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A B S T R A C T 
 

 

Introduction:  Through rural clinical schools (RCSs), medical students may undertake an extended block of clinical training in 

rural Australia. The premise of these placements is that meaningful rural exposure will facilitate rural career uptake. RCSs offer a 

range of supports to facilitate student engagement in the program. This study aims to analyse RCS students’ perceptions of these 

supports and impact on intentions to work rurally. 

Methods:  Between September 2012 and January 2013 RCS students were invited to complete questions regarding perceptions of 

student support, as a part of the annual Federation of Australian Medical Educators survey. Multivariable logistic regression was used 

to identify associations between supports and intentions for rural internship or career. 

Results: There were 454 participants. A majority of students (n=349, 79.1%) felt well supported by their RCS. Students from a 

rural background (odds ratio (OR)=1.64 (95% confidence interval (CI):1.13–2.38)), or who indicated that their placement had a 

positive impact on their wellbeing (OR=1.38 (95%CI:1.07–1.80)), were more likely to intend to complete a rural internship. 

Those who felt socially isolated were less likely to elect this (OR=0.82 (0.70–0.97)). Outcomes were similar for those indicating a 

preference for rural or remote practice after completing training. 
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Conclusions:  Student perceptions of supports offered by RCSs were generally very positive. Perceptions of financial support were 

not predictive of rural career intent. Although this does not negate the importance of providing appropriate financial supports, it 

does demonstrate that student wellbeing is a more important recruitment factor for rural practice. 

 

Key words: Australia, clinical placement, clinical school, education, medical, rural, student support, wellbeing. 

 

 

 

Introduction 
 

Rural and remote medical practitioner shortage in Australia 

has been a critical issue for many decades1. It has led to 

considerable research into effective strategies for recruiting 

and retaining rural doctors. Rural origin is a predictor for 

rural practice2,3. An association between rural exposure 

during medical school and increased likelihood of working 

rurally has been postulated2,3. As a consequence, the 

Australian Government has invested heavily in strategies 

aimed at providing medical students with rural placements 

during their studies4. These strategies include the Rural 

Undergraduate Support Program, the John Flynn Placement 

Program and the Rural Clinical School (RCS) Program5,6. 

 

Through RCSs, Australian medical students are able to 

undertake a year or more of their clinical training in regional 

and rural areas. Although there remains some conjecture, 

positive rural student placement experience is increasingly 

recognised to promote careers in rural practice7-9. Social and 

financial supports may be important to students’ experience 

of these placements, in addition to factors such as the quality 

of the medical education provided, the quality of the clinical 

experience, and greater exposure to patients. Little is known 

about the interaction between perceptions on financial 

supports and intentions to work rurally. 

 

Rural placements remove students from their social context 

support structures, often during difficult study periods10. 

Furthermore, recent medical student wellbeing studies have 

demonstrated that whilst medical students are similar to the 

general population when commencing medical school, as they 

progress in their courses they begin to exhibit lower 

psychological wellbeing than age-matched peers11. As such, 

equity in accessibility, education and support is essential to 

ensure that students undertaking rural clinical placements are 

not disadvantaged financially, academically or 

psychologically10. 

 

RCSs provide a diverse range of supports to students 

undertaking rural clinical placements10. Support offered to 

students differs between each RCS but may include access to 

counsellors, mentoring programs, free or cheap 

accommodation, travel allowances or reimbursements, face-

to-face teaching days and teleconferencing facilities. In 

addition to student supports, access to resources such as 

library services can be compromised in rural and remote 

locations due to external factors such as logistics. In this 

study, uncompromised access to learning resources and 

services are also considered to support RCS students. The 

aim of this study is to gain insight into how students perceive 

the supports they receive through their RCSs and identify 

potential associations between these supports and intentions 

to work rurally. 

 

Methods 
 

Australian RCSs and regional medical schools (RMSs) have 

collaborated through the Federation of Australian Medical 

Educators (FRAME) to develop an annual national 

questionnaire collecting demographic, educational, 

experiential and intentional data from students completing 

their rural clinical school experience12. The aims of the 

FRAME survey are to support RCSs/RMSs to report to the 

RCS Commonwealth parameters, to progress knowledge 
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creation regarding rural medical education and to provide 

external groups with opportunity to commission research12. 

