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SUMMARY

Thai Rural Community-Based Medical Education (RCBME) is being developed
under CPIRD (Collaborative Project to Increase production of Rural Doctors)
in order to maximise medical students’ interest in rural general practice,
enhance early experiences in the rural community, and improve rural doctor
retention rates. Although it is clearly evident that international RCBME
outcomes and stakeholders’ experiences are successful in multiple countries,
there are not enough studies to make any judgement on whether all
stakeholder views are consistent across programs, regions, or countries, and

no international comparative studies have explored whether context matters.

To understand this new context for RCBME and answer the research
questions— "What should RCBME in the Thai context look like?” and "Does
context matter?™- this study aims to explore the understanding and
expectations of Thai stakeholders who will participate the first RCBME
program development in Songkhla Province, in the lower Southern Region of
Thailand, and considers how these attitudes and expectations align with, or
differ from, stakeholders’ views in Western countries where RCBME programs

are well established.

Worley’s symbiosis model was used as a conceptual framework,
demonstrating four fundamental relationships between stakeholders and
sectors in clinical education. These can be described into clinical,
institutional, personal, and social axes. The symbiosis model was also utilised
to evaluate the international evidence in the literature that outlined
stakeholders’ perspectives regarding the success and value of RCBME

programs.

A qualitative case study was conducted to explore in-depth the view of four

stakeholder groups with a range of experiences in rural general practice.
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Purposive sampling resulted in 21 participants including four CPIRD medical
students, six clinical educators, five policy makers, and six rural stakeholders
who were health professionals and community members. Individual semi-
structured interviews were conducted and transcribed. Themes were

analysed within and across Worley’s symbiosis model.

The results can be categorised within the symbiosis model. Considering
symbiosis in the clinical axis, Thai RCBME stakeholders expected the RCBME
program to offer students authentic preparation for future roles as rural
doctors. However, students were expected to be ready to participate actively
in the apprenticeship relationships in the clinical environment and contribute
to the legitimate work of their rural clinician preceptors. Through
apprenticeship-style learning between students and rural health
professionals, students were anticipated to develop their meaningful
relationships with interprofessional clinical team members. Collaboration
between urban and rural clinicians to deliver RCBME could enable each party
to see the other side of clinical practice. Symbiosis in the institutional axis
can be described that, through RCBME initiative and community placements,
stakeholders from tertiary hospitals will meet the government expectations
for transferring clinical learning to the rural areas. Stakeholders also expect
RCBME to improve and sustain rural health service quality. In addition,
stakeholders will in turn support rural health services to succeed with
RCBME. In the personal axis, students were expected to develop their rural
professional and personal identities, while rural clinician preceptors can be
seen to shape student development through their role modelling and
mentorship. However, stakeholders expressed concerns about students
meeting their academic requirements and protecting the institution’s
reputation for successful outcomes with regard to academic results in
National Examinations. Recognising the social axis, RCBME students were
expected to understand rural patients and rural context during their training
period. Potentially, graduates who establish relationships with rural

communities will meet the government expectations to support rural health
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service policy and increase rural doctor retention rates. Additionally,
stakeholders expressed hopes that the implementation of RCBME in a rural

location would assist in building capacity for rural communities.

Further synthesis of across-axis themes built on the results is presented to
integrate stakeholder perspectives on what was critical to ensure the
development of RCBME in Thailand. Three across-axis themes which
emerged from the results demonstrate that context does matter. These
themes include the dramatic shifts in Thai medical education paradigm,
stakeholders envisioning ideal futures for themselves within Thai RCBME, and
the urban — rural collaborations required to develop successful and
sustainable RCBME in the Thai context. This study comprehensively describes
Thai stakeholder views of RCBME and demonstrates that although some
RCBME principles are universal, context does influence the expectations and
capacity of stakeholders to contribute to RCBME. Further studies in regard to
RCBME outcomes and stakeholder experiences in a new educational
innovation in the Thai context should be conducted in order to confirm

stakeholder expectations of the RCBME initiative described in this study.
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THESIS MAP

This Masters of Clinical Education by research thesis provided an overview of
Thai stakeholders’ expectations of Rural Community-Based Medical Education
(RCBME).

Chapter 1 described the background of this study, including the contexts of
medical education and the medical workforce in Thailand; an exploration
regarding the collaborative model of medical education; as well as the need
to implement RCBME innovation in this new context. The research questions
in this study were elucidated, and the importance of these research

questions was outlined.

Chapter 2 provided a review of the current literature around RCBME to
collect evidence-based information in terms of stakeholders’ views of
successful RCBME programs outside Thailand, as well as examining these
findings using Worley’s four fundamental axes of relationships as a

conceptual framework for the study.

Chapter 3 described in detail the research paradigms in medical education
and demonstrated the value of a constructivist perspective in this study. The
qualitative research methodology and methods specific to this study were

outlined utilising appropriate research rigour and ethical consideration.

Chapter 4 presented a number of thematic results from purposive
participants that represented the broad range of Thai RCBME stakeholders.
Major categories were coded along a symbiotic clinical education framework
from which meaningful descriptions were extrapolated. Quotes in Thai
language alongside English translations were presented to as evidences of

the underlying descriptions.

The final chapter provided further synthesis of cross-categorical themes and
discussions that built on the study results in order to integrate stakeholder

perspectives on what was essential to ensure the development of RCBME in

Xiv



Thailand. All themes were explored, discussed, and compared to the
international evidence in literature, as well as considering the implications of
RCBME in Thailand. Limitations in this study were described. Finally, the
conclusions of this thesis were presented.
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CHAPTER 1: BACKGROUND

1.1 Introduction

This chapter describes in detail the rural doctor shortages in Thailand. It explores
the medical education interventions already adopted by the Thai government in
partnership with regional hospitals and goes on to detail the plan to develop
Rural Community-Based Medical Education (RCBME) and rural community
placements in Thailand in order to stimulate medical students’ interest in a
career in rural general practice. The researcher then defines RCBME and justifies
the importance of understanding the perceptions of relevant stakeholders in
Thailand before commencing RCBME in the setting of Songkhla Province. Finally,
this chapter demonstrates the importance of the research questions: "What
should RCBME in the Thai context look like?” and “Does context matter?”

The importance of the context for change in clinical education in Thailand is
central to this project because Thai RCBME constitutes a partnership of
stakeholders in universities, health services, and rural communities. The first
RCBME initiative in Thailand took place in Songkhla Province. This research
provides a case study of this Thai context, the details of which are described
below.

1.2 Context of the Study

The study is primarily based on the challenges faced by the Ministry of Public
Health in Thailand, which is trying to solve the problems of doctor shortage and
maldistribution as well as doctor retention in rural and remote regions. Thailand
has a total area of approximately 513,115 km? and is the world’s 51 largest
country. The capital city of Bangkok is located in the Central Region of Thailand.
There are 76 geographically divided provinces within six regions namely,

Northern, North Eastern, Eastern, Western, Central, and Southern. In 2014, the



population of Thailand was estimated to be 65,124,716. Importantly, Thailand’s

population is mostly concentrated in rural areas.

Songkhla Province is located in the lower Southern Region of Thailand. It has an
area of 7,393.9 km? (ranked 26" in Thailand). In 2014, the population of
Songkhla Province was 1,401,303 (ranked 11™). The density of population is
189.52/ km? (ranked 15™). Songkhla is divided in to 16 districts. Hatyai District is

the centre of Songkhla Province in terms of geographical location, economy,

transportation, education, and medical services.

Map of Songkhla

N
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N

Figure 1.1: Geographical location of Songkhla Province in lower Southern
Thailand and Hatyai District

Source: Bangkoksite.com

There is a broad range of medical education and healthcare services in Songkhla

Province, including Prince of Songkla University (PSU) Hospital, which is located



in PSU, Hatyai District, Songkhla Province. PSU Hospital is governed by the
Ministry of Education in terms of policy and funding support. This hospital’s
primary activity is academic teaching for both undergraduates and
postgraduates, as well as the development of excellence in health care and
research for people in the Southern Region. The current PSU medical degree is a
six-year undergraduate entry program, using the same medical curriculum as
used in all medical schools and medical education centres across Thailand. PSU
Hospital is regarded as a top level, tertiary hospital with a full range of clinical
specialties and facilities. PSU clinicians represent a broad range of specialists who
manage patients transferred from all regional tertiary referral hospitals around
the Southern Region presenting with advanced care needs. This hospital also

contributes to a range of specialist postgraduate residency training programs.

In addition to the university hospitals, other hospital services are provided by the

Ministry of Public Health and can be classified into three distinct levels:

* Tertiary hospital- regional hospitals with a full range of specialists and
facilities, able to receive the patients referred from other lower-level
hospitals. Both PSU Hospital and Hatyai Hospital are tertiary hospitals
within the same province (Songkhla), but are managed under different
portfolios (Ministry of Education and Ministry of Public Health

respectively).

* Secondary hospital- provincial hospitals with a limited range of specialists
and facilities as well as some degree of capability to treat patients referred

by less resourced hospitals.

* Primary hospital- rural or remote hospitals in district areas with a limited
number of general practitioners and facilities for caring for patients, as

well as limited onsite access to specialists.



Hatyai Hospital is one of three tertiary hospitals in the lower Southern Region of
Thailand. It is located in Songkhla Province and managed by the Ministry of
Public Health in terms of policies and funding support. This tertiary hospital
provides clinical services for patients within the province and also nearby
provinces because there are no tertiary hospitals located in smaller provinces.
There are a number of specialists treating patients with a wide range of diseases
from common to complicated conditions. Hatyai Hospital also supports one
provincial (secondary) and 15 rural (primary) hospitals in Songkhla Province in
patient care. Hatyai Hospital not only aims to provide clinical service, it also has a
mandate for academic responsibility under Ministry of Public Health’s policy. A
medical education centre has been established in the hospital and provides
placements for clinical-year medical students from PSU for the Ministry of Public

Health’s ‘Collaborative Project to Increase production of Rural Doctors’ (CPIRD).

In addition to these public services, the private sector in Thailand provides health
care services, which do not receive funding from the Ministry of Public Health.
Private sector healthcare includes urban private hospitals, general practice, and
private specialist clinics. The private sector does not have any responsibility for
medical teaching. Furthermore, the private sector plays a significant role in
providing health services in urban areas, and increasingly attracts doctors
because of higher remuneration compared to public health services, increasing
patient demand for rapid treatment, and the preference of doctors for urban

living (Pagaiya, Kongkam & Sriratana, 2015).

In Songkhla Province, there are three urban-based private hospitals as well as
many general practices and private specialist clinics. Pagaiya et al. (2015)
reported that 45.9% of all doctors left the Ministry of Public Health service
between 2000 and 2007 with most seeking employment in the private sector.
The majority of doctors in private hospitals are full-time urban-based specialists,
however specialists in the public sector are able to practice as part-time or

consultant doctors in private hospitals, or in their own private clinics which are



located almost exclusively in urban and suburban areas.

1.3 Thai Rural Doctor Shortage and Maldistribution

After graduation, all medical graduates are required to do three years of general
practice in rural and remote regions in Thailand. Despite this, there is a dearth of
rural doctors. Internationally, rural practice is considered to be unpopular by
many doctors owing to three main factors namely, lifestyle issues, medical
practice issues, and workforce recruitment issues (Lee & Nichols, 2014). Lifestyle
is a significant issue because physicians are concerned about residing in a
community that has limited social activities. Rural areas in Thailand have limited
cultural outlets, schools, and even shopping facilities. Medical practice issues
include longer hours and more demanding on-call schedules compared to urban
practice. Providing medical care can be more challenging without specialist help.
Additionally, rural workforce recruitment opportunities are often missed because
urban hospital competitors have residency programs that secure physicians
before potential recruits are aware of rural opportunities. Larger facilities are
often better suited to offer employment opportunities when compared to rural

facilities, which lack fundamental resources.

Thailand has been facing the problem of doctor shortage for a long period of
time. The report on public health resources (Bureau of Policies and Strategy,
Permanent Secretary Offices, Ministry of Public Health, 2012) showed that the
ratio of doctors to head of population meant that each Thai medical practitioner
was responsible for 2,533 people (Bureau of Policies and Strategy, 2012), falling
behind the national target of the Ministry of Public Health for doctor to
population ratio of 1:1,800 in 2016, and 1:1,500 in 2020 (Suphanchaimat,

Wisaijohn, Thammathacharee & Tangcharoensathien, 2013).

The issue of doctor maldistribution presents an additional problem. In the
national capital of Bangkok, the ratio of doctors to population was reported to be

one physician for 886 people, whereas the ratio in the lower Southern Region of



Thailand was one physician to 3,085 people. In the North Eastern Region, the
ratio was one physician per 4,998 people, demonstrating a severe medical
workforce shortage (Bureau of Policies and Strategy, 2012). It can be clearly
seen that Thailand faces a problem of maldistribution resulting in significant

doctor shortages in rural areas.

Currently, Thailand needs 25,013 more physicians if it wants to achieve a
physician to population ratio of 1:1,500, as per the 2020 target, and it would
need 32,893 additional physicians to further improve that ratio to 1:1,250 (Arora,
2015). If these figures are to be achieved in a period of ten years, Thailand must

produce 2,501 or 3,289 medical doctors each year respectively.

1.4 Collaborative Project to Increase Production of Rural
Doctors
In 1994, the Ministry of Public Health collaborated with the Ministry of Education
to establish a project to increase the production of rural doctors. The
Collaborative Project to Increase production of Rural Doctors (CPIRD) was
initiated to address the lack of rural doctors, poor rural distribution, and the
increasing ‘brain drain’ from public services to the private sector since the 1990s
(Arora, 2015). CPIRD is not a medical school per se. Rather, it is an
administrative office within the Ministry of Public Health established to facilitate
collaboration between faculties of medicine in the Ministry of Education with
service hospitals in the Ministry of Public Health. The goal of CPIRD project is “"to
educate rural-origin students to become rural doctors and retain them in rural

communities” (Arora, 2015).

CPIRD medical students are recruited from rural areas. Pre-clinical programs are
taught in 14 collaborating universities, and clinical placements are organised
through 37 Medical Education Centres (MECs) nationwide. The MECs are located
mostly in tertiary (regional) and some secondary (provincial) public hospitals.

This collaborative network covers all healthcare regions across Thailand.



At present, Thailand has 21 faculties of medicine across the country. Seven of
these rely on Ministry of Public Health service hospitals to provide their clinical
placements and associated clinical teaching. Currently, 1,870 medical graduates
are produced annually in the national track, which is the mainstream pathway
organised directly by medical schools. Thai universities also collaborate with the
Ministry of Public Health (CPIRD track) to produce an additional 1,116 graduates
per annum (Arora, 2015). In total, Thailand produces 2,986 medical doctors per
year from all medical schools either in universities or MECs. It is planned to
increase this total to 3,121 per year. Within this, one third will be produced by
CPIRD.

1.4.1 Features of the CPIRD Program

The CPIRD program has specific student selection criteria where students must
have lived for more than five years in a rural area. In contrast, there is no such
criteria for the national track, however, students in both tracks sit the same
national entrance examination which determines entry to either program. In
addition, applicants for the national track are interviewed by staff from the
relevant medical faculty, while the CPIRD track applicants are interviewed by
staff from both the medical school and medical education centre as the final step
for admission. The details of the policy and curriculum frameworks for both
tracks are outlined in Table 1.1.



Table 1.1: Policy and curriculum framework for national and CPIRD tracks

Medical

programs

National track

CPIRD track

Policy maker

Gove

rnment

Ministry of Education

Ministry of Public Health

Admission

National Entra

nce Examination

Urban/Rural backgrounds

Rural backgrounds

Curriculum

A six-year undergraduate medical curriculum (MD program)

Preclinical years at university

National License Examination Step I (after year 3)

Clinical years at university hospitals

Clinical years at Ministry of Public
Health service hospitals with addition

of rural clinical placements proposed

National License Examination Step

II (after year 5) & III (after year 6)

Degree

Doctor of Medicine (MD)

Obligation

Rural general practitioners (GPs) for three years

Based at any rural hospitals

Based at rural-origin hospitals

The first three years of the six-year medical curriculum are preclinical. CPIRD

students learn alongside medical students from the national track within the

faculty of medicine of collaborated universities. The preclinical curriculum focuses

on medical sciences utilising problem-based learning across the various

disciplines of medicine. In order to link the clinical practice training to the last

three clinical years of a medical program, the third-year medical students from

both tracks are offered a three-week block of clinical immersion, in which clinical

knowledge is taught, as well as a five-week introduction to clinical medicine,

which is the first time students receive hands-on experience with patients and

their clinical issues. Subsequently the CPIRD students move to their own MEC for

the final three clinical years of the course. In Songkhla Province, CPIRD students

learn as well as practice with patients in Hatyai Tertiary Hospitals, while national
track students learn and practice in the PSU Hospital. Currently, both the CPIRD




and national track programs organise their clinical placements in the same way.
Traditional block rotations are used in the clinical years, incorporating fields such
as paediatrics, obstetrics/gynaecology, surgery, orthopaedics, emergency
medicine, psychiatry, ambulatory medicine, community medicine, and family
medicine. In the final year, national track students generally have a single six-
month rotation for clinical practice in an affiliated Ministry of Public Health
tertiary hospital, whereas CPIRD students mostly practice in their regional

tertiary hospital with only short rotations into the university hospital.

All students must pass a series of three comprehensive National License
Examinations that cover all domains of the national competency-based medical
education curriculum. Both national and CPIRD tracks graduate with the same
degree of Doctor of Medicine. CPIRD graduates are obligated to work in general
practice in rural hospitals within their home district for three years following
graduation. National track graduates are also obligated to practice for three

years in a rural hospital but may do this in any rural site in Thailand.

1.4.2 Outcomes of CPIRD

CPIRD has run many collaborative projects across Thailand over the past 20
years supporting the production of 5,927 doctors from 1999 to 2014. From only
eight students graduating in the first cohort in 2000 from the first single MEC,
the project’s output increased to 904 graduates per annum in 2014. Results of
CPIRD graduates to date are quite impressive with a graduation rate of 95.6%,
comparable to the national track students who have an overall pass rate for the
Thai National License Examinations of 99.6%. Additionally, 8.5% of CPIRD
graduates have graduated with Honours. Currently, CPIRD graduates comprise
39% of all doctors entering rural hospitals each year, resulting in an overall

increase in the number of doctors in rural areas (Arora, 2015).

The favourable effects of the CPIRD program might be explained by a number of

political strategies implemented, such as establishment of medical schools and



facilities outside the capital and across regional areas, targeted rural-background
student recruitment, and compulsory service requirements in rural and remote
areas. It is suggested that these measures increase the likelihood of medical
graduates to choose to work in rural areas and subsequent retention of doctors
in the Ministry of Public Health service hospitals (Nithiapinyasakul, Arora &
Chamnan, 2016).

CPIRD has partly addressed the problem of rural doctor shortage in Thailand
through increased graduate numbers entering bonded rural general practice.
Although the CPIRD project has successfully recruited more doctors to work in
rural areas, the rural retention rate for CPIRD graduates is not as high or as
sustained as anticipated, despite these doctors having rural backgrounds. This
means that the goal of the CPIRD project “to educate rural-origin students to
become rural doctors and retain them in rural communities” is not yet fully
realised (Arora, 2015).

Pagaiya et al. (2015) examined rural doctor retention in Thailand over the 2000s.
Entry data was collected from 7,157 doctors graduating into the Ministry of
Public Health service between 2000 and 2007. There were 1,093 graduates from
the CPIRD track and 6,064 who graduated through the national track. Doctors
were considered as having been successfully retained in rural areas if they had
worked for more than three years in the Ministry’s services. The retention rate at
rural hospitals was 29% for the CPIRD doctors compared to 18% for those from
the national track. Furthermore, overall median retention time (the length of
time in years until half the doctors had left the rural areas) was 3.7 years. The
national track doctors had a significantly higher tendency to leave rural areas of
1.3 times higher than the CPIRD track doctors over the period between 2000 and
2011 (Pagaiya et al., 2015).

Unfortunately, retention periods have reduced over time. CPIRD graduates had a

median retention time of 8.0 years for the 2002 cohort, which decreased to 3.9
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years for the 2007 cohort. National track doctors had a high median retention
time of 8.4 years for the 2000 cohort, but this dropped to 3.1 years for the 2007
cohort. As a consequence, CPIRD is now focused on pursuing opportunities to

improve retention of rural doctors.

1.5 Medical Education’s Contribution to Rural Doctor
Retention

Internationally, factors that have been demonstrated to be associated with rural

medical practice retention in the USA, Canada, and Australia include: rural

background, rural schooling, having a rural partner, and, importantly, rural

undergraduate and postgraduate training (Laven & Wilkinson, 2003; Lee &

Nichols, 2014).

In Australia, medical education plays an important role in recruiting rural
physicians. The location, mission, and curriculum of a medical school can
influence the likelihood of graduates to choose rural practice (Worley et al.,
2008; Sen Gupta, Murray, Hays, & Woolley, 2013). In a number of developed
countries, the evidence is that decentralised medical schools, located in rural
areas, with a rurally-focussed curriculum, and providing early and repeated
exposure to rural learning experiences are most successful in graduating
physicians who choose to practice in rural areas (Young, Kent, & Walters, 2011).
Curran and Rourke (2004) described strategies that medical schools can adopt to
contribute to efforts to recruit and retain physicians in rural communities
including rural student recruitment, admission policies, rural oriented medical
curriculum, rural practice learning experiences, faculty values and attitudes, and
advanced procedural skills training. These are areas which medical schools have
direct control of, and which have been shown to influence the likelihood of

medical students entering rural primary care practice.

Hancock, Steinbach, Nesbitt, Adler, and Auerswald (2009) explained that rural

exposure via education, recreation, or upbringing facilitates future rural practice
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through four major pathways. In this study, located in the USA and Canada,
desires for familiarity, sense of place, community involvement, and self-
actualisation were the major motivations for initial and continuing small-town
residence choice. Similarly, based on a multi-university Australian study, Walker,
DeWitt, Pallant, and Cunningham (2012) reported that students from rural
backgrounds were ten times more likely to prefer to work in rural areas when
compared with other students. Students agreed that their rural clinical school
experience increased their interest in rural training and practice, as well as their

consideration for employment in rural practice.

Hancock et al. (2009) proposed that another rural practice predictor to retain
rural doctors is exposure to rural medicine by providing opportunities for
students to choose rural electives during medical school. This was found to have
a greater influence on decisions to practice rural medicine for those students

raised in urban areas.

Eley, Synnott, Baker, and Chater (2012) found that the primary drivers of, and
influences on, early rural career decisions were: rural experience in the rural
clinical school; personal and family reasons; and specialty training requirements.
Specifically, rural experiences influenced students to pursue primary care
specialties and consider rural practice (Barrett, Lipsky & Lutfiyya, 2008) with
longitudinal rural programs increasing the proportion of medical students

choosing a primary care career (Pfarrwaller et al., 2015).

Although Thai medical students have opportunities to learn community medicine
and family medicine in their medical programs, all of these opportunities are
short-term, ranging from one day to a maximum of ten weeks spent in rural
communities. In contrast to the studies based mainly in Australia, New Zealand
and North America, Thai medical education tends to be discipline-based learning
with no real community engagement. From the examples of successful outcomes

in rural training elsewhere, CPIRD authorities are aware of the above evidence
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and seek to act as a change agent in Thai medical education. CPIRD aims to
create authentic opportunities for students to experience Rural Community-Based
Medical Education (RCBME) in Thailand in order to increase students’
opportunities for exposure to rural general practice and engagement before
graduation.

1.6 Rural Community-Based Medical Education

For the purposes of this thesis, RCBME is defined as:

“A mainly clinical placement where learning activities take place within a rural
community. Students, clinical teachers, members of the community and
representatives of health and other sectors actively contribute to the educational
process with the aim to produce community-oriented doctors who are able and
willing to serve their community and deal effectively with health problems at

primary and secondary care levels.” (Worley, 2002a)

This is based on Worley’s definition of RCBME (Worley, 2002a) with specific focus

on the rural context.

1.7 Hatyai Medical Education Centre: The Site of Study

To fulfil the needs of CPIRD, Hatyai Medical Education Centre was established in
1998. Hatyai MEC is located within the Hatyai Hospital in Songkhla Province in
collaboration with the PSU Faculty of Medicine. In 1999, the first 20 Hatyai
CPIRD students were admitted to the PSU Faculty of Medicine for pre-clinical
learning, then transferred to Hatyai MEC, Hatyai Hospital, for clinical practice
placements in 2002. All students successfully graduated in 2005, and were
deployed to rural hospitals in their own rural-origin sites (L. Haura, personal

communication, October 15, 2015).

Hatyai MEC is now successful and well organised. With a capacity of 150 clinical
educators with different specialties, and learning resources together with medical

facilities in Hatyai Hospital, the CPIRD stream is running successfully. Between
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2005 and 2015, 271 CPIRD students graduated from Hatyai MEC and were
placed in rural hospitals in Songkhla and ten surrounding provinces as general
practitioners (Hatyai Medical Education Centre, 2015).

Based on the international evidence-based information on strategies for rural
doctor retention, as summarised above, CPIRD now plans to develop the medical
curriculum for CPIRD students by introducing RCBME within the course. This is
innovative in the Thai context. The introduction of rural community placements is
intended to give CPIRD students opportunities to experience rural general
practice as well as engage with their local communities prior to working there
after graduation. The intention is to ensure that CPIRD students are able to
practice and live in the rural communities, as suggested by Hancock et al.

(2009), providing more rural exposure than for the previous cohort.

Hatyai MEC was selected by the Ministry of Public Health to be the first site to
pilot RCBME in the lower Southern Region. The proposed new community-based
medical course aims to promote appropriate community engagement and rural
clinical placements to prepare graduates to become rural general practitioners
who will stay in their communities. Revision of the Hatyai CPIRD medical
curriculum commenced in 2015 and incorporates a RCBME program. The new
RCBME model in Songkhla Province is a hybrid urban-rural community clinical
placement across the six years of the medical course for CPIRD medical
students. Community placements in rural areas vary depending on the academic
year of CPIRD students. The first-year CPIRD students participate a four-week
activity with the health professionals in the rural hospital within their home
district, in order to introduce the role of each rural health professional and their
interprofessional team. The CPIRD medical students are provided with a three-
week block immersion for the second year, with the focus of this block being
rural health determinants of community members. In addition, medical students
are assigned a family in a rural district to regularly monitor the health issues of

family members in years 2 and 3 of the course. This is the first time students
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receive clinical experiences during the course. In the third year (the final pre-
clinical year) students return to the rural area for a four-week community
medicine placement, where students research the health problems in their rural
district.

Plans have commenced for the clinical years of the medical course here rural
general practice in Hatyai MEC affiliated rural hospitals will be included in the
curriculum revision. The revised community-based curriculum will commence for
fourth-year CPIRD students for the first time in 2019. When CPIRD students
move to Hatyai MEC for the final three clinical years of the course, they will
continue to experience clinical practice through multiple discipline-based hospital
rotations. Additionally, CPIRD students will be scheduled with 12-week
compulsory, general practice-based rotations in the rural hospitals, annually in
each of the three clinical years. The rural-based rotations are proposed for
students to experience general practice in the real workplace under the
supervision of rural clinicians, and to engage with rural patients, health

professionals, as well as local community members.

Although there is evidence regarding RCBME in the international contexts, these
contexts are not the same as the Thai context. Therefore, Hatyai CPIRD would
explore whether the RCBME concept is adaptable to the rural context in

Thailand. This research provides a case study, based in the first Thai province to
plan a RCBME program, using stakeholder consultation as a means of
understanding the fit of RCBME to this context. As a theoretical framework, the
case study will use the concept of Worley’s symbiosis model (Worley, 2002a) that

has emerged as central to successful implementation of RCBME elsewhere.

1.8 Summary

Since the 1990s, Thailand has recognised, and sought to remedy, the rural
doctor shortage and maldistribution as well as encourage rural doctor retention.

The Ministry of Public Health has sought to co-facilitate rural-origin medical
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students to become rural general practitioners under the CPIRD project since
1994. This program accounts for one-third of the total publically funded medical
student graduates in Thailand each year. CPIRD has been established as a
partnership model to increase the numbers of doctors in Thailand. The country
has already achieved this with relatively little investment by using existing

resources.

Despite this collaborative model of doctor education, challenges still exist to
overcome the rural doctor maldistribution as well as low rural doctor retention in
rural areas. It can be argued that while CPIRD increases the number of
graduates who are from rural backgrounds and mandates three years of rural
general practice, retention beyond the mandatory three years postgraduate

service is low.

Based on the evidence in literature, it is proposed that a RCBME program will
foster stronger connection to rural practice and reduce attrition of trained
doctors working in rural areas. CPIRD is seeking to develop Thai Rural
Community-Based Medical Education (RCBME) in order to address the problem of
rural doctor shortages.

In order to roll out such a significant educational program in Songkhla Province,
the researcher and other members of CPIRD must engage local rural general
practitioners, other health services, and community stakeholders to support and
drive the RCBME program locally. This study explores the understanding and
expectations of stakeholders in Songkhla Province who will be invited to engage
in RCBME and considers how these attitudes and expectations align with, or
differ from, the views of stakeholders in Western countries where RCBME

programs are well established.
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CHAPTER 2: LITERATURE REVIEW

2.1 Introduction

In Chapter 1, the Thai medical context and CPIRD medical education program
were described, and the case for implementing a curriculum of Rural Community-
Based Medical Education (RCBME) in the Thai context was outlined. In this
chapter, the relevant literature regarding RCBME and rural community
placements is reviewed to collect evidenced-based articles and meaningful
information. The intent of this chapter is to answer the question "What are
Stakeholders’ views of successful RCBME programs in the international

literature?”

2.2 Conceptual Framework

The aim of this chapter is to present a narrative review of the medical education
literature describing stakeholders’ views of successful RCBME programs in the
international context. This review of the literature uses ‘symbiotic clinical
education’ as a conceptual framework to describe the quality and the model of
relationships in RCBME (Prideaux, Worley, & Bligh, 2007). Symbiosis provides a
system-level framework to conceptualise clinical education and the
interrelationship between sectors and medical stakeholders. The symbiotic
clinical education model was developed by Worley (2002a) around four
fundamental relationships and, importantly, the student is located at the centre
of these relationships:

* A clinicians—student—patients relationship;

* A university—student—health service relationship;

* A government—student—community relationship; and

* A personal principles—student—professional expectations relationship.

These relationships are schematically depicted as intersecting in a relationship
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wheel with the medical student situated at the centre of all four axes. When
relationships are mutually beneficial, meeting the needs of all parties, the
medical student can experience an optimal learning environment (Figure 2.1).
This symbiosis framework was used to organise the literature review findings,
which described stakeholders’ views of RCBME programs in the international
context. These findings will be demonstrated below in each relationship defined
by the symbiosis model.

=)
&) V

/
\
L /

Figure 2.1: The relationship wheel: the four fundamental relationships in the
symbiosis framework

\

Reproduced from “Relationships: A new way to analyse community-based medical education?
(Part one)” by P. Worley, 2002, Education for Health, 15(2), p. 119

2.3 Literature Search

The literature was initially searched via Pubmed and Medline database using
search terms of “"community-based medical education”and “rural health” and
“undergraduate”. 252 articles were identified (56 articles from Pubmed and 196
articles from Medline). Prior to reading the abstracts, the inclusion and exclusion
criteria were defined for this review. Inclusion criteria included: original research
articles; placements involving medical students; clinical placement for programs

in rural areas (hospital or clinic); a minimum duration of two weeks full-time



equivalent mainly in clinical practice; and general practice or primary care that
provides continuity of patient population in same location. Abstracts were
included where they involved compulsory medical school, elective programs and
extra-curriculum placement programs. Exclusion criteria included: articles written
before 1970; nonclinical placements or programs involving solely preclinical
medical students; and articles not published in English or where no abstract was
available.

The 252 abstracts were scanned, 23 duplicate articles were removed, and 190
articles were excluded at the abstract stage. The most common reasons for
exclusion of articles at this stage were that the article was not judged to be
original research, there was no abstract available, the article did not have a
clinical placement component, or was a specialist-based program rather than

involving general practice (Figure 2.2).

Thirty-nine articles meeting the inclusion criteria were continued to the full-text
review. At the full-text stage, articles were excluded if they did not have data
important to RCBME stakeholders. At this stage of the literature review, 26
articles were discarded and 13 articles were included in this literature review.
The most common reasons for exclusion of articles were no full-text available,
mainly non-clinical placements, no clinical placement program mentioned, and no
data important to stakeholders. Additionally, the reference list in each retained
article was scanned for other papers that met the study inclusion criteria. This
harvested 27 additional articles which were then included, bringing the final

number of included articles to 40, as summarised in Figure 2.2.
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56 articles from PubMed plus : )
196 articles from Medline were 23 duplicated articles were removed

initially searched (N = 252)

190 articles were excluded from the abstract
stage

* 55 no original articles

* 41 no abstract available

229 articles were included * 36 no clinical placement programs mentioned
for abstract review stage « 15 preclinical year students

* 11 specialist-based programs

* 8 no data important to stakeholders

* 7 no relation to medical students

* 6 non-clinical programs

* 4 no continuity of patient/location

¢ 3 placement duration less than 2 weeks

* 3 no rural placements

* 1 no English language content

26 articles were excluded from the full-text

stage
o 5 no full-text available
39 articles were o 4 no clinical placement program
included for full-text mentioned
review o 4 non-clinical program

o 4 no data important to stakeholders
o 3 no rural placements

o 2 no original articles

o 2 preclinical year program

o 1 preclinical year students

o 1 specialist-based program

27 additional articles included from
the references

40 articles were included in 4 articles excluded by CASP tool
CASP evaluation of evidence (as judged as poor level of
evidence)

36 articles were finally
included in the study

Figure 2.2: Chart of literature review process
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These 40 articles were then appraised using the Critical Appraisal Skills
Programme (CASP), a tool for the evaluation of randomised controlled studies,
and qualitative and quantitative research studies. CASP is a robust tool
developed by the Oxford Regional Health Authority from the educational
methods of McMaster University of Canada (Public Health Resources Unit of
England, 2006). It consists of eight critical appraisal tools designed to evaluate
differing study methods. When the methodology was found to be valid and
reliable, and the interpretation of results was appropriate, a more detailed
appraisal was undertaken by the researcher using the remaining questions of the
tool. A score was allocated for each positive answer recorded, giving a possible
overall score of ten. Scores of eight to ten were considered to have high-level
evidence, those from four to seven were medium-level evidence, and those with
less than four were low-level evidence. All 40 articles were critically appraised
and the results are included in Table 2.1 with classification of the level of
evidence by the CASP tool. Four articles with low-level evidence were excluded
from the study, resulting in a total of 36 articles finally included in the literature

review of this thesis (Figure 2.2).

Table 2.1: Level of evidence of literature review articles by the first author and date

Articles with high-level evidence

Denz-Penhey (2004), Worley (2004a), Worley (2004b), Worley (2006), Critchley (2007), Denz-
Penhey (2008), Halaas (2008), Mihalynuk (2008), Walters (2008), Wilson (2008), Stagg
(2009), Couper (2010), Hudson (2010), Couper (2011), Walters (2011a), Young (2011),
Hudson (2012), Konkin (2012), Daly (2013), Forster (2013), Hudson (2015), Shahi (2015),
Smith (2015)

Articles with medium-level evidence

Pittman (1977), Verby (1988), Worley (1999), Worley (2000), Lang (2005), Florence (2007),
Glasser (2008), Zink (2008), Eley (2009), Power (2010), Walters (2011b) Cristobal (2012),
Takamura (2015)

Articles with low-level evidence

Walters (2003), Liaw (2005), Omotara (2006), Fogarty (2012)
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2.4 Review Results

Of the 36 articles, the majority were from Australia (Couper & Worley, 2010;
Couper, Worley, & Strasser, 2011; Critchley, DeWitt, Khan, & Liaw, 2007; Daly,
Perkins, Kumar, Roberts, & Moore, 2013; Denz-Penhey, Murdoch, & Lockyer-
Stevens, 2004; Denz-Penhey & Murdoch, 2008; Eley & Baker, 2009; Forster,
Assareh, Watts, & McLachlan, 2013; Hudson, Weston, Farmer, Ivers, & Pearson,
2010; Hudson, Knight, & Weston, 2012; Hudson, Thomson, Weston, & Knight-
Billington, 2015; Shahi, Walters, Ward, Woodman, & Prideaux, 2015; Smith,
Jones, & Fink, 2015; Stagg, Greenhill, & Worley, 2009; Walters, Worley,
Prideaux, & Lange, 2008; Walters, Prideaux, Worley, & Greenhill, 2011a; Walters
et al., 2011b; Worley & Lines, 1999; Worley, Silagy, Prideaux, Newble, & Jones,
2000; Worley, Esterman, & Prideaux, 2004a; Worley, Prideaux, Strasser, March,
& Worley, 2004b; Worley, Prideaux, Strasser, Magarey, & March, 2006; Young et
al., 2011), and from the USA (Florence, Goodrow, Wachs, Grover, & Olive, 2007;
Glasser, Hunsaker, Sweet, MacDowell, & Meurer, 2008; Halaas, Zink, Finstad,
Bolin, & Center, 2008; Lang, Ferguson, Bennard, Zahorik, & Sliger, 2005; Pittman
& Barr, 1977; Power, Harris, Swentko, Halaas, & Benson, 2010; Verby, 1988;
Zink, Halaas, Finstad, & Brooks, 2008). Other countries represented include:
Canada (Konkin & Suddards, 2012; Mihalynuk, Bates, Page, & Fraser, 2008);
Scotland (Wilson & Cleland, 2008); Japan (Takamura, Ie, & Takemura, 2015);
and the Philippines (Cristobal & Worley, 2012).

