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Glossary of terms  

 Term  Definition  

1 Active listening  Active listening is defined according to four key skills: avoid 

judging the speaker, considering the speakerôs emotional cues and 

spoken language, following the speakerôs conversational lead, and 

reflecting back on what the speaker said (Clawson, 2008).  

2 Client  Client refers to an individual who takes responsibility for their 

decisions, voices their preferences, and shares adequate 

information to allow the professional to provide holistic 

counselling and management options. Furthermore, the client is 

someone who is seen as an equal to the professional because they 

should be free to make decisions even if it is contrary to the 

professionalôs recommendations (Kallio, Hªggman-Laitila, 

Saarnio, Viinamäki, & Kangasniemi, 2022).  

3 Competency ñCompetence is the ability to integrate and apply contextually-

appropriate knowledge, skills and psychosocial factors (e.g., 

beliefs, attitudes, values and motivations) to consistently perform 

successfully within a specified domain.ò (Vitello, Greatorex, & 

Shaw, 2021). Competency therefore is the subjective (self-

reported) and/or objective (test or simulated) evaluations of 

competence against pre-defined criteria (Suhonen et al., 2021).  

4 Confidentiality  This refers to the researcherôs responsibility to protect 

participantsô personal information or study results from 

unauthorized access, use, loss, or theft (DOH, 2015).  

5 Consent  The participantôs voluntary approval to participate in research 

after understanding all of the relevant information related to the 

study (DOH, 2015).  

6 Ego-resiliency  It refers to an individualôs ability to cope with stress in a flexible 

manner. Ego-resilience along with other psychological factors is 

thought to enhance PCC competence (Kim, 2022). 
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7 Incentive  A reward offered to encourage research participation (DOH, 

2015).  

8 Person-centred 

care  

Person-centred care (PCC) is defined as a holistic approach to 

care aimed at fostering a therapeutic relationship with clients, and 

clients are involved in the decision-making processes. Clinicians 

are active listeners and consider their clientsô preferences, and 

advise on management plans accordingly. PCC also recognises 

the individuality of persons, and how culture may influence 

healthcare choices (Kelsall-Knight, 2023).  

9 Psychological 

capital  

The examination of processes involving positive attitudes, 

feedback, criticism, and development of an individual or group 

(¢avuĸ, & Gºk­en, 2014). It comprises four basic components: 

self-efficacy, hope, optimism and resilience (Kim, 2022).  

10 Shared decision-

making 

Involves transparent dialogue between the clinician and client 

allowing for an informed collaborative decision of management 

options (Rodrigues et al., 2023).  

11 Social 

desirability bias  

Participants being aware of the research aims and answering 

questions in a way that might align with the aims (Demetriou, Ozer, 

&. Essau, 2015). 

12 Undue influence  The effect of an imbalanced power dynamic on voluntary 

participation, especially when participants are recruited by an 

authority figure (DOH, 2015).  

 

List of abbreviations  

Term  Abbreviation 

Faculty of Health Sciences  FHS  

Department of Health  DOH 

Human Research Ethics Committee  HREC 

Person-centred care  PCC 
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Person-centred Care Competency Scale  PCC Competency Scale  

Speech-Language Pathology SLP 

University of Cape Town  UCT  
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Abstract  

Background: Person-centred care (PCC) is described as a set of principles and 

behaviours which are practiced together to ensure that clientsô management goals and health 

needs are met. Practicing PCC in healthcare may have positive outcomes on all parties 

involved, including the professional, client, and organization. In audiology, the majority of 

PCC research conducted thus far has been focused on practicing audiologists and in higher-

income countries. Many of the studies have also focused on PCC preferences, with fewer 

studies exploring the implementation of PCC in clinical practice. Studies exploring PCC 

competency and implementation in South Africa are lacking. Furthermore, a paucity of 

research exists in South African clientsô perspectives on PCC.  

Study aims: 

1) explore the self-reported PCC competency of final year audiology students. 

2) describe studentsô observable PCC implementation during clinical encounters and 

how audiology clients perceived implementation thereof.  

Methodology: This study utilized an exploratory sequential mixed methods design. 

Quantitative and qualitative data were collected across two phases. In phase one, an adapted 

PCC Competency questionnaire (17 items) was administered to final year audiology students 

via an online platform (Google forms). In phase two, PCC implementation observations were 

administered in student-led clinical encounters with clients at Groote Schuur Hospital. Clients 

were invited to participate in a semi-structured interview after the clinical appointment to 

document their perceptions of PCC implementation in the student-led session. Data collection 

tools used in the study were the Person-Centred Care Competency Scale (adapted from Hwang, 

2015), PCC Observational Checklist (Tai, Barr, & Woodward-Kron, 2019), and the 

Patient/Carer Questionnaire (Ida Institute, n.d.). Data analysis was conducted using descriptive 

analysis and content analysis in phase one and two respectively.  
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Results: In phase one 11 student participants (47.8% of the total class) completed the 

questionnaire. All of the participants were female identifying, and aged between 21 and 25 

years old. Findings from the PCC Competency scale showed students perceived themselves to 

be competent in PCC. Students demonstrated competency in eliciting client and family 

perspectives. However, students demonstrated lesser competency in providing access to 

resources and assisting the client with decision-making. Six participants were invited to 

participate in phase two of the study. Of the six students invited to enrol into phase two of the 

study, one participant volunteered to participate (n = 8.3%) and was observed during a clinical 

encounter with an audiology client. The student displayed a majority of the PCC 

communication functions listed in the Observational Checklists. No client participants were 

enrolled in the study due to transport limitations after the clinical encounter. Additional client 

participants were not recruited due to lack of student participation in phase two of the study.  

Conclusion: The studyôs findings suggest that final year audiology students perceived 

themselves to be competent in PCC. From the observation it was evident that PCC was 

implemented during the clinical encounter. A larger sample size should be included in future 

studies to allow for generalizability of the findings. Future research should explore PCC 

competency and implementation in conjunction with additional participant demographics e.g. 

sex, age and home province. Client perspectives of PCC implementation should also be 

explored qualitatively.  

Declaration and funding 

This study was funded under a department of Health and Rehabilitation Sciences 

Postgraduate funding scholarship that is linked to the Principal Investigator, V. Hlayisiôs 

Building Research Active Academic Scholars fund. The opinions expressed and conclusions 

contained in this thesis, are those of the author and are not necessarily attributed to the funder.  

Key words: person-centred care (PCC), self-perceived person-centred care competency, 

person-centred care implementation, final year audiology students 
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CHAPTER 1: INTRODUCTION  

 Chapter overview: This chapter will provide the background of this study with a brief 

outline of a few of the prominent healthcare delivery models. The current studyôs main topic 

area, Person-Centred Care8, will also be introduced along with the problem statement, and the 

studyôs anticipated significance.  

Background of healthcare delivery models  

Various models of healthcare have been developed and implemented in clinical settings 

across time. With one of the historically prevalent models of healthcare being the biomedical 

model (Farre & Rapley, 2017). The biomedical model of care perceives an illness or disability 

in terms of structural or functional failures of the body, and therefore solely focuses on treating 

the presenting ailment (Engel, 1977). Whilst the biomedical model is efficient in diagnosing 

concrete ailments, one of its key drawbacks is that it excludes personal and psychological 

factors (Zigmond, 2014). As early as the late 1970ôs, George Engel published a paper 

discussing the limitations of this model. He argued that the biomedical model did not take into 

account the person's experiences and attitudes towards an illness, and the healthcare system 

they belonged to (Engel, 1977). Since a personôs experiences and perceptions towards an illness 

may influence the medical outcomes, an alternative model known as the biopsychosocial model 

was introduced (Engel, 1977). The biopsychosocial model of healthcare aims to integrate the 

biomedical approach alongside an awareness of the clients2ô psychological, socio-cultural and 

contextual factors (Engel, 1977; Kusnanto, Agustian, & Hilmanto, 2018). The biopsychosocial 

model is said to assist healthcare professionals in better understanding the role of these factors 

in disease development. Furthermore, it may aid in providing preventative information on how 

to have a better quality of life through lifestyle adjustments (Syed, Syed, & Bhardwaj, 2020). 

The biopsychosocial model is an alternative aimed at integrating the biomedical and 

2 See glossary  

8 See glossary 
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psychosocial aspects of clientsô healthcare. Despite enthusiasm towards this model of 

healthcare, definitive guidelines are lacking (Kusnanto, Agustian, & Hilmanto, 2018).  

Audiology and healthcare models  

Both the biomedical and biopsychosocial models have been implemented in 

audiological clinical practice (Meyer, Barr, Khan, & Hickson, 2017; Bennett et al., 2020). 

Meyer et al. (2017) reported that audiologists were lacking in attaining the psychosocial aspects 

of persons during the diagnosis and management planning of appointments. Furthermore, the 

appointments were biomedically driven with audiologists predominantly focusing on hearing 

aid dispensing. However, these findings are contrary to Bennett et al. (2020) who noted that 

audiologists reportedly explored the psychosocial effects of hearing loss, and worked alongside 

their clients to develop personalised goals. Bennett et al. (2020) suggested that their studyôs 

participants recognised the importance of addressing psychosocial aspects in audiological 

rehabilitation; however, they noted that clientsô attitudes and knowledge were more valuable 

than their context. Attempts were made to implement a biopsychosocial model in audiological 

healthcare; however, there is a paucity of evidence-based practices (Bennett et al., 2020).  

What is Person-centred care?  

Treating an individual holistically, and not only treating the presenting disease, is 

rooted in ancient practices (Mezzich, Snaedal, van Weel, Heath, & Chir, 2010). In the early 

1960ôs, at least one decade prior to the proposal of a biopsychosocial approach, the term 

person-centred care (PCC) was introduced by psychologist Carl Rogers in relation to 

psychotherapy (Fix et al., 2018; The Health Foundation, 2016). The precise definition of PCC 

is often driven by a number of factors (Tai, 2018; Nolte Merkur, & Anell, 2020). These factors 

include the geographical context, clinical settings, professions, and other stakeholders or health 

characteristics involved (Nolte et al., 2020). Variations in the precise meaning of PCC could 

also be attributed to the perceived needs of clients (Tai, 2018). Literature in PCC research has 
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attempted to outline clear guidelines for the successful implementation thereof (Coulter & 

Oldham, 2016; Eklund et al., 2018; English, 2022; Hwang, 2015; Krupat et al., 2000; Mamo 

& Henckle, 2022; World Health Organization, 2015).  

For the purposes of this study Kelsall-Knightôs (2023) definition of PCC was used. It 

is defined as a holistic approach to care aimed at fostering a therapeutic relationship with clients 

whilst considering their needs and preferences, and involving them in the decision-making 

processes. Clinicians are active listeners and consider clientsô individuality and cultural 

influences on healthcare choices (Kelsall-Knight, 2023).  According to Eklund et al. (2018) the 

goal of person-centred care delivery is for the client to have a meaningful life and for the 

healthcare professional to be empathic, and understanding of the clientsô perspective as well. 

Broad activities and principles of PCC include joint discussions about health management 

between professionals and clients, and the ability of professionals to adapt to client needs and 

values (Coulter & Oldham, 2016; Krupat et al., 2000; WHO, 2015). Additionally, Hwang 

(2015) also noted that providing client comfort, respecting clientsô perspectives, promoting 

client involvement in care processes, and advocating for clients were also PCC domains. 

English (2022) has indicated that the key components of PCC in audiology include effective 

communication and active listening1, joint goal-setting regarding hearing technology, building 

a trust-based relationship with clients, including clientsô families in sessions, and being 

empathetic towards clients.  

The literature discussed thus far suggests that a PCC model integrates the various 

components of a biopsychosocial model of healthcare. However, a greater emphasis is placed 

on clientsô attitudes and perceptions in relation to their healthcare. The components of PCC are 

also discussed in greater detail than the previous two models outlined, and how to implement it 

is guided by evidence-based research (Coulter & Oldham, 2016; Hwang, 2015; English, 2022; 

WHO, 2015).  

1 See glossary  
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Problem statement  

Literature highlights the positive outcomes that a person-centred care model may have 

for healthcare delivery for all parties involved (Basura et al., 2023; Boisvert et al., 2017; Clark, 

Garinis, & Konrad-Martinark, 2021; Coleman et al., 2018; Delaney, 2018; English, 2022; 

Grenness, Hickson, Laplante-Lévesque, & Davidson, 2014a; Hurley et al., 2018; Mamo & 

Henckle, 2022; Parmar, Mehtab, Vickers, & Bizley, 2022). PCC research has predominantly 

been conducted in high-income countries (Grenness et al., 2014a; Grenness, Hickson, 

Laplante-Lévesque, Meyer, & Davidson, 2014b; Hussain, Wilkes, & Dhanda, 2023; Laplante-

Lévesque, Hickson, & Grenness, 2014; Manchaiah, Gomersall, Tomé, Ahmadi, & Krishna, 

2014; Manchaiah, Dockens, Bellon-Harn, & Burns, 2017; Muñoz, Ong, Whicker, & Twohig, 

2019; Tai, Woodward-Kron, & Barr, 2018; Tai, Barr, & Woodward-Kron, 2019). Furthermore, 

majority of PCC research within audiology has been health professional facing towards 

practicing audiologists examining their views, knowledge, preferences, predictors and attitudes 

on PCC (Ali, Meyer, & Hickson, 2018; Boisvert et al., 2017; Laplante-Lévesque et al., 2014; 

Grenness et al., 2014a; Grenness et al., 2014b; Manchaiah et al., 2014; Manchaiah et al., 2017). 

In general, these studies have found that audiologists showed a preference for PCC across 

various contexts. Fewer studies have focused on PCC in the training of prospective audiologists 

(Dockens, Bellon-Harn, & Manchaiah, 2016; Tai et al., 2018; Tai et al., 2019; Kanji, 

Watermeyer, & Ismail, 2021). These studies found that students reported a preference for PCC, 

however it was not always observed during their clinical appointments. Various factors were 

suggested for the lack of PCC implementation including gaps in knowledge of PCC, the 

presence of the clinical educator, and inadequate training opportunities at universities.  