 

The survey tool includes quantitative and qualitative data such 

as demographics, experience of rural placement, intentions to 

work rurally and clinical school preferencing. Intention to 

practise in rural areas was measured through two questions. 

First, a five-point Likert scale (‘strongly disagree’ to ‘strongly 

agree’) was included for the statement 'I intend to do my 

internship in a rural/remote area'. Second, participants were 

asked about their preferred geographical practice location 

within Australia on completing their training by utilising the 

Remoteness Areas (RA) classification system (ie major city, 

inner regional area or large town (25 000–100 000), small 

rural town (10 000–24 999), small rural or remote 

community (<10 000) or very remote centre/area)13. 

Additional questions were integrated into the 2012 FRAME 

survey by the Australian Medical Students’ Association. 

These questions aimed to investigate students’ opinions about 

perceived support during their rural placements using five-

point Likert scales. Questions asked students to rate their 

cost of living for specific items such as accommodation with 

the costs in the previous year (rated from 1=‘significantly 

worse off’ to 5=‘significantly better off’), and also to indicate 

their agreement with statements indicating that they felt well 

supported financially (rated from 1=’strongly disagree’ to 

5=’strongly agree’). 

 

Australian medical students enrolled in RCSs in 2012 were 

invited to complete the survey between September 2012 and 

January 2013 as they left their RCS placement, using either a 

paper-based survey in their study groups, or an online survey 

via a standardised email sent by an administrative staff 

member from their university. The survey took 

approximately 20 minutes to complete. De-identified data 

from the survey were provided to the research group for 

statistical analysis. 

 

Analyses were conducted using Stata v13.1 (StataCorp; 

http://www.stata.com). Correlations are reported as 

Spearman rank correlations as the underlying variables are 

not normal. Ordinal logistic regression was used to identify 

associations between the outcomes ‘intention to complete a 

rural internship’ and ‘intention to practice in a rural setting’ 

and predictors. The proportional odds assumption for both 

models was validated (using Stata’s brant command) and no 

evidence of model violation was found (p>0.37). Results are 

presented as odds ratios (ORs) with 95% confidence intervals 

(CIs). A p value of less than 0.05 (two-tailed) is considered 

statistically significant. 

 

Ethics approval 
 

Ethics approval for the 12 RCS/RMSs participating in the 

study was granted through each relevant university ethics 

committee, led by Flinders University Social and Behavioural 

Research Ethics Committee (project number 4098). 

 

Results 
 

From the medical students who completed a RCS placement 

in 2012, 454 of a potential 701 students participated in the 

survey, producing a response rate of 64.8%. Of these, 41.5% 

were male. The circumstances of the participants are shown 

in Table 1. 

 

When asked to take into account financial and other supports 

provided by the RCS and then indicate relative status 

compared to remaining at the same site as the previous year, 

56.4% of RCS students reported that they were better off 

with regards to accommodation costs and 25.6% reported no 

change (Table 2). The cost of utilities (after reimbursement) 

followed a similar pattern, with 47.1% feeling that they were 

better off, and 35.9% (n=156) reporting no change. High 

proportions of students also reported being equal or better 

off than the previous year when considering access to 

prescribed texts (77.5%), counselling services (75.9%), 

internet access at home (74%), clinical training labs (73%) 

and relocation costs (71.6%). Somewhat lower proportions 

of students described being equally or better off in relation to 

access to library resources (67%) and course-related travel 

costs (60.7%). 
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The majority of students felt financially well 

supported (60.5%) (Table 3). This variable correlated well 

with accommodation costs (rho=0.50). There was no 

correlation between accommodation costs and perceived 

academic support (rho=0.09). The majority of 

students (79.2%) felt well supported academically by their 

RCS, despite 29.6% experiencing some degree of academic 

isolation during their rural clinical placement (Table 3). 

Results show that 79.1% of respondents felt well supported 

overall by their RCS. However, only 42.4% of students 

agreed that the RCS informed them of health and counselling 

services, despite 37.1% of students describing feeling socially 

isolated during their RCS placement and 19.2% of students 

indicating the RCS placement did not impact positively on 

their wellbeing. 