There were 20 RCBME programs described in the 36 articles representing a wide
range of clinical placement durations from two half-day sessions per week for
several years, and four-week to twelve-month attachments, with the majority
being one-year-long longitudinal integrated programs. These RCBME programs
were provided for clinical-year medical students, for which the penultimate year
was most common (see Appendix 1). The symbiotic model was used to group
the articles according to the stakeholder relationship axis to which the content

related. Some articles contained data relevant to more than one axis.
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2.4.1 Clinicians—Student—Patients Relationship

There were 17 articles that considered the success of RCBME programs from the
perspective of a clinicians—student—patients relationship; six reported clinician
stakeholder perspectives, 14 reported student perspectives, and five reported
patient perspectives of RCBME. The details in each article which related to the

clinical relationship were summarised in Appendix 2.

The main descriptors of RCBME success from clinicians/rural general practitioners
(GPs) or preceptors/supervisors included that RCBME programs were a viable
means for teaching students to recognise, appreciate, and employ authentic
approaches to patient care. Rural doctors described a sense of mentorship and
valued continuity of teaching (Walters et al., 2011a). One style of RCBME, known
as a longitudinal integrated clerkship (LIC), was seen as a particularly
constructive way for preceptors to teach, and for students to learn (Walters et
al., 2011a; Worley et al., 2004b). Doctors involved in RCBME LICs described
students contributing to their capacity to care for patients, making it time

efficient to supervise students (Walters et al., 2008).

Rural clinicians who chose to supervise medical students described how they
experienced professional pride in relation to their role as a preceptor (Walters et
al., 2011a). They described seeing students as novice peers and potential future
partners in rural general practice (Walters et al., 2011a) They were motivated in
their roles as preceptors, and facilitated students to improve their clinical
performance over time and achieve generalist competencies (Couper et al.,
2011; Walters et al., 2011a). Supervision relationships developed over time and
resulted in changes in the dynamics of the triangular relationship between
clinician, patient, and student in general practice consultations (Walters et al.,
2011a).

Student perspectives of RCBME included appreciation for continuity of learning

and continuity of patient care. Rural experiences offered students a significant
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amount of clinical learning when compared to those in urban training. Students
moved from theoretical knowledge of disciplines to experiential knowledge as a
result of their rural clinical learning (Denz-Penhey & Murdoch, 2008). RCBME
provided students with numerous opportunities for learning, including improving
knowledge and clinical skills, longitudinal exposure to common diseases, hands-
on experiences, and decision making. These skills were exercised when students
had an authentic role in rural general practice (Couper et al., 2011; Shahi et al.,
2015; Smith et al., 2015; Worley et al., 2000; Worley et al., 2006).

RCBME students in longitudinal programs spent a significantly longer time
carrying out direct patient care than block clerkship students in tertiary hospitals
who were more likely to be observing care. This could have the paradoxical
result that LIC students saw fewer patients than block clerkship students
because they were taking greater responsibility for the patient and interacting
with them for longer (Shahi et al., 2015). Rural experiences could support
RCBME students’ learning through exposure to common conditions as various
patients 'walked through the door’ of general practice (Worley et al., 2006, p.
112). However, some students expressed concern that they did not see a wide
diversity of patients, as they were dependent on the arbitrary nature of primary

care attendances (Couper & Worley, 2010).

In RCBME, students felt valued due to the learner-centred environment in the
community-based program. They were valued for their contribution to patient
care through participatory learning (Worley et al., 2006; Zink et al., 2008).
Continuity of learning and clinical care between the hospital and the clinic
reportedly enabled students to follow patients between these contexts in a way
that was not possible in urban practice (Takamura et al., 2015). Being able to
follow the same patients over extended periods of time enabled students to be
exposed to the entire longitudinal course of illness. Students had the opportunity
to understand the journey of the illnesses of their patients, including stepwise

progression and deterioration or, conversely, the improvement in a patient’s
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health that occurred over period of attachment (Mihalynuk et al., 2008). In
addition, students in LICs had a continuity of the clinical setting enabling them to
spend less time and energy having to frequently orientate themselves to new
wards, staff, and protocols (Shahi et al., 2015; Worley et al., 2006).

The majority of patients perceived that it was acceptable to have students
participate in their consultations in RCBME (Hudson et al., 2010; Pittman & Barr,
1977), and most were satisfied with the service they received when seeing a
student as part of their consultation (Couper & Worley, 2010). Hudson'’s study
describes students undertaking a longitudinal placement where patients
described satisfaction with increased patient-student contact, which resulted
from continuity of care (Hudson et al., 2010). Most patients reported that the
length of time the students spent with them was sufficient to address their issues
(Couper & Worley, 2010; Hudson et al., 2010). Students did not make patients
feel uncomfortable and patients did not think students interfered with the doctor-
patient relationship (Couper & Worley, 2010). Rather, patients perceived the
clerkship environment as patient-centred and student-centred (Hudson et al.,
2012). Patients also believed that during an extended placement, the patient-
student-doctor relationship was important in facilitating active participation of
students, allowing them to become a central clinical team members, value-
adding and improving access to patient care (Hudson et al., 2012). Patients
actively participated in students’ clinical learning, spending time being involved in
teaching with students, for example teaching them about their illnesses, and
they felt that they played an important role in developing students’ clinical skills
(Hudson et al., 2010).

On the other hand, there were concerns regarding the clinician-student-patient
relationships that were reported in the literature. Some clinicians who were
responsible for students as academic preceptors complained of individual time
pressure from their clinical workload when students were consulting for patients

(Walters et al., 2011a). Some students in a low-resource environment perceived
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that although the level of clinical supervision from faculty members was
satisfactory, they disagreed that the supervision completely met their needs
(Smith et al., 2015). Students who undertook clinical placements in the Solomon
Islands felt less able to apply the evidence-based practice in the clinical resource-
poor environment (Smith et al., 2015). In addition, a few patients expressed
their reluctance to allow students to conduct consultations independently.
However, after consultation, patients reported they would have accepted higher

levels of involvement than actually occurred (Hudson et al., 2010).

2.4.2 University—Student—Health Service Relationship

There were 20 articles that considered the success of RCBME programs from the
perspective of university—student—health service leader relationship: 11 reported
clinician/preceptor stakeholder perspectives, six reported faculty member
perspectives, and 17 reported student perspectives of RCBME programs. The
details in each article relating to the institutional relationship were summarised in

Appendix 3.

Rural health services often report being under pressure to provide a significant
volume of medical services to the populations they serve, such as GP
appointments and inpatient admissions. A nhumber of articles describe how
models of RCBME reduced the potential impact of student placements on the
efficiency of stretched rural health services. The feasibility of longitudinal student
placements in the general practice setting (including impact on number of
patients seen) was demonstrated through use of a parallel consulting model
whereby additional infrastructure capacity enabled the student to see a patient
‘in parallel’ prior to the GP joining the consultation, after completion of the GP’s
own consultation (Couper & Worley, 2010; Walters et al., 2008). While there was
a higher time commitment at the beginning of longitudinal placements, this

decreased as students became more skilled (Worley et al., 2000).

Long-term RCBME programs reportedly led to students feeling positively valued
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and highly accepted by staff at their local hospitals (Smith et al., 2015; Worley et
al., 2006; Young et al., 2011; Zink et al., 2008). In another study, in the
Solomon Islands, the local hospital staff perceived that the RCBME program,
which partnered with an Australian medical school of rural clinical attachment for
medical students, helped improve the capability of the hospital (Smith et al.,
2015).

More challenging to measure is the impact of RCBME on quality of health care
service in rural areas. One study suggested that helpful collaborations between
academic staff and local hospital clinicians involved in developing the program, in
addition to being a cost-effective investment, was able to sustain the quality of
the local hospital service in a poor rural area (Cristobal & Worley, 2012). This
RCBME in the Philippines reported an association between improved quality of
care and the formation of an innovative medical school in a low-resource
developing world setting with student recruitment from the local region. This
study found a significant reduction in rates of infant mortality, a major problem
in the poor-resource region. The Solomon Islands RCBME reportedly also raised
the quality of patient care (Smith et al., 2015). In relation to health outcomes in
primary care, a small number of studies in low-resource areas have found
improvements in medical screening and chronic disease management in
individual patients (Cristobal & Worley, 2012; Smith et al., 2015).

Organisational partnerships between rural health services and universities were
facilitated through personal relationships (Worley & Lines, 1999). Rural clinicians
appreciated their relationships with the universities and with the students, taking
great pride in being part of the academic endeavour to help train the future
generation of doctors (Couper & Worley, 2010). Rural clinicians also valued
continuity of relationships with students, sometimes providing mentorship over

many years after student placements were completed (Young et al., 2011).

Some longitudinal placements in rural areas have recruited general practitioners
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new to teaching (Denz-Penhey et al., 2004). Preceptors in year-long RCBME
programs reported a need to develop teaching skills due to their greater
responsibility for student developmental learning. The teaching role, which was
supported by the university, gave new meaning to their practice (Couper &
Worley, 2010) and provided professional enrichment and variety from routine

consulting (Walters et al., 2011a).

Medical schools have engaged in RCBME with a view to providing students with
exposure to these settings while deliberately seeking to mitigate risks of poor
student results. As a consequence, there has been considerable focus on student
academic performance in longitudinal RCBME programs such as Flinders
University’s Parallel Rural Community Curriculum (PRCC). There is consistent
evidence from the PRCC program that the rural context is producing graduates of
comparable academic and clinical standard to students in more traditional urban
tertiary hospital placements (Worley & Lines, 1999; Worley et al., 2004a).
International findings are consistent, with academic results of students in other
longitudinal rural placements reported as not being inferior to students with
traditional block rotations in tertiary hospitals (Glasser et al., 2008; Power et al.,
2010; Verby, 1988; Wilson & Cleland, 2008; Worley & Lines, 1999; Worley et al.,
2004a). However, one study from the USA reported that students participating in
the Rural Physician Associate Program (RPAP) demonstrated non-superior
performance on a small number of OSCE stations that assessed applied
knowledge of specific content taught in the traditional clerkship curriculum
(Power et al., 2010).

On the other hand, some rural clinician preceptors expressed concerns about
extending their working hours to fit in time for teaching, and felt overall that LIC
students initially took more time because of individualised mentoring and
disruption to clinic hours (Walters et al., 2011a). However, these concerns
decreased when students subsequently became more skilled (Worley et al.,

2000). One study from Japan reported a supervisor’s concern regarding a more
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careful consideration of assessment for students undertaking long-term
placement, compared to short-term placement students (Takamura et al., 2015),
whereas in the USA, Verby (1988) described that there were initial problems
affecting the quality of the clinical placement program, such as students’
evaluation bias of faculty members and preceptors, cancellation of faculty
members’ visits to communities, and evaluations by preceptors not being
delivered within expected timeframes. Even in the Flinders PRCC program, which
has been successful in Australia, some concerns could be problematised, for
instance, the process of rural site selection, program standardisation in each
rural site, ensuring exposure to all specialist disciplines, communication, student
and preceptor support, and dealing with students’ personal issues (Couper &
Worley, 2010). Others reported the geographical and academic isolation (Daly et
al., 2013), as well as the curriculum content and delivery, might be potential
challenges for placement programs in rural and remote settings (Denz-Penhey et
al., 2004).

In the low-resource setting, some students also expressed concerns that they did
not have sufficient opportunity to raise their issues and concerns in the post
placement debriefing experiences (Smith et al., 2015). The resources provided
did not meet the students’ needs, specifically a lack of internet access for
Skyping supervisors and educators, information, as well as resources and
guidelines (Smith et al., 2015).

2.4.3 Government—Student—Community Relationship

There were 14 articles that considered the success of RCBME programs from the
perspective of governments, students, and community stakeholders: four
reported community stakeholder perspectives, four reported student
perspectives, and seven reported government expectations of RCBME programs.
The details in each article which related to the social relationship were

summarised in Appendix 4.
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Governments almost universally invest financially and politically in RCBME
programs as a rural medical workforce strategy. As a result, considerable
numbers of publications seek to connect RCBME with rural workforce outcomes
(Couper & Worley, 2010; Cristobal & Worley, 2012; Critchley et al., 2007; Denz-
Penhey & Murdoch, 2008; Florence et al., 2007; Forster et al., 2013; Glasser et
al., 2008; Halaas et al., 2008; Lang et al., 2005; Stagg et al., 2009; Verby, 1988;
Walters et al., 2011b; Wilson & Cleland, 2008; Worley et al., 2000; Worley et al.,
2006; Young et al., 2011). RCBME programs are perceived to offer students
valuable connections to the rural life (Denz-Penhey & Murdoch, 2008; Walters et
al., 2011b), and greater interest in rural primary care (Florence et al., 2007),
especially for students with rural backgrounds (Halaas et al., 2008; Stagg et al.,
2009). RCBME graduates from Australia, the USA, and Canada have consistently
indicated more interest in working in rural communities compared to their
traditionally educated peers (Florence et al., 2007; Young et al., 2011). Outcome
data demonstrates high percentages of graduates working in rural areas
(Florence et al., 2007; Verby, 1988), suggesting that RCBME programs moderate
students’ career choices in favour of rural primary care (Cristobal & Worley,
2012; Halaas et al., 2008; Verby, 1988; Zink et al., 2008).

Local community members also consistently express a desire for medical
students on RCBME placements to return to their community once they are
qualified doctors (Couper & Worley, 2010; Hudson et al., 2010). Local
community stakeholders perceived that students’ RCBME experiences could
positively influence student interest in rural careers (Couper & Worley, 2010;
Cristobal & Worley, 2012; Forster et al., 2013; Walters et al., 2011b; Young et
al., 2011). Students perceived that the rural rotation could encourage students’
interest in, and understanding of, rural medicine (Eley & Baker, 2009). Local
community members also recognised a more immediate gain from having
medical students on RCBME placements. Many community members recognised

that rural clinical placements positively influenced RCBME students’
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understanding of rural community-based practice and the social makeup of the

local community (Couper & Worley, 2010).

Community members often viewed students as smart, respectful young people
who were valued by the community stakeholders for their contribution to the
community beyond their contribution to medical services in their work-integrated
learning. Their engagement in the community through sports, church activities,
local service clubs, and other cultural activities was seen as making a significant
contribution to the local community (Walters et al., 2011b). Even in short-term
RCBME placements, local community members recognised that student
participation with the local community contributed both to student experience
and to local community capacity through factors such as renting accommodation,
contributing to community health promotion activities, participating in
recreational activities, and, more generally, as members of the community
(Smith et al., 2015; Walters et al., 2011b; Young et al., 2011).

Students lived and worked in the context of their patients. They had the chance
to see and experience the rural context of illness and health care (Couper &
Worley, 2010), including having an opportunity to see patients outside of the
medical context and achieving community rapport (Worley et al., 2006). During
the rural placements, students could develop personal relationships with patients
as well as a culture awareness of the local community, thus facilitating their
understanding of people in rural areas and contributing to their own

preparedness for rural practice (Couper & Worley, 2010).

2.4.4 Personal Principles—Student—Professional Expectations
Relationship

There were 24 articles that considered the success of RCBME programs with
regard to a personal principles—student—professional expectations relationship.
All articles reported student perspectives, while six reported preceptor or faculty

member perspectives. The details in each article which related to the personal
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and professional relationship were summarised in Appendix 5.

RCBME programs typically reported low student to supervisor ratios, which
allowed comfort and familiarity to quickly develop between students and their
preceptors during their clinical placements (Zink et al., 2008). Through teaching
and mentoring from clinician supervisors, students could develop a more collegial
relationship with their supervisors compared with the more hierarchical
relationship at the tertiary hospitals (Walters et al., 2011a; Worley et al., 2006).
A sense of trust often developed between students and their preceptors (Walters
et al., 2011a; Zink et al., 2008). Students reported that they felt great respect
for their preceptors (Zink et al., 2008).

Mentoring relationships fostered an emerging professional identity grounded in
ethical caring (Konkin & Suddards, 2012). Students were not just clinical
observers in the rural clinical placement, but they legitimately and directly
contributed to rural patient care (Couper & Worley, 2010). Students perceived
that they could meaningfully engage with patients and took responsibility for
their clinical care under supervision. In longer RCBME placements, students’ level
of responsibility grew steadily over time (Mihalynuk et al., 2008) and students
saw their rural preceptors as role models in clinical practice (Worley et al., 2006).
These preceptors supported the students to build their confidence and also
pushed them to step outside of their comfort zones (Zink et al., 2008).
Triangular interactions between students, clinicians, and patients evolved from
students observing the clinician-patient relationship to the clinician advising on

the student-patient relationship (Walters et al., 2011a).

Students felt a sense of ownership in the care of their patients, and described an
increase in their responsibility for patient care (Shahi et al., 2015; Walters et al.,
2011a). RCBME students described 'going to work’ each day, rather than going

to study, thus reflecting a sense of vocation in their day-to-day learning activities

(Worley et al., 2006, p. 114). Students’ professional ‘self’ developed as they
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progressed from the role of theoretical learner to that of clinical learner and then
co-worker, as they acquired legitimate roles in rural practice (Daly et al., 2013;
Walters et al., 2011a). Students undertook increasingly complex tasks as the
doctor-student relationship matured and trust and respect developed (Walters et
al., 2011a). This sense of vocation referred to students’ clinical competencies and
their responsibility for patients (Worley et al., 2006). Students were better able
to seek opportunities for learning and engage securely in self-reflection with their
supervisors (Denz-Penhey & Murdoch, 2008; Zink et al., 2008). This increased
their confidence and trust in their own judgment (Denz-Penhey & Murdoch,
2008), while enhancing their sense of personal efficacy and their ability to deal
with ambiguity (Worley et al., 2006). Students began to assume a more doctor-
like role, with their preceptors framing this role as that of a legitimate team
member (Worley et al., 2006).

Role modelling and mentorship by rural GP preceptors facilitated students to
identify with rural practice as a career (Worley et al., 2006). Rural clinical
placements positively influenced RCBME students’ understanding of rural
community-based practice and of the community (Takamura et al., 2015). Both
professional and personal relationships grew between students and their
teachers. Students watched their preceptors balance work and family obligations,
as well as personal expectations (Zink et al., 2008). Students were individually
mentored, guided and coached over a period of time, which provided them with

opportunities for personal growth (Couper & Worley, 2010).

The longer students stayed in the same rural location, the deeper relationships
they made, and the more likely they were to develop a rural personal identity
(Takamura et al., 2015). Students lived in the same context as their patients and
their teachers. They felt deeply connected to both patients and teachers, thus
having the chance to witness and experience the influence of rural life on their
preceptors’ life and work, and on their patients’ health care and ilinesses (Couper

& Worley, 2010). Students came to understand their preceptors’ and their own
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positions in the community beyond their clinical role (Couper & Worley, 2010;
Worley et al., 2000).

These positive impacts on personal and professional identities were not
guaranteed. The longitudinal type of experience, emphasising self-direction, did
not suit all students with some students requiring more structure (Couper et al.,
2011). Students accustomed to being directed could feel as if they were
floundering in the RCBME environment and having only a single supervisor could
become problematic if relationship issues arose (Worley et al., 2006). They could
also feel overworked with little time for specific learning (Couper et al., 2011;
Wilson & Cleland, 2008). Some students found it hard to set boundaries around
their working day and to manage their time effectively (Denz-Penhey et al.,
2004) and students in more remote locations could feel isolated (Couper et al.,
2011). Students also reported some uncertainty about their role with patients.
There could be a blurring of the lines between being a friend and a care
provider, and feelings of pressure because patients viewed them as being fully

responsible for clinical care (Worley et al., 2006).

2.4.5 Other Identified Stakeholders

There were three articles that considered the success of RCBME programs from
perspectives of other identified stakeholders, including nursing and
administrative staff members. The details in each article which related to other

identified stakeholders were summarised in Appendix 6.

Nurses described how the RCBME program had made a big impact on the
community, having improved the capacity of the hospital, and raised the quality
of care of patients as well as the overall standards of nursing care (Smith et al.,
2015). Depending on their role within the program, RCBME could offer
opportunities for nurses to gain clinical learning, personal and professional
development, and cultural awareness (Daly et al., 2013). Administrative staff

members’ perspectives included recognition of increased workloads related to
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student administration, however, this was seen as acceptable when students
were respectful and sought to engage with, and appreciate, the community
(Takamura et al., 2015).

2.5 Summary

This chapter draws on 36 quality articles describing 20 RCBME programs from
around the world to inform the reader of stakeholders’ views of RCBME, as
relevant to the research questions. These views were organised using Worley's
symbiosis model. RCBME enabled students to engage in work-integrated-learning
in @ manner which was considered acceptable and feasible by the majority of
clinician preceptors and patients. Universities have demonstrated that student
academic results were not compromised by student participation in RCBME
placements. Health services have been reassured that students have not
dramatically reduced the efficiency of their services, and clinician morale can be
improved through meaningful relationships with students. There is less clear
evidence that partnerships with universities have improved the quality of patient
care in health services. Governments have sought rural medical workforce
outcomes from RCBME and community members have expressed this at a more
individual level, encouraging students to return to their communities. Community
members have also valued the immediate contribution medical students can
make to the social capital of a rural town, particularly on longer placements.
Finally, there is good evidence that RCBMEs contribute to the development of
students’ professional identity as a clinician, a general practitioner, and a rural
doctor. Some evidence exists to demonstrate that mentorship also shapes

students’ personal and lifestyle expectations.

According to the literature review based on Worley’s symbiosis framework, these
findings demonstrate the experiences of stakeholders in RCBME programs in
multiple countries internationally. The range of positive impacts in regard to

successful RCBME programs in the literature would not only be expected to be
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replicated in the Thai context, but also the number of concerns which were
discovered from international stakeholders when considering whether the context
matters. Unfortunately, there are insufficient studies to make firm judgement on
whether all stakeholder views are consistent across programs, regions or
countries, and no international comparative studies have explored the question
of whether the context matters. Therefore, the research question of the thesis
seeks to inform the planning of RCBME in this new Thai context in Songkhla
Province. Relevant stakeholder groups, including medical students, clinical
educators, clinicians and other health professionals, patients as well as local
community members, involved in a Thai RCBME program must have a voice. To
address this question and understand the Thai context, this study explores the
Thai stakeholder views on the first RCBME initiative in Thailand. The next chapter

will describe research methodology and design for this thesis study.
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CHAPTER 3: RESEARCH DESIGN

3.1 Introduction

The previous chapter demonstrated the dearth of literature surrounding RCBME
in the developing world, and sets the scene for this study to explore questions
“What should RCBME in the Thai context look like?” and "Does context matter?”

Medical educators need to understand and conduct transparent and rigorous
medical education research in order to make informed decisions based on the
best evidence, rather than rely on their own hunches. Medical education research
has contributed considerably to advances by adding reliable new knowledge to
an existing body of educational knowledge, in order to produce best evidence to
improve teaching and learning, and inform effective curriculum design and

assessment (Tavakol & Sandars, 2014a).

In this chapter, a number of positivist and naturalistic paradigms are explored,
then types of qualitative research are described, before the researcher describes
the study research design and considers the research rigour and ethics of the

study.

3.2 Definition of Research

Research is “investigation or experimentation aimed at the discovery and
interpretation of facts, revision of accepted theories or laws in the light of new
facts, or practical application of such new or revised theories or laws” (Merriam-
Webster, 2013). The ultimate goal of research is to gain new knowledge that can
then be added to a body of existing knowledge in order to develop new insights

and create more useful knowledge to solve a problem.

In the terminology of research, a paradigm is a comprehensive belief system or a

worldview that provides a general perspective or framework to guide an
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understanding of the phenomenon under investigation.

3.3 Research Paradigms

Guba (1990) asserted that the paradigms adopted by educators respond to three
questions: (1) what is the nature of reality? (ontology); (2) what is the nature of
knowledge, its limitations and its relationship to the researcher? (epistemology);

and (3) how should the researcher go about finding out knowledge?

(methodology). In a research paradigm these themes would be congruent.

Medical education research is a careful or systematic study designed to answer
fundamental questions raised by medical educators in order to make educational
decisions that can be based on rigorous research-based findings rather than
personal experiences (Tavakol & Sandars, 2014a). Two main paradigms that
guide disciplined inquiry in medical education, the positivist paradigm and the

naturalistic paradigm, are discussed below.

3.3.1 The Positivist Paradigm
The positivist paradigm was introduced by Descartes in 1637 (Tavakol &

Sandars, 2014a). There is an objective reality that is directly observable and this
can be measured using mathematical models that can predict future events.
Descartes believed that the researcher must distance him/herself from the
participant to avoid any distortion of the interpretation of the findings of the
study. Positivists believe that objective collection of data and its analysis must be

independent of the opinions of the researcher.

Within positivism, a hypothesis is derived from a theory and then empirically
tested and replicated by a neutral researcher. Based on the result of a statistical
hypothesis test, the researcher identifies the relationship between cause and
effect within a value-free inquiry. There is an objective knowledge that is to be
discovered and human beings cannot socially construct this knowledge (Tavakol

& Sandars, 2014a). Although proponents of the positivist approach believe that
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there is a fixed and objective reality that can be investigated, post-positivists
argue that the absolute reality of knowledge can never be obtained but only
estimated. Even so, for positivists, the assumptions of post-positivism mostly
support quantitative inquiry approaches rather than qualitative inquiry

approaches in which the researcher is the instrument of analysis.

3.3.2 The Naturalistic Paradigm

A different perspective to understanding the world is the naturalistic view, which
is associated with constructivist qualitative inquiry approaches. According to the
constructivist epistemology, knowledge is the result of a dialogical process
between the self-understanding person and that which is encountered, whether
it be a text, a work of art, or the meaningful expression of another person. For
constructivist researchers, individuals do not passively receive knowledge, but
they actively construct knowledge through engagement with each other and the
social world of individuals, thus leading to the production of meaningful
knowledge (Tavakol & Sandars, 2014a).

In Table 3.1, the ontological, epistemological and methodological assumptions of

the positivist and constructivist approaches are summarised.
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Table 3.1: Assumptions of the positivist and constructivist approaches

Type of Positivist (Quantitative) Constructivist (Qualitative)
assumption
Ontology * The reality is singular * Multiple realities exist

Reality is constructed based on

cause and effect inferences

Each study participant has a
different view on the phenomenon

being studied

Epistemology

Knowledge is uncovered by
detached scientific observations
The reality is independent of
any opinions of the researcher
The research tries to minimise
subjectivity and to maximise

objectivity

Knowledge is socially constructed
through interaction of the
researcher with research
participants

The values of both the researcher
and the research participants
contribute to knowledge, and there

is a lack of neutrality and objectivity

Methodology

Deductive reasoning: statistical

hypothesis testing

o Objective and measurable

o Validation of theories

o Identifying associations
between variables

o Generalisation from samples
to population

o Rule-bound

o Statistical analyses

o Internal and external validity

o Sample is large or random

Inductive reasoning: theory or

hypothesis construction

o Subjective and non-measurable

o Explores participants’ experiences

o Provides rich description of the
phenomenon being investigated

o Generates hypothesis or theory

o Generalisation is less important

o Context-bound

o Sample size can be small (less

important than sample selection)

Source: Adapted from “Quantitative and qualitative methods in medical education research:
AMEE Guide No 90: Part I” by M Tavakol, and J. Sandars, 2014, Medical Teacher, 36(9), p. 747

3.4 Qualitative and Quantitative Research

Qualitative researchers use an inductive reasoning approach to generate

knowledge whereas quantitative researchers use a deductive reasoning approach
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(Tavakol & Sandars, 2014a). The process of the inductive approach begins with
exploring the specific details of participants’ experiences and inductively builds
more general principles of the phenomenon being investigated. On the other
hand, the process of the deductive approach begins with formulating a research
hypothesis about the phenomenon of interest, usually to test the theory. The
hypothesis is then tested using statistical procedures to support or refute this
hypothesis. Both approaches are important for generating knowledge and the
choice is based on the question being investigated. Moreover, qualitative and
quantitative approaches are not contradictory, but they are complementary. In
Table 3.2, the characteristics of qualitative and quantitative research are

summarised.

The research question in this study explores the perspectives of participants
regarding RCBME in the Thai context. In this regard, qualitative research design
is most appropriate for this study. It can be anticipated that each participant may
have different individual view on RCBME. The researcher can derive the research
answers from participants deeply experienced in the specific context. The
knowledge or information from the participants’ experiences is socially
constructed through interaction between the researcher and participants.
Qualitative methods do not have independent and dependent variables, nor do
they test a hypothesis or a treatment effect (Tavakol & Sandars, 2014b). There
are no statistically measured variables to test. However, a qualitative study
needs to be rigorous in describing and providing analysis of accumulated data

across the lens of the participants in their own context.
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Table 3.2: Characteristics of qualitative and quantitative research

Point of

comparison

Qualitative research

Quantitative research

Focus of research

Quality (nature, essence)

Quantity (how much, how many)

Philosophical roots

Phenomenology, symbolic

interactionism

Positivism, logical empiricism

Associated phrases

Fieldwork, ethnographic, naturalistic,

grounded, constructivist

Experimental, empirical, statistical

Goal of Understanding, description, discovery, | Prediction, control, description,
investigation meaning, hypothesis generating confirmation, hypothesis testing
Design Flexible, evolving, emergent Predetermined, structured
characteristics

Sample Small, nonrandom, purposeful, Large, random, representative

theoretical

Data collection

Researcher as primary instrument,

interviews, observations, documents

Inanimate instruments (scales,
tests, surveys, questionnaires,

computers)

Mode of analysis

Inductive (by researcher)

Deductive (by statistical methods)

Findings

Comprehensive, holistic, expansive,

richly descriptive

Precise, numerical

Source: Merriam, S. B. (2014). What is qualitative research. In S. B. Merriam (Ed), Qualitative
research: A guide to design and implementation (3™ ed) (p. 18). California, USA: A Wiley Imprint.

3.4.1 Types of Qualitative Research

There is a variety of qualitative research designs that capture the perspectives of

participants. The five common types of qualitative research, as summarised

below, are: narrative research, phenomenology, grounded theory, ethnography,

and case study (Creswell, 2013; Merriam, 2014).

Narrative study— the most natural forms of sense-making are stories or

narratives. Stories are how people make sense of experiences, how people

communicate with others, and through which people understand the world. The

key to this type of qualitative research is the use of stories as data and, more
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specifically, first-person accounts of experiences told in story form having a

beginning, middle, and end.

Phenomenology— a research methodology that focuses on experience and how
experiencing something is transformed into consciousness. Phenomenologists are
interested in lived experience. Phenomenology is a study of people’s conscious
experience of their life-world, that is, their everyday life and social action. There
is an essence or essences to shared experience. These essences are the core
meanings mutually understood through a phenomenon commonly experienced.
The experiences of different people are analysed, and compared to identify the
essences of the phenomenon. A phenomenological approach is well suited to

studying affective, emotional, and often intense human experiences.

Grounded theory— a specific research methodology where the investigator is the
primary instrument of data collection and analysis assumes an inductive stance
and strives to derive meaning from the data. The end result of this type of
qualitative study is a theory that emerges from, or is grounded in, the data.
Grounded theory differs from other types of qualitative research in emphasising

theory building.

Ethnography— a research methodology that focuses on human society and
culture that refers to the beliefs, values, and attitudes which structure the
behaviour patterns of a specific group of people. An ethnographic study must
use the lens of culture to understand the phenomenon. The result of

ethnographic inquiry is cultural description.

Case study- an empirical inquiry that investigates a contemporary phenomenon
within its real-life context, especially when the boundaries between phenomenon
and context are not clearly evident. Case study methodology maintains deep
connections to contextual core values and intentions, and is particularistic,

descriptive and heuristic. This qualitative approach explores a real-life,
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contemporary bounded system (a case) or multiple bounded systems (cases)
over time, through detailed, in-depth data collection involving multiple sources of
information and reports a case description and case analysis (Hyett, Kenny &
Dickson-Swift, 2014).

The specific characteristics of five qualitative approaches are summarised in
Table 3.3.

44



Table 3.3: Contrasting characteristics of five qualitative approaches

Characteristics Narrative Phenomenology Grounded Ethnography Case study
research theory
Focus Exploring the | Understanding the | Developing a | Describing and | Developing an
life of an essence of the theory interpretinga | in-depth
individual experience grounded in culture- description and
data from the | sharing group | analysis of a

field

case or multiple
cases

Type of problem | Telling stories | Describing the Grounding a Describing and | Providing an in-
best suited for of individual essence of a lived | theory in the | interpreting depth
design experience phenomenon views of the shared understanding
participants patterns of of a case or
culture of a cases
group
Discipline Drawing from | Drawing from Drawing from | Drawing from Drawing from
background humanities philosophy, sociology anthropology psychology,
including psychology, and and sociology | law, political
anthropology, | education science, and
literature, medicine
history,
psychology,
and sociology
Unit of analysis One or more | Several individuals | A process, an | A group that An event, a
individuals who have shared action, or an shares the program, an
the experience interaction same culture activity, or
involving more than one
many individual
individuals
Data collection Primarily Primarily Primarily Primarily Multiple
forms interviews interviews with interviews observations sources, such
and individuals, with 20-60 and as interviews,
documents although individuals interviews, but | observations,
documents, perhaps documents,
observations, and collecting and artifacts
art may also be other sources
considered during
extended time
in field
Data analysis Analyzing Analyzing data for | Analyzing Analyzing data | Analyzing data
strategies data for significant data through | through through
stories, statements, open coding, description of | description of
restorying meaning units, axial coding, the culture- the case and
stories, and textual and and selective | sharing group | themes of the
developing structural coding and themes case as well as
themes, often | description, and about the Cross-case
using a description of the group themes
chronology essence
Written report A narrative Describing the Generating a Describing A detailed
about the essence of the theory how a culture- | analysis of one
stories of an experience illustrated in a | sharing group | or more cases
individual life figure works

Source: Adapted from Creswell, J. W. (2013). Five qualitative approaches to inquiry. In J. W.
Cresswell (Ed), Qualitative inquiry & research design: choosing among five approaches (3™ ed)
(pp. 104-105). California, USA: SAGE publication.
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From the research questions in this study— “"What should RCBME in the Thai
context look like?” and “Does context matter?”— the primary research aim is to
explore understanding or expectations of stakeholders about RCBME in the Thai
context. Case study research is therefore well suited for this study. This study
will focus on the developing of in-depth description of relevant stakeholders and

analysis of a case (RCBME in the Thai context) in the analytical themes.

3.5 Research Method

3.5.1 The Case Study

As an example of a Thai provincial medical education system overseen by the
Thai government and partners in the CPRID project, the case study was defined
by the province of Songkhla, its health services, the community of patients, the
history of medical education, and those involved in either university medical
schools or medical education centres. In this case study, the interest was
focused on those who will be involved in, or affected by, the development of the
new RCBME program within the existing CPRID project.

This study was the first pilot project implementing a RCBME program in a Thai
province. According to the conceptual framework (symbiotic clinical education),
the relevant stakeholder groups were Hatyai CPIRD medical students and clinical
educators, clinicians at tertiary and primary health services, other health care
providers and health care administrators, as well as local community members

who will be involved in a RCBME program in Songkhla Province.

3.5.2 Participant Selection

Selection of participants should be representative of all individuals in the target
stakeholder groups. In this study, a purposive sampling procedure was used in
order to choose a sample of the key groups in the case study involved in RCBME
development to be participants representing the demographics amongst

stakeholders in Songkhla Province.
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Participants were selected by purposive sampling technique. The selection of
individual of the groups was sought in order to select an information-rich data
source from the key groups as determined by the symbiotic conceptual
framework. The researcher handpicked individuals from the groups of interest
who have particular experiences and were able to provide a detailed picture of

the phenomena under study (Table 3.4).

3.5.3 Recruitment

Initially, all medical stakeholders who were involved in the Thai RCBME
curriculum and rural placement program were identified. Following this, the
stakeholders who were willing to participate were recruited by invitation via

official letter, email, or direct phone call (Table 3.5).

CPIRD administrative staff emailed potential participants directly and included in
the email the official invitation letter, the participant information sheet, and a
copy of the consent form. Stakeholders willing to be involved in the research
replied by direct email to the researcher. The researcher then contacted the
stakeholders to offer further information and answer the questions before

arranging a convenient time for the interviews.

