
GEN ERAL PRACTICE  AND MEDICAL EDUCATION — FOR DEBATE
General practice: a leading provider of medical student 
education in the 21st century?

Jill E Thistlethwaite, Michael R Kidd and Judith N Hudson
The Medical Journal of Australia ISSN: 0025-
729X 16 July 2007 187 2 124-128
©The Medical Journal of Australia 2007
www.mja.com.au
General practice and medical education — For
Debate

students should learn. While student experience cu
predominantly in hospitals, patients are mainly d
treated in the community, with only short forays 
care.1 Moreover, patients with chronic disease are n
primarily within general practice, where the majo
promotion and disease prevention is also carried out
consider whether the balance should shift towa
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ABSTRACT

• General practice is well placed to become a major setting for 
medical student education over the next decade.

• New models of clinical education are required, to take 
account of changes in the patient population, disease profile 
and management strategies.

• While there has been an increase in general practice-based 
and other community-based education, there is the potential 
for further expansion. Evidence for the positive role of general 
practitioners and general practice in medical education is 
growing, including the benefits of prevocational training in 
general practice.

• If GPs are to assume a major role in community-based 
education of medical students, there will need to be changes 
in funding structures and supporting resources, particularly at 
this time of increasing medical student numbers and 

MJA 2007; 187: 124–128
workforce shortage and maldistribution.

For editorial comment, see page 66. See also pages 129 and 133
or 
co
10F
 millennia, the training of doctors took place in the

mmunity under the apprenticeship model. Over the past
0 years, the principal location for medical learning has

become the hospital — usually a tertiary care facility attached to a
university medical school. However, in developed countries, the
changing nature of health care provision and disease profiles has
led to a reassessment of the optimum clinical settings in which

rrently occurs
iagnosed and
into inpatient
ow managed

rity of health
.2 It is time to
rds a higher

proportion of medical education delivery in community settings
— particularly, but not exclusively, in general practice.

In 1988, the World Federation for Medical Education advocated
a substantial transfer of education from teaching hospitals to
community settings.3 In 1993, the General Medical Council in the
United Kingdom recommended that students should have more
community-based education to enhance their exposure to a more
holistic delivery of health care.4 Resulting changes in medical
education delivery were further influenced by a subsequent and
ongoing reduction in the number of hospital beds,5 leading to an
enhanced role for primary care and general practice. This role has
been evaluated and endorsed.6 Over the past decade, an interna-
tional body of evidence has added credence to the vision that
general practice will become a major setting for medical student
learning in Australia this century.

General practice in the medical curriculum — past and 
current developments

University departments of general practice and community medi-
cine are a relatively new addition to academic medical education in
Australia, having been first established in the early 1970s following
the Karmel report,7 which advocated that medical students should
be exposed to general practice during their training. Before this
time, general practice had been seen by some in the medical
community as lacking prestige as a career and academic rigour as a
discipline.8 This has now changed.9

University medical school accreditation, introduced by the
Australian Medical Council in the 1980s, included the require-
ment that there should be an even greater emphasis on general
practice. Subsequently there was an additional mandate that part
of this experience should be in rural communities. Rural attach-
ments were provided mainly through rural general practices. Even
with the more recent establishment of rural clinical schools
attached to large rural hospitals, the medical student teaching
workload often rests with general practitioners whose practice
includes work in both smaller rural hospitals and community-
based clinics. Rural teaching has been supported through federal
government grants such as the Rural Undergraduate Support and
Coordination Program.10

Justification for increased learning in general practice
It is difficult to define the learning outcomes for general practice
attachments given that almost all medical conditions may be
encountered in the community. While there are specific outcomes
that can only be learnt in general practice (eg, the context of family
medicine, continuity of care, early presentation of disease, and
undifferentiated illness), there are only a few outcomes that cannot
be met — for example, intensive care of the acutely ill patient. GPs
have also become involved in facilitating student learning in
generic areas such as communication and consultation skills and
dealing with uncertainty. Major benefits of the general practice
learning environment include the opportunity for learners to
participate in diagnosis and management planning involving
undifferentiated patients, as well as learning about the full spec-
trum of community-based care, including chronic disease manage-
ment, preventive care, mental health and population health.