 

Ordinal multivariate logistic regression showed that students 

with a positive effect on wellbeing placement 

(OR=1.38 (95%CI:1.07–1.80)) or considered themselves to 

be rural (OR=1.64 (95%CI:1.13–2.38)) or who had a fee-

paying position in medical school (OR=2.16 (95%CI:1.18–

3.96)) were more likely to express interest a rural internship 

(Table 4). Those who perceived themselves as socially 

isolated during rural clinical training were less likely to 

express interest in a rural internship 

(OR=0.82 (95%CI:0.70–0.97)). 

 

Similarly, ordinal multivariate logistic regression showed that 

students with a positive effect on wellbeing placement 

(OR=1.34 (95%CI:1.02–1.77)), or who considered 

themselves to be rural (OR=1.63 (95%CI:1.13–2.33)), or 

who had a fee-paying position in medical school 

(OR=2.17 (95%CI:1.13–2.38)) were more likely to express 

interest in working in rural and remote areas on completion 

of training (Table 5). Those who perceived themselves as 

socially isolated during rural clinical placement were less 

likely to express interest in working in rural and remote areas 

on completion of training (OR=0.71 (95%CI:0.96–0.88)). 

There is a moderate correlation between intention to 

complete a rural internship and preference for more rural 

practice on completion of training (rho=0.33). Further 

analysis showed a strong negative correlation between 

perceived academic support and reported academic isolation 

(rho= –0.50), and between perceived impact of rural 

placement on wellbeing and social isolation (rho= –0.49). 

 

Discussion 
 

This study demonstrates that students’ perceptions of RCS 

supports are generally positive; however, positive 

perceptions of financial, educational and psychological 

supports do not translate to rural career intent. In contrast, 

self-perceptions of improved wellbeing during RCS 

placements is a key contributor influencing intentions to 

undertake a rural internship (OR=1.38 (95%CI:1.07–1.80)) 

or to practise rurally after vocational training 

(OR=1.34 (95%CI:1.01–1.77)). 

 

A positive perception of student wellbeing was also associated 

with a decreased likelihood of social isolation (rho= –0.49). 

Previous studies have found that social isolation is an 

important concern for students considering rural 

placements14. Shared student accommodation may be a useful 

strategy in reducing students’ perceptions of social isolation15. 

The negative association between perceived social isolation 

and intentions to complete a rural internship 

(OR=0.82 (95%CI:0.70–0.97)) or work rurally after 

vocational training (OR=0.71 (95%CI:0.59–0.84)) supports 

the value of investing in community engagement strategies 

for RCS students. RCSs have developed multi-level 

community engagement strategies that see students bonding 

to their communities through personal relationships, 

individual formal connections, facilitated collective 

structured activities and strategic regional engagement 

functions16. Recognising recent beyondblue findings that 

medical students and doctors situated in rural areas have 

lower levels of mental wellbeing than their city peers17, the 

authors recommend universal provision of information 

regarding health and counselling services by RCSs to improve 

on the current reported 42.4% of students who feel 

informed. Further work is required to build on medical 

student clinical resilience during medical school18. 
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Table 1:  Types of medical school place of survey participants 

 
Type of medical school place† Frequency (n) Percentage (%) 
Commonwealth supported place 254 58.8 
Bonded position   

Medical rural bonded scholarship 36 8.3 
Bonded medical place  94 21.8 
State bonded place 3 0.7 

Medical school fee-paying positions   
International fee-paying place 36 8.3 
Australian fee-paying place 9 2.1 

  † 22 participants did not respond to this question 

 

 

 

Table 2:  Perceptions on relative status at rural clinical school compared with previous university campus after 

any university reimbursement 
 

Cost/access† Significantly 
worse off 
n (%) 

Somewhat 
worse off 
n (%) 

About the 
same 
n (%) 

Somewhat 
better off 
n (%) 

Significantly 
better off 
n (%) 

