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EXECUTIVE SUMMARY 

 

What is this report about? 

 

This rapid literature review was commissioned by the Rural Training Task Team of the Health 

Sciences Faculty, University of the Witwatersrand, and carried out in March 2011.  The terms of 

reference were to: 

 search for and access electronically available formal and grey literature  from the last decade 

on the topic of rural training of undergraduate health professionals; and 

 analyse this literature according to the main themes, with a focus on: 

o differentiating the different models that have been applied; 

o presenting the strengths and weaknesses of these models (for example, with respect 

to impact, sustainability etc.); and 

o drawing out practical lessons for implementation. 

‘Rural training’ was taken to refer specifically to rural placements although the review does 

contextualize these within broader approaches to rural curriculum development as it is these 

broader approaches that both inform the design of rural placements and partly account for their 

impact. 

Although the review includes some articles on pharmacists, nurses and allied health professionals, 

the bulk of the 40 or so programmes reviewed relate to medical students.  Most of the information 

comes from North America and Australia, although there is some literature from other continents.   

 

What are the different models for rural placements? 

 

Most successful rural placements reorient training towards primary care and family medicine, 

integrate clinical and public health concerns, use problem-solving and community-based teaching 

methods, and acknowledge the importance of adapting training to the context of the teaching site, 

including local health priorities and the culture of the local community.  Integration of different sub-

disciplines and longitudinal exposure to communities and patients are recognised as key to achieving 

high educational and clinical standards.  Rural exposure early in the curriculum is also encouraged 

and there is emerging interest in inter-professional training.  The purpose is to produce health 

professional graduates who are more responsive to the needs of rural communities, able to function 

well in a rural environment and adapted to living in rural communities. 

Beyond this broad educational approach, there are differences in the way rural placements are set 

up.  There appear to be five broad models for rural placements that fall along a continuum: 

1. Comprehensive rural programmes:  These are programmes whose primary goal is to increase the 

supply of rural health professionals.  In general, the rural programme is the only programme 

offered and it is compulsory for all students to attend rural placements which happen 
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periodically throughout the curriculum and some of which are quite lengthy (6 months to a 

year). 

 

2. Dedicated rural track offered throughout a traditional programme:  These programmes allow 

selected students to focus on rural issues as part of the traditional, urban-based programme.  

Students on the track are expected to meet the same educational and clinical competencies as 

other students but, for a large part of the curriculum, do so through different avenues, including 

extended rural placements.  Joining the rural track does not imply an additional workload for the 

students.     

 

3. Dedicated rural track offered for part of a traditional programme:   This variation on the above 

approach involves offering a rural track for only a part of the curriculum.  For example, students 

joining this track depart for an extended rural placement during one of their clinical years.   

 

4. Rural tracks offered as supplements to traditional programmes:  These programmes allow 

selected students to engage in activities additional to the traditional programme, including a 

rural placement.  This results in an extra workload for the students, although the Faculty may 

provide a variety of support mechanisms to help students through this experience.   

 

5. Rural placement offered within a traditional programme:  Under this approach, all students 

experience a brief rural placement of a few weeks (typically a clerkship).  The rural placement is 

compulsory but the rest of the programme does not have a specifically rural focus.  The aim of 

these rural placements tends to be more about improving the clinical competence of students 

(especially in the primary care setting) rather than influencing them to return to rural practice. 

 

The two extremes of the rural placement continuum are presented below:  

 

MOST INTENSE EXPOSURE LEAST INTENSE EXPOSURE 

Students are introduced early to rural environments Rural placement happens towards end of programme 

Rural placements occur at periodic moments 
throughout the programme 

Only one rural placement 

The main rural placement is long (6 months or more) Rural placement is short (a few weeks) 

Students are attached to individual health 
professionals who act as mentors 

Students are not assigned rural mentors 

 

 

What factors account for successful rural placements? 

 

1. Champions within Faculties drive rural training programmes:  Initiating and maintaining a rural 

training programme depends on the sustained hard work of highly committed academics who 

drive the rural training agenda within their Faculty, especially where there is some resistance to 

the concept of rural training on the part of other specialists and students.  
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2. Faculties embrace a rural mission:  Rural programmes find it easier to thrive if the Faculty sees 

rural training as part of its mission and provides resources and other support for these efforts.  A 

strong reason for Faculties to support rural training efforts is that it demonstrates a commitment 

to social accountability.  From a purely educational perspective, however, it is clear that rural 

training benefits all students through providing access to more patients and a greater range of 

cases, giving them hands-on experience and greater levels of clinical responsibility, allowing 

holistic interaction with the patient, family and community, and exposing them to integrated 

primary health care.   

 

3. Positioning rural training within a national strategy for health systems reform:  Most 

international rural programmes have been motivated by, and draw legitimacy from, national or 

state policies that seek to address human resource shortages, expand access to health care in 

rural areas or strengthen primary health care.   

 

4. Active involvement of communities:    It is difficult to recruit students who are committed to 

rural practice, set up sustainable and educationally appropriate rural placements and make rural 

placements enjoyable without the active involvement of rural communities. The integral 

involvement of communities makes quite ambitious rural placements feasible and also, in some 

cases, provides accommodation for students.   

 

5. Positioning rural placements within a broader rural curriculum:  Rural training programmes are 

most successful when they employ a variety of strategies that attract students to rural practice, 

sustain their interest in it and support them through the difficulties associated with living and 

working in a rural area.   

 

6. Preferential selection of students with a rural background:  Selecting students from a rural 

background is clearly the strongest predictor of future career choice in rural areas and 

consequently most of the programmes reviewed select at least a portion of the student body on 

this basis.   

 

7. ‘Immersion’ experiences:  By becoming immersed in the issues faced by rural settings over a 

substantial period, students learn to engage with rural communities, learn about the realities 

and satisfactions of rural practice, and become full participating members of the health care 

team.  This ‘decentralised’ teaching approach is more likely to attract rural students and 

encourage graduates to return to rural practice  

 

8. Creating rural training centres:  Rural training centres coordinate the rural training of different 

types of health professional at different levels (undergraduate, postgraduate, continuing 

education etc.), develop teaching capacity, allow students to meet for formal teaching, provide 

accommodation for students, build a teaching culture, provide support to rural teaching staff, 

and contribute towards long-term recruitment and retention of both students and staff.   

 

9. Assigning students to mentors:  Successful rural placements assign students to a ‘preceptor,’ an 

individual health professional who acts as a personal mentor throughout the student’s stay:  this 
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person provides personal support to the student and acts as a role model, encouraging students 

to persist in environments that are sometimes difficult professionally and socially.    

 

10. Positive rural placement experiences:  Rural placement experiences can drive students away 

from rural practice, particularly if the placement is poorly organised and there is poor clinical 

and personal support for students.  Coordinators therefore need to ensure that students have a 

positive experience of the clinical aspects of the rural attachment, the assigned rural mentor and 

integration into the community.  Good quality accommodation is critical in this regard 

 

11. Adapting to context:  Successful programmes are those that accept and adapt to the particular 

contexts of different communities and different rural placements, whilst maintaining the overall 

standards of the course.  As students commonly worry that their particular rural placement is 

not offering them appropriate opportunities, it is important to explain to them that, although 

they each have a different clinical experience, the learning outcomes are the same.   

 

 

What are the main obstacles to successful rural placements? 

 
1. Negative social attitudes:  Implementation of new rural training approaches, as well as students’ 

commitment to rural practice, is often undermined by the attitude of other Faculty members 

and students who see primary care practice, or rural settings, as ‘second-best’ options.   

 

2. Difficulties with student selection and retention:  Identifying and recruiting rural students is a 

complex process and it is often difficult to retain these students because they derive from low-

income circumstances. 

 

3. Shortage of teaching staff:  Rural health systems are usually under-resourced which makes it 

difficult to achieve the high staff:student ratio that good rural training programmes require, as 

well as train and retain skilled local teaching staff.    

 

4. Shortage of other resources:  Limited funding and logistical problems in remote areas mean that 

health care facilities are often of poor quality, supplies of equipment are erratic, housing is poor 

and there are limited teaching resources such as educational infrastructure, teaching aids, 

libraries and internet access.  

 

5. Changing health systems and communities:  Health systems develop and expand unevenly, while 

communities’ and patients’ demands grow, especially when integrally involved in rural training.  

This means that rural programmes have to operate within a context of change and uncertainty. 

 

6. A sense of isolation amongst students:  Apart from the challenges of clinical practice in remote 

settings, including limited professional support, students experience personal problems such as 

a sense of isolation from family and friends, difficulties integrating into the new community, a 

lack of privacy, little entertainment and few opportunities for their partners.   
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7. Difficulties with programme evaluation:  It is taxing not only to assure the academic quality of 

rural training programmes but also to measure the success of the programme against population 

health goals; it is also challenging to find innovative ways to improve problem areas.   

 

What are the lessons for the Wits Faculty of Health Sciences? 