Community-based education

The World Health Organization defined community-based educa-
tion in 1987 as learning activities that take place within the
community in which not only students but also teachers and
patients are actively engaged throughout the educational experi-
ence. Community-based education can be implemented wherever
people live, in rural, suburban or urban areas.11

Community learning for medical students is now expected to
encompass much more than the traditional general practice attach-
ment of earlier curricula. Traditionally these attachments were for
periods of 2–8 weeks in the latter years of the medical course and
were usually combined with some medical school-based didactic
teaching as well. Newer curricula involve students in early patient
contact in the community and clinical skills teaching in general
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practice, together with extensive attachments in later years in
urban, regional and rural general practices. In their role as
coordinators of patient care, GPs are well placed to coordinate
learning plans for medical students and align student learning with
patient care.

International evidence that general practice and 
community-based attachments do work

Newer models of educational delivery in general practice have
been evaluated and compare favourably with hospital-based edu-
cation. Students at University College London learn internal
medicine both in a tertiary teaching hospital and in general
practice, with 4 weeks in each setting. This has provided evidence
that clinical skills and methods can be learnt as effectively in
primary as in secondary care settings.12 Students endorse GP
teaching of clinical skills13 and are more likely to develop a
patient-centred approach to patient care14,15 and a shared deci-
sion-making model when learning communication skills in general
practice settings.16

Longer longitudinal attachments have also been introduced. At
Cambridge University, Nigel Oswald pioneered a general practice
attachment that ran throughout the clinical years, with students
following patients between primary and secondary care. This
initiative developed into the Cambridge Graduate Course in 2001.
Students spend 2 days a week in a general practice and 3 days in
the local district hospital. An extensive qualitative and quantitative
evaluation concluded that the course was regarded as a good
model for training doctors by all stakeholders — GPs, hospital
doctors, patients, practice staff and students.17 The difficulties in
this program that the Cambridge team discuss have implications
for general practice teaching and will be considered below under
“Implications for general practice”.

In the United States, the outcomes of several medical school
programs have supported primary care as a valuable setting for
medical education.18,19 The Rural Physician Associate Program in
Minnesota has been training students in rural communities for
more that 30 years. Students recognise the value of a learning
environment in which they experience continuity of care, and 62%
of students trained by the program currently practise as primary
care physicians.18

Australian evidence

In Australia, the Flinders Parallel Rural Community Curriculum,
based on the Cambridge Graduate Course, involves senior stu-
dents undertaking a whole clinical year in rural general practice,
during which they learn internal medicine, paediatrics, women’s
health and mental health, as well as the context of general practice
itself.20 Students following the Parallel Rural Community Curricu-
lum program perform better in written and clinical examinations
than their hospital-based peers.21 In comparison with students in
tertiary hospitals, the community-based students feel more valued
by the supervising doctors and their patients and have greater
opportunities to “meet the aspirations of both the community and
government policy” and to “learn how their professional expecta-
tions can mesh with their own personal values”.22 Similar exami-
nation performance has been found for extended rural placements
at the University of Queensland.23

General practice is also a fertile educational experience for pre-
vocational doctors. General practice rotations for junior doctors

have been part of Australian general practice training for decades,
but have had a recent boost through the establishment of the
Postgraduate General Practice Placement Program (PGPPP) in
2003. Interns have found that such posts provide them with
learning opportunities not found in hospital rotations.24 An
evaluation of similar posts in the UK showed that they offered a
wide range of learning, including much that was community-
specific, such as social factors in illness, referral and information
technology skills. Moreover, general practice fostered more in-
depth reflection on learning. The conclusion was that the UK
scheme demonstrated a positive net educational impact in content
and process.25

Proposed models and learning opportunities
Learning outcomes for general practice and community-based
education are shown in Box 1. The challenge is to distinguish
which learning outcomes are best pursued in which setting, based
on educational value and cost-effectiveness. Students should learn
in small groups in general practice in their early years, moving to
longer and more intensive attachments in their senior years, with
time spent in urban and rural settings. After graduation, we would
advocate that all junior doctors have time within the PGPPP in the
first and second postgraduate years.