Relocation costs 33 (7.6) 90 (20.7) 192 (44.2) 72 (16.6) 47 (10.8) 
Accommodation costs 20 (4.6) 58 (13.4) 111 (25.6) 102 (23.5) 143 (32.9) 
Utility costs 16 (3.7) 58 (13.3) 156 (35.9) 91 (20.9) 114 (26.2) 
Course-related travel costs 50 (11.5) 121 (27.8) 145 (33.3) 76 (17.5) 43 (9.9) 
Internet access at home 42 (9.6) 71 (16.3) 195 (44.7) 59 (13.5) 69 (15.8) 
Access to prescribed texts 19 (4.4) 78 (17.9) 230 (52.7) 65 (14.9) 43 (9.9) 
Access to library resources 32 (7.4) 112 (25.7) 206 (47.4) 49 (11.3) 36 (8.3) 
Access to clinical training labs 32 (7.4) 85 (19.6) 151 (34.9) 100 (23.1) 65 (15.0) 
Access to counselling services 35 (8.2) 68 (15.9) 251 (58.8) 46 (10.8) 27 (6.3) 
† Several participants did not respond to each question  

 

 

 

Table 3:  Perceptions on supports offered by rural clinical schools 

 
Perception† Strongly 

disagree 
n (%) 

Somewhat 
disagree 
n (%) 

Neutral 
n (%) 

Somewhat 
agree 
n (%) 

Strongly 
agree 
n (%) 

I felt well supported financially by my RCS 32 (7.2) 47 (10.6) 96 (21.7) 138 (31.2) 130 (29.3) 
I feel well supported academically by my RCS 15 (3.4) 39 (8.7) 39 (8.7) 147 (33.0) 206 (46.2) 
I felt academically isolated during my rural placement 101 (22.6) 129 (28.9) 84 (18.8) 105 (23.5) 27 (6.1) 
My RCS informed me of health and counselling services 
that I could access for support if needed 

38 (8.6) 75 (16.9) 142 (32.1) 130 (29.3) 58 (13.1) 

Overall my RCS placement impacted positively on my 
wellbeing 

12 (2.8) 18 (4.2) 52 (12.2) 162 (37.9) 183 (42.9) 

I felt socially isolated during my RCS placement 110(26.4) 88(21.2) 63(15.1) 119(28.6) 36(8.7) 
Overall I felt well supported by my RCS 15 (3.4) 23 (5.2) 54 (12.2) 157 (35.6) 192 (43.1) 

† Several participants did not respond to each question  
RCS, rural clinical school 
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Table 4:  Factors associated with intention to complete a rural internship 

 
Factor Univariable 

OR (95%CI) 
Multivariable 
OR (95%CI) 

Considers self to be rural 1.65 (1.18–2.32)** 1.64 (1.13–2.38)* 
Rural placement impacts positively on wellbeing 1.59 (1.32–1.91)*** 1.38 (1.07–1.80)* 
Perception of overall RCS support 1.37 (1.16–1.62)*** 1.15 (0.85, –1.54) 
Perception of academic support 1.28 (1.09–1.50)** 1.00 (0.76–1.32) 
Perception of financial support 1.12 (0.98–1.29) 1.00 (0.84–1.19) 
Perception of academic isolation 0.83 (0.73–0.95)** 1.01 (0.84–1.21) 
Perception of social isolation 0.73 (0.64–0.83)*** 0.82 (0.70–0.97)* 
Female gender  1.04 (0.74–1.46) 1.15 (0.80–1.66) 
Position type at medical school   
 Commonwealth-supported 1.40 (0.74–2.65) 1.17 (0.59–2.32) 
 Bonded position 1.09 (0.74–1.63) 1.14 (0.73–1.79) 
 Fee-paying position 1.60 (0.94–2.72) 2.16 (1.18–3.96)* 
* p<0.05, ** p<0.01, *** p<0.001 
CI, confidence interval. OR, odds ratio. RCS, rural clinical school 

 

 

Table 5:  Factors associated with preference for practice in a small rural, remote or very remote area within 

Australia 

 
Factor Univariable 

OR (95%CI) 
Multivariable 
OR (95%CI) 

Considers self to be rural 2.77 (1.92–3.98)*** 2.53 (1.69–3.80)*** 
Rural placement impacts on wellbeing 1.59 (1.31–1.94)*** 1.34 (1.01–1.77)* 
Perception of overall RCS support 1.29 (1.08–1.53)** 1.16 (0.84–1.59) 
Perception of academic support 1.14 (0.97–1.34) 0.98 (0.73–1.31) 
Perception of financial support 1.10 (0.95–1.26) 0.95 (0.79–1.12) 
Perception of academic isolation 0.89 (0.78–1.03) 1.18 (0.97–1.43) 
Perception of social isolation 0.69 (0.60–0.79)*** 0.71 (0.59–0.84)*** 
Female gender  0.88 (0.62–1.25) 1.04 (0.71–1.54) 
Position type at medical school 

