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ABSTRACT

Introduction: Medical students have been attending rural clinical schools (RCSs) since 2001. Although there have been generally
positive single institution reports, there has been no multi-institution study using a common survey instrument. The experiences of
medical students who attended a number of RCSs during 2006 were evaluated using a rural-specific questionnaire.

Methods: Questionnaires were distributed to 166 medical students who had completed one year at the RCS of six participating
universities across Australia, including the Universities of New South Wales, Melbourne, Tasmania, Adelaide, and Sydney, and the
Australian National University, of whom 125 responded (75.3%). Students were asked to rate their level of agreement on 29 items
concerning their overall RCS experience, skills development and clinical supervision experience.

Results: The majority of respondents (n = 107, 86%) stated they would go to the RCS again if they had their time over and almost
two-thirds (n =77, 64%) stated they would spend more time at the RCS if they could. All items evaluating the educational
experience recorded greater than 80% agreement (indicating very positive perceptions of the RCS experience). For the items
concerning skills development, the highest level of agreement related to developing procedural skills (n = 121, 97%). For items
relating to clinical supervision the agreement rate exceeded 80%. The majority of students found supervisors approachable
(n =121, 97%), enthusiastic (n = 120, 96%) and respectful (n = 119, 95%).

Conclusions: Students’ experiences in the RCSs are unequivocally positive. Most importantly, the RCS environment was
conducive to learning and the development of clinical skills, the students were able to see an adequate number of patients and were
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well-prepared for examinations, and their supervisors were very good and acted as positive role models. This augers well for the

success of the RCS program and for its role in attracting future doctors to work in rural environments.
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Introduction

Australia has a relative shortage of medical practitioners in
rural areas, in comparison with metropolitan areas, and
although the supply is increasing slightly, changes in
working practices means that the effective supply is
diminishing'. In addition, the health of rural people is worse
than the health of their metropolitan counterparts in a
number of areas’, and it is postulated that the relative
shortage of doctors is one of a number of contributing

factors.

In a number of countries, programs have been instituted over
the past 30 years to provide medical students with an early
rural experience in the hope that this will encourage them to
return to rural areas when they complete their training.
Overall, the assessments of outcome have been modestly
favourable. In Australia, a number of programs have been
initiated at university, state and territory and national level.
These primarily fund brief exposures in rural practice and
scholarshipsS. However in 2000, the then Commonwealth
government funded the rural clinical school (RCS) program,
initially in 9 universities but subsequently expanding to its
current total of 13 universities. This program requires 25%
of students in each year to undertake at least 1 year of their

clinical training in a rural setting®.

The program has been successful in meeting its short-term
objectives, as assessed by a recent external evaluation’,
although it will take a number of years to see if those
students who experienced the program return to and practise

in rural locations, but early signs are encouraging®.

In 2005, the heads of the RCSs agreed to develop a

questionnaire about rural student intentions and experiences,

to allow individual schools to assess their students’
experiences, and to facilitate data analysis at a national

level’.

In 2006, Medical Deans Australia and New Zealand
(MDANZ) agreed to develop a longitudinal data base to
include all medical students, and to research factors relating
to student preferences and outcomes®. The rurally-developed
questionnaire and the MDANZ survey instrument were co-
ordinated to avoid student burnout through the requirement

to complete multiple questionnaires.

The aim of this study was to evaluate the experiences of
medical students who attended rural clinical schools during
2006, using the rural-specific questionnaire. This is the
second part of a broader study conducted to explore medical

students’ views of rural clinical schools.

Methods

Questionnaires were distributed in 2006 to 166 RCS medical
students who had completed 1year at the RCS at
6 participating universities. Not all eligible universities
participated in this initial study. Participation of both
universities and of students was voluntary and in each
participating university, the distribution of questionnaires
and the collation of responses was left up to staff at the
individual RCSs. Ethics approval was obtained for the study
from each participating university human research ethics

committee.