Table 3.4: Participant selection classified by participant types

Group Axis Location Role Number Label
Current CPIRD Clinical Hatyai Hospital, Students 4 S1,S2, S3,
medical students | Personal Songkhla Province S4
Hatyai Medical Clinical Hatyai Hospital, Clinical educators, 6 C1,C2, C3,
Education Centre | Personal Songkhla Province and tertiary-based C4, C5,C6
(MEC) staff Institutional clinicians
Policy makers Institutional | Hatyai Hospital, Policy makers and 5 P1, P2, P3,
and Hatyai CPIRD | Social Songkhla Province, | authorities involved in P4, P5
authorities Prince of Songkla RCBME curriculum

University (PSU)
Rural Clinical Rural hospital and Rural clinicians, 6 R1, R2, R3,
stakeholders Personal community, nurses, and local R4, R5, R6
Institutional | Songkhla Province community leaders
Social (where involved in directly engaged with
RCBME curriculum) | a rural hospital and
involved in RCBME
curriculum
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3.5.4 Informed Consent

The participant engagement and data collection process in this research project
were conducted in Thai. The primary researcher undertook to have the
information sheet, consent form, and semi-structured interview questions
translated into Thai and checked by an associate Thai supervisor (Dr Lucksamee
Haura) to ensure that they appropriately reflected the meaning in the Social and
Behavioural Research Ethics Committee (SBREC) approved English-language
documents (Appendix 7-12). All participants had the ability to give informed
consent to participate in the research. Upon accepting the invitation to
participate, they were given an information sheet and a consent form outlining
the details of the research, its aims and future use. Participants were given time
to read through this and ask any questions they might have, before signing the

consent form.

Table 3.5: Basis for recruitment classified by participant types

ID code Stakeholder groups Basis for Component of
recruitment research

S1, S2, S3, S4 | Current CPIRD medical students in Invitation via official Interview
Hatyai Hospital letter or email

C1, C2, C3, C4, | Hatyai MEC staff members (clinical Invitation via phone Interview

C5, C6 educators) call with official letter

or email

P1, P2, P3, P4, | Policy makers (CPIRD representative, | Invitation via phone Interview

P5 Hatyai MEC authorities, and PSU MEC | call with official letter
authorities) or email

R1, R2, R3, Rural stakeholders (local health Invitation via official Interview /

R4, R5, R6 professionals and local community letter or email Observation
members)

3.5.5 Confidentiality and Anonymity

Consent was obtained from each individual participant in a confidential setting.
Participants were offered the option to receive the consent form in person from
the researcher, or have it emailed to them electronically. All appropriate steps
were taken to ensure confidentiality. All audio recordings were stored in a secure

location at the site of research, and all transcripts were viewed only by the
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researchers and were stored in a secure computer database.

3.5.6 Semi-Structured Interviews and Data Collection

Prior to the formal semi-structured interviews with participants, the interview
was piloted and interview techniques were guided by supervisors. Open-ended
interview questions relating to the understanding or experience of the subject of
interest were provided to explore in depth the understanding or experiences of
stakeholders regarding RCBME in the Thai context (Appendix 13-14). Questions

consistently used in the semi-structured interviews included:

a) What should RCBME in the Thai context look like?

b) What are stakeholders’ concerns about the RCBME program?
¢) What is needed to prepare for Thai RCBME program?

d) What are stakeholders’ expectations in Thai RCBME program?

Participants were invited to take part in individual interviews. The expected time
commitment for an individual interview was no more than 60 minutes. During
this time, they were asked to describe their understanding or experiences of
RCBME.

Most interviews were conducted at Hatyai Medical Education Centre as a
convenient place for all Hatyai Medical Education Centre staff and medical
students. The researcher arranged a meeting room for the privacy of the
interviews and confidentiality of the participants. Similarly, PSU Medical
Education Centre authorities’ interviews were conducted at the Medical Education
Centre office in PSU for the convenience of participants. Additionally, the
researcher conducted interviews for local health professionals and local

community leaders and members at rural hospitals in convenient places.

3.5.7 Data Recording and Transcription

All of interviews were audio recorded by the researcher. All participants had the

opportunity to review the audio recording prior to transcription. All interviews
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were transcribed in Thai, as the source language, by the researcher or a
professional transcription company. Assistants involved in data transcription were
asked to sign a confidentiality agreement. All transcribed data was carefully de-
identified in order to ensure participants’ anonymity and confidentiality. Once the
data was transcribed, all participants were offered the opportunity to confirm
that the transcript was an accurate record of their interview, and make any

changes desired prior to data analysis.

3.5.8 Data Analysis and Translation into English

The data analysis phase of this research was somewhat complex as all
transcriptions were in Thai, and the two primary research supervisors have no
Thai language comprehension. The measures outlined below sought to ensure
that the researcher was well supported by his supervisors as he learnt the
technique of thematic analysis, while also being true to the participants’ voices
by analysing the data in Thai. Analysis of the Thai transcripts was judged to

provide more authentic and nuanced understanding of Thai stakeholders’ views.

Audiotaped interviews were transcribed by the primary researcher or an
independent transcription service. Initially, five interviews were translated
literally from Thai to English by the researcher for the purposes of enabling
research supervisors to check that the researcher was systematic and meticulous
in the thematic analysis technique. Reliability of these translations was audited

by the associate Thai supervisor.
The analysis of the data in this study was then conducted in three stages:

Stage one — data coding according to the symbiotic model framework. The
transcribed data was coded in Thai language by the primary researcher. Texts
were categorised into four axes of symbiotic clinical education model including:
symbiosis in the clinical axis; symbiosis in the institutional axis; symbiosis in the

personal axis; and symbiosis in the social axis.
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Stage two — thematic analysis within each symbiotic axis. Stage-one documents
were translated from Thai to English language. The quotes in Thai and their
English translation were categorised by the researcher and a preliminary code
description developed in order to explain the meaning. The preliminary
descriptions and the participants’ quotes (in both Thai and their English
translations) were presented to the research supervisors and refined through
discussing and reflecting upon the meaning of the English documents, until
consensus was reached regarding each category. Relevant descriptions and
quotes were repeatedly and carefully considered. The reflexive process aimed to
ensure trustworthiness of the code descriptions through consensus among the

research team.

Stage three — thematic analysis across each symbiotic axis — all themes,
descriptions, and quotes in the Results Chapter were analysed cross-categorically
by the primary researcher to develop cross-category themes. The data was
analysed independently by a different analyst (the associate supervisor, JA) using
NVivo Version 10.0 (QSR International Pty Ltd, Doncaster, Vic., Australia) and
the results compared. Six across-axis themes were initially identified (five themes
from the primary researcher plus an additional theme from the associate
supervisor) from the process of re-analysis. Further to this, all proposed themes
in relation to the meaning and importance of each theme were then repeatedly
discussed among the entire research team. From this process three across-axis

themes were finally agreed to.

3.5.9 Data Storage

The principal supervisor (LW) is a staff member at Flinders Rural Health South
Australia. The research data for this project was stored securely within a
password protected folder on the Flinders Rural Health South Australia server,
where it will remain for a period of five years following completion of the study.

In line with the ethics approval, the principal researcher (Praphun Somporn),

51



who is not a staff member at Flinders University, also holds a de-identified copy

on his data storage device in a password protected folder.

3.6 Research Rigour

According to Kitto, Chesters, and Grbich (2008), the quality of qualitative
research can be described as research rigour which is classified as: (1)
theoretical rigour, (2) procedural rigour, (3) representativeness, (4)
interpretative rigour, (5) reflexivity and evaluative rigour, and (6) transferability.
These criteria can strengthen research rigour when they are used in concordance
with a broader understanding of qualitative research design, data collection and

analysis.

Theoretical rigour— clarity of a research question reflected in the aims of the
study. The theoretical framework relevant to the question is also essential for
evaluating results and interpretation. This study had a clearly identified research
question — what should RCBME in the Thai context look like? — reflected in the
aims of the study and used the concept of symbiotic clinical education,
originating in studies of RCBME, to explore understanding and expectation of

relevant stakeholders about RCBME in the Thai context.

Procedural rigour- the technique of data collection has been clearly documented
including case study, criteria for selection of participants, basis for recruitment,
data collection, and the analytic technique.

Representativeness— a purposive sampling approach based on the theoretical
framework was designed to provide a representative, information-rich data
source. The researcher handpicked those individuals from the population of
interest who have particular experiences and were able to provide a detailed

picture of the phenomena under study were selected.

Interpretative rigour— respondent validation or member checking was used for
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viewing and amending the transcripts. In addition, the researcher used reflexive
process— a researcher triangulation by which multiple researchers (the primary
researcher and supervisors in this research) were involved in the analytical
process. This provided a means of agreement and supports the trustworthiness

of documents.

Reflexivity and evaluative rigour— the ethical and political aspects of research
were addressed. This study sought proper ethics approval covering
confidentiality, informed consent, and steps to avoid possible adverse effects on
the participants. As mentioned above, the research team engaged in a reflexive
process bringing both insider and outsider perspectives to the analytic

discussion.

Transferability— In clearly defining the case and its context, this case study of
one Thai province engaged in the CPIRD program will be relevant to other Thai
provinces providing a basis for transferability to other institutions in Thailand
planning to develop a RCBME program.

Relevant to all categories of rigour in this study, the primary researcher acted as
the research instrument to collect the data as well as extract the meaningful
information for qualitative data analysis from the potential participants. The
primary researcher was well trained in research techniques by the academic
supervisors for qualitative data collection together with data analysis. Also, the
primary researcher is a Hatyai MEC staff member and works for Hatyai Tertiary
Hospital, providing knowledge and experience of this context. As a clinician in
Songkhla Province, the primary researcher has professional connections with
participants from the clinical network. However, the primary researcher has no
personal relationships among potential participants and his position carries no

power or authority in judgement or assessment of participants in this study.
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3.7 Ethics Approval

This research posed very few risks to relevant participants, health care providers
and institutes, and community members. Potential burdens for participants might
include their time away from ordinary work, and transportation was an issue for

local community members interviewed in the rural hospitals.

Time management— all efforts were taken by the researcher to ensure that the
interviews were arranged at the most convenient time for participants and the

researcher conducted individual interviews for a period of less than 60 minutes.

Transportation issue- if transportation was an issue for any of the local
community participants, the interviews could be conducted in a more convenient
place in the local area, with efforts made to ensure the privacy and

confidentiality of participants.

This research was approved as a low-risk project by the Flinders University Social
and Behavioural Research Ethics Committee (SBREC) under project number 7094
(Appendix 15). The researcher also submitted an ethics application form
including a research proposal for ethics approval, reviewed by Hatyai Hospital
Ethics Committee, at Hatyai Hospital, Songkhla Province, Thailand. The
aforementioned documents had been reviewed and acknowledged by the
Committee for Human Rights as research involving human subjects, based on
the declaration of Helsinki. This study was ethically approved with protocol
number 47/58 (Appendix 16). No conflict of interest or financial support was

declared.

The study’s ethics approval process addressed the four ethical principles that
underpin the Australian National Statement on Ethical Conduct in Human
Research: (1) research merit and integrity, (2) justice, (3) beneficence, and (4)

respect.

Research merit and integrity- The curriculum for Rural Community-Based Medical
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Education (RCBME) has been recognised world-wide and has been successful in
Australia. A RCBME curriculum is to be implemented as the first pilot project of
its kind in the Southern Region of Thailand. This rural community-based medical
course for general practice aims to promote appropriate rural placement and
community engagement in order to encourage students to become rural doctors
after graduation to address the current problem of rural doctor shortage and
maldistribution in Songkhla Province. The case study presented explores in-depth
the understanding and expectations of stakeholders about this Thai RCBME

program.

Justice - Rural Thailand has suffered from severe rural medical workforce
shortages. The Thai government, universities and public hospitals have been
collaborating to provide training for medical students who are bonded to work in
rural practice for three years after graduation. This would be the first RCBME
pilot project in the Southern Region of Thailand aimed to promote an appropriate
rural placement and community engagement for medical students, in order to
prepare students to become rural doctors in regions across Thailand. The project
also involves many stakeholders, including medical students, health education
researchers and service providers, rural general practitioners, local communities,
and government. Because there was no official information regarding the
perspective of Thai stakeholders on RCBME, the research would provide valuable

information to enable the implementation of a context relevant RCBME program.

Beneficence- The research aimed to deeply understand the perceptions and
experiences of RCBME by the relevant stakeholders. This is important in
understanding how best to implement a RCBME program in this context to
maximise benefit and minimise potential harms such as an impact on health
service capacity. Moreover, the study outcome could exemplify RCMBE in the
Thai context, providing guidance for other institutions’ RCBME initiatives, and for
further research in Thai RCBME.
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Respect- The study was based on a respect for all relevant stakeholders’
autonomy to give valuable information and for the culture of the local
community. All participants would be informed of the details of research and
could independently make a decision to participate in the study. The information
gained from this study would be used carefully for further development of Thai

medical education.

3.8 Summary

This chapter described in detail the research paradigms in medical education and
demonstrated the value of a constructivist perspective in this study. It also has
shown how the case study design chosen was appropriate for the research
questions as well as describing the basis for research rigour. The ethical
considerations of this study were presented. The next chapter will outline the

results of the study.
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CHAPTER 4: RESULTS

4.1 Introduction

This chapter outlines the key findings of the research. Twenty-one participants
were purposively chosen to represent the broad range of Thai RCBME
stakeholders. The qualitative data was obtained from a number of interviews to
explore participants’ perspectives. Major categories coded included symbiosis in
the clinical axis, symbiosis in the institutional axis, symbiosis in the personal axis,
and symbiosis in the social axis, that together represented the perspectives of
participants regarding Thai RCBME program development. This analysis identified

no important finding that did not align with the symbiosis framework.

In each major category of symbiotic clinical education, subcategories were
developed representing the themes that form the key findings of this research.
To report the results, descriptions are provided to explain the meaning of each
theme. Additionally, both Thai and English language quotes from the participants
are provided to give evidence from the data that supports the legitimacy of

themes described.

4.2 Participants

The 21 individual interviews were conducted and audiotaped by the principal
researcher after consent forms had been signed by the participants in Thai
language. From 21 participants, the participants can be classified by their roles
including medical students (n=4), clinical educators (n=6), policy makers (n=5),
and rural stakeholders (three rural GPs, one rural nurse, and two local
community members; n=6). The participants were asked to provide some
demographic data, namely their rural practice experience, and rural teaching or
learning experience. The broad range of participants’ rural experiences are

shown in table 4.1 representing the diverse perspectives from these participants.
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Table 4.1: Previous experience of participants classified by participant type

Role n Rural practice experience Rural teaching or learning
experience
Little Some More Little Some More

Medical 4 S1, S4 S2,S3 - - S1, S4 S2,S3
students
Clinical 6 C2,C5 C1,C3 C4, Cé C1,C3,C5 | C2,C6 C4
educators
Policy 5 P1, P2, P3 - P4, P5 P1, P2 P3 P4, P5
makers
Rural 6 R5, R6 R3 R1, R2, R4 R5, R6 R3 R1, R2, R4
stakeholders
Total 21 9 5 7 7 6 8

4.3 Symbiosis in the Clinical Axis

The categories relating to the clinical axis of the proposed RCBME program
included authentic preparation for future roles; meaningful relationships with
members of interprofessional clinical teams; student readiness to contribute
legitimately to rural practice; and city and rural clinicians seeing the other side of

clinical practice.

4.3.1 Authentic Preparation for Future Roles

The participants described that they anticipated that the Thai RCBME program
would be able to provide medical students with authentic learning in real-life
situations of clinical practice in the rural hospital and rural community settings.
This setting provides the real medical context in which graduates will practice
(C1). It was therefore expected that students would be able to recognize how to

work in the rural context (R1).

dmsliiniseulusudanvduandsululsmerviaruwu ibudumasuiyidesulvudnslvey

/,wuﬁu(cz)

In rural hospitals, students will be exposed to settings similar to those they will work in
after their graduation. (C1)
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uniseulsiineduiunseuguvy ngTuusiy standard suideline Tulssneiuiague wesnaef
Isanervayurudessulumuusuniiug deslevinveiusiuegmnnildinalulad duviluingog
WIneu 1wnenen umgnsldlyegauaiuinseu Iyldiuusunidfulyldenniodudey

Tuagvilsvinaiaseaaiaiwnssuay (R1)

Students are familiar with standard guidelines in the tertiary hospital, but they are not
familiar with the rural context. They need to adapt their knowledge for their rural context
and also they need to use their precise clinical skills more than technology in this context.
All of these make them feel uncomfortable to stay in the rural community. However, if
they can have early rural exposure and recognize the rural context is actually not a
complicated setting, it will make them less anxious when they graduate and work there.

(R1)

Participants described value in medical students seeing more common and

practical medical conditions in rural sites (S2). They described these conditions

as fit-for-purpose for medical students to develop competency as a generalist.

Medical students in the rural sites were expected to be provided with information

about rural health care services, which could not be provided in the tertiary

hospital. Students could also be informed about the process of patient

management from the primary hospital, and experience patient transfer to the

tertiary hospital (S4).

inauead [Issweuraguyu] /1 common A AgeuudIniiuase nauiudreglulsauSeuunne
dgouna common ugluidina common iwswiueuegidusiaagn 9 wenalgidudodes

Fouuaiaiuauly Sulsneiae (S2)

The rural hospital can provide more common cases that I can learn from. Although I can
learn the theory of common conditions in the tertiary hospital, I cannot see these cases
there. So, it is difficult to remember what I learn without seeing real cases. (52)

[msFeululsanerviayuy] YIeidudunsyuaunIsguasnegUigsauansgualiedy uazn1s

BN azﬂﬂwmmaguﬁmﬁuﬁﬂvaﬁ’mm’mﬂ Uyl (54)

It [learning in the rural hospital] helps me to fulfil my learning in the process of patient
care — initial management in the rural hospital including patient transfer to the tertiary
hospital. I cannot get the process of initial care from the tertiary hospital. (54)

The tertiary hospital was described as being less suited for medical students’
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learning needs because there are more specialists and more complicated cases
which were seen to be more suitable for residency training, than for medical
students’ learning needs (P3).

Isanervraguelsiimazud sz laipeed common case ISy staff Mt specialist iAar

complicated 370U W1asmiduvsunaseiazisiu common case (P3)

The tertiary hospital is not an appropriate learning place for students anymore because it
rarely has common cases. Most clinical staff are specialists who care for patients with
more complicated conditions. So, we should find an alternative learning setting that can
provide common cases for student learning. (P3)

Students can learn and engage in clinical practice with their rural GP preceptors
through dealing with rural patients’ common illnesses in practical ways within
rural medical settings (S1, R3). Participants reported that dealing with patients in
real-life situations in the rural setting could make students recognise for
themselves what they need to know for rural general practice as well as equip
them with their own generalist competency in the beginning of their career,

compared to their learning theoretical knowledge alone (C1).

dus1lvagiuiy unmdlsamerviayusy] 9399 egaieriunaen 157792974 Ugn1s management
auld gairisullenuaniunisalegradueeils (S1)

If we attend with rural GPs, we can closely follow them to see their patients” management
and also how they deal with their patients in the real situation. (51)

auydIiedlasiaurninluaulivasease 1odudesiiseuuilusdisudeamuinfesals usaseg
Azvemissmeuiivinsegiuesddymeslsin aninisifvediisvous uausiiveniouvyil
Fedluantymiiisuve sty trick 1An9iuueeInToUlDd HUFENTINUNIOUIMAT UazTy

Useaunsaliuanamladoseals (R3)

Assuming that the patients need a contraceptive implantation after giving birth. We could
study from the textbook and students could as well. I actually have my own practical skills
that work very well in my clinical practice. I am very happy to teach them [the students]
about what problems they might face when following the theoretical techniques and what
tricks I have learnt from my experiences rather than from the textbook. (R3)
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lugusunyuyudesmsunmduuulnu dnauvulnu vinvedulmuidniSeudesgnousenluyuyu
(1)

Students can go to the rural hospital to see the rural medical context, what type of
doctors that the local community needs, what type of patients they have in the rural
hospital, what sort of things that students need to know before working in the rural
hospital. (C1)

Also the RCBME program is expected to give students opportunity for learning
from practice including history taking, physical examination, or even doing

specific clinical procedures (S3, R3).

n1595395WNEiIeU PV [per-vaginal examination] eg/dazlvianvimateasilulsineivia

quenlale uignaluiwerir uausieenlusevilageds (53)

Some physical examinations in the tertiary hospital, such as PV [per-vaginal examination],
are performed by senior doctors to protect patient privacy. It means students do not have
an adequate opportunity to learn for this. However, we need to be competent to do these
things when we practice in the rural hospital in the future. (53)

ilsangruiaruruiilaiseusing breech presentation #4lsigunsovilamesates 9399uan
Alerniuyuumatensmeveglsimerviague usnlulalale insizlifnirvziveies usmeaioe

nav3eAlalSeus9INmauiy uaInTIIsN sYuNImaen (R3)

I performed a breech presentation delivery in the rural hospital. I had never done one
previously myself. Actually, I practiced many times with manikins when I studied in the
tertiary hospital and I did not do seriously. After the rural hospital experience, I can
memorize how to manage that [breech]. (R3)

The participants’ perspective was that the more students engage or participate
with their rural GP preceptors and patients, the more they gain meaningful
clinical experience. Participants thought that the Thai RCBME program could
potentially provide students with continuity of learning and continuity of clinical
care (P4).

wangaslwsiniumsldvurutugiv wneduy) [nsew] madaertymiiiintussaiuyuseu

Asdunisivadlatymbigowy dudesegiudywiiug desdnaumeides Idiyildiiunaans

mumeidedusyleyidunlunisguagthe insretywmidsiulilauilamensude (P4)
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The new RCBME program focuses on students learning from their rural patients’ problems.
To understand these problems, students must continuously engage with those patients
until they see the results. Continuity of patient care is very useful because some problems

cannot be solved with only one episode of care. (P4)

Participants reported that they expect medical students will become familiar with
the rural health service during their period of RCBME. They will come to
understand the capability of the rural hospital, and also gain experience of the
rural clinical practice strategy for rural patient management including initial
treatment of patients, and patient transfer procedures (from the rural hospital to
the tertiary hospital) (P2). Moreover, some participants expect that students will
have a chance to accompany their patients to the tertiary hospital during patient
transfers in order to complete their case management and fulfil their practice

learning as well.

ldiu health care system 9349 suFeulendueeils svvuSinesamlsanerviaguuluilm

dmsaemoeels uasdlemalddansevienugtensinosundilsmerviagudiniueeils (p2)

Students are able to understand rural health care system including the patient referral
systems from the rural hospital. They may also have the opportunity to follow their
patients during transfer to the tertiary hospital to complete the process of patient care.
(P2)

4.3.2 Meaningful Relationships with Members of Interprofessional
Clinical Teams

Medical students thought that the RCBME program could provide them the

opportunity to follow their rural GP preceptors and closely participate in their

work through joining their rural GP preceptors’ colleagues and other health

professionals in the rural hospital and community (S3). The non-rural participants

mentioned that the relationship between students and their rural colleagues

would broaden students’ perspectives of professionalism (C2).

Fanlalnagnmnntunueiisimaisssulvuindu lasiuuuanisndeaneisiaulisAdnin
e/l M3 refer mailiueealsilaliugaoen idanauueelaiiunimundulueuinmvedats
(S3)
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I felt that I am getting close to become a rural doctor. I can understand the number of
roles for rural doctors as well as recognise the referral system. It makes me familiar with
my future responsibility from this reason. (53)

usara1vIer1Tnaziivinwevesnarauliiviousy dnlunisldanenmuesunazerinazyigly
v o P A v & o ada o -
UnISEUDININTY UaInUaguyauadnanImualdugudna (C2)

Each of professionals has unique skills from their individual fields. So, this diversity will
help students broaden their minds, and change their perspectives of doctors always being
central to others in the health care team. (C2)

Participants expected that students would learn to value the expertise of other

members of the health professional team, particularly rural nurses (S1).

irdllemaasmndunusiune v indouniadlulsawervayusy wervtaddaua gy
IS NN Frvaeuszlsisnges (S1)

We have the opportunity to make relationships with rural nurses when we are in the rural
hospital. Rural nurses are very important professionals because they are very competent
to do their work and are able to advise us so much. (51)

Meaningful relationships with members of the interprofessional team, particularly
nurses, were seen as founded on respect for their knowledge and doctors
previous experience of learning from them in rural areas (S2). Students thought
that this relationship could be highly valuable for RCBME (S2).

wdouneux1und (Ismerviayuyy] neutl 4 dAenrusgadaudiag ingzluingaunasghu
udaniseu n13a1unsIN N139Y contraction VINWEILIATIIALAY UdawenauluiTyuganay e
188 IN5IZIWINHINUAED (S2)

When I rotated to the rural hospital in my fourth year, I had never had any experiences in
obstetrics. After I learnt partograms and recordings of uterine contractions from the rural
nurses, I came back to rotate in obstetrics in the tertiary hospital, and felt that I was
really comfortable to learn because I had already got my experiences from my rural
rotation. (S2)

dajeruIenisiosasaeutwadvivuneiegluil [lssne1v1ayuyy] uagazyin conference
linuelulsonervialaninaug laegwsaumimsousnt vivemssiuii Aeynauniveduuui

paen FaniANuFuiUsYedlsIng v IATNTUARUT UL AoadviTununiay (S2)
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The relationships between the director and doctors here [the rural hospital] are very
close. They always join the weekly conference to update their knowledge and have their
lunch together. I felt that their relationships were really strong in the rural hospital. (S2)

On the flip side, one rural participant felt that rural nurses also update their
knowledge from the medical students, who have recently learnt from the tertiary

hospital program. (R4)

Frunidas19199g U YU UniSeuynTeu1anlsuseuunme 19191993 NUNTT 1287477
dnssudvyrv dniSeudainsavield visiise1vvednmuiegiug usddinseuilasu

AIN3199n8797380 RN luT wwiegldlziilan ssaiud (Ra)

We might learn more things from students because they come from the medical school.
They can improve our work because our knowledge might not be up-to-date. Through the
knowledge they learnt from their clinical educators, the students help us advise the local

community members. (R4)

4.3.3 Student Readiness to Contribute Legitimately to Rural Practice

The local community members interviewed (R5, R6) voiced their concerns
regarding medical students’ expertise in clinical practice. Their perceptions were
that medical students mostly do not have enough experience to take care of
patients. They expressed a preference to see senior rural doctors because of
their confidence in the greater experience of senior rural GPs (R5). Additionally,
local community members described not being comfortable to take a longer time
consulting to accommodate time with a medical student (R6).

vtulngianizauuns wwrndndudnSeursuesiiogdnloy dimissaunisal nse

Usvaumsaldaludaau luimdouriuvselve) 191983900619 (R5)

The local community members, especially the elderly, mentioned that medical students
were young and inexperienced compared to the senior rural doctors who were more

experienced in terms of clinical practice. (R5)

Fauny [puluyuyy] egnsswuvnelygiaeg indewitgnuue [niseu] luneevsdussaunisal

whlns Usvaunisaldsdasey lUlsanerviadunsaoui isgeenasiaduvuelveliiasasay (r6)

Most of them [local community members] want to see the senior rural doctors rather than
the medical students. They assume that the students are pretty inexperienced in clinical
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practice and therefore, take a longer time in the hospital. That was a reason why they
[community members] want to see the senior doctors - to save their time. (R6)

Because GPs in the rural hospitals often have high service workloads,
participants from the student and policy maker groups reported concerns that
time pressure could interfere with rural GPs' teaching or mentoring opportunities,

curtailing medical students' learning opportunities (S2, P4).

39187181 ma s Tuag 1A ls Wigwiu service lumagaulassnyilus §10e190usrIazlnnda

WoaaguAIs (S2)

I am concerned about learning in rural general practice that it might not be the same as I
think. If rural GPs mostly do their clinical work and really don't take care of us, then I will
be really disappointed. (S2)

AnageziFesunndlsaneviaguyuihaziliyni3ein1s9nn1Ia7719aeunuII service
liahumedniu ins1za service lulsaneruiaruvudinges uazorvvilviguatniseulalunig

uaglisosilas (P4)

I have a major concern for rural GPs in terms of time management between their clinical
service and academic commitments. This issue may affect their continuity of student

supervision. (P4)

Participants described that Thai medical students are familiar with passive
learning. Participants explained that active learning would be expected in the
RCBME program. One rural doctor (R1) had active learning experience from their
in-service family medicine residency training and found that the readiness of
students for learning is a really important issue, thus, as one policy maker (P1)
pointed out, students needed to prepare themselves for active learning in the

rural setting.

¥WIN in-service training iU CPIRD gindloundreriu usi71 in-service training 94t adult
learning 9 UARTOULEOZNTY INTIEVSIUR8UAIS Ul U a1 CPIRD maturity Yoaunazal
laifloun iusaidunileiisniule Suduvasnugedives usiwr pinSeu] mature

Wol9I5eULUY adult learning 4am3ael (R1)

It may be comparable training between [family medicine] in-service training and CPIRD
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student training. However, in-service training is likely to be more adult learning
[pedagogy] with more learner responsibility than CPIRD training. Adult learning
competency of CPIRD students is quite variable and this issue makes us worry. Although,
there are many learning resources provided to CPIRD students, but we are not sure about
their competency for adult learning. (R1)

FedAyAeisiaunTeuineuld dnnuaunsofivuseuinaednedd gusdiaeulniseu

IneF5uvuidy dniSeunliannsousuald deeseiivnznaoniia) (P1)

Importantly, we must prepare students very well to make sure that they are able to study
themselves. If we still have taught them traditionally, they will not actively adapt
themselves and they still have depended on their teachers. (P1)

The participants reported that the RCBME program developers should include

learning preparation for medical students in terms of learning methods (S2).

willoudgsvarluve Aeduinirvandeiaulvaiy Agslazasnisiu vielulniuasaiioy

MeIFususnsY uaawedalaineuadlvlunziaimevun (52)

Giving students knowledge is the same as feeding fishes in the pond. If fishes are too
young to eat or swim themselves, they will certainly not survive when they are let in the
sea. (S2)

In addition to active learning skills, it was recognised that students would need
to be work-ready to contribute to the rural clinical environment with procedural
skills that they are able to perform under their preceptors’ supervision. Some
participants suggested preparing students through clinical skills or simulation
training in the tertiary hospital before they learned through hands-on practice
with real patients (C5). One participant from the clinical educator group was
particularly keen to see communication skills engendered in RCBME students in

the future, in order to help students to work with patients (C5).

mslidniSeutln simulation wneu inszivslaiadowssvesnse viawesUiediass lale

A01UNITANAYUL UYL (C5)

Students should practice with simulation that mimic real clinical practice and gain

experience with simulated patients before hands-on with real patients. (C5)
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f#evaeu communication skill lidmTew yniuiddaddaminis approach g msyare
doa3m199 dadltlymegias eravligitheuazgniliwelals (C5)

We must provide students with communication skills training. We still have students who
have problems with their patient approach and communication skills. These difficulties can
make the patients and their relatives unsatisfied. (C5)

The participants have expected that medical students will have more rural

experiences from their early exposure in the RCBME program. Their maturity will
gradually grow during their rural rotation period and facilitate the adoption of

professional roles as doctors (52, S3). It was expected that they would become

more independent in their work over time (R3). Students would become

confident to take care of their own patients and maintain good clinical standards.

Their rural experiences will support them to develop contextually relevant clinical

performance and to be responsive to patients and health professionals in the

rural context in the future. Consequently, it was hoped the local community

members will gradually accept them.

4.3.4

Ysraunisalluyuyuazasie maturity (S2)

Rural experiences will make me more mature in learning. (52)

msSeuluruvunsiei diswduiunaudumieuindu (53)

Learning in the rural community helps us to experience the professionalism of doctors.
(53)

duslalseugluyuruldase viauluguvulaess 19992 smart n31AUY uazyIIUTINAUAY
naneq wuuld daAgaeis ezt lanudusndu is1azilendy (R3)

If we are able to learn and work in the rural community, we will practice smarter than
others who are not learners in the rural community and we will be able to work with other
professionals actually. Importantly, we will have more understanding of other people. We
will listen better to other people. (R3)

City and Rural Clinicians Seeing the Other Side of Clinical
Practice

Non-rural participants expressed concerns about rural GP’s preceptor skills,
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particularly their factual knowledge, clinical skills and teaching attitude. These
concerns were not only in regard to the standard of clinical practice, but also in
relation to rural GP clinical teaching expertise. Several non-rural participants felt
that rural GPs need to update their factual knowledge or clinical practice
guidelines and also improve their teaching skills before being students’

preceptors (P2, C2).

Andrpusalaiy) [unmelsineruiayusy] Wusesuy uindeseIreinuylunsao Fusiias

W iy (P2)

In my opinion, rural GPs are willing to be involved, but they need to have more teaching
Skills. We have to develop them. (P2)

msreeInbiiniseulasunugignaes wunmdlulsoneiviaguyudesdauigniesney

msasgunssdiiuaainyundumdngss (C2)

If we would like our students to have better knowledge, rural GPs must upgrade their
knowledge first. Knowledge preparation of rural GPs is very important part to develop the
RCBME program. (C2)

A few participants recognised that not only medical students, but also specialists
in the tertiary hospital could form professional relationships through the RCBME
program (P2). The participants mentioned that specialists would be able to visit
students in the rural hospital and facilitate learning activities for students and
their rural GP preceptors. Specialists were expected to form an understanding of
the rural context, that they previously may not have known, and that this would
benefit both learning and health service aspects (P4, C2).

nangnsazilgauteluo collaboration msvivusauiuseildiAnamdladu Ismevia

gueliazlsaneruiaguruvzit laduuny (P2)

The RCBME program actually has a strength in terms of collaboration. The understanding
between the tertiary and rural clinicians will be developed and increased. (P2)

unnelsanerviagueiaglsanegaguauhas ladoasiuuintu viuammsvinlulsmeivia

TUTUTALIUTY (P4)
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Specialists and rural GPs are able to have more connection. Specialists also understand
rural practice more clearly. (P4)

SWINUNNET SN T IAFUEU [T INE I I YUY DIGUTINIAY 159893791 MeABY UaZsYI
Aoatiux19 Nt 1Na 1N gulilnglaeiy (C2)

Specialists and rural GPs together have to adjust their attitudes. We come down from the
tower and they come up from the ground in order to engage as close as possible. (C2)

One clinical educator was worried about the administration of the RCBME
program. This clinical educator recognised that the RCBME program developers
would need good communication skills to organise the program successfully. In
particular, they would need to facilitate respectful and supportive connections

between specialists and rural GPs (C2).

WuianniZesnsuimssanisaausaude auuimmangnsdedltvinvedusanoudiuin

lunsUseannsarsd communication Maveaelauin ugsuegnmsei (C2)

I worry about the administration and collaboration of this program. The program
developers must use their personal skills to communicate with everyone. Communication
is really helpful but it is very difficult. (C2)

4.4 Symbiosis in the Institutional Axis

Participants recognised the need for Thai RCBME to be of benefit to both the
rural health services and the academic centres engaged in CPIRD. Important
themes in this axis discussed by the participants included that RCBME academic
centres would be able to meet government expectations for transferring clinical
learning to rural areas, and for improving and sustaining rural hospital quality.
They could support rural health services to ensure the success of the RCBME

program, which in turn will improve rural health services.

4.4.1 Enabling Tertiary Hospitals to Meet Government Expectations by
Transferring Clinical Learning to Rural Areas

Participants discussed the transferability of learning setting. Their experience was

that Thai medical education was first established medical schools a considerable
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time ago, and then, in the last two decades, it has moved from university
hospitals to the setting of regional tertiary hospitals through the Ministry of
Public Health’s development of CPIRD. Participants recognised that currently Thai
medical education is poised to make the next important step: to develop the

rural hospitals as the rural learning sites (P5).

umamsime 1unis step up vesamATImilunsiSaunsaou vnguauth regional-
based [1y73ne1ae] u1luthyguuiiily provincial-based [Tsswerutague] uazmolumaassitu
district-based [15swe U8 (P5)

This is a challenging step of educational progression primarily from regional-based setting
[university] currently to provincial-based setting [tertiary hospital], and then straight
forward to be district-based setting [rural hospital]. (P5)

The non-rural participants reported that the RCBME program could formally
develop new rural learning centres for medical students’ learning. In some
clinical educators’ opinions, the clinical activities in tertiary hospitals currently do
not match medical students’ learning needs. The many specialists and many
complicated cases are more practical for residency training, than for medical
students’ learning. In contrast, rural hospitals still have more common cases,
which were seen to provide medical students with learning opportunities fit for
their generalist competency (C1).

tgvulsusguunnduaslsmerviaguedinmhluuin dnmsineusuuwneianiznie ilinad
Aywsudoui ihiSeudsianisnruiiidndosniniu ndvusegluanimuandeniiansa fore
Zi/ZﬁfJiﬁﬂ??ilﬁ‘Viﬁ'?ﬁguZ‘Lﬂ?? Favsliinslududausunlugumy ZUL?yuﬁuffmmﬁ”agJﬁﬁ’m?w
ueenluual Aealuviieuese (C1)

The medical school and tertiary hospital have become increasingly advanced in terms of
specialist services and residency training programs. More complicated cases are managed
there. Students who will be graduated to be generalists, unfortunately have learning
activities in the advanced tertiary setting, will not able to actually use the advanced
knowledge in their general practice. Students should be provided with the right learning
place that means the rural hospital in which they are able to have learning activities
compatible with their future workplace. (C1)
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Participants expressed hope that when specialists in the tertiary hospital could
work in cooperation with rural GPs in the rural hospital, then medical students
could benefit from the complementary teaching. In RCBME, students might be
able to integrate deep knowledge about specific medical disciplines from
specialists with broad general medical knowledge from rural GPs (P5). More
commonly, however, participants expressed opinions which privileged the
knowledge of specialists, indicating that students could apply knowledge they

learn from the tertiary hospital to practice in the rural hospital as well (R3).

