsibility for seeking feedback and thus for their 
learning; and that some students are proactive in asking for feedback. These 
findings provide a small amount of evidence suggesting that a move from 
teacher centred teaching to learner centred learning has occurred in the 
School of Medicine. 


This is a positive finding, and should be acknowledged, however we must 
also note that there are students who don’t ask for feedback, and this also 
occurs at all levels of stated responsibility. Further that some students report 
that they lack the confidence or skills to ask for feedback suggests that there 
is room for the School of Medicine to develop learning opportunities for these 
proficiencies to be gained.  


Who gives feedback? 


After themselves, the medical students report that responsibility for feedback 
belongs to consultants, teaching staff, registrars or the more senior doctors 
in the team. Students accord less responsibility to more junior doctors 
(house surgeons or trainee interns). However, the student respondents 
report that they are more comfortable asking trainee interns or house 
surgeons for feedback, than they are asking more senior medical staff.  


Respondents in the present study reported that junior medical staff are 
“closer in experience and understanding” than senior medical staff. This 
observation is echoed by Rubin and Rarey (2004) who suggested that 
proximity of age and experience was one reason for medical students rating 
feedback from residents (house surgeon equivalent) more highly than 
faculty. We were unable to explore more deeply the suggestion from several 
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respondents, as other researchers have reported (van Hell et al, 2009), that 
feedback from specialists and feedback from house surgeons is perceived as 
equally valuable or instructive.  


Observation before feedback 


Across multiple writers is the view that feedback should be offered to 
students based on the direct observation of actions or behaviours (Ende, 
1983; LeBlanc and Cantillion and Sargeant, 2008; Sherbino, 2010; Choo, 
2010; and others). The student respondents in TOFS clearly reflect this view 
although several also note that it is important that the observer is aware of 
the expected actions and behaviour prior to providing feedback. 


Asking for or not asking for feedback 


Many TOFS respondent comments - for example “usually positive” (our 
emphasis) - have been interpreted in the positive light, however there is 
room to take note of the specific language used in the comments. Some 
respondents hinted at that they found feedback that they initiated to be 
more useful than feedback that was just provided to them. van Hell et al 
(2009) found that student initiated feedback was reported as being more 
instructive when compared to staff initiated feedback or jointly initiated 
feedback. 


Our methodology precluded probing either the more detailed meaning of 
‘usually’ in the supplied comments, or specifically exploring the instructive 
value of feedback based on the initiator of that feedback. These are both 
areas in need for further investigation to fully understand the lived 
experience of requesting feedback in our medical school. 


Respondents provided a range of reasons for not asking for feedback. The 
major reasons reported are time, approachability of staff and deficit in skills 
for asking. Approachability has been investigated in several ways by different 
researchers. When considering students asking for feedback, Milan et al 
(2010) found students emphasised approachability over competence in 
clinical and teaching staff. This team suggested that faculty (and faculty 
development programmes) need to become more aware of how they portray 
themselves to students as well as building skills in encouraging students to 
seek feedback. 


Being yelled or sworn at, or being humiliated or degraded were reported 
relatively commonly by medical students in New Zealand (Wilkinson et al, 
2006). It is quite easy to imagine that if a student has experienced or has 
reports from colleagues of this type of behaviour that this would reduce the 
desire to request interactions with staff. Some TOFS respondents identify 
behaviour which could be interpreted as a continuation of the negative 
behaviour patterns identified by Wilkinson et al.  


Conclusion – Moving Forward 
 


The literature supports initiatives which encourage students to take more 
responsibility for requesting and following up on feedback. In accepting this 
assumption one question that follows is do students accept that they have a 
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responsibility for asking for feedback? As TOFS has shown, Milan et al (2011) 
report most students agree asking for feedback is a reasonable behaviour for 
students to carry out.  