A paucity in PCC literature in the South African context exists, with a few recent studies 

having been conducted. Blaslôs (2022) study focused on audiology clientsô perceptions of PCC, 

and reported that clients accessing private audiology observed PCC practices more than clients 
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in the public sector.  Mahomed-Asmail et al. (2023a) and Mahomed-Asmail et al. (2023b) 

focused on PCC preferences in professionally practicing audiologists and audiology students 

respectively. They found that both audiologists and audiology students showed a preference 

for PCC. Pillay and Serooe (2019) focused on integrated audiological practices through the use 

of traditional healing, and proposed that audiologists acknowledge clientsô desire to explore 

these options. It was found that studies focusing on South African audiology undergraduate 

studentsô PCC competence and implementation were lacking.  

Significance of the study 

This study aims to contribute to the body of research focusing on PCC and its 

implementation during clinical encounters in South Africa. Data generated in this study could 

potentially serve as a guide for curriculum modifications especially where PCC implementation 

challenges arise. The research will also assist in understanding client perspectives, as it can 

inform educational priorities and how it is being integrated into studentsô clinical practice 

(Hearn, Dewji, Stocker, & Simons, 2019).  Since PCC perspectives may differ from country to 

country (Manchaiah et al., 2014), this study may assist in building an understanding of what 

are important PCC principles for South African clients.  

Research question 

What is the self-reported PCC competency and observed implementation of final year 

audiology students during their clinical encounters?  
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CHAPTER 2: LITERATURE REVIEW  

           Chapter overview: This chapter discusses the literature on person-centred care 

(PCC) within the broader context of healthcare and audiology. Thereafter, PCC 

measurement, client perspectives, and curricula within audiology are explored, leading to 

the rationale of this study.  

     What is known about PCC across health professions? 

                PCC has been vastly researched across healthcare professions including: medicine 

(Bosire, Mendenhall., Norris, & Goudge, 2021; Hurley et al., 2018; Krupat et al., 2000), 

nursing (Haley et al., 2017; Jardien-Baboo, van Rooyen, Ricks, & Jordan, 2016; Hwang, 2015; 

Pakkonen, Stolt, Edvardsson, Pasanen, & Suhonen., 2023), and speech therapy (Bellon-Harn, 

Azios, Dockens, & Manchaiah, 2017; Forsgren, Åke,& Saldert, 2022; Mahomed-Asmail et al., 

2023a; Mahomed-Asmail et al., 2023b).  

In medical healthcare, Krupat et al. (2000) developed the Patient-Practitioner 

Orientation Scale to measure PCC preferences. They conducted their study on doctors and the 

clients they were providing services to. They reported that female doctors had a preference for 

PCC, and their clients who were younger educated females showed a similar preference. 

Furthermore, they noted that clients of doctors who were person-centred were more satisfied 

with their care than clients whose doctors were less person-centred. In their study, Hurley et al. 

(2018) reported that West African medical students were moderately person-centred and did 

not show a decline in person-centred attitudes when entering higher academic years.  

In nursing, Bosire et al. (2021) and Jardien-Baboo et al. (2016) reported that South 

African healthcare providers and nurses, respectively, were able to articulate what PCC was 

and how to practice it. However, they noted that barriers such as lack of staff, poverty and 

language were hindering PCC implementation. In their study, Haley et al. (2017) reported that 

empathy was positively associated with PCC in nurses. Whereas Pakkonen et al. (2023) argued 
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that no associations were found between nursesô PCC competence3 and their educational levels, 

age, or work experience. 

In the field of Speech-language Pathology (SLP), Bellon-Harn et al. (2017) utilized the 

adapted version of the Patient-Practitioner Orientation Scale to investigate and report on SLP 

preference for PCC. They found that demographic factors did not influence this preference. 

Forsgren et al. (2022) conducted a review, based on 134 studies, aimed at describing how PCC 

is conceptualized in SLP research and practiced with adult clients. They found that the literature 

discussed ways in which PCC can be implemented. However, research was lacking in 

showcasing PCC implementation, effects of implementation, and clientsô views thereof 

(Forsgren et al., 2022). Mahomed-Asmail et al. (2023a) and Mahomed-Asmail et al. (2023b) 

found that South African SLPs, dually practicing SLPs, and SLP students all showed a 

preference for PCC.  

PCC in audiology  

ñHearing loss is not an acute condition that an audiologist fixes: rather it is a chronic 

condition that the person and their family must learn to manageò (Mamo and Henckel., 2022, 

p. 121). Based on the research discussed thus far, it is evident that the client (and by extension 

their families) are key role-players when it comes to the successful implementation of PCC. In 

audiological rehabilitation, individualised care and clinician flexibility were highlighted as the 

main themes for PCC based on clientsô reports (Grenness, Hickson, Laplante-Lévesque, & 

Davidson, 2014c; Mamo & Henckel, 2022; Granberg & Skagerstand, 2022; Scarinci et al., 

2022). 

Mamo and Henckel (2022) found that person-centred hearing aid fittings that support 

the client and family needs would increase the likelihood of clients becoming sustainable 

hearing aid users. Another study found that using an International Classification of 

Functioning, Disability and Health (ICF)-based interview tool for clients needing aural 

3 See glossary  
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rehabilitation allowed for individualised care by encouraging client narratives which then 

guided rehabilitation planning (Granberg & Skagerstand, 2022). The need for individualised 

audiological care was also emphasised by Scarinci et al. (2022), who investigated the 

experiences of clients with hearing loss and their audiologists using the Living Well Tool. The 

study further found that the tool embodied person-centred audiological care and enhanced the 

quality of audiological care (Scarinci et al., 2022). Research has highlighted clientsô positive 

attitude towards technology use and aural rehabilitation when care is person-centred. In 

contrast McGinnity et al. (2020) reported when PCC was implemented in musicians seeking 

hearing protective devices it did not lead to an increase in the uptake of hearing protection use. 

However, PCC reportedly led to high client satisfaction across all the study conditions 

(McGinnity et al., 2020).  

Measuring PCC implementation 

Grenness et al. (2014a) noted that there was no gold standard for the measurement of 

PCC implementation within audiology. However, a recent systematic review found that of the 

16 measurement tools used to assess healthcare studentsô attitudes towards PCC, the Patient-

Practitioner Orientation Scale was most commonly used (Bejarano et al., 2022).  Although a 

variety of PCC measurement tools are available for use, the literature differs in how these tools 

should be implemented in study methodologies. In audiology, PCC has been measured using 

cross-sectional studies (Laplante-Lévesqueet al., 2014; Manchaiah et al., 2017), semi-

structured interviews (Mbhele & Makhoba, 2022; Tai, Woodward-Kron, & Barr, 2018), 

observations (Tai, Barr, & Woodward- Kron, 2019), and mixed methodologies comprising of 

both quantitative and qualitative data collection (Ali et al., 2018; Mahomed-Asmail et 

al.,2023a; Mahomed-Asmail et al., 2023b). Approximately six studies found that audiologists 

had a preference for PCC within clinical practice (Ali et al., 2018; Boisvert et al., 2017; 

Laplante- Lévesque et al., 2014; Manchaiah et al., 2014; Manchaiah et al., 2017; Mahomed-
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Asmail et al., 2023a). However, PCC was not always implemented within clinical encounters 

(Ali et al., 2018; Grenness et al., 2014b; Manchaiah et al., 2017).  

PCC in Communication and Counselling 

Generally, person-centred outcomes have been linked to a professionalôs ability to 

communicate effectively whilst also considering their clientsô beliefs and feelings (van Dulmen 

et al., 2022). Some of the communication skills needed to implement PCC noted in the 

literature included: counselling (Muñoz, Landon, & Corbin-Lewis, 2017; Coleman et al., 2018; 

Woodward & Saunders, 2023), shared decision-making10 (Hussain et al., 2023; Muñoz et al., 

2017), active listening (English, 2022; Mamo & Henckle, 2022), and providing information 

(Basura et al., 2023; Coleman et al., 2018). Effective counselling implies that clients feel 

validated and supported when coming to the audiology clinic, and that they feel empowered to 

problem solve independently. Coupled with technical competence and other person-centred 

practices, effective counselling may improve clientsô hearing aid usage, adherence to 

rehabilitation, and overall quality of life (Coleman et al., 2018; English, 2022). Mamo and 

Henckle (2022) also highlighted the importance of active listening and shared decision-making 

when providing PCC during hearing aid fittings.  

Although effective communication skills have been highlighted to ensure effective PCC 

implementation, research found that further communication skills training were needed in 

audiology (Watermeyer, Kanji, & Mlambo, 2015; Woodward & Saunders, 2023). Watermeyer 

et al. (2015) found that audiologists shared extensive information with their clients and used 

various strategies to promote recall and understanding inconsistently throughout the session. 

Furthermore, audiologists seemed aloof when it came to clientsô communication needs and 

cues (e.g. anxious behaviour) and instead provided information in a script-like manner 

(Watermeyer et al., 2015).  

10 See glossary  
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Recent studies have also noted that audiologists either missed opportunities to provide 

effective counselling based on clientsô emotional and psychological needs regarding their 

hearing healthcare, or reported a lack of knowledge on how to provide such counselling 

(Coleman et al., 2018; Woodward & Saunders, 2023). This is similar to the biomedical model 

which does not account for the psychosocial aspects of an individual. Additional barriers to 

effective counselling included additional time needed during appointments, applying context 

specific skills, lack of supervision, and audiologists finding it challenging to change their 

appointment formats (Muñoz, Ong, Whicker, & Twohig, 2019; Woodward & Saunders, 2023). 

Mahomed-Asmail et al. (2023a) and Mahomed-Asmail et al. (2023b) noted that language, 

socio-economic status, resources, and professional buy-in were also barriers to PCC 

implementation in the South African Audiology context.  

PCC should be emphasised in clinical practice and methods to strengthen counselling 

skills should be identified (Coleman et al., 2018). Muñoz et al. (2019) recommended that 

audiology appointments should be observed regularly, and feedback regarding audiologists 

counselling should be provided to encourage growth. Apart from effective counselling to 

promote PCC, audiologists should discuss clientsô personal health experiences in order to 

optimise PCC implementation and to establish a trust-based relationship with the various role-

players involved in a clientôs hearing healthcare (Basura et al., 2023; Clark et al.,2021; English, 

2022; Parma et al., 2022). Other soft skills such as empathy should also be taught and 

inculcated as it underpins many of the communication skills needed to implement PCC 

effectively (English, 2022).  

PCC in audiology education  

PCC in audiology education has often been discussed in relation to the person-centred 

communication skills students were able to elicit (Tai et al., 2018; Tai, et al., 2019; Kanji et al., 

2021). Studies indicate that students reported a preference for PCC (Manchaiah et al., 2016; 
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Mahomed-Asmail et al., 2023b), and showed an awareness of person-centred communication 

skills (Tai et al., 2018). Manchaiah et al. (2016) found that undergraduate audiology students 

tended to prefer person-centredness and this attitude remained throughout their undergraduate 

years. Conversely, based on educatorsô reports, Tai et al. (2018) found that studentsô preference 

for PCC decreased as their year of study increased. Despite person-centred communication 

skills being highlighted in audiology education, these skills were not consistently observed 

throughout clinical encounters (Muñoz et al., 2019; Tai et al., 2019).  

Tai et al. (2019) examined audiology student-client interactions to gain an 

understanding of how students conducted hearing assessments and to what extent their 

communication aligned with PCC principles. 22 clinical encounters were video-recorded in the 

absence of the researchers; the majority of the participants identified as females (n = 19). The 

Patient-Centred Analytical Framework for Audiology was built upon de Haes and Bensingôs 

(2009) six-function model of medical communication.  Epstein and Street (2007), and King 

and Hoppeôs (2009) frameworks were then used to develop a coding schema which allowed 

the researchers to identify student-specific person-centred communication behaviours. The 

PCC observational checklist was thus developed and six domains were identified: 1) fostering 

a relationship, 2) gathering information, 3) providing information, 4) decision-making, 5) 

enabling treatment-related behaviour, and 6) responding to emotions (Tai et al., 2019).  The 

study found that students were able to foster a relationship with their clients and adequately 

gather information. However, students were lacking communication skills related to decision-

making, enabling treatment-related behaviour, and responding to clientsô emotions (Tai et al., 

2019). 

Based on the growing research done in PCC, it is evident that PCC implementation is 

invaluable in clinical practice and that it may lead to better client outcomes (Basura et al., 2023; 

Clark et al., 2021; Coleman et al., 2018; English, 2022; Parmar et al., 2022). It is therefore 
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imperative that newly graduating students should practise PCC when delivering care to the 

populations they serve (Mahomed-Asmail & Eccles, 2022). PCC skills in undergraduate 

audiology students should be inculcated throughout their years of study. To this end, educators 

play a significant role in inculcating PCC within students by firstly engaging students in a 

person-centred manner (Mahomed-Asmail & Eccles, 2022).  Educators should also serve as 

role models for students by implementing PCC practices themselves and by scaffolding these 

skills throughout studentsô training (Mahomed-Asmail & Eccles, 2022; Muñoz et al., 2019).  

Clinical communication with a person-centred ethos should be emphasised in 

audiology curriculums (Kanji et al., 2021; Tai et al., 2018; Manchaiah et al., 2016; Mahomed-

Asmail et al., 2023a) and in continued professional development activities (Mahomed-Asmail 

et al., 2023a). Research suggests that even a brief training workshop may have an immediate 

impact on studentsô ability to provide information to clients (Kanji et al., 2021). Learning 

objectives promoting PCC could assist audiology training programs by integrating PCC skills 

into their curricula through teaching and learning opportunities throughout the program 

(Muñoz et al., 2019). Coupled with a curriculum that emphasises PCC implementation, 

students should also be provided with ample opportunities to practise and reflect on these 

person-centred communication skills (Kanji et al., 2021), and marking rubrics should include 

these skills (Tai et al., 2018). From these studies it can be inferred that teaching person-centred 

communication skills in undergraduate curricula is important in fostering PCC awareness and 

implementation.  

Some of the barriers reportedly hindering the teaching and learning of PCC skills in 

the education setting included factors related to the context, educators, and students. Tai (2018) 

reported that the audiology profession historically prioritised technical skills, and students 

therefore showed a greater focus on these skills at their clinics. It was also noted that 

professional audiologists showed a reluctance to changing their appointment formats (Muñoz 
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et al., 2019; Tai et al., 2018). A lack of educator knowledge of PCC and a lack of resources, 

including financial, were also identified as barriers to teaching PCC in educational settings 

(Mahomed-Asmail & Eccles, 2022).  