Rural GPs darlumsaeuluuuassuiu saunu specialists aouluiiaan (P5)

Rural GPs play a role in general teaching together with specialists playing a role in the

teaching in specialty. (P5)

laneuds smart 71 [Isawerviayuvu] lunisnnugisounldguasnyigitaeld (ins

naNgIMINFIITEULI9IN] 59TV IaEUE (R3)

I am competent here [rural hospital] to apply knowledge for patient management. This

can confirm my knowledge I got from the tertiary hospital. (R3)

Participants recognised that financial support was needed in order for CPIRD to
transfer learning to rural areas. The participants mentioned that the government
should consider constructing buildings and facilities not only for student learning,
but also for student accommodation during rural rotation period (P1).
Additionally, government investment in electronic devices and information
technology systems for the rural hospitals would enable the provision of
electronic learning resource for students. Moreover, learning media resources
supplied by the Ministry CPIRD could be shared by the network as a
supplementary learning resource and a contact channel for academic discussion

or clinical consultation between the rural hospital and the tertiary hospital. (C5).
175 support pailuSoves software FomsiSeunisaeu ssuUnIsaeaTs teleconference #94

facilitate livaum uagdawilia sauiuisesves hardware ufin A3Aa] 151750998970

Faunan iielsfiAn leaming environment 74 (P1)
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Support in terms of software, learning media, [information technology] networks, or even
teleconference must be facilitated. This also includes hardware, for example, buildings or
durable equipment that should be provided by the Ministry to create better learning

environments. (P1)

eadlagleTnsliiniSeuees g duviluiuleeslsnliurung (c5)

We must provide students ample access to learning materials to enable them to review
their knowledge when they are not confident. (C5)

4.4.2 Rural Hospital Quality Improvement and Sustainability
The participants stated that the academic activity from the RCBME program

could enable specialists to collaborate with rural GPs to improve rural GPs’
knowledge and assist their rural general practice in becoming more up to date.
Medical students provide the link between academic knowledge from the tertiary
hospital and the health service experience of the rural hospital (P4). This will be
a great opportunity for the rural hospital to be able to utilise that knowledge to
improve their routine health service (C2). When the rural health service
improves, the rural patients have access to a better quality of care. Non-rural
participants described closing the gap between urban and rural health service

providers, providing a win-win situation for stakeholders in each health sector.

nsSeunITaeuveninseuirurugnifeulesiulsmerviauindy lnediniseududinars
uazmsioaITssnINuwmgnasaIntu aainmmssnyigtaelulsmeuanayatudedn ey
msaeuly (P4)

Learning activities for medical students can connect the local community with the rural
hospital. Students will be located in the centre position of this connection. The connection
between clinical staff will be progressed. Also, the quality of patient care will be increased
when academic activities are implemented in the health service. (P4)

AIARYeNTT [specialists] asgnaeaunsnlulunisianinauninyedlsenerviayuyy fAngnIm
YouYImUINTULY (C2)

Our [specialists’] ideas will be incorporated into the development of rural health service
quality. That means the potential of rural GPs will be increased. (C2)
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Some participants from the clinical educator group thought that specialist
involvement in rural hospitals was likely to lead to academic advances, which
were expected to result in improved quality of rural health services.
Consequently, local community members expected to benefit from improved
health care. It was also proposed by one clinical educator that quality and safety
improvements in rural hospitals would eventually lead to a reduced need to
transfer patients to the tertiary hospitals resulting in more manageable

workloads in the tertiary hospital (C3).

dlsamerviaruruduudimseguagiaelant winsvaunlsme uiagueiosas dundeidunis
uvaUINTTEYeNsT Uasralselevinaslanugieogluyumudae (C3)

If the quality of patient care in rural hospitals can be improved, then patients transfer to
the tertiary hospital will be decreased. This can help us reduce our [specialists] clinical
workload. This will also benefit the local community members. (C3)

Finally, a few participants proposed that improving the quality and safety of the
rural hospitals might increase the attractiveness of these hospitals, improving
retention of GPs and increasing the sustainability of these rural services (C1, P1,
P2).

019 0umIIMVaIEINYINTEYTTITITUFY sz‘f"qZ‘zfifﬁ’m/mm?aﬁwmsﬁm’ag?‘zhﬂ Inelsiinfumsiiu
Anenmisenenuiayusy mndnistudnen mlsmeIuiagury ve1elsaneIvia tiudes uonyy
IiiSyume mfﬂﬁuwwgﬁawwwm?yu@m/um”uamnnawyumg'fﬂwmumgmmf,ﬁi/#u IWTI¥aIITE
vhaldd ifosaglulsamerviamuals painimnissnyiazaan maingiaediiundulude
(c1)

It might be a misunderstanding of the Ministry, which developed the patient transfer
network without focusing on the improvement of rural hospitals. If the rural hospitals
improve their patient care capabilities and facilities, or even provide the scholarships for
residency training, it might encourage the specialists to return to rural practice. If they
can work in their own specialties in the rural hospital, they will be able to stay longer and
the quality of patient care will be increased. (C1)

duduaamaansrvsdoudrluyeduiamilsmeayury §ilsamerviagusuduiiins

vansiseumsaeu dusseiniansiseunisaey duerndvuedunideiiguaiioyegiuy asla
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sinnueady liidnnisvie (P1)

It is time to develop the capability of rural hospitals. If the rural hospitals are able to
implement an adequate learning environment, it might induce doctors to stay in the rural

community and make the rural health service more sustainable. (P1)

wisiresuntymnisyiauaauunme w1 [InSeu] uesegyuyuls s9nyuvuiy udaiezeyls
wdu wineunalUiSsusesillonanas luiSuneary) Family Medicine uaanauluyelu

Isawervrayuu (P2)

It [RCBME] will hopefully solve the problem of rural doctor shortage. They [students] are
likely to stay in the rural community and stay longer when they are familiar with it. If they
want to do a specialty training in the future, we hope that they will have the opportunity
in Family Medicine training, and then come back to work in the rural hospital. (P2)

4.4.3 Supporting and Valuing Rural Health Services to Succeed at
RCBME

Many participants, particularly students, expressed concerns about rural
standards of clinical and educational practice in terms of readiness of the rural
hospital and community to facilitate student learning and practice. Policy maker
participants also expressed concerns that rural GPs have little experience in
formal teaching and learning to build upon during RCBME program development
(P2). Because of rural GPs’ high service workloads, together with less academic
experience, there were concerns that it will be difficult for rural GPs to meet

tertiary hospital developed accreditation standards in their rural hospital (P4).

dovomavsunguyuveusmion iuanuinssounisaen] yumiuln uazyuvineslingd

UszaunsaliSoanisaeuiiiiu formal snneu (P2)

I question the readiness of the affiliated rural hospital and community. Moreover, the rural

hospital doesn't have any experience of formal teaching. (P2)

liiwdlasesnaunimninFeunisaeuluyum ins1xn1329789 rural GPs LgoxaIn uaglsaneIuIa

yyugllagnwieslusesnisisounisaou (P4)

I am not sure about the quality of teaching and learning in the rural hospital because rural
GPs have their massive service workload. Another thing, the rural hospital still has not
prepared to be a learning place. (P4)
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Non-rural participants expressed concerns regarding rural GP teaching
performance. The participants questioned whether rural GP preceptors’ factual
knowledge was up to date, and whether rural GP preceptors might be unhappy
to facilitate student learning (54, C6). Developing teaching or coaching skills of
rural GP preceptors was seen as a challenge for RCBME program leaders.
Importantly, lack of consistent standards among rural GPs in each affiliated rural
hospital was considered a concern for developing a robust RCBME program, as
this will affect equity of students’ learning across sites compared to their learning

opportunities in the tertiary hospital.

unisgunainlulsmerviayuyuuaavzluldesls (s4)

Students expressed their concerns that they will not gain enough knowledge in the rural
hospital. (54)

el [unndlsangrvayu] vnauinuanlulainsauniinruiiedely viauieife s
hauluisesy Aluldiseusmanugindqiudiy erdenuging prusiornanadluisosg aau

ulalusuesenalaive (C6)

Some doctors [rural GPs] have not updated their knowledge since they began their clinical
practice. They still practice with their old factual knowledge. As a result, their skills and
confidence in clinical practice is decreased. (C6)

In order to support the rural hospitals to ensure medical students’ learning
outcomes, policy maker participants proposed that visiting specialists could
enhance the RCBME program (P3). Specialists reportedly would contribute to
learning, not only for students, but also rural GPs. Clinical discussions or
consultations among facilitators, preceptors, and learners is expected to broaden

medical knowledge of student and rural clinician experiences (R2).

v o o o o ' & s d’ P a & a o o '
g7 [UniSeu] ndaeninunsg Adersrsevins it luiuduludeidiyineg (P3)

If they [students] are afraid of suboptimal standards of learning, specialist visits could
minimise this deficit. (P3)

dJusgdnniag mine1nsdunndazanaeu formal class lulsawerviayuy (R2)

75



It will be great if we have formal classes at rural hospital from specialists (R2)

Having specialists visit students at rural sites was seen as an important teaching
method that most participants hoped would happen. There are some concerns
from specialists about their capacity to visit because of their high service

workload, and the long distances between sites (C2).

msliluidendnFgululsaneruiayurudoadunislng seeeneilnaeraiuguassalunisnig

vluideuiniSen insveglulsane1viagueiinissamuinaguas (C2)

Visiting students in the rural sites is too far [for the specialist] to travel. This issue may be
an obstacle for us because we always have massive clinical duties in the tertiary hospital.
(@)

Rural GP participants proposed that the clinical educators from tertiary hospitals,
or even from the medical school, should help the rural GPs to develop academic
activities in the rural hospital and community, and support improvement of

academic performance of rural staff (R3). This would support their rural hospital

to be certified and promoted as an affiliated rural hospital (R1).

o ligueunmemansiiny) assign urinsedlwuiiosnliaeudes nseu] uausiioels

w3eudales daudulalunisaeuuindy (R3)

It would be great if the Medical Education Centre assigns us the learning topics for the
students. So we can prepare ourselves and feel confident to teach the students. (R3)

s mlilsimervagueunduiaeus) Jervrseisvinveulunishimsowamsulsmeivia
wyy 919U SHAUALE YIganseuy viveehelslinisiSeunsaeuiudululanunasiviesn

Tt uazanasousulslsluing (R1)

We hope clinical educators in the tertiary hospital can be our mentors. There should be
someone who has the responsibility to advise us or help us start the program in the
appropriate way, so and meet their requirements as well as being practical for our
context. (R1)

Rural GPs expressed high interest in the RCBME program and strong
commitment to deliver a good educational experience. However, they expressed

a need to upgrade their knowledge and teaching skills (R1, R3). Specialist
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clinicians and policy makers expressed considerable commitment to support rural
hospitals by up-skilling GPs with knowledge and teaching skills, as well as

contributing to local teaching programs in rural hospitals (P2, P5).

AvaiseseeanIIugisosunmemansiny sty Buwneiviieudludesrnaiugises

UnygmIan AN 19UNIT coaching, mentoring, feedback (R1)

We still have concerns about the skills of medical education that are lacking, especially in
the doctors working for the rural general practice. For example, techniques of coaching,
mentoring and feedback. (R1)

1999959% Jorlslignlinoun19ednd) insizsndatuisesmsideTey Fmasaeginiau (R3)

It would be great if we could know everything because we worry about the inequity of
learning opportunities. It should be the same as others. (R3)

197 [unndlsanerviaguv] dosdarudilalusesssuunisisounisaey lunsitazstlu clinical

teachers 1519 pun58u Y7 (P2)

They [rural GPs] have to understand the fundamentals of teaching and learning. We must
prepare them for being clinical teachers. (P2)

dusweumsiseunIsaounaun liuwmelsanervayuyuasndluls o1915dheelula e (P5)

It’s not possible for rural GPs to take this full responsibility to manage learning activities
without our help. (P5)

Despite reservations about rural GPs’ clinical teaching competency, there was
also acknowledgement that rural GPs could bring contextually relevant expertise
to the role of clinical teachers in the RCBME program. There was recognition that
RCBME was more likely to succeed in rural health services if clinical educators
and rural GPs could share understanding (P5, C2).

pIsuvsdadun saeuliney seninalsane vIaguediaz Isane 1UIaTuYy 06111919756
F1uun lifestyle Auidlas guagieuvy disease-oriented lsia1u7159 integrate AIWFITIAY

yuyuld lunnnsedau leaming curve lunisaeuvesunvdlsanerviaguundadioedn (P5)

Teaching from tertiary and rural clinicians should be properly divided. Don't forget that
specialists mostly have urban lifestyles and treat the patients in a disease-oriented style.
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Specialists also cannot assimilate their knowledge to the rural setting. On the other hand,
rural GPs are on a learning curve to develop substantial teaching skills. (P5)

Jeagldimaluladurvieaeu duderaluldindouduiis) luwndlsswerviague] lios inszisay

laiiuuFunsou (919799 5uAR U 171971998 ueusTUUSUY YT NS LAz NI NY)
[unwnelssneruiaguyy] unne ss1vz3vrsalldeengniauasitusssy Avediauning aaiuhn

A

YOuUTIVINAVAN N ITAIYeUY 191997 IdniSeulanaln iiaTign (C2)

Although the technology helps us [specialists] for supervising students, it was different
from visiting the rural hospitals. If we don’t visit, we couldn’t consider well the rural
context. On the other hand, if we visit them [rural GPs], we can supervise them and
provide feedback. This will help students to apply our ideas for working in the rural
context and improve their practice and attitude. (C2)

Participants from the policy maker group expressed the need for RCBME to
develop feedback mechanisms within the program. Regular teaching process
monitoring as well as appropriate student evaluation were considered as
important components. Preparation for student monitoring and evaluation by
clinical educators and rural GPs was considered important to help students in

terms of early intervention and management of students’ problems (P3).

dmsaamuninSeutussey hiniSoudosenuniniesls veslsldvn uaslivasduisevimung

dmngalainses i919slaguaiylngdteuindu mdeudvinlipunasn wieuldauls (P3)

Students’ learning performance should be regularly monitored. They should reflect on
what they know, what they can do. We should even monitor their attitude towards
learning. If they are not ready to undertake clinical practice, we will take care of them
closely, like always shaving the knife sharply, and be always ready to use. (P3)

One policy maker noted that an important challenge for RCBME program
development is that most specialists in the tertiary hospital have a mindset that
learning in the medical school was the best choice and that the rural hospital is
not an optimal learning environment (P2). Several participants described
previous experiences in their own medical programs as medical students, which

influenced their opinions.

Mindset ve481975¢lmenanzlulsinerviagueiulsuseuunng Gauridalsideainlan
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vangnsesitueeils (P2)

It is about the mindset of clinical educators and specialists in the tertiary hospital as well
as the medical school. They still do not believe that the RCBME program is going to
happen. (P2)

From now on, Thai medical education will be moved forward to the rural hospital
and community. The participants from the student group thought that the
development of the new program will take time to be accepted (54), whereas
policy makers suggested that stakeholders will need clear information about the
RCBME program (P4).

1Sevwssiliiudadldioa Aeluilasveunsudeunias dsgnudnsanluliivieeinuvasiifogua?
Analuiilasaeinly (s4)

This issue must take time. There is nobody who loves changes, especially changing from
the better place. (54)

mulnsivesangnsuasaulidanulusigaziden villihesdaouiuees (P4)

Because of unfamiliar and uncleared information regarding the RCBME program, it
definitely causes people to raise questions. (P4)

The participants suggested that good preparation of clinical educators (both
specialists and rural GPs) was essential to achieving a successful RCBME
program. Policy makers, particularly, felt that information should be provided
about the purpose of the RCBME program, roles of each group of staff, teaching
methods, and student mentoring processes (P1). One student mentioned that
authorities from the Medical Education Centre should select staff who are willing
to be involved this program because these staff will have positive attitudes about
the development of the rural program (S2). There was interest in RCBME
program developers regularly reporting medical students’ performance to
stakeholders. The view was expressed that if the RCBME program has a positive
result, it will be easy to convince other staff to become involved later (C1). The

status of rural GP preceptors was expected to rise with selection, certification,
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and training, so that GP preceptors were seen as formally qualified. Ongoing
training in medical education techniques such as mentorship, feedback, and

student assessment was expected to increase skill levels.

mdauanIsnIsaeusas agdenilu facilitator daslddenisaeu swudinislideunso

conference ifenszfuiniseu (P1)

Clinical teachers have to change their teaching methods and also change to be facilitators.
They have to use learning materials. It has to include visits or conferences to motivate
their students. (P1)

Sralosziiuernrseasequuuiiuaute insrzisenisaenen walvidnlumuladasoveiilvog
luglusoels aym@s?w”ﬂm@75§ﬁi/7ag777ouanuﬁ’af7ﬂm71/&7“?7?@77@370%5{% Silueenilieos
gadeiagarauuen insrr1919138ikareuT e usInivernsdualalUisouguanavy)
o915 Wildoenazanemenuuuilozaivinuin msrzindnfozagns service oe1ufe
lailAiFeus (s2)

It would be great if clinician preceptors are willing to supervise students. Even those
students with a poor performance, they can teach. If we have preceptors like this,
students can succeed in their learning. In contrast, if clinicians focus solely on their clinical
work rather than supervising students, students may miss out on the learning

opportunities. (S2)

e iwusssuesrnsiwalulssmeruiaruvwazdasdiniEey auiliinesnguneiunissey
nsaeuivzdendulngdnludiios iigausluyiausniisusy unmgeinlsimevagudorndos

vagluisesnsisoumsaeuluney udneeresareliunmelsane1viayuyy (C1)

Having students in the rural hospital should be recognised by rural staff as routine, until it
becomes part of their culture. The rural staff who are not initially involved in the program
will be gradually become involved. Specialists from the tertiary hospital also should help
rural GPs to develop the learning activity at the rural hospitals and then proceed to
gradually engage with rural GPs. (C1)

Stakeholders described the need for government support in terms of policy and
funding. The non-rural participants mostly felt that rural GPs should have
opportunities for academic progression in their career, for example, the
opportunity for promotion to an academic position in Medical Education Centre

related to community-based medical education, or promotion with increased
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responsibility in the RCBME program (P2, P5). Some participants from the clinical
educator group suggested that rural GPs should have an incentive for their
academic responsibility (C1).

1979989Rg19devdl motivation uag incentive vy [unvdlsawerviaguv] laseals
wmsrzdowlu burden veuY) Uax career path vouY) Lyvhnsitdiailaesls Tlusluduesls
I (P2)

We have to talk about their [rural GPs’] motivation and incentive because it must be an
attractive workload and career path to teach the students. We are looking for the sort of
things they should have or promote. (P2)

iaslaildansdn el mariorgeniog ausnfdasmsnaudramd desnnseus doanis
??’5&7@?71/4%@@/’77&7 Founsilfaides Foensaarnaise wienesususuT e uiofe IR UM
wiemaulanedue 5?;717”@7W"?Zi/’rlmasjgmmZﬂ”Z;/u7uﬁZU 1579¢8989 balance L?aoziﬁa?ﬁmagﬂu
gy?fuZﬁumiu (P5)

We cannot deny that they [graduates] are so young. They want to have more
progression, more training, a better life, a better reputation, and more success. They may
fight for themselves to get their needs. All of these may be reasons why they don't stay
longer in the rural community. We have to balance these issues to achieve more rural
retention. (P5)

mazauvesunndlsimg 1wIagusUNANTY Ansdosdnmeuuny winiiunszsulaglaiie

mauuny gindoulsinaigau (C1)

The workload will increase for rural GPs, so an incentive must be add for them. It is
unreasonable if they work more duties without extra income. (C1)

4.5 Symbiosis in the Personal Axis

Recognising that students develop both personally and professionally during their
medical school training, this axis considers the impact of RCBME on this. Themes
included students meeting academic requirements of National Examinations;
students developing rural personal and professional identities; and shaping

students’ development through role modelling and mentorship.
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4.5.1 Students Meeting Academic Requirements of National
Examinations

The participants described concerns about learning opportunities for CPIRD
medical students in the setting of rural hospital in terms of meeting their
National Examination requirements. Because the RCBME program will be
developed as an additional rotation, within the overall period in each academic
year, the duration of major disciplines, therefore, will be less than the length of a
previous rotation (S4). The policy maker participants also reported that their
students felt the capacity to prepare for their examinations would be decreased

in the rural setting (P2).

WenIvevanasmiely insrsdowvaaarluSeululsimerviagusy (54)

I still have concerns that the content of major disciplines will decrease because of the
time constraint for learning in the rural hospital. (S4)

uniSeue1vseinamanmveninziiuegiels ninseunisaeussavielu luusunigailng

wuvil r2)

Students are concerned about their learning quality in the rural setting. They are not sure
that learning in the rural setting is good enough. (P2)

Students expressed concerns about their individual time pressure on their
preparation for the National Examinations. They perceived that their colleagues
who will rotate in the rural hospital before the period of National Examination
would have less opportunity to prepare themselves compared to their peers who
rotate in the tertiary hospital or medical school. They expected private time to
study to be decreased during rural rotation because of the busier clinical
placement roles when on placement with rural GPs in the rural hospital.
Additionally, students described that in order to do well on their National
Examination, they needed significant private time to be tutored by their
colleagues and access to clinical educators in the urban setting (S1). Because the
Thai Medical Council uses the National Examination for all medical students in

the country, CPIRD students are described as being deeply anxious about their
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National Examination scores (P5, R3).

duluduasdarel 4 Adslainaaun mlleuast 4 Aluldanesls isnemusneu usvals
drauydniurasilndaey National Examination tae udauieusany shugesdudungulueue

wwne Avedaa (51)

I don't worry about rotating in the rural hospital in my fourth year. I don’t mind if I learn
there. It is a time to gain the knowledge. However, if I rotate in the fifth year which is a
preparation period for the National Examination, this can make me anxious about missing
out on the opportunity for tutoring with my peers in the urban Medical Education Centre.

(51)

16in [ihiSeu] desaeu National Examination iifloudunisuszme iinfseslinaiuganit n1seg
yyusiusidey Lulaiinugisesilevegluumine ds tiardeuudsdunianailudaau strength
(P5)

All students in the country must do the same National Examination. They may feel that
learning in the rural setting is inferior to learning in the university. They think that they
will be disadvantaged when they do the examination. (P5)

National Examination ifiou 90% siufiliunisaevaiug Falasiunniriviiiuiiaeusiu
mausihniniseusanaa National Examination du@a%3s insrzd usiludluusenaulsanlusoe
oeils FEnTuludAy upsisoedun sxjanIwiulsuSeuunmdivifugesq 19duevniulawe s

i51vmalsluvsaial (R3)

Nearly 90% of the National Examination is based on factual knowledge. The more content
students know, the more chance to pass the examination. When I was a student, the
National Examination was my whole life. I felt anxious that I did not have the opportunity
for tutoring with my peers in the university and I felt this made me missed some
knowledge. (R3)

Learning resources should be provided to medical students to support their
knowledge of required content during their study in the rural hospital and
community (S1). Because of the long distance between the Medical Education
Centre and the rural hospitals, participants from the policy maker group felt that
information technology will be needed to be provided electronic support such as
online databases, electronic textbooks, or access to video conferencing for

learning and consultation (P1, P3)
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d1velvegrniudosdiausluneu wieluinilide medicine wilidoeslsi load lWAld lumimanug

sl (s1)

We must have access to content knowledge, for example, textbooks or electronic books in
Medicine to make sure that we have adequate sources of knowledge while on rural
placement. (S1)

duduaamaandeuanveluladuaeudnseou inswIiumgdudngmiaie (P1)

It’s time to use technological devices to support teaching because it's currently suitable
for students’ lifestyles. (P1)

auleidoslsiidnluanuly internet vium iy ubiquitous leaming suagrImsauvziseuyiod
(P3)

It is manageable for students can learn by themselves, for example, searching the
internet. More importantly, students are concerned about their readiness to learn. (P3)

4.5.2 Students Developing Rural Personal and Professional Identities
As outlined in the theme ‘authentic learning for future roles’, participants
reported that RCBME students could learn about the capability of practice in the
rural hospital, for example, rural GPs’ performance, medical resources or
facilities, and with its limitations (S4). This knowledge will give students a great
opportunity to prepare themselves to be future rural GPs. More than simply
becoming familiar with rural practice, rural GPs hoped that RCBME would help to
shape the student’s professional identity so they identified with rural practice as
a career (R2).

wangasdurvzvaeldunmegiavlvienlulsmerviarusudedu duuesvainvade iugumids

ve3l5aneIVIaTUYTLNINTY (S4)

The RCBME program will help the graduate doctors to work in the rural hospital more
easily, have a variety of models of practice, and become part of their rural hospital more
than the current system. (54)

oenbides [UniFeu] viuduesdnumuazinmugy udaiauinnuevinues19inugy aui

lasunAeyuwu AUty udanpszlasunsusnisig (R2)

I would like them [students] to value their happiness. If they are happy, their work will be
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good in quality. And this will benefit the local community as well. (R2)

Moreover, from a personal perspective, it was anticipated that medical students
would be exposed to rural life, for example, how their rural GP preceptors live in
the rural community, and what things they can do in the rural community (R2).
Policy maker participants expected that personal relationships between students
and others in the community could, over time, gradually facilitate students to
bond to the community and subsequently be happy to stay for longer in the rural
community (P3).

wegyurvevzleslsvargesie iy [nseu] laliundueneglsmeiviarue iw19eda

waeelst gasinauswiulasdie (R2)

Rural placements may give them [students] many experiences. They can learn from their
practices, their colleagues and what they see during their stay in the rural environment.
(R2)

mulugusuaunsountungvesdnseu iinaunile uasdniSounlagudy [aiseuideiuuasiy

dmaranmsnau Ji5eeaq iy (P3)

The local community members can teach the students. They will be proud of their rural
communities and will facilitate students to engage in rural life. The local members and
students also will learn from and respect each other. There will be positive results. (P3)

In the rural participants’ opinion, the RCBME program will be able to facilitate
relationships between local community members, rural doctors, and students
(R4). The relationships between these stakeholders will become closer and
potentially will contribute to students wishing to participate in rural social
activities and have a positive attitude toward rural life, staying for longer in the
rural community (P4). It was thought by some policy makers that if students
became familiar with local community members, they might become the part of
the community and, in turn, could have a happy life as rural doctors working for

the rural community (P1).

segmlninSeulaisougoeiandadunimieulugur uasidieidyuruvesyratuaniueenls

uazoenllyrsny1Iv snyuvy viulugurut N ins1e9glaldnder it (R4)
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I would like students to learn with the rural community and come to deeply understand
rural life. I hope that they appreciate the rural community and local members. I hope they
will work for the rural community because they will feel close to the local community. (R4)

197 [UniSeu] winsdessntiunm naulvegiiu naulvegluiiuiivuuy uaiegivnsaduuig

0199 NTIUT I Ui TgnengsldTineg iy uagletinuvudniugy (P4)

If they [students] love their hometown they may want to come back there as rural
general practitioners. They may stay longer. They might decide to study further, but we
hope that they will be happy to live in the rural community. (P4)

oy [insen] wviemlulsanerviayusy wieielaadu lusanudanuen luzanas

ag/luiug wils layulinsunioaroenneu (P1)

When they [students] come to work in the rural hospital, they might better adapt to their
work. They might not feel lonely, separated or unwilling to stay longer. (P1)

In contrast to this view some participants felt that because the RCBME program

will initially be implemented as a limited-time interval rotation, there will not be

enough time for development of meaningful relationships between students and

local community members (C1).

4.5.3

lsidnaliniseulagluguvuuaavziin bonding insrelvagyumuunluui nioauluuaio
lalldlogyuvuimpely dunelsiiin bonding usigiAnlinieulvegyuyuiiioisensinaug

¢ls7alu relevant funisegluguyu AneudaAy (C1)

I don't agree that students who undertake rotations in a rural community will be able to
create close ties because they don’t have enough time to bond and they may not return
to work in the same rural community. Rather, it is more important that they recognise

what practices are relevant to rural communities. (C1)

Shaping Students’ Development through Role Modelling and
Mentorship

Participants anticipated that rural GPs will be assigned as medical students’

preceptors during the students’ placements in the rural hospital. The participants

thought that rural GPs would mentor their students to make sure that their

students are able to perform appropriate clinical practice with appropriate

medical knowledge, competent clinical skills, and also a professional attitude.
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Because of the close relationship between students and their preceptors in the
non-hierarchical environment, students will be comfortable to learn and will have
learning experiences, either formally or informally learning from their rural GP

preceptors (S2).

anuduidosiaiadniu carneneaTnbinvuduleivzlinug auidudoussidaaiu
dvlasiognvzaru wearwiildnaelammeund doelumdeululsuouunnd duine1915d9un
igun UniSeunaslinoend zan (wee1915g01u37] Jualvlny Nagmeuly Aoviegeralus

usiilioenlilaugdn usgninegluanrizuuui [Aaruduiides] ssaiueslsiouldiae (52)

The relationships between rural preceptors and students can be closer compared to the
hierarchical relationships in the medical school. The hierarchical relationships can mean
students are not confident to ask clinical staff questions. More friendly relationships in the
rural setting can help students and preceptors be comfortable to engage more easily in
learning. (52)

Additionally, rural GP preceptors also will be comfortable to teach or mentor their
students and informally transfer their rural experience to their students during
the placement period (R1).

daundariiduglamladmndodiguy dusmanunndoonunlaluid g7 luawaniazdu
unvgnlalown 15999 Ususiaunden dudugisiiynduinSeutuyigaieismsusuiang
wld (R1)

In fact, we are stakeholders in the rural community. If we don't train students well, they
may not be good colleagues in the future and difficult to change their attitude. So this is a
right time for us to improve their attitude being good doctors. (R1)

Ingaulvajuanyr [unmdlsamerviarumiuasinbeu] Hegiiniuuiney wudusuitsudo

CPIRD fagAuiAg Auduitiasiowiliivieengua egnaeusniu (R1)

Most of them [rural GPs] are CPIRD alumni. So, they know the students and each other.
This familiarity will motivate rural GPs to teach students and take care of them. (R1)

Student participants stated that rural GP preceptors could be important role
models for students (S1, S2). The early rural exposure and the close relationship
between stakeholders could motivate students to behave like their preceptors

and may positively influence a decision to practice in the rural community in the
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future (P5, R1).

wiendulsnegrviaguyuiUssana 20 U ireglainsizanyizaninedussleviluyuyy

o Gy 1 o & cc ' = = o & o ada o o
aunsoan Nandutussleninaeeyls llouduussiumaly ihuiauadnaaiviuis)
(S1)

One rural GP has worked for the rural hospital for 20 years because his work has been
valuable and he has been able to develop his own rural community. That is the reason
why he remains in the rural community. I personally have this motivation and his story
actually gives me a strong interest [for rural general practice]. (51)

wieiliiagauldiuesliniud by ussguiouduaunislunseunss (52)

The rural doctors prioritise their patient care. They take care of their patients as they
would their family members. (52)

>
14 o

dudenunneogyuyuaeedaruguuntu role model UniSeuvsladuduauvaiu uainvmm,
ATINLTY (P5)

If we choose doctors who are happy with rural life to be the students’ role models, then
students may absorb this manner and develop it themselves. (P5)

JuniSeunilna Family Medicine iduairiusevivlaauni flagve elective ion auliu
LLWMEJ‘Y‘[?"i{liJﬁﬁﬁ'ﬂﬂ?yu in-service Family Medicine residency training Ve0dn IN5I2LYI19890

Seuidiilonauliiinnnlssmeuiaguvuvesyilueuing (R1)

One student was very impressed with their Family Medicine rotation in the rural hospital.
He decided to stay here further for his elective. Now this student has graduated and has
decided to apply for an in-service Family Medicine residency training in the same rural
hospital. He wants to develop his own rural hospital practice after residency training, so
he can practice in a similar way. (R1)

Non-rural participants expected that motivated rural GP preceptors would be
stimulated by their students to update their knowledge and further prepare
themselves for teaching and mentoring of students (P4, C4).

msseunisaeululsmeruiaguyy weldniSounseiliidenisnseguunmelsimeuayusy
ilAnnisieuineidoatiusn (P4)

Introducing learning activities in the rural hospital for students will help rural GPs to be
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conscientious in their ongoing learning. (P4)

AnInduisnisiaiganlikwmelsimeuiayuruiuasaoulniey agrdeesiuinisuaniaen
P 1wIndeInsedesosuvedawmevanminSeulild elusiwilaidueg wwinesdupui
1593 (C4)

It is a very good idea to have rural GPs as student preceptors. At least, it will provide the
opportunity for them to discuss their knowledge with their students. They will actively
answer students’ questions. When they are preceptors, they will be motivated to learn
more. (C4)

One rural participant expressed the view that rural GP preceptors and students

would be able to discuss or exchange their knowledge of different contexts (R2).

4.6

visAlanuFinaigeimios [UniSeu] wesvs 9ua191sgamlsimerviagud wielsuSeuunyed
wwiguainailoels (R2)

Sometimes we get new knowledge from them [students]. For example, we can learn the
clinical practice of specialists in the tertiary hospital or medical school from our discussions
with them. (R2)

Symbiosis in the Social Axis

Participants hoped that medical students placed in the RCBME program will be

able to understand the rural patients together with the rural context that they

engaged with, and potentially the graduates will wish to stay in rural practice.

Thus, the program will meet government expectations to support rural health

service policy, increase rural doctor retention rates, and build rural community

capacity.

4.6.1 Understanding Rural Patients

Rural participants said that students needed information on the rural context and

how rural patient health care is different to the majority of cases in urban

centres (R3). Participants hoped that students would recognise rural patients’

perspectives and their experience of their illnesses (C1, P3, R1, R2).

ot lag g luguyusiuseninlsewerviagued mmumseulunisu) v3ensiyInImIe
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nietlynieenlsaneviayuruivlsme viague Suauazdaymiiu (R3)

Students should understand the differences between patients in the rural community and
those in the urban community, such as the opportunity for travelling to the hospital, and
their range of medical problems. (R3)

uniSeulaidrlanisguagiaensluuiinituasuuadn wuaninmdiled) glagemauigendy
oeinls uwadniihlodnmaiininigvesaniseels uasiveuedluanvuzveinisdostulsauiniu
(1)

When students understand patient care (either generally or specifically), they can
approach patients with simple conditions and treat by themselves. Also, with supervision,
they can manage patients with more severe or complicated problems safely. Also, they
can learn to recognise more opportunities for disease prevention. (C1)

LIFII50UAYTEY IV I Uazy IUszrvutiedeeas Jesiuuinnirsng (P3)

Students can take care of their rural patients and decrease the illness of their local
community members. They will also think about prevention more than treatment of
disease. (P3)

Femsouslalugury winiaSeususunguay wlumssnwinrududie lulvuashyilse (R1)

Learning in the context of a rural community will focus on the patient experiences of

illness, not only treatment of disease. (R1)

nangsragliinSeudrlausunnour19mese asuas1nIsiIuYesnmelulsane 18Ty
luawias unndidnlavsunyusy Maunnduagsiedlagan wndrlaauldunnandy imsels
sudadsmtuinGeuunmd fezthlagnd 1rlvgusy udadniugulunsieu uaaainnse

manage #ato9 Aowy19zdlaugulunIsyiieaInnInay (R2)

The RCBME program helps students to understand the rural context and support them
before starting the clinical work in the future. The early experiences of this program show
that graduates, patients, and the community can understand each other. They can
manage themselves as well as work in the rural community more happily. (R2)

Rural patients’ health care could be further understood through student
opportunities for broader medical learning experiences, which they may not get
from the urban context. For example, they have the opportunity to visit their

patients at their houses to understand how their patients live and see holistic
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patient care in the community setting (S1). Additionally, students were expected
to be able to provide health promotion information to serve the local community
members and to improve the quality of life (R1). Students could also learn from
the wisdom of the local community, for instance, herbal use for some medical
conditions, Thai massage for physiotherapy, or rural innovations to serve their

day to day lives (R1).

ihumausevivlousn ARegiaenn admit Msmerura i COPD mousglsameIuia wifagius
vudies 1591555 Imnthueels weldmugiaeluiitruaesiiiieves insizivudeun
udniAludaugua Mwreenuilsmeriamsiznilsoeiadaugua AdnlatiymTineiase
(s1)

I had a patient diagnosed with COPD admitted to the hospital. I did not know about my
patient’s life until I visited my patient’s home after discharge. I found that her COPD was
worsening from her birds. She didn‘t have anyone to take care of her, so she needed
someone to stay with her when she was sick. It made me understand about my patient’s
life. (51)

muldamlnaidrlugeusnishaudegnlugury Wiy o] Sousamduyusy Aonisasn

Lsagun I (R1)

Most patients in rural areas could not access the rural health service. So we will go out to
access patients instead. Visiting patients can let them [students] know about working in
the rural community. (R1)

uniseulaiseusunmeunlne unnegviuden pddegrvridiu nsldayulns (R1)

Students can learn about traditional medicine, alternative medicine, the wisdom of local

community members, and herbal medicine as well. (R1)

In addition, the rural participant reported that students could be actively
encouraged to broaden their experiences in other rural service settings in either
government or private sectors (R2). These activities could help students to

develop greater understanding of rural context and local community members.

windlemanvenidnseulunsaegthensoudr iueslsnludine luldileniasereid vxlaly

wiudaglusoudniiaears (R2)
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It would be great if students accompany us treating patients in the jails. It's rare to
experience poor patients like this. (R2)

4.6.2 Increased Rural Doctor Retention Rates

The participants knew that the Ministry CPIRD had an educational policy to
produce medical students well prepared to be rural doctors and to increase rural
doctor retention rates. However, the policy makers expressed the view that the
current CPIRD curriculum directly reflects a collaboration between tertiary
hospital and the university at the expense of these objectives (P2). They thought
the CPIRD curriculum needed to be re-shaped in order to reinforce CPIRD
students gaining more rural general practice as well as rural community exposure
(P1).