 


The present work shows that some medical students accept that they have 
responsibility for this behaviour.  


re is a definite move in literature to encouraging students to request and 
follow up on feedback 


 


From the few reports of attempts to influence students to become more 
efficient obtainers and users of feedback (Bing-You, Milan 1998), students 
seem to need an opportunity to learn how to request feedback. This 
opportunity has been based on well articulated principles of providing 
feedback. Underpinning this assumption, as we have shown students do 
believe  


 


to empower the students to ask for feedback which reflects the usual 
features of good feedback. Ask soon after the event (and pre-warn a more 
senior person that you are going to ask), be specific in your request, discuss 
until you understand the feedback, ask about what you did well as well as 
what you need to work on, work out a plan of action for yourself including re-
observation and more feedback where possible. 


Teaching staff also need to continue with learning more about how to deliver 
feedback, (perhaps by asking a colleague to provide them with feedback on 
their ability to provide feedback!) and how to positively respond to requests 
for feedback. In particular working on demonstrating that feedback can be 
fitted into busy lives – limited use of encounter cards, one minute preceptor 
(Furney et al), feedback sandwich, Pendleton’s rules. 


To support to ongoing practice requirements the school could consider 
requiring students to ask for feedback as part of the expectations of medical 
students. 


All will assist with building the skill and knowledge base to assist with 
meeting the requirements of being a doctor in NZ. Good Medical Practice 
MCNZ para 66 states: “an integral part of professional practice is teaching, 
training, appraising and assessing doctors and students …. If you are 
involved in teaching you need to develop the attitudes, awareness, 
knowledge, skills and practices of a competent teacher.” Further Continuing 
Professional Development requirements include a minimum of ten hours per 
year of peer review which “normally includes feedback, guidance and a 
critique of your performance.” 


 


One student commented that they had experienced widespread (places and 
people) support and help, then stated: “If other students complain, they just 
need to put themselves out there more and get themselves to ward rounds, 
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acutes etc.”  This comment clearly reinforces that for this student the 
responsibility for learning firmly rests with the student themselves. 


 


LIMITATIONS 


Limitations of work include self-reported behaviour but cross checking would 
be overly arduous and potentially more random. Poor response rate across 
the student population, improved by carrot of a book token.  
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COMMITTEE FOR THE ADVANCEMENT 
OF LEARNING AND TEACHING 


FINAL REPORT ON UNIVERSITY TEACHING DEVELOPMENT GRANT 
 
CALT intends its reporting processes to be as simple as possible but sufficiently detailed to 
ensure that the findings of the research and development work undertaken can be used to 
maximum effect in improving the learning of students.  CALT expects that the project  will 
produce a demonstrated improvement in student learning outcomes and a publication related to 
the project in a discipline related education journal or general higher education journal. CALT 
accepts that if either of these has been achieved in full then the amount of additional reporting 
required should be minimal. If neither have been achieved a full report is required.  
 
Your Final Report should consist of both electronic and paper copies of, in order of preference; 
 


a) a paper accepted for publication in a peer-reviewed journal or peer-reviewed conference 
proceedings that relates directly to the project (assuming that the paper does address 
issues of learning and teaching associated with the project).  In addition please provide a 
synopsis of your project for the CALT web-site - no more than 200 words, and attach a 
copy of the final statement for the Activity Centre set up for your Grant.   


 
b)  an evaluative report on the impact of the innovation or development on student learning 


(including a description of the innovation, and an evaluation of impact based on student 
perceptions, self-review, and peer or expert review). Examples of such reports are 
available from Academic Developers in HEDC.  In addition please provide a synopsis of 
your project for the CALT web-site - no more than 200 words, and attach a copy of the 
final statement for the Activity Centre set up for your Grant.   


 
c) the completed CALT report template provided below; please update CALT as outcomes 


of the project become available. Reports and related documentation will be made 
available to the University in HEDC’s Resources Room.  


 
In addition, all CALT grant recipients are strongly encouraged to further disseminate their results. 
They may write an article for Akoranga http://hedc.otago.ac.nz/hedc/resources/Akoranga.html 
and present a departmental seminar. Recipients will also be contacted by HEDC and supported to 
prepare a Case Study to annotate the University’s Teaching and Learning Plan.   
  







