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Are patients willing participants in the new wave of community-
based medical education in regional and rural Australia?

J Nicky Hudson, Kathryn M Weston, Elizabeth E Farmer, Rowena G Ivers and Russell W Pearson

ommunity-based medical education

is growing in Australia to meet the

increased demand for quality clinical
education in expanded settings.' This
demand has been created by rising medical
student numbers and the limitations on
teaching within tertiary hospitals arising
from factors such as shorter admissions and
sicker patients.? General practice provides a
ready source of ambulatory patients with a
wide range of medical and health needs.
Building capacity for teaching in general
practice is integral to providing a quality
teaching experience.™

This is an exciting challenge for general
practice,l’3 and patient participation is vital
to its sustainability. Despite the increasing
use of clinical skills centres, contact with
real patients remains crucial for developing
clinical acumen. As proposed by a consumer
advocate, “you can play with dead bodies
and dummies for as long as you like, but at
some stage you've got to meet the real
person”.” Patients have traditionally played
a passive role in medical education, but their
contribution to clinical teaching is now
being emphasised and developed. Their
experience complements the expertise of
medical educators, offering a different per-
spective on health, disease and health care.
Collaboration with patients can enhance
students’ awareness of the factors that influ-
ence patients’ health and quality of life.®
Studies show that medical student educa-

tion does not compromise patient satisfac-
tion with care, and have identified key
reasons patients choose to be involved.
Although some participate for their own
benefit, most are altruistic, wishing to help
the student and the doctor and to use their
condition to facilitate learning. Patients also
feel qualified to assist in developing medical
students’ professional skills and attitudes.”
" In fact, they appear a willing but poten-
tially underutilised resource for training sen-
ior medical students; for example, a South
Australian study found that general practice
patients expected greater involvement in
teaching sessions than actually occurred.'*
However, that small study was conducted in
traditional teaching practices in urban set-
tings, where patients may be more accepting
of senior medical student involvement.
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ABSTRACT

Objective: Community-based medical education is growing to meet the increased
demand for quality clinical education in expanded settings, and its sustainability relies
on patient participation. This study investigated patients’ views on being used as an
educational resource for teaching medical students.

Design: Questionnaire-based survey.

Setting and participants: Patients attending six rural and 11 regional general practices
in New South Wales over 18 teaching sessions in November 2008, who consented to
student involvement in their consultation.

Main outcome measures: Patient perceptions, expectations and acceptance of
medical student involvement in consultations, assessed by surveys before and after their
consultations.

Results: 118 of 122 patients consented to medical student involvement; of these, 117
(99%) completed a survey before the consultation, and 100 (85%) after the consultation.
Patients were overwhelmingly positive about their doctor and practice being involved in
student teaching and felt they themselves played an important role. Pre-consultation,
patients expressed reluctance to allow students to conduct some or all aspects of the
consultation independently. However, after the consultation, they reported they would
have accepted higher levels of involvement than actually occurred.

Conclusions: Patients in regional and rural settings were willing partners in developing
skills of junior medical students, who had greater involvement in patient consultations than
previously reported for urban students. Our study extends the findings from urban general
practice that patients are underutilised partners in community-based medical training. The

support of patients from regional and rural settings could facilitate the expansion of
primary care-based medical education in these areas of workforce need.
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To address the medical workforce short-
age in regional and rural Australia, and to
foster a commitment to patient-centred
health care among medical graduates, the
graduate medical school at the University of
Wollongong provides students with early
patient contact in general practices in
regional and rural New South Wales. To
assess the potential to sustain and expand
these general practice clinical placements,
we explored whether patients in Australian
regional and rural general practices are will-
ing to accept the involvement of junior
medical students in their care, and the level
of involvement they find acceptable.

METHODS

The method and survey instrument were
based on those used in a previous study of
the views of urban Australian general prac-
tice patients on the involvement of medical
students in their consultations.'*

In our study, patients attending six rural
(Rural, Remote and Metropolitan Areas
[RRMA]' category 4: small rural cities) and
11 regional (RRMA 2: other metropolitan
centres) general practices involved in stu-
dent teaching in NSW were invited to par-
ticipate. The students involved were
University of Wollongong graduate-entry
medical students (25% of RRMA 2 back-
ground and 33%, RRMA 3-7 [rural and
remote centres]). The study was conducted
at the end of their first study year, in the
final two student placements, in November
2008.