FauluajnisiSeunisaouves CPIRD inilausudeunyulsaseuunne luiignaslailamudmnei
Foams duegluussennansiSeugiuunids uiieenliinGeunsemindnaermids duoral
match fuihlng Sedoanglasmsilnsiiebinouauassioitmungyes CPIRD uazasrsg1uns
Seouluguay iiaighdeusunguaunauluenluymsu (P2)

The CPIRD curriculum doesn’t achieve the aim of CPIRD because its academic activities
and requirements are inconsistent with the objectives of CPIRD. So the CPIRD curriculum
must be revised to build the rural community-based education for students to experience
the rural context before starting their work in the future. (P2)

CPIRD fhilevenity rural retention rate 1iuindu usidsnisamdeninSeudsdanaauvein
ludios pralvel] unnIndnyuunaseq Jedasmsimumangssiid rural exposure unTu iiie

vagvaeuliinisyudlovsunguyy uaznamisireziiueninisasegluruunlauiniu (P1)

CPIRD has a policy to increase rural retention rates. However, it still has had a higher
proportion of urban [Hatyai District] students compared to rural or remote-origin students
[other districts in Songkhla Province]. So the curriculum will be developed to provide
students with increased rural placements. Students from this curriculum can be expected

to improve the understanding of rural context and the rate of rural retention. (P1)

The participants thought that the RCBME program should be developed to
achieve the CPIRD’s mission, particularly in terms of increased rural doctor

retention rates. The rural participants expressed an opinion that the RCBME
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program would be a suitable program to produce CPIRD graduates to serve local
community needs as well (R1, R2). Further, the RCBME program was expected
to improve rural health services, and reduce the differences in doctors’ working
opportunities and career progression, which currently exist between city and

rural hospitals (P3).

Wk aNEaUNNETInoUaUBWaAIIMBINITYVeITNYY s liensInIsAtegveunydanas

o & & = &
W\?UULLW%EJ?ULH’]I‘?Q’]@VSLVU@HJ/'}I‘??/ZJ (R1)

If we don't actively seek to produce graduate doctors the retention rate of rural doctors
could decrease. As a result, the current rural doctors may have increased clinical duties.

(R1)

indordunaulavdiinenovluly Hdavloyuiuas ilSuiuas ynee1eiiauudunluls
Amau uazgavieyy [unwndloyu] Alulddnnugy asu 3 Numsldyuiluiseuse udineenly
VINsTUVTULY Aelug mnivangssuvuil isufedegedesq is19slavueiidilavsunyes

Isanwerura vivuselulsineruia yuyueeeldnuguld niolodinluguwuls (R2)

We believe that the RCBME program is a really good solution to fix the rural doctor
problem. Previously, both obligation and government payment didn’t succeed to keep
graduates working for the rural health services. They [graduates] were not happy to stay
longer than their three-year obligation and then decided to study further or left the rural
hospitals. So, if we implement this RCBME program, we will soon have graduates who
understand the rural context and will be happy with their work and stay in the rural
community. (R2)

ililuruunuashudealsisneiuun wwsrgdrmeiuun Sufdeiliaueeinidneyludesegd
(P3)

Reducing the differences between rural and urban areas is the way to decrease the
number of doctors moving out to the city. The greater the gap between these two
settings, the more urbanisation of rural doctors will occur. (P3)

In contrast, some rural and non-rural participants argued that the RCBME
program might not be the only answer for increasing rural doctor retention rates.
They thought that the rural doctor retention rates might be impacted by many
factors, for instance, rural background, career progression, financial status,

personal and family issues, as well as need for further training in the urban
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centres (C6, R3).

Z;/mﬁmﬁwa”ﬁg'ﬁms1//"727/713?)4?yuammﬁuuwwsfﬁag?mgmm Lwa‘wﬁuﬁag”lugmuwﬁa wila
soudunuluiosduias Hregiaineduiaivin aes vesduiikeglolshisumnln iy
Asaseulignialvu dmsiSuilesnals uasSoamsviadaruauiele darushadiion
w3alu (C6)

I'm not sure the RCBME program influences students to be rural doctors. The doctors who
can stay in the rural community may include rural background firstly, and interests in the
rural community secondly, such as a school for their children, incomes, and job security.
(C6)

liwdlagwiheeeiesviliivgniudvguauluizesglw soutisiareyld 8n 10 T Aneagls
umdn 20 Unslsiusl suazdnaiudndnsiuuineeausild srvnsiseslunalulyliveuind ugpady

WsImTIe8In ey 5N TunINn I (R3)

I'm just wondering about whether the RCBME make students bond to the rural
community? I may live in the rural community for ten years, but not 20 years. From my
personal perspective, if I have to move out from the rural community, it may be because I
would like to learn something rather than because I don't like this community. (R3)

4.6.3 Rural Community Capacity Building

A non-rural participant described the mission of the Ministry of Public Health
known as the ‘Service Plan’. The Service Plan for all health regions in Thailand,
including health service from the tertiary hospitals, seeks to transfer services to
the primary hospitals in a seamless manner. In this regard, the Ministry directs
tertiary hospitals to contribute their staff, medical resources, and budget to
primary hospitals in their catchment (C4). The RCBME program will be able to
reinforce and support the Service Plan by transferring academic activities to rural
health services. (C3).

ulgurg Service Plan vesnsensadasnsliinisaienenniizoinlsimerviague lug
Isaneuayusuegua windnsiseounisaeuluyuvu HuzaoandediuaudeInITiINg?I

dushlvimsvheudseimaznsiseunisas flow lugaenunass (C4)

The Ministry’s policy— Service Plan— actually wants us to transfer our knowledge from the
tertiary hospital to the rural hospitals. If we implement academic activities in the rural
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setting, it can serve the Ministry requirements. It helps us to link health services and
education together. (C4)

Jaeimiuagiusiaved CPIRD Milenanunmneiior1ivuunagiuas Asusmiszdedninsou

msaouluyuyuiuduay Anirnslausylevdivyurudie (C3)

The vision and mission of CPIRD are to produce rural doctors working for the rural
community. So we should have academic activities in the rural community. We also think

that the community will get the benefit from the rural placements as well. (C3)

In addition, the participants explained that the RCBME program could provide
opportunities for development in other sectors in rural communities, for instance,

transportation, local business, or modern technology (P5).

uenani mangnslvai] Eovilvidaruaiymiamduslume wuniseuuieu welulad (P5)

Additionally, it [the RCBME program] will be able to get other development into the rural

community, for example, transportation or technology. (P5)

4.7 Summary

This chapter presents the results of 21 interviews of RCBME stakeholders in the
Thai context. Considering the clinical axis in Worley’s symbiosis model, Thai
RCBME stakeholders expected to offer students authentic preparation for future
roles as rural doctors if students were ready to participate actively in the clinical
environment and contribute to the legitimate work of their clinician supervisors.
Through apprenticeship-style roles, RCBME was expected to provide students
with opportunities to forge meaningful relationships with interprofessional clinical
team members. Collaboration between city and rural clinicians to deliver RCBME

could enable each party to see clinical practice from the perspective of the other.

In the institutional axis, these results indicate that Thai stakeholders recognised
the need for Thai RCBME to be of benefit to both the rural health services and
the academic centres engaged in CPIRD. They described hopes that through
RCBME, academic centres will be able to meet government expectations of

transferring clinical learning to rural areas, and for improving, as well as
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sustaining, rural health service quality. The program will in turn support rural

health services to make RCBME a success for those services.

Recognising that students develop both personal and professional identities
during their medical school training, the personal-professional axis considers the
impact of RCBME on this development. Rural clinicians were expected to shape
this personal axis through their role modelling and mentorship. However, Thai
RCBME stakeholders also expressed concerns for students meeting their
academic requirements and protecting their reputation of achievement with

regards to academic results of National Examinations.

In the social axis, Thai stakeholders expected students to understand the rural
patients together with the rural context through the RCBME program. Potentially,
the graduates who are attached to the rural community will meet the
government expectations to support health service policy as well as increase
rural doctor retention rates. In addition, this axis demonstrated the hopes of Thai
stakeholders for building the capacity of the rural community through

implementing the RCBME program in a rural location.

In conclusion, many results within each symbiotic axis of this study support the
key findings from the literature review as outlined in the Chapter 2. Results
indicate considerable interest in, and commitment to, Thai RCBME from the
range of Thai stakeholders included in the study. These results are consistent
with the government imperative to commence RCBME for CPIRD medical
students. A humber of unexpected results emerged from the data, which seem
different from the findings in the literature review as will be explained. The final
chapter will proceed with further synthesis of across axis themes as well as

discussing these context-specific similarities and differences.

96



CHAPTER 5: DISCUSSION

5.1 Introduction

The previous chapter has clearly illustrated the voices of a representative range
of Thai stakeholders including students, urban clinicians, policy makers, rural
health professionals, and local community stakeholders, to capture their
expectations of the Thai RCBME initiative within each axis of the symbiotic

clinical education model.

In this chapter, further synthesis of across-axis themes that builds on the results
identifies three cross-categorical discussion themes which emerged from the data
that integrate stakeholder perspectives. These three themes are explored,
compared to the international literature, and implications for RCBME in Thailand
are considered. In addition, the limitations of this study are described. Finally,

the conclusions of this thesis are presented.

5.2 Identification of Cross-Categorical Discussion Themes

On initial consideration of the findings outlined in the Chapter 4 regarding Thai
stakeholders’ expectations of RCBME, many of the themes are consistent with
the international literature as outlined in the Chapter 2. On more careful
consideration, there are some striking differences in the Thai context. Through
an iterative analytic process, as described in the methods chapter, three across-
axis themes emerged from the data. These are: dramatic shift in medical
education paradigm; seeing rural practice as the future; and collaboration
(between urban and rural stakeholders) to improve education and health in rural
services. The table of typology showing the thematic correlation across the axes

is demonstrated in Table 5.1. These themes are discussed individually below.
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Table 5.1: Typology of thematic correlation in cross-categorical themes

STAKEHOLDER EXPECTATIONS

CONTEXT MATTERS: MAJOR THEMES ACROSS CATEGORIES

CLINICAL AXIS

(4.3.1) Authentic preparation for future roles

(4.3.2) Meaningful relationships with members of
interprofessional clinical teams

(4.3.3) Student readiness to contribute legitimately to rural
practice

(4.3.4) City and rural clinicians seeing the other side of
clinical practice

INSTITUTIONAL AXIS

(4.4.1) Enabling tertiary hospitals to meet government
expectations by transferring clinical learning to rural areas

(4.4.2) Rural hospital quality improvement and sustainability

(4.4.3) Supporting and valuing rural health services to succeed
at RCBME

PERSONAL AND PROFESSIONAL AXIS

(4.5.1) Students meeting academic requirements of National
Examinations

(4.5.2) Students developing rural personal and professional
identities

(4.5.3) Shaping students’ development through role
modelling and mentorship

SOCIAL AXIS

(4.6.1) Understanding rural patients

(4.6.2) Increased rural doctor retention rates

(4.6.3) Rural community capacity building

Theme 2: Seeing rural practice as

medical education paradigm
the future

Theme 1: Dramatic shift in

Theme 3: Collaboration to improve

education and health in rural

services
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5.3 Theme 1: Dramatic Shift in Medical Education Paradigm

This theme recognises the magnitude of the paradigm shift for Thai medical
education associated with the move to RCBME. This shift includes (1) a shift of
location: from tertiary hospital to rural general practice; (2) a shift of clinical
content: from complex management to common primary and initial care; (3) a
shift of focus: from teacher-centred to student-centred participatory learning;
and (4) a shift in outcome: from exam-ready to work-ready. These transitions
have occurred in medical education in many countries, but in the context of
Thailand these shifts are more accelerated by government policy, with potential
to be disruptive forces. Each shift is outlined below with the potential

implications for Songkhla Province and Thailand considered.

5.3.1 Shift of Location: From Tertiary Hospital to Rural General
Practice

This educational shift directly involves moving undergraduate medical student
training from urban-based tertiary hospitals to general practice based in rural

hospitals and communities. As one policy maker described:

ilumanime unis step up vesarmAImilunsiSeunisaeuainauauisiu regsional-
based [1n7Ine7ae] w1luthguuiiily provincial-based [Tsswerurague] uazmolumaissitu

district-based [15swe U891 (P5)

This is a challenging step of educational progression primarily from regional-based setting
[university] currently to provincial-based setting [tertiary hospital], and then straight
forward to be a district-based setting [rural hospital]. (P5)

Drivers for medical education to shift into rural and remote areas in Thailand
include the shortage of rural medical workforce both in terms of undersupply and
maldistribution. RCBME was initiated as an educational strategy in the Australian
context in 1997 with the aim of improving the recruitment and retention of rural
general practitioners (Worley et al., 2000). This strategy included fostering
medical students with rural backgrounds through early exposure to rural practice

with a view to encouraging more junior doctors to practise in rural communities
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(Worley et al., 2000; Young et al., 2011).

In this study of the Thai context however, there are concerns raised by a few
stakeholders indicating their scepticism about the benefit of student training in
rural locations in Thailand. This might be explained by recognising mindsets of

specialists informed by experiences of their own training in medical schools.

Mindset ve48197158menanzlulsineruiagueiulsuseuunme Gauidaluidoainly

Imangasziiueels (P2)

It is about the mindset of clinical educators and specialists in the tertiary hospital as well
as the medical school. They still do not believe that the RCBME program is going to
happen. (P2)

However, it is also possible that poorer human, instrumental, and physical
resources in rural health services in Thailand means there are substantially
greater differences in the context of care between rural and tertiary hospitals
when compared to the differences in resources available in rural and tertiary
hospitals in Australia. This will be important to address given the concerns
reported by Smith et al. (2015) by faculty and students in a lower resource

context.

unisgunainlulsmerviayuyuuaavzluldesls (s4)

Students expressed their concerns that they will not gain enough knowledge in the rural
hospital. (54)

Information regarding the RCBME program development in Songkhla Province
has not been universally available to all relevant stakeholders. Even one of the
RCBME leaders acknowledged the challenges of inadequate information

distribution and recognised the effect this has on acceptance of RCBME:

mulnsivesangnsuasaulidanulusigaziden vilihesdaouiuees (P4)

Because of unfamiliar and uncleared information regarding the RCBME program, it

definitely causes people to raise questions. (P4)
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5.3.2 Shift of Clinical Content: From Complex Management to Common
Primary and Initial Care

RCBME also represents a change in the Thai medical educational content as
students gain more access to patients with common conditions (including chronic
diseases which are managed in the primary care context) and patients with acute
care conditions, which need initial emergency management by rural doctors at
the primary hospital such as acute trauma, and life-threatening medical
conditions. Patients in the rural community hospital with less acute conditions
will potentially provide students with opportunities for greater authentic learning.
Contact with patients with chronic ilinesses over time, may enable student-

patient and student-practitioner relationships to develop.

Similar to the international context (Maley, Worley, & Dent, 2009), one driver for
moving Thai medical education to rural areas is the change in clinical practice
toward more specialisation and shorter duration of treatment in tertiary
hospitals. RCBME offers students the opportunity to engage with patients with
less specialised requirements for management of chronic illness, as well as
primary and initial care. Patients with well-stabilised illnesses and chronic
ambulatory care needs are commonly transferred to the rural hospital setting
nearer to patients’ home communities, or are found in the community and can

be seen by students in the primary care setting.

Isanervraguelsismazuds ... staff Al specialist 1ai complicated 199U U191y

USUN9599194971 common case (P3)

The tertiary hospital is not an appropriate learning place for students anymore. ...most
clinical staff are specialists and also have more complicated cases. We should find an
alternative learning setting that can provide common cases for student learning. (P3)

In contrast to developed countries, the rapid improvement in medical practice at
Thai tertiary service hospitals has increased the gap between rural and urban
services and has led to increased referral of patients from rural hospitals.

Tertiary hospitals in Thailand are perceived to have the advantages of highly

101



specialised clinicians, more technical medical facilities as well as increased
availability of postgraduate training programs in various specialties. The dramatic
shift in medical education content in the Thai context is associated with concerns
about quality of educational experience. Given the concerns and hopes that the
patient mix encountered will be better for learning, collecting information about
the impact of RCBME on students’ knowledge of common and important
conditions will be important to reinforce the value of the shift in content that
occurs through RCBME. Further understanding can come from the success
stories of RCBME in developing countries which may help to inform content and
quality discussions in Thailand (Cristobal & Worley, 2012; Omotara, Yahya,
Shehu, Bello & Bassi, 2006; Smith et al., 2015).

5.3.3 Shift of Focus: From Teacher-Centred to Student-Centred
Participatory Learning

RCBME will not simply facilitate changes in location and clinical content, it will
also provide opportunity to change the focus of medical education in Thailand.
Changing to RCBME in the Thai context is associated with a change from
traditional teacher-centred hierarchical models of education to more student-

centred participatory learning. As another policy maker expressed:

~OndsaeuiniSoulagIFuvuiy uniSeunliausoUsudild desseilamgaaaniiad (P1)

...If we still have taught them traditionally, they will not actively adapt themselves and

they still have depended on their teachers. (P1)

Consistent with the international trend, tertiary hospital health services in
Thailand have advanced in order to manage increasingly complex patient
conditions. Clinicians have important, time-sensitive health service provider roles
as required to appropriately care for the specialised-needs of patients. As clinical
teachers who are academically responsible for CPIRD students’ clinical education,
Thai tertiary hospital clinicians often blend their clinical and academic roles

together because of high massive service workload in each day. This situation
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limits the capacity to engage students in patient care. Educational relationships
between the triad of clinicians, patients, and students are inconsistent due to
specialists’ clinical commitments and academic availability. It has been
recognised that clinician time pressure is associated with passive student roles
(Walters et al., 2011a). This may be a reason why Thai students mainly
experience a passive role rather than an active member participating in clinical

practice under the supervision from their clinicians in tertiary hospitals.

If improving medical competencies is particularly associated with more active
participation in medical practice, then Thai students learning passively in the
tertiary hospital setting are potentially becoming less competent than in times
past when the tertiary hospital setting was less complex. Therefore, RCBME
seeks to bring a new era of Thai clinical education, where RCBME students are
able to actively participate in authentic situations in rural clinical practice, and
particularly strengthen their generalist competencies through this active learning

paradigm thus better preparing them for their future working life.

The results in this study provide evidence that Thai stakeholders understand the
magnitude of the shift of medical education and are committed to contribute to
RCBME. However, they also recognise the challenges for the Thai context. In this
study many participants still saw students as passive learners and were unsure
how to move students from the passive clinical roles they experience as
healthcare team members in tertiary hospitals. There were concerns regarding
student readiness to contribute legitimately to rural practice. It is clear that rural
clinicians will need to be adequately supported and trained to deliver RCBME and
take on apprenticeship-style learning instead of a traditional culture of passive-
receptive student role in Thai medical education in order to realise the maximum
benefit of RCBME.

This theme is similar to findings in the international literature that rural

experience offers students a lot more active clinical learning than placements in
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urban tertiary hospitals (Walters et al., 2012). Through their rural learning,
students move from theoretical discipline knowledge to a new way of experiential
knowledge (Denz-Penhey & Murdoch, 2008). According to Walters et al. (2011a)
and Daly et al. (2013), student learning is facilitated by: diversities in rural
patient presentations; experiential hands-on learning in the rural clinical
workplace; and authentic engagement with rural GP preceptors and associated
clinical team members. These factors support students moving from the
periphery to a more legitimate and central position of clinical care, in which they

participate as active, agentic learners.

In order to be successful, the Thai RCBME program will need to select and
support students who have, or can develop, an active and self-directed learning
style. Collecting information about the impact of RCBME on students’ learning, in
terms of student participation in clinical placements, student satisfaction with
apprenticeship relationships, and learning outcomes will be important to
reinforce the value of the dramatic shift in focus in medical education which will
occur through RCBME.

5.3.4 Shift in Outcome: From Exam-Ready to Work-Ready

Despite Thai stakeholders’ hope that rural placements will prepare students to be
ready for a professional career rather than focus only on academic preparation
for written examinations, this study demonstrates that Thai students have more
anxiety about readiness for their National Examinations in contrast to being
work-ready for the rural context in which they will spend their first three years
following graduation. Their concerns that RCBME would interrupt their
preparations for National Examinations is important to understand, monitor, and
mitigate. Exploring these concerns further, it seems students worry that their
rural attachment would make them less competitive than their urban colleagues,

particularly through limiting the opportunity to access urban clinical tutors.

These findings highlight the challenge for Thai RCBME stakeholders if students
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attend the rural placement at their end of the fifth year as they are likely to
experience significantly increased anxiety due to National Examinations. As
reported in the Results Chapter (section 4.5.1), one CPIRD student stated that
the timing of the rural placement in relation to National Examinations might be

critical:

duluduasdarel 4 Adslainaaun mlleuast 4 Aluldanesls isnemusneu umvals
drauydniurasilngaey National Examination 8¢ uduieugany sugesdudungulueue

wwne Avedaa (S1)

I don't worry about rotating in the rural hospital in my fourth year. I dont mind if I learn
there. It is a time to gain the knowledge. However, if I rotate in the fifth year which is a
preparation period for the National Examination, this can make me anxious about missing
out on the opportunity for tutoring with my peers in the urban Medical Education Centre.

(51)

Student concerns are influenced by the current focus of the National
Examinations on academic content, which needs specialised knowledge
and skills rather than common general competencies. One rural junior
doctor described their previous experience of National Examinations that
confirmed academic study was needed to get high academic results in this

examination:

National Examination 1iay 90% sfufidunisaeumaiuy Falasiuinnirfuiduiiaevsiu nou
1udFeuzanas National Examination sfufio3n ins1zdnsludludsenaulseilyiaes
oeinls janTludAy upFisoilunn wiFnIwiulsaSuummdinfngas 1dueuniulaee
Iu5191meslsluniois (R3)

Nearly 90% of the National Examination is based on factual knowledge. The more content
students know, the more chance to pass the examination. When I was a student, the
National Examination was my whole life. I felt anxious that I did not have the opportunity
for tutoring with my peers in the university and I felt this made me missed some
knowledge. (R3)

Regarding student academic performance in the literature, it is generally evident

that academic results of students in longitudinal rural placements were mostly
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similar to, or better than, those results of students with traditional block rotations
in tertiary hospitals (Power et al., 2010; Walters, Worley & Mugford, 2003;
Wilson & Cleland, 2008; Worley & Lines, 1999; Worley et al., 2004a). CPIRD
students’ concerns are comparable to one international study where students on
longitudinal rural placements did not achieve comparable results in academic
examinations with highly specialised content of applied knowledge (Power et al.,
2010), although the effect size was small.

In terms of preparation for clinical practice, it is also clear that international
students who undertook rural and remote placements progress their role from
traditionally passive learners to those of clinically active learners and then co-
workers as develop work-readiness in rural practice (Daly et al., 2013). These
progressions of clinical participation refer to achieving student performance in
their requirements of generalist competency and their responsibility for patients
(Worley et al., 2006).

5.3.5 Implications for Thai RCBME

In order to reinforce a paradigm shift in Thai clinical education, as well as
support stakeholders’ concerns and hopes as mentioned above, a change in
strategy is required to ensure the success of Thai RCBME development. As
detailed in the Literature Review Chapter, many RCBME programs are
longitudinal integrated clerkships (LICs). These programs provide longer
continuity of experiences in terms of time for the triangular relationship among
students, clinicians, and patients to develop, compared to traditional block
rotations (Thistlethwaite et al., 2013; Walters et al., 2012). CPIRD plans to
implement the Thai RCBME initiative in Songkhla Province as a hybrid urban-rural
community clinical placement across the three clinical years of the course. The
RCBME model is proposed to be scheduled as three 12-week compulsory,
discipline-integrated rotations, one annually in each of the three clinical years. A

plan of the new CPIRD curriculum is shown in Appendix 17. This might be seen
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as a short rotation in a rural location each academic year, however there is
evidence that recurrent short rotations in the same location and under the same
supervisors can be effective in motivating students to consider for working in
rural locations (Young et al., 2011). This initial pilot of Thai RCBME is concordant
with the Australian John Flynn Placement Program (JFPP), which provides
students with an annual rural clinical exposure usually of four two-week
placements during their medical training period. The JFPP experience has
demonstrated positive influences on student intention to work in rural areas
(Young et al., 2011). To ensure the success of Thai RCBME development, there

is much support needed as outlined below.

5.3.5.1 Preparation for apprenticeship style learning

While the rural clinicians interviewed expressed a strong commitment to being
RCBME students’ preceptors, they (and other research participants) expressed
particular concerns regarding medical education expertise of the rural preceptors
as well as their high service workload in clinical practice. Concerns were raised
that these issues would affect the quality of supervision and time available to
commit to RCBME. These findings are concordant with the work of Walters et al.
(2003) who found that rural GPs were anxious about their teaching capability,
time commitment, and infrastructure demands on their practices. It will be an
important challenge for CPIRD to support rural clinicians who have concerns that
they do not have adequate time to meet the commitments of student supervision
because of their massive clinical workloads. The Thai RCBME leadership must
respect these concerns, and will need to properly organise faculty development
to build medical education expertise, improve teaching performance, and to
prepare for a learner-centred environment encouraging active participation in

clinical practice, as well as skilled facilitation for students.

International evidence suggests that the parallel consultation is an effective
model for implementing student consultation with patients (Couper & Worley,
2010; Walters, 2014), and has further demonstrated that this consulting model is
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time-efficient for rural clinicians (Walters, Prideaux, Worley, Greenhill & Rolfe,
2009). However, there are no studies examining parallel consulting in developing
countries, and it is unknown whether parallel consulting will translate to the
context in rural medicine in Thailand. Thus, Thai rural clinicians who take up the
opportunity to become RCBME preceptors will need to be supported to value
supervision and, importantly, CPIRD must support rural clinicians to develop their
own supervision models for their context that helps to engage students in
practice and to have minimal impact on rural clinicians’ clinical workload over the

course of the RCBME placements.

5.3.5.2. Assessment alignment

CPIRD students in this study described concern that the additional duration of
rural clinical placement will reduce their learning period in major disciplines from
previous traditional rotations at the teaching hospital. Their reasoning was
assumed that the time in RCBME will interrupt the opportunity for learning in

major disciplines or specialised knowledge in an academic centre.

WenIvevanasmiely insrsdowvaaarluiSeululsime viagusy (54)

I still have concerns that the content of major disciplines will decrease because of time
constraints for learning in the rural hospital. (54)

Thai medical education mismatch between learning methods and
assessments for National Examinations as revealed by the students’
concerns is an important source of potential sabotage for the success of
RCBME in Thailand, particularly from the perspectives of students and
universities. CPIRD must acknowledge this issue and find an appropriate
solution to the concerns raised by CPIRD students about the examination.
Importantly, the educational shift, from exam-ready to work-ready, may
be valued in medical education in Thailand beyond the RCBME program. It
may be time to review National Examinations and consider other

assessment processes to produce more work-ready graduates for all of
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Thailand. Certainly, authentic clinical exposure coupled with programmatic
assessment for learning correlating to students’ future practice is
becoming more common internationally (Schuwirth & Van der Vleuten,
2011). Another option is that CPIRD may need to consider a courageous
move to separate its own assessments for CPIRD RCBME students from
the national system. This would enable the introduction of workplace-
based assessments into the Thai RCBME program rather than privileging

factual knowledge-based examinations.

5.4 Theme 2: Seeing Rural Practice as the Future

This theme recognises the expressed hope, with caution, that if all stakeholders
could envision an optimistic future for rural practice, then each group of
stakeholders will positively reinforce the RCBME work and outcomes of the other
groups. These visions of the future include: (1) the future for Thai rural doctors;
(2) the future for Thai patients; and (3) the future for CPIRD students. The

future for each group is outlined below.

5.4.1 The Future for Thai Rural Doctors

Thai stakeholders generally anticipated rural clinician preceptors to be key
persons in the RCBME program. In the future, rural clinician preceptors will be
responsible for facilitating CPIRD students’ participation in clinical activities as
clinical team members with non-hierarchical relationships among rural clinicians
and other health professionals. The international literature suggests many rural
doctors choose to supervise students because they enjoy the professional
company, intellectual stimulation, and the opportunity to give back to the
profession and shape the next generation (Walters, Worley, Prideaux, Rolfe &
Keaney, 2005). However, there is also evidence that being a preceptor for
medical students needs to be feasible and economically viable (Laurence, Black,
Cheah & Karnon, 2011). In order for Thai rural doctors to take up this role and

thrive in it, they must envision a positive future and be supported to co-create
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this future with RCBME leaders and other stakeholders.

This theme captures perspectives that doctors who choose to stay in rural areas
were seen by Thai stakeholders as materially different in their attitudes, values,
and interests compared to their medical colleagues who return to the city soon

after their initial completion of service.

wiendulsonegrviaguyuivssana 20 U ireglaingizanyizaninedussloviluyuyy

o Gy 1 o & cc ' = = o & o ada o o
aunsoan Nandutussleninaeeyls llouduussiumaly ihiauadnaaiviuis)
(S1)

One rural GP has worked for the rural hospital for 20 years because his work has been
valuable and he has been able to develop his own rural community. That is the reason
why he remains in the rural community. I personally have this motivation and his story
actually gives me a strong interest [for rural general practice]. (51)

There is a significant expectation that the power of the apprenticeship
relationship will influence future career choices and outcomes. However, there
was recognition by Thai stakeholders in this study that retention of rural doctors
in the longer term, requires meaningful career progression opportunities to retain
doctors who make an initial commitment to stay in rural areas after their three

years of mandatory service. One policy maker perceived that:

iaslalaTndn el wahilergdalos aunfienIsaaudTImd doanInseus fein7s
FInaruiuegia donisideides donI5AINE 15 1919 719AUTU UG AeUTOFITIYIAUN) 1D
naulavddny) Gedarvviliiwregyuaulaluuunly i519e609 balance i3aviiiialvivioglu

yuulaudu (P5)

We cannot deny that they [graduates] are so young. They want to have more
progression, more training, a better life, a better reputation, and more success. They may
fight for themselves to get their needs. All of these may be reasons why they don’t stay
longer in the rural community. We have to balance these issues to achieve more rural
retention. (P5)

Previous studies have indicated that opportunities for rural career progression

could help doctors to increase their interest in rural career choices (Marley et al.,

110



2009). Access to postgraduate training in rural areas has been shown to meet
key needs for graduates considering a future in rural practice (Walker et al.,
2012). RCBME may provide some complementary opportunities for
undergraduate and postgraduate education, enriching continuing professional
development for doctors in their career pathways (Hays, 2006). A vertical
educational training stream that integrates medical training of undergraduate
rural tracks with visible postgraduate career pathways will therefore be
fundamental to retaining Thai RCBME doctors for future rural practice. RCBME
can be seen by Thai rural doctors as an important initiative which is consistent
with the Australian rural education and training interventions ‘rural pipeline’to
support the rural medical workforce (Walker et al., 2012, p. 2). The Thai rural
pipeline can include recruiting (CPIRD) students with rural background
recruitment; delivering (Thai RCBME) medical training in rural regions; and

building rural-based postgraduate training pathways.

Considering the international literature, the Ministry CPIRD together with the
Thai government would do well to complement RCBME with additional political
strategies to provide rural doctors with opportunities for postgraduate specialised
training, especially for CPIRD alumni who commit to practice in their home
communities. In Australia, postgraduate training in rural and remote medicine is
available through the Australian College of Rural and Remote Medicine
Fellowship®. A reasonable option may be for CPIRD alumni to have further
specialised training in partnership with Prince of Songkla University (PSU)
Hospital, or a regional tertiary hospital such as Hatyai Hospital, in order to
connect the context of training as closely as possible to the context of practice in

the rural Southern Region of Thailand. Another opportunity for postgraduate

! Australian College or Rural and Remote Medicine Fellowship training program
http://www.acrrm.org.au/training-towards-fellowship
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training and recognition is through academic qualifications in clinical teaching
and rural research higher degrees. Opportunities exist to partner with
international universities with high rural and remote standing to develop these

pathways for Thailand.

5.4.2 The Future for Thai Patients

Rural patients are seen as important stakeholders in the Thai RCBME program
and rural community placements more generally. Apprenticeship-style learning
relies on rural sites having capacity for greater access to patients and, more

importantly, patient willingness to participate in student consultations. Ideally,
RCBME will be more successful if students are also welcomed by community

members into the rural community and actively encouraged to engage. If Thai
rural people and Thai patients seek to support RCBME, then the program is more
likely to produce doctors who are both competent in medical practice and have a
deep understanding of the rural context.

In this study, the initial perspective of local community stakeholders regarding
willingness to be involved in a student consultation was somewhat negative. The
local community members expressed their concerns in relation to student
readiness to legitimately contribute to rural practice. This unexpected finding is
different from previous findings in the literature (Hudson et al., 2010; Hudson et
al., 2012). Thai doctors expressed concern that local community members would
not wish to see students because of their lack of clinical experience. As one of
Thai rural community stakeholder commented:

vtulngianizauun wwrndndudnSeusuesiiogdnloy dimissaunisal nse

Usvaumsaldaludaau lsimdouriuvselvel 1919¢3nee1s (R5)

The local community members, especially the elderly, mentioned that medical students
were young and inexperienced compared to the senior rural doctors who were more

experienced in terms of clinical practice. (R5)

Interestingly, Australian doctors have been shown to overestimate patients’
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concerns about student involvement in consultations, with patients expressing
comfort in having students more actively involved in RCBME (Hudson et al.,
2010). Even in resource-poor contexts such as Nigeria, people in rural
communities perceived student visits to their community primary care setting as
beneficial (Omotara et al., 2006).

Additionally in this study, local community members expressed concerns that
consultations with a student might take more time. These concerns contrast with
the international literature, which has found that patients usually report enjoying
the additional time they have with students and clinical teachers during parallel
consultations (Walters, 2011c). The time pressure that Thai local community
members were concerned about may indicate participants’ experience of
inadequate rural health service capability due to medical workforce shortages.
Patients will need to be supported to see that RCBME does not reduce their
access to care, and that having additional time to discuss with medical students
can value add to their care. In the international literature, parallel consultation
was the preferred model for involving a student in consultations with patients
(Couper & Worley, 2010). Walters et al. (2009) demonstrated that consultations
took no longer for the doctor when a student was being supervised,
demonstrating that patient access to care was not reduced and wait times were
not impacted (Walters et al., 2009). Following recommendations by Walters
(2011c), patient engagement and consent to see medical students will need to
be actively managed. In the Thai context, this will be important when the RCBME

program is commenced in Songkhla Province and across Thailand.

In addition, patients can be supported to take pride in their role of teaching
students (Hudson et al., 2010). The international evidence indicates that
patients’ understanding of the value of RCBME students can evolve with evidence
of the impact of RCBME on students. A Canadian study by Ellaway et al. (2016)
reported evidence of student change including changes to students’ socio-

cultural attitudes, career choices, enhancing learner satisfaction, and, importantly
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having a direct benefit on the community through the contribution they make to
clinical services and community social capital (Ellaway et al., 2016). It will be
strategic for CPIRD to invite local community stakeholders to become involved
with the RCBME initiative at individual, organisational, and more strategic levels
(Walters et al., 2011b). The cooperation of local communities will strengthen the

RCBME development and help it to become a sustainable program.

5.4.3 The Future for CPIRD Students
RCBME in Thailand will most dramatically affect the experience of CPIRD

students during their medical school training. The success of the program will
hinge on the acceptability of the program for this stakeholder group and how
they embrace the opportunities to learn in rural areas. Student participants in
this study saw that Thai RCBME could be a great opportunity for CPIRD students
engaging not only with rural patients and health services, but also engaging with

local communities.

