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INTRODUCTION
The term ‘schizophrenia’ was coined by Eugene Bleuler in 1911 
and is directly translated from Greek origins to mean skhizein: “to 
split” and phrên: “mind”1. Schizophrenia is viewed as a complex, 
debilitating disorder where symptoms in affected persons’ range 
from altered cognitive capacity to disrupted social relationships2.

The prevalence of schizophrenia worldwide appears to be 
fairly common, as it is rated at 5-5.0 per 100001 according to the 
DSM-IV-TR. The range of symptoms present in mental health care 
users (MHCUs) diagnosed with schizophrenia is often difficult to 
manage for various reasons, but it has been said that one of the 
main difficulties complicating treatment is the high rate of relapse 
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Schizophrenia is a complex disorder due to the range of deficits with which mental health care users (MHCUs) present. In addition, the high 
rate of relapse and readmission in clients diagnosed with schizophrenia complicates the effective management of the condition. Medical 
factors have been evidenced to affect relapse and readmission rates however limited data exists regarding the influence of occupational 
performance factors. The aim of this study was therefore, to determine which occupational performance factors are perceived to affect 
the readmission of MHCUs diagnosed with schizophrenia. A descriptive, cross-sectional quantitative design with qualitative elements was 
conducted. Card sorting was implemented in two phases to a conveniently sampled population of occupational therapists and MHCUs 
diagnosed with schizophrenia. Data were analysed by means of descriptive statistics. It was found that social participation was perceived 
to be the most influential factor in the readmission of MHCUs diagnosed with schizophrenia. In conclusion, both medical and occupational 
performance factors affect readmission rates of MHCUs diagnosed with schizophrenia. Therefore to implement a client centred approach 
in occupational therapy, therapists may need to reconsider the priorities they address in treatment.
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social support system has been evidenced to prevent readmis-
sion20. Cohen and Sokolovsky20 highlighted this in their study of a 
Puerto Rican man diagnosed with catatonic schizophrenia who was 
frequently readmitted to hospital secondary to relationship stress-
ors. Interventions aimed at improving socialisation prevented his 
readmission for nine years. However, when this social intervention 
was discontinued, readmission to hospital followed shortly after. 
Enhancing skills in social abilities appear to help patients re-engage 
in their relationships and are instrumental in maintaining their sup-
portive social networks21. 

Another contributing occupational performance factor associ-
ated with readmission in MHCUs is a lack of routine. Chugg and 
Craik22 found that MHCUs diagnosed with schizophrenia had dif-
ficulty maintaining daily routines and that they spent most of the 
day sleeping23. The importance of constructive use of free time 
for MHCUs therefore needs to be emphasised12 as involvement in 
leisure provides opportunity for the “development of a person’s 
identity, motivation, autonomy, self-regulating behaviour, personal 
enrichment and socialisation”24:304. Many MHCUs engage in disrup-
tive behaviours such as substance abuse in their free time which 
has been found to contribute to relapse4.

Literature has shown that all areas of occupation are seen to be 
affected by schizophrenia and dysfunction in these areas may actively 
contribute towards readmission. However, minimal research has 
been done into which occupational factors are perceived to have the 
most influence on relapse and readmission. Identification of these 
factors could have implications for the prioritisation of meaningful 
occupational therapy intervention to prevent readmission25. How-
ever, as occupational therapy practice is based on a client centred 
frame of reference, obtaining evidence for practice must include 
the opinions of MHCUs in relation to the effects of occupational 
performance on the outcomes of therapy24. The objectives of the 
study were therefore: 

✥✥ To identify the perceptions of MHCUs diagnosed with schizo-
phrenia with regards to which occupational performance factors 
have the greatest influence on their readmission. 

✥✥ To identify the perceptions of the occupational therapists work-
ing in the mental health field of practice with regards to which 
occupational performance factors have the greatest influence 
on the readmission of MHCUs diagnosed with schizophrenia. 

METHODOLOGY
Study Design
A descriptive, cross-sectional quantitative study was implemented 
after obtaining ethical clearance from the Human Research Ethics 
Committee (HREC) of the Faculty of Health Sciences at the Uni-
versity of the Witwatersrand. The study aimed to determine which 
occupational performance factors were perceived by MHCUs 
diagnosed with schizophrenia and occupational therapists to affect 
readmission the most; therefore there were two phases.