Patients were unaware that their consulta-
tion would include a medical student until
they arrived at the practice. A research
assistant was present in the waiting area to
obtain informed consent for involvement in
the study from patients who agreed to have
the medical student present in the consulta-
tion, and the assistant distributed and col-
lected the self-administered questionnaires
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1 Themes of patients’ free-text
responses and illustrative citations

Question: What are your reasons for
agreeing to student involvement in your
consultation today?

Student learning: Because everybody’s got
to learn.

Learning from real people: Because it gives
the student good practical, real-life
experience, and they will be our doctors in
the future.

Previous experience of patients: Prior
positive experience with students.
Recruiting more doctors: We need more
doctors so the students need hands-on
experience.

Comfort with student involvement: No
concerns.

Question: When might you refuse medical
student involvement in your consultation?
Junior students: The students involved in my
consultation have only been in medicine for
10 months. | would not be concerned for
them to perform the functions mentioned
above if they had, say, 3 years’ experience.
Intimate issues: Very intimate issue only.

Personal factors: Knowing the student
personally.

Student supervision: | wouldn’t object but
would like the doctor to oversee the
student.

Comfort with apprenticeship approach:
Wouldn't refuse because it's part of learning
something, like an apprentice learning a
trade. .

before and after the consultation. The Uni-
versity of Wollongong Human Research Eth-
ics Committee approved the study.

Questionnaire

Before the consultation, patients were
asked why they had consented to student
involvement and possible reasons for refus-
ing this. They had the option of giving a
free-text response to each question or tick-
ing one or more of four options. Patients
were also asked to indicate the level of
student involvement they would expect for
the following aspects of the consultation:
history-taking, physical examination, and
undertaking a procedure. After the consul-
tation, they were asked to indicate the level
of student involvement that actually
occurred and the level they would have
accepted for each of the same aspects of the
consultation.

The survey also explored patients’ perspec-
tives on involvement in medical education.
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They were asked four questions on their
feelings about their general practitioner and
practice being involved in student teaching
now and in the future. Their responses were
captured using a Likert scale (1 =strongly
disagree to 5=strongly agree), with an oppor-
tunity for spontaneous written comments.

RESULTS

One hundred and twenty-two patients in
18 different teaching sessions were asked
to consent to student involvement dur-
ing their consultation and to complete a
pre- and post-consultation survey. Four
patients refused to participate, citing lan-
guage difficulties, ill health or lack of time
as reasons.

Of the 118 patients who consented to
medical student involvement in their con-
sultation, 117 (99%) completed a pre-con-
sultation survey, and 100 (85%) completed
a post-consultation survey. Of these 100, 62
reported no previous experience of medical
student involvement.

What were reasons for consent and
possible reasons for refusal?

Most patients (104; 88%) indicated they
consented to the presence of a medical
student in the consultation to help the
student. Other reasons were that they were
asked to (56; 48%), it would help the doctor
(43, 36%), and it might benefit the patient
(34, 29%).

Forty-six patients (39%) did not indicate
any reason they might refuse medical stu-
dent involvement. Among the tick options,
reasons cited for possible refusal were “per-
sonal” (49; 42%); “concerns for patient pri-
vacy” (23; 20%) and “students lacked
experience” (20; 17%). Only eight patients
(7%) indicated student personality as a rea-
son for refusing student involvement. Box 1
lists the main themes found in the free-text
responses for consent and refusal, and illus-
trative citations.

What level of student involvement do
patients expect?

Most patients (94%-96%) expected that
the student would observe the doctor tak-
ing a history, examining the patient or
undertaking a procedure, and most (92%-—
95%) also expected that the student would
undertake some aspect of the consultation
with the doctor observing (Box 2). Only
about a third of patients (32%-39%)
expected that the student would be alone
during part of the encounter and would

conduct some aspect of the consultation.
There was no difference in expectations
between patients who had previous experi-
ence of student involvement in consulta-
tions and those who did not.

What happened and what would
patients have accepted?

Students observed the doctor taking a his-
tory in 96% of consultations, and this
would have been accepted by 98% of
patients (Box 2). Less often, students
observed the doctor examining the patient
(63%) and undertaking a procedure (60%).
However, most patients would have
accepted the student observing the doctor
in these aspects of the consultation (92%
and 94%, respectively).