The questionnaire ‘Rural Clinical School Evaluation 2006”7
was developed as an evaluation tool to determine baseline
data about students studying in RCSs. Background

characteristics assessed included age, gender, marital status,
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number of dependents, ethnicity, admission and entry into
medical school, rural background and education. Using a six-
point Likert scale (1 =disagree strongly, 2 = disagree
moderately, 3 =disagree slightly, 4 =agree slightly,
5 = agree moderately, 6 =agree strongly) students were
asked to rate their level of agreement on 29 items concerning
their overall RCS experience, skills development and clinical
supervision experience. The six-point Likert scale results
showed a number of very small cell sizes. All authors
individually reviewed individual cell responses for bias or
'outlying' concerns with no significant issues being
identified. Thus, based on common agreement, 'agree' and
'disagree’ cells were collapsed to allow a clearer picture of

students’ opinions and perspectives.

All data were pooled. The software SPSS v15 (SPSS;
Chicago, IL, US: www.spss.com) was used to generate
descriptive analyses and to evaluate responses to
questionnaire items concerning students’ experiences of the
RCS. Qualitative responses to open-ended questions were

analysed using standard quantitative methods.

Results

Responses were received from 125 of 166 students (75.3%)
who received questionnaires. Respondents ranged in age
from 21 to 43 years (mean 24.5 years, SD = 3.89, with nine
students aged 30 years or older). Almost two-thirds of the
sample was female (n =77, 62%). The majority was single
(n =109, 87%), with the remaining 16 (13%) married or in a
de facto relationship. Of the 125 participants, only six
students (5%) had children under 16 years. Sixty-

nine students (55%) held at least one scholarship.

The majority of students were born in Australia (n =101,
83%), while the 21 students not born in Australia (17%) had
been resident in Australia for an average of 19 years (mean
18.63 years, SD =6.63). English was the second language
for 15 students (12%).

The breakdown of participants by medical school is
presented (Table 1).

The majority of respondents (n =107, 86%) stated they
would go to the RCS again if they had their time over and
almost two-thirds (n =77, 64%) stated they would spend
more time at the RCS if they could.

Twelve questions were used to evaluate educational
experiences at the RCS. To aid interpretation the original
six-point response scale was collapsed into two categories:
‘disagree’ (disagree strongly, moderately, slightly) and
‘agree’ (agree strongly, moderately, slightly) (Table 2). All
evaluation items recorded greater than 80% agreement
(indicating very positive perceptions of the RCS experience).
The highest level of agreement for general items was ‘the
RCS environment was conducive to learning’ (n=117,
94%). For the items concerning skills development, the
highest level of agreement related to developing procedural
skills (n = 121, 97%).

Using a six-point scale, students rated their clinical
supervisors on 15 attributes, with responses also collapsed
into ‘disagree’ or ‘agree’ (Table 3). For all items the
agreement rate exceeded 80%. The majority of students
found supervisors approachable (n = 121, 97%), enthusiastic
(n =120, 96%) and respectful (n = 119, 95%).

Students provided 59 open-ended comments concerning their
experience at RCS. Forty-two percent (n = 25) were positive,
32% (n = 19) contained positive and negative comments and

25% (n = 15) were negative.

Students were positive about patient access and clinical

teaching:

Very good access to patients. Good bedside teaching,
I felt that 1 received excellent teaching and
Educational experience has been excellent - lots of
access to patients and the patients were very willing
to see us. The academic staff have been very helpful

and approachable.
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Table 1: Participants according to medical school

Medical school Participants
N (%)
University of NSW 50 (40)
University of Melbourne 28 (22)
University of Tasmania 16 (13)
University of Adelaide 12 (10)
University of Sydney 10 (8)
Australian National University 9(7)
Total 125 (100)

NSW, New South Wales.

Table 2: Students’ evaluation of their experience at rural clinical school

Experience at RCS Agree Disagree
n (%) n (%)

General experience
The environment was conducive to learning 117 (94) 8(7)
I had access to adequate IT to assist my learning 116 (93) 9(7)
I had access to house staff to assist my learning 115 (92) 10 (8)
I saw a sufficient number of patients 113 (90) 12 (10)
I was well prepared for exams 104 (85) 18 (15)
The educational experience met expectations 105 (84) 20 (16)
I was able to participate actively in patient care 103 (84) 20 (16)
I was able to negotiate my learning goals 100 (80) 24 (20)

Skills development
I was able to develop procedural skills 121 (97) 4(3)
I was able to develop my knowledge base 118 (94) 7 (6)
I was able to develop case presentation skills 113 (90) 12 (10)
I was able to develop written case histories 105 (84) 20 (16)

RCS, Rural clinical school.