From the research it is evident that audiology educators and institutions should 

collaborate and strive towards fostering PCC in new graduates, despite the barriers they may 

face in trying to do so.  

PCC in the South African context and audiology curricula  

Over the past decade majority of PCC research in audiology has been conducted in 

high-income countries like Australia, America, United Kingdom, and Portugal (Grenness et 

al., 2014a; Grenness et al., 2014b; Hussain et al., 2023; Laplante-Lévesque et al., 2014; 

Manchaiah et al., 2014; Manchaiah et al., 2017; Muñoz et al., 2019; Tai et al., 2018; Tai et al., 

2019).  Whilst the research output offers valuable insights regarding the importance and 

implementation of PCC it does not account for the differences in the geographical context, 

beliefs and values of the South African population, and audiology practitioners/student 

demographics. 

South Africa is still characterized by spatial and financial inequalities, and a 

declining quality of service delivery (de Beer & Hugof, 2022). Furthermore, English and 

Afrikaans are still predominant in the audiology and SLP professions with African languages 

being considered minority languages (Abrahams et al., 2023; Khoza-Shangase and Mophosho, 

2018). Many other barriers to learning at tertiary education level, including in audiology 

training, still exist. 

To overcome these barriers, there has been a move towards health equity and 

decolonizing audiology and SLP in South Africa (Pillay & Kathard, 2015; Abrahams et al., 

2023). In order to transform audiology and SLP service delivery, curriculum changes aimed at 
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providing more African-centred courses based on contextually relevant research must be 

incorporated into training programmes (Khoza-Shangase & Mophosho, 2018). 

In South Africa, audiology training and practice is still influenced by the contextual 

colonial history as is seen in the geospatial planning, languages of communication, healthcare 

access, and tertiary education. Considering the unique context, it is worth investigating PCC 

competence and implementation of student audiologists who are soon to enter the workforce 

and provide integrated services to a majority African population.  

Study Rationale 

Considering the local and international literature, it was noted that there is a paucity in 

studies focusing on audiology studentsô perceived PCC competency and observed 

implementation of PCC in clinics. Furthermore, qualitative studies focusing on audiology 

clientsô perceptions of PCC in the South African context are lacking. Since the aforementioned 

research gaps were identified along with a lack of PCC research in the student population, the 

current study aims to explore these factors.  

To the knowledge of the researcher, no study exploring final year audiology studentsô 

perceived PCC competency, observed implementation, and client perspectives has been 

conducted in a South African context as yet. Borrowing from medical literature, a strong 

association has been found between undergraduate teaching in PCC communication skills and 

the later implementation thereof (King & Hoppe, 2013). Furthermore, adequate PCC teaching 

opportunities could allow younger graduates the opportunity to implement PCC when 

delivering healthcare (Mahomed-Asmail et al., 2023b). Based on this it is worthwhile to 

explore the perceived PCC competency and observed implementation of final year audiology 

students as they will soon be entering the workforce as professional audiologists. 

If discrepancies are noted in studentsô perceived PCC competency, in their observable 

clinical behaviour, and in clientsô perspectives, curriculum and training changes could be 
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guided early in their careers. Therefore, this study aimed to explore the self-reported PCC 

competency and observed implementation of final year audiology students during their clinical 

encounters.  
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CHAPTER 3: METHODOLOGY  

Chapter overview: This study sought to explore the self-reported competency and 

observed implementation of person-centred care in final year audiology students during their 

clinical encounters. To explore this, a two-phased mixed methods study design was utilized. 

This chapter describes the studyôs methodology.  

Study aims: 

1) explore the self-reported PCC competency of final year audiology students. 

2) describe studentsô observable PCC implementation during clinical encounters and 

how audiology clients perceived implementation thereof.  

 Research design: Mixed methods   

A number of mixed methods designs exist, namely triangulation, exploratory, 

explanatory and embedded designs (Creswell, 2003). This study utilized an explanatory 

sequential mixed methods design, and both quantitative and qualitative data were collected 

(Creswell, 2003; Creswell & Creswell, 2018). This design draws on the strengths of both 

quantitative and qualitative methodologies (Creswell & Creswell, 2018; Wium & Louw, 2018). 

The design decreases the limitations of both the quantitative and qualitative approaches, and 

allows for a holistic understanding of the research (Creswell & Creswell, 2018).  

Explanatory sequential mixed methods design 

Explanatory sequential designs consist of two types: follow-up explanations and 

participant selection model where the former focuses on in-depth phase data collection and the 

latter focuses on appropriate participant selection (Creswell, 2003). This study adopted the 

participant selection design which entailed having quantitative information to identify and 

purposively select participants to recruit for the qualitative second phase. Creswell (2003) 

noted advantages of this design: ease of implementation of the two-phased method, single 

researchers can conduct the studies, and the final report can be presented in two phases making 

it straightforward to compose. The design also allows for data triangulation, i.e. enhancement 
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of data which entailed either data set being built upon by the other (Bryman, 2006; Wium & 

Louw, 2018). The qualitative data also provides more detail for quantitative results obtained 

(Creswell & Creswell, 2018). Furthermore, speech-language therapists and audiologists are 

encouraged to use mixed methods research to address complex topics within a multicultural 

and multifaceted context like South Africa (Wium & Louw, 2018).  However, implementing 

two phases within a single study may be disadvantageous and time consuming with the 

qualitative phase needing more time (Creswell, 2003).  

 A mixed methods design was best suited to meet the objectives of this study across two 

phases because it enabled data collection for both the quantitative and qualitative questions in 

the study (aim one and two respectively). The quantitative design allowed for data collection 

of studentsô self-perceived PCC competency, and the qualitative design enabled an exploration 

of observable PCC behaviours. Both phases are detailed below.  

3.1. Phase one: 

This phase focused on meeting objective one: to determine the self-perceived PCC competency 

in final year audiology students. 

3.1.1. Data collection  

3.1.1.2. Research design:  

A quantitative cross-sectional design was used. An adapted version of the Patient-

Centred Care Competency scale (Hwang, 2015) was administered online via Google forms 

(Appendix A). Cross-sectional studies have been used to assess prevalence or traits of diseases, 

attitudes and knowledge among health professionals and clients, and in studies seeking to 

validate questionnaires and scales (Kesmodel, 2018; Omair, 2015). Cross-sectional studies are 

time-efficient and easy to implement (Kesmodel, 2018). However, this study design only 

determines associations between variables and not causal relationships (Omair, 2015). A 

number of previous studies in Audiology and PCC research have utilized cross-sectional 



Page 23 of 147 

designs to gather similar data (Dockens et al., 2016; Manchaiah et al., 2014; Manchaiah et al., 

2017). Since phase one focused on determining the self-perceived PCC competency of final 

year students, this study design was suitable.  

3.1.1.3. Instruments:  

The Patient-Centred Care Competency scale (Appendix B) was found to be a valid, 

reliable and sensitive tool (Hwang, 2015; Suhonen, Lahtinen, Stolt, Pasanen, & Lemetti, 2021). 

The scale comprises 17 items with four sub-scales which includes respecting patientsô 

perspectives (6 items), promoting patient involvement in care processes (5 items), providing 

for patient comfort (3 items) and advocating for patients (3 items). A five-point Likert scale (1 

being minimal and 5 being excellent) for participants to subjectively rate their competencies is 

utilized (Hwang, 2015; Suhonen et al., 2021). The Patient-Centred Care Competency scale was 

developed during a two-phase process consisting of development and evaluation of the scale. 

In the development phase a panel of content experts prepared and reviewed the scale items and 

in the evaluation phase psychometric testing of the scale items were performed. Construct 

validity, convergent and discriminant validity, concurrent validity and inter-scale relations are 

some of the psychometric evaluations which were performed on test items. Internal consistency 

reliability was also evaluated and the tool was found to have acceptable internal consistency 

for all subscales and the overall scale, with Cronbachôs alpha being Ó 0.80 (Hwang, 2015). This 

scale was selected because the tool was found to be valid and reliable, was easy to administer, 

and because it allowed for the exploration of final year studentsô self-perceived PCC 

competency. Furthermore, Hwang (2015) recommended that the tool can be used to evaluate 

educational interventions aimed at improving PCC.  

Permission to use and distribute the scale was sought from the developer of the 

instrument, Jee-In Hwang, and the publisher Elsevier (Appendix C and D). No response was 
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received. This practice is recommended by Hall et al. (2018), who also noted that achieving 

successful contact with authors and publishers is not always possible in research settings.  

3.1.1.3.2. Instrument adaptation for this study:  

The Patient-Centred Care Competency Scale was adapted to ensure that the test items 

would be applicable for audiology students in a South African context. Items were adapted to 

ensure readability and linguistic familiarity.  

Primary adaptations were performed by the student researcher and the primary 

supervisor, V. Hlayisi. The co-supervisor, Associate Professor F. Mahomed-Asmail, facilitated 

the secondary level of the adaptation process. 

 Two main adaptation areas were undertaken, see table 1 with rationales for each 

adaption.  

ǒ  Grammatical adaptations were made to improve readability of the scale items. Some 

of these adaptations included: adding the pronoun ñIò, definite article ñtheô, and 

conjunction ñandò.  

ǒ The Likert scale anchors were changed from a Level of Quality-5 point (1= minimal, 2 

= below average, 3 = average, 4 = good, and 5 = excellent) to a Frequency-5 point anchor 

(1= never, 2 = rarely, 3 = sometimes, 4 = often, and 5 = always) (Vagias, 2006). This 

adaptation was made to improve readability, and applicability of the rating scale for students 

because most items were action phrases.  
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Table 1 

Patient-Centred Care Competency Scale (Hwang, 2015) adaptations with rationale for adaptations made  

Item 

no. 

Original item Adapted item Rationale for adaptation  

N/A Scale name: Patient-Centred 

Competency Scale 

(Hwang, 2015) 

Person-Centred Competency 

Scale 

The term ópatientô was adapted to ópersonô in the scale name, subheadings, 

and throughout the scale items to represent our understanding of PCC being 

an interrelationship between a clinician and the client they are serving. It 

further reiterates the position that clients are holistic persons with lived 

experiences beyond their medical diagnoses and the clinical interaction 

(Starfield, 2011). 

  
Scale subheading:  

*Respecting patientsô 

perspectives 

Scale subheading:  

Respecting personsô perspectives 

Patient to person: see the first rationale described above. 

1 Value seeing health-care 

situations through patientsô 

eyes 

I value seeing health-care 

situations through personsô eyes 

Patient to person: see the first rationale described above. 
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2 
Elicit patient values, 

preferences and needs as part 

of clinical interview, 

implementation of care plan, 

and evaluation of care 

I elicit a personôs values, 

preferences and needs as part of 

clinical interview and 

implementation of the care plan 

Patient to person: see the first rationale described above. 

3 
Integrate understanding of 

multiple dimensions of 

patient-centred care such as 

patient and family 

preferences 

I integrate understanding of 

multiple dimensions of person- 

centred care such as person and 

family preferences 

Patient to person: see the first rationale described above. 

4 
Communicate patient values, 

preferences and needs to other 

health-care team members 

I communicate the personôs 

values, preferences and needs to 

other health-care team members 

Patient to person: see the first rationale described above. 

5 Provide patient-centred care 

with sensitivity and respect for 

the diversity of human 

experience 

I provide person-centred care with 

sensitivity and respect for the 

diversity of human experience 

Patient to person: see the first rationale described above. 

6 Support patient-centred care 

for individuals and groups 

whose values differ from own 

I support person-centred care for 

individuals and groups whose 

values differ from own 

Patient to person: see the first rationale described above. 
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Scale subheading:  

*Promoting patient 

involvement in care 

processes 

Scale subheading:  

Promoting person involvement 

in care processes 

Patient to person: see the first rationale described above. 

7 Examine barriers to active 

involvement of patients in 

their care processes 

I examine barriers to active 

involvement of persons in their 

care processes 

Patient to person: see the first rationale described above. 

8 Assess level of patientôs 

decisional conflict and provide 

access to resources 

I assess level of personôs 

decisional conflict (uncertainty in 

decision making) and provide 

access to resources 

Changes/additions made: 

1. Patient to person: see the first rationale described above. 

2. ñuncertainty in decision makingò was added in brackets to explain the 

term ódecisional conflictô based on LeBlanc, Kenny, OôConnor, & Leôgareô 

et al. (2009) definition. 

9 Describe strategies to 

empower patients or families 

in all aspects of the care 

process 

I describe strategies to empower 

persons or families in all aspects 

of the care process 

Patient to person: see the first rationale described above. 
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10 Engage patients or designated 

surrogates in active 

partnerships that promote 

health, safety and well-being 

and self-care management 

I engage with persons or their next 

of kin/family in active partnerships 

that promote health, safety and 

well-being and self-care 

management 

Changes made: 

1 Patient to person: see the first rationale described above.  

2. ódesignated  surrogatesô  was changed to ónext of kin/familyô for the sake 

of linguistic familiarity. The Centers for Disease Control and Prevention 

(n.d.) defines a surrogate as an individual who is able to legally make health 

decisions for an individual in the event that the individual is unable to do so 

themselves. 

11 Respect patient preferences 

for degree of active 

engagement in care process 

I respect personôs preferences for 

degree of active engagement in 

care process 

Patient to person: see the first rationale described above. 

  
Scale subheading:  

*Providing for patient 

comfort 

Scale subheading:  

Providing for person comfort 

Patient to person: see the first rationale described above. 

12 Assess presence and extent of 

pain and suffering 

I assess presence and extent of 

pain and suffering (where 

applicable) 

 The term ñwhere applicableò was included in parentheses because assessing 

the presence and extent of pain and suffering should not extend beyond the 

audiological scope of practice.   

13 Assess levels of physical and 

emotional comfort 

I assess levels of physical and 

emotional comfort (where 

applicable) 

 The term ñwhere applicableò was included in parentheses because assessing 

the levels of physical and emotional comfort should not extend beyond the 

audiological scope of practice.   
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14 Elicit expectations of patient 

and family for relief of pain, 

discomfort, or suffering 

I elicit expectations of the person 

and family for relief of discomfort 

The words ópainô and ósufferingô were omitted because clinical areas in 

audiology are unlikely to deal with generalized pain and suffering. 

