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Speech-language pathology (SLP) is a diverse field and graduates can 
work in research, academia, education and healthcare.[1] In South Africa 
(SA), there are contextual challenges to student placements and a need for 
pedagogical shifts for the manner in which SLP students are trained to better 
enhance critical thinking and self-reflection skills. These skills are needed to 
ensure that SLP graduates become lifelong learners.

From a contextual standpoint, in SA there are currently 2 643 SLPs 
registered with the Health Professions Council of South Africa (HPCSA).[1] 
Not all of these SLPs work at sites that can accommodate students. Therefore, 
there is a high student-to-clinical educator (CE) ratio at these various 
training sites. Anecdotally, the current sites in Johannesburg are unable to 
accommodate students owing to the high student-to-CE ratio together with 
their existing workloads. This is particularly true for government hospitals 
and clinic settings. The limitations of COVID-19 restrictions have further 
complicated this situation. These circumstances create challenges for sites to 
accommodate students and increase the workload for existing CEs. A viable 
long-term solution is therefore required to address this problem. 

From a pedagogical perspective, the traditional supervision model 
requires one CE per site, who is responsible for the student marking, 
feedback and teaching. This model is cumbersome for the CE, especially 
given the high number of students per site. It also follows the more 
pedagogical approach towards teaching,[2] as the CE is expected to be the 
sole knowledgeable other, which can be problematic.[2] This approach to 
teaching does not engage the learner as an active participant. Anecdotally, 
an example would be the tutorials that are run at the practical sites, which 
are often CE driven. This method of teaching should also be changed. The 
current gap is therefore both contextual and pedagogical in nature. 

The use of the traditional teaching model and the situation of CEs being 
overworked are not unique to the SA setting. The nursing profession in 
Europe and the physiotherapy profession in Australia experience similar 
challenges and use the peer learning model as a potential solution to offset 
these challenges.[3,4] The peer learning model is based on the social learning 
theory,[5] whereby students need to develop insight into their own performance 
and need to avoid the one-way learning directive that is often seen in the current 
traditional methods of supervision. The peer learning model can potentially 
address the abovementioned practical and pedagogical challenges. Peer learning 
requires a collaborative approach to supervision.[6] Students take a more active 
role in their learning using this model and the CE serves increasingly as a 
mentor.[6] 

Objectives
The aim of this pilot study was to determine whether the peer learning model is 
an optimal supervision framework for final-year SLP students in the SA context 
when conducting an adult neurology practical.

Methods
This was a qualitative study that used a purposive sampling method. There were 
15 final-year SLP student participants from one site over two semesters, which 
was deemed appropriate, as this was a pilot study. The sample was taken from 
the cohort of 24 final-year students. The site was chosen because the principal 
investigator (PI) was the primary CE for this practical rotation and could 
therefore oversee and enforce the teaching methodology of the peer learning 
model. There was a group ratio of 7/8 students to 1 CE, which reflected the 
contextual challenges that this peer learning model aimed to address. 

Background. Given the current challenges of decreased clinical resources and the impact of COVID-19 restrictions on clinical training at sites, a shift in 
teaching models for practical placements for speech-language pathology (SLP) students in South Africa (SA) was required. The peer learning model that 
has been trialled in the physiotherapy and nursing professions was piloted for this cohort of students to combat these restrictions.
Objectives. To determine whether the peer learning model is an optimal supervision framework for final-year SLP students in the SA context for the 
adult neurology practical.
Methods. This was a qualitative study that used a cohort of final-year SLP students. Once ethical clearance was obtained, data collection commenced 
using various instruments, including self-reflection tools, questionnaires and pre- and post-interviews. Data were analysed using a top-down approach 
whereby themes were generated and then further analysed.
Results. Four themes emerged: power dynamics, theoretical skills, clinical skills and professionalism. Power dynamics was a novel finding of this study 
and showed how a shift in power dynamics can facilitate the development of clinical skills. Peer learning appeared to improve clinical integration and 
clinical skills, including clinical writing and self-reflection.
Conclusions. The piloting of the peer learning model appeared to be a success for final-year SLP students in an outpatient adult neurology setting. The 
findings from this study can assist in furthering studies in this context.
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As the PI conducted the practical, a research assistant (NB) helped with 
data collection and analysis to remain neutral, prevent bias and reduce 
power dynamics between the participants and the PI. The research assistant 
was trained on the data collection methods and the study objectives, which 
improved the trustworthiness of the results. 