 

1. Clarify the role of rural training within the Faculty’s vision:  There are two main outcomes from 

rural training, one being the provision of good quality educational and clinical opportunities, the 

other being attracting health professionals back into rural practice.  To achieve the latter, it 

appears that the scale of a rural training programme needs to be considerably larger (at least 

three months or longer).  To achieve the former, it may be possible to use not only rural sites but 

also urban or peri-urban sites in disadvantaged areas.  In settling on the Faculty’s preferred 

approach, it would be worth clarifying the different educational and clinical opportunities 

provided by the variety of different settings and to look more closely at models that work for 

different types of health professional.  

 

2. Locate the Faculty’s vision within new health system developments:  New government policies in 

South Africa - on a rural health strategy, Primary Health Care Teams, strengthening rural health 

services and even National Health Insurance - provide opportunities for Wits to locate new 

directions in rural training within these efforts.    

 

3. Start off small:  The international literature reveals the complexity and intensity of successful 

rural programmes.  Most of these seem to have started with very few students enrolling in 

extended rural placements (typically less than 10).  Some still only produce limited numbers of 

students annually.  Further, most of the international case studies have voluntary enrolment in 

rural training programmes, the exceptions being programmes offered by Faculties that have a 

specific rural mission.  A ‘track’ approach would allow scarce resources to be focused more 

directly on students who have a particular interest in rural practice and make logistics more 

manageable. 

 

4. Consider preferential admission for rural students:  There is overwhelming evidence that rural 

programmes are most successful when they recruit students with a rural background. Selective 

admission should be accompanied by other curricular activities that specifically support these 

rural students but could also be extended to other students who have a rural interest. 

 

5. Consider setting up a rural training centre:  Through its current rural training sites, Wits already 

has a presence that could be built upon in future to create fully fledged rural training centres.  

These centres could be a mechanism not only for strengthening training and support for 

students but also for supporting local health professionals who contribute to student training.   

 

6. Find workable ways of involving communities:  The international literature also sees 

communities as integral to the success of rural training programmes, although the extent of 

community engagement varies.  Almost all Faculties that practice preferential selection of rural 
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students seem to involve communities in the selection process, however, because the intention 

is to ‘bond’ students to returning to their place of origin, either through formal contracts 

entered into at the point of admission, or through informal, emotional links between students 

and their communities. 

 

7. Evaluate educational and clinical achievements:  Rural training programmes need to 

demonstrate high educational and clinical standards and ensure that students perform 

comparably to their urban counterparts in final exams.  However, it is important that 

benchmarks and standards take cognizance of the realities of rural placements, especially in the 

early years of implementation.  Likewise, assessment measures should also capture the unique 

advantages of rural settings. 

 

Conclusion 

 

In conclusion, setting up a rural training programme with expanded rural experience is complex, 

including, at the very least, identifying collaborating teaching hospitals, clinics and communities as 

well as preceptors, partnering with community-based organizations (including rural health 

professional associations), developing a tailor-made curriculum and integrating the programme into 

existing faculty curriculum committees.  In the long term, it probably also requires working closely 

with the different levels of government.  All of these activities require strong leadership. 
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1.1 Introduction 
 

The terms of reference of this exercise were to: 

 search for and access electronically available formal and grey literature  from the last decade 

on the topic of rural training of undergraduate health professionals; and 

 analyse this literature according to the main themes, with a focus on: 

o differentiating the different models that have been applied; 

o presenting the strengths and weaknesses of these models (for example, with respect 

to impact, sustainability etc.); and 

o drawing out practical lessons for implementation. 

‘Rural training’ was taken to refer specifically to rural placements although the review does 

contextualize rural placements within broader approaches to rural curriculum development as it is 

these broader approaches that both inform the design of rural placements and partly account for 

their impact. 

The review was carried out over a period of 10 days during March 2011.   

 

1.2 Search strategy 
 

The first step was to search PubMed and Google Scholar using the terms rural training and rural 

undergraduate training (in combination with health professionals), as well as rural medical 

education.  Articles and reports retrieved through this step were screened for relevance.  Review 

articles were prioritized for reading, as were articles or reports that described the structure of 

specific programmes. 

Rural programmes identified as successful through this process were then Googled and information 

retrieved from their websites.  The reference lists of all articles and reports were also scanned for 

additional references which were followed up. 

There appears to be fairly broad consensus on a number of issues reflected in this document.  In 

these cases the references for all the articles that support this viewpoint have not been quoted.  

References are mainly used when describing the particular training models used by individual 

universities, to reflect findings that are not commonly reported or to highlight articles that are 

particularly useful. 

 

1.3 Limitations 
 

The bulk of information accessed relates to medical programmes.  It was clear that this is the most 

well-developed sub-section of literature on the rural training of health professionals [see, for 

example, 1].  Many of the lessons contained in this review therefore derive from the experience of 
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programmes for medical students, although there are important articles that provide some insight 

into experience with pharmacy, nursing and allied health students.  In many instances the 

dominance of medical student case studies is not a problem as they often reveal fairly universal 

lessons, but there may be some instances where differences in training received by different health 

professionals makes a material difference to training strategies and experiences. 

The majority of information comes from Australia and Northern America.  These continents have to 

deal with delivering health care across vast spaces and have also developed strong alliances of 

stakeholders promoting rural health.  Only a few programmes from Europe and the United Kingdom 

have been described as these regions are not as well advanced in this field [2-4].  There is some 

information from South-East Asia and Latin America but both these regions are likely to have 

considerably more experience than this review was able to tap (for example, it was  not possible to 

find information on the medical programme of the University of Mexico, the first university to 

preferentially select students from rural backgrounds [5]).  Likewise, there are apparently several 

Indian universities (such as the All India Institute of Medical Sciences in New Delhi, St. John’s Medical 

College in Bangalore, the Christian Medical College in Vellore, and the Mahatma Gandhi Institute of 

Medical Sciences in Wardha) that have some experience of rural postings [6] but no details on these 

programmes could be found.  In addition, this review may have missed some important articles and 

there may also be successful programmes that have not published information in electronically 

accessible formats. 

There is a fairly extensive literature on post-graduate rural training.  Although this training may be 

very different in its approach from undergraduate training, it may share some common challenges 

(such as the provision of appropriate accommodation) or provide some useful pointers on how to 

plan programmes [see, for example, 7].  Time constraints did not allow the experience of this 

literature to be tapped.  

Lastly, there was very little literature that described how to implement rural programmes, what 

challenges are faced (especially during start-up years) and strategies for strengthening 

implementation, although some more recent articles are beginning to address these topics [see, for 

example, 8, 9-10].  The focus appeared to be on what was implemented (but only in broad terms) 

and how the programme impacted on educational and clinical standards or influenced career choice.  

It was not within the remit of the review to summarise evidence that rural training impacts on the 

future career choice of health professionals.  This subject is dealt with by many articles and reports 

and is quite conclusive [see, for example, 11].   

 

1.4 Broad educational approaches in successful rural programmes 
 

Some rural training programmes began as early as the 1970s and have more than four decades of 

experience.  Over the last decade there seems to have been a flurry of activity in setting up new 

programmes in response to growing recognition of the shortage of health professionals in these 

areas.  For example, in 2002, the federal government in Australia provided funding to fourteen 

universities to establish Rural Clinical Schools (essentially rural campuses comprised of networks of 



3 
 

hospitals, community clinics and private GP practices) provided that at least 25 percent of all 

Medical School students spend at least 50 percent of their clinical training time there [9, 12].  

Except for programmes initiated since the 1990s, the programmes quoted in this document are 

generally seen as successful in terms of both their impact on educational and clinical standards as 

well as their influence over future career choice.  Importantly, the performance of students on rural 

programmes is usually similar to, and sometimes even better than, that of their urban peers [9-11]. 

Broadly speaking, most successful programmes seem to reorient teaching towards primary care and 

family medicine, integrate clinical and public health concerns, use problem-solving and community-

based teaching methods, and acknowledge the importance of adapting teaching to the context of 

the teaching site, including local health priorities and the culture of the local community [10, 13-14].  

Integration of different sub-disciplines, especially in the clinical experience, and longitudinal 

exposure to communities and patients seem to be recognised increasingly as key to achieving high 

educational and clinical standards [see, for example, 15].  Rural exposure early in the curriculum is 

encouraged [16].   

There also seems to be emerging interest in promoting ‘interprofessional and transprofessional 

education that breaks down professional silos while enhancing collaborative and non-hierarchical 

relationships in effective teams’ [5: p2, 16-21].  An example of such a programme is the Rural 

Alabama Health Professional Training Consortium that was started in 1990, is based in a community 

health centre and provides interdisciplinary training for medical, nursing, pharmacy, dentistry, and 

nutrition students [22].   

This overall approach conforms well to the latest international recommendations on transforming 

medical education and assuming greater social accountability [23-26].  The purpose is to produce 

health professional graduates that are more responsive to the needs of rural communities, fill gaps 

in the current workforce and are able to function well in a rural environment.  Referring to nursing 

students, one author emphasized that rural placements gave them opportunities to work as 

clinicians [27].  As a rural Australian doctor was quoted as having said, ‘We talk a lot about “rural 

curriculum” but what does this actually mean?  Ultimately it is the sweat factor – the ability to make 

clinical decisions when you may not have the full range of investigations, equipment, and back-up 

that meet your comfort zone – and the ability to do big picture policy/planning/medical 

admin/population health stuff’ [10: pp8-9].  Crucially, rural placements are also about learning to live 

in rural communities. 