 
 
 


 
Name: Nell Smith and Rachel Spronken-Smith 
 
Department: HEDC 
 
Title of Project (as on application):  The doctoral research journey: Understanding attrition on 
the way to completion 
 
Date on letter notifying award of grant: December 2010 
 
General progress report (approximately 200 words): 
Please include here an indication of the degree to which the project is completed. If some outputs (such as research 
papers) are in progress, please give an indication of when they will become available.  
 
As noted in an earlier progress report, after a general review of the doctoral completion literature 
the focus of this review narrowed to: furthering understanding of the pre-entry personal 
characteristics of on-time and early doctoral completers.  A literature review based on this is now 
being finalised for submission to a higher education journal (HERD).  This process has been 
delayed slightly due to a re-location and illness, however, I am now in a great position to be able 
to complete this work. 
 
Specific objectives achieved and any notable successes: 
 
The literature review is being finalised for journal submission. 
Review findings and recommendations will be presented to the Student Learning Centre and 
Graduate Research Services. 
 
Specific objectives not achieved (plus a brief statement of the reasons): 
N/A 
 
Student groups directly involved in the project or whose learning might indirectly benefit 
from the project: 
There were no students directly involved in the project, however, it is intended that the literature 
review produced will inform postgraduate discussion, policy and practice at the University of 
Otago and beyond. 
 
Details of publications arising from the research (e.g. papers submitted, in press and/or published): 
Reports, papers and related documentation will be made available to the University in HEDC’s Resources Room so 
it is important that they are forwarded to CALT.  In addition, all CALT grant recipients are strongly encouraged 
to further disseminate their results. They may write an article for Akoranga 
http://hedc.otago.ac.nz/hedc/resources/Akoranga.html and present a departmental seminar. In addition, recipients 
will be contacted by HEDC and supported to prepare a Case Study to annotate the University’s Teaching and 
Learning Plan. 
 
A paper by the authors to be submitted to HERD. 
The review and recommendations will be made available to relevant people in the postgraduate 
community at Otago. 
 
Financial information: 







 
Please attach a copy of the final statement for the Activity Centre set up for your Grant.  The statement will be 
sufficient information for this section, provided that you explain any variation from the original conditions of your 
grant. If your project was supported by additional funding from other sources please describe.  
 
Summary: 
Please include here a synopsis of your project for the CALT web-site - no more than 200 words.  Please include any 
evaluative reflections you have, and any hyperlinks to further information on the project.  
 
Furthering understanding of the pre-entry personal characteristics of early 


and on-time PhD completers 


 


The past decade or so has seen a growth in research in the area of doctoral completion, 


persistence and attrition with a focus on the three corners of what has been described as the 


Completion Triangle (Jiranek 2010).  The triangle consists of 1) the personal situation of the 


student, 2) the nature and quality of supervision, and 3) the resources and facilities available.   To 


date there appears to have been some reluctance to place too much emphasis on pre-entry 


characteristics, especially those non-demographic student variables that are not necessarily easy 


to measure.  Non-cognitive pre-entry characteristics are those of the individual – the student – 


and there is an argument that putting too much attention here can imply that later when the 


student “drops out” it is these personal or psychological characteristics, rather than candidature or 


institutional characteristics, that are to blame.  This literature review however turns this argument 


around with a focus on the personal pre-entry characteristics of early or on-time PhD completers. 


Did these students have some pre-entry characteristics that could possibly be identified and of use 


to those involved in selecting and supporting doctoral students?   This focus on personal 


candidate variables is considered to be a relatively new direction in doctoral completion research, 


and it is to this that this review will contribute (Bair and Haworth 2004).  The overall aim of this 


review is to further understanding of the complex doctoral journey and to better support doctoral 


students to achieve a positive result. 


 


Signature: 


 


Date: 


 
 
Please return to Ruth Taylor by email and in paper form no later than 31 December 2012.  