GPs as teachers
To increase the amount of time that students and junior doctors
spend in general practice at a time when medical student numbers
are increasing26 will require a substantial increase in the number of
GP teachers. There is already a network of trained GP educators. GP
supervisors who provide vocational training for general practice
registrars are required to attend professional development courses in
medical education as part of their contracts. Many of these GPs also
provide training through the PGPPP and have medical students

1 Examples of learning and potential learning in general 
practice

Generic outcomes
General practice 
outcomes

Discipline-specific 
outcomes

Communication skills Evolution of disease Internal medicine

Teamwork Community deprivation Child health

Indigenous health Undifferentiated disease Maternal health

Health inequalities Practice administration Women’s health

Australian health care 
system

Nature of chronic 
disease

Men’s health

Interprofessional care Continuity of care Mental health

Multiple medication Disease prevention Sexual health

Complementary 
medicine

Early presentation Dermatology

Medical informatics Context of family 
medicine

Ear, nose and 
throat

Ethics and 
professionalism

Palliative care Musculoskeletal

Cultural competence Health promotion Care of the elderly

Evidence-based 
practice ◆
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within their practices. The regionalised training model established
initially by the Royal Australian College of General Practitioners and
now rolled out through the 22 regional training providers across
Australia has increased the number of teaching practices and GP
supervisors. Australian Government requirements for registrars to
gain experience in rural and outer metropolitan general practice
have also provided opportunities for new teaching practices. This
has created a cohort of GP educators who may not only become
more involved in medical student teaching, but who can also act as
mentors for new tutors. Moreover, academic units of general
practice have been recruiting and training more GPs to teach within
universities as well as in the community. Studies have shown that
GPs enjoy teaching, that it increases their morale and that it
encourages them to keep up-to-date.27,28 These positive benefits
should help retain existing teachers and recruit new ones. However,
more GPs will be needed, at a time when the workforce is ageing,
and the emphasis has to be on quality as well as quantity.

The new junior doctor and GP vocational training curricula
recognise the need for doctors-in-training to develop expertise in
educational delivery. General practice registrars, like hospital-based

registrars, will have a major role in teaching medical students, which
will benefit the registrars, the students and the supervisors.

The case for community-based education in relation to 
general practice workforce issues

General practice as a career choice had declined in popularity
during the past 10 years.26 The crisis in recruitment and retention
of rural doctors is well known.29 There are a number of factors that
appear to promote general practice as a career, including higher-
quality and longer general practice attachments with positive GP
role models.30 The main factor affecting a doctor’s choice to
practise in a rural location is whether he or she has a rural
background,31 although positive experiences during training and
having longer attachments in rural areas have some impact.32 Early
findings from the UK, where doctors in the first 2 years after
graduation work for 4 months in general practice, are that the
number of doctors intending to train as GPs has started to rise.33,34

Implications for general practice

With increasing student numbers and a less than optimal number
of GPs, it is difficult to see how this model will work without a
national plan, as proposed in Box 2. Australian medical student
numbers are projected to increase by 81% — from 1348 in 2005
to 2442 in 201226 — with a subsequent rise in the number of
junior doctors. These numbers do not include fee-paying interna-
tional students and international students on elective terms seek-
ing experience in Australian general practice.