 

1.5 Different models for rural training 
 

Beyond this broad educational approach, there are differences in the way rural placements are set 

up.  The literature does not differentiate explicitly between different models or debate the pros and 

cons of each.  Rather, different universities seem to have opted for more or less intensive rural 

exposure, all with the objective of providing a high quality educational and clinical experience [28-

29].  The extremes of this continuum are presented in Table 1.   
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Table 1:  The two extremes of the rural placement continuum 

MOST INTENSE EXPOSURE LEAST INTENSE EXPOSURE 

Students are introduced early to rural environments Rural placement happens towards end of 
programme 

Rural placements occur at periodic moments throughout the 
programme 

Only one rural placement 

The main rural placement is long (6 months or more) Rural placement is short (a few weeks) 

Students are attached to individual health professionals who act 
as mentors 

Students are not assigned rural mentors 

 

It is the more intensive programmes – which have early, repeated and length exposures - that have 

resulted in a large proportion of students choosing a future career in rural practice [9].  As discussed 

later, this is a result of a combination of Faculty strategies [30], although intensive rural placements 

play an important role.   

Where a university’s rural placement falls within this continuum seems to depend on the vision and 

features of the broader curriculum or programme.  There appear to be five broad models for rural 

placements, as described below.  This is based on an analysis of the examples summarised in Annex 

1.  When examining these models, it is useful to remember that only two of the nine South African 

Health Sciences Faculties are based in rural areas.  Overall, South African health professional 

students spend between 3 and 25 percent of the clinical curriculum outside large hospitals, either in 

urban or rural settings, with the longest rural placement being eight weeks [31].  Non-medical 

students tend to be involved in community-based learning to a greater extent than medical 

students. 

 

1.5.1 Comprehensive rural programmes 

These are programmes whose primary goal is to increase the supply of rural health professionals.  In 

some cases, the Faculties in which these programmes occur have been set up with a specific rural 

training mission and may be located in, or near, rural areas.  In other cases, Faculties have 

reoriented their entire curricula towards rural issues as part of a re-visioning exercise.  In general, 

the rural programme is the only programme offered and is compulsory for all students to attend.  

As a consequence, a number of strategies are employed throughout the curriculum to make 

students aware of the particular clinical and public health issues relevant to rural communities, 

encourage students to contemplate a career in rural practice and deal with the realities of working 

and living in a rural community.  An intensive and extended rural placement (of six months or more) 

is but one of these. 

Comprehensive rural programmes specifically seek out students with a rural background and 

sometimes require them to commit to returning to rural practice for a period following qualification.  

Where rural students have been disadvantaged in terms of the quality of secondary schooling that 

they received, educational and other support is provided, especially during the early years of the 

programme.  Efforts are made to ensure that rural placements are near students’ place of origin to 

maintain and strengthen links between students and their home communities.  
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Communities and community-based organizations tend to be integrally involved in the governance 

of these programmes, including identifying potential students and participating in their selection.  

Communities may also be involved directly in training activities and accommodating students.   

The programmes rely heavily for training capabilities on rural health facilities and individual health 

professionals (especially private general practitioners running rural family practices).  These tend to 

be part of formal network agreements with the Faculty.  Rural trainers often have academic status 

and receive training and support from the Faculty.   

Sometimes rural training is supported through long-distance education methods.   

1.5.2 Dedicated rural track offered throughout a traditional programme 

These programmes allow selected students to focus on rural issues as part of the traditional, urban-

based programme.  Students on the track are expected to meet the same educational and clinical 

competencies as other students but, for a large part of the curriculum, do so through different 

avenues, including extended rural placements.  Joining the rural track does not imply an additional 

workload for the students. 

These programmes are voluntary in that not all students are required to experience the rural track, 

although participation in the rural track may be compulsory for those students who have gained 

admission by virtue of their rural background and intention to focus on rural health care. 

Clinical experience is often longitudinal and integrated (as opposed to urban clerkships where 

students rotate through different disciplines).  The focus tends to be on family medicine but may 

include other disciplines such as anaesthesiology, radiology and surgery. 

For those students taking the rural track, the experience may have similarities to that of students 

who are part of comprehensive rural programmes, in that communities may be involved in 

governance and selection, there may be frequent and extensive rural placements embedded within 

a curriculum strong oriented towards rural issues, rural facilities and health professionals may be 

integrally involved in training and mentorship, and Faculties may employ a variety of strategies to 

support an interest and rural health care.   

However, the fact that the Faculty as a whole is not focused on rural health care may lead to some 

dilution of the impact of rural tracks on final career choice, or even the quality or relevance of rural 

training.  For this reason, rural tracks emphasise the importance of carefully supporting students 

who have chosen the track, through interventions such as ‘rural clubs’ that allow them to share their 

experience and attract students with urban backgrounds into the track. 

1.5.3 Dedicated rural track offered for part of a traditional programmes 

A variation on the above approach involves offering a rural track for only a part of the curriculum.  

For example, students joining this track depart for an extended rural placement during one of their 

clinical years.   

One could also group within this category universities that allow selected students to combine a few 

of their clerkship rotations in rural practice although typically these placements are much shorter 

(e.g. 3 months). 
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1.5.4 Rural tracks offered as supplements to traditional programmes 

These programmes allow selected students to engage in activities additional to the traditional 

programme, including a rural placement.  This results in an extra workload for the students, 

although the Faculty may provide a variety of support mechanisms to help students through this 

experience. 

Apart from the additional workload, this approach differs from integrated rural tracks because a 

rural perspective does not suffuse the taught curriculum while rural placements are less frequent 

and long.  Presumably this option is chosen where Faculties as a whole are not willing to commit to 

intense rural programmes. 

1.5.5 Rural placement offered within a traditional programme 

Under this approach, all students experience a brief rural placement of a few weeks (typically a 

clerkship).  The rural placement is compulsory but the rest of the programme does not have a 

specifically rural focus, although it may attempt to introduce students to rural perspectives at some 

points.  The aim of these rural placements tends to be more about improving the clinical 

competence of students (especially in the primary care setting) rather than influencing them to 

return to rural practice. 

One could also include under this approach short, optional rural placements. 

 

1.6 Factors that account for success 
 

1.6.1 Champions within Faculties that drive rural training programmes 

One Venezuelan article acknowledges that initiating and maintaining a rural training programme 

depends on the sustained hard work of highly committed academics who drive through the rural 

training agenda within their Faculties [32].  This is implicit in many other articles which reveal how 

complex and time-consuming rural training programmes can be (especially because of the 

networking required with rural health facilities, practitioners and communities, the need to train 

trainers who are based in the health service, and the logistics associated with placing students in 

communities, especially accommodation).  In Faculties that do not have an explicit rural mission, 

there is clearly often some resistance to the concept of rural training on the part of other specialists 

and students, which implies it is important to have champions for the course within the Faculty.  

1.6.2 Faculties that embrace a rural mission 

It follows from the above that rural programmes find it easier to thrive if they are within a Faculty 

that has rural training as part of its mission and provides resources and other support for these 

efforts (4)[33].  With respect to the impact of a rural programme, it has been found that the more 

rural a medical school’s location, the more of its graduates enter rural practice [13].  

A strong reason for Faculties to support rural training efforts is the growing international movement 

to encourage Faculties to acknowledge their social accountability and adopt strategies that 

demonstrate this commitment.  From a purely educational perspective, however, it is clear that rural 

training can benefit all students through providing access to more patients and a greater range of 

cases, giving them hands-on experience and greater levels of clinical responsibility, allowing holistic 
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interaction with the patient, family and community, and exposing them to integrated primary health 

care [13, 34].   

1.6.3 Positioning rural training within a national strategy for health systems reform 

Most international programmes have been motivated by, and draw legitimacy from, national or 

state policies that seek to address human resource shortages, expand access to health care in rural 

areas or strengthen primary health care.  Many of the most successful programmes exist because 

they have received targeted government funding as a result of strong political will [2-3].  Box 1 

summarises recent government initiatives in Australia that have helped to develop the capacity of 

Australian universities to mount rural training programmes.  It appears that very recently it has 

become the norm for all medical students to have a compulsory minimum four-week rotation in a 

rural area.  

 

Box 1:  Australian government initiatives in support of rural training 

 

 

 

 

 

Source:  [9] 

 

In some cases, rural training programmes are integral to the strengthening of public health services 

[8, 32, 35-36].  Likewise, partnering with health services enables universities to achieve their 

educational goals and can even involve the development of rural campuses and academic health 

facilities [37].  For example, one article describes three case studies from Australia that show how 

local health services transformed into teaching sites through local commitment to quality clinical 

services, medical and academic leadership, coordination of local resources, community support and 

strategic engagement between different stakeholders [8].  Another article details the different 

organisations that shared resources and facilities to realise a rural network of teaching facilities in 

rural Tasmania [38]. 