Population and Sampling
For phase 1 of the study, sample A consisted of 30 adult clients di-
agnosed with schizophrenia who had been readmitted to hospital. 
They were conveniently selected over a period of three months 
in 2010 from six facilities offering services to MHCUs in Gauteng. 
Permission was obtained from the Gauteng Department of Health, 
as well as CEOs of the facilities who consented for the research to 
be conducted at the occupational therapy departments. The oc-
cupational therapists at the facilities identified potential participants 
during the prescribed time period; however, only 26 participants 
met the inclusion criteria of being: apsychotic, over the age of 18 
years, and literate.

For phase 2 of the study, sample B consisted of 10 conveniently 
sampled South African occupational therapists working in the field 
of mental health for at least one year.

Research Tools
The research team consisted of three researchers who gathered 
data by:

and readmission despite treatment. Limited empirical data exist in 
terms of the specific relapse and readmission rates within South 
Africa2,3. However, in a study done by Kazadi et al4, it was reported 
that 61% of MHCUs diagnosed with schizophrenia in Johannesburg 
relapse at least once, with the majority having two or more relapses. 

The need for clinicians and researchers to develop the evidence 
for interventions that prevent early psychiatric readmission was 
emphasised by Vigod et al5. With the occurrence of relapse being 
so apparent, it is important for occupational therapists to deter-
mine and understand which occupational performance factors are 
associated with relapse in MHCUs diagnosed with schizophrenia.

LITERATURE REVIEW
A literature search into the factors that affect relapse and readmis-
sion of MHCUs diagnosed with schizophrenia revealed that many 
studies focussed on contributing medical factors. Aspects such as 
comorbid medical conditions, substance abuse, and non-compliance 
to psychotropic medications were identified4,5. Various studies al-
lude to evidence which suggests that factors other than biomedical 
phenomena play a role in readmission; however they do not specify 
what these factors are4-6.

Jibson et al7 revealed that all areas of occupational performance 
and engagement in occupation for MHCUs diagnosed with schizo-
phrenia have been impacted by the recurrence of active psychosis 
and readmission to hospital. One could then question whether these 
areas of occupational performance, which in occupational therapy 
include functioning in personal management, work, leisure, social 
participation and routine8, play any role in relapse and readmis-
sion. Odes et al9 in their study showed that the level of function of 
MHCUs with schizophrenia on discharge could predict long-term 
outcome in terms of the rate of readmission. Those MHCUs who 
were not readmitted during the period of this study (1999 – 2005) 
had a significantly higher (p < .05) comprehensive functional score 
when discharged from hospital in terms of cognitive, social and task 
related behaviour.

Research linking employment to relapse has identified a per-
petuating negative cycle between these two factors as MHCUs 
experienced increased hospital admissions during economic slumps 
when they were less likely to retain their employment10-12. Engage-
ment in work or work related activities has been shown to result 
in improved mental health. Furthermore, employed MCHUs show 
improved quality of life and report that active engagement provides 
them with a purpose in life10.  

Provencher, et al13 found that ‘profiles of recovery’ related to 
work required an understanding of the benefits of work as perceived 
by MHCUs themselves. Supportive employment was found to 
reduce readmission14, and this was supported by the perceptions 
of MHCUs who felt they were more successful in obtaining and 
retaining a job with supported employment15. There is evidence 
that support should not be given by health professionals such as 
occupational therapists, as their belief system about the stresses of 
work precipitating relapse tend to make them overprotective of MH-
CUs16. Rinaldi et al16 found that professionals underestimated their 
clients’ coping abilities and advised them to not engage in work at all. 

Mental health care users diagnosed with schizophrenia have 
poor personal management skills and in the long term are less likely 
to perform self-care or health promotion activities, than persons 
without a mental illness17,18. These MHCUs were found to have a 
high external locus of control with regards to their health beliefs. 
Many were dependent on family members to complete or assist 
with their personal management activities however, it has been 
shown that if they had no family support in this regard they were 
more vulnerable to relapse and readmission18. There is limited 
research to indicate that poor personal management directly con-
tributes to readmission.

The social support that MHCUs receive and the social activities 
that they participate in after discharge have been found to have 
a major impact on the course of the illness, as returning to live 
with family or carers can either positively or negatively influence 
the MHCUs vulnerability for relapse and readmission19. A strong 
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✥✥ Completing a demographic questionnaire with the MHCUs 
diagnosed with schizophrenia,

✥✥ Implementing card sorting with both samples A and B. The same 
first and second card sort was used for both samples.

✥✥ Questioning the participants regarding the ranking of the cards 
for the first and second card sort. 