Students reported concerns about lack of specialty training: Problem lies in nebulous goals and unachievable

expectations and lousy assessment techniques.

Too much input from allied health. Not enough from Multiple choice questions and extended matching
specialists and Missed out on some specialty area, eg. questions are terrible methods of assessment.

urology, plastic surgery, ear, nose and throat surgery

and tertiary care. . ..
Y There were 41 comments provided about supervision at the

RCS. Fifteen (37%) were positive, for example:
Other students were concerned about teaching methodology

and assessment: My clinical supervisors were amazing. I couldn’t

believe how keen they were to teach me. They had
A more didactic curriculum would be nice... such a broad range of skills themselves and Our
supervisors were excellent — couldn’t ask for nicer,

Needed more theoretical/lectures to promote and more enthusiastic people...Best teaching we have had

extend our learning in final year. in course to date.
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Table 3: Students’ assessment of supervision at rural clinical schools

Supervisors at the RCS... Agree Disagree n
n (%) (%)
Were approachable 121 (97) 4 (3)
Were enthusiastic 120 (96) 5(4)
Treated me with respect 119 (95) 6(5)
Were excellent role models 116 (93) 9(7)
Facilitated a learning environment 114 (92) 10 (8)
Gave me sufficient autonomy 115 (92) 10 (8)
Gave adequate help and advice 115 (92) 10 (8)
Overall my clinical school provided an excellent education 109 (87) 16 (13)
Gave useful feedback 107 (86) 18 (14)
Provided me with access to people with a wide range of health problems 107 (86) 17 (14)
Facilitated the development of my decision-making about patient management 106 (85) 19 (15)
Assisted me in identifying learning needs 104 (84) 20 (16)
Provided me with appropriate clinical responsibilities 103 (83) 21 (17)
Provided appropriate supervision of my clinical decision 103 (83) 21 (17)
Provided opportunities for continuity of patient care 101 (82) 23 (18)

RCS, Rural clinical school.

However, 19 (46%) were mixed, and typically, these
comments stated some supervision was excellent but some

not to the same standard, for example:

Supervision was done well by some and not so well by
others.

Very supervisor dependent, some great, some not so
great.

Only 8 (19%) were negative, for example:

There just aren’t enough clinicians to help the
increasing number of students. Rural medical

students suffer greatly.

Many students (n =101, 81%) compared their RCS
experience with their metropolitan-based peers. Of these,
53% (n = 54) stated the RCS experience was unequivocally
positive in comparison, 30% (n =30) provided mixed or
neutral responses, 8% (n = 8) were totally negative and 9%
(n=9) stated they were not sure. Some students (n = 10,
10%) commented their experience was more ‘hands on’ than

their metropolitan peers and 4 (3.9%) appreciated their

increased patient access. Typical positive comments
included:
...better, more patient contact, more teaching...

...clinical experience was fantasticc Was a great

environment to learn.

Examples of a mixed/neutral response are:

Different. Not better, not worse, just different.

Is superior in academic and patient interaction but
has negative aspects with respect to housing,
schooling, social etc.

Negative comments included:
A little limited due to lack of exposure to clinical
speciallties...

Worse. The metro hospitals in my opinion had better

patient access and education opportunities.
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Eighty students (64%) responded to a question about the best
aspect of their RCS experience. Nineteen (24%) commented
on the quality of clinical teaching and the ability to learn
clinical skills; for 16 (20%) patient exposure was the best
aspect; while 8 (10%) commented on either increased
autonomy or increased ability to work in teams. Ten students
(13%) commented that the best thing was the lifestyle and
friends.

The influence of medical staff as positive role models was
addressed by 50 students (40%). Aspects that were
considered most important in the role modelling were that
the person was not arrogant but respectful, showed both
exceptional clinical and other attributes as a doctor including
motivation to teach, and demonstrated how one could have a

balanced life between work and family in the country.