Rural training programmes are most effective when they form part of a national strategy to set up a 

‘pipe-line’ for rural health professional development, including encouraging rural high school 

students to apply for health professional training, support them during their undergraduate degrees, 

provide postgraduate and continuing education opportunities and develop appropriate recruitment 

and retention strategies for rural areas [10, 39].  Thailand has implemented a comprehensive 

strategy for strengthening rural health services [40] and Box 2 summarises the component of this 

strategy that relates to the training of health professionals. 

 

1997 Rural Undergraduate Support Programme:  compulsory rural clinical 

placements for all students of at least 4-6 weeks 

1997 University Departments of Rural Health:  provides opportunities and 

scholarships for rural placements 

2001: Undergraduate Rural Health Strategy:  creation of 14 Rural Clinical Schools, 

contingent on 25% of students spending 50% of clinical training time at these 

sites 
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Box 2:  Thai rural medical education strategies [40] 

 

 

 

 

 

 

 

 

 

1.6.4 Active involvement of communities 

The literature shows that it is difficult to recruit students who are committed to rural practice, set up 

sustainable and educationally appropriate rural placements and make rural placements enjoyable 

without the active involvement of rural communities [29, 34, 41].  As shown in Annex 1, integral 

involvement of communities makes quite ambitious rural placements feasible and also, in some 

cases, provides accommodation for students.  

In some cases, students live with members of the community.  In others, communities are closely 

involved in the learning experiences of students.  The overall objectives are to ensure that students 

understand the circumstances, culture and health care priorities of their community, whilst also 

becoming integrated into rural community life.  These non-clinical aspects of rural placements are 

vital for preparing students for the role of rural health professionals [9]. 

1.6.5 Positioning rural placements within a broader rural curriculum 

As mentioned earlier, it is not only a rural placement that achieves clinical competence in primary 

care and encourages students to pursue a career in rural practice, although it is an important 

component.  Rural training programmes seem most successful (especially when trying to influence 

final career choice) when they employ a variety of strategies that attract students to rural practice, 

sustain their interest in it and support them through the difficulties associated with living and 

working in a rural area [13, 19, 34, 42].  Foremost amongst these strategies is preferential selection 

of students from rural backgrounds which is shown to be one of the most significant predictors of 

choice of rural location for future practice [5].  This is easier to introduce when planning an 

expansion in class numbers than when trying to re-allocate existing places [11]. 

Another important strategy is ensuring that students are exposed early to rural issues and 

throughout the curriculum, both in theoretical and practical sessions.  This involves compulsory 

sessions as well as the provision of optional attachments or electives in rural health. 

Nurses, midwives, junior sanitarians: 

 Recruitment of health sciences students through the provincial office 

 Students sign contracts to return to the same province for 2-4 years post graduation 

 Highly subsidized training (fees 5 percent of actual cost) plus free clothing, food, accommodation, 

text books 

 Clinical training mostly in provincial district hospitals and clinics 

 Do not acquire licenses to practice privately (except nurses and midwives) 

Medical students: 

 Similar strategies applied during 1970s and 1980s 

 Problems managing placement of rural students led to termination of this system in all but 4 medical 

schools 

 In 1990s new project recruited up to 300 rural students annually – first 3 years spent at medical 

school, next 3 years spent at regional hospital and network of district hospitals 
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‘Rural Clubs’ are mentioned frequently as a means of supporting rural students in adjusting to the 

university environment and city life, encouraging urban students to develop an interest in rural 

practice and generally providing opportunities for learning and networking [16, 19, 28, 43].  

Finally, the strategy adopted by a Faculty needs to integrate vertically the different levels of training, 

from pre-medical training (such as bridging courses for educationally disadvantaged students from 

rural areas) to postgraduate training. 

As an example of how an integrated curriculum might look, Table 2 summarises the curriculum of a 

North American rural training programme that employs many of these techniques but has a 

relatively short (4-month) rural placement.  Box 3 summarises a proposed rural curriculum that is 

structured somewhat differently. 

Table 2:  Example of rural training curriculum (University of New York, USA) [44] 

YEAR CURRICULUM FOCUS DESCRIPTION 

1:  Foundations in 
Rural Family and 
Community 
Medicine I 

Rural health issues, community 
resources, intro to COPC, rural 
leadership and negotiation skills 

New student orientation, seminars, case-based small group 
discussions, field trips, optional rural health conferences, 
shadowing rural family physician for a day, selected readings 
and assignments 

2: 
Foundations in 
Rural Family and 
Community 
Medicine II 

Core concepts of family medicine, 
community resources (contd.), team 
approaches to health care, GME, 
practice-based issues 

Seminars, case-based small group discussions, rural health 
conferences, group presentation of annotated bibliography 
on a rural health topic, optional conferences and workshops, 
selected readings and assignments 

3: 
Interface Between 
Family Medicine 
and Community 

Concepts of community-based 
medicine and COPC, core concepts 
of family medicine vis-à-vis M3 
curriculum and rural practice 

Seminars, small group discussions, A community health 
survey, windshield analysis, design COPC project, selected 
readings 

4: 
Rural Family 
Medicine 
Preceptorship 

Clinical skill development in rural 
settings, community structure 
study, implementation of COPC 
project in rural community 

Immersion experience; 60% clinical responsibilities; 40% 
community projects, which include collaboration with 
community individuals / organizations. Log clinical 
encounters into computer database; present COPC project in 
Poster Session; compile community notebook 

 

Box 3:  Proposed rural curriculum (University of Keele, UK) [45] 

 

 

 

 

 

 

 

 

 

The proposed course will include:    

 Introductory rural lecture (Year 1) 

 Rural day (Year 2) on a weekend to introduce students to the reality of rural health care through 

visiting health facilities and the community 

 Rural themed lectures for all students (Year 2-4) 

 Rural Club (Years 1-5) 

 Student-selected research project (Years 3 and 4) which complements the main curriculum and 

meets the objectives of a rural campus 

 Rural mentor scheme (Years 2-5) largely comprised of retired rural GPs providing support by e-mail 

and telephone 

 Four week rural practice placement (Year 3) 

 Sixteen week rural practice placement (Year 5).   

Practices where students receive training will be clustered around three ‘nodes’ that acts as bases for 

student accommodation, group tutorials etc. and, together, form a rural campus. 
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1.6.6 Preferential selection of students with a rural background 

There is robust evidence that selecting students from a rural background is the strongest predictor 

of future career choice in a rural areas [14, 41, 43, 46-49] and consequently most of the programmes 

quoted in this review select at least a portion of the student body on this basis [39].  This often has 

to go hand in hand with scholarship programmes to make health sciences training financially viable 

for these students [14, 49].  Academic and social support may also be required, especially in the 

early years, to compensate for weaknesses in secondary education in rural areas and help students 

make the transition from their rural places of origin to urban university campuses [14, 50]. 

1.6.7 ‘Immersion’ experiences 

Almost all rural programmes offer students the opportunity to live and work for a fairly substantial 

amount of time in a rural area.  By becoming immersed in the issues faced by rural settings, and 

learning to engage with rural communities, students learn about the ‘realities, challenges and 

satisfaction of rural practice’ [10].  Longer placements allow students to develop a rural home base, 

become full participating members of the health care team and socially interact with the rural 

community [30, 48].  It is felt that this ‘decentralised’ teaching approach is more likely to attract 

rural students and encourage graduates to return to rural practice [14].  There seems to be evidence 

for this although, as many rural placements are voluntary, it is difficult to separate out the impact of 

selection bias in this finding [47].  

1.6.8 Creating rural training centres 

Individual articles and reports are not very clear on how training is coordinated in rural sites in the 

case of Faculties that are based in large towns or metropolitan areas, and whether a rural campus or 

training centre is set up in all these cases.  As noted earlier, rural clinical schools are an emerging 

feature of rural training in Australia.  In the United States, there are 63 rural campuses but only four 

of these are in towns of less than 21,000 people [42-43].  Barney et al. [51] is one of the few 

examples that describes a Rural Student Unit and records its usefulness in enabling rural placements 

for allied health professional students.  

However, there are strong calls from organisations that have reviewed experience to set up rural 

training centres that coordinate the rural training of different types of health professional at 

different levels (undergraduate, postgraduate, continuing education etc.) [16, 43].  Such centres 

could develop teaching capacity, allow students to meet for formal teaching, provide 

accommodation for students, build a teaching culture and contribute towards long-term recruitment 

and retention of both students and service-based teaching staff [14, 19, 43].  With respect to the 

latter, providing support to health professionals in teaching sites, and encouraging collegial 

interaction between rural and urban teaching staff, is noted as critical to the sustainability of a 

training programme although the evidence on this is not very clear and warrants further 

investigation [14-16, 28, 43].  Rural training centres could also facilitate linkages between the health 

system, community and training programme, as well as conduct research. 