The demographic questionnaire consisted of 17 items which 
included questions relating to personal and medical background. 
The questionnaire took 20 minutes to administer.

Card sort26 is a technique used to explore the way in which 
preselected information can be grouped by people. This technique 
was chosen as it was found to be an easy method of gathering in-
formation related to the specific occupational performance factors 
assessed in this study27. This technique allowed the participants to 
rank occupational performance factors as they perceived them to 
influence readmission. The content of the card sort was developed 
by the researchers by:

1. Reviewing the literature to determine the occupational per-
formance factors influencing readmission. Six categories were
identified, namely ‘work’, ‘personal management’, ‘leisure’,
‘social ability’, ‘routine’ and ‘other’. These categories were then
reworded into simple phrases for clients’ ease of understanding, 
as follows:

• Work – ‘I did not have a job’
• Personal management – ‘I could not care for myself’
• Leisure – ‘I did not have anything to do in my free time’
• Social ability – ‘I did not have anyone to support me’
• Routine – ‘I did not have a structure to my day’
• Other.

These phrases, which formed the cards for the first card sort, 
related directly to occupational performance8 thereby ensuring 
face validity of the tool.

2. The first card sort cards were then sent to a panel of six experts 
in the field of mental health.  The experts were asked to critique 
the content of the cards and they found that the reworded 
phrases were too broad and would not yield adequate data. 
The researchers then drafted cards for a second card sort (see 
Table I) in order to yield explanations specific to the occupational 
performance factor ranked first in the first card sort. Thus, in the 
second card sort, participants were exposed only to the cards 

linked to the specific occupational performance factor, e.g. if a 
participant chose “I did not have a job” in the first card sort the 
only cards presented in the second card sort were: ‘I could not 
keep a job’, ‘I could not find an available job’, ‘I did not have the 
skills to work’ and ‘I did not want to work’ (see Table I). 
Participants were also expected to rank the cards of the second 
card sort according to their perceived level of importance for 
readmission. 
Experts reviewed the content of both card sorts thereby ensur-
ing content validity of the tool.

3. To ensure inter-rater reliability the card sort and demographic
questionnaire were piloted by each of the three researchers on 
three clients at a facility offering services to MHCUs. Participants 
in the pilot study showed no difficulties when ranking the first 
and second card sort activities, hence the content of both card 
sorts was unchanged. 

Data gathering procedure
For phase 1, occupational therapists working at the participating fa-
cilities identified readmitted MHCUs diagnosed with schizophrenia 
according to the inclusion criteria. The identified participants were 
approached and informed consent was obtained. The demographic 
questionnaire was then completed with each participant individually; 
after which the first and second card sort were implemented. Each 
participant was asked to prioritise the occupational performance 
factors that they perceived to have the greatest impact on their 
current readmission using the first card sort. The second card sort 
was implemented thereafter based on the ranked choice from the 
first card sort (see Table I). The researchers questioned participants 
regarding the ranking of the cards in order to understand the rea-
sons for prioritisation. 

For phase 2, the ten participating occupational therapists com-
pleted the card sort individually as administered in phase 1. The 
occupational therapists were asked to rank the cards of the initial 
card sort to indicate which occupational performance factors they 
perceived to have the greatest impact on readmission of MHCUs 
diagnosed with schizophrenia. The second card sort was imple-
mented thereafter based on the ranked choice from the initial card 
sort in order to yield explanations for the initial ranking (see Table 
I). The researchers questioned therapists regarding the ranking of 
the cards in order to understand the reasons for the prioritisation.

All participants’ rankings of the cards were photographed for 
data collection. The principles of informed consent, and confiden-

tiality were adhered to27.

Data analysis
Descriptive statistics, in the 
form of percentages was used 
to describe the demographics 
of sample A. The ranking of 
the occupational performance 
factors for both card sorts was 
analysed using percentages 
and presented as a matrix. 
Content analysis of the par-
ticipant responses was done.