5.4.3.1 Rich clinical learning experiences

In this study, CPIRD students saw the potential to improve medical competencies
through authentic actions and experiences in rural clinical practice. The
expectations regarding a sense of participation with interprofessional clinical
team members is reflective of international evidence. Medical students can move
from being theoretical learners to junior health service providers through
participating with their clinical team (Denz-Penhey & Murdoch, 2008).
Longitudinal experiences can enable comfort, familiarity, and trust to develop in
relationships between students and their preceptors during their clinical
placements (Walters et al., 2011a; Zink et al., 2008). Through teaching and
mentoring from clinical staff such as clinicians, nurses, other health
professionals, and administrative officers, students can develop more collegial
relationships over time, compared with a more hierarchical relationship at the
tertiary hospital (Worley et al., 2006). Moreover, students could meaningfully

engage with patients and take responsibility for their clinical care under
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supervision. Such attributes foster an emerging professional identity born at the
site of patient-student interaction and grounded in an ethic of clinical caring
(Konkin & Suddards, 2012).

A prominent finding in the RCBME literature is the sense of vocation that
students develop when they go to a rural site to ‘work’rather than study (Worley
et al., 2006, p. 114). Workplace-based learning gives students the opportunity to
walk in the shoes of their supervisors (Worley et al., 2006). Situating medical
students within the context-rich environment of RCBME allows for meaningful
relationships and experiences, which can enhance learning both in relation to
practicing medicine and becoming a doctor (Kelly, Walters & Rosenthal, 2014).
In this study, CPIRD student expectations about developing a sense of vocation
were sparse compared to the literature, however, Thai students are yet to
experience RCBME so it will be interesting to see if expectations change. It is
likely that this is because CPIRD students still study in the current medical
program of clinical learning that focuses on theoretical knowledge, and tertiary

hospital environments where students are familiar with passive learning roles.

Stakeholders in this study, including CPIRD students, have great hopes for the
development of rural professional and personal identities through RCBME in the
Thai context. These expectations are similar to experiences found in the
international evidence which show that rural clinical placements positively
influenced RCBME students’ understanding of rural community-based practice, as
well as increasing interest in rural medicine at the beginning of their careers
(Couper & Worley, 2010; Critchley et al., 2007; Denz-Penhey & Murdoch, 2008;
Florence et al., 2007; Forster et al., 2013; Glasser et al., 2008; Halaas et al.,
2008; Lang et al., 2005; Stagg et al., 2009; Verby, 1988; Wilson & Cleland,
2008; Worley et al., 2000; Worley et al., 2006; Young et al., 2011).

One major obstacle to Thai students achieving this ideal future, is their concern

about the time pressure of clinical work and inadequate time for examination
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preparation. CPIRD students believed that the busy clinical load during their rural
attachment would decrease their personal time for revising factual knowledge.
They recognised that the tension between contributing authentically to the heavy
workload of their rural GP preceptors and their own private study commitments
could mean less time studying compared to their tertiary hospital-based
colleagues in the medical school. These concerns are similar to those found in
the broad international literature. RCBME students expressed anxieties which
included lack of access to medical texts and other resources including didactic
lectures; social and academic isolation; and insecurities about process of RCBME
curriculum (Delaney et al., 2002; Wilson & Cleland, 2008). Students in an
Australian year-long RCBME described high-stakes examinations as their major
source of stress (Greenhill, Fielke, Richards, Walker & Walters, 2015b). In
addition, students in integrated RCBME placements who were learning numerous
specialty disciplines simultaneously expressed anxiety that they felt disorientated
(Worley et al., 2000; Worley et al., 2006).

In regard to supporting students with their time pressure and focus on academic
performance in National Examinations, CPIRD needs to strongly support
students’ learning needs from the commencement of the program. RCBME
leadership team will need to ensure provision of accessible, high quality learning
resources in RCBME locations, which are linked to the tertiary hospital. In the
longer term, the pressure on students may be improved by better aligning
assessments with the RCBME outcomes through work-integrated assessments of
competence, rather than knowledge-focused, context-poor National

Examinations.

5.4.3.2 Community connections
The results in this study also demonstrated that academic and rural clinician

stakeholders generally expected that while CPIRD students would legitimately
contribute to general practice in the RCBME program, they would also gain in

return more local knowledge from the local community members in terms of
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culture, public health priorities, and the influence of social determinants of health

different to those found in urban centres.

Despite this view from other stakeholders, students themselves did not mention
community engagement as an expectation. This may indicate that Thai students
rarely expect to be involved in the broader community outside the clinical context
and have little experience of social engagement within their current curriculum.
Given this background, it will be beneficial to students if CPIRD organises a
community orientation program, or pathway in the preclinical program, before
commencing the rural clinical placement in order to impart valuable information
regarding the rural health system, and provide early exposure to the local
community that will coherently link to training in rural general practice in their

clinical years.

Importantly, stakeholders in this study assumed that the longer students stayed
in the same rural location, the deeper relationships would be between them and
the rural stakeholders, as they lived within the context of their patients and
teachers. The ideal future for individual RCBME students is one of social
connectedness where rural clinicians provide mentorship and model close ties
with the community. It is important to note that the risk of student isolation
during rural attachments was not considered by stakeholders in this study. A
recent Australia-wide Beyondblue study found that medical students on rural
placement suffered higher levels of mental iliness than metropolitan-based
students (Wu, Ireland, Hafekost & Lawrence, 2013). Social isolation is a major
contributor to this with up to 38% of medical students based for a full year in a
rural clinical school reporting some level of social isolation (Delaney et al., 2002;
King, Purcell, Quinn, Schoo & Walters, 2016). Program-level strategies which
have been shown to support medical students in RCBME include features such as
providing a secure, supportive learning environment; recognising pressures on
student during the RCBME profound learning journey; and having local staff who

can provide social support on the ground (Greenhill et al., 2015b). Given that
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isolation is a feature in the international context, this will be important to monitor
in the Thai context. In addition, CPIRD together with the local community could
administer this kind of support as well as providing interesting social activities to
help broaden RCBME students’ perspectives about socialisation in the
community, and demonstrate to students the value of experiential learning

outside the medical context in a rural location.

5.5 Theme 3: Collaboration to Improve Education and
Health in Rural Services

The final theme captures the sense of collective commitment expressed by the
study participants to work together across the rural-urban divide to ensure the
success of RCBME. Collaboration between rural and urban stakeholders is
anticipated to help improve rural health education as well as health services. The
commitment to collaborate can be described at three different levels: (1)
collaboration at an individual level; (2) collaboration at an organisational level;
and (3) collaboration at a community level. Collaboration at each level is outlined

below.

5.5.1 Rural-Urban Collaboration at an Individual Level

At an individual level, this collaboration is expected to develop between urban
tertiary hospital specialists and rural clinicians who contribute directly to student
learning, initially through interaction focused on supporting rural clinicians to
develop their clinical education expertise, but then further in better supporting
rural colleagues’ health service practice at rural hospitals. A policy maker

described:

Andrpusalaiy) [unmelsineuiayusy] Wuseeuy urndeseIreinyylunisae Fusiias

W iy (P2)

In my opinion, rural GPs are willing to be involved, but they need to have more teaching
Skills. We have to develop them. (P2)
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The literature describes the establishment of partnerships between clinicians at
the universities and those at the rural sites during the development of RCBME.
Walters et al. (2003) reported that rural GPs were initially recruited through
personal networks. Rural clinicians appreciated their relationships with the
universities and students, taking great pride in being part of the academic
endeavour and helping to train the future generation of doctors (Couper &
Worley, 2010). Rural clinicians gained personal satisfaction from continuity of
supervision in RCBME programs (Young et al., 2011). There is less written about
how and why faculty members in urban academic centres engage with RCBME
programs, although collaborative teaching of students is described in the Parallel
Rural Community Curriculum (PRCC) and other Australian rural clinical school

programs (Couper & Worley, 2010; Delaney et al., 2002).

The results of this study appear to indicate that Thai rural clinicians will
appreciate the establishment of an academic network between different sites.
This network can aim to deliver complementary teaching for RCBME students
and provide rural clinicians with opportunities for developing their medical
education expertise. Additionally, results from this study suggest that Thai urban
clinicians anticipate joining an academic network with the aim of developing rural
clinicians’ expertise on medical education through collaborative teaching. One

statement from a policy maker confirmed that:

Rural GPs darlumsaeuluuwissuiu saunu specialists aouluiiaan (P5)

Rural GPs play a role in general teaching together with specialists playing a role in the
teaching in specialty. (P5)

This individual collaboration also is seen to be further supporting rural
colleague’s health service practice at rural hospitals through knowledge sharing
with urban clinicians. This collaboration may well help improve routine health
service and provide better quality of care. An urban specialist described the

perspective that:
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AIARYeNTY [specialists] asgnaeaunsnilulunisianinauninyedlsane1vayuyy AngnIm

YOIYIFDUAUTUUY (C2)

Our [specialists’] ideas will be incorporated in the development of the rural health service
quality. That means the potential of rural GPs will be absolutely increased. (C2)

In addition, the individual collaboration may enable rural clinical practice to be
better recognised and understood by urban clinicians. One policy maker

described the value of this collaboration:

P2
= & o

unndlsongrwiagueiaslssmeviaguruhagladearsuuintu viunmmsieululsmevia

TUTUTALIUTY (P4)

Specialists and rural GPs are able to have more connection. Specialists also understand
the rural practice more clearly. (P4)

At an individual level, community members can also value-add to the urban-
based curriculum by teaching RCBME students to understand the rural life and
context. As a rural clinician mentioned, the extra benefit for students relates to

learning about local wisdom, which students cannot experience in the city:

uniseulaiseusunmeunlne unnegviuden pddegrvridiu nsldayulns (R1)

Students can learn about traditional medicine, alternative medicine, the wisdom of local

community members, and herbal medicine as well. (R1)

5.5.2 Collaboration at an Organisational Level

In addition, at an organisational level through the RCBME program, collaboration
will enable tertiary hospitals to develop networks with rural hospitals responding
to the political strategy to improve rural hospital quality and sustainability. An
academic network will provide an organisational-level intervention to enable rural
doctors in different hospitals to develop clinical linkages and work together as
well as learn from each other to improve clinical care across similarly sized rural
hospitals in the network. A policy maker described the benefit from this

organisational collaboration through delivering RCBME:
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duduaamaansrnsdoudriuyeduialsmervayusy d1lsamerviagusuduiiingsdn
msiSeumsaeu dusseiniansiseunisaey duerndvuediunideniguaiioveginiu v:laianaau
godlu LiAnnisvam (P1)

It is time to develop the capability of rural hospitals. If the rural hospitals are able to
implement an adequate learning environment, it might induce doctors to stay in the rural

community and make the rural health service more sustainable. (P1)

The organisational-level collaboration in RCBME will require institutional and
political investment in RCBME program administration, continuing professional
development programs, communication technology, learning spaces, living
accommodation, and travel subsidies to increase opportunities for routine

engagement across distance within the clinical setting.

In this study, urban specialists were keen to collaborate with rural GP preceptors
to enhance student learning in the rural hospital, however they also expressed
their own concerns about the capacity to visit due to the tertiary hospital
workload and the long distance between sites. If this objective is to be achieved,
there will need to be changed to tertiary hospital specialists’ clinical loads and
financial support for travel costs to enable them to visit rural areas regularly to

support rural teaching activities.

These concerns about barriers to collaboration were consistent with the
literature, especially in starting a new RCBME program. Couper et al. (2011)
reported common concerns regarding program establishment including issues of
curriculum standardisation, communication, as well as student and preceptor
support, while rural GPs’ anxieties particularly focused on their teaching
capability, time for academic commitment, and infrastructure demands on their
practices (Walters et al., 2003). Moreover, specialist engagement with a RCBME
program was challenging and required a significant change in their teaching
paradigms and time to develop partnerships (Walters et al., 2003). Resources for
student learning on rural placement in the low-resource environment were

required, including providing students with access to medical literature and
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textbooks as well as practice guidelines (Smith et al., 2015).

To implement the RCBME program successfully, CPIRD needs to be aware of and
respect the concerns raised by urban and rural stakeholders, and seek to develop
organisational partnerships, which support the human resources and
infrastructure required to ensure success of a Thai RCBME program. This means
the Thai government will need to invest financially in learning infrastructure for
rural hospitals and student accommodation to assist CPIRD in developing a

formal learning hub for RCBME in the longer term.

In Australia, a decade of government investment in rural clinical schools has had
extensive positive impacts on rural and regional communities, including the
development of teaching facilities with increased access to technology for
hospitals and community groups involved in health promotion and education; a
retained and expanded clinical workforce with increased academic status; and
important rural research capacity to progress the health agenda in rural and
remote areas (Greenhill, Walker & Playford, 2015).

Thai stakeholders’ expectations of RCBME is dependent on academic
infrastructure development and, like in Australia, is likely to facilitate
engagement of other sectors in rural communities. In due course, these
organisational-level collaborations centred on the RCBME program could facilitate
rural clinicians to stay longer, thus creating a more experienced and improved
rural medical workforce. One urban clinician recognised that the collaboration
between urban and rural hospitals could build an academic culture in rural

hospitals:

miinniwusssuesrnsiwalulssmeuiaruvwazdesdiniEey auiliinesnguneiunissey
nsaeuivzdendulngdnludios iigasluriausniisusy unmgainlsmerviagudondos
yelusosmaseunisaeuluney uairee uoeeliunyelsameruiaruvy (C1)

Having students in the rural hospital should be recognised by rural staff as routine, until it
becomes part of their culture. The rural staff who are not initially involved in the program
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will be gradually become involved. Specialists from the tertiary hospital should also help
rural GPs to develop the learning activity at the rural hospitals and work with rural GPs to
facilitate their incremental ownership of the learning activities. (C1)

5.5.3 Collaboration at a Community Level

A community-level collaboration will involve all stakeholder groups in provision of
infrastructure to support travel, training, and communication. One policy maker

expressed that:

uenani mangnslvai] Eovilvilaruaiymiamduslume wuniseuuieu welulad (P5)

Additionally, it [the RCBME program] will be able to get other development into the rural
community, for example, transportation or technology. (P5)

If investment in the Thai RCBME enables community-level collaboration, then
community ownership will influence the CPIRD program and government policies

to create a sustainable RCBME model for Thailand.

Internationally, socially accountable medical schools have sought to produce
graduates who are work-ready for the communities in which they will be
employed, and simultaneously have also sought to improve the health of the
communities in which they train their students through improvements to health
services and in community development more broadly. Cristobal & Worley (2012)
reported the association between the formation of an innovative medical school
in a low-resource, developing-world setting, recruiting students from the local
region, and a significant reduction in infant mortality, which is a major problem
in the rural and remote regions of the Philippines (Christobal & Worley, 2012). In
the Philippines’ example, collaboration between academic staff and local hospital
clinicians was responsible for developing a RCBME program that fitted with the
rural Philippine context. This required community support and cost-effective
investment by the government to sustain the quality of the local hospital in such
a poor rural area (Cristobal & Worley, 2012). Another study in the resource-poor

context of Nigeria described how community stakeholders perceived their local
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healthcare services had benefited from having RCBME medical students
(Omotara et al., 2006). The findings of this study demonstrate Thai stakeholders
in RCBME are interested in improving rural health outcomes. A Thai RCBME
model should seek to engage the community in order to ensure ongoing
government interest and investment in RCBME. Based on the findings on
stakeholder views, program development should include ongoing commitment to,
and evaluation of, improvements in rural health service capability, quality, and

sustainability.

As discussed in three across-categorical themes in this chapter, these
perspectives from Thai stakeholders were explored to answer the question "What
should RCBME in the Thai context look like?” In comparison to the international
literature, there can be found specific differences in the Thai context by which
implications for RCBME in Thailand will be considered. Further to this, the thesis
answers the question and demonstrates that context does matter when

introducing educational innovations to a new context.

5.6 Limitations

There are three primary limitations in this study, which need to be considered as

this is a single case study of the Thai context.

First, this qualitative research was conducted as a case study of a single Medical
Education Centre in Songkhla Province, to which the RCBME initiative has been
formally assigned by the Ministry CPIRD, and will commence as the first project
of its kind in Thailand. The relevant stakeholders in the establishment of this
RCBME were located in only Songkhla Province. This single regional Medical
Education Centre study may not be representative of all regions and all
stakeholders in Thailand, and so the results may not be directly transferable to
other Medical Education Centres. However, this case study represents an in-
depth example of stakeholder consultation in regional Thailand, and so

perspectives regarding RCBME are likely to contribute to the understanding of
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other potential RCBME stakeholders in other regional contexts in Thailand.
Further studies can extend this work to other rural contexts in rural Thailand in
order to contrast the regional-based results or strengthen this study’s findings of
Thai RCBME stakeholder views.

Second, the participant selection in this case study was by a purposive sampling
technique through invitations sent to well-engaged cohorts of RCBME
stakeholders in Songkhla Province. The 21 participants represent a relatively
small number in terms of quantity. Only two community members were recruited
in this case study and there were no active patients. The range of views
expressed by these two community members may not be representative of the
diverse opinions within the community, however, they represented potential
patients and were able to express opinions from this perspective. Further input
from other local community stakeholders including patients and nurses will be

essential during the process of planning and implementation.

Third, this research used the symbiosis model as a conceptual framework for the
study. This useful model ensured that the researcher designed the study,
evaluated the literature, as well as conducted and analysed qualitative semi-
structured interviews with each of the relevant stakeholder groups identified in
the model. The symbiosis model may privilege some relationships over others
(for instance, clinician to patient over clinician to health service) and the
researchers may miss relationships, influences, or other groups of stakeholders
who might have an important contribution to make to RCBME. Further studies
could explore these lateral relationships within a symbiosis model (see Figure
2.1).

5.7 Conclusions

This study sought to address the research questions, “"What should RCBME in the
Thai context look like?” and "Does context matter?”, using a case study of a

Southern Thai province. The practical aim was to understand Thai stakeholders’
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expectations of RCBME with a view to contributing to the understanding of
contextual influences on RCBME and shaping a new program being developed in

Songkhla Province.

In the first chapter, this thesis set the scene describing the context of medical
services in Thailand, Thai medical education including the CPIRD program, and
the government interest in RCBME. The CPIRD collaborative model has increased
the number of medical school graduates, and thereby the supply of junior
doctors completing three-years compulsory rural practice. However, challenges
still exist in overcoming doctor maldistribution and low doctor retention rates in
rural areas. CPIRD is developing Thai RCBME in order to foster stronger
connections between medical students and rural communities and rural practice

with a view to improve rural doctor retention.

In the second chapter, the symbiosis model was described and presented as the
conceptual framework of the study, and the current international literature on
RCBME programs outlined. It was evident that in the developed world RCBME
enabled students to engage in work-integrated-learning in a manner which was
considered acceptable and feasible by the majority of clinician preceptors and
patients. Universities have demonstrated that student academic results were not
compromised by student participation in longitudinal RCBME placements. Health
services have been reassured that students have not dramatically reduced the
efficiency of their services, and clinician morale can be improved through
meaningful relationships with students. There is less clear evidence that
partnerships with universities have improved the quality of patient care in health
services. Governments have sought rural medical workforce outcomes from
RCBME and community members have expressed this at a more individual level,
encouraging students to return to their communities. Community members have
also valued the immediate contribution medical students can make to the social
capital of a rural town, particularly on longer placements. Finally, there is good

evidence that Australia, Canada and USA RCBMEs contribute to the development
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of students’ professional identity as a clinician, a general practitioner, and a rural
doctor. Some evidence exists to demonstrate that mentorship also shapes

students’ personal and lifestyle expectations.

The range of positive impacts in regard to successful RCBME programs in the
literature could potentially be replicated in the Thai context. However, there are
a number of concerns described in the literature which need exploring: to ensure
success of RCBME for all stakeholders in Thailand, and when considering
whether the context matters. Unfortunately, there are insufficient studies to
make firm judgement on whether all stakeholder views are consistent across
programs, regions or countries, and no international comparative studies have

explored the question of whether the context matters.

To address this question and understand the Southern Thai context in Songkhla
Province, the third chapter describes the methods used in this study. A
qualitative case study design was used and individual semi-structured interviews
were conducted to explore Thai stakeholder expectations of RCBME from a
purposive sample of participants. It also justified case study design as
appropriate research design for the research question as well as describing the
ethical considerations and research rigour in order to better understand what
RCBME in the Thai context might look like and address the question “"Does

context matter?”

In the fourth chapter, initial themes were categorised into Worley’s symbiosis
model of clinical, institutional, personal, and social axes. Considering the clinical
axis in Worley’s symbiosis model, Thai RCBME stakeholders expected to offer
students authentic preparation for future roles as rural doctors if students were
ready to participate actively in the clinical environment and contribute to the
legitimate work of their clinician supervisors. Through apprenticeship-style roles,
RCBME was expected to provide students with opportunities to make meaningful

relationships with interprofessional clinical team members. Collaboration between
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city and rural clinicians to deliver RCBME could enable each party to see clinical

practice from the perspective of the other.

In the institutional axis, these results indicate that Thai stakeholders recognised
the need for Thai RCBME to be of benefit to both the rural health services and
the academic centres engaged in CPIRD. They described hopes that through
RCBME, academic centres will be able to meet government expectations of
transferring clinical learning to rural areas, and for improving, as well as
sustaining rural health service quality. The program will in turn support rural

health services to make RCBME a success for those services.

Recognising that students develop both personal and professional identities
during their medical school training, the personal-professional axis considers the
impact of RCBME on this development. Rural clinicians were expected to shape
this personal axis through their role modelling and mentorship. However, Thai
RCBME stakeholders also expressed concerns for students meeting their
academic requirements and protecting their reputation of achievement with

regards to academic results of National Examinations.

In the social axis, Thai stakeholders expected students to understand the rural
patients together with the rural context through the RCBME program. Potentially,
the graduates who are attached to the rural community will meet the
government expectations to support health service policy as well as increase
rural doctor retention rates. In addition, this axis demonstrated the hopes of Thai
stakeholders for building the capacity of the rural community through

implementing the RCBME program in a rural location.

This final chapter presented the further synthesis of across-symbiosis axes in
order to integrate the views of stakeholders. Three cross-categorical themes
which emerged from the perspectives of stakeholders demonstrated that context

does matter. These themes include the dramatic shifts in medical education in
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Thailand, stakeholders envisioning ideal futures for themselves within Thai
RCBME, and the rural-urban collaborations required to develop successful and

sustainable RCBME programs in the Thai context.

This study acknowledges that the RCBME program in Songkhla Province is being
developed during a time of dramatic shift in medical education paradigm in
Thailand. The RCBME program could be a challenging innovation in Thailand,
facilitating CPIRD to move from the Thai traditional medical education paradigm:
shifting location from tertiary hospital to rural general practice; shifting clinical
content from complex management to primary and initial care; shifting focus
from teacher-centred passive learning to student-centred participatory learning;
as well as shifting student outcomes from exam-ready to work-ready in general
practice. These shifting tides have significant implications including the need to
adequately prepare students and rural clinicians for apprenticeship learning, and
the need to consider the alignment of national assessment with contemporary

clinical learning.

For the RCBME pilot to be successful and the results implemented across
Thailand, key stakeholders must embrace this program and see an ideal future
for themselves. Rural doctors will be key to facilitating students’ learning and can
shape students’ careers through continuity of supervision and role modelling.
Their engagement enables them to envision a future where they are well
supported to progress in their careers as rural general practitioners with
specialist skills, and as academics. Thai patient engagement can be supported by
ensuring that patients see a future where students improve their access to, and
experience of, health care. Community members may also enjoy being valued as
community teachers for students who can learn from their local wisdom about
rural health issues and, more generally, about rural life. Importantly, CPIRD
students must embrace RCBME as a preferred option for clinical training. It is
well established that increased opportunities for authentic training in clinical

care. Students will need support to value community engagement opportunities
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and to ensure that they are not socially or academically isolated.

Thai RCBME initiatives will succeed through meaningful collaboration between
urban and rural stakeholders in order to improve a broad range of rural
education and health services. At an individual level, tertiary hospital clinicians
and rural doctors can work together to progress medical education expertise of
rural GPs and provide complementary teaching to students. Cooperation between
rural health services and tertiary hospitals will be required to ensure that service
expectations of specialists include time and resources to enable visits to rural
hospitals, and that rural hospitals have the capacity to improve health services in
response to new knowledge and systems. Finally, collaboration at a community
level for RCBME will also strengthen the local community capacity through
political and financial support from the Thai government. Considering the Thai
context specifically, to ensure the RCBME program is possible and sustainable
the Thai government must work with the relevant stakeholders to facilitate the
development of infrastructure in rural health services contributing to rural
education. The Thai government will also have an important role in facilitating
the development of rural hospital systems which enable career progression for
rural health clinicians involved in RCBME programs. This may include:
professional development both academic and clinical; and collaborative networks
for medical education and health service delivery with staff in medical education
centres or universities, and research opportunities regarding RCBME, and

potentially financial incentives to engage busy rural clinicians in RCBME.

Although this case study was conducted solely in the geographical context of the
Southern region of Thailand, it considered the context of medical education is
consistent across Thailand in terms of medical course student selection, medical
course curriculum framework, and a national assessment at the completion of
medical school. The results may well be translatable to other institutions in other
parts of Thailand. Further study regarding Thai RCBME in other regions of

Thailand should be performed, in order to confirm and strengthen the results of
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this study.

In conclusion, this study comprehensively describes Thai stakeholder views of
RCBME and demonstrates that although some principles of RCBME are universal,
context does influence the expectations and capacity of stakeholders to
contribute to RCBME. To ensure successful implementation of new educational
innovation in Songkhla Province and translation of this innovation to other
regions in Thailand, further studies on RCBME outcomes and stakeholder
experiences should be performed that will build upon the stakeholder

expectations about the RCBME initiative described in this case study.
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APPENDICES

Appendix 1: Literature review ordered by year

Authors | Year Journal Location Aims Participants Methodology Settings

Pittman & | 1977 | Journal of USA, Description of the Rockford rural | Students and Qualitative The Community Health Center (CHC)

Barr Medical University of | clinical school and participants’ patients program, as a longitudinal, two half-day
Education Illinois experiences sessions per week over the entire three

years in primary care

Findings: Students accepted the CHC program. Early involvement of medical students in a primary care setting. The experience provided a strong stimulus to the
acquisition of new knowledge and skills by giving immediate relevancy to the students’ medical studies. Development of a student-patient relationship. The program
permitted students to function as colleagues in a joint effort with the faculty. Continuity of care is further encouraged by requiring students to make daily rounds in
order to follow their patients requiring hospitalization. Patients satisfied with the medical care they have received. (CASP reviewed as moderate evidence)

Verby 1988

Journal of
Medical
Education

USA,
University of
Minnesota

Report of outcomes of the Rural
Physician Associate Program
(RPAP) in the period of 16 years

Former RPAP
students

Quantitative

The RPAP, as a longitudinal, 36-week
immersion in rural communities for
third-year students

Findings: The RPAP students showed significantly higher scores on most biological treatment skills, some behavioral skills and professional skills compared to non-
RPAP students. The RPAP students were statistically more likely to be clear and confident about specific career choices. 57% of the former RPAP students were
practicing in rural communities, with a majority in Minnesota and a majority in towns with populations less than 10,000. The RPAP had several advantages: (1) similar
ratio of ambulatory-to-hospital experiences, (2) continuous care experiences, (3) greater students confidences, (4) students saw larger numbers of patients, (5)
students developed computer literacy, (6) the program produced large numbers of family and primary care physicians, and (7) developing an environment and
resources for physicians. (CASP reviewed as moderate evidence)

Worley & 1999

Lines

Medical
Teacher

Australia,
Flinders
University

A preliminary report of a study of
the academic validity of an
innovative RCBME program

Fifth-year
undergraduate
students (n=8)

Quantitative

The Parallel Rural Community
Curriculum (PRCC), as a pilot year-long
integrated clerkship for general practice
in Riverland rural sites

Findings: The academic performance of the PRCC students was higher in terms of scores in each of the five specialist disciplines as well as the aggregate results for
the whole year. One of the PRCC students topped the year, and five of the eight were ranked in the top 15. (CASP reviewed as moderate evidence)
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Authors Year Journal Location Aims Participants Methodology Settings
Worley et 2000 Medical Australia, Discussion of the PRCC program, | Fifth-year Qualitative The Parallel Rural Community
al. Education Flinders and lessons learnt from the undergraduate Curriculum (PRCC), as a pilot year-long
University evaluation of the first cohort of students (n=8) integrated clerkship for general practice

students’ experience of the
course

in Riverland rural sites

Findings: The PRCC

family, and the availa
and compared to thei

ble community resources. Longi
r own results in previous years.

students reported greater access to patients, clinical learning opportunities, and clinical decision making in the context of the whole patient, their
tudinal exposure to common diseases. Improved academic performance compared with their tertiary hospital peers
(CASP reviewed as moderate evidence)

Denz-
Penhey et
al.

2004

Rural and Australia,

Remote University of

Health Western
Australia

Findings of the student
experience portion of the mid-
year evaluation

Students (n=21)

Qualitative

The 12-month longitudinal clerkship in
general practice for fifth-year students
of six-year medical course in remote
communities

Findings: Students were very happy with the teaching and learning opportunities. The curriculum content, curriculum delivery,

and assessment were eclipsed by an

overarching theme of anxiety and its management. It was found that the high level of commitment to learning lead to the potential for burnout, generating the student

comment: ‘What makes the RCS really, really good makes it really bad.” (CASP reviewed as strong evidence)

Worley et
al.

2004a

BMJ] Australia,
Flinders

University

Determination of academic
standard regarding to moving
clinical education out of the
tertiary hospital into a
community setting

Third-year
graduate
students
(n=371)

Quantitative

The Parallel Rural Community
Curriculum (PRCC), as a year-long
integrated clerkship for general practice
in Royal Darwin Regional Hospital, or
rural sites

Findings: There were significant difference in mean

location. The rural an
adventure, interest in

year 3 scores among university (Adelaide), Darwin, and rural students. Mean year 2 scores were similar for each
red with the Adelaide group. The community-based students could seek

d Darwin groups had a significantly improved score in year 3 compa
rural medicine as a career, being suited to rural life, and having fewer ties with the ci

. (CASP reviewed

as strong evidence)

Worley et
al.

2004b

Medical Australia,
Teacher Flinders
University

Description and analysis of
student learning in three
different Australian settings:
urban tertiary; remote
secondary; and rural community

hospitals

Third-year
graduate
students (n=28)

Quantitative

The Parallel Rural Community
Curriculum (PRCC), as a year-long
integrated clerkship for rural general
practice in Riverland compared to Royal
Darwin Hospital, and Flinders Medical
Centre, the traditional tertiary hospital

Findings: The community-based students reported greater contact, more time spent in clinical settings and increased time supervised by experienced clinicians.
Students valued their learning in clinical settings more highly than the learning they undertook at their home, that was opposite of tertiary hospital-based students. A
community-based program was evident as credible alternatives to traditional teaching hospital-based environments. (CASP reviewed as strong evidence)
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Authors Year Journal Location Aims Participants Methodology Settings
Lang etal. | 2005 | Academic USA, East Description of the Appalachian Students Quantitative The Appalachian Preceptorship
Medicine Tennessee Preceptorship Program and the (n=157) Program, as a four-week summer
State program'’s experience from 1985 elective, community-based
University to 2004 preceptorship with an interactive group

instructional block in rural areas of
southern Appalachia for both preclinical
and clinical-year students

Findings: 82% of the participants had selected residencies in primary care, with 60% entering family medic

times as likely to practice in a rural community compared with the national average. 56%
(CASP reviewed as moderate evidence)

of their practice se

ine. Those comple

ting the program were more than three
ttings carried multiple rural or underserved designations.

Worley et 2006 Medical Australia, Comparison of the learning Students from Qualitative The Parallel Rural Community
al. Education Flinders experiences of students in the community- Curriculum (PRCC), as a year-long
University community-based program with based program integrated clerkship for general practice
those in the tertiary hospital in (n=6) and in rural sites compared to the tertiary

order to explain these improved
academic outcomes

tertiary hospital
(n=16)

hospital

Findings: The community-based program was successful in immersing the students in the clinical environment in a meaningful way. Clear differences between
experiences of the community-based and hospital based students: the value students perceived from supervisors and patients, synergy between the work of the
university and the health service, opportunities for students to meet aspirations of both the community and government policy, and opportunities to learn professional
expectations and personal values. (CASP reviewed as strong evidence)

Critchley 2007 Rural and Australia, Report of student feedback on Students Quantitative A four-week rotation based in
et al. Remote University of | their Rural Health Module (RHM) | (n=368) and qualitative | Shepparton, North East Victoria with a
Health Melbourne experience and their attitudes analysis small rural community placement for

about undertaking rural practice
in the future

two weeks

Findings: 70% of RHM students increased their interest in rural health issues and 47% increased their inter

est in practicing rurally. Students valued their community

placements highly but wanted greater clinical focus. (CASP reviewed as strong evidence)
Florence et | 2007 | The Journal USA, East Comparison of career choices, CPP students Qualitative The CPP three-year longitudinal
al. of Rural Tennessee attitudes, and practice locations (n=58) and surveys and curriculum in general practice in rural
Health State of Community Partnerships traditional quantitative communities. Students participated at
University Program (CPP) graduates with students (n=72) | analysis least one day/week in the rural sites

traditional graduates in the
period of 10 years

Findings: CPP graduates indicated a significantly greater interest in rural primary care, and were more likely to practice in rural locations than their traditionally
educated peers. They indicated better prepared to work in interdisciplinary teams and were more likely to work in community-based programs. Family, personal factors,
and the availability of employment were major influences in determining the decision to choose a career in a rural location. (CASP reviewed as moderate evidence)
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Authors Year Journal Location Aims Participants Methodology Settings
Denz- 2008 Medical Australia, Determination of students Students (n=8) | Qualitative The 12-month longitudinal clerkship in
Penhey & Teacher University of | considered sufficiently and general practice for fifth-year students
Murdoch Western satisfactory prepared for their of six-year medical course in remote
Australia sixth-year of medical studies communities

after studying in rural areas in
their fifth year

Findings: The rural experience offered a lot more th

that had consequences for their subsequent learning, clinical behavior and attitudes. (CASP reviewed as strong evidence)

an the straight city training. Students moved from theoretical knowledge to a new way of experiential knowing

2008 Academic

Medicine

Glasser et
al.

USA,
University of
Illinois

Characteristics and results of the
Rural Medical Education (RMED)
program

Students

Quantitative
analysis

The RMED program, as a 16-week rural
clinical placement, which fourth-year
students lived in a rural community,
worked with a primary care physician,
and completed a community-oriented
primary care project

Findings: RMED students had slightly lower MCAT scores compared to all other students, but USMLE scores were equal to those of hon-RMED students. 76% of RMED
students entered primary care residencies. 64.4% practiced primary care in small towns and/or rural communities. RMED program outcomes compared favorably with

those of other rural medical education programs. (CASP reviewed as moderate evidence)

Halaas et 2008 | The Journal USA, Outcomes of the Rural Physician | Graduates who | Quantitative The RPAP, as a longitudinal, 36-week
al. of Rural University of | Associate Program (RPAP) in completed the descriptive immersion in rural communities for
Health Minnesota recruiting and retaining rural RPAP analysis third-year students
primary care physician in the experience
period of 37 years (n=1,175)
Findings: 82% of RPAP graduates had chosen primary care, and 68% family medicine. 44% had practiced in a rural setting all of the time. Rural origin had only a
small association with choosing rural practice. (CASP reviewed as strong evidence)
Mihalynuk | 2008 Medical Canada, Identification of medical student | Students Qualitative The LICC pilot program of 12-month
et al. Education University of | learning experience in (n=12) family practice in a regional site
British longitudinal integrated clinical compared to rotational clerkship
Columbia clerkship (LICC) program program

Findings: LICC students reported slow but ongoing i

a strong and positive

ence)

ncreases in patient responsibility, examination-driven learning, program fl
perception of educational continuity. (CASP reviewed as strong evid

exibility to address educational gaps, and

Walters et | 2008
al.

Medical
Education

Australia,
Flinders
University

Identification of impact of
medical students on the
consulting time of rural GP
supervisors

Rural GP
supervisors
(n=17)

Quantitative

The Parallel Rural Community
Curriculum (PRCC), as a year-long
integrated clerkship for general practice

in rural sites

Findings: The estimated mean of regular consultation time was 13 minutes 27 seconds, which was not significantly shorter than that of precepting consultations (12
minutes 48 seconds), or parallel consultations (12 minutes 24 seconds). Consultation length does not increase when rural GPs supervise medical students using a
parallel consulting model. (CASP reviewed as strong evidence)
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Authors Year Journal Location Aims Participants Methodology Settings
Wilson & 2008 Rural and Scotland, Identification of why fourth-year | Fourth-year Mixed methods | The pilot study of fourth-year students
Cleland Remote University of | students chose an extended undergraduate opting for an extended remote and
Health Aberdeen remote and rural option within a | students (n=14) rural placement within a degree

degree program

who completed
one-year
remote and
rural placement

program where all students must take
at least one five-week remote medicine
rotation

Findings: Students who extended remote and rural placements viewed remote and rural medicine positively. They had a slight preference towards general practice.
The decision to select the remote and rural placement: (1) teaching reputation, (2) to experience remote and rural medicine, (3) a change from Aberdeen, and (4)
lifestyle factors. Student performances at the end of the year placement were consistent with their third year performance on all assessment. (CASP reviewed as strong

evidence)

Zink etal. | 2008 | The Journal | USA, Student’s perceived value of the | Third-year Qualitative The Rural Physician Associate Program
of Rural University of | immersion learning experience students (n=95) (RPAP), as a longitudinal, 36-week
Health Minnesota immersion in rural communities

Findings: Continuity of one-to-one mentoring and long-term relationships. Physicians, clinic/hospital staff, and patients as students’ teachers. Nurturing environment
as learner-centered. Students were supervised and given the autonomy and responsibility to build their confidence and step outside of their comfort zone. RPAP
students gained competency skills, more hands-on experience, more confidence and autonomy than their peers in the metropolitan area. (CASP reviewed as moderate

evidence)
Eley & 2009 | Teaching Australia, Report of the impact of the rural | Students Qualitative The RMR program, as a eight-week
Baker and University of | medicine rotation (RMR) on (n=463) clinical rotation in third-year students in
Learning in Queensland students’ understanding and a regional location
Medicine interest in practicing rural

medicine.