1.6.9 Assigning students to mentors 

During their rural placement, students tend to be assigned by the more successful programmes to a 

‘preceptor,’ an individual health professional who acts as a personal mentor throughout the 

student’s stay:  this person provides personal support to the student, acts as a role model and may 

sometimes be responsible for a lot of the training in communication and clinical skills [10, 13, 16, 28-
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29, 41, 48, 52].  Rural origin students benefit from this in particular when they are assigned to a 

health professional working in their community of origin. 

In many of the North American programmes, the preceptor may be a private rural GP but preceptors 

can also be part of government facilities.   

Preceptors encourage students to persist in environments where they often feel intimidated by the 

clinical responsibility they have to bear, often in contexts with few resources, or which they find 

socially difficult:  ‘it is under this informal, friendly, and high staff-student contact environment that 

the medical student matures’ [13].  Thus, preceptors both help to retain rural students and make the 

concept of rural training feasible.  Over time, graduates of the rural training programme may even 

become preceptors themselves, helping to build the sustainability of the programme.   

1.6.10 Positive rural placement experiences 

Perversely, rural placement experiences can drive students away from rural practice, particularly if 

the placement is poorly organised and there is poor clinical and personal support for students [53]. 

Several articles note this, one Tanzanian study finding that students who have a community health 

rotation during their training are less likely to accept a job in a rural area than other students [54].  

The literature emphasizes, therefore, that programmes need to ensure that students have a positive 

experience of the clinical aspects of the rural attachment, the assigned rural mentor and integration 

into the community [9, 14].   

Part of a positive rural experience is good quality accommodation and the literature recommends 

that providing good accommodation is a priority [8, 48].  This includes adequate teaching spaces 

[55].  Free accommodation and reimbursement of travel costs incentivise students to embark on 

rural placements and mitigate the impact on students’ financial well-being [1, 35].  Other amenities 

that make a rural placement more pleasant are group tutorials and internet access [4, 30, 35, 45]. 

1.6.11 Adapting to context 

Finally, successful programmes are said to be those that accept and adapt to the particular contexts 

of different communities and different rural placements, whilst maintaining the overall standards of 

the course [48, 56].  As students commonly worry that their particular rural placement is not offering 

them opportunities as good as other rural placements, or feel that rural placements move them ‘out 

of the way’ of urban teaching hospitals, it is important to explain to them that, although they each 

have different clinical experiences, the learning outcomes are the same [28, 56].  Individualising 

learning processes, within overall standards, conforms with the latest views on transformed medical 

education [23].  However, it is important to select sites carefully, matching local epidemiology with 

curricular goals and also assessing the capacity of local health professionals to create a sustainable 

teaching programme [15].  Sites need to be monitored carefully and discontinued should they not 

provide adequate training experiences [15]. 

 

1.7 Obstacles 
 

The literature talks very little about the obstacles to setting up and sustaining rural training 

programmes.  Clearly, though, these programmes are complex, require sustained effort and face a 
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number of obstacles.  Oblinger et al. [57]  make the point that one needs to differentiate between 

those that simply reflect resistance to change, artefacts of a financial and organisational structure 

designed in an earlier era, and serious concerns that require thoughtful deliberation and sometimes 

external support (such as from government).   

The most common obstacles are listed below.  Most of them prevail in South Africa which also has 

the added problem of often strained relations between universities and provincial health authorities 

[31]. 

1.7.1 Negative social attitudes 

The literature frequently makes mention of how students’ commitment to rural practice is 

undermined by the attitude of other Faculty specialists who see primary care practice, or rural 

settings, as ‘second-best’ options .  This is compounded by the assumption that specialist skills are 

superior to generalist skills [10, 34, 52, 58-59].  Because the Faculty is often located in an urban 

setting, and training through the rest of the curriculum tends to occur in high-level academic 

hospitals, students may also develop a negative attitude towards rural experience and placements, 

or feel that students at other sites are receiving superior training [34, 56].   

New types of medical schools that embrace rural training methods are often not well-accepted by 

traditional ones and  it can become difficult for rural programmes to sticking to their founding vision 

in the face of more traditional norms [58].  It is also difficult to assimilate new teaching approaches 

into traditional curricula.  

1.7.2 Difficulties with student selection and retention 

Identifying and recruiting rural students is a complex process [5, 10] and it is often difficult to retain 

these students because they derive from low-income circumstances [32].  This is a critical problem 

because, as noted earlier, selecting the right students is the most important strategy for influencing 

students to choose a career in rural practice.   

1.7.3 Shortage of teaching staff 

Many countries experience a shortage of academics who are willing to take positions in under-

served areas.  This is partly why the model of using health system staff as trainers has evolved [34].  

Sometimes the clinical and teaching skills of these community-based staff are not adequate which 

means that training of trainers has to become part of the rural training programme effort [34].   

However, rural health systems are also under-resourced which makes it difficult to achieve the high 

staff:student ratio that good rural training programmes require [9-10, 13].  Australia, which has 

experienced a rapid expansion in rural training of health professionals over the past decade, is 

finding this an increasing problem as the rural workforce has not expanded to the same degree [9].  

Long distances also sometimes mean that formal teaching is crammed into shorter, less frequent 

interactions between academic staff and students, in order to reduce travelling time for students 

and accommodate academic staff travelling from main campuses [8].   

Apart from compromising the apprenticeship model on which most rural placements are based, staff 

shortages can lead to the perception that students aggravate workloads and slow down 

consultations and procedures [45, 55].  However, a study from Australia has shown that this 

perception is not necessarily always accurate [60] while another study found that health services 
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appreciate the presence of students for a number of reasons, including the assistance they provide 

in dealing with heavy workloads [15].    

1.7.4 Shortage of other resources 

Limited funding and logistical problems in remote areas mean that health care facilities are often of 

poor quality, supplies of equipment are erratic, housing is poor and there are limited teaching 

resources such as educational infrastructure, teaching aids, libraries and internet access [15, 34, 37]. 

These problems all place constraints on expanding rural programmes without compromising the 

quality of clinical education.  In North America and Australia, this has led to exploring sustainable 

ways to depend more on teaching within the private sector.  

1.7.5 Changing health systems and communities 

Health systems develop and expand unevenly, while communities’ and patients’ demands grow, 

especially when integrally involved in rural training.  This means that rural programmes have to 

operate within a context of change and uncertainty [32]. 

1.7.6 A sense of isolation amongst students 

As noted by many articles, all of these problems add to the challenges experienced by students living 

in rural areas, especially when they are not from these communities themselves.  Apart from the 

challenges of clinical practice in remote settings, including limited professional support, students 

experience personal problems such as a sense of isolation from family and friends, difficulties 

integrating into the new community, a lack of privacy, little entertainment and few opportunities for 

their partners.  This may deter students from enrolling for rural placements and may be more 

important than educational issues [4, 20, 42, 59]. 

1.7.7 Difficulties with programme evaluation 

It is taxing not only to assure the academic quality of rural training programmes but also to measure 

the success of the programme against population health goals;  it is also challenging to find 

innovative ways to improve problem areas [32].  Nonetheless, it is extremely important to 

continually monitor and periodically evaluate rural placements [48]. 

 

1.8 Lessons for the Wits Faculty of Health Sciences 
 

There may be some differences in the situation faced by the Wits Faculty of Health Sciences 

compared to other rural training programmes, particularly in North America and Australia.  Most 

obviously, it is probably less well-resourced, although this has not been an obstacle to some other 

Faculties in under-resourced settings, such as the Philippines [15] and Venezuela [32].  On the other 

hand, it is closer to rural and remote settings than several universities that have rural training sites 

several hundreds of kilometers away from the main campus, such as the Philippines and Ontario, 

Canada.  Perhaps more fundamentally, the Wits Faculty must rely on public health facilities as rural 

training sites, rather than on private GP practices.  This poses some additional organizational 

challenges, including a greater turnover of rural staff involved in training.  However, there are low- 

and middle-income examples of where this has worked (such as the Philippines and Venezuela), 

while most high-income programmes also engage closely with rural government facilities. 
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Keeping these differences in mind, the lessons from the international experience for the Faculty 

seem to be: 

1.8.1 Clarify the role of rural training within the Faculty’s vision 

The Faculty is situated in a metropolitan area and depends on a fairly centralized teaching model 

focused on academic hospitals.  Highly skilled academics, including specialists, are responsible for 

most of the teaching, and clinical experience tends to be gained through rotations between sites or 

disciplines.  These features are very different from those of successful rural programmes that 

employ a decentralized, integrated, longitudinal and sometimes inter-professional teaching model 

highly reliant on rural health service staff and community engagement.  There would have to be a 

significant shift in the Faculty’s approach (at least for certain components of training) if rural training 

were to expand significantly.  This has been achieved, for example, by the WWAMI programme in 

the USA which is a traditional urban medical school that has become a world leader in rural medical 

education [2]. 

There have already been efforts in this direction at Wits, especially the Integrated Primary Care block 

in the GEMP, but also the existing rural placements and several community-based exposures in 

urban or peri-urban areas.  However, at six weeks at the longest, these placements are far shorter 

than the international literature suggests is necessary to reach the full potential of a rural learning 

experience.  Viewed in the harshest light, exposure to rural issues also occurs in a relatively 

piecemeal way throughout the curriculum, and public health concerns are not well-integrated with 

clinical experience. 