 
 
 


 
 


COMMITTEE FOR THE ADVANCEMENT 
OF LEARNING AND TEACHING 


FINAL REPORT ON UNIVERSITY TEACHING DEVELOPMENT GRANT 
 
 
Name:Faafetai Sopoaga 
 
Department: Preventive and Social Medicine 
 
Title of Project (as on application): Evaluation of a pilot Pacific Immersion Programme for Medical 
Students 
 
Date on letter notifying award of grant: CALT 2011 
 
General progress report (approximately 200 words):  
 
The aims of this research were to :   


 Evaluate the usefulness of this method of teaching (where the community are educators) 
in the teaching of medical students. 
 


 Assess the impact on the Pacific community when engaging with the University in this 
way. 


 
The project is completed. The project evaluated the usefulness of the Pacific Immersion 
Programme for teaching Pacific health to medical students. It involved obtaining students’ 
feedback from their reflective essays, feedback from students before and after the programme 
using quantitative collection of data, and also feedback from the local community.  
 
Specific objectives achieved and any notable successes: 
 
 


1. Publications:  


 The evaluation of the usefulness of this method for teaching medical students is 


completed. There were two methods undertaken. One was to assess the usefulness of the 


programme from previous student’s reflective essays. Please see attached one 


publication. The second was to conduct a survey where students were asked before and 


after (similar questions) to assess the usefulness of the immersion programme in their 







 
learning. This data is being analysed and the plan is to publish the results within six 


months.  


 


 The evaluation of the impact of the Pacific community involved focus groups with four 


communities involved in the project. Community groups involved were the Samoans, 


Cook Islands, Tongan and the mixed minority ethnic groups. There were two focus 


groups from each of these community groups interviewed, one for the adults and the other 


for young people. In total, there were eight community focus groups conducted as part of 


the evaluation process. The data from the community focus groups has been evaluated. A 


preliminary report was presented to Pacific leaders from the local community on the 14 


March 2012. The first draft a paper to be submitted to the New Zealand Medical Journal 


is near completion.  


 
2. Presentations 


 National Pacific Conference : Growing Pacific Solutions : 3-4 April 2012 


 Department of Preventive and Soc Medicine – Symposium 16-17 February 2012 


 Wellington Campus – Inaugural Pacific Day – 9 March 2012.  


  


3. Wellington School Campus 


 There was a request from leaders in the Wellington Campus for more information 


about the Immersion Programme to assess its viability for their teaching 


programmes.  


 
Specific objectives not achieved (plus a brief statement of the reasons): 
 
Proposal to HRC for external funds to further research in this area. This is planned for later this 
year. 
 
Student groups directly involved in the project or whose learning might indirectly benefit 
from the project: 
 
All students studying medicine at the Dunedin School of Medicine will have the opportunity to 
benefit from this teaching.  
 
 
Details of publications arising from the  
 







 
Please see enclosed one paper published in December 2011 from this project. The plan is to 


submit two more articles for publications. The next one within 3 months and the last article 


within 6 months. Results from this work has been presented in a national Pacific conference on 


the 3rd April 2012. ( see Growing Pacific Solutions - http://www.leva.co.nz/). I have presented 


information about the Programme at the Departmental level at the annual symposium in February 


2012. I was also able to present some information about this project at the Pacific Inaugural Day 


at the Wellington Campus on the 9th March 2012.  


 
 
 
 
Financial information: 
Please see enclosed. 
 
 
Summary: 
The aim of this work was to assess the usefulness of this programme in teaching medical students 


about Pacific Health in New Zealand, and also to obtain the views of the community about its 


role in the programme. Students who participated in the programme reported their appreciation of 


this unique opportunity provided to enable them to see and experience the “reality” and “context” 


for many Pacific patients. It assisted them in understanding the reasons why Pacific peoples 


suffer disproportionately from poor health in New Zealand, and was an invaluable learning 


opportunity. The feedback from the community was very positive. It has provided them with the 


opportunity to have input into the training of future doctors who have a significant impact in the 


provision of healthcare in the future. They also appreciated the opportunity to have training 


health professionals interact with their own children, as they see these young medical students as 


good role models for their youth.  