RESULTS
Demographics
Of the 26 participants who 
met the inclusion criteria, 
73% (n=19) were male and 
26% (n=7) female. Seven 
percent (n=2) fell within 
the ages 20-25, 19% (n=5) 
within 26-30 years, 19 % 
(n=5) within 31-35 years, 
15% (n=4) within 36-40 
years, and 38% (n=10) over 
40 years of age. Ninety two 
percent (n=24) of the par-

Table I: Content of the first and second card sort
Content of first card sort	 Content of second card sort
I did not have a job	 I could not keep a job

I could not find an available job
I did not have the skills to work
I did not want to work

I could not care for myself	 I did not have the energy to care for myself
I could not wash, dress or groom myself
I could not manage my money
I could not run my household

I did not have anything to do in my free time	 I did not know where to get resources for my free time
I would rather sleep in my free time
I could not access resources in my free time
I did not know what to do in my free time

I did not have anyone to support me	 I did not have family to support me
There is no one in the community to support me
I did not have friends to support me
I did not want to spend time with other people

I did not have a structure to my day	 I had too much to do in the day
I did not think it was important to have a routine in my day
I did not know how to set up a routine for my day
I had too little to do in my day

Other
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ticipants reported to be single, indicating not having a life partner 
or being widowed or divorced. Only 7% (n=2) indicated that they 
were married. 

In terms of the level of education, 11% (n=3) completed grade 
7, 26% (n=7) completed grade 10, 34% (n=8) completed grade 
12 and 34% (n=8) had further educational training. 

100% of the participants fell within the low socioeconomic 
status category, i.e. earning an income of less than R2000/month 
if earning at all.

Card sort 1: The perceptions of MHCUs 
diagnosed with schizophrenia
The results of the first card sort for the MHCUs diagnosed with 
schizophrenia indicated that the factor they perceived as most 
influential in contributing to readmission was in the occupational 
performance area of support where 30% (n=8) ranked it first. Lei-
sure was ranked as the second most contributing factor to readmis-
sion. The highest percentage for work was ranked second at 23% 
(n=7), however this was lower than leisure and was then ranked 
as the third most influential factor. 30% (n=8) of the participants 
ranked routine as the fourth most influential factor. Self-care  was 
ranked equally at fourth and fifth, but was less than routine at rank 
at number four, therefore overall it was rated as the fifth most 
influential  factor. Fifty seven percent (n=15) ranked other as the 
least influential factor affecting readmission (See Table II).

Card Sort 1: The Perceptions of Occupational 
Therapists
Fifty percent (n=5) of the occupational therapists ranked support as 
the main contributing factor to readmission in the first card sort. For 
rank two, the results were equally split between a self-care, routine 
and work at 10% (n=1). Therefore the percentages that were higher 
at other rankings for each factor were taken into consideration first, 
and through a process of elimination, self-care was identified as the 
second most influential factor. Routine was ranked fourth by 50% 
(n=5) of the OTs, and 50% ranked work as the fifth most influential 
factor. Other was chosen as the least influencing factor affecting 
readmission, by 60% (n=6) of the OTs (See Table II).

Card Sort 2: 
The findings of card sort 2 are presented in Table II. The only 
agreement between the perceptions of MHCUs diagnosed with 
schizophrenia and the occupational therapists is in the category of 
support. All other categories show varied rankings.

DISCUSSION
The main factor impacting on readmission, as perceived by both the 
readmitted MHCUs diagnosed with schizophrenia and occupational 
therapists was support. This is reinforced by the work of Niehaus19, 
as poor social support was found to have a negative impact in influ-
encing the vulnerability for relapse and readmission. The MHCUs 
diagnosed with schizophrenia identified lacking support due to 
familial conflict as a result of psychotic behaviour as the stressor 
resulting in readmission, as highlighted in the statement below:

I was always fighting with my family because they thought I was try-
ing to cause trouble... they did not understand what was happening.

A limitation to the study was that the card sort statements were 
chosen in order to make them unambiguous for the participants. 
This resulted in certain terms, such as social participation being 
translated into lay terms, i.e. ‘support’. However, some MHCUs 
diagnosed with schizophrenia viewed this support as being financial 
support indicating ambiguity of the phrase of the card. This could be 
seen where ‘other’ was chosen as the main reason for readmission, 
but when asked to explain what ‘other’ was, the participant stated: 

I was always fighting with my mother and having problems with my 
family, so I struggled to be around people and had no one to talk to.

The participant did not prioritise this as support even though 
that card best described the situation.  

This skewed interpretation of support was highlighted by Mar-
waha and Johnson28 where MHCUs viewed support as social aspects 
and not financial aspects as indicators for wanting to be employed. 

Besides support being the top factor perceived as influencing 
readmission, no other similarity in the ranking exists between the 
perceptions of occupational therapists and MHCUs diagnosed with 
schizophrenia. 