  
Scale subheading:  

*Advocating for patients 

Scale subheading:  

Advocating for persons 

Patient to person: see the first rationale described above. 

15 Facilitate informed patient 

consent for care 

I facilitate informed consent for 

care 

Patient to person: see the first rationale described above. 

The term ñpersonò did not replace ñpatientò in the adapted version for ease of 

readability.  

16 Communicate care provided 

and needed at each transition 

in care 

I communicate care provided and 

needed at each transition in care 

 See sub-heading 3.1.1.3.2. Instrument adaptation for this study: for the 

rationale of grammatical adaptation 

 

17 
Participate in building 

consensus or resolving 

conflict in the context of 

patient care 

I participate in building consensus 

or resolving conflict in the context 

of the personôs care 

  

Patient to person: see the first rationale described above. 

*Note: Bolded, un-numbered items in the table indicate subheadings that formed part of the original scale and were initially adapted for this 

study. These subheadings were removed in the implemented Google questionnaire to assist with readability of the whole scale. 
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3.1.2 Participants:  

3.1.2.1. Study setting and sample population:  

The study took place at the University of Cape Townôs (UCT), Faculty of Health 

Sciences (FHS) audiology student-led clinics based at Groote Schuur Hospital (GSH). UCT 

was chosen due to the student researcher being an enrolled student thus making access to the 

sample population and clinical sites administratively easier. GSH was chosen as the facility to 

conduct the study because various student-led audiology clinics are run on site allowing for 

multiple perspectives. The audiology undergraduate program is a full -time four-year program 

(University of Cape Town, 2023). It involves both theoretical courses and clinical courses with 

clients being seen from year two of training.   

3.1.2.2 Target sample size:  

In a mixed methods study, Tai et al. (2019) focused on audiology studentsô observable 

PCC behaviours during clinical encounters and included 23 participants. This total was used 

as a guideline for the sample size of the current study. Only fourth year students registered for 

clinical courses in 2023 were invited to participate in the study because they aided in answering 

the research questions. To increase the sample size a study proposal was submitted to the 

University of Pretoria. The request was denied to the University of Pretoria not wanting to 

overburden the proposed study population (fourth year audiology students).  

3.1.2.3 Recruitment method:  

Permission to access the students was sought (Appendix E, F, G, H, and I). Thereafter 

the study details were shared by the audiology administrator via the online student learning and 

communication platform called Vula. The fourth-year class representative also shared the study 

details via the class WhatsApp group. An informational pamphlet (Appendix J) was shared 

along with the questionnaire link (Appendix A). To avoid unduly influencing student 
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participation in the study, the researcher recruited participants without the assistance or 

influence of clinical educators and/or faculty lecturers (Grant & Sugarman, 2004).  

A response rate of < 47.8% was obtained after inviting the students to participate in the 

study. The average response rate of an online survey in the education field is 44% (Wu, Zhao, 

& Fils-Aime, 2022). Furthermore, online questionnaires generally yield lower response rates 

than in-person questionnaires (Nayak & Narayan, 2019). The low response rate prompted the 

introduction of an incentive7 in the form of a prize draw (Appendix K) for the students. Initially 

it resulted in a few more participants enrolling, however after one week no new participants 

were recruited even after reminders were sent.  

3.1.2.4 Sampling method:  

A convenience sampling method was used which implied that available participants 

were selected (Durrheim, 2014). This sampling method was used because the student 

researcher was enrolled at UCT during the time of data collection, and the available participants 

aided in answering the research question.  

3.1.2.5 Inclusion and Exclusion Criteria:  

ǒ Adult (Ó18 years old)  

ǒ Registered as a fourth-year student audiologist with the Health Professions Council 

of South Africa (HPCSA) 

ǒ Registered for one or more fourth year clinical course 

3.1.3. Data Collection Procedures: 
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Figure 1  

Data collection procedures carried out in phase one  

 

 

7 See glossary  
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3.1.4 Data analysis 

Quantitative data analysis was used in phase one of the study (Tredoux, 2013). Below is 

a summarized table of the data analysis methods used:  

Table 2 

Summary of data analysis methods to be used in phase one of the study.  

Data Raw data 

type 

Statistical 

data type 

type and method 

of analysis 

Interpretation of analysis 

Demographic 

(sex; age; year 

of study) 

Nominal and 

numerical 

Categorical, 

nominal and, 

numerical 

continuous 

Descriptive, 

Measures of central 

tendency and 

frequency 

distribution 

Median, standard deviation, 

interquartile range 

 

Objective one: 

self-reported 

PCC 

competency in 

final year 

audiology 

students  

Numerical 

raw scores 

and total 

from adapted 

PCC scale 

Categorical 

and ordinal 

Descriptiv3, 

Frequency 

distribution, 

median total and 

subscale scores 

Individual items: 

Median of each item was 

calculated and analyzed 

according to the Likert scale 

response format.  

Total scores:  

Individual median scores were 

calculated. The median for the 

total cohort was then derived.  

Analysis of scores:  

1 = never  

2 = rarely  

3 = sometimes  

4 = often  

5 = always  
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3.2. Phase two methodology:  

This phase focused on objective two which was to describe the observable PCC 

implementation in final year studentsô clinical encounters with clients. Two sample groups 

were recruited in this phase i.e. student audiologists and audiology clients. Details for each 

aspect related to both samples are detailed separately below.  

3.2.1. Participants:  

3.2.1.1 Study setting and sample population:  

         Phase two took place at UCT FHSôs university-based teaching clinics at GSH site only. 

University-based teaching clinics were chosen as students are provided with opportunities to 

work independently, more time is allocated to sessions, and clinical supervision is comparable 

among supervisors belonging to the same organization and/or facility (Tai et al., 2018). At 

fourth year clinic level, students are expected to conduct the clinical appointment 

independently with the clinical educator present for marking and additional support only. Two 

distinct sample populations were recruited: students who were enrolled in phase one and their 

clients.  

3.2.1.2 Target sample size:  

ǒ Final year students: Creswell (2013) suggests that extensive detail be collected from fewer 

participants. The minimum target sample size for phase two was four to five student 

observations (Creswell & Creswell, 2018) or until data saturation occurred (Charmaz, 

2006).  

ǒ Clients: The minimum sample size for interviews was four to five (Creswell & Creswell, 

2018), or until saturation occurred (Charmaz, 2006).  

3.2.1.3 Recruitment method:  
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Students who indicated interest in phase two of the study at the end of phase one were 

invited via email (Appendix M). Clients who had appointments with consenting students were 

recruited directly at the clinic on the day of the observation.  

3.2.1.4 Sampling method: 

        Student participants and clients were sampled purposefully. Purposeful sampling is 

employed in qualitative research because participants assist in the understanding of a 

phenomenon or research question (Creswell, 2013; Creswell & Creswell, 2018).  

3.2.1.4.1 Inclusion and Exclusion Criteria:  

Final year students:  

ǒ Adult (Ó18 years old),  

ǒ Enrolled as a final year audiology student with HPCSA, and enrolled into a final                   

year clinical course.  

ǒ Participated in phase one of the study.  

Clients:  

ǒ Adult (Ó18 years old) 

ǒ Seen an audiologist before because it afforded them insight into their own values and 

PCC preferences (Grenness et al., 2014a). 

3.3.1 Data collection 

3.3.1.1 Research design:  

Observational and phenomenographic methodologies similar to Tai et al. (2019) and 

Mbhele and Makhoba (2022).  

ǒ Final year audiology students: An observational study design was used to gather data 

on studentsô implementation of PCC within their clinical encounters (Tai et al. 2019). 

This design involves observing participants, pertinent to the research, in their natural 

setting (Kumar, 2022). An advantage of this design is that the researcher is immersed in 
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the natural setting of the study. However, participants may have behaved unnaturally due 

to the presence of the researcher during the observations (Kelly, 2014). Therefore, the 

researcher was a non-participant (Creswell & Creswell, 2018) and strategically placed in 

the setting to minimize the risk of this occurring.  

ǒ Clients: A phenomenography design was used to describe clientsô experiences of PCC 

implementation during clinical encounters. It is suitable for understanding individualsô 

lived experiences, and allowing for variations in lived experiences of a phenomena 

(Yates, Partridge, & Bruce, 2012). Advantages of phenomenography is that it allows for 

individualsô experiences of a phenomena to be explored as opposed to the phenomena 

itself only. Moreover, this approach is useful when describing things which are difficult 

to define precisely (Yates et al., 2012). A semi-structured interview and questionnaire 

was used to gain clientsô perspectives of studentsô PCC implementation during the 

appointment. Interviews are a naturalistic form of interaction with participants, and semi-

structured interviews entail the development of an interview schedule or list of important 

topics and subtopics to explore (Kelly, 2014). PCC is not easily defined, and it is a 

phenomenon which might be perceived differently between individuals. This study 

design was chosen as it sought to elicit clientsô opinions on PCC delivery during the 

clinical appointment.  

3.3.1.2 Instruments:  

        Two types of data were collected in this phase of the study. For the student-client 

interaction, PCC behaviours were observed during the clinical appointment. The clientsô 

perspectives were explored through a questionnaire, and an adapted interview guide was used 

to structure the conversational format of the interview.  

3.3.1.2.1: PCC observational checklist: A checklist developed and utilized by Tai et al. 

(2019) (Appendix N) served as a structured guideline to determine how students implemented 
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PCC practices during their clinical encounters. The checklist was deemed suitable for the 

student-client audiology context as it was not intended to be a comprehensive presentation of 

PCC tasks but rather sought to highlight instances related to the student-client dynamic (Tai et 

al., 2019).  

3.3.1.2.2: The Patient/Carer Questionnaire: The Patient/Carer Questionnaire (Ida 

Institute, n.d.) (Appendix O) was developed at the University of Southampton, and was used 

to gather information about the clientsô perceptions of PCC competency during their clinical 

encounter with the student audiologist. 

3.3.1.2.3: An interview guide: adapted from Creswell (2013) was used to record key 

points of the interview with the client (Appendix P). It was also used to record clientsô 

nonverbal and environmental cues which provides context of utterances, and may provide 

additional insight into their perceptions and attitudes (Nonverbal communication, n.d.).  

3.3.2. Collection Procedure: 
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Figure 2 

Data collection procedures carried out in phase two  
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3.3.3. Data analysis 

Observational data from the checklist was coded to highlight observable studentsô PCC 

behaviours (Tai, 2018). See Appendix S for the coding details. Content analysis was used for 

the analysis of client participant data. This type of analysis allows for a qualitative analysis of 

the data whilst being able to quantify it (Doyle, McCabe, Keogh, Brady, & McCann, 2020).  

The steps for this analysis are outlined below (Schreier, 2012): 

1. Deciding on the research question: ensuring that the research question is suitable   

2. Selecting the material: collecting the data, and choosing the appropriate data to answer 

the research question   

3. Building a coding frame: building a coding frame with main categories and 

subcategories based on the data that was collected   

4. Dividing the material into units of coding: separate data into sets that fit the coding 

frame   

5. Trying out the coding frame: test the coding frame through double coding    

6. Evaluating and modifying the coding frame: discuss the data that was coded differently, 

and evaluate the consistency and validity thereof, and make adaptations as required   

7. Main analysis: coding the data according to the revised coding frame and transforming 

the information   

8. Interpreting and presenting the findings: interpret and present the findings based on the 

main analysis. 

3.3.4. Credibility and trustworthiness    

Credibility was upheld by ensuring that the researcher remained reflexive throughout 

the process, by: clearly defining PCC, the context, the framework, and all decisions made 

(Doyle et al., 2020). Reflexivity was also practiced by taking field notes during participant 

observations (Kim et al., 2017). The trustworthiness of data collection was verified by 
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providing rich and appropriate data, as well as in-depth descriptions of the sampling method 

and participants sampled. Furthermore, each phase of the study and the analysis was examined 

constantly to ensure trustworthiness (Elo et al., 2014).    

Criticality and integrity are important for ensuring that researcher bias and background 

knowledge does not influence the research process (Whittemore, Chase, & Mandle, 2001). 

Creswell (2013) proposed a number of validation strategies within qualitative research, 

including: extended periods of time observing, data triangulation, thick description, external 

audits, peer reviews and inter-coder agreement. These strategies were implemented in the 

following ways:  

ǒ extended periods of time observing: the researcher was immersed in the study setting during 

observations 

ǒ data triangulation: data from phase one and phase two were correlated  

ǒ thick description: the researcher provided vivid descriptions of relevant data, and the 

context(s) wherein the data were collected   

ǒ peer reviews: the primary supervisor and co-supervisor acted as peer reviewers, and 

encouraged the student researcher to be reflexive throughout the process   

3.4. DATA COLLECTION PERSONNEL  

Data collection personnel in both phases consisted of the student researcher who is a 

qualified and independently practicing audiologist based in Cape Town, South Africa. 

3.5. DATA MANAGEMENT   

All the generated data were stored on a password protected laptop and online storage 

cloud which only the researcher and supervisors had access to. Hard copy data were filed and 

kept in a secure location accessible to the researcher, and were also compiled and saved on the 

online storage cloud. Furthermore, when collating and reporting the data no identifiable 

participant information was included thus ensuring participant privacy and confidentiality4. 

4 See glossary  
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3.6. ETHICAL CONSIDERATIONS   

This study was approved by the Human Research Ethics Committee (HREC), based at 

UCTôs FHS (Appendix H and Appendix T) (Protocol #565/2022). This research was guided 

by the ethical principles for medical research involving human participants as outlined in the 

Declaration of Helsinki (World Medical Association, 2013) and the Department of Health 

(DOH) (2015). ñThe National Health Research Ethics Council firmly supports ethical practice 

of health and health-related research and asserts that research should reflect core values of 

respect, scientific merit and integrity, justice and beneficence.ò (DOH, 2015). Table 2 below 

lists the individual principles and outlines how it was applied to the current study.  
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Table 3  

Ethical principles used to guide this research based on the Declaration of Helsinki (World Medical Association, 2013) and the DOH (2015)   

Principle  Application to study  

Healthcare professionals must consider the ethical, legal and regulatory 

norms and standards for research involving human participants in their own 

countries as well as applicable international norms and standards.  

