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ABSTRACT

Introduction: Authentic early experience in clinical contexts adds interest and relevance to basic medical education, and is
regarded positively by both learners and teachers. However, with the recent expansion of medical education, the healthcare system
appears close to reaching its capacity for student supervision. This study explores the utilisation of the healthcare system for early
clinical placements.

Methods: A secondary analysis was conducted of data from the Medical Schools Outcomes Database, collected from the 2010
annual questionnaire, focusing on the timing, duration and location of clinical placements during 2009 within the first half of basic
medical education programs in Australia.

Results: Data was received for 67% of Australian medical students, reporting a total of 16 812 early clinical placements that
occupied 97 319 days of supervised time in a wide variety of hospital, general practice and Indigenous health contexts, both urban
and rural, across the Australian healthcare system. These early placements occupied about 16% of total clinical placement time for
all students in all training years during 2009. The majority of these placements were for only a few hours or days; exceptions were
longitudinal placements in regional and rural communities at a minority of schools.

Conclusion: Early clinical placements may pose significant resource costs for placement providers, particularly supervision time

and expertise. As medical education expands and the teaching capacity of the Australian healthcare system appears to reach its limits,
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it may be necessary to allocate placements according to their specific learning outcomes, prioritise more acute settings for more

senior students, and increase capacity in less acute health and social care settings.

Key words: Australia, clinical training, rural health, teaching capacity, undergraduate medical education, workforce.

Introduction

Authentic early experience (AEE) is now common in basic
medical education. Placing students in clinical contexts
appears to enhance the relevance and integration of
foundation sciences to medical practiccl’z, complement
simulated learning by providing opportunities to practise
clinical and communication skills**, and raise awareness of a
wider range of potential career pathways, notably in primary
care and rural practicel. Further, these early experiences may
commence the important professional acculturation transition
from student to doctor’®. At least anecdotally, they offer
‘vocational testing’ for students, with the majority gaining
affirmation of their career choice and a minority realising that
they are unsuited to a medical career. These placements are
accepted well by students, teachers and patients“. From a
management perspective, early placements have opened up
previously unused supervision capacity, particularly outside
of large academic hospitals, as programs seek a relevant

clinical caseload to support their curricula®,

There can, however, also be unintended consequences.
Placement providers sometimes feel poorly prepared for
more junior learners and struggle to meet their cxpcctationsg.
Early experiential learning sometimes appears disconnected
from the curriculum and its assessment'’. Students sometimes
do not feel welcome or are unclear about expected
outcomes, perhaps because of under-confidence or
inexperience in adult learning“’lz. Occasionally students feel
traumatised after confronting challenging situations, such as

death, for the first time'®"

. There may also be concerns
about patient safety if students act beyond their level of
training without appropriate supervision. However, most of

the evidence comes from student and teacher perception

survcys7, and it is unclear how well grounded AEE is from
the perspective of educational theory. The more general topic
of experiential learning is best supported by situated learning
theory”, but this may be more relevant to senior clinical
placements, when few would challenge the need for
substantial clinical experience that synthesises theory and

practice as preparation for the transition to junior doctor”’.

With the recent (and continuing) expansion of health
professional education at basic, postgraduate and specialist
levels to meet workforce needs', healthcare facilities are
becoming crowded with learners from several health
professions at all levels, and there is strong competition for
the available learning resources. The value of ‘mainstream’
healthcare facilities (hospitals and general practices) may be
less clear for more junior students who do not yet have much
knowledge of health science or systems and have not yet
developed  their clinical skills'?. It is therefore worth
considering what impact this expansion is having on the
efficient utilisation of this valuable, yet finite, resource'™"®,
This article reports an analysis of the utilisation of Australia’s
healthcare system for early clinical placements, and aims to

assist planning future medical education.

Methods

This study involved a secondary analysis of de-identified data
obtained from the Medical Schools Outcomes Database &
Longitudinal Tracking (MSOD) project, a collaboration of all
Australian medical schools that collects periodic data from
medical students and medical schools for the purpose of
tracking the outcomes of basic medical education"’. Data
from medical students is collected via questionnaires

administered at entry, exit, and postgraduate years (PGY) 1,
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3, 5 and 8 (currently data is available only up to PGY 1), and
medical schools provide annual data about placements and
electives. The data obtained for this study concerned clinical
placements in the first half of Australian medical courses in
the 2009 academic year and included data from all
18 Australian medical schools, and so was able to provide a
comprehensive national overview. The ‘first half” of medical
programs was defined as Years 1 and 2 for the four-year
graduate-entry schools and Years 1, 2 and 3 for the five- and
six-year standard-entry schools. Specific data obtained
included the duration of clinical placements, the setting of the
placements (hospital, GP, community health, Indigenous
health, and other), and their location by postcode and town
name (domestic or international). These data were
aggregated by category to provide a detailed description of
the utilisation of the health-care system at the time of
maximal growth in basic medical education. In order to gain
an understanding of the impact of all clinical placements, data
was also obtained on the total number of clinical placements

in all settings for all years during 2009.
Ethics approval

This analysis was covered by the MSOD project, which has
approval by ethics committees at all participating universities
(see http://www.medicaldeans.org.au/medical-schools-
outcomes-database/ for-participants/university-human-

research-ethics-compliance).