Before extending and deepening these existing efforts, the Faculty would have to clarify its 

objectives.  It is clear from the literature that there are two main outcomes from rural training, one 

being the provision of good quality educational and clinical opportunities, the other being attracting 

health professionals back into rural practice.  To achieve the latter, it appears that the scale of a rural 

training programme needs to be considerably larger (at least three months or longer) [13].  To 

achieve the former, it may be possible to use not only rural sites but also urban or peri-urban sites in 

disadvantaged areas.  It would therefore also be worth clarifying the different educational and 

clinical opportunities provided by the variety of different settings (i.e. metropolitan versus peri-

urban, densely populated rural areas vs deep rural areas, areas remote from the main campus vs 

areas remote from health care facilities):  the international literature does not reflect well on this 

[59].  Barney [35] defines ‘rural’ as non-metropolitan cities or towns and ‘remote’ as settlements 

characterised by low population densities, large distances from rural centres and few available 

services.  ‘The country’ includes both these terms. 

It would also be necessary to look at models that work for different types of health professional.  

If the Faculty wishes to demonstrate commitment to a new rural training strategy, this would include 

incorporating it in its vision (and website) [34], matching a mandate to expand rural training with 

dedicated resources, introducing numerous, integrated rural interventions throughout 

undergraduate teaching, and including achievement in this area in its performance evaluation 

mechanisms [13].  Box 4 lists the questions that it is useful for Faculties to consider when they are 

seeking to reorient their curricula towards ‘distributed learning.’ 
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Box 4:  Questions to ask when reorienting curricula towards rural training 

 

 

 

 

 

 

 

 

 

 

 

 

 

Source:  Adapted from [57] 

 

1.8.2 Locate the Faculty’s vision within new health system developments 

New government policies in South Africa - on a rural health strategy, Primary Health Care Teams, 

strengthening rural health services and even National Health Insurance - provide opportunities for 

Wits to locate new directions in rural training within these efforts.  What the international literature 

makes clear in particular is that the capacity of rural health professionals needs to be built, especially 

with respect to their training and mentoring skills, if rural placements are to become sustainable.  

Rural placements could make a positive contribution to staff retention if they result in professional 

development for health service staff, new career paths and academic linkages to the university.  

This implies engaging with national and provincial policy-makers, as well as the managers and health 

professionals of training sites on an ongoing basis, with a view to building the capability of existing 

health service sites to provide good quality training so that they can increasingly contribute towards 

the design and implementation of training programmes.  The literature is very clear that it is only by 

harnessing the skills of health service staff as trainers and mentors that rural training programmes 

become sustainable. 

1.8.3 Start off small 

The international literature reveals the complexity and intensity of successful rural programmes.  

Most of these seem to have started with very few students enrolling in extended rural placements 

Strategic goals 

 Does the institution have a clear rationale for distributed education? 

 Who are the intended audiences for distributed education? 

 How does this rationale align with existing programs and the institutional mission? 

 If we choose to offer these programs, can we invest sufficiently in new ventures without 
undercutting existing programs? Is the institution prepared to allocate the resources required 
to support the appropriate instruction modality? 

 How much risk is the institution willing to assume by moving into distributed education? 

 Is there an organizational or governance structure that will help ensure that the programme is 
well-integrated with the rest of the institution? 

 How might student financing change to accommodate distributed learning? 
Partnerships 

 What do we really mean when we talk about partnerships? 

 Does our institution have a good track record with partnerships? How might we improve? 

 What value do we bring to potential partners? Is there sufficient value to sustain the 
relationship over time? 

Quality 

 What kinds of quality measures will be most important for learners? for accreditors? for 
institutional self-improvement? 

Barriers 

 Which of the barriers to distributed education can be addressed through our current 
educational structures?  

 Which would benefit from external assistance? 

 What kinds of processes will enable us most effectively to address specific barriers? 

 What is the potential liability if a barrier is not addressed? 
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(typically less than 10).  Some still only produce limited numbers of students annually.  Further, most 

of the international case studies have voluntary enrolment in rural training programmes, the 

exceptions being programmes offered by Faculties that have a specific rural mission.   

Currently rural experience at Wits is compulsory, reflecting the Faculty’s commitment to serving 

disadvantaged communities.  International literature points to the importance of strengthening 

existing placements, especially with respect to integrating clinical and public health concepts, 

strengthening supervision (preferably assigning individual students to specific mentors) and 

improving the students’ experience of living in communities (especially with respect to the quality of 

accommodation).  Before doing this, it is important to assess whether the placements are achieving 

their intended educational and clinical objectives.   

Given the Faculty’s diverse objectives (which extend beyond serving rural communities), further 

expansion of rural training should probably occur, at least initially, on a voluntary basis, through 

creation of a rural track, for example.    Some international examples take the form of one to three 

years of the entire medical curriculum (the most intensive option) while others are a series of rural 

attachments intertwined with other aspects of the curriculum.  Other programmes have only one 

rural placement and sometimes these are only a few weeks:  although the literature emphasises 

longer placements, a study involving occupational therapists and other allied health professionals 

found that even a shorter period had an impact:  this model alleviated the financial burden and 

social isolation often associated with longer rural placements [59].   

A ‘track’ approach would allow scarce resources to be focused more directly on students who have a 

particular interest in rural practice and make logistics more manageable.  In addition, voluntary 

programmes have had more success in subsequently retaining students for rural practice [59]. 

1.8.4 Consider preferential admission for (some) rural students     

Students with a rural background are not well represented in South African Health Sciences Faculties 

[61].  On the other hand, there appears to be overwhelming evidence that rural programmes are 

most successful when they recruit students with a rural background.  If this is not already the case, 

Wits could consider a special admissions process for students who wish to commit to a rural track.  

Ideally, communities should be involved in this selection process (for example, through local 

government or civil society structures).  Selective admission should be accompanied by other 

curricular activities that specifically support these rural students but could also be extended to other 

students who have a rural interest. 

1.8.5 Consider setting up a rural training centre 

Through its current rural training sites, Wits already has a presence that could be built upon in future 

to create fully fledged rural training centres.  These centres could be a mechanism not only for 

strengthening training and support for students but also for supporting local health professionals 

who contribute to student training [14].   

1.8.6 Find workable ways of involving communities 

The international literature also sees communities as integral to the success of rural training 

programmes, although the extent of community engagement varies.  Almost all Faculties that 

practice preferential selection of rural students seem to involve communities in the selection 

process, however, because the intention is to ‘bond’ students to returning to their place of origin, 
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either through formal contracts entered into at the point of admission, or through informal, 

emotional links between students and their communities. 

1.8.7 Evaluate educational and clinical achievements 

The designers of international rural training programmes are in a strong position at present because 

they have been able to prove that their students do as well, if not better, than students on urban 

tracks.  They have also been able to show that they contribute markedly to rural retention of health 

professionals.  This emphasizes the importance of monitoring and evaluation, not only for training 

purposes, but for building strategic support for rural training programmes. 

Rural training programmes need to demonstrate high educational and clinical standards and ensure 

that students perform comparably to their urban counterparts in final exams [34].  However, it is 

important that benchmarks and standards take cognizance of the realities of rural placements, 

especially in the early years of implementation [34].  Likewise, assessment measures should also 

capture the unique advantages of rural settings. 

 

1.9 Conclusion 
 

In conclusion, setting up a rural training programme with expanded rural experience is complex, 

including, at the very least, identifying collaborating teaching hospitals, clinics and communities as 

well as preceptors, partnering with community-based organizations (including rural health 

professional associations), developing a tailor-made curriculum and integrating the programme into 

existing faculty curriculum committees [7, 62].  In the long term, it probably also requires working 

closely with the different levels of government [63].  Box 5 is a good example of the range of 

activities that needs to be undertaken to set up and sustain a successful rural training programme.  

All of these activities require strong leadership.  