Before the practical started, the students were provided with the study 
information letter. If they chose to participate, they were then sent the 
links to the questionnaires using an online platform. They gave online 
consent before starting the questionnaire. In this manner, the researcher 
was unaware of which students wanted to participate. An online platform 
allowed their answers to remain anonymous and was used owing to COVID-
19 regulations at the time. The PI and the research assistant had access to 
the answers. The same process was followed with the questionnaires at the 
end of the practical. The students then voluntarily submitted their contact 
details to the research assistant if they chose to participate in the focus group 
discussion. The PI was not involved in this process. The research assistant 
conducted and transcribed the interviews independently so that these would 
remain anonymous to the PI. The PI also used their peer feedback as a data 
collection tool. 

For the practical, students worked in pairs and reviewed each other’s 
therapy plan before submitting it to the CE. Each student had their own 
patient and the other student was allowed to assist when necessary. At the 
start of each block, the CE changed the pairs for students to learn from 
different peers and patients. The CE gave feedback to the students based on 
the departmental rubric, including knowledge, skills and professionalism. 
The students also gave verbal and written feedback to each other at the end 
of each session. 

The qualitative data were obtained from the following sources: the 
peer feedback, pre-questionnaires, post-questionnaires and post-semi-
structured interviews. The self-developed questionnaires consisted of 
closed- and open-ended questions centred around experiences of previous 
teaching models with CEs. The content of the pre-questionnaire focused 
on achieving the study aims by exploring the challenges and benefits that 
the students experienced over their previous years of study with different 
teaching styles at their various training sites. Their experiences related to the 
learning styles that worked best and those that did not work well for them 
in a clinical setting. The post-questionnaire explored student experiences 
around the peer learning model but followed the same questions as the pre-
questionnaire. These questions included if they felt that they had benefited 
or not ‒ they needed to expand on the answer. They also needed to comment 
on the time commitments of this method compared with other practicals. 
Moreover, participants had to comment on potential changes that they 
would want to make to the running of the peer learning practical to improve 
their clinical experience and learning opportunities. As this was a pilot study, 
the tools were examined for reliability and validity of being able to answer 
the research aims and objectives. The questions were deemed appropriate 
by both the researcher and the research assistant, as the participants were 
able to answer the questions sufficiently and the aims of the study were 
able to be met based on the insights of the participants. The answers from 
the questions were reviewed by the PI and the research assistant so that the 
questions for the semi-structured interview could be developed. There was 
also a discussion around which themes needed more clarification and depth 
for the interview. The interview questions followed the same theme as the 
questionnaires. The coded transcripts from the interview were reviewed by 
both researchers during the data analysis process for theme development 

to ensure that co-coding occurred. This procedure further assisted in the 
trustworthiness process. The results revealed that the face and content 
validity of the tools was appropriate as the study aims were met. These tools 
can therefore be used in a larger study. 

The data from all three data collection tools were analysed thematically 
using a top-down approach. Braun and Clarke’s[7] six-step level of analysis 
was followed.

Method and data triangulation was employed as the researchers used 
questionnaires, interviews and peer reflection notes, which improved the 
rigour of the results. Although the data collection tools were different 
to those in the Sevenhuysen et  al.[3] study, the methodology of the 
questionnaires, focus group and reflections, as suggested by Sevenhuysen 
et  al.[3] for the physiotherapy students, was used for this study, as it was 
proven to be reliable.

Ethical clearance for this study was obtained from the University of the 
Witwatersrand Human Research Ethics Committee (Non-Medical) (ref. no. 
M210228).