Results

Responses were received for 5117 of 7740 students (66.9%)
enrolled in Years 1 and 2 (standard and graduate entry
combined) and Year 3 (standard entry only). A total of
16 711 (99.6%) domestic and 67 (0.4%) international clinical
placements were reported during 2009. International
placements had a slightly shorter duration than domestic
placements, but were so few that they were not a significant
source of early clinical placements and may have been an
elective for the more adventurous students. The data are

summarised in Table 1.

Focusing on the domestic placements, there were totals of 6883
(Year 1), 6986 (Year 2) and 2943 (Year 3) placements,
representing totals, respectively, of 9387, 26 492 and 61 440 days
of dlinical placements. Placements increased in duration from Year
1 to Year 3, with mean durations, respectively, of 1, 4 and 21 days
(ranges of 0.2-15, 0.2-180, and 0.2-180 days). On average, each
student had 3.3 domestic early clinical placements during 2009,
occupying a total of 97 319 days of dlinical supervision and patient
access in the Australian healthcare system. Placements were in a
wide range of settings, including hospitals (81%), general practices
(7%), community settings (7%), Indigenous health clinics (1%6)
and ‘other’ settings (4%). The setting 'other' was not clearly
defined and may reflect coding confusion by medical schools, but,
on closer examination of location data, were mostly (about two-
thirds) in combinations of small hospital, general practice and
other community settings in regional and rural communities. The
other third were mostly quite short (1-3 hour) placements in large
cities, perhaps including a wider range of health and social care
settings. Approximately 1% of data was missing. The duration in
most categories was bi-modal. Shorter placements were mostly in
urban settings, whereas longer placements were mostly in regional

and rural settings. These data are summarised (Tables 2-4).

A comparison of the clinical placements of standard- and
graduate-entry schools is provided (Table 5). In Year 1, the
pattern of use is similar — large numbers of brief (mean of
1 day) placements, although the total duration of placements
in standard-entry schools is greater. In Year 2, graduate-entry
placements are longer, although less numerous, and with
approximately equal utilisation by graduate and standard-
entry schools. In Year 3, only the standard-entry schools have
carly clinical placements, but they have more intensive (total
of 61 440 days) and longer (mean of 21 days) placements at a
time when all schools have students in clinical placements for

100% of the final two academic years.

The total number of domestic placements during 2009 in all
settings for all years was 32 845, occupying 4 816 933 hours
(602 117 days) of health system time. Hence, early clinical
placements were responsible for about 16% of all clinical

placement time in the Australian healthcare system.
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Table 1: Years 1-3 domestic and international clinical placements

Placement Year 1 Year 2 Year 3

item Domestic International Domestic International Domestic International

Number (%) 6883 31 6885 5 2943 31
(99.5) (0.5) (99.9) (0.1) (99) (1)

Total hours 75096 2273 211933 730 491520 8036

(days)" (9387) (240) (26492) ©n (61440) (1005)

Mean hours 11 76 30 146 167 259

(days)’ ) © %) (18) @1 32)

Range hours 1-96 3-70 1-1440 70-140 2-1260 140-280

(days)’ (0-12) (1-9) (0-180) (9-18) (0-158) (18-35)

tRounded to 8 hours = 1 day.

Table 2: Year 1 domestic clinical placements in undergraduate and graduate programs according to category

Placement item Community GP Indigenous Hospital Other Missing Total
Number 1589 901 70 3350 863 110 6883
Total hours (days)'t 15302 11878 720 30297 14606 2293 75096
(1913) (1485) (90) (3787) (1826) (287) (9387)
Average hours 9 13 10 9 17 21 11
(days)" (1) () M (1 2) (3) 1)
Range in hours 1-84 2-70 8-84 1-96 1-70 3-84 1-96
(days)’ (0-11) (0-9) (1-11) (0-12) (0-9) (0-11) (0-12)

tRounded to 8 hours = 1 day.

Table 3: Year 2 domestic clinical placements in undergraduate and graduate programs according to category

Placement item Community GP Indigenous Hospital Other Missing Total
Number 1198 655 1 4053 1071 8 6986
Total hours (days)f 19960 148274 140 154335 4797 1915 211933
(3205) (1853) (18) (19292) (600) (239) (26492)
Average hours 17 23 - 38 5 239 30
(days)’ &) 3) ) ) (30) @
Range hours (days)" 2-125 3-480 — 2-1440 2-70 1-1680 2-1440
(0-16) (0-60) (0-180) (0-9) (0-210) (0-180)

tRounded to 8 hours = 1 day.