The Declaration of Helsinki (World Medical Association, 2013) and the 

DOHôs (2015) ethical principles for medical research involving human 

participants were used as the international and national guidelines 

respectively.  

Research should be relevant and responsive to the needs of the people of 

South Africa. The proposal should explain the anticipated contribution to 

knowledge generation and, ideally, how the findings might be translated into 

products, interventions, processes or services likely to improve living 

standards and wellbeing of South Africans. 

 

The study identified that a research gap lies in the implementation of PCC 

in undergraduate students and their clientsô perspective thereof. The 

proposal outlined how the current studyôs findings may contribute to the 

paucity in knowledge, and may assist in improving audiology curricula 

and implementation of PCC based on clientsô perspectives.  

The studyôs design and methodology are vital for research integrity, 

regardless of the discipline. Sound design and methodology are likely to 

result in reliable and valid data and outcomes that address the research 

objectives.  

The study was designed using the relevant literature as references, and 

rationales based on scientific evidence was provided for the methodology 

used.  

The research protocol must be submitted for consideration, comment, The research proposal was submitted for review to the Head of Division 



Page 43 of 147 

guidance and approval to the concerned research ethics committee before 

the study begins. This committee must be transparent in its functioning, must 

be independent of the researcher, the sponsor and any other undue 

influence12 and must be duly qualified. 

and Department of Health and Rehabilitation Sciences at UCT. Ethical 

approval was sought from the HREC (Appendix H).  

The committee must have the right to monitor ongoing studies. The 

researcher must provide monitoring information to the committee, especially 

information about any serious adverse events. No amendment to the protocol 

may be made without consideration and approval by the committee.  

When the protocol was amended to include an incentive, permission was 

sought from the HREC prior to implementation (Appendix U). A 

research update was provided to the HREC as part of their ongoing 

monitoring process of active research studies (Appendix V).  

Recruitment, selection, exclusion and inclusion of participants for research 

must be just and fair, based on sound scientific and ethical principles. 

Persons should not be excluded unreasonably or unfairly on the basis of any 

of the prohibited grounds for discrimination: race, age, sex, sexual 

orientation, disability, education, religious belief, pregnancy, marital status, 

ethnic or social origin, conscience, belief or language.  

No participants were excluded on the basis of any of the prohibited 

grounds noted in the principle. However, only students in their final year 

of audiology and enrolled in clinical courses were included in the study 

to allow for adequate exploration of the research topic.  

In general, participation in research must be voluntary and predicated on 

informed choices. Voluntariness and informed choices are evidenced by the 

informed consent5 process which must take place before the research 

commences, in principle, and be affirmed during the course of the study.  

Participants in phase one needed to provide their consent prior to 

completing the questionnaire (Appendix A). Participants in phase two 

needed to complete a hardcopy of the consent form prior to 

commencement of data collection (Appendix Q and R).   

5 See glossary  

12 See glossary 
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Every precaution must be taken to protect the privacy of research subjects 

and the confidentiality of their personal information.  

 

Hard copy data was held in a secure location on the student researcherôs 

private property.  Digital data were stored on a shared Google drive only 

accessible to the researcher, and supervisors involved in the study. 

Personal identifiers were removed when conducting data analysis, and 

participant responses were numbered from one to 11.  

Beneficence prohibits deliberate infliction of harm on persons; sometimes 

expressed as a separate principle: non-maleficence (do no harm). Research 

that involves human participants should seek to improve the human 

condition.  

The research did not pose any substantial risks to participants because 

phase one was a questionnaire, and phase two involved observations and 

interviews only. No clinical interventions were conducted in this study.  

Equality: There should be a reasonable likelihood that the population from 

which participants are drawn will benefit from the research results, if not 

immediately, then in the future.  

Final year audiology students may benefit from findings as it could guide 

them on how clients perceive PCC in the South African context, thus 

potentially improving their clinical expertise. Furthermore, clients may 

benefit from receiving PCC in clinical practice based on their 

recommendations.  

Respect for persons (dignity and autonomy): This principle requires that 

persons capable of deliberation about their choices must be treated with 

respect and permitted to exercise self-determination. Respect for persons 

recognises that dignity, well-being and safety interests of all research 

participants are the primary concern in research that involves human 

The researcher treated all participants with respect, and did not coerce 

anyone into participation. Participants were informed of the research and 

its aims, and invited to participate. Only participants who voluntarily 

consented were enrolled into either phase of the study.  
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participants. Autonomy includes the ability to deliberate about a decision 

and to act on that decision. Interests of participants should usually outweigh 

the interests of science and society.  

All research subjects should be given the option of being informed about the 

general outcome and results of the study.  

Participants were invited to contact the researcher should they want a 

copy of the results upon completion of the study.  
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CHAPTER 4: RESULTS 

Chapter overview: This chapter describes the results obtained in phase one and two of 

the study based on the studyôs objectives. A description of the participant demographics is 

provided, and key findings in the study are highlighted using tables and graphs.  

Phase one findings  

Participant demographics 

Participants were recruited from the UCT fourth year audiology class. A total of 131 

students were registered for audiology (from first to fourth year). From the 131 total audiology 

students at UCT, 23 qualified to participate in the current study. All 23 fourth year students 

were invited to participate and 11 (47.8%) were enrolled as study participants (See table 4 for 

participant demographics). All of the participants were female identifying, and aged between 

21 and 25 years old. Considering the small sample size, precise age categories were not 

included in the table to protect participant anonymity.  

Table 4 

Participant demographics in phase one (n= 11) 

Demographic N = 23  

Sex   

Female 11 

(47.8%) 

Year of study   

Final 11 

(47.8%) 

 

Person-Centred Care Competency Scale findings  
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The scale consisted of 17 items (Appendix A) which were rated using a numerical 

Likert response format (1 = never, 2 = rarely, 3 = sometimes, 4 = often, 5 = always). Studentôs 

self-perceived PCC competency was rated according to how often they reported implementing 

the scale items in their clinical practice e.g. a rating of 3 indicated they implemented the PCC 

behaviour sometimes. A total of 12 responses were obtained in phase one, however only 11 

responses were analysed due to one duplication that was omitted. 

Median responses per item were either 4 or 5 with interquartile ranges between 0 

and 1. The highest interquartile range was 1.5 and was reported for item eight. Overall 

participants rated themselves as being competent in PCC. See table 5 for further item analysis.  
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Table 5 

Person-Centred Care Competency scale itemsô, medians and interquartile ranges 

No Items (17) Median 

(IQR) 

First 

Quartile 

Third 

Quartile 

1 Value seeing health-care situations through personsô eyes 5 (0.5) 4.5 5 

2 I elicit a person's values, preferences and needs as part of the clinical interview and 

implementation of the care plan 

4 (1) 4 5 

3 I integrate my understanding of multiple dimensions of person-centred care such as person and 

family preferences 

5 (1) 4 5 

4 I communicate the person's values, preferences and needs to other health-care team members  4 (1) 4 5 

5 I provide person-centred care with sensitivity and respect for the diversity of the human 

experience 

5 (1) 4 5 

6 I support person-centred care for individuals and groups whose values differ from my own 5 (0) 5 5 

7 I examine barriers to active involvement of persons in their care processes 4 (0.5) 4 4.5 

8 I assess the level of a personôs decisional conflict (uncertainty in decision making) and provide 

access to resources 

4 (1.5) 3 4.5 

9 I describe strategies to empower persons or families in all aspects of the care process 4 (1) 4 5 
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10 I engage with persons or their next of kin/family in active partnerships that promote health, 

safety and well-being and self-care management 

4 (0) 4 4 

11 I respect person's preferences for degree of active engagement in care process 5 (0) 5 5 

12 I assess presence and extent of pain and suffering (where applicable) 5 (1) 4 5 

13 I assess levels of physical and emotional comfort (where applicable) 5 (1) 4 5 

14 I elicit expectations of the person and family for relief of discomfort 4 (0.5) 3.5 4 

15 I facilitate informed consent for care 5 (0) 5 5 

16 I communicate care provided and needed at each transition in care 5 (0.5) 4.5 5 

17 I participate in building consensus or resolving conflict in the context of the person's care 5 (1) 4 5 

 Total score analysis  5 (1)  4 5 
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Phase two findings 

Phase two aimed to explore studentsô observable PCC implementation during clinical 

encounters and the clientsô perspective of the PCC implementation. Studentsô observable PCC 

implementation during the clinical encounter was explored by using the PCC Observational 

Checklist (Tai, 2018) (Appendix N). 

Student participants   

Six students from phase one indicated interest in phase two of the study. Of the six invitees, 

one participant volunteered to be observed (n = 8.3%).  

Student observation: background 

The student participant was observed at an adult hearing aid clinic based at GSHôs Audiology 

department in Cape Town. An adult client known to GSH Audiology department was seen by 

the student audiologist for a hearing aid follow-up appointment during the data collection 

period.  

The client is diagnosed with a bilateral asymmetrical moderate sloping to severe high 

frequency sensorineural hearing loss. He also reported having bilateral bothersome tinnitus 

which results in difficulty falling asleep at times. The client is fitted with a unilateral Rexton 

Mosaic M6CE1 behind-the-ear hearing aid, as per the Western Cape Department of Healthôs 

hearing aid dispensing policy in the public health sector (2010).  The fitting was verified using 

test box measures at 65 dBSPL, and a good fit to target was reportedly measured. The clientôs 

daughter accompanied him to the appointment. See figure 3 for an infographic depicting the 

room layout and seating arrangements of all present during the clinical appointment.  

Figure 3  

Room layout and seating arrangements during the clinical observation at Groote Schuur 

Hospital audiology department 
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Student observation: The Observational Checklist (Tai, 2018)  

The Observational Checklist (Tai, 2018) comprises six categories with various 

subcategories describing PCC communicative tasks and behaviors. The categories are as 

follows: Fostering the relationship, Gathering information, Providing information, Decision-

making, Enabling treatment-related behaviour, and Responding to emotions.  

Percentage of PCC communicative tasks were calculated by:  

1) summing the number of times a behaviour was consistently, partially, or not displayed 

throughout the appointment 

2) total(s) obtained above were divided by the number of items listed under the domain  

3) total multiplied by 100 to obtain the % 

Overall, the student displayed the majority of the PCC communicative tasks 100% of 

the time, however tasks related to Decision-making were least displayed. See figure 4 for 

further analysis of the PCC communicative tasks observed during the appointment.  

Figure 4 

Percentage of PCC communicative tasks observed during the studentôs clinical encounter 
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Client participants 

Client participants were not recruited in phase two of the study due to transportation 

limitations forcing the client to leave immediately after the appointment concluded. Additional 

client participants could not be recruited due to lack of student participation in phase two of 

the study.  
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CHAPTER 5: DISCUSSION AND CONCLUSION 

Chapter overview: This study sought to explore the self-reported PCC competency and 

observed implementation of final-year audiology students. It also aimed to explore client 

perspectives of studentsô PCC implementation during the clinical encounter. This study was 

implemented in response to the paucity of research on PCC competency and implementation 

in South Africa. The study findings, implications, strengths and limitations, and future 

recommendations are discussed. A conclusion is also provided at the end of this chapter.  

Participant demographics  

The student participants who enrolled into the study were 100% female identifying, and 

the majority of students who met the studyôs inclusion criteria (N= 23) identified as female (n 

= 19). UCT student sex demographics are similar to Abrahams et al. (2023), who noted that 

the majority of South African students enrolled in audiology and SLP programmes were 

female. The participants in the current study were aged between 21 and 25 years old with the 

majority being 22 years old (63.6%). This age group falls within Mafunda and Swartôs (2020) 

participant demographic of African university students being between 18 and 24 years old. 

Direct comparisons between age and PCC competence were not conducted in the current study. 

However, previous studies have suggested that higher age could be a predictor for PCC 

preferences (Laplante-Lévesque et al., 2014; Mahomed-Asmail et al., 2023a).   

Phase one and two resultsô summary  

The use of the Person-Centred Competency Scale (adapted from Hwang, 2015) in 

audiology is novel. Furthermore, the Observational Checklist (Tai et al., 2019) was a beneficial 

tool to explore observable PCC behaviours during the student-client interaction. The two tools 

utilized together provided a holistic overview of the PCC behaviours observed and perceived. 

Findings in phase one suggest that final-year audiology students perceived themselves to be 

competent in PCC delivery. Phase two findings indicate that the final-year audiology student 
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was able to elicit majority of the PCC behaviours. Corroborations between phase one and two 

are not possible due to the limited sample size in both phases.  

Person-Centred Care Competency Scale  

To the best of our knowledge, a scale measuring audiology studentsô self-perceived PCC 

competency has not been implemented in the South African context. The current study used 

the PCC Competency Scale as a novel data collection tool. A response rate of 47.8% was 

obtained (n = 11) with the PCC Competency scale. This response rate is slightly above the 44% 

average for educational online questionnaires (Wu et al., 2022) however may still be considered 

low and results can thus not be generalized.  

Students perceived themselves to be competent in PCC. However, a number of factors 

may contribute to the self-perceived PCC competence of the studyôs participants.  A recent 

study conducted on nursing students found that PCC competence was positively associated 

with psychological capital9 (self-efficacy, hope, optimism, and resiliency) and ego-resiliency6 

(the ability to cope with stress flexibly) (Kim, 2022). Thus, from the high perception of PCC 

competence noted in audiology students, it can be inferred that they too may have 

psychological capital and ego-resilience. The perception of PCC competence in students is 

advantageous as they will enter the workforce and hopefully enact positive changes within the 

field and communities they serve.  

Previous research also suggests that females tend to have an inclination towards PCC 

(Bejarano et al., 2022; Mahomed-Asmail et al., 2023a). This study comprised of majority 

female participants, which is representative of the SA audiologist sex demographic (Khoza-

Shangase & Mophosho, 2018). This suggests that the inferred high inclination towards PCC in 

females can also be noted with high perceived competence in South African audiology 

students. It should be noted that Pakkonen et al. (2023) reported no association between sex 

and PCC competence in nursing students.  
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It is also possible that participants who enrolled into the study were intrinsically 

motivated because 1) the study topic was of interest to them (Karlberg, 2015) or 2) they chose 

audiology because they wanted to help others (Mahomed-Asmail et al., 2023b). However, it is 

important to note that participantsô responses could have been influenced by social desirability 

bias11, implying that students were aware of the aim of the questionnaire and therefore 

answered the questions in a way they thought the researcher might appreciate (Demetriou, 

Ozer, &. Essau, 2015). 