18 
 

Box 5:  Strategies for providing a good rural clinical experience 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Source:  [9]

At the policy level 
• Increase investment in infrastructure support for creating community teaching environments made up of 
rural teaching practices and hospitals with resources to train and support clinical teachers and clinicians to 
become teachers. 
• Provide more and better accommodation in rural and regional hospitals for undergraduate and 
postgraduate students and registrars to make their experience more attractive and rewarding. 
 • Place greater emphasis on supporting comprehensive health services that can teach comprehensive 
generalist care. 
• Provide teaching incentives for clinicians and visiting specialists willing to come to rural clinical school 
sites to teach for short periods within each rotation or year. 
At the organisational level 
• Have universities and medical schools work together to coordinate and, where possible, share placement 
sites, teaching sessions, resources and accommodation for students. 
• Encourage interprofessional collaboration across all rural health professions for teaching and clinical 
experiences. 
• Make greater use of teachers with appropriate knowledge in specific areas of rural health who are not 
necessarily medical practitioners (eg, allied health professionals, nurses, nurse practitioners, paramedics). 
• Increase investment in support, incentives and rewards for doctors who become preceptors to provide 
both encouragement and professional development. 
• Increase flexibility in the organisation of rural clinical training (rotations, modules) to accommodate both 
preceptor and student schedules (eg, avoid excessively busy periods). 
At the student level 
• Focus on bonded students in providing rural clinical school opportunities, with particular support for 
students with a genuine desire for rural medicine exposure and a rural career. 
• Stream students intent on a rural career, and provide opportunities to spend 2 years training in a rural 
clinical school, and structured, accelerated pathways into accredited rural generalist programs after 
graduation. 
• Offer variable levels of rural exposure so that students who are certain they have no interest in a rural 
career or lifestyle still gain an appreciation of rural medicine through online teaching or short-term 
placements while not straining rural mentors with students who do not want to be there. 
At the teaching level 
• Persist in recruiting more teachers, including those in the private sector. 
• Enlist and train postgraduate students and junior doctors in regional teaching hospitals as mentors and 
teachers. 
• Increase remuneration for rural preceptors. 
• Commit to providing and increasing the use of web seminars, streaming and video-teaching, thus better 
utilising the time of preceptors in rural hospitals and practices. 
• Upgrade facilities for practices and rural hospitals to better accommodate the teaching of a larger 
number of students and registrars. 
• Provide more short-term rural electives, outings and skills training in the preclinical years. 
• Promote logistical and educational collaboration between health professionals, universities and training 
consortiums to integrate clinical experiences and teaching commitments (eg, coordinated timetables to 
alleviate the load on overstretched staff and resources). 
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ANNEX 1:  SUMMARY OF DIFFERENT RURAL TRAINING PROGRAMMES 
 

PROGRAMME AND 
UNIVERSITY 

DATE OF 
START-
UP 

DESCRIPTION OF RURAL EXPERIENCE SUMMARY OF KEY 
FEATURES 

Comprehensive rural programmes 

Ateneo de 
Zamboanga School of 
Medicine, Philippines 
(1-3) 

1994 This is a remote medical school that has a strong social accountability mission and is founded on the 
principles of community partnership and community-based education.  It has an approach similar to 
the Northern Ontario School of Medicine (see below) but operates within a context of far fewer 
resources.  The school takes in 15-25 students per year.  The course is a 5-year combined MD and 
MPH programme with public health concepts well-integrated with clinical experience.  From 1

st
 year 

students are exposed to students in clinics and communities.  About 18 months of the first 4 years 
are spent studying and working in remote rural communities; the 5

th
 year is an internship.  Before 

entering these communities, students are trained in rural emergencies.  They return to the same 
communities over the length of the course. 

Health professional: 
Medical students 
Number of students on rural 
programme: 
15-25 
Length of rural placement: 
18 months of the first 4 
years are spent in remote 
rural areas, including 10 
months of Year 4 (the other 
months tend to be spread 
over the other years, one for 
each semester); the 5

th
 year 

is an internship that may be 
spent in a rural setting 

Catholic University of 
Graben (Democratic 
Republic of Congo) 
[37] 

1989 This is a rural medical school that has been very successful at achieving retention of practitioners in 
rural areas. 

Health professional: 
Medical students 
Number of students on rural 
programme: 
? 
Length of rural placement: 
School is located in rural 
area so entire experience is 
in rural settings 

Chinese Medical 
Schools (China) [64] 

 40 rural medical schools exist in China, offering 5-year programmes.  They tend to be located in 
regional cities and are surrounded by rural areas. 

Health professional: 
Medical students 
Number of students on rural 
programme: 
? 
Length of rural placement: 
Entire degree 

James Cook 2000 This medical and dental school places a special emphasis on rural, remote and tropical medicine, as Health professional: 
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University School of 
Medicine and 
Dentistry, 
Queensland 
(Australia) [3, 8, 65] 

well as the health of Aboriginal and Torres Strait Islanders.  The 6-year medical degree is integrated 
and clinical experience, especially in rural and remote contexts, starts early in the degree through a 
network of academic and clinical centres.  Students are exposed to at least 20 weeks divided into 3 
exposures during Years 2, 4 and 6.  The 5-year dental degree is structured along similar lines.  In 
Year 5, students undertake clinical placements in northern Queensland. 

Medical and dental students 
Number of students on rural 
programme: 
Medical students: 80 
Length of rural placement: 
Medical students:  minimum 
of 20 weeks spread 
throughout the programme 
(4 weeks in Year 2, 8 weeks 
in Year 4, 8 weeks in Year 6); 
significant additional 
electives, including specialty 
rotations 

Jichi Medical School 
(Japan) [13, 66-67] 

1972 This is a rural medical school.  It offers a 6-year degree.  Its students are recruited from different 
home prefectures after passing through an initial selection process overseen by local government.  
It is strongly committed to producing doctors who will return to rural locations. In Year 5 students 
spend 2 weeks in rural practice in their home prefecture;  in Year 6 they can do an elective 4-week 
rural internship.  Students also do summer internship programmes in rural areas. 
 

Health professional: 
Medical students 
Number of students on rural 
programme: 
? 
Length of rural placement 
It appears that all training 
occurs in a small town, with 
a 2-week and 4-week period 
in 5

th
 and 6

th
 year in a rural 

area 

Memorial University, 
Newfoundland 
(Canada) [3] 

 This medical school is located in a region with a widely dispersed rural population. Health professional: 
Medical students 
Number of students on rural 
programme: 
? 
Length of rural placement 
Year 1:  2 weeks 
Year 2:  2 weeks 
Year 3:  4 weeks 
Year 4:  4 weeks 

National Training 
Program for 
Comprehensive 
Community 
Physicians, a co-
operative venture of 

2005 This massive programme draws on Cuban experience of community-based education and has been 
implemented in conjunction with the implementation of government’s new public health model 
based on an extensive network of primary care clinics, especially in poor neighbourhoods.  Although 
not strictly a rural programme, it focuses on training doctors for the public sector and presumably 
many clinics and community-based classrooms are located in rural areas to create a ‘university 
without walls.’  Large numbers of students are from low-income, marginalised indigenous and poor 

Health professional: 
Medical students 
Number of students on rural 
programme: 
5,000-10,000, depending on 
year 
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6 universities, 
Venezuela [32] 

rural communities that have a say in the selection process.  A pre-medical bridging course is offered.  
Teaching faculty are mainly Cuban doctors staffing these clinics; they receive post-graduate training 
in medical education. 

Length of rural placement: 
 

Northern Ontario 
School of Medicine, a 
joint initiative of 
Lakehead University 
and Laurentian 
University, Canada [3, 
19, 34, 68-70] 

2005 This medical school is a joint initiative of two universities whose main campuses are 1,200km apart.  
Social accountability is its guiding vision, resulting in a focus on community partnership and 
community-based education.  It has multiple teaching sites across Northern Ontario and recruits 64 
students annually from this region or similar remote, aboriginal or francophone backgrounds.  The 
school has an integrated, holistic medical curriculum and relies heavily on electronic communication 
to support ‘distributed community engaged learning.’  Clinical education takes place in a variety of 
health care facilities (including hospitals and family practices) as well as community settings.  
Communities are actively engaged in hosting students and contributing to their educative 
experience.  Rural placements include: 

 Year 1:  4 weeks in a Northern Ontario Aboriginal community at the end of the year 

 Year 2:  Two 6-week assignments in small rural or remote communities at the beginning 
and end of term 

 Year 3:  Comprehensive Community Clerkship for whole academic year off campus in one 
of twelve host communities across Northern Ontario (this is a rural-based, integrated, 
longitudinal clerkship) 

 Year 4:  Specialty rotations and electives in regional hospitals in Sudbury and Thunder Bay 
(these are the sites for the universities’ main campuses) 

 
The school is also part of a consortium that trains physician assistants for a 2-year degree offered by 
the University of Toronto.  Clinical learning occurs in the second year.  20 weeks are spent in rural 
placements, usually in or near the students’ home communities. 
 
The school also offers clinical placements (including in rural settings) for students from other 
universities in rehabilitative studies (audiology, physiology, occupational therapy, speech language 
pathology), electives for medical students and interprofessional education (it is not clear whether 
the latter is for undergraduates). 

Health professional: 
Medical students  
Number of students on rural 
programme: 
64 
Length of rural placement: 
average student spends 40 
percent of entire curriculum 
in Aboriginal, small rural and 
larger urban communities; 
most intensive year is Year 3 
which is spent entirely in 
these communities 
 
(other professionals who 
have less intensive 
experience) 
 
 
 

The Physician 
Shortage Area 
Program (PSAP) at 
Jefferson Medical 
College of Thomas 
Jefferson University 
[13] 

1974 The curriculum emphasizes family medicine, including in rural settings, and includes a rural 
clerkship.  Students from rural backgrounds and interested in rural practice are given preference. 
 
 

Health professional: 
Medical students 
Number of students on rural 
programme: 
? 
Length of rural placement: 
? 