  
 Commonwealth-supported 2.40 (1.31–4.37)** 1.17 (0.59–2.32) 
 Bonded position 0.96 (0.63–1.46) 1.14 (0.73–1.79) 
 Fee paying position 1.04 (0.57–1.89) 2.17 (1.13–2.38)* 
* p<0.05, ** p<0.01, *** p<0.001 
CI, confidence interval. OR, odds ratio. RCS, rural clinical school 

 

 

 

Financial factors have been identified as a perceived barrier 

for students considering undertaking RCS training10. 

Evidence that medical students are well supported financially 

is reassuring for rural clinical school leaders and policy 

makers as it is an Australian Government requirement that 

RCS experiences are made universally accessible to domestic 

students by negating undue financial burdens19. Student 

feedback indicating adequate support to facilitate equivalent 

academic achievement meets both Australian Government 

and Australian Medical Council expectations20. For example, 

it is now commonplace in medical schools across Australia to 

access clinical skills training in simulation laboratories from 

early in pre-clinical and throughout the medical course. 

Health Workforce Australia has invested considerably in 

clinical simulation infrastructure and equipment for health 

professional student training in recent years21. The results of 

this study are indicative that this investment has led to 
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reasonable access to clinical simulation facilities for medical 

students based in rural Australia. 

 

The effect of student support variables on internship 

preference appears to be comparable to the effect on 

preference of practice location on completion of training. 

Although there is moderate correlation between these 

variables (rho=0.33), it may be possible that internship 

preferences and final practice location preference are 

different outcomes since medical students have previously 

indicated concern that rural internship will negatively 

influence their chances of entering specialty training18. 

Another factor influencing interest in a rural internship 

includes students’ social circumstances including the 

availability of social supports14.  

 

Self-reported rural background was associated with 

preferencing a rural internship (OR 1.64, 95%CI:1.13–2.38) 

and final practice location (OR 1.63, 95%CI:1.13–2.33). 

This finding is consistent with previous research and 

highlights the importance of RCS key performance indicators 

which seek to ensure equity of admission to medical school 

for rural-origin students2,8. This has been achieved in 

Australian medical schools through systems including both 

quotas and weighting of rural student academic 

performance22. 

 

Facilitation of positive experiences in rural locations by RCSs 

has been seen as a key strategy in addressing rural health 

workforce shortages. Strengths of this research include 

representation from 14 medical schools across Australia. It is 

envisaged that this data will contribute to a growing body of 

research on RCS experiences and understanding of the effect 

of rural exposure whilst at medical school and rural career 

uptake. Although a response rate of 64.8% is reasonable, a 

little over one-third of the students did not complete the 

survey. Another possible limitation of this study is that data 

are collected immediately following RCS placements, so no 

account was made of the impact of follow-on urban 

placement experiences. Further, this study did not adjust for 

students (if any) who may have been attending an RCS in the 

previous year. Even if one or a few more students would have 

attended an RCS in the previous year, it is unlikely that this 

would have made a significant impact on the results of this 

study. Additionally, due to the anonymity of participants we 

were unable to access the extent of financial support provided 

by different universities and correlate this with the results. 

 

Maximising students’ wellbeing whilst on rural placements 

may improve future rural career intentions. Further research 

should investigate the factors influencing student wellbeing 

and whether there are differences in how rural- and urban-

origin students develop and maintain resilience23. This would 

shed light on strategies RCSs should adopt to strengthen 

social supports for students, taking into consideration the 

diversity of the geography and communities in which they are 

placed. 

 

Conclusions 
 

This study provides information for universities and policy-

makers on students’ perceptions of RCS supports and their 

relationship to rural practice intentions. 

 

Generally students perceived the supports offered positively, 

and in this study perceived financial support did not correlate 

with intent to practise rurally following graduation. 

However, providing medical students with appropriate 

financial supports so that all interested students can access the 

RCS program remains an important philosophy of the 

program. For the purpose of recruitment to rural practice, 

this study demonstrated that student wellbeing is an 

important factor. 
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