Individual item analysis revealed median scores of four and five across the 17 rated items. 

At least half of the participants reported practicing the PCC item listed either often or always. 

This finding is favourable because participants were on the verge of becoming practicing 

audiologists, and new graduates should implement PCC as recommended by Mahomed-Asmail 

and Eccles (2022). Implementing PCC practices as part of an integrated service delivery has 

potential benefits for all parties involved as previously discussed in chapter one and two. 

Further efforts to advance studentsô knowledge and implementation of PCC should be 

emphasized in the curriculum, and evaluations should be done to pinpoint focal areas needing 

improvement (Kanji et al., 2021; Tai et al., 2018; Manchaiah et al., 2016; Mahomed-Asmail et 

al., 2023a). Audiologists should also engage in continued professional development activities 

focused on PCC (Mahomed-Asmail et al., 2023a). The high perception of PCC competence 

noted in students may also be an indicator of PCC being taught and emphasised in the 

curriculum. Thus, it serves as a good indication that audiology practitioners are being trained 

in a PCC manner.  

Consideration of client and family perspectives 

Respecting clientsô perspectives, and involving their families in their healthcare is 

highlighted as an important PCC domain (Coulter & Oldham, 2016; Eklund et al., 2018; 

English, 2022; Hwang, 2015). The high ratings from study participants for items one (I value 
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seeing health-care situations through personsô eyes) and three (I integrate my understanding 

of multiple dimensions of person-centred care such as person and family preferences) suggests 

that students have an understanding of the key role clients and their families play in their 

healthcare. The importance of client and family involvement is also highlighted from items ten 

(I engage with persons or their next of kin/family in active partnerships that promote health, 

safety and well-being and self-care management), and 11 (I respect personôs preferences for 

degree of active engagement in process) ratings. Client perspectives and family involvement 

is an important aspect to consider in audiology management, as the clients and family are the 

ones who will follow through with management plans and recommendations (Mamo & 

Henckel, 2022).  

Managing clientsô health needs and preferences  

 To ensure successful implementation of PCC, clientsô health needs and preferences 

should be considered (WHO, 2015). The scale items related to clientsô health needs and 

preferences indicate that the study participants were able to elicit clientsô main complaints and 

the preferences they have for management.  

The high ratings for items two (I elicit a personôs values, preferences and needs as part 

of the clinical interview and implementation of the care plan), and item 15 (I facilitate informed 

consent for care) could be that the process of informed consent is highlighted in healthcare due 

to it having legal implications for professionals (Shreekrishna & Rao, 2021). Furthermore, it is 

important for clients to make informed decisions about their audiological management because 

these recommendations should best reflect their preferences and lifestyle.  

The high rating for item four (I communicate the personôs values, preferences and needs 

to other health-care team members) could be explained by the following reasons. Firstly, 

students may feel that they do not possess the necessary knowledge to make clinical decisions 

unilaterally (Tai et al., 2018). Consequently, it implies that they would seek clinical guidance 
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from their clinical educators on areas that they may feel less competent in, and in doing so they 

provide a background of the clientsô preferences. Secondly, it could be that the client presents 

with additional needs that fall outside the scope of a student audiologist thus warranting a 

referral to the relevant professionals e.g. psychologist (Clark et al., 2021). 

For item eight (I assess the level of a personôs decisional conflict (uncertainty in decision 

making) and provide access to resources) a median of four was obtained with an IQR of 1.5; 

this denotes the highest interquartile range across the 17 scale items. The variability in the 

rating of this item could be due to students not fully understanding the question (Nayak & 

Narayan, 2019). It could also be that the studyôs participants may not have experienced many 

encounters where clients demonstrated decisional conflict. Furthermore, participants may have 

felt that they are not fully qualified to offer additional information or provide resources due to 

the presence of the clinical educator. 

The high rating for item 11 and item 14 (I elicit expectations of the person and family for 

relief of discomfort) suggests that participants strived to implement shared decision-making. 

Hussain et al. (2023) reported that audiology students recognised the importance of shared 

decision-making in clinical practice because of the positive client outcomes it may yield. For 

example, increasing hearing aid uptake where clinically appropriate (Sciacca, Meyer, Ekberg, 

Barr, & Hickson, 2017). This links to item two showing that informed consent is implemented, 

and clients are empowered to make decisions about their care. Once again reiterating that client 

participation in their audiological care is an important aspect to encourage implementation of 

management plans.  

The ratings for items 12 (I assess presence and extent of pain and suffering (where 

applicable), 13 (I assess levels of physical and emotional comfort (where applicable), and 17 

(I participate in building consensus or resolving conflict in the context of the personôs care) 

suggest that students are able to engage in active listening (English, 2022; Mamo & Henckle, 
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2022) Active listening is an important aspect of audiological management because clients may 

not always verbally express their main concerns, but it could be suggested through their body 

language and facial cues. Furthermore, this finding could suggest that students implement 

biopsychosocial practices during case history and management (Meyer, Barr, Khan, & 

Hickson, 2017).  

Considering South African clientsô context 

The high rating for items five (I provide person-centred care with sensitivity and respect 

for the diversity of the human experience) and six (I support person-centred care for 

individuals and groups whose values differ from my own) suggests that participants could be 

aware of the cultural differences within the South African context (Khoza-Shangase & 

Mophosho, 2018). Cultural awareness is important for audiological care and PCC 

implementation because it ensures that audiologists practices and recommendations reflect 

clientsô preferences and beliefs. It also further alludes to their understanding of PCC being an 

integrated model of healthcare.  

Item seven (I examine barriers to active involvement of persons in their care processes) 

was highly rated, and may also be explained by participantsô knowledge of the South African 

context. South African PCC barriers that may be pertinent to audiology clients include 

language barriers and socio-economic status (Mahomed-Asmail et al., 2023a; Mahomed-

Asmail et al., 2023b).  

Observed PCC implementation of final year students  

To the best of the researcherôs knowledge, the only other study that used The 

Observational Checklist to observe studentsô PCC behaviours during clinical appointments was 

Tai et al. (2019).  

From the observation it was noted that the majority (4 out of 6) of the PCC 

communicative tasks were consistently displayed throughout the appointment. These 
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communicative tasks included: fostering the relationship, gathering information, providing 

information, and responding to emotions. The studyôs findings discussed below are novel in 

the South African context, and are consistent with the findings in phase one of this study i.e. 

students perceived themselves to be competent in PCC. From this it is assumed that the 

participant has had exposure to PCC and opportunities to practice it during the course of her 

training. The observationôs findings also suggest that the client received PCC during the 

appointment. The studyôs findings are discussed in relation to Tai et al. (2019) in the subsequent 

sections because it is the only other study, to the best of the authorôs knowledge, that observed 

studentsô PCC behaviours during clinical encounters.  

Fostering the relationship 

One of the communication tasks that the student performed well was ñfostering the 

relationshipò. This is similar to what Tai et al. (2019) observed. The student engaged the client 

in a friendly manner before and throughout the appointment. She engaged in active listening, 

used humour to build rapport, and continuously engaged in client understanding. One of the 

ways in which she elicited client understanding was by asking ñWhich (communication) 

strategies do you think you would use the most at home?ò  

Fostering a relationship and building trust with the client is a key component in 

audiological care (English, 2022) because hearing loss is a chronic condition requiring long 

term management (Mamo & Henkel, 2022). Clients should therefore feel comfortable around 

the audiologist, and trust that they want the best audiological care for them based on their said 

preferences and beliefs.  

Gathering and providing information  

Another finding which was similar to Tai et al. (2019), was the proficient execution of 

ñinformation gatheringò. In their study ñinformation gatheringò was conducted as part of the 

history taking phase, however in our study it was done in relation to a hearing aid follow-up 
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appointment. The discourse was therefore centered around the clientôs experience with and 

perception of the hearing aid thus far, e.g. ñHow has it been with your hearing aid for the past 

week?ò Clarifying questions were asked and elaborations were encouraged where only single-

word or ambiguous answers were provided. Interestingly, Tai et al. (2019) noted that students 

partially gathered information about tinnitus and our study noted that the student did not 

provide comprehensive tinnitus counselling. This is consistent with research conducted by 

Dawood, Khan, and Bagwandin (2019), who found that professional audiologists struggled to 

gather information about tinnitus and provide tinnitus counselling to clients. The student may 

also have found the topic too complex to explain without using technical jargon, and the 

presence of the clinical educator could have been intimidating (Tai et al., 2018).  

Decision-making 

Communicative tasks within the ñdecision-makingò function were least observed, similar 

to Tai et al. (2019). A number of reasons could be attributed to this finding including student 

factors, training factors, client factors, and socioeconomic factors.  

During the session the student briefly asked the client about hearing aid settings, however 

a deeper exploration of the clientôs preferences was not observed. It is possible that the student 

may perceive themselves as being less qualified than the clinical educator, and therefore did 

not delve further into the topic. Similarly, it could be due to a perceived less opportunity for 

the client to have given input on a highly technical aspect of audiological management i.e. 

hearing aid settings. Facilitating shared decision-making as a whole may not mean equal 

participation in practice because some aspects of audiological care are technical and may 

require professional guidance. Furthermore, one needs to consider whether the student has had 

adequate training, opportunities to practice, and opportunities to observe shared decision-

making in clinical encounters (Hussain et al., 2023).  
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Since shared decision-making involves transparent dialogue between the clinician and 

client (Rodrigues et al., 2023), it is possible that the client may have indirectly indicated that 

the student can take the lead when highly technical aspects are involved. This would therefore 

make decision-making harder to observe using a finite number of items on a checklist only. 

The clientôs understanding of what is being discussed should also be considered, as previous 

research indicated that many adults struggle to understand health-related information (Wittink 

& Oosterhuizen, 2018). This may lead to clients having the view that clinicians are more 

knowledgeable and should therefore make all the clinical and management decisions. 

Furthermore, in the South African context the limited clinical time with the client may 

lead to difficulties in implementing shared decision-making practices (Hussain et al., 2023).    

 

Enabling treatment-related behavior 

As observed by Tai et al. (2019), the communicative tasks related to ñenabling treatment-

related behaviorò were partially displayed during the observation. The student explored the 

clientôs ñreadiness to change health behavioursò well and asked questions such as ñCan you 

tell me why you feel you donôt want to be involved in those conversations (that are difficult for 

you to hear in)?ò However, a clear follow-up plan was not provided before concluding the 

appointment. It could be that the student felt that she enabled treatment-related behaviour by 

asking the necessary questions throughout the appointment and then waited for the client to 

consider further management options. Furthermore, aspects like behavior may be difficult to 

discern from a single instance because opportunities to elicit certain behaviors may not have 

been present at the time of observation.  

Responding to emotions 

Contrary to Tai et al. (2019) findings, the one student who was observed consistently 

responded to the clientôs emotions. A systematic review conducted by Maximiano-Barreto, 
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Fabricio, Luchesi, and Chagas (2020) found that female health professionals and students 

displayed higher levels of empathy. Apart from the studentôs open nature, identifying as a 

female could be another reason for this finding. She also followed best practice by suggesting 

a referral for psychological support when the client seemed distressed about a topic related to 

his daughterôs illness (Clark et al., 2020). 

Strengths and limitations 

To the best of our knowledge, this study was the first of its kind in the South African 

context to explore self-perceived PCC competency of undergraduate audiology students using 

a competency scale. The use of the PCC competency scale (adapted from Hwang, 2015), and 

the studyôs findings are novel in our context. The two-phased approach allowed for data 

comparison to occur, despite the small sample size. This study contributes to qualitative PCC 

research findings where the majority of the studies thus far have been purely quantitative.  

There are methodological and participant-based factors which could have influenced the 

outcome of this study. The overall low response rate obtained for the questionnaire could be 

attributed to a number of factors. Firstly, ñsurvey fatigueò could have occurred due to the 

number of online studies that students may have been invited to over the course of their studies. 

An overexposure of online surveys in one year may lead to lower response rates in subsequent 

years (Field, 2020).  Secondly, it could be that participants did not fully understand the purpose 

or contents of the questionnaire and the researcher was not present to clarify concerns, thus 

leading to potential participants abandoning the study prior to completion (Nayak & Narayan, 

2019). Thirdly, the time needed to complete the survey as well as survey length may have 

contributed to low participation (Field, 2020). Fourthly, participants may have felt that they are 

entitled to a definite incentive for participating. Finally, it is possible that the topic may not 

have been interesting to the non-participants (Karlberg, 2015). In person-recruitment may have 

yielded higher response rates.  



Page 63 of 147 

The adapted tool did not undergo statistical analysis as qualitative data was used to 

provide more detail on the quantitative data collected in phase one (Bryman, 2006; Creswell & 

Creswell, 2018; Wium & Louw, 2018). Although nearly half of the participants were recruited 

in phase one of the study, the sample size was too small to conduct rigorous statistical analyses. 

Furthermore, only females participated in phase one and two of the study and this could also 

have skewed the results towards a higher self-perceived PCC competency.  

The adapted scale questionnaire was not piloted on the student audiology population due 

to fear of potential participants not participating in the data collection period. The adapted 

questionnaire was therefore only piloted on the supervisors, who are both avid established 

academic researchers, and thus their understanding and perceptions of the questions may be 

different to those of student audiologists. It should also be noted that the scale items were 

originally developed on nurses based in Korea (Hwang, 2015). Therefore, the questions asked 

in the scale may be influenced by the Korean culture since culture may influence verbal and 

non-verbal language use (Mavianti, Harfiani, & Gunawan, 2022). Although the questions 

appear to be general and were adapted to the current study population, additional audiology 

specific questions may be more suitable to obtain information about self-reported PCC 

behaviours within the field.  

Data saturation could not occur in phase two due to the lack of student and client 

participants. Student participants did not respond to the invitation to be observed, and in-person 

recruitment in phase two could not occur due to fear of infringing on participantsô 

confidentiality. The inability to recruit client participants is a significant limitation in the 

present study because their perspective would have been instrumental in ascertaining whether 

the studentôs behaviour was perceived as being person-centred. Finally, a single rater observed 

the clinical appointment and the session could not be video-recorded thus inter-rater reliability 

could not be determined. Due to the researcher being the only observer of the clinical 
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encounter, it is possible that a bias could exist whereby the researcher may have seen 

exaggerated versions of PCC behaviours. It is also possible that the researcher may have a 

different perception of PCC which could have influenced the way in which the observation was 

rated.   