Routine was identified by the occupational therapists as a neces-
sity in order to engage in leisure and work, therefore they prioritised 
this above leisure and work as essential in preventing readmission. 
This finding is emphasised by the underlying occupational thera-
pists’ belief that routine is vital in carrying out all activities of daily 
living23. In contrast, the MHCUs diagnosed with schizophrenia felt 
that if they had something to do in their free time, or if they were 
employed, this would lead to a routine in their day. Therefore, 
leisure and work were ranked higher than routine.

Table 2: Correlations between the OTs and the MHCUs perceptions for both the first and second card sort
PERCEPTIONS OF THE OCCUPATIONAL THERAPISTS	 PERCEPTIONS OF THE MENTAL HEALTH CARE USERS

1ST CARD SORT	 2ND CARD SORT	 1ST CARD SORT	 2ND CARD SORT

Support	 1. Family Support	 1. Family
2. Friends 2. Friends
3. Community 3. Community
4. Did not want to spend time with others 4. Did not want to spend time with others

Personal Management	 1. Lack of energy Leisure	 1. Could not access resources
2. Wash, dress and groom 2. Would rather sleep
3. Manage money 3. Did not know where resources are
4. Could not run household 4. Did not know what to do

Routine	 Did not complete a second card sort	 Work	 1. Could not keep a job
2. Could not find a job
3. Did not have the skills
4. Did not want to work

Leisure	 1. Did not know what to do Routine	 1. Could not follow a routine
2. Would rather sleep 2. Could not set up a routine
3. Could not access resources 3. Had too much to do
4. Did not know where resources are 4. Not important

5. Had too little to do

Work	 Did not complete a second card sort	 Personal Management	 1. Lack of energy
2. Could not run a household
3. Could not manage money
4. Could not wash, dress or groom self

Other	 Did not complete a second card sort	 Other	 Did not complete a second card sort
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 This raises the question as to whether the occupational thera-
pists are addressing routine and structure in therapy.  If routine is 
perceived to be a highly contributing factor to mental health23 as re-
flected in the literature, it needs to be addressed first and foremost 
within intervention. Mental health care users need to understand 
the role that routine plays with regard to work and leisure, so that 
treatment efforts are focussed on achieving a balanced lifestyle, 
which results in improved mental health and fewer readmissions.  

The prioritisation of work was influenced by additional factors 
and this was a limitation to the study. When asking the MHCUs 
diagnosed with schizophrenia about where they had placed work, 
the majority either said they had placed it high as they did not have 
work, or low because they did have work. Therefore this category 
was heavily influenced by their personal situations as well as their 
concept of the importance of work to their recovery13. Most par-
ticipants did not have the insight to describe what relationship work 
had to relapse and readmission. These findings should however be 
explored in relation to the work profiles described by Provencher, 
et al13. They found that many MHCUs experienced the role of work 
in their recovery as “uncertain” or  “as a challenge” due to a lack of  
self efficacy, social abilities and support. For the MHCUs who per-
ceived work as “a self-empowering experience”, being employed 
facilitated their recovery and ability to maintain themselves outside 
of the hospital. Thus there is a need to understand the MHCUs 
context and previous experience of work in relation to how they 
view work in influencing their readmission.  

With regard to factors impacting on the constructive use of free 
time, especially for those participants who did not have employ-
ment, the occupational therapists felt that the lack of leisure activi-
ties was the next most important factor in readmission as MHCUs 
did not know what to do in their free time. The MHCUs diagnosed 
with schizophrenia responded differently, identifying this as the least 
contributing factor and reporting an inability to access resources as 
the main problem as highlighted in the statement below. 

When I was at home, I thought about doing things for fun or with my 
friends, but I did not know where to go to have fun.

For those clients involved in occupational therapy programmes, 
many had engaged in leisure activities but within the structure of the 
department programme, therefore after discharge, although they 
may have wanted to engage in leisure activities, they felt they did not 
have access to resources. Thus the value placed on leisure by the 
MHCUs appears to be affected by the context to which they return. 
Inclusion of aims on how to access recreational and leisure resources 
in that context therefore need to be emphasised as outcomes in oc-
cupational therapy to prevent MHCUs from spending their free time 
unconstructively and to assist them to develop an understanding of 
the importance of constructive leisure in their recovery.

The MHCU participants prioritised personal management as 
the occupational performance factor that contributed least to re-
admission, whereas the occupational therapists ranked it second. 
This may be due to the training the occupational therapists receive, 
that individuals must be able to care for themselves first, before 
being able to engage in work, leisure or social activities. According 
to the Vona Du Toit Model of Creative Ability17, independence in 
personal management is the first area of occupation to develop. 