Results and discussion
The objective of this study was to understand if the peer learning model 
was an optimal supervision framework for final-year SLP students in the SA 
context when conducting an adult neurology practical. This model showed 
practical benefits, but the pedagogical aspects became more significant and 
are therefore reported. These themes were identified from the pre- and post-
questionnaires and the focus group. Although 15 students participated in 
the questionnaires, only 6 participated in the focus group.

The central and novel theme identified from the three sources of data 
was power dynamics, as it interacted with and impacted on other identified 
themes, i.e. knowledge, clinical skills and professionalism. Fig. 1 illustrates 
the centrality of the theme of power dynamics and how the other themes 
are impacted by it.

Theme 1: Power dynamics

 Fig. 1. Themes identified through reflective thematic analysis of the data.
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Power dynamics between the CE and the students and between the 
students in their peer groups were pervasive throughout the other themes 
of knowledge, skills and professionalism, which is discussed below. In the 
traditional model, participants perceived CEs as individuals with ‘expertise 
to help’, as explained by participant 1. Statements from the pre-practical 
questionnaire also reflected on the role of the CE to facilitate learning, guide, 
support and help the students identify strengths and weaknesses. Therefore, 
these statements consolidate the notion of the CE being the knowledgeable 
other that transfers knowledge to the student, perpetuating the unequal 
power dynamic in the CE-student relationship:

‘Some were very rigid and they want you to adapt to what they think and 
how their style is instead of enhancing the student style and allowing you 
to develop your own style.’ (Participant 6)
‘You just going off what your supervisor wants and their strict way instead 
of exploring multiple ways of doing therapy.’ (Participant 2)
‘I get quite anxious when the supervisor is there and I don’t perform my 
best.’ (Participant 2)

These reflections from participants 2 and 6 and comments from the 
questionnaires confirm that the CEs’ perceived power often originates from 
multiple sources, including their role and/or title, their knowledge base and 
their clinical expertise.[8] 

Students perceived less disparity in the power dynamics in the peer 
learning model. A social constructivism perspective of learning was 
promoted through dialogue and collaboration rather than hierarchical 
structures. Social constructivism recognises that knowledge evolves over 
time and that learning occurs through language, particularly dialogue, to 
facilitate collaboration and knowledge construction.[9] In the post-practical 
questionnaires and in the focus group, participants provided statements to 
substantiate their collaborative learning in a peer learning model. Below are 
a few examples to substantiate this change in power dynamics:

‘I found it a lot more beneficial in terms of engaging a lot more with cases 
with my peer.’ (Participant 2)
‘It is so nice to have someone to talk to and you know someone to bounce 
ideas off and share opinions and get their opinions. (Participant 3)
‘I think it makes it a bit more comfortable speaking to them [peers] as you 
know they have the same level of knowledge as you do. They do not have 
any kind of expectations of you so it’s much easier for me.’ (Participant 6)
‘You’re comfortable with your peers, they’re approachable … it’s easy to 
come to them with ideas and ask for insights.’ (Participant 3)

The shift in power dynamics is evident in the peer learning model and 
how social constructivism supports the learning experience for students. 
It enables students to have a richer learning experience, as they are able to 
collaborate and learn in an environment with potentially less hierarchical 
structures and power dynamics. Dialogue was identified as a key element to 
the change in power dynamics, highlighting how the students use language 
and dialogue to construct knowledge and in turn develop clinical skills.