Research implications  

From the literature discussed throughout this thesis, it is evident that PCC should be 

taught in audiology curricula and these practices should therefore be integrated into 

undergraduate clinical training. However, this novel study aimed to explore self-perceived PCC 

competency and implementation of final year audiology students.  

Despite the small sample size, this research contributed to the paucity of PCC 

competency research in undergraduate audiology students in the South African context. 

The main findings include:  

1. Students self-perceived PCC competency was high, and was consistent with the results 

of the observation. This might be indicative that UCTôs audiology curriculum actively 

encourages the learning and implementation of PCC.  

2. Since the majority of students were South African citizens, it can be inferred that 

students were familiar with the context and thus answered the questionnaire with that 

frame of reference.  

3. The low response rate could be due to survey fatigue, and additional studies could 

possibly benefit from in-person administration of the questionnaire.  

Recommendations for future research  

Based on the current study, the following recommendations can be made:  

1. Future studies should focus on PCC competency and implementation in South Africa, 

since the preferences towards it have already been well established locally and 

internationally.  
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2. Further attempts at obtaining permission from the author Jee-In Hwang and publisher 

Elsevier should be made. Thereafter, if permission is granted, the Person-Centred 

Competency Scale (adapted from Hwang, 2015) should be piloted on a sample of 

audiology students, and they should form part of the adaptations.  

3. The Person-Centred Competency Scale (adapted from Hwang, 2015) should be 

validated on the South African student audiology population, and the professionally 

practicing population.  

4. If the current study is replicated, an open-ended question at the end of the questionnaire 

might be helpful in collecting qualitative data especially since students show a 

reluctance to observation.  

5. Student observations should be done nationally, and the effects of varying cultures 

across the provinces should be explored.  

6. Qualitative studies should be conducted on audiology clients to encourage their views 

on PCC since they are the population being served in clinical practice.  

7. PCC competency should be assessed at least twice in a studentôs undergraduate training 

to ascertain whether the curriculum is effective in delivering PCC related knowledge 

and learning opportunities.  

Conclusion  

Audiology students who participated in this study perceived themselves to be competent 

in PCC. The findings of both phases support this idea; however, a larger sample of students 

should be included in future studies. Future studies should explore PCC competency and 

implementation and demographic factors like sex, age, and home province. Client perspectives 

of PCC implementation should also be explored in qualitative studies. 
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APPENDICES 

Appendix A: Google form questionnaire of Person-Centred Competency Scale (adapted from 

Hwang, 2015)  
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Appendix B: Patient-Centred Competency Scale items (Hwang, 2015)  

  

No.  Item contents  

Respecting patientsô perspectives  

1.  Value seeing health-care situations through patientsô eyes  

2.  Elicit patient values, preferences and needs as part of clinical interview, 

implementation of care plan  

3.  Integrate understanding of multiple dimensions of patient-centred care such as 

patient and family preferences  

4.  Communicate patient values, preferences and needs to other health-care team 

members  

5.  Provide patient-centred care with sensitivity and respect for the diversity of human 

experience  

6.  Support patient-centred care for individuals and groups whose values differ from 

own  

Promoting patient involvement in care processes  

7.  Examine barriers to active involvement of patients in their care processes  

8.  Assess level of patientôs decisional conflict and provide access to resources  

9.  
Describe strategies to empower patients or families in all aspects of the care 

process  

10.  Engage patients or designated surrogates in active partnerships that promote health, 

safety and well-being and self-care management  

11.  Respect patient preferences for degree of active engagement in care process  

Advocating for patient comfort  

12.  Assess presence and extent of pain and suffering  

13.  Assess levels of physical and emotional comfort  

14.  Elicit expectations of patient and family for relief of pain, discomfort, or suffering  

Advocating for patients 

15.  Facilitate informed patient consent for care  

16.  Communicate care provided and needed at each transition in care  

17.  Participate in building consensus or resolving conflict in the context of patient care  
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Appendix C: Email sent to Jee-In Hwang requesting permission to use the Patient-Care 

Competency Scale (Hwang, 2015)  
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Appendix D: Email sent to Elsevier requesting permission to use the Patient-Centred Care 

Competency Scale (Hwang, 2015)  
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Appendix E: Permission request sent to GSH Facility Board with response attached 

 

 

UNIVERSITY OF CAPE TOWN  

Health and Rehabilitation Sciences  

Division of Communication Sciences and Disorders  

  

F46 Old Main Building.  

Groote Schuur Hospital, Observatory, 7925  

Telephone: 021 406-6402  

Fax: 021 406-6323  

  

  

Date: 25 January 2023 

 

Attention: Groote Schuur Hospital Facility Board and/or Medical Superintendent 

  

i. RE: Permission to conduct masterôs research study at Groote Schuur Hospital facility  

  

I am Gaafitha Mustapha and I am currently enrolled at the University of Cape Townôs 

(UCT) Faculty of Health Sciences, as a Master of Sciences in Audiology candidate. My research 

topic is ñWhat is the self-reported competency and observed implementation of person-centred 

care of final year audiology students during their clinical encounters? The study entails data 

collection from both final year audiology students enrolled at UCT and the clients they are 

servicing at Groote Schuur Hospital (GSH).  

The study will employ a mixed methods design which entails that both quantitative and 

qualitative methodology will be used for data collection and analyses. This study design allows 

researchers to draw on the strengths of both quantitative and qualitative methodology and is 

suitable to study phenomena in a multicultural context like South Africa (Wium & Louw, 2018).  

Data collection will occur in student clinics conducted by final year audiology students at 

GSH. No professional staff will be included in data collection procedures. Data collection will 
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occur in two phases: 1) administration of an adapted version of the Patient-Centred Competency 

Scale for final year audiology students (see Appendix A for the original version and appendix B 

for adapted version), and 2) observations of clinical encounters with a focus on the studentsô 

interactions and a semi-structured interview with the clients post clinical encounter. The studyôs 

procedures pose little to no risks for participants, and participants will only be recruited if 

voluntary consent is provided.  

I hereby formally request permission to conduct my research on the hospital premises. 

Furthermore, I request permission to leave informational pamphlets on my study (Appendix C) at 

the facility for the duration of the data collection period. This is so that all the clients attending the 

student clinics may be afforded an opportunity to participate in the research. Permission to collect 

data from UCT students and their clients was also be sought from UCTôs Faculty of Health Science 

(Audiology division), UCTôs Department of Student Affairs (DSA) and the Faculty of Health 

Sciences Human Research Ethics Committee (FHS HREC). Ethics approval was obtained from 

the FHS HREC (see Appendix D); feedback is yet to be received from the audiology division and 

UCT DSA. 

Your assistance and feedback in this regard will be highly appreciated.  

 

For further information on the study please feel free to contact me, Gaafitha Mustapha at 

mstgaa001@myuct.ac.za. My supervisors may also be contacted at vera.hlayisi@uct.ac.za (Vera 

Hlayisi, UCT) or faheema.mahomed@up.ac.za (Dr Faheema Mahomed Asmail, University of 

Pretoria). 

  

Sincerely,  

       Gaafitha Mustapha (MSc in Audiology candidate)  
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Appendix F: Permission request sent to the Head of Division with response attached 

 

 

 

UNIVERSITY OF CAPE TOWN  

Health and Rehabilitation Sciences  

Division of Communication Sciences and Disorders  

  

F46 Old Main Building.  

Groote Schuur Hospital, Observatory, 7925  

Telephone: 021 406-6402  

Fax: 021 406-6323  

  

  

Date: 24 January 2023 

Attention: HOD, Division of Communication Sciences and Disorders  

RE: Permission to conduct masterôs research study at UCT-based final year audiology 

studentsô clinics 

 

I am Gaafitha Mustapha and I am currently enrolled at the University of Cape Townôs (UCT) 

Faculty of Health Sciences, Division of Communication Sciences and Disorders, as a Master 

of Sciences in Audiology candidate. My research topic is ñWhat is the self-reported 

competency and observed implementation of person-centred care of final year audiology 

students during their clinical encounters?ò The study entails data collection from final year 

audiology students enrolled at UCT and the clients they are servicing at Groote Schuur 

Hospital (GSH).  

The study will employ a mixed methods design which entails that both quantitative and 

qualitative methodology will be used for data collection and analyses. This study design 

allows researchers to draw on the strengths of both quantitative and qualitative methodology 

and is suitable to study phenomena in a multicultural context like South Africa (Wium & 

Louw, 2018).  
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Data collection will occur in student clinics conducted by final year audiology students at 

GSH. No professional staff will be included in data collection procedures. Data collection 

will occur in two phases: 1) administration of an adapted version of the Patient-Centred 

Competency Scale for final year audiology students (see Appendix A for the original version 

and appendix B for adapted version), 2) observations of clinical encounters with a focus on 

the studentsô interactions and a semi-structured interview with the clients post clinical 

encounter.  

The studyôs procedures pose little to no risks for participants, and all participants will only be 

recruited if voluntary consent is provided. I am aware that the presence of a non-participant 

observer in the room may result in feelings of intimidation and non-naturalistic encounters 

(Kelly, 2014), to account for this I will position myself in such a way that I am not part of any 

conversational circles. Alternatively, I will observe from an observation room where and if 

possible. I hereby formally request permission from the department to conduct my research at 

the student-based clinics. Furthermore, I request permission to leave informational pamphlets 

on my study (Appendix C) at the clinical sites for the duration of the data collection period. 

This is to ensure that all clients attending the student clinics may be afforded an opportunity 

to participate in the research. Permission to conduct this study was also sought from GSH 

Facility Board, UCT Department of Student Affairs (DSA) and the Faculty of Health 

Sciences Human Research Ethics Committee (HREC). The HREC has approved the study 

(Appendix D), GSH facility board and UCT DSA are still processing the request.  

 

Your assistance and feedback in this regard will be highly appreciated.  

For further information on the study please feel free to contact me, Gaafitha Mustapha at 

mstgaa001@myuct.ac.za. My supervisors may also be contacted at vera.hlayisi@uct.ac.za 

(Vera Hlayisi, UCT) or faheema.mahomed@up.ac.za (Dr Faheema Mahomed Asmail, 

University of Pretoria).  

Sincerely,   

Gaafitha Mustapha (MSc in Audiology candidate)  
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Appendix G: Permission request to access students submitted to the Department of Student 

Affairs (DSA 100 form) 

  

  

  

RESEARCH ACCESS TO STUDENTS  

DSA 100  

ii.  SECTION A: RESEARCH APPLICANT/S DETAILS  

  

  

Position  

Staff / 

Stude

nt No  

  

Title and Name  

Contact 

Details (Email / 

Cell / land line)  

  

A.1 Student 

Number  

  

MSTGAA0

01  

Mrs Gaafitha 

Mustapha  

0766336277 /  

gaafithamustapha@gmail.c

om  

A.2 Academic / 

PASS Staff No.  

  

N/A  

    

A.3 Visitor/ 

Researcher ID No.  

  

N/A  

    

A.4 University at 

which a student or 

employee  

  

UCT  

  

Address if not UCT:  

A.5 Faculty/  

Department/School  

Faculty of Health Sciences, , Division of Communication 

Sciences and Disorders  

A.6 APPLICANTS 

DETAILS  

If different from 

above  

Title and Name  Tel.  Email  

N/A  
    

SECTION B: RESEARCHER/S SUPERVISOR/S DETAILS  

Position  Title and Name   Tel.  Email  

B.1 Supervisor  Vera Hlayisi  
N/

A  

 
vera.hlayisi@uct.ac.za  

  

B.2 Co-

Supervisor/s  

Faheema 

Mahomed Asmail  

  

N/

A  

   

faheema.mahomed@up

.ac.za  
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iii.  SECTION C: APPLICANTôS RESEARCH STUDY FIELD 

AND APPROVAL STATUS  

C.1 Degree ï if 

applicable  

  

Master of Science in Audiology  

  

C.2 Research 

Project  

Title  

What is the self-reported competency and observed 

implementation of person-centred care in final year audiology 

students during their clinical encounters?  

C.3 Research 

Proposal  
Attached:  Yes   No  

C.4 Target 

population  
Final year audiology students, and audiology clinic clients  

C.5 Lead 

Researcher  

details  

  

If different from applicant: N/A  

  

C6. Will use 

research assistant/s  

 Yes   No  

  

If yes- provide a list of names, contact details :  

  

  

  

  

C.7 Research  

Methodology and  

Informed consent  

Research methodology: Mixed methods study. Quantitative 

aspect will consist of cross-sectional design utilizing a once off 

administration of an adapted version of The Person-Centred 

Competency Scale (Hwang, 2015). Qualitative data will be 

collected through the use of an observational checklist during 

clinical encounters with a focus on final year studentsô 

interactions. Data will also be collected through a semi-structured 

interview with audiology client participants.  

Informed consent: The researcher will recruit both participant 

groups through direct recruitment. Both participant groups will 

need to provide voluntary consent and sign a consent form before 

data collection commences. Participants may withdraw from the 

study at any time without consequence.  
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C.8 Ethics clearance 

status from UCTôs 

Faculty Ethics in  

Research 

Committee  

/Chair (EiRC)  

Approved by the UCT EiRC:  Yes  

With amendments: Yes    

  

  

(a) Attach copy of your UCT ethics approval.  

(b) Attached:  Yes No  

  

(c) State date / Ref. No / Faculty of your UCT ethics 

approval:  

 _/_/20_  Ref. / Faculty:  

  

  

 

Appendix H: Human Research Ethics Committee application to conduct research with 

approval attached  

 

 
 No   
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Appendix I: GSH Head of Audiology permission to conduct research in department  
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Appendix J: Informational pamphlet pertaining to the study  
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Appendix K: Prize draw poster  

 

Appendix L: Template of email sent to the two participants who won scrubs in phase one  

Dear xxx,  

I trust this email finds you well.  

I wish to thank you for participating in phase one of my person-centred care study. I trust 

your first few weeks as a community service audiologist has been good and that you've been 

learning lots!  