Students were involved in history-taking
during 74% of consultations, while this
would have been accepted by 91% of
patients. Students examined patients in
40% of consultations, but this would have
been accepted by 84%. Similarly, students
were involved in only 37% of procedures,
but this would have been accepted by 81%.

Students were alone during part of the
consultation and took a medical history,
examined the patient or undertook a proce-
dure in few cases (6%—-10%). This would
have been accepted by many more patients
(41%-45%).

Box 2 also compares the results of this
survey with those from the previous study in
urban general practices,'* which used the
same survey questions and involved third-
year graduate-entry medical students.

Patients’ perceptions of their practice’s
involvement in student teaching

Patients strongly supported the involvement
of their general practice in medical student
teaching, with 89% strongly agreeing that
they were pleased the practice was a teach-
ing practice and 90% that their doctor was
involved in teaching (Box 3).

DISCUSSION

This study replicates an important finding of
the previous survey in an urban setting,'*
that patients were willing to accept more
student involvement than actually occurred.
However, there were substantial differences
in the student clinical activities that the two
patient groups expected, experienced or
accepted. Despite the fact that the regional/
rural students had relatively less clinical
experience than their urban counterparts at
the time of study, the regional/rural patients
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2 Comparison of patient expectations, what occurred and what patients would
have accepted between this regional/rural survey and a previous urban survey
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expected, and would have accepted, higher
levels of involvement than occurred. Also, in
the regional/rural setting, students were
more involved in patient consultation than
the urban students.

The qualitative data suggest some reasons
for the differences reported for urban and
regional/rural patients. Pressing workforce
shortages in regional and rural areas may
have heightened the desire to recruit more
doctors and assist in their development at
rural sites; for example, a patient com-
mented, “We need more doctors ... they
will be our doctors in the future”.
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Furthermore, there may be significant
differences in how the respective commu-
nities view students from the two pro-
grams. The University of Wollongong
program has been widely promoted to the
rural and regional communities it serves,
possibly influencing patients’ attitudes to
students from the new school in a positive
manner.

The regional/rural patients were very sup-
portive of training in the real world of
clinical practice, and were willing to accept a
more active role for students (eg, a patient
commented, “This is how they need to learn

3 Patients’ perceptions of their
practice involvement in student
teaching
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[having experience with real doctors and
real patients]”).

While previous positive experience of
participation in student training facilitated
patient consent to student involvement,
62% of the regional/rural patients had no
previous experience of student involvement
in their consultations. Although one patient
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cited the junior status of the regional/rural
students as a reason to limit the extent of
student involvement in aspects of the con-
sultation, and another valued doctor super-
vision of students, overall the regional and
rural patients expected, and would have
accepted, more student involvement than
actually occurred, and were accepting of the
apprenticeship approach (eg, “No, wouldn’t
refuse because its part of learning some-
thing, like an apprentice learning a trade”).

A comment from a regional/rural patient,
requesting that student teaching in general
practice should continue, implied that
patients see themselves as partners, as well
as beneficiaries, of regional/rural training (“I
strongly suggest this should be ongoing. It’s
an excellent opportunity for all involved”).

Our results should be interpreted with
caution in light of the small number of
participants and the fact that patients came
from only one regional and one rural area.
Although GPs clearly play a central role in
deciding what is appropriate, our study
confirmed earlier findings of patients’ posi-
tive views on consulting with students in
general practice and the reasons they may
consent or refuse to be involved.'*!° Tt also
repeated the findings of a previous study in
urban Australian general practices that
patient willingness to be involved in student
learning is both underestimated and under-
used,'* and extended those findings to
regional/rural settings and to patients with
no previous experience of medical student
involvement in their consultations. The
regional/rural patients in our study saw
themselves as “part of the real context of
health care”, a theme also previously
described in a study conducted in general
practice in Sweden. '

Further research should investigate
patients’ perspectives in other regional and
rural community settings and modify the
study instrument to explore which specific
activities or procedures patients would
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accept. The trend to place senior students in
long-term community-based placements in
regional and rural areas in both Australia and
overseas will provide opportunities to
explore patients’ expectations and accept-
ance of an “independent practitioner” role
for medical students under the supervision
of a registered clinician, and the level to
which this occurs. With the current shortage
of rural and remote medical practitioners
with high skill levels, and pressure to pro-
vide quality clinical experiences for increased
student numbers, we should ensure we max-
imise the contribution and partnership of
community patients as well as clinicians.
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