 


Signature:  


 


Date: 11 April 2012  


 
 
Please return to Ruth Taylor by email and in paper form no later than 30 April 2012.  
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BACKGROUnD AnD COnTExT: Pacific peoples make up approximately 7% of the total population in 
new Zealand, and are over-represented in poor health statistics. There are very few Pacific peoples in the 
health workforce. Most Pacific patients will be seen by a non-Pacific health professional when seeking 
medical care. it is important for all health education institutions, therefore, to include Pacific health as 
part of their curricula. 


AssEssMEnT OF PROBLEM: This article outlines the development and evaluation of a Pacific immer-
sion programme to teach medical students about Pacific health. The programme was developed with the 
assistance of local Pacific community leaders. Learning objectives for students, protocols and processes 
were developed. These learning objectives and feedback from medical students, staff and host families, 
formed the basis for evaluating the programme. 


REsULTs: students found the programme to be very useful. Host families were satisfied with the experi-
ence. staff support ensured the programme became a required part of learning at the dunedin school of 
Medicine. 


sTRATEGIEs FOR IMPROVEMEnT: The pilot programme was initially offered as an optional choice for 
students. in the future, all students at the dunedin school of Medicine will be expected to undertake the 
programme. A research project looking at changes in knowledge, skills and attitudes of students after the 
programme will be of value.


LEssOns: The programme provided a useful way for teaching Pacific health to undergraduate medical 
students. Other institutions could consider this method for teaching Pacific health in their curricula. 


KEYWORDs: Pacific health; health education; Pacific peoples


Background and context


The teaching of cross-cultural competencies has 
been incorporated in the training of medical 
students in many countries.1–4 Teaching methods 
used are lectures, workshops, rotations, language 
training, immersion programmes and other 
approaches, to enable students to learn about 
factors that influence the health of people in 
different ethnic societies.5–11 This is of particular 
importance in communities which are becoming 
increasingly diverse. 


Pacific peoples in New Zealand make up approxi-
mately 7% of the total population.12 There are very 
few Pacific health professionals working in New 
Zealand. Less than 3% of all nurses, 1% of medical 
doctors, and even fewer physiotherapists, dentists 
and pharmacists identify as Pacific.13 Pacific 
patients are most likely to be seen by non-Pacific 
health professionals when they seek health care. 
It is important for health education institutions in 
New Zealand, therefore, to include the teaching 
of Pacific health in their curricula. This article 
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outlines the development of a Pacific immersion 
programme, and the evaluation of its usefulness 
for teaching Pacific health to medical students. 


Pacific health and health models


‘Pacific health’ refers to the health of Pacific 
peoples living in New Zealand. It includes fac-
tors such as socioeconomic, cultural, spiritual, 
environmental influences on health and access 
to health care. It also looks at other factors that 
influence health and wellbeing, and the ef-
forts of society to improve health and health 
outcomes. Pacific peoples are over-represented 
in poor health outcomes compared to the total 
New Zealand population.14,15 The Government 
has responded to this by ensuring information is 
available about Pacific cultural competencies, and 
‘Ala Mo’ui outlines the pathways to health and 
wellbeing for Pacific peoples.16,17 Pacific research-
ers have also contributed to an understanding 
of Pacific health and wellbeing in New Zea-
land. Many health models have been developed 
to assist in understanding Pacific health, and 
how to conduct research with Pacific peoples in 
New Zealand.18,19 One of the first models to be 
described was the ‘Fonofale model’, developed 
in 1984.19 This model has a pan-Pacific approach, 
and outlines a number of areas that can influence 
the health of Pacific peoples. These are culture, 
family, physical attributes, spirituality, mental 
factors, sexuality, age, gender and socioeconomic 
status. The environment, time and context for 
patients are also important factors to consider. 