Discussion

The overall results about students’ experiences in the RCS
are unequivocally positive. Most importantly, the RCS
environment was conducive to learning and the development
of clinical skills, the students were able to see an adequate
number of patients and were well prepared for examinations,
and their supervisors were very good and acted as positive
role models. In this respect, the results are not surprising
because they reflect the results of previous reports® !,
However, this is the first study combining data from several
universities with distinct curricula, and including both

undergraduate and graduate entry programs.

Prior to the initiation of the RCS program, there were
concerns that the rural environments may not be conducive
to learning, that students would feel inadequately prepared
for examinations (as has been reported anecdotally by
specialty trainees when asked to undertake rural terms before
examinations) and that new supervisors without previous
experience with medical students would not be able to
provide the same level of academic teaching as their
experienced metropolitan colleagues. This concern was

expressed anecdotally by some faculty members and by

potential rural supervisors; it is reassuring to see that the

concern was unfounded.

However it is important that both the RCSs and their parent
faculties, and the funder, do not become complacent.
Negative comments were expressed, particularly in the
opening comments, and more than 50% of those who
responded to the open-ended questions had negative
comments (or perhaps constructive criticism) about aspects
of their RCS experience and supervision. It will probably be
of more value to explore these in some detail and address
specific aspects rather than believing that greater than 80%
positive response to specific questions means that there is no
further work to be done. In addition, some aspects that were
positive for some students have the potential to be negative
for others; for example, while some appreciate increased

autonomy, others may need more support.

There is variation across the universities as to who can or is
required to attend the RCS. Some programs are
undergraduate entry (the number is decreasing) while others
are graduate entry. The latter tend to attract students who are
older and more likely to have family commitments that mean
spending an extended period of time rurally is more
problematic. Such social issues have been identified as being
important and need continual attention'?, including data
from the larger FRAME study?>.

The RCSs have been breaking new ground in demonstrating
that specialist curricula can be taught in rural environments,
and not necessarily only by specialists!*, and using new
technologies to overcome distances for teaching'®. Both of
these developments are important for the universities, for the
rural doctors who are supported by these measures, and most
importantly, the rural patients who will benefit in the longer

term.

Not all universities with RCSs chose to participate in the
survey, which was a voluntary undertaking. However the
approximately 75% response rate from those that did
participate was remarkably good, although there was

significant variation in response rate across the universities.
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It is clear that at some universities not all eligible students
received questionnaires. This was partly due to fact that most
RCSs had multiple campuses, this was the first time that
multi-university questionnaires had been distributed, and
there was some misunderstanding about who should receive
the questionnaire. It is possible that the respondents were
primarily those who had positive experiences, although it
could have been expected that those who had significantly
negative experiences would also respond, however this does
not seem to have been the case. However the RCS program
only commenced in 2002 and students in this study
completed their training when the RCSs had no academic

reputation or track record.

Fewer students are now ‘conscripted’ to RCSs. For example
in 2006 one RCS had 64% of students conscripted while for
2009 the RCS was over-subscribed (D De Witt, pers. data,
2010). In addition one study has shown that RCS medical
students perform at least as well as their metropolitan
clinical school colleagues in formal assessments®®, and the
University of Western Australia RCS received an Australian
Learning and Teaching Council award in 2007 for

innovation in curricula, learning and teaching.

Several recent reports have shown that RCS students are
more likely to chose a future rural career'’-*®, In the future,
original work by the FRAME investigators and the Medical
Student Outcome Database will allow more complete data
collection and an examination of longitudinal trends at a

national level.

Kamien was one of the earliest advocates for rural medical
training in Australia in 1975, He suggested the concept of
community medical training (at that time in a rural
Aboriginal community) with the aim of balancing the bias of
hospital-based training, and to broaden the student
perspective, widen career choice, provide insight into the
needs of socially disadvantaged groups and increase
understanding of the wider role that the doctor can play in
the community. It appears that the RCS program is on track

to achieve these goals.

Conclusions

Students’ experiences in the RCSs are unequivocally
positive. Most importantly, the RCS environment was
conducive to learning and the development of clinical skills,
the students were able to see an adequate number of patients
and were well-prepared for examinations, and their
supervisors were very good and acted as positive role
models. This augers well for the success of the RCS program
and for their role in attracting future doctors to work in rural

environments.
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