Findings: The rural rotation can encourage students’ interest in and understanding of ru

clinical placements, and logistically complicated programs remain. (CASP reviewed as moderate evidence)

ral medicine. Challenges such as increasing student numbers, decreasing

Stagg et
al.

2009

Rural and
Remote
Health

Australia,
Flinders
University

Factors influenced the career

choices of Parallel Rural
Community Curriculum (PRCC)

graduates

PRCC graduates
(n=46)

Quantitative
and qualitative
analysis

The PRCC program, as a year-long
integrated clerkship for general practice
in rural sites

Findings: Key influences on graduates choosing a rural career pathway were: having a spouse/partner with a rural background, clinical teachers and mentors, the
extended rural based undergraduate learning experience, and a specialty preference for general practice. The model consisted of four quadrants derived from the
variables career pathway choice (rural or urban) and geographic background (rural or urban) resulted in: the True Believers, the Convertibles, the Frustrated, and the
Metro Docs. (CASP reviewed as strong evidence)
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Authors Year Journal Location Aims Participants Methodology Settings

Couper & 2010 MJA Australia, Data from an evaluation of the PRCC students, | Qualitative The PRCC program, as a year-long
Worley Flinders Flinders University Parallel Rural key faculty longitudinal integrated clerkship for
University Community Curriculum (PRCC) to | members, general practice in 13 rural general
inform immediate challenges clinicians, health practices and one urban tertiary
facing medical education in service teaching hospital in South Australia
Australia managers, and
community
representatives
(n=87)

Findings: Participants’ views supported the PRCC approach as a solution to the challenges facing Australian medical education. The enabling capacity of the PRCC’s
longitudinal integrated approach to clinical attachments was revealed as a key factor. (CASP reviewed as strong evidence)

Hudson et | 2010 MJA Australia, Investigation of patients’ views Patients Qualitative An innovative year-long integrated
al. University of | on being used as an education (n=118) questionnaire- | clinical clerkship for rural general
Wollongong resource for teaching medical based survey practice for third-year medical students
students

Findings: Patients were overwhelmingly positive about their doctor and practice being involved in student teaching and felt they played an important role. They were
willing partners in developing skills of students. Pre-consultation, patients expressed reluctance to allow students to conduct consultation independently. However, after
consultation, patients reported they would have accepted higher levels of involvement than actually occurred. (CASP reviewed as strong evidence)

Power et 2010 | Teaching USA, Comparison of the performance Students Quantitative The RPAP, as a longitudinal, 36-week
al. and University of | of Rural Physician Associate immersion in rural communities for
Learning in Minnesota Program (RPAP) students with third-year students
Medicine their peers on a primary care
OSCE

Findings: RPAP students performed at least as well as their peers on stations assessing performance on common primary care clinical scenarios but not as well as on a
small number of stations that assessed applied knowledge of specific content taught in the traditional clerkship curriculum. (CASP reviewed as moderate evidence)
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Authors Year Journal Location Aims Participants Methodology Settings
Couper et | 2011 Rural and Australia, Analysis of the similarities and Students, Qualitative The Flinders Parallel Rural Community
al. Remote Flinders differences between two rural faculty, Curriculum (PRCC) and the NOSM
Health University programs, and determination of preceptors, Comprehensive Community Clerkship

and Canada,
The Northern

key factors

health service
managers and

Ontario community
School of representatives
Medicine from Flinders
(NOSM) (n=87) and
NOSM (n=39)

(CCC) programs in general practice for
third-year graduate students

Findings: Both programs produce confident and skilled students. The educational value of the programs was expressed in terms of continuity of care, longitudinal
exposure, development of relationships, mentoring, teamwork, and participatory learning. Common concerns related to issues of standardization, ensuring exposure to
all specialist disciplines, communication, support for students and preceptors, isolation, dealing with personal issues, and the process of site selection. Five key factors
for developing programs: (1) site selection, (2) faculty development, (3) IT systems, (4) management of student expectations, and (5) local postgraduate training.

(CASP reviewed as strong evidence)

Walters et
al.

2011a

Medical
Education

Australia,
Flinders
University

Consideration of why GPs teach
by defining the longitudinal
supervisory relationships

GPs (n=21),
practice
managers (n=4)
and students
(n=7)

Qualitative

The experience of continuity of
supervision from the GP preceptor’s
perspective from four PRCC rural
general practices, which host full-year
continuous integrated placements for
students

Findings: Preceptors identified many ways in which precepting added value to their roles. The doctor-student relationship was central to GP preceptors’ experiences.
These developed in chronological order and resulted in changes in the triangular relationship between doctor, patient and student in the consultation. (CASP reviewed
as strong evidence)

Walters et
al.

2011b

Australasian
Journal of
University-
Community
Engagement

Australia,
Flinders
University
and Monash
University

Exploration regarding how
community engagement
occurred in two CBME programs
lead by two Australian medical
schools

Community
stakeholders
(n=12),
university staff
and health
professionals
(n=17), and
students (n=29)

Qualitative

The Parallel Rural Community
Curriculum (PRCC), as a year-long
integrated clerkship for general practice
in rural sites compared to the tertiary
hospital and the East Gippsland Rural
Clinical School, Monash University which
is also a year-long integrated
community-based medical student
placement

Findings: Major university and community engagement occurred at different levels including: personal relationships, individual formal connections, collective structured
engagement, strategic regional partnerships and policy level engagement. Inter-connectedness and leadership immerged as overarching principles. (CASP reviewed as
moderate evidence)
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Young et 2011 The Australia, Evaluation of the John Flynn Students and Quantitative The JFPP, as a two-week per year
al. Australian Australian Placement Program (JFPP) for mentors longitudinal rural and remote
Journal of College of medical students experience over four years
Rural Health | Rural and
Remote
Medicine

Findings: Overall mean for clinical and rural experiences is extremely positive for both students and mentors. After four JFPP placements, 65% of students intended to
work in rural areas. After one JFPP experienced 9% indicated intent to practice as a rural general practitioner while after their fourth JFPP nearly 20% were indicating

intent to practice as a rural general practitioner. (CASP reviewed as strong evidence)

Cristobal & | 2012 Rural and Philippines, Formation of an innovative Graduates in Quantitative The longitudinal community placements
Worley Remote the Ateneo medical school in a low resource | fifth-year descriptive in small rural communities, one
Health de developing world setting and medical analysis month/semester for the first 2.5 years
Zamboanga evaluation of social accountability | program and entire fourth-year living in the
University (n=164) community
(ADZU)

Findings: Over 80%

of students in the program practiced in the local underserved regions compared with a
in the number of municipalities in Zamboanga with a
change of approximately 50% in the

same time perio

national average of 68%. There had been a 55% increase

doctor. The infant mortality rate in the region had decreased by approximately 90%, compared with a national
d. (CASP reviewed as strong evidence)

Hudson et | 2012 BMC Family | Australia, Evaluation of patients’ Patients (n=13) | Qualitative An innovative year-long integrated
al. Practice University of | perceptions of the clerkship semi- clinical clerkship for rural general
Wollongong initiative, and their perspectives structured, practice for third-year medical students
on this approach to training face-to-face
doctors in the community interviews

Findings: The analysis was clustered into four themes: learning as doing; learning as shared experience; learning as belonging to a community; and learning as
becoming. Patients viewed the clerkship environment as patient- and student-centred. The patient-student-doctor relationship was important in facilitating active
participation. Patient believed that students became central, members of the community of practice during an extended placement, value-adding and improving access
to patient care. (CASP reviewed as strong evidence)

Konkin & 2012 | Advance in Canada, Understanding how the Students Qualitative The rural Integrated Community

Suddards Health University of | longitudinal integrated clerkship (n=25) Clerkship (ICC), as a nine-month LIC
Sciences Alberta (LIC) model foster professional based in a family practice in rural
Education identity formation, and the communities

development of an ethic of

caring

Findings: The LIC resulted in a safe environment in which students could meaningfully engage with patients and take responsibility for their care under the

supervision. These attributes fostered an emerging physician identity born at the site of patient-student interaction and grounded in an ethic of caring. (CASP reviewed
as strong evidence)
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Daly et al. | 2013 Medical Australia, Identification of the factors in an | Students Qualitative The Broken Hill Extended Clinical
Teacher University of | integrated, community-engaged (n=48), GPs Placement Program (BHECPP), as a 6-
Sydney rural placement that may (n=8), hospital 12-month longitudinal integrated
contribute to preparedness for clinicians placement for the final two years of
practice from the perspective of | (n=10) and medical students
students and clinicians community

health nurses
(n=3)

Findings: Opportunities for clinical learning, personal and professional development and cultural awareness were reported as key factors that contribute to
preparedness for practice. Potential barriers in rural and remote settings included geographical and academic isolation, perceived educational risk and differing degrees
of program engagement. (CASP reviewed as strong evidence)

Forster et
al.

2013

BMC Medical
Education

Australia,
University of
New South
Wales

Influence of the number of years
spent at an Australian rural
clinical school (RCS) on graduate
location for rural workforce
practice

Students
(n=214)

Quantitative
analysis

The RCS program provided up to three
clinical years of six-year medical
program with exposure to rural
medicine and rural lifestyle

Findings: Graduates
likely to intend to take up rural medical practice after

with three years of previous RCS training were more likely to indicate rural areas as their preferred curre
completion of training, than their colleagues who spent

nt work location and also were more

one year at an RCS campus. (CASP reviewed as strong

evidence)
Hudson et | 2015 Rural and Australia, Evaluation of perspectives from Clinicians, Qualitative, An innovative year-long integrated
al. Remote University of | stakeholders on the impact of students, semi- clinical clerkship for rural general
Health Wollongong the longitudinal integrated nurses, allied structured practice for third-year medical students
clerkship on the healthcare health interviews

community

professional,
and managers
(n=23)

Findings: Four major themes emerged: transforming a community of practice; realizing the potential of the

sustainability. (CASP reviewed as strong evidence)

health service; investment in rural return; and

Shahi et
al.

2015

Medical
Education

Australia,
Flinders
University

Exploration and comparison of
the clinical experiences of
students in hospital-based and
community-based training
programs

Students
(n=35)

Mixed method
approach

The PRCC program, as a year-long
longitudinal integrated clerkship for
rural general practice, compared to
community hybrid program and

traditional tertiary hospital block model

Findings: The results demonstrate significant differences among the three models in students’ clinical participation. Community settings provide more opportunities to
students for meaningful engagement in patient care activities. (CASP reviewed as strong evidence)
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Smith et 2015 Rural and Australia, Evaluation of a pilot elective Final-year Qualitative A pilot four-week longitudinal
al. Remote Bond program for clinical placement undergraduate embedded placement at a small very
Health University in a remote region in the students (n=33) remote community hospital for final-

developing country

year students at Kirakira Hospital, the
Solomon Islands

Findings: The program was an extremely valuable, personally safe, clinically fascinating and professionally life changing student experience, which was greatly

appreciated by, and contributes to, the local community. The greatest strength of the program was the peer mentoring and supervision model — whereby four students
worked in pairs supported by nurses, the doctor and local community. The main challenges were the supervision arrangements and available resources. (CASP reviewed
as strong evidence)

Takamura
et al.

2015

Education
for Primary
Care

Japan, Mie
University

Challenging in primary care
education trial of a longitudinal
integrated clerkship (LIC) in a
rural community setting

A sixth-year
undergraduate
student

Qualitative

A pilot of four-month integrated
clerkships in primary care at Shima
Prefectural Hospital

Findings: Challenges (a lack of peer-support and effective time management), benefits (continuity and deeper relationships among student and stakeholders) and
understanding of community of the student in long-term placement. The supervisor needs a more careful assessment. Acceptable workload for the administrative staff
in LIC but concern about the number of student capacity and community exposure. (CASP reviewed as moderate evidence)
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Appendix 2: Articles that considered the success of RCBME program from perspectives of clinicians—
student—patients relationships, ordered by year

Authors Journal Stakeholders Outcome measures Program
(Year)
Pittman & Journal of Students, patients Students’ clinical experience The Community Health Center (CHC) program, as a longitudinal, two
Barr (1977) Medical and faculty half-day sessions per week over the entire three years in primary care
Education

Findings: Students accepted the CHC program. Early involvement of medical students in a primary care setting. The experience provided a strong stimulus to the
acquisition of new knowledge and skills by giving immediate relevancy to the students’ medical studies. Development of a student-patient relationship. Continuity of
care is further encouraged by requiring students to make daily rounds in order to follow their patients requiring hospitalization. Patients were satisfied with the
medical care they have received. (CASP reviewed as moderate evidence)

Worley et al.
(2000)

Medical
Education

Students and
patients

Student performance

The Parallel Rural Community Curriculum (PRCC), as a pilot year-long
integrated clerkship for general practice in Riverland rural sites

Findings: The PRCC students reported greater access to patients, clinical learning opportunities, and clinical decision making in the context of the whole patient,
their family, and the available community resources. Longitudinal exposure to common diseases. Improved academic performance compared with their tertiary

hospital peers

and compared to their own results in previous years. (CASP reviewed as moderate evidence)

Denz-Penhey
et al. (2004)

Rural and
Remote Health

Students

Students’ perception

The 12-month longitudinal clerkship in general practice for fifth-year
students of six-year medical course in remote communities

Findings: Students appreciated

the teaching and learning opportunities. (CASP reviewed as strong evidence)

Worley et al.
(2004b)

Medical
Teacher

Students

Student learning experience

The Parallel Rural Community Curriculum (PRCC), as a year-long
integrated clerkship for rural general practice in Riverland compared to
Royal Darwin Hospital, and Flinders Medical Centre, the traditional
tertiary hospital

Findings: The community-based students reported greater patient contact, more time spent in clinical settings and increased time supervised by experienced
clinicians. Students valued their learning in clinical settings more highly than the learning they undertook at their home, that was opposite of tertiary hospital-based
students. A community-based program was evident as credible alternatives to traditional teaching hospital-based environments. (CASP reviewed as strong

evidence)
Worley et al. | Medical Students Students’ clinical experience The Parallel Rural Community Curriculum (PRCC), as a year-long
(2006) Education integrated clerkship for general practice in rural sites compared to the

tertiary hospital

Findings: The community-based students described their environment as hands-on, sense of involvement/ownership in the care of their patients, increase
responsibility, led to knowledge becoming relevant, increase patient contact, and be a collegiate relationship between the community-based students and their
supervisors, compared with @ more hierarchical relationship at the tertiary hospital. (CASP reviewed as strong evidence)

142




Authors Journal Stakeholders Outcome measures Program

(Year)
Denz-Penhey | Medical Students Student performance The 12-month longitudinal clerkship in general practice for fifth-year
& Murdoch Teacher students of six-year medical course in remote communities
(2008)

Findings: The rural experience
that had consequences for their

offered a lot more than
subsequent learning, cli

the straight city training. Students moved from theoretical knowledge to a new way of experiential knowing
nical behavior and attitudes. (CASP reviewed as strong evidence)

Mihalynuk et | Medical
al. (2008) Education

Students and
patients

Students’ learning experience

The LICC pilot program of 12-month family practice in a regional site
compared to rotational clerkship program

Findings: LICC students had to be self-directed to obtain experiences with patients in hospitals. The level of patient responsibility grew slowly but steadily across
the 48 weeks. It was examination-driven learning. They reported that caring for patients presenting at different stages of the same disease in multiple settings
enhanced their understanding. They expressed a strong and positive perception of educational continuity through their year-long attachments. (CASP reviewed as

strong evidence)

Walters et al. | Medical
(2008) Education

Rural GP supervisors

Impact of medical students on
the consulting time of rural GP
supervisors

The Parallel Rural Community Curriculum (PRCC), as a year-long
integrated clerkship for general practice in rural sites

Findings: The estimated mean

of regular consultation time was 13 minutes 27 seconds, which was not significantly shorter than that of precepting consultations

(12 minutes 48 seconds), or parallel consultations (12 minutes 24 seconds). Consultation length does not increase when rural GPs supervise medical students using
a parallel consulting model. (CASP reviewed as strong evidence)

Zink et al.
(2008)

The Journal of
Rural Health

Students

Students’ perceptions of
learning in the RPAP

The Rural Physician Associate Program (RPAP), as a longitudinal, 36-
week immersion in rural communities for third-year students

Findings: RPAP students gained competency skills, more hands-on experience, more confidence and autonomy than their peers in the metropolitan area.
Physicians, clinic/hospital staff, and patients as students

" teachers. (CASP reviewed as moderate evidence)

Couper & MJA
Worley

(2010)

Students, faculty
members, and
clinicians

Participants’ perceptions of the
program

The PRCC program, as a year-long longitudinal integrated clerkship for
general practice in 13 rural general practices and one urban tertiary
teaching hospital in South Australia

Findings: GPs in private practice spoke that seeing the results of students gradually learning how to do it, it was quite rewarding. It became clear that parallel
consulting was the favored model. Students reported that seeing the same patient over time and following the course of iliness and health care experience from
home to practice to hospital was invaluable. Students were not just observers, but contributed directly to patient care. (CASP reviewed as strong evidence)

Hudson et al. | MJA

(2010)

Patients

Patient perceptions of being
used as an education resource

for teaching medical students

An innovative year-long integrated clinical clerkship for rural general
practice for third-year medical students

Findings: Patients were overwhelmingly positive about their doctor and practice being involved in student teaching and felt they played an important role. They
were willing partners in developing skills of students. Pre-consultation, patients expressed reluctance to allow students to conduct consultation independently.
However, after consultation, patients reported they would have accepted higher levels of involvement than actually occurred. (CASP reviewed as strong evidence)
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Authors Journal Stakeholders Outcome measures Program
(Year)

Couper & Rural and Students, faculty Participants’ perceptions of the | The Flinders Parallel Rural Community Curriculum (PRCC) and the

Worley Remote Health | members, and program Northern Ontario School of Medicine (NOSM) Comprehensive Community

(2011) preceptors Clerkship (CCC) programs in general practice for third-year graduate
students

Findings: Both programs produce confident and skilled students. The educational value of the programs was expressed in terms of continuity of care, longitudinal
exposure, and development of relationships, mentoring, teamwork, and participatory learning. (CASP reviewed as strong evidence)

Walters et al. | Medical Students, GPs, and Continuity of supervision The PRCC rural general practices, which host full-year continuous
(2011a) Education practice managers integrated placements for students

Findings: Preceptors identified many ways in which precepting added value to their roles. Types of triangular interactions recognized in precepting consultations:
(1) the student-observer model is focused on the doctor-patient relationship, (2) the teacher-healer model is expert-centric, (3) the doctor-orchestrator model
allowed the doctor to step back from interactions within the consultation and, (4) the doctor-advisor model encouraged the learner-patient relationship. (CASP
reviewed as strong evidence)

Hudson et al. | BMC Family Patients Patients’ perceptions of the An innovative year-long integrated clinical clerkship for rural general
(2012) Practice clerkship initiative and their practice for third-year medical students
perspectives on this approach

Findings: The analysis was clustered into four themes: learning as doing; learning as shared experience; learning as belonging to a community; and learning as
becoming. Patients viewed the clerkship environment as patient- and student-centred. The patient-student-doctor relationship was important in facilitating active
participation. Patient believed that students became central, members of the community of practice during an extended placement, value-adding and improving
access to patient care. (CASP reviewed as strong evidence)

Shahi et al. Medical Students Students’ clinical experiences The PRCC program, as a year-long longitudinal integrated clerkship for
(2015) Education rural general practice, compared to community hybrid program and
traditional tertiary hospital block model

Findings: The results demonstrate significant differences among the three models in students’ clinical participation. Community settings provide more opportunities
to students for meaningful engagement with patient care activities. (CASP reviewed as strong evidence)

Smith et al. Rural and Students, and Student’s perception A pilot four-week longitudinal embedded placement at a small very
(2015) Remote Health | faculty members remote community hospital for final-year students

Findings: Students thought the objectives of their placement had been well met. They were able to discuss the typical medical problems facing people of the
region, and also health promotion as well as public health issues. They were confident in taking a history and performing a clinical examination and able to suggest
appropriate treatments. They had good opportunities to perform procedures on their patients. They reported good clinical exposure and hands-on experience. The
level of clinical supervision from faculty members was satisfactory, although some disagreed that the supervision met their needs. However, students felt less able
to apply evidence-based practice in the resource-poor clinical environment. (CASP reviewed as strong evidence)
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Authors Journal Stakeholders Outcome measures Program
(Year)

Takamura et | Education for Students Student’s perception A pilot of four-month integrated clerkship in primary care at Shima
al. (2015) Primary Care Prefectural Hospital

Findings: The student reported a challenge of community-based practice with unscheduled problems arising that might require immediate action. The student

experienced continuity from hospital admission to discharge and into the community that would have otherwise been impossible. (CASP reviewed as moderate
evidence)
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Appendix 3: Articles that considered the success of RCBME program from perspectives of university—
student—health service relationships, ordered by year

Authors Journal Stakeholders Outcome measures Program
(Year)
Verby (1988) | Journal of Faculty members Student and performance and The Rural Physician Associate Program (RPAP), as a longitudinal,
Medical and preceptors willingness to involve the RPAP 36-week immersion in rural communities for third-year students
Education

Findings: The RPAP students showed significantly higher scores on most biological treatment skills, some behavioral skills and professional skills compared to
non-RPAP students. Economic support was provided to faculty members and preceptors who were willing to involve the RPAP by the government. However, there
were initial problems affecting the quality of the RPAP: students’ evaluation bias of faculty members and preceptors, cancellation of faculty members’ visits to
communities, and tardy evaluations by preceptors. The RPAP had several advantages: (1) similar ratio of ambulatory-to-hospital experiences, (2) continuous care
experiences, (3) greater student confidences, (4) students saw larger numbers of patients, (5) students developed computer literacy, (6) the program produced
large numbers of family and primary care physicians, and (7) developing an environment and resources for physicians. (CASP reviewed as moderate evidence)

Medical
Teacher

Worley &
Lines (1999)

Students

Student performance and clinical
educational value of the PRCC
program in comparison with
traditional hospital-based teaching

The Parallel Rural Community Curriculum (PRCC), as a pilot year-
long integrated clerkship for general practice in Riverland rural sites

Findings: The academic perfor

academic achievement to the reasons to move more of

mance of the PRCC students was higher in terms of scores in
for the whole year. One of the PRCC students topped the year, and five of the eight were ranked in the top 15. The results suggested that might be able to add
medical education into the community. (CASP reviewed as moderate evidence)

each of the five specialist disciplines as well as the aggregate results

Denz-Penhey | Rural and
et al. (2004) | Remote
Health

Students

Curriculum delivery and
assessment

The 12-month longitudinal clerkship in general practice for fifth-year
students of six-year medical course in remote communities

Findings: The curriculum content, curriculum delivery,

as strong evidence)

and assessment were eclipsed by an

overarching theme of anxiety and its management. (CASP reviewed

Worley et al. | BM]
(2004a)

Students

Student performance

The Parallel Rural Community Curriculum (PRCC), as a year-long
integrated clerkship for general practice in Royal Darwin Regional
Hospital, or rural sites

Findings: There were significant difference in mean year 3 scores among university (Adelaide), Darwin, and rural students. Mean year 2 scores were similar for
each location. The rural and Darwin groups had a significantly improved score in year 3 compared with the Adelaide group. (CASP reviewed as strong evidence)
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Authors Journal Stakeholders Outcome measures Program

(Year)
Worley et al. | Medical Students Students’ clinical experience The Parallel Rural Community Curriculum (PRCC), as a year-long
(2006) Education integrated clerkship for general practice in rural sites compared to

the tertiary hospital

Findings: The participatory lea
This study was based on the pa
reviewed as strong evidence)

rning environment in the community-based program led to a
tients who walked through the door of the general practice that was self-directed, integrated learning environment. (CASP

sense of the students feeling valued by staff at the local hospital.

Glasser et al.
(2008)

Academic
Medicine

Students

Student performance

The RMED program, as a 16-week rural clinical placement, which
fourth-year students lived in a rural community, worked with a
primary care physician, and completed a community-oriented
primary care project

Findings: RMED students had slightly lower MCAT scores compared to all other students, but USMLE scores were equal to those of non-RMED students. 76% of
RMED students entered primary care residencies. (CASP reviewed as moderate evidence)

Wilson & Rural and Students Student performance The pilot study of fourth-year students opting for an extended
Cleland Remote remote and rural placement within a degree program where all
(2008) Health students must take at least one five-week remote medicine rotation

Findings: Students who extended remote and rural placements had academic performances at the end of the year placement consistently with their third year

performance o

n all assessment.

(CASP reviewed as stro

ng evidence)

Zink et al.
(2008)

The Journal
of Rural
Health

Students

Students’ perceptions of learning
in the RPAP

The Rural Physician Associate Program (RPAP), as a longitudinal,
36-week immersion in rural communities for third-year students

Findings: Continuity of one-to-one mentoring and long-term relationships. Physicians, clinic/hospital staff, and patients as students’ teachers. Nurturing
environment as learner-centered. Students were supervised and given the autonomy and responsibility to build their confidence and step outside of their comfort
zone. (CASP reviewed as moderate evidence)

Eley & Baker
(2009)

Teaching and
Learning in

Students

Medicine

Students’ perceptions of the
program

The RMR program, as an eight-week clinical rotation in third-year
students in a regional location

Findings: The rural rotation can encourage students’ interest in and understanding of rural medicine. Challenges such as increasing student numbers, decreasing
clinical placements, and logistically complicated programs remain. (CASP reviewed as moderate evidence)
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Authors Journal Stakeholders Outcome measures Program

(Year)
Couper & MIA Students, faculty Participants’ perceptions of the The PRCC program, as a year-long longitudinal integrated clerkship
Worley members, clinicians, | program on facing medical for general practice in 13 rural general practices and one urban
(2010) and health service education in Australia tertiary teaching hospital in South Australia

managers

Findings: Expanding venues for clinical education. All sites were seen to have their strengths and weaknesses and were suited to different students, depending
on their goals, personal situations and learning styles. The doctors and staff in the private practices appreciated their relationship with the university and the
students, taking great pride in being part of the academic endeavour and helping to train the future generation of doctors. (CASP reviewed as strong evidence)

Power et al.
(2010)

Teaching and
Learning in
Medicine

Students

Student performance

The Rural Physician Associate Program (RPAP), as a longitudinal,
36-week immersion in rural communities for third-year students

Findings: RPAP students performed at least as well as
as on a small number of stations that assessed applied

knowledge of specific content taught

their peers on stations assessing performance on common primary care clinical scenarios but not as well

in the traditional clerkship curriculum. (CASP reviewed as moderate

evidence)

Couper et al. | Rural and Students, faculty Participants’ perceptions of the The Flinders Parallel Rural Community Curriculum (PRCC) and the

(2011) Remote members, program Northern Ontario School of Medicine (NOSM) Comprehensive
Health preceptors, and Community Clerkship (CCC) programs in general practice for third-

health service
managers

year graduate students

Findings: Common concerns related to issues of standardisation, ensuring exposure to all specialist disciplines, communication, support for students and

preceptors, iso

lation, dealing wi

th personal issues, and the process of site selection. Five key

factors for developing programs: (1) site selection, (2) faculty

development, (3) IT systems, (4) management of student expectations, and (5) local postgraduate training. (CASP reviewed as strong evidence)
Walters et al. | Medical Students, GP, and Continuity of supervision The PRCC rural general practices, which host full-year continuous
(2011a) Education practice managers integrated placements for students

Findings: Preceptors identified many ways in which precepting added value to their roles. Types of triangular interactions recognized in precepting consultations:
(1) the student-observer model is focused on the doctor-patient relationship, (2) the teacher-healer model is expert-centric, (3) the doctor-orchestrator model
allowed the doctor to step back from interactions within the consultation and, (4) the doctor-advisor model encouraged the learner-patient relationship. (CASP
reviewed as strong evidence)

148




Authors Journal Stakeholders Outcome measures Program
(Year)
Walters et al. | Australasian Community Exploration regarding how The Parallel Rural Community Curriculum (PRCC), as a year-long
(2011b) Journal of stakeholders, community engagement occurred | integrated clerkship for general practice in rural sites compared to
University- university staff, in two CBME programs lead by the tertiary hospital and the East Gippsland Rural Clinical School,
Community health professionals, | two Australian medical schools Monash University which is also a year-long integrated community-
Engagement and students based medical student placement

Findings: Major university and community engagement occurred at different levels including: personal relationships, individual formal connections, collective
structured engagement, strategic regional partnerships and policy level engagement. Inter-connectedness and leadership immerged as overarching principles.
(CASP reviewed as moderate evidence)

Young etal. | The Students and Participants’ perceptions of the The John Flynn Placement Program (JFPP), as a two-week per year
(2011) Australian mentors program longitudinal rural and remote experience over four years

Journal of

Rural Health

Findings: Overall mean for clinical and rural experiences is extremely positive for both students and mentors. (CASP reviewed as strong evidence)

Cristobal & Rural and Students, academic | Value of the program to solve the | The longitudinal community placements in small rural communities,
Worley Remote staff and rural health | problems of the lack of doctors one month/semester for the first 2.5 years and entire fourth-year
(2012) Health service clinicians and recognition of health living in the community of Zamboanga, the Philippines

outcomes

Findings: Stakeholders perceived the association between the formation of an innovative medical school in a low-resource developing world setting with student
recruitment from the local region. The program demonstrated a helpful collaboration between academic staff and local hospital clinicians as well as the cost-
effective investment to sustain the quality of local hospital in a poor rural area. A significant improvement in the infant mortality that was the major problem in the
region. (CASP reviewed as moderate evidence)

Daly et al.
(2013)

Medical
Teacher

Students, GPs, and
hospital clinicians

Participants’ perceptions of the
program

The Broken Hill Extended Clinical Placement Program (BHECPP), as
a 6-12-month longitudinal integrated placement for the final two
years of medical students

Findings: Potential barriers in rural and remote setting

program enga

ement. (CASP reviewed as strong evidence)

s included geographical and academic isolation, perceived educational risk and differing degrees of

Hudson et al. | Rural and Clinicians, students, Participants’ perceptions of the An innovative year-long integrated clinical clerkship for rural general
(2015) Remote nurses, allied health | impact of the longitudinal practice for third-year medical students
Health professional, and integrated clerkship on the

managers

healthcare community

Findings: Four major themes emerged: transforming a community of practice; realizing the potential of the health service; investment in rural return; and
sustainability. (CASP reviewed as strong evidence)
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Authors Journal Stakeholders Outcome measures Program
(Year)
Smith et al. Rural and Students, faculty, Student’s learning experience A pilot four-week longitudinal embedded placement at a small very
(2015) Remote and local hospital remote community hospital for final-year students
Health staff

Findings: The program was extremely valuable and personally safe placement experience for students. However, students did not have sufficient opportunity to
raise their issues and concerns in the post placement debriefing experiences. The local hospital staff perceived having improved the capacity of the hospital,
raised the quality of care of patients. The resources provided did not meet the student’s needs, specifically lack of internet access for Skyping supervisors and

educators, information and resources and guidelines. (CASP reviewed as strong evidence)

Takamura et
al. (2015)

Education for
Primary Care

Supervisor

Supervisor’s perception

A pilot of four-month integrated clerkships in primary care at Shima
Prefectural Hospital

Findings: The supervisor reported that a more careful needs assessment was required compared with a short-term placement along with diligent planning
(including setting outcomes and evaluation) and preparing staff. (CASP reviewed as moderate evidence)
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Appendix 4: Articles that considered the success of RCBME program from perspectives of government—
student—community relationships, ordered by year

Authors Journal Stakeholders Outcome measures Program
(Year)
Verby (1988) Journal of Government Expectation to redistribute physicians | The Rural Physician Associate Program (RPAP), as a longitudinal, 36-
Medical into medically underserved rural week immersion in rural communities for third-year students
Education areas of Minnesota

Findings: Government funded for the medical school, faculty members, preceptors as well as RPAP students in order to support the RPAP. In the period of 16
years of the program, 57% of the former RPAP students were practicing in rural communities, with a majority in Minnesota and a majority in towns with populations
less than 10,000. (CASP reviewed as moderate evidence)

Worley & Lines
(1999)

Medical
Teacher

Students

Social responsibility of the PRCC
program

The Parallel Rural Community Curriculum (PRCC), as a pilot year-long
integrated clerkship for general practice in Riverland rural sites

Findings: The academic results

(CASP reviewed

suggested that m

as strong evidence)

ight be able to add academic achievement to the reasons to move more of medical education into the community.

Worley et al.
(2000)

Medical
Education

Students

Social responsibility of the PRCC
program

The Parallel Rural Community Curriculum (PRCC), as a pilot year-long
integrated clerkship for general practice in Riverland rural sites

Findings: The PRCC program was feasible to address the social responsibility to the rural community at the same time as fulfilling the academic responsibility to
the students. (CASP reviewed as strong evidence)

Worley et al.
(2004a)

BMJ

Government

Expectation of the program strategy
to tackle the shortage of doctors in
rural Australia

The Parallel Rural Community Curriculum (PRCC), as a year-long
integrated clerkship for general practice in Royal Darwin Regional
Hospital, or rural sites

Findings: The community-based students could seek adventure, interest in rural medicine

(CASP reviewed

as strong evidence)

as a career, being suited to rural life, and having fewer ties with the city.

Worley et al.
(2006)

Medical
Education

Students

Students’ clinical experience

The Parallel Rural Community Curriculum (PRCC), as a year-long
integrated clerkship for general practice in rural sites compared to the
tertiary hospital

Findings: The community-based students recognized themselves as being part of the solution to the problem and had this reinforced by their medical supervisors.
They also reported seeing patients out of the medical/health context. The considerable length of time it takes to achieve this continuity and community rapport was
recognized. (CASP reviewed as strong evidence)
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Authors Journal Stakeholders Outcome measures Program
(Year)
Florence et al. | The Journal Government Expectation of the program to The Community Partnerships Program (CPP) three-year longitudinal
(2007) of Rural increase the number of health care curriculum in general practice in rural communities. Students
Health providers in rural underserved participated at least one day/week in the rural sites

communities

Findings: CPP graduates indicated a significantly greater interest in rural primary care, and were more likely to practice in rural locations than their traditionally
educated peers. They indicated better prepared to work in interdisciplinary teams and were more likely to work in community-based programs. Family, personal
factors, and the availability of employment were major influences in determining the decision to choose a career in a rural location. (CASP reviewed as moderate

evidence)
Denz-Penhey Medical Government Expectation of the program to The 12-month longitudinal clerkship in general practice for fifth-year
et al. (2008) Teacher produce doctors working in high students of six-year medical course in remote communities

workforce need areas

Findings: The rural experience offered a lot more than the straight city training. Students moved from theoretical knowledge to a new way of experiential knowing
that had consequences for their subsequent learning, clinical behavior and attitudes. They sensitized to such knowledge felt a strong emotional connection to rural
life. (CASP reviewed as strong evidence)

Halaas et al.
(2008)

The Journal
of Rural
Health

Government

Expectation of the program to
increase the number of primary care
physicians practicing in rural
Minnesota

The Rural Physician Associate Program (RPAP), as a longitudinal, 36-
week immersion in rural communities for third-year students

Findings: The government provided funding for the program. 82% of RPAP graduates had chosen primary care, and 68% family medicine. 44% had practiced in a
rural setting all of the time. Rural origin had only a small association with choosing rural practice. (CASP reviewed as strong evidence)

Zink et al.
(2008)

The Journal
of Rural
Health

Government

Expectation of the program to
increase the number of primary care
physicians practicing in rural
Minnesota

The Rural Physician Associate Program (RPAP), as a longitudinal, 36-
week immersion in rural communities for third-year students

Findings: Students discussed career choices with
knew firsthand what it is like to be a physician in a

both physicians and staff. This gave them the opportunity to walk in the shoes of the physician in charge. They
rural area in Minnesota. (CASP reviewed as moderate evidence)

Stagg et al.
(2009)

Rural and
Remote
Health

Government

Expectation of the PRCC program on
graduates’ career pathway

The PRCC program, as a year-long integrated clerkship for general
practice in rural sites

Findings: Key influences on graduates choosing a rural career pathway were: having a spouse/partner with a rural background, clinical teachers and mentors, the
extended rural based undergraduate learning experience, and a specialty preference for general practice. The model consisted of four quadrants derived from the
variables career pathway choice (rural or urban) and geographic background (rural or urban) resulted in: the True Believers, the Convertibles, the Frustrated, and
the Metro Docs. (CASP reviewed as strong evidence)
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Authors Journal Stakeholders Outcome measures Program
(Year)
Couper & MIA Community Participants’ perceptions of the The PRCC program, as a year-long longitudinal integrated clerkship for
Worley (2010) representative | program general practice in 13 rural general practices and one urban tertiary

teaching hospital in South Australia

Findings: Community representatives described d
students with great enthusiasm.