Table 4: Year 3 domestic clinical placements in undergraduate programs according to category

Placement item Community GP Indigenous Hospital Other Missing Total
Number 188 722 5 1828 169 29 2943
Total hours (days)f 15020 27172 3567 442624 463 1651 491520
(1878) (3397) (446) (55328) (58) (206) (61440)
Average hours 80 38 133 210 19 59 167
(days)’ (10) 6) (17) 26) ® ) @1
Range hours (days)"' 2-280 2-480 70-280 2-1260 2-720 3-280 2-1260
(0-35) (0-60) (9-35) (0-170) (0-90) (0-35) (0-158)

tRounded to 8 hours = 1 day.
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Table 5: Years 1-3 domestic standard and graduate-entry school comparison

Placement item Year 1 Year 2 Year 3
Undergraduate | Graduate Undergraduate | Graduate Undergraduate | Graduate

Number (%) 3071 3812 3984 3002 2943 0
(45) (55) (54) (46) (100)

Total hours (days)* 36197 38899 76589 135344 491520 0

(4525) (4862) (9574) (16918) (61440)

Average hours 12 10 19 45 167 0

(days)’ 1 () &) ©) @1

Range hours (days)At 1-70 2-96 2-1260 1-1440 1-1260 0
(0-9) (0-12) (0-158) (0-180) (0-158)

tRounded to 8 hours = 1 day.

Discussion

With the expansion of basic medical education, these data
indicate that students are present in healthcare settings for at
least about 600 000 days spread over approximately 200
working days each academic year, Considering that data from
about one-third of students was not retuned, the figures are
likely to be higher. A substantial proportion of placements
appears to be in rural communities, where expansion of
medical education has been promoted. The chances of
patients encountering medical students, particularly in the
public hospitals and general practice, are likely to be high,
particularly in the light of other studies showing that only
about half of inpatients are available for student interactions'®.
Therefore, although it is difficult to determine an optimal
ratio of student to patient encounters, Australia’s healthcare
system, including regional and rural communities, appears to
be utilised heavily for clinical placements. This study suggests
that early clinical placements are responsible for about 16%
to this load, using capacity in a wide range of hospital and
community facilities. Hospitals and general practices carry
the heaviest load, but substantial capacity is provided by a
range of community facilities that are not general practice.
Indigenous health facilities, considering their small number,
are also providing a substantial number of placements and
may be heavily utilised. Longer placements are more

common in regional and rural communities, perhaps

reflecting the trend towards the longitudinal integrated

clerkship model offered by some rural-oriented programs.

What is not clear from the data is precisely what medical
students do in the healthcare facilities during early clinical
placements, or the specific roles that the organisations or
their health professionals play in student learning. No data on
resource allocation to them is available, although there are
funding schemes available to support some rural
placements. However, it is unlikely that early clinical
placements are cost-neutral for host organisations or that
junior medical students can contribute to service delivery to
even the limited extent possible with senior students,
particularly in longer primary care placementslg. The total of
almost 100 000 days of engagement with more junior
students is therefore likely to be at substantial cost to the
health and social care system, and may represent a significant,
currently understated, contribution to the cost of basic

medical education.

The benefits of early clinical placements need to be weighed
against their resource and opportunity costs. Although
goodwill remains a strong and essential feature of basic
medical education, these data raise important questions about
how medical education should prioritise utilisation of the
healthcare system for both undergraduate and postgraduate
education. Clinical experience is an essential part of medical
training, although the duration appears to vary substantially

among programs that range from 4 to 6 years in total
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duration, and so far there is little evidence on which to
determine the ‘ideal’ timing and duration of clinical
experience. Further research is needed on the educational
benefits of AEE, particularly the potential to link theory to
practise and facilitate earlier competencezo. Until this is
clearer, the imposition on healthcare facilities of a heavy and
increasing clinical supervision load raises questions about
prioritisation and the possible dilution of experience of more
senior medical students who need experience to prepare for
early postgraduate roles and responsibilities. Would it be
more sensible to focus that effort (and resource cost) on those
who would benefit most from experience in ‘frontline’ health
care? This may mean reducing the use of major hospitals and
general practice for early clinical placements. In particular,
shorter placements, which are more likely to be observational
than participatory, could be relocated to less acute health and
social care settings, where an emphasis on understanding the
broader healthcare context and practising interpersonal and
diagnostic skills may be achievable. One outcome should be
less impact on patient care pathways and supervisory capacity
in more acute care settings, where students requiring
immersion in practice — those in longitudinal and senior

placements — can be given increased experience.
Limitations

This study provides only high level data that describes the
national utilisation of the healthcare system. It is possible that
utilisation may vary from region to region, and for unused
capacity to be available in regions more distant from medical

school locations.

Conclusion

At a time when the capacity for teaching of the Australian
healthcare system appears to be reaching its limits, more
efficient utilisation of the healthcare system may be facilitated
by the development of much clearer expectations of, and
support for, early clinical placements. This may allow for
priority to be given for more senior clinical placements in

more acute clinical settings, and the expansion of early

clinical placements into less acute health and social care
settings, where learning outcomes can be achieved with less

impact on service providers and patient care pathways.
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