Medical training at the University of Otago


The first medical school to be established in 
New Zealand was at the University of Otago in 
1875.20 The Faculty of Medicine has three medi-
cal schools spread over three campuses: Dunedin, 
Christchurch and Wellington. Students who 
wish to study medicine at Otago are required 
to do a competitive health sciences first-year 
course.21 Those who are successful enter the sec-
ond year of medical training. Two hundred and 
sixty students are accepted into the second year 
of a six-year medical course. The second and third 
years of training are based in Dunedin. Students 
are divided evenly between three campuses in the 
final years of training. Those who are not suc-


cessful in getting into medicine after the health 
sciences first year, can apply again under the 
‘Graduates’ category or in the ‘Other’ category.22


Assessment/impetus for 
the programme 


Research at Duke University outlined the impor-
tance of involving at-risk communities in the work 
of training institutions for improved outcomes.23 
An immersion programme at the University of 
Otago to teach medical students about the health 
of Maori, the indigenous people of New Zealand, 
was reported to be useful.4 A similar approach 
had not been explored for the teaching of Pacific 
health. The development of a new curriculum 
at the Faculty of Medicine in 2008 provided an 
opportunity to explore if a similar programme 
would be useful for teaching Pacific health.


Pacific immersion programme


A pilot Pacific immersion programme was de-
veloped in Dunedin which allowed the Pacific 
community to have input into the teaching of 
fourth-year medical students. The university 
consulted the local Pacific community in the 
development of the programme, which involved 
medical students spending a weekend with a local 
Pacific family. The objectives of the programme 
were to provide the opportunity for students to:


experience Pacific family life in NZ•	
observe and experience how cul-•	
ture, religion and socioeconomic en-
vironment influence health
practise and observe cross-cultural  •	
communication
determine from observations and infor-•	
mation shared what could be useful for 
them in their future practice, and 
learn about factors that influence the health •	
of Pacific peoples from the community.


Community coordinators worked with university 
staff to develop required protocols and processes. 
Information developed was translated where 
required for host families. Students were given 
relevant information and guidelines about the 
Pacific group they were to stay with. There were 
four attachments during the year. Four Pacific 
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WHAT GAP THIs FILLs


What we already know: Research has outlined the importance of involv-
ing at-risk communities in the work of training institutions for improved out-
comes. An immersion programme at the University of Otago to teach medical 
students about the health of Maori has been reported to be useful.


What this study adds: The teaching of Pacific health through an immer-
sion programme to medical students in new Zealand is a new initiative. This is 
a pilot programme which has enabled the Pacific community to be ‘teachers’ 
in the training of medical students. 


groups took part in hosting the students: Samo-
ans, Cook Island Maori, Tongans and a mixture 
of smaller ethnic groups (Fijians, I-Kiribati, 
Tuvaluans and Niueans). Each group was involved 
once only during the year. Families involved 
were given a supermarket voucher to assist in the 
catering of students. 


Students were required to complete a reflective es-
say about the lessons gained from the attachment. 
They also had the opportunity to provide verbal 
feedback through debrief sessions with staff after 
the programme. Fourth-year medical students have 
had training in consultation skills, and how to ob-
tain information from patients by asking relevant 
questions. In this context, they were encouraged to 
observe and compare the similarities and differ-
ences to their own upbringing, and how what they 
observed could be either beneficial or detrimental 
to health. They were encouraged to participate in 
host families’ activities, and ask questions if there 
were issues they did not understand. Students 
were instructed not to offer medical advice to peo-
ple in the community about their illnesses. If stu-
dents were concerned about a situation, they were 
to refer the matter to university staff responsible 
for the programme. Funding for the programme 
was made available through the Dean’s office. 