(CASP reviewed a

eveloping strong relationships with their
s strong evidence)

students. They described their experience of being patients of PRCC

Walters et al. Australasian | Community Exploration regarding how community | The Parallel Rural Community Curriculum (PRCC), as a year-long

(2011b) Journal of stakeholders engagement occurred in two CBME integrated clerkship for general practice in rural sites compared to the
University- and students programs lead by two Australian tertiary hospital and the East Gippsland Rural Clinical School, Monash
Community medical schools University which is also a year-long integrated community-based
Engagement medical student placement.

Findings: Major university and community engagement occurred at different levels including: personal relationships, individual formal connections, collective

structured engagement, strategic regional partnerships and policy level engagement. Inter-

(CASP reviewed

as moderate evi

dence)

connectedness and leadership immerged as overarching principles.

Cristobal &
Worley (2012)

Rural and
Remote
Health

Community
stakeholders

Expectation of the program to solve
the problems of the lack of doctors in
the region and the poor health
outcomes of people living in
communities, and social
accountability

The longitudinal community placements in small rural communities, one
month/semester for the first 2.5 years and entire fourth-year living in
the community of Zamboanga, the Philippines

Findings: Over

increase in the number of munic

national change

of approximatel

80% of students in the program practiced in the local underserved regions
ipalities in Zamboanga with a doctor. The infant mortality r
50% in the same time period. (CASP reviewed as strong evidence)

compared with a national average of 68%. There had been a 55%
ate in the region had decreased by approximately 90%, compared with a

Smith et al. Rural and Community Community stakeholders’ perception A pilot four-week longitudinal embedded placement at a small very
(2015) Remote stakeholders remote community hospital for final-year students
Health

Findings: Students had made a big impact on the community, having improved the capacity of the hospital, raised the quality of care of patients, as well as the
overall standards of nursing care. Students were viewed as really smart, respectful and team players who were valued by the community and local staff, and their
work was seen as making a significant contribution to the local community through an exchange of experience. Students’ presence has also contributed to the local
economy through their accommodation, food and recreational activities, as well as the community wanting to see these placements leaving a legacy. (CASP

reviewed as strong evidence)
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Appendix 5: Articles that considered the success of RCBME program from perspectives of personal
principles—student—professional expectations relationships, ordered by year

Authors Journal Stakeholders Outcome measures Program
(Year)

Pittman & Barr | Journal of Students and Partnership establishment The Community Health Center (CHC) program, as a longitudinal, two half-

(1977) Medical faculty day sessions per week over the entire three years in primary care
Education

Findings: The program permitted students to function as colleagues in a joint effort with the faculty. (CASP reviewed as moderate evidence)

Verby (1988) Journal of Students Students’ career preference | The Rural Physician Associate Program (RPAP), as a longitudinal, 36-week
Medical immersion in rural communities for third-year students
Education

Findings: The RPAP students were statistically more likely to be clear and confident about specific career choices. (CASP reviewed as moderate evidence)

Worley et al. Medical Students Students’ career plans The Parallel Rural Community Curriculum (PRCC), as a pilot year-long

(2000) Education integrated clerkship for general practice in Riverland rural sites

Findings: The P

from the students has been encouraging. Tracking procedures have been instituted to
s indicated. (CASP reviewed as strong evidence)

positive impact o

n the practices wa

RCC program impacted on students’ career plans and the adequacy of the rural workforce was properly the domain of the study. Initial feedback

follow the careers of these and subsequent students after graduation. A

Denz-Penhey
et al. (2004)

Rural and
Remote Health

Students

Expectation of the program

The 12-month longitudinal clerkship in general practice for fifth-year
students of six-year medical course in remote communities

Findings: The p
makes the Rural

rogram was found
Clinical School rea

that the high level of commitment to learning lead
Illy, really good makes it really bad.” (CASP reviewed as strong evidence)

to the potential for burnout, generating the student comment: ‘What

Lang et al.
(2005)

Academic
Medicine

Students

Students’ career preference

The Appalachian Preceptorship Program, as a four-week summer elective,
community-based preceptorship with an interactive group instructional
block in rural areas of southern Appalachia for both preclinical and
clinical-year students

Findings: 82% of the participants
three times as likely to practice in a rural community co
designations. (CASP reviewed as m

oderate evidence)

had selected residencies in primary care, with 60% entering family medicine. Those completing the program were more than

mpared with the national average. 56% of their practice settings carried multiple rural or underserved

Worley et al.
(2006)

Medical
Education

Students

Students’ clinical
experience

The Parallel Rural Community Curriculum (PRCC), as a year-long
integrated clerkship for general practice in rural sites compared to the
tertiary hospital

Findings: The community-based students had continuous mentorship in the same supervisor. Learning as role model including the life of a doctor’s family,
community and practice expectations. They referred to going to work each day, reflecting a sense of vocation in their day-to-day learning activities. (CASP
reviewed as strong evidence)
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Authors Journal Stakeholders Outcome measures Program
(Year)
Critchley et al. Rural and Students Students’ perceptions A four-week rotation based in Shepparton, North East Victoria with a

(2007)

Remote Health

small rural community placement for two weeks

Findings: 70% of RHM students increased their interest in rural health issues and 47% increased their interest in practicing rurally. Students valued their
ments highly but wanted greater clinical focus. (CASP reviewed as strong evidence)

community place

Florence et al.
(2007)

The Journal of
Rural Health

Students

Students’ career choices,
attitudes, and practice
location of the CPP

The Community Partnerships Program (CPP) three-year longitudinal
curriculum in general practice in rural communities. Students participated
at least one day/week in the rural sites

Findings: CPP graduates indicated a significantly greater interest in rural primary care, and were more likely to practice in rural locations than their traditionally
educated peers. They indicated better prepared to work in interdisciplinary teams and were more likely to work in community-based programs. Family, personal
factors, and the availability of employment were major influences in determining the decision to choose a career in a rural location. (CASP reviewed as moderate

evidence)
Denz-Penhey Medical Students Student satisfaction in the The 12-month longitudinal clerkship in general practice for fifth-year
et al. (2008) Teacher learning preparation students of six-year medical course in remote communities

Findings: The rural experience offered a lot more than the straight city training. Students moved from theoretical knowledge to a new way of experiential

knowing that had consequences for their subsequent le

arning, clinical behavior and at

titudes. (CASP reviewed as strong evidence)

Glasser et al.
(2008)

Academic
Medicine

Students

Students’ career choices

The RMED program, as a 16-week rural clinical placement, which fourth-
year students lived in a rural community, worked with a primary care
physician, and completed a community-oriented primary care project

Findings: 64.4% practiced primary care in small towns and/or rural communities. (CASP reviewed as moderate evidence)

Halaas et al.
(2008)

The Journal of
Rural Health

Students

Students’ career choices

The Rural Physician Associate Program (RPAP), as a longitudinal, 36-week
immersion in rural communities for third-year students

Findings: 82% of RPAP graduates

had chosen primary care, and 68% family medicin
a small association with choosing rural practice. (CASP reviewed as strong evidence)

e. 44% had practiced in a rural setting all of the time. Rural origin had only

Mihalynuk et

al. (2008)

Medical
Education

Students

Students’ learning

experience

The LICC pilot program of 12-month family practice in a regional site

compared to rotational clerkship program

Findings: LICC students felt unsure and experienced a lack of structure of patient care. This increased anxiety. It took longer for them to feel competent in a
specific discipline. They later valued the program flexibility, which allowed them to design educational experiences to address perceived gaps. (CASP reviewed as

strong evidence)
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Authors Journal Stakeholders Outcome measures Program
(Year)

Wilson & Rural and Students Students’ learning The pilot study of fourth-year students opting for an extended remote
Cleland (2008) | Remote Health experience and rural placement within a degree program where all students must
Students’ career preference | take at least one five-week remote medicine rotation

Findings: Students who extended remote and rural placements viewed remote and rural medicine positively. They had a slight preference towards general
practice. The decision to select the remote and rural placement: (1) teaching reputation, (2) to experience remote and rural medicine, (3) a change from
Aberdeen, and (4) lifestyle factors. (CASP reviewed as strong evidence)

Zink et al. The Journal of | Students Students’ perceptions of The Rural Physician Associate Program (RPAP), as a longitudinal, 36-week
(2008) Rural Health learning in the RPAP immersion in rural communities for third-year students

Findings: The longitudinal experience allowed comfort and familiarity to develop. Relationships grew between the students and their teachers (physicians,
clinic/hospital staff, and patients). These relationships were both professional and personal. Students watched their preceptors balance profession and family and
grew to know some of their preceptors personally. (CASP reviewed as moderate evidence)

Stagg et al. Rural and Students Graduates’ career choices The PRCC program, as a year-long integrated clerkships for general
(2009) Remote Health practice in rural sites

Findings: Key influences on graduates choosing a rural career pathway were: having a spouse/partner with a rural background, clinical teachers and mentors,
the extended rural based undergraduate learning experience, and a specialty preference for general practice. The model consisted of four quadrants derived
from the variables career pathway choice (rural or urban) and geographic background (rural or urban) resulted in: the True Believers, the Convertibles, the
Frustrated, and the Metro Docs. (CASP reviewed as strong evidence)

Couper & MJA Students, faculty | Participants’ perceptions of | The PRCC program, as a year-long longitudinal integrated clerkships for
Worley (2010) members, the program general practice in 13 rural general practices and one urban tertiary
clinicians, and teaching hospital in South Australia
health service
managers

Findings: Encouraging graduates to work in underserved areas. The PRCC had improved attitudes towards rural practice. Students reported developing personal
relationships with patients, GPs and practice staff, thus reinforcing the importance of understanding people in health care. The continuity of relationships with
faculty members (GPs and academic coordinators) facilitated monitoring the students’ coverage of the curriculum over the year, despite the lack of a formal
discipline-based structure. Students lived and worked in the context of their patients, and of their teachers, thus having the chance to see and experience the
influence of this on professional practice, on illness and on health care. Students were individually mentored, guided and coached through the year, which
provided them with opportunities for personal and professional growth. (CASP reviewed as strong evidence)
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Authors Journal Stakeholders Outcome measures Program
(Year)
Couper et al. Rural and Students, faculty | Participants’ perceptions of | The Flinders Parallel Rural Community Curriculum (PRCC) and the
(2011) Remote Health | members, the program Northern Ontario School of Medicine (NOSM) Comprehensive Community

preceptors, and
health service

Clerkship (CCC) programs in general practice for third-year graduate
students

managers
Findings: Common concerns related to issues of support for students and preceptors, isolation, and dealing with personal issues. (CASP reviewed as strong
evidence)
Walters et al. Medical Students, GPs, Continuity of supervision The PRCC rural general practices, which host full-year continuous
(2011a) Education and practice integrated placements for students

managers

Findings: The d

octor-student relationship was central to GP preceptors’ experiences.
triangular relationship between doctor, patient and student in the consultation. (CASP

These developed in chronological order and resulted in changes in the
reviewed as strong evidence)

Young et al.
(2011)

The Australian
Journal of
Rural Health

Students and
mentors

Participants’ perceptions of
the program

The John Flynn Placement Program (JFPP), as a two-week per year
longitudinal rural and remote experience over four years

Findings: After four JFPP placeme
general practitioner while after thei

nts, 65% of students intended to work in rural areas. After one JFPP experienced 9% indicated intent to practice as a rural

r fourth JFPP nearly

20% were indicating intent to

ractice as a rural general practitioner. (CASP reviewed as strong evidence)

Konkin &
Suddards
(2012)

Advance in
Health
Sciences
Education

Students

Professional identity
formation

The rural Integrated Community Clerkship (ICC), as a nine-month LIC
based in a family practice in rural communities

Findings: The LIC resulted in a safe environment in which students could meaningful

ly engage with patients and take responsibility for their care under the

supervision. These attributes fostered an emerging physician identity born at the site of patient-student interaction and grounded in an ethic of caring. (CASP
reviewed as strong evidence)

Daly et al.
(2013)

Medical
Teacher

Students, GPs,
and hospital

clinicians

Participants’ perceptions of
the program

The Broken Hill Extended Clinical Placement Program (BHECPP), as a 6-
12-month longitudinal integrated placement for the final two years of
medical students

Findings: Opportunities for clinical learning, personal and professional development and cultural awareness were reported as key factors that contribute to
preparedness for practice. (CASP reviewed as strong evidence)
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Authors Journal Stakeholders Outcome measures Program
(Year)
Forster et al. BMC Medical Students Students’ perceptions The Rural Clinical School (RCS) program provided up to three clinical
(2013) Education years of six-year medical program with exposure to rural medicine and
rural lifestyle

Findings: Graduates with three years of previous RCS
more likely to intend to take up rur.
as strong evidence)

al medical practice a

training were more likely to indicate rural areas as their preferred current work location and also were
fter completion of training, tha

n their colleagues who spent one year at an RCS campus. (CASP reviewed

Smith et al.
(2015)

Rural and
Remote Health

Students

Student’s perception

A pilot four-week longitudinal embedded placement at a small very
remote community hospital for final-year students

Findings: Students enjoyed working in a cross-cultural multidisciplinary team, felt confident working in the cross-cultural environment, learnt a lot about
themselves during the placement and believed the work they performed was useful to the community. Students enjoyed living in the remote community, working
and socializing with the other students and very importantly, they felt safe in the community. A “peer mentoring and supervision model” was developed, which

turned out to be a major strength of the program. (CASP reviewed as strong evidence

Takamura et
al. (2015)

Education for
Primary Care

Students

Student’ s perception

A pilot of four-month integrated clerkships in primary care at Shima

Prefectural Hospital

Findings: Challenging in a lack of peer-support and the absence of peer referencing with a resulting personal need to manage time and schedules effectively.
The longer the student stayed in the same place, the deeper relationships they made among staff, patients, and community stakeholders. The program
enhanced understanding of community-based practice and the community, especially in the rural setting. (CASP reviewed as strong evidence)
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Appendix 6: Articles that considered the success of RCBME program from perspectives of other identified
stakeholders, ordered by year

Authors Journal Stakeholders Outcome measures Program

(Year)
Daly et al. Medical Community health Participants’ perceptions | The Broken Hill Extended Clinical Placement Program (BHECPP), as a 6-12-
(2013) Teacher nurses of the program month longitudinal integrated placement for the final two years of medical

students

Findings: Opportunities for clinical learning, personal and professional development

preparedness for practice. (CASP reviewed as strong evidence)

and cultural awareness were reported as key factors that contribute to

Smith et al.
(2015)

Rural and
Remote Health

Nurses

Nurses’ perception

A pilot four-week longitudinal embedded placement at a small very remote
community hospital for final-year students

Findings: Students had made a
overall standards of nursing care

big impact on the community, having improved the
. (CASP reviewed as strong evidence)

capacity of the hospital, raised the quality of care of patients, as well as the

Takamura et
al. (2015)

Education for

Administrative staff

Primary Care

member

Administrative staff
member’s perception

A pilot of four-month integrated clerkships in primary care at Shima

Prefectural Hospital

Findings: The administrative staff member reported that compared to a short-term placement, the workload in accepting a medical student for a longitudinal
placement was lighter. The administrative staff member also reported that a student from the city should understand and have a positive experience of a

community attachment. The administrative staff member expressed some caution about capacity and that accepting longer clerkships may reduce the overall
number of students that have a community-oriented exposure. (CASP reviewed as strong evidence)
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Appendix 7: Letter of introduction of the study (English version)

Professor Lucie Walters
Flinders University Rural Clinical School
School of Medicine

Faculty of Medicine, Nursing and Health
Sciences

GPO Box 2100
Adelaide SA 5001

Tel: +61 88726 3914
lucie.walters@flinders.edu.au

www.flinders.edu.au

CRICOS Provider No. 00114A

LETTER OF INTRODUCTION

Dear Sir/Madam

This letter is to introduce Mr Praphun Somporn who is a postgraduate research student of the
Master of Clinical Education, School of Medicine at Flinders University. He will produce his
student card, which carries a photograph, as proof of identity.

He is undertaking research leading to the production of a thesis or other publications on the
subject of “Perspectives of Stakeholders of Thai Rural Community-based Medical Education”.

He would like to invite you to assist with this project by agreeing to be involved in an interview or
focus group which covers certain aspects of this topic. No more than 90 minutes on one occasion
would be required.

Be assured that any information provided will be treated in the strictest confidence and none of
the participants will be individually identifiable in the resulting thesis, report or other publications.
Due to the nature of research, its intended focus group and the rural (small population) setting,
anonymity cannot be assured. However, all appropriate steps will be taken to ensure
confidentiality. You are, of course, entirely free to discontinue your participation at any time or to
decline to answer particular questions.

Since he intends to make a tape recording of the interview, He will seek your consent, on the
attached form, to record the interview, to use the recording or a transcription in preparing the
thesis, report or other publications, on condition that your name or identity is not revealed, or that
the recording will not be made available to any other person. It may be necessary to make the
recording available to secretarial assistants (or a transcription service) for transcription, in which
case you may be assured that such persons will be asked to sign a confidentiality agreement
which outlines the requirement that your name or identity not be revealed and that the
confidentiality of the material is respected and maintained.

Any enquiries you may have concerning this project should be directed to me at the address
given above or by telephone on +61 8 8726 3914, or e-mail lucie.walters@flinders.edu.au

Thank you for your attention and assistance.

Yours sincerely

Professor Lucie Walters
Professor in Rural Medical Education, Academic Coordinator PRCC Flinders University,
Flinders University Rural Clinical School

This research project has been approved by the Flinders University Social and
Behavioural Research Ethics Committee (Project number 7094). For more information
regarding ethical approval of the project the Executive Officer of the Committee can be

contacted by telephone on 8201 3116, by fax on 8201 2035 or by email
human.researchethics@flinders.edu.au

ABN 65 524 596 200 CRICOS Provider No. 00114A
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Appendix 8: Letter of introduction of the study (Thai version)

Professor Lucie Walters

Flinders University Rural Clinical School

School of Medicine

Faculty of Medicine, Nursing and Health Sciences

GPO Box 2100

Adelaide SA 5001

Tel: +61 8 8726 3914
Translated version of Letter of Introduction luciewalters@flinders.edu.au

www.flinders.edu.au

CRICOS Provider No. 00114A
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Professor Lucie Walters
Professor in Rural Medical Education, Academic Coordinator PRCC Flinders University,

Flinders University Rural Clinical School

This research project has been approved by the Flinders University Social and
Behavioural Research Ethics Committee (Project number 7094). For more information
regarding ethical approval of the project the Executive Officer of the Committee can be

contacted by telephone on 8201 3116, by fax on 8201 2035 or by email

human.researchethics@flinders.edu.au

162



Appendix 9: Consent form for individual interview (English version)

CONSENT FORM FOR PARTICIPATION IN RESEARCH

(by interview, focus group)

“PERSPECTIVES OF STAKEHOLDERS OF THAI RURAL
COMMUNITY-BASED MEDICAL EDUCATION”

being over the age of 18 years hereby consent to participate as requested in the Letter of
Introduction and Information Sheet for the research project on “Perspectives of Stakeholders of
Thai Rural Community-based Medical Education”.

1. I have read the information provided.
2. I agree to audio recording of this interview or focus group.

3. I am aware that I should retain a copy of the Information Sheet and Consent Form for future

reference.
4. I understand that:

. I may not directly benefit from taking part in this research.

. I am free to withdraw from the project at any time and am free to decline to
answer particular questions.

. While the information gained in this study will be published as explained, I will
not be identified, and individual information will remain confidential.

. Whether I participate or not, or withdraw after participating, will have no effect
my relationship with Hatyai Hospital including:
. No effect on any treatment or service that is being provided to me.
. No effect on my progress in my course of study, or results gained.

. I may ask that the recording/observation be stopped at any time, and that I may

withdraw at any time from the session or the research without disadvantage.

5. I agree/do not agree* to the tape/transcript being made available to other researchers who
are not members of this research team, but who are judged by the research team to be
doing related research, on condition that my identity is not revealed.

Participant’s sighature.........cc.ocirerinansininmnrnnn Date......corvrererarannnns
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I certify that I have explained the study to the volunteer and consider that she/he understands
what is involved and freely consents to participation.

Researcher’'s NAMe. . ....couieurereisremmarmmss s s s s s s nanssnnnnssnns
Researcher’s signature...........ccocirmmirrmnsnminnnnen Date......corvrararararnnnnns

NB:  Two signed copies should be obtained. The copy retained by the researcher may then be
used for authorisation of Items 6 as appropriate.

6. I, the participant whose signature appears below, have read a transcript of my participation
and agree to its use by the researcher as explained.

Participant’s sighature.........cc.cciieiinansininmnrnnn Date......corvrererarannnsns

164



Appendix 10: Consent form for individual interview (Thai version)

LONET AU BUYBULYITINITUIRY
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“PERSPECTIVES OF STAKEHOLDERS OF THAI RURAL
COMMUNITY-BASED MEDICAL EDUCATION”

DAIEDT oo

91811071 18 Yusysal Bugauinsnanidenuvilsdossulyuazienaisiuziivoya
av A « vl I = = v <
N3y Fee “yuuswewildnladudsluunnemansinulagldyurudugiuves

Usznelne” lneditonnasnadl
1. i laeuenatswuztiteyanuidefeusosna
2. Pmndugedliinsduiindean1sduniualiuuaiusi waghuungy

3. Prmsgndnd rdmsdiuienasuuriveyanuidy suuaenansiviaugugey

Y 1 a v ~ Y & [ 1% a
bUTTINNTUIY LWE]ELSULUUWaﬂE’IUE]N@QSLUE]uWﬂG]

4. INANTTALA
*  Jmdoralilasuusylevillagnsda g 31NNy

MiEdasElunsUGEsuTnouMINNT TN lAYNNAT ST

[ ]
e

f9aszlunsugiasnisnaudniudunivel

* yndeyarastimdigniuiintuinertinus vsefnuinanunIvIng tiwdnalign
szyfmuuardoluinerinug vienanunmeinmatu uasdoyavestimiiasdsngn
Snwlidanududusuazannudu

o lLidmdagmevsuvieufiasdniineided vienoudmdminidisnnuidouds

zliifinansznulag Auauduiusvestrnaaslssneiuianalug Loy

165



O lfinansznusen1ssnYINIonISUINITIAY AN Ly

o liflnansgnusenanisvinaw/msAne vselnanniulag sedimia

*  Jmidnenafeweliveaduiindsnisdunuallanniat wagiimdiesneus

Pnudeillannnantaeligydeusslovilag

5. Pdniinnudusen/lgugen* lunisldteyaainlnaduiindss vseunaunlaain

nsdunwaluninITedunlilvanninvesnuided winslasgniinnsanlaeingids was

Y

o

uwdusuIdeyatuaglilinissrydmulazyevesdimian

AMUIUEIDITIUATY e 2171

Pnveiusesiilalideyanuideundidnsiudde wasinsanuarididnuiddela

Y

(Y

o v av o ! 2 A a Y Y aa Ql' Y a &
‘Vl']ﬂ']']llLGU']TL"\]FLUQWUUC\]EJ@QﬂaT]LUUV]LiEJUi@EJLLa'] LATHDATENALLVITINUIIYU

v (Y

nuewn {LinTiidvasunaludei 6 auanumugay wazgidediunenansly

STLGRELITLIEE

1 [y

6. P linTiAfefannudiensd nemunanuiaenainmsdunivaliitinda

Y Va v

wazdusaulitiglddanainusuasdennlawaald

Y Y

ASUIUEIDITIUATY e TUN e

166



Appendix 11: Consent form for observation (English version)

CONSENT FORM FOR OBSERVATION OF PROFESSIONAL ACTIVITY

“PERSPECTIVES OF STAKEHOLDERS OF THAI RURAL
COMMUNITY-BASED MEDICAL EDUCATION”

I hereby give my consent to Dr Praphun Somporn, a researcher/research student in the
Faculty of Medicine, Nursing, and Health Sciences, Flinders University, Australia

whose signature appears below, to record community engagement and professional
activities as part of a study of Perspectives of Stakeholders of Thai Rural CBME.

I give permission for the use of these data, and other information, which I have agreed
may be obtained or requested, in the writing up of the study, subject to the following
conditions:

My participation in this study is voluntary, and I understand that I may withdraw from
the study at any time.

SIGNATURES
Participant........c.cooreririnnnimnmnmresara e Date.......covcvirimnerinrerinnarnnanes
Researcher........ccoiiiimiiiisnn s s snn s s nnnnns Date....covverrrnnnnnnnnsnnnnnnes
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Appendix 12: Consent form for observation (Thai version)
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Appendix 13: Interview questions (English version)

Interview questions for clinical educators/rural GPs/policy makers at CPIRD and
university

1. Can you please tell me a bit about yourself and what is your role in your clinical practice here?
Prompts:
¢ What does this role involve?
* How long have you been here? Why did you settle here?
e What is your experience in your rural community?
e What is it you enjoy? It must be challenging, how do you manage?
e What contact have you had in the past with medical students? Tell me about this
experience? What did you gain through this experience? What did you lose through this
experience?

2. I am working to develop a CBME program. What is your understanding of CBME?
Prompts:

¢ Have you had any experience with CBME? Tell me about it?

e Are you interested in CBME? Why?
For the purposes of this research this is my understanding of CBME....people like you looking
after the students and teaching the student

3. What kind of things can you and your clinical colleagues contribute to medical students if we
develop a CBME program here?
Prompts:
e What kind of things could students do in rural hospital or clinic?
* What kind of things could students do in rural community to better understand the health
issues in this community?
e What kind of things could students do in rural community to feel part of the community?
* Another person said that medical students can be enjoyable to supervise? What do you
think? How could they be enjoyable?
e Iam interested in sustainability. Do you have a preference for how long students stay?
Why?

4. Do you have any concern about CBME in your community? If any, please tell me.
Prompts:
e Your role as clinical educator/preceptor/authority
*  Your workload
* How can we manage your concerns about student learning in rural community together?

5. I respect that a strong CBME program needs to give back to you, the health service and the
community
What is/are your expectation(s) of a rural CBME program if we were to develop one here?
Prompts:
* What things do you expect to get in return for you engagement in a local CBME
program?
e What about in the clinical setting? Do you expect them to be useful? How?
*  What about your expectations of the students after they graduate?
e What do you think about why students should learn in rural health service?
¢ In other countries rural doctors find that students can help keep them up to date with
new knowledge. What do you think?
¢ In other countries CBME has provided status for rural doctors. What do you think?
* What things would encourage you to get involved in rural CBME?
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6. In my experience the stakeholders for CBME include doctors, patients, community members
and hospital staff and government. I don’t want to miss anyone out who is important. Do you
suggest I talk to anyone else about CBME in this community?

Prompt:
* What relevant sectors could be involved in rural CBME in your opinion?
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Interview questions for medical students

1. Can you please tell me a bit about yourself and your role in your class?
Prompts:
¢ What does this role involve?
e What is your experience in your rural community?
e What is it you enjoy? It must be challenging, how do you manage?
¢ What contact have you had in the past with rural doctors? Tell me about this experience?
What did you gain through this experience? What did you lose through this experience?

2. I am working to develop a CBME program. What is your understanding of CBME?
Prompts:
¢ Have you had any experience with CBME? Tell me about it?
e Are you interested in CBME? Why?
For the purposes of this research this is my understanding of CBME....people like you involving in
learning in, and participating with, the rural health service.

3. What kind of things could encourage you to get involved if we develop a CBME program here?
Prompts:
* What kind of things do you want to do in rural hospital or clinic?
e What kind of things could you do in rural community to better understand the health
issues in this community?
e What kind of things could you do in rural community to feel part of the community?
* Another person said that medical students can be enjoyable to supervise? What do you
think? How could they be enjoyable?
e Iam interested in sustainability. Do you have a preference for how long students stay?
Why?

4. Do you have any concern about CBME in your community? If any, please tell me.
Prompts:
¢  Your workload/competencies
e How can we manage your concerns about student learning in your community together?

5. I respect that a strong CBME program needs to give back to you, the health service and the
community
What is/are your expectation(s) of a rural CBME program if we were to develop one here?
Prompts:
e What things do you expect to get in return for you engagement in a local CBME
program?
* What about in the clinical setting? Do you expect to be useful? How?
* What about your expectations after you graduate and your work in 3 years compulsory
service?
e  What do you think about why you should learn in rural health service?
* What things would encourage you to get involved in rural CBME or rural career choice?

6. In my experience the stakeholders for CBME include doctors, patients, community members
and hospital staff and government. I don’t want to miss anyone out who is important. Do you
suggest I talk to anyone else about CBME in this community?
Prompt:

* What relevant sectors could be involved in rural CBME in your opinion?
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Appendix 14: Interview questions (Thai version)
Interview questions for clinical educators/rural GPs/policy makers
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Interview questions for medical students
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Appendix 15: Ethics approval by Flinders University Social and
Behavioural Research Ethics Committee (SBREC)
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7094 SBREC final approval notice (6 January 2016)

Human Research Ethics <human.researchethics@flinders.edu.au>

Wed 1/6/2016 10:40 AM

To:Praphun Somporn <somp0004@uni.flinders.edu.au>; Lucie Walters <lucie.walters@flinders.edu.au>; Julie Ash
<julie.ash@flinders.edu.au>; lucksameeh@yahoo.com <lucksameeh@yahoo.com>;

Importance: High

Dear Praphun,

The Chair of the Social and Behavioural Research Ethics Committee (SBREC) at Flinders University
considered your response to conditional approval out of session and your project has now been granted final
ethics approval. This means that you now have approval to commence your research. Your ethics final
approval notice can be found below.

FINAL APPROVAL NOTICE

Project No.: 7094

Project Title: Perspectives of Stakeholders of Thai Rural Community-based Medical

Education
Principal Researcher: ‘ Mr Praphun Somporn ‘
Email: ‘ somp0004@uni.flinders.edu.au ‘

Ethics Approval Expiry

: 201
Approval Date 5 January 2016 Date:

30 September 2018

The above proposed project has been approved on the basis of the information contained in the application,
its attachments and the information subsequently provided.

RESPONSIBILITIES OF RESEARCHERS AND SUPERVISORS

1. Participant Documentation
Please note that it is the responsibility of researchers and supervisors, in the case of student projects, to
ensure that:
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all participant documents are checked for spelling, grammatical, numbering and formatting errors. The
Committee does not accept any responsibility for the above mentioned errors.

the Flinders University logo is included on all participant documentation (e.g., letters of Introduction,
information Sheets, consent forms, debriefing information and questionnaires — with the exception of
purchased research tools) and the current Flinders University letterhead is included in the header of all
letters of introduction. The Flinders University international logo/letterhead should be used and
documentation should contain international dialling codes for all telephone and fax numbers listed for all
research to be conducted overseas.

the SBREC contact details, listed below, are included in the footer of all letters of introduction and
information sheets.

This research project has been approved by the Flinders University Social and Behavioural Research Ethics Committee
(Project Number INSERT PROJECT No. here following approval’). For more information regarding ethical approval of the
project the Executive Officer of the Committee can be contacted by telephone on 8201 3116, by fax on 8201 2035 or by email

human.researchethics@flinders.edu.au.

2. Annual Progress / Final Reports
In order to comply with the monitoring requirements of the National Statement on Ethical Conduct in
Human Research (March 2007) an annual progress report must be submitted each year on the 5 January
(approval anniversary date) for the duration of the ethics approval using the report template available from
the Managing Your Ethics Approval SBREC web page. Please retain this notice for reference when
completing annual progress or final reports.

If the project is completed before ethics approval has expired please ensure a final report is submitted
immediately. If ethics approval for your project expires please submit either (1) a final report; or (2) an
extension of time request and an annual report.

Student Projects
The SBREC recommends that current ethics approval is maintained until a student’s thesis has been

submitted, reviewed and approved. This is to protect the student in the event that reviewers recommend
some changes that may include the collection of additional participant data.

Your first report is due on 5 January 2017 or on completion of the project, whichever is the earliest.

3. Modifications to Project
Modifications to the project must not proceed until approval has been obtained from the Ethics Committee.
Such proposed changes / madifications include:

change of project title;

change to research team (e.g., additions, removals, principal researcher or supervisor change);
changes to research objectives;

changes to research protocol;

changes to participant recruitment methods;

changes / additions to source(s) of participants;

changes of procedures used to seek informed consent;

changes to reimbursements provided to participants;

changes / additions to information and/or documentation to be provided to potential participants;
changes to research tools (e.g., questionnaire, interview questions, focus group questions);
extensions of time.
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To notify the Committee of any proposed modifications to the project please complete and submit the
Modification Request Form which is available from the Managing Your Ethics Approval SBREC web page.
Download the form from the website every time a new modification request is submitted to ensure that the
most recent form is used. Please note that extension of time requests should be submitted prior to the
Ethics Approval Expiry Date listed on this notice.

Change of Contact Details

Please ensure that you notify the Committee if either your mailing or email address changes to ensure that
correspondence relating to this project can be sent to you. A modification request is not required to change
your contact details.

4. Adverse Events and/or Complaints
Researchers should advise the Executive Officer of the Ethics Committee on 08 8201-3116 or
human.researchethics@flinders.edu.au immediately if:
any complaints regarding the research are received;
a serious or unexpected adverse event occurs that effects participants;
an unforeseen event occurs that may affect the ethical acceptability of the project.

Kind regards
Rae

Mrs Andrea Fiegert and Ms Rae Tyler

Ethics Officers and Executive Officer, Social and Behavioural Research Ethics Committee
Andrea - Telephone: +61 8 8201-3116 | Monday, Tuesday and Wednesday

Rae — Telephone: +61 8 8201-7938 | % day Wednesday, Thursday and Friday

Email: human.researchethics@flinders.edu.au

Web: Social and Behavioural Research Ethics Committee (SBREC)

Manager, Research Ethics and Integrity — Dr Peter Wigley
Telephone: +61 8 8201-5466 | email: peter.wigley@flinders.edu.au
Research Services Office |Union Building Basement

Flinders University

Sturt Road, Bedford Park | South Australia | 5042

GPO Box 2100 | Adelaide SA 5001

CRICOS Registered Provider: The Flinders University of South Australia | CRICOS Provider Number 00114A
This email and attachments may be confidential. If you are not the intended recipient,

please inform the sender by reply email and delete all copies of this message.
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Appendix 16: Ethics approval by the Ethics Committee of Hatyai
Hospital

THE ETHICS COMMITTEE OF HATYAI HOSPITAL

HATYAI HOSPITAL 182, HATYAI, SONGKHLA 90110 THAILAND

DOCUMENTARY PROOF OF ETHICAL CLEARANCE COMMITTEE ON HUMAN RIGHTS
RELATED TO RESEARCHES INVOLVING HUMAN SUBJECTS

D1 47

Date 10/08/58 expired 1 year after issuing

Title of project msfufuasyaaInsmemMsunnd nasaawnveeansdns taoladuaniugu
Perspective of Thai medical stakeholder on community-based medical
education)

Protocol number 47/58

Principal investigator PRAPHUN SOMPORN, MD

Office address Department of Neurosurgery Hatyai Hospital
Document review 1 Protocol

Document review 2

The aforementioned documents have been reviewed and acknowledged by Committe human
rights related to researches involving human subjects, based on the declaration of Helsinki

Hathaitip Tumviriyakul
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Appendix 17: Framework of new CPIRD curriculum (Clinical years)

Year 4 (42 weeks)

Introduction of

Clinical Medicine (2)

Family Medicine &

Community Medicine

Health & Disease of
Adult & Elderly (6)

Preoperative to
Postoperative Care

Health & Disease
from Conception to

Adolescence (3)

Rural Medicine

Family Medicine &

Community Medicine

(6) (6) Health & Disease of (12) (4)
Women (3)
Year 5 (48 weeks)
Health & Disease | Health, Disease & Ambulatory
Health & Disease Preoperative to from Conception Rehabilitation of Family Medicine Ophthalmology &
of Adult & Elderly Postoperative Rural Medicine to Adolescence Orthopaedics (3) | Rural Medicine & Community Otorhinolaryngology
(6) Care (6) (6) (6) Medicine (6) 3)
Health & Disease Emergency
of Women (3) Medicine & Elective (3)
Accident (3)
Year 6 (48 weeks)
Emergency
Internal Obstetrics & Medicine, Rural Internal Elective
Medicine (4) Surgery (4) Gynecology (4) Pediatrics (4) Accident & Medicine Elective (4) Medicine & (Rural
Orthopaedics (12) Psychiatry (4) hospital) (4)
(8)
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