Theme 2: Knowledge
This theme encapsulates the reflection that students were able to 
increase their theoretical knowledge through collaboration. In both the 
questionnaires and the focus group, participants reflected that in the 
traditional model, CEs often expected students to have in-depth theoretical 
knowledge of disorders despite CEs encouraging students to be lifelong 

learners. A  student’s learning is reliant on whether the CE has sufficient 
knowledge in that particular area of expertise. The expectation of CEs and 
the perception of participants that CEs are knowledgeable others, further 
consolidate the hierarchical power dynamics of the traditional model and 
support the need to shift teaching models:

‘Supervisors expect a certain level of knowledge and what they think you 
should know and what they assume you would be able to do by a certain 
year.’ (Participant 6)
‘So if you have a supervisor who has come to do a specific adult 
supervisor session, whereas they are actually focused on child language 
in their real daily life, and they’re not quite sure what they’re doing when 
it comes to working with adults, then the supervision that you get given 
is very limited.’ (Participant 1)

Participants reflected that in the peer learning model, they were exposed to 
more knowledge as they read other session plans, reports and discussed a 
variety of cases:

‘So in this way it will increase your exposure and your knowledge because 
you’re going to be seeing your partner’s report, you’re going to get to see 
all of their sessionals and you’re also going to be watching all of their 
sessions.’ (Participant 3)

Working collaboratively provides students with opportunities to be more 
active, self-directed, responsible and innovative regarding their learning, 
which subsequently promotes academic performance, self-esteem and 
teamwork:[10]

‘The peer learning model allows us to learn so much more than we would 
be exposed to in different clinical settings … having peers there allows 
them to bring in ideas from what they’ve learnt about different cases with 
individuals they’ve worked with and allows you to learn from their cases.’ 
(Participant 1)
‘It provides us with the opportunity to learn so much more and to learn 
so much more deeply.’ (Participant 1)
‘It provides us with an opportunity in a peer learning model to 
communicate with our peers and discuss with them.’ (Participant 3)

The peer learning model relies on opportunities for peers to explore, 
collect, analyse, evaluate, integrate and apply relevant information for the 
learning task through collaboration. If this does not occur, it can impede 
the knowledge acquisition process.[10] This section is summarised well by the 
following statement, which CEs should consider:

‘I think your experience with this model will depend on the partner you 
get, … it is based on your partner’s critical thinking skills, their research, 
their writing and just what they are thinking and what they’re willing to 
share.’ (Participant 1)

Theme 3: Clinical skills
Clinical skills refer to the ability to apply theoretical knowledge appropriately 
to a patient in a clinical setting.[11] Participants reflected that they were able 
to develop their clinical skills more effectively when learning collaboratively 
with a peer:

‘My peer had a completely different case from me. This doubled my 
exposure, not only in terms of like, clinical work and actual therapy and 
assessment but also in clinical writing. It assisted me with improving 
my skill overall. It worked so well that we ended up using the model 
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on our own in other clinical settings. You are going to be watching all 
of their sessions so you also see specific techniques that will work for 
that diagnosis, so if you ever have a case like that you would have a solid 
understanding of what to do.’ (Participant 3)

Some participants in both the post-practical questionnaires and the focus 
group reflected that they tended to focus on the clinical skills required for 
the case, as they can learn from the clinical skills and ideas that their peers 
imply and are able to discuss treatment ideas:

‘It [peer learning model] provides an opportunity for equal partners to 
communicate about something rather than it being someone in a position 
of authority.’ (Participant 1) 
‘Having peers there allows them to bring in ideas from what they have 
learned about different cases with individuals that they’ve worked with 
and allows you to see what their cases have been about and how they’ve 
been running their cases.’ (Participant 2) 
‘With peer learning, there is another peer who you can kind of bounce 
your ideas off and they will understand what you’re thinking and say 
whether they think it will work or not … you can troubleshoot together.’ 
(Participant 6)

Clinical writing skills was a subtheme that participants felt was developed 
through the use of this model. These skills developed owing to reading and 
engaging with assessment reports and weekly sessions with their peers:

‘You see your partner’s report, you see all of their sessionals and that 
develops your clinical writing skills.’ (Participant 3)
‘You are learning as you are reading through someone else’s sessionals and 
this impacts your own clinical and writing skills.’ (Participant 1)

Self-reflection emerged as a subtheme of clinical skills and refers to the 
ability of being able to critically evaluate an interaction with a client and 
analyse the strengths and weaknesses of that interaction.[12] Participants 
stated that in the traditional model they often are provided with vague, 
general feedback regarding their clinical skills, which in turn does not 
support the development of their own clinical or self-reflection skills:

‘Feedback that your supervisor will say to you, as you know, good, well 
done, you ran your session nicely today or I think you should change 
the session. It’s very limited surface level feedback that you get given.’ 
(Participant 2)

In the peer learning model, participants were able to develop reflective 
skills, as they were required to think more critically about the feedback that 
they provided to their peers to ensure that the latter were able to learn and 
develop. This feedback is crucial, as reflective skills are essential to enhance 
knowledge, skills and humanity within the profession.[13] These skills are 
also outcomes for the practical placements and are supported by this model:

‘I found it quite difficult to actually provide good critical feedback because 
I struggle with this myself … I felt like I was not benefiting my partner in 
the feedback I was giving and I knew I must improve it.’ (Participant 3)
‘Giving feedback to my peers also improved my skills at a certain level 
because I also didn’t want to give generic feedback. So, I would be more 
aware of what worked, what didn’t work, and aware of the finer details 
that I might not always notice and then I was able to apply that in my own 
therapy sessions.’ (Participant 2)

Theme 4: Professionalism
Professionalism is a socially constructed concept that defines the behaviours 
that occur between a clinician and patient or between clinicians.[14] Essential 
aspects of professionalism include: (i) knowledge, skills and performance; (ii) 
safety and quality; (iii) communication and teamwork; and (iv) maintaining 
trust.[15] Communication has been noted as an essential component of 
professionalism in the clinician-patient dyad and between clinicians.[12] 
Bulk et  al.[12] noted that students are exposed to professionalism in an 
academic setting, but it is often challenging to teach students the skills in 
a clinical setting. Commonly used methods for teaching professionalism 
include lectures, case scenarios, reflective practice and role modelling.[15] The 
subtheme of communication with other professionals was demonstrated by 
the comments from all of the participants in the questionnaires and the focus 
group:

‘It provides us with a huge opportunity to learn to work with other people … 
it is an opportunity to learn how to communicate and engage with someone 
on an idea and bringing your own perspective.’ (Participant 1)
‘It has allowed us to critically analyze our skills also at a professional 
level … we were told at one site that our supervisor needs to be treated as a 
professional colleague, so we were not supposed to use her as a supervisor 
… and I think peer learning model helped me to do that because it’s allowed 
me to see how to bring my perspective in whilst taking someone else’s 
perspective in ‒ put both of our skills together in order to work towards the 
benefit of the client.’ (Participant 2)
‘So I think there has to be a sense of professionalism, this is my peer but it 
still has to be a professional situation where I want to better my peer’s skills 
as well as mine at the same time.’ (Participant 4)

Students were able to learn how to behave in a professional manner 
with colleagues in a clinical setting. This model therefore supports the 
development of professionalism through clinical experience. As observed 
in themes 2 and 3, there was also the development of skills and knowledge. 
The peer learning model may therefore also ensure that other aspects 
of professionalism are developed through the model, which need to be 
explored in future research.

Conclusion
Overall, this peer learning model has proven to be successful in this pilot study 
to combat both the practical and pedagogical challenges that are currently 
experienced in the SLP programme in SA. This model improved student 
professional, clinical, theoretical, writing and self-reflection skills compared 
with the traditional model. The findings in terms of the improved skills 
support those found by both the physiotherapy and nursing faculties.

Future studies need to include how this model would work in different 
settings such as hospitals. It would also be important to determine how this 
model might work in a different patient population and in different years of 
study. The impact of power dynamics on teaching and learning on practical 
placements for SLP students in the SA context requires further exploration. 
Novel findings of this study include the exploration of how a peer learning 
model changed the power dynamics seen in a typical teaching scenario and 
how this shift can impact on learning and integration of skills.

Study limitations
There were limitations to this study, as it was conducted in one cohort 
of students only. However, as this was a pilot study, the cohort size was 
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acceptable and could be used in future studies. A longitudinal design could 
also be used to look at the growth of students in different areas and at 
different levels of study. 
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