Method for evaluating the programme


Evaluation of the programme was required to 
determine its usefulness for teaching Pacific 
health to medical students. Ethics approval was 
not required for this purpose. Student essays 
and debrief feedback were analysed to see if the 
learning objectives of the programme were met. 
The students’ essays received feedback, but did 
not contribute to their marks for the attachment. 
Permission was obtained from students for infor-
mation provided to be used for reports or publica-
tions. Assurance was given that any information 
used would not identify individuals. Feedback 
from the Pacific community through commu-
nity coordinators was taken into consideration. 
It focused on whether they were satisfied with 
the experience. It was important to also know 
whether they would be happy to participate in 
future programmes. Feedback from staff about 
the programme was important in the evaluation 
process. The information sought from staff was 


whether they thought the programme should be 
incorporated as a required part of the curriculum. 


Results


The programme was conducted as a pilot in 
2010, and was optional for students. Of the 77 
medical students in the fourth-year medical class, 
one student was of Pacific heritage. Fifty-seven 
students participated in the programme. All stu-
dents who took part in the programme reported 
an appreciation of the opportunity provided for 
them to learn about Pacific health in this context. 
Reported below are examples of feedback from 
students against the objectives of the programme. 


Objective 1: Opportunity to 
experience Pacific family life in NZ


“They were such a welcoming, generous and unfail-
ing friendly people with a really strong sense of 
culture and community among their ethnic groups.” 
(Student No. 1, Male)


“The thing that struck me most about my weekend 
spent with… family was their inclusiveness. From 
the moment we met… until the moment we kissed 
goodbye, I was treated like a member of the family.” 
(Student No. 2, Female)


Objective 2: Observe and experience 
how culture, religion and socioeconomic 
environment influence health


“For me, this experience has highlighted several 
key points and areas between my upbringing and 
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culture and that of Pacific peoples. These include 
the family structure, cultural norms and their 
impact on health behaviours, and the degree of 
understanding and acceptance of medical concepts.” 
(Student No. 3, Male)


“In preventative and social medicine we are taught, 
frequently, about the social determinants of disease, 
with the Dahlgren and Whitehead diagram re-
peated ad nauseam. So whenever I see that diagram 
I tend to switch off without giving it more than a 
cursory glance. But this weekend I gained a true 
insight into the real social determinants of health, 
disease and wellbeing.” (Student No. 4, Female) 


“When I think about my own upbringing/lifestyle it 
confirms to me how fortunate I have been to many 
of the above factors (income, poverty, employment 
and occupation, education, housing…). I attended… 
school… and… college… Both are decile 10 which 
means they are among the 10% of schools with 
the lowest proportion of their students from the 
lower socioeconomic communities… my parents 
both work… where employment contracts are very 
reasonable and their income is steady…”  
(Student No. 5, Male) 


“I learned the massive importance of one’s social 
and spiritual health. People from the… community 
value friends and their faith often higher than their 
own personal needs, and I know now how essential 
it will be to enquire about their total feeling of 
wellness, not just their physical health.”  
(Student No. 6, Female)


“She also said that traditionally… a prayer would be 
said when beginning the consultation with a doc-
tor and before treatment would begin. I had never 
considered that doctors might pray with their 
patients. General ignorance of… spiritual needs in 
the health care system may be a reason why… do 
not access health care as much as they need to.” 
(Student No. 7, Male)


Objective 3: Practise and observe 
cross-cultural communication


“I believe that I gained a lot from the Pacific immer-
sion weekend, I learned a lot about the traditions 
and customs of the… community, developed com-
munication skills in overcoming language barriers 


and also developed greater insight into the health 
issues that are concerning the community as well.” 
(Student No. 8, Male)


“I have come to realise that quality communica-
tion is an underestimated health determinant. I 
always knew that communication was important, 
especially when patients do not speak English, a 
translator may be necessary. However, there is a lot 
more to communication than just speaking the same 
language.” (Student No. 9, Female)


Objective 4: Determine from observations 
and information shared, what could be 
useful for them in their future practice 


“This programme has helped me realise that as a 
future member of the health profession. I have a 
responsibility to improve Pacific health outcomes 
and reduce inequalities.” (Student No. 10, Male)


“I am very grateful for the opportunity, and feel 
there is no better way to learn about a culture, than 
by experiencing it first-hand.” (Student No. 11, 
Female)