If every student and junior doctor, as well as general practice
registrar, is to spend a quality amount of time in general practice,
this has major implications not only for medical schools and
general practices, but also for practice staff, patients and govern-
ment funding (Box 3).35 While the evaluation report of the
Cambridge Graduate Course found that having students for long
times in general practice did not adversely affect patient satisfac-
tion and did not markedly disrupt practices as a whole, GPs did
find that their expanded teaching role was tiring and added to the
complexity and pressure of their work.17

Many GPs wish to teach but do not have space in their practices
for students to be actively involved in seeing patients. They are
concerned about their lack of training in medical education. Many
feel they do not have the time to devote to quality student teaching
because of the demands of patient care. If GPs take students under
these circumstances, it may be that students will simply observe
clinical interactions rather than interact with patients themselves.
Many practices will need additional rooms if they are to provide this
level of experience, but who will be expected to pay for the building
works? — the practices or the local community, the universities or
the government? In rural areas, safe and adequate accommodation is
needed for students. This is in short supply in many areas, and the
amount of available local hospital accommodation is inadequate for
projected needs. The model of students living with rural doctor
families is not sustainable if student numbers increase and attach-
ments become longer. The reliance on health professional altruism
to provide quality education to increasing numbers of students will
not sustain this enhanced model.

In relation to general practice medical education funding, the
Australian Association of Academic General Practitioners recom-
mends:

2 Requirements for a national plan to take forward the 
vision of general practice as a leading site for medical 
education

• Examine the projected number of medical students and estimate 
the demands on general practice time and resources, including 
the number of teaching practices required over the next 10 years. 
Ensure that there are enough prevocational and vocational 
training places for these students when they graduate.

• Survey existing practices and general practitioners to explore their 
ideas and concerns about an increased teaching load, particularly 
in relation to GPs who work part-time.

• Provide infrastructure, including information technology (IT) 
(eg, high-speed web links and videoconferencing) and human 
resources (eg, part-time staff to develop and administer a 
sustainable educational program) to meet GP and practice needs 
to provide quality education in public and private practices.

• Provide infrastructure and support to meet student needs, 
including accommodation (consulting, study and residential) and 
IT. This may include building additional rooms at clinics and will 
require exploration of funding mechanisms such as grants and 
interest-free loans.

• Explore the ideas and concerns of patients and provide 
opportunities for patients to be involved proactively in teaching.

• Explore opportunities for other community-based groups, health 
services and health professionals to provide interprofessional 
educational experiences for all health care students.

• Discuss the role of universities in providing educational and 
pastoral support to GP educators and their staff, with regular visits 
to practices.

• Provide a funding model remuneration package for general 
practice that acknowledges the role of GPs and practices and 
encourages practices to enhance this role, over and above 
Practice Incentive Payments for face-to-face teaching.

• Clarify indemnity issues relating to educational input and student 
involvement in patient care.

• Encourage research and development around community-based 
education and change in educational delivery based on best 
practice. ◆
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• Review of the Practice Incentive Payment (currently $100 per
teaching session) to provide adequate levels of compensation to all
GP teachers, as the current level does not cover loss in income and
is only available to accredited general practices;
• Creation of a teaching infrastructure payment fund for general
practices that equates to the current hospital-based schemes; and
• Specific funding to support the development of community
clinical schools along the same lines as rural clinical schools to
support each university’s network of teaching practices.

We would also like to see:
• Development of a vertical curriculum for primary care training
(as occurs with hospital-based training);
• Development of a Medicare item that reflects the emerging roles
of GPs and general practice registrars as clinical educators (in a fee-
for-service structure); and
• Review of Practice Incentive Payments to acknowledge the GP
preceptor’s role as coordinator of each student’s learning experi-
ence.

Conclusion
Clearly, a new set of principles and educational strategies is needed
to ensure there are enough doctors with the right skills in the
places where we need them. General practice-based education will
meet the calls to
• reform clinical education so it meets the needs of tomorrow’s
clinical learners and the communities they serve;36

• create new models of apprenticeship to offer greater continuity
to learners in clinical placements; and37

• prepare interns for practice in the 21st century.38

The ideal clinical environment for all student and prevocational
doctors will deliver the right mix of community and hospital-based
learning.
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