Research has shown that unless personal management goals are 
prioritised with the MHCU and their family or carer the level of 
function in personal management was not maintained and readmis-
sion was more likely to occur29. The MHCUs themselves did not 
prioritise personal management and felt that the ability to care for 
themselves did not have a significant impact on their level of func-
tioning. For them, the areas of work, leisure and social participation 
and support were more important, indicating a possible problem 
with insight into the importance of personal management as one 
of the factors identified as most affecting readmission. 

The findings for personal management could have been affected 
by the level of creative ability, as described by du Toit17, as the 
MHCU participants completing the card sort were at least on the 

level of passive participation and thus were already functioning fairly 
independently in personal management. The concern of the occu-
pational therapists was about the ability of the MHCUs to maintain 
this level of functioning once they were discharged. Shimozono et 
al29 evidenced that MHCUs must be supported after discharge in 
order to maintain functioning achieved within therapy programmes. 

The only other agreement between the perceptions of the two 
groups was that ‘other’ was prioritized as the least contributing fac-
tor to readmission. The card ‘other’ was included in the card sort 
to allow the MHCUs and occupational therapists an opportunity 
to describe any other factors that they felt had a large impact on 
readmission. When explaining the card sort, this card was offered 
as an option in the first card sort. If the participant ranked ‘other’ 
first they needed to explain, in the second card sort what ‘other’ 
was and how it impacted on readmission. Once the participants 
became aware of this, many of them changed their ranking and 
placed ‘other’ further down, so they would not have to describe it. 
This affected the ranking of the occupational performance factors 
and should have been omitted from the original categories. 

CONCLUSION
Occupational factors and medical factors should not be viewed in 
isolation. There is a two-way relationship between these factors, 
each impacting on the other. They cannot be viewed as separate 
entities as they contribute together to the readmission of MHCUs 
diagnosed with schizophrenia.

For this study, prioritisation of the occupational performance fac-
tors was done as separate entities. It is difficult to determine which 
one factor in isolation has the most influence on readmission, as the 
factors influence one another however, in this study both samples 
identified support as the most influential factor affecting readmission. 
The perceptions of both samples differed for all other occupational 
performance factors indicating a need for therapists and MHCUs 
alike to collaborate when establishing therapeutic goals30 to prevent 
relapse and readmission of MHCUs diagnosed with schizophrenia.
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INTRODUCTION
The complexities of occupational therapy (OT) practice in an ever-
evolving healthcare environment require the development of an 
innovative and flexible curriculum, to prepare graduates for practice 
within the South African healthcare sector1,2. Problem based learning 
(PBL) is a teaching method based on adult learning principles, aimed 
at supporting active participation to enable the acquisition of new 

knowledge and skills for use in practical situations3. Problem based 
learning as an instructional method was introduced in the 1980’s by 
Howard S Barrows, following his research at McMaster University4. 
Whilst PBL has proved to be a popular method of instruction for 
health sciences, research around the efficacy for supporting clinical 
reasoning and problem solving is variable5. Colliver’s6 review of the 
literature around PBL efficacy in 2000, revealed limited evidence 
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Background: The Occupational Therapy department of the University of the Witwatersrand (Wits) has been following a hybrid Problem 
Based Learning (PBL) Model to teach its undergraduate students since 1993. It was introduced to better equip students with the skills to 
cope with the evolving healthcare sector in South Africa. Internationally, studies indicate that students have a positive attitude towards 
this method of instruction as it promotes lifelong learning skills, but South African data are lacking in this regard. 
Summary of Work:  A retrospective record review of existing data was used to ascertain students’ opinions of the PBL process. Data 
were made available from a routine student assessment undertaken annually over two years. First to fourth year students completed 
questionnaires rating their opinions of the PBL process. 
Summary of Results: Results identified that students were positive towards aspects of the PBL process, specifically around working 
in groups and carrying out self-directed learning tasks. But it was evident that this positive attitude fluctuates in the second to third 
year of the course as students have difficulty managing the work load before demonstrating improved coping skills in their final year. 
However, a majority of the students had a negative perception of the PBL process overall.
Conclusions: A variety of factors could be impacting on the students’ overall perceptions of the PBL curriculum, possibly related to the 
hybrid nature of the course, and the work load. It is clear they also are distrustful of the process in supporting their skill and knowledge 
development.