“We all need to be culturally aware and sensitive to 
the needs of all our patients regardless of whether 
they are a minority group or not. I hope that the 
special knowledge I have gained from this weekend 
will help me to do just this in my future practice.” 
(Student No. 12, Female)


Objective 5: Learn about factors 
that influence the health of Pacific 
peoples from the community


“I have heard repeatedly in lectures of how different 
aspects of Pacific culture could affect the delivery 
of health care, but I wasn’t sure how true it was 
for the average Pacific Islander. This scepticism 
evaporated when I listened to my host father as he 
described his people and their relationships with 
doctors.” (Student No. 13, Male)


“For my Pacific immersion experience I was heartily 
welcomed into a family with a connection to Kiri-
bati. I had no previous knowledge of the Kiribati 
islands, couldn’t even locate them on a map, but 
over the course of the weekend I came to learn a 
little bit about what it’s like to be a migrant to New 
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Zealand from a small island community.”  
(Student No. 14, Female)


Feedback from local communities through com-
munity coordinators indicated everyone was 
satisfied with the programme. Host families 
felt what they had to share was valued and this 
was greatly appreciated. Medical students had a 
positive impact as they were seen to be good role 
models for young people in the community. All 
host families were happy to be involved again in 
future programmes. 


The Dean of the Dunedin School of Medicine 
and senior staff members attended some of the 
attachments. Everyone endorsed the Pacific 
Immersion Programme as a valuable learning 
experience for students and agreed for it to be a 
required part of learning. Students are motivated 
to learn subjects that have a formal assessment 


tion with family and community was important 
for their overall wellbeing.25 Pacific peoples who 
have a strong connection to a community group 
were less at-risk. Those, however, who were not 
as well connected to a community group, church 
or other network of support were often the ‘hard-
to-reach’ groups and were the ones most at-risk. 


Students, through their essays and feedback 
at debrief sessions, were able to observe and 
identify many issues that impacted on Pacific 
peoples’ health. These included income, employ-
ment, education, housing, transport, smoking, 
diet and nutrition. Some also observed that, 
whilst the community was a close-knit group, 
there were some—particularly the elderly—who 
were lonely and felt displaced. Depression was 
observed as an important issue for young people, 
and suicides had affected some host families in 
recent times. 


This unique opportunity helped students observe and experience 


the context for Pacific peoples in New Zealand, the complexities of 


Pacific families, the impact of cultural and environmental factors 


and the opportunities they have to make a difference in the future.


component.24 The Pacific Immersion Programme 
will be included as an examinable part of the 
medical curriculum for students. 


Discussion


This unique opportunity helped students observe 
and experience the context for Pacific peoples in 
New Zealand, the complexities of Pacific fami-
lies, the impact of cultural and environmental 
factors and the opportunities they have to make a 
difference in the future. Some students were anx-
ious initially because what they knew of Pacific 
peoples was through the ‘news media’, and it all 
seemed to be ‘bad news’. The opportunity pro-
vided opened the eyes of students to many issues 
they would not have understood in the context of 
class lectures. Students also observed positive fac-
tors that influenced health and wellbeing. Pacific 
peoples are migrants, and having a strong connec-


The Pacific Immersion Programme provided a 
way to engage the community in the work of the 
university. There were also benefits for the local 
community from involvement in the programme. 
Community coordinators and staff felt this pro-
gramme provided a basis for developing further 
working relationships and collaborations in the 
future.  


Lessons and messages 


The Pacific Immersion Programme was explored 
as a method to teach Pacific health to medical 
students in New Zealand. Students reported it 
was very useful in helping them learn about 
the context for Pacific peoples in New Zealand, 
and how best to work with them in their future 
practices. Good communication and working 
relationships between the local community and 
the university made the development and run-
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ning of the programme a success. The University 
of Otago will continue to work collaboratively 
with the local community to strengthen this 
relationship. The Pacific Immersion Programme 
could be explored by other health education 
institutions in New Zealand as a method for 
teaching Pacific health. 
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