 

As a token of my appreciation, I'd like to give you one gift voucher valued at R290. The 

voucher can be redeemed via TANC's online website ( https://tanc.co.za/shop/ ) before the 
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31st of May 2024. The voucher equates to a full scrub set on their website, however you may 

use the voucher as you wish. Due to logistical reasons it was easier to do an online voucher as 

opposed to purchasing the scrub sets on your behalf. I hope you can use the scrubs at your 

new clinics wherever you may find yourself this year.  

Wishing you an amazing comm serve year!  

Kind regards,  

Gaafitha Mustapha 

 

Appendix M: Template of email sent to participants for recruitment in phase two of the study  

Dear participant,  

Thank you for taking the time to participate in my research study (What is the self-reported 

competency and observed implementation of person-centred care in final year audiology 

students during their clinical encounters?) - I truly appreciate your effort Яаб .  

Some more information regarding phase two: 

In phase two, I will observe a clinical encounter between you and one of your clients using 

the Person-Centred Care (PCC) observational checklist developed by Tai et al. (2019) - the 

checklist was developed for the student-client audiology relationship and is not a 

comprehensive list of PCC tasks.  

The observations will only take place at clinics (any type of clinic, e.g. hearing aids, 

vestibular, etc.) happening at Groote Schuur Hospital facilities including GSH outpatient's 

department and Old Main Building. If you consent, I will observe only one of your clinical 

encounters/appointments with a client (if they consent too). After the appointment, I will 

invite your client to participate in a short semi-structured interview.  

Upon completion of phase two you will be entered into a draw to stand a chance to win a set 

of TANC clinical scrubs.  

Please note: the observations do not count towards any course work you are currently 

doing, nor will it influence your clinical marks in any way. Your responses to the 

questionnaire, and the outcomes of the observations will remain anonymous (meaning 
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that your clinical educators or any third parties will not be able to view your specific 

responses/outcomes.  

Thank you for taking the time to read this email. If you are interested in participating and are 

scheduled to have any clinics at GSH facilities this term, please reply to this email and 

provide me with the clinic dates and times you will be there (for planning purposes as I work 

daily).  

Warm regards,  

Gaafitha Mustapha  
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Appendix N: PCC Observational Checklist items (Tai et al., 2019)  

Examples of PCC tasks  1 2 3 4 5 6 7 8 9 10 Total 

Fostering the relationship  V3 * [-] 

1a Addressing the client appropriately e.g. introduction  V              

1b Listen actively (verbal and non-verbal)  V              

1c Build client rapport (e.g. small talk, non-verbal) V              

1d Engage in client understanding                

1. Gathering information                                            Total  8   

2a Elicit clientsô main concerns e.g. ask open-ended 

questions  

V              

2b Allow client to complete responses without 

interruptions  

V              

2c Encourage clientôs perspectives  V              

2d Explore psychosocial effects  V              

2e Explore other relevant hearing-related questions V              

2f Clarify and summarise information  V              

2g Transitions to other questions e.g. signposting  V              

2h Invite the client to add further information  V              

2. Providing information  Total 8   

3a Keep the client informed  V              

3b Ask the client about their information needs  V              

3c Explain diagnosis in relation to client concern  V              

3d Outline recommendations V              

3e Avoid jargon and complexity  V              
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3f Encourage questions and check understanding  V              

3g Emphasise key messages V              

3h Provide client education where appropriate  V              

3. Decision-making  Total 2 2  

4a Encourage client participation in decision-making *              

4b Outline options (incl pros and cons) *              

4c Explore clientôs preferences and understanding  V              

4d Discuss uncertainty  V              

4. Enabling treatment-related behavior  Total 3 1  

5a Assess clientôs readiness to change health 

behaviours  

V              

5b Outline steps or processes involved with 

recommendations  

V              

5c Identify and enlist resources and support  V              

5d Discuss follow-up and plan for unexpected 

outcomes  

*              

5. Responding to emotions  Total 4   

6a Notice clues and acknowledge clientôs emotions  V              

6b Explore emotions e.g. validation V              

6c Express empathy  V              

6d Provide help in dealing with emotions if appropriate  V              

               

Total  V 28              

* 3              

[-] 0              

V Student performed task  * partially performed task [-] did not perform task N/A not applicable  
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Appendix O: The Patient/Carer Questionnaire (Ida Institute, n.d.) 
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Appendix P: Interview guide (adapted from Creswell, 2013) 

 

Interview Guide  

This guide is not intended for extensive note-taking. It is merely intended to 

note key points during the interview.  

Time of interview:  

Date:  

Place:  

Interviewer:  

Position of interviewee:  

 

(Introduce supervisors if they are attending the interview virtually then briefly 

describe the research procedures again).  

 

Questions: (Based on the Patient/Carer Questionnaire - Ida Institute, n.d.)  

1. When you arrived, did the student make you feel welcome?  

2. Did the student consider additional needs that you might have? For 

example, eyesight problems?  

3. How well did they óset the sceneô at the start of the appointment?  

4. How well did the student communicate during the appointment? Were 

they listening and interested?  

5. Did they involve you in decisions about your care?  

6. Did the student tell you what they were doing during the appointment? 

Were there any times when you did not understand what was 

happening?  

7. Did they have good hand hygiene? For example, did they regularly use 

the hand gel in the room?  

8. Did the student put you at ease during the appointment?  

9. If you came with a carer or relative, how well did the student involve 

them in the appointment (where appropriate)?  

10. Would you see the student Audiologist again? (Please answer: 

No/Would prefer to see someone else /Yes, happy to / Yes, very happy 

to)  

*** Conclude the interview and thank the participant for their time *** 
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Appendix Q: Student consent form for observation  

 

UNIVERSITY OF CAPE TOWN  

Health and Rehabilitation Sciences  

Division of Communication Sciences and Disorders  

  

  

F46 Old Main Building.  

Groote Schuur Hospital, Observatory, 7925  

Telephone: 021 406-6402  

Fax: 021 406-6323  

 
  

CONSENT FORM: OBSERVATION DURING CLINICAL ENCOUNTER   

Purpose of the research  

The study aims to explore self-reported competency and observed implementation of person-

centred care (PCC) of final year audiology students during their clinical encounters.  

Voluntary participation  

Participation in this study is voluntary and participants may choose to opt out of the study at 

any time during the data collection process. Data collection procedures will differ for final year 

audiology students and clients, and participants will not receive any compensation for 

participating.  

Student data collection for phase two:  

Observation during a clinical encounter with a client with the researcher being a nonparticipant 

in the encounter.  

Confidentiality  

This study will abide by the Protection of Personal Information Act (POPI Act). Any personal 

information obtained from you will be kept strictly confidential and private. Your anonymity 

is guaranteed and no personally identifiable information will be published.  

Benefits of the research  

The data generated from this research will allow us to explore to what extent PCC is being 

implemented in clinical practice in undergraduate students. This study will contribute to the 

broader understanding of PCC implementation on a local and international scale, and will 

inform curriculum adaptations if needed.  
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Risks of participation  

This study poses little to no risk for consenting participants. However, if at any point during 

the study participants feel that the risk (physical, emotional, and mental) outweighs the benefit 

of the research they may opt to discontinue participation without consequence.  

Contact information  

If you require any further information please contact the student researcher at 

mstgaa001@myuct.ac.za or any of the supervisors at vera.hlayisi@uct.ac.za (Vera Hlayisi, 

UCT) or faheema.mahomed@up.ac.za (Dr Faheema Mahomed Asmail, University of 

Pretoria). The UCT FHS Human Research Ethics Committee can be contacted on 021 406 

6338 in case participants have any questions regarding their rights and welfare as research 

subjects on the study.  

  

Sincerely,  

Gaafitha Mustapha (MSc in Audiology candidate)  

  

 

  

Supervisors:  

 Vera Hlayisi  Dr Faheema Mahomed Asmail  

  

  

  

THIS SECTION IS COMPULSORY  

I voluntarily consent to participating in phase two of the study which entails that I will be 

observed during my clinical encounter with a client. I also consent to the researcher storing 

the data for the appropriate timeframes stipulated by the University of Cape Town (two 

years if the work is published and six years if the work is not published). Furthermore, I 

consent to the data being used for other research purposes during the above mentioned 

timeframes, for which the precise nature of the research is unknown, as long as prior 

ethical clearance is obtained.  

 

I have read all the information above and have clarified anything I did not understand 

prior to consenting to this study. I hereby declare that my participation is voluntary and 

I was not forced to participate in any way. I also acknowledge that I will be automatically 

entered into a prize draw.  

 PARTICIPANT NAME     
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PARTICIPANT SIGNATURE     

  

Date  (day/month/year)  

 

 

Appendix R: Client consent form for observation and/or interviews  

 

UNIVERSITY OF CAPE TOWN  

Health and Rehabilitation Sciences  

Division of Communication Sciences and Disorders  

  

  

F46 Old Main Building.  

Groote Schuur Hospital, Observatory, 7925  

Telephone: 021 406-6402  

Fax: 021 406-6323  

 
  

 CONSENT FORM: CLIENT PARTICIPATION IN THE STUDY  

Purpose of the research  

The study aims to observe to what degree students are able 

communicate and behave in a manner that is suited to their clientsô needs, as 

well as to what degree students are able to work together with their clients in 

order to meet therapy and/or management goals.   

Optional participation in the study   

Participation in this study is not compulsory and participants may 

choose to stop participating at any time during the research procedures, without 

any consequence. The audiological services that clients receive at the clinic will 

not be affected by whether they participate in the study or not. There are two 

instances where clients may be included in this study.   

The research procedures involving clients will be as follows:  

ǒ The researcher will observe the audiology appointment between the student 

audiologist and the client   

ǒ A short interview, with the researcher, after the audiology appointment. The 

interview  will be conducted in English, and will take place in a private room 
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in the audiology department at Old Main Building. The interview will not last 

longer than 60 minutes (depending on the client), and will be voice-recorded.   

Confidentiality  

Personal information shared during the audiology appointment and/or 

during the interviews will not be shared with anyone nor will it be published. 

The hospital, will not know if clients have participated in the study. 

Furthermore, students will not know if clients have participated in the 

interviews after the audiology appointment.   

Benefits of the research  

The data gathered from this research will allow us to gain a better 

understanding of how UCT final year students interact with their clients in an 

appropriate manner. It will also allow us to explore which behaviours clients 

find important during audiology appointments.   

Risks involved in participation  

This study poses little to no risk for consenting participants. However, 

if at any point during the study participants feel that the risk (physical, 

emotional, and mental) outweighs the benefit of the research they may choose 

to stop participating without any consequence.  

Contact information  

If you require any further information please contact the student 

researcher at mstgaa001@myuct.ac.za or any of the supervisors at 

vera.hlayisi@uct.ac.za (Vera Hlayisi, UCT) or faheema.mahomed@up.ac.za 

(Dr Faheema Mahomed Asmail, University of Pretoria). The UCT FHS Human 

Research Ethics Committee can be contacted on 021 406 6338 in case 

participants have any questions regarding their rights and welfare as research 

subjects on the study.  

  

Sincerely,  

Gaafitha Mustapha (MSc in Audiology candidate)  

  

 
  

Supervisors:  

 Vera Hlayisi  Dr Faheema Mahomed Asmail  
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THIS SECTION IS COMPULSORY  

  

  

I have understood all the information above and have asked questions where I was 

unsure, before agreeing to participate in this study. I declare that I am willingly 

participating in this study, and was not forced to do so. I am aware that I am eligible 

to receive a R50 reward if I participate in the interview portion of this study.   

  

I have understood the following:  

 The researcher will be present during my appointment with the student  audiologist  

 If I agree to the semi-structured interview it will be voice-recorded, and the researcher 

will make notes pertaining to the research during the process.  

  

Please indicate óyesô with Ṋand ónoô with   

I willingly agree to the following:  

 Having the researcher present during my clinical appointment with the student 

audiologist  

 Participating in a short interview after I have seen the student audiologist   

  

I willingly consent to participating in the study. I also consent to the researcher storing 

the information for the according to the timeframes given by the University of Cape 

Town (two years if the work is published and six years if the work is not published). 

Furthermore, I also agree to the data being used for other research purposes during 

the above mentioned timeframes, for which the precise nature of the research is 

unknown, as long as permission is sought from an ethics body before use.    

  

 PARTICIPANT NAME:       

 SIGNATURE:     

DATE:  (day/month/year)  
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Appendix S: Coding details as outlined by Tai et al. (2019) 
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Appendix T: Human Research Ethics Committee study re-approval letter 
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Appendix U: Human Research Ethics Committee protocol amendment approval form 
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Appendix V: Annual progress report submitted to the Human Research Ethics Committee  

FHS016: Annual Progress Report / Renewal 
 

HREC office use only (FWA00001637; IRB00001938) 

This serves as notification of annual approval, including any documentation described below.  

Ǐ  Approved Annual progress report  Approved until/next renewal date   

Ǐ Not approved See attached comments 

Signature Chairperson of the HREC/ Designee    Date Signed  

Note: Please email this form and supporting documents (if applicable) in a combined pdf-file to  

hrec-enquiries@uct.ac.za. 

Please clarify your plan for research-related activities during COVID-19 lockdown. 

Please use the latest form found on our website: http://www.health.uct.ac.za/fhs/research/humanethics/forms 

Comments to PI from the HREC 

 

 

 

 

 

Principal Investigator to complete the following: 

1. Protocol information 

Date  

(when submitting this form) 
14 December 2023 

HREC REF Number 
 

565/2022 

Current Ethics Approval was granted until               30/12/2023 

Protocol title 
What is the self-reported competency and observed implementation of person-centred 

care in final year audiology students during their clinical encounters? 

Protocol number  

(if applicable)  
N/A 

Are there any sub-studies linked to this study? Ǐ  Yes Ǐ  No 

If yes, could you please provide the HREC Reference number 

for all sub-studies?  Note: A separate FHS016 must be 

submitted for each sub-study. 

N/A 

Principal Investigator 
Ms Vera Hlayisi  

 

Department / Office Internal 

Mail Address 
vera.hlayisi@uct.ac.za 

 

1.1 Does this protocol receive US Federal funding?  Ǐ  Yes Ǐ  No 

mailto:hrec-enquiries@uct.ac.za
http://www.health.uct.ac.za/fhs/research/humanethics/forms
mailto:vera.hlayisi@uct.ac.za