School of Health 
Sciences in Palo, 
Leyte Province, 
University of the 

1976 
with 

satellite 
campuses 

This school is part of the University of Philippines (headquartered in Manila) but is headquartered in 
a different town serving remote areas.  The school is made up of three campuses that are large 
distances apart.  It employs community-based recruitment of students and education methods.   
The school offers three programmes:  a) a certificate of community health work and midwifery (7 

Health professional: 
Doctors through ‘stepladder’ 
programme 
Number of students on rural 
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Philippines 
(Philippines) [15] 

set up in 
2008 and 

2010 

quarters of 11 weeks), b) a Bachelor Degree in Nursing (5 quarters) and c) a 5-year medical degree 
that involves alternating years of didactic, clinical and community work and includes a 2-year 
internship, one year of which is spent in the community staying in foster homes.  In the main, 
students can only be enrolled in the latter by passing through the other programmes (although 
some places are reserved for students entering directly into the medical degree).   On completing 
each course, students are required to work for at least six months in the community on a voluntary 
basis before becoming licensed.  Student applications have to be supported by the community.  

programme: 
? 
Length of rural placement: 
Substantial community-
based experience of six 
months or more at periodic 
intervals throughout training 

Tromso School of 
Medicine (Norway) 
[13, 71] 

1968? This is a rural medical school that provides community-based, integrated training that involves early 
contact with patients.  Half of the places in the school are reserved for students from northern 
Norway.  The programme has been very successful in training doctors for rural practice. 
 

Health professional: 
Medical students 
Number of students on rural 
programme: 
? 
Length of rural placement: 
Entire curriculum rural-
based 

University of British 
Columbia, Vancouver 
(Canada) [3] 

2004 (for 
new 
stream) 

This new stream was created in addition to an existing traditional curriculum.  The students on this 
stream spend 4 months in Vancouver and the rest of the programme between two rural campuses 
and at hospital and community-based clinical settings. 

Health professional: 
Medical students 
Number of students on rural 
programme: 
128 
Length of rural placement: 
Entire programme, except 
initial 4 months 

University of New 
Mexico, Albuquerque 
(USA) [3, 50] 

2006 This is an 8-year programme made up of a 4-year undergraduate bacherlor’s degree and a 4-year 
post-graduate medical degree.  During their undergraduate years, students work with a physician 
mentor during rural summer projects.  They return to these locations for medicine rotations in the 
first, third and fourth years of the medical degree. 
 

Health professional: 
Medical students 
Number of students on rural 
programme: 
25 
Length of rural placement: 
Minimum of 17 weeks – 
initially 9 weeks in Year 1 
and subsequently clinical 
rotations; additional rural 
electives 

Walter Sisulu 
University Faculty of 
Health Sciences, 
South Africa [72] 

1992 This university is located in the poorest province in South Africa.  A significant amount of training 
occurs outside the teaching hospital, often in disadvantaged and rural areas.  In Year 1, students are 
introduced to the community and local health care system.  In Year 2, spend 3 weeks at a district 
hospital where they are also exposed to the community and community clinics. In Year 3, students 
spend 1 day per week in the community and community health centers.  In this year, students also 
conduct a household survey.  In Year 4, students spend 6 weeks at district hospitals and surrounding 

Health professional: 
Medical students 
Number of students on rural 
programme: 
? 
Length of rural placement 
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clinics:  the focus is on primary health care issues.  In Year 5, students spend 6 weeks in a primary 
health care setting for six weeks.  This includes an attachment to a private practice for 1 week. 

A variety of exposures to 
disadvantaged 
environments, especially a 
3w attachment in Year 3 and 
6w attachments in Years 4 
and 5 

Dedicated rural track throughout a traditional programme 

Greater Murray 
Clinical School, 
University of New 
South Wales 
(Australia) [73] 

2000 This is the fifth clinical school for the final three years of the medical degree offered by the 
university.  While the other clinical schools are urban, this is situated in a rural area and offers a 
community-based, longitudinal rural curriculum.  It has 24 students per year in each of two rural 
campuses (i.e.  8 in each of the three final years) – these students spend the first three years of their 
degree in a traditional, urban-based curriculum. 

Health professional: 
Medical students 
Number of students on rural 
programme: 
48 
Length of rural placement: 
Final three years 

Parallel Rural 
Community 
Curriculum (PRCC), 
Flinders University 
School of Medicine, 
Australia [3, 52, 56, 
74-75] 

1997 Medical students:  All students are exposed to a minimum of 9 weeks in a rural environment.  
Selected students (around 50 percent) opt to complete their core clinical learning in rural family 
practice.  They live in the community for the entire 3rd year of a four-year medical degree.  They 
complete the learning for all the main clinical disciplines in parallel (i.e. in an integrated and 
longitudinal fashion) rather than in discrete clerkship rotations, a feature that contributes strongly 
to the programme’s success.  A second programme in a different rural area was initiated in 2002. 
Nursing:  Nursing students are based at Remark, one of only two rural locations in South Australia 
where most of the curriculum is provided in the rural setting, including through face-to-face 
lectures, clinical workshops and 12 months graduate nursing experience (it is not clear whether the 
latter is part of the nursing degree or an optional year post-graduation) 

Health professional: 
Medical and nursing 
students 
Number of students on rural 
programme: 
Selected medical students:  
9-15 for each of 3 rural sites 
Length of rural placement: 
All medical students:  
minimum of 9 weeks 
Selected medical students: 
I year 

Regional Initiatives in 
Dental Education 
(RIDE) Programme, 
University of 
Washington School of 
Dentistry (USA) [76] 

2007 This a partnership between three universities and the University of Washington School of Medicine 
WWAMI programme (described below).  The curriculum includes a significant amount of training in 
rural and underserved areas.  In Year 1, students are based at their respective dental schools, 
connected through distance-based learning methods to the Seattle campus.   Students also have a 
4-week community-based rotation in a dental clinic in a rural and underserved community.  Years 2 
and 3 are spent at the Seattle campus.    In Year 4, students return to regional dental clinics for 4-6 
months. 

Health professional: 
Dental students 
Number of students on rural 
programme: 
? 
Length of rural placement: 
4w in Year 1 
4-6m in Year 4 

Rural Clinical School, 
University of 
Queensland [12] 

2002 This forms part of the School of Medicine.  It provides a 4-year programme, the latter two years 
being clinical – attending the rural school is one of the options.  There are four main teaching sites 
that are in rural or remote areas. 

Health professional: 
Medical  
Number of students on rural 
programme: 
100 students at any one 
time (i.e. both years 
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combined) 
Length of rural placement: 
2 years 

The Rural Medical 
Education Program 
(RMED), University of 
Illinois College of 
Medicine, Rockford 
(USA) [44] 

1993 A special admissions committee chooses 15 students who fulfil certain selection criteria and 
promise to return to rural practice.  These students are exposed to a community-based rural 
medical curriculum throughout the four-year medical degree:  this is additional to the ordinary 
curriculum.  From the middle of second year until graduation at the end of the fourth year, students 
are based in a small town and are assigned to a University Primary Care Clinic for one day a week.  
This longitudinal experience allows them to develop their own patient panels.  In their last year they 
spend 4 months in a rural hospital and experience inter-disciplinary training:  this replaces the 
fourth-year elective rotation that other students undergo.   During this time students also conduct a 
Community-Oriented Primary Care project. 

Health professional: 
Medical students 
Number of students on rural 
programme: 
15 
Length of rural placement: 
4 months 

University of 
Louisville School of 
Medicine, Kentucky 
(USA) [42] 

1998 The university established a regional campus in a small town of 20,000 people in western Kentucky. 
12 students spend their entire 3rd and 4th years here. 
 

Health professional: 
Medical students 
Number of students on rural 
programme: 
12 
Length of rural placement: 
2 years (Year 3 and 4) 

The Upper Peninsula 
Program (UPP) at 
Michigan State 
University College of 
Human Medicine, 
USA [13, 42] 

1974 10 selected medical students spend the last two of a four-year degree in a rural location for their 
clinical experience.  There are six community-based campuses.  

Health professional: 
Medical students 
Number of students on rural 
programme: 
10 
Length of rural placement: 
2 years 

Washington, 
Wyoming, Alaska, 
Montana and Idaho 
(WWAMI) program at 
the University of 
Washington School of 
Medicine (USA) [3, 
13, 77] 

1971 This is a multi-state programme that employs decentralized education, including clerkships, in areas 
that have many rural residents, although it does not require rural experience or have as explicit a 
rural mission as the above programmes.  However, it does offer several opportunities to students 
who wish to have rural exposure.  Students from the contributing states spend Year 1 in their home 
state university, focusing on primary care.   Year 2 is spent on the Seattle campus of Washington 
University.  There is a rural preceptorship between Year 1 and Year 2, and a 6-month rural 
experience for 3

rd
 year students. The programme is considered to be the top primary care 

programme in the US and one of the most successful rural medical education programmes.  
  

Health professional: 
Medical students 
Number of students on rural 
programme: 
? 
Length of rural placement: 
Year 1:  students in home 
university 
Preceptorship between Year 
1 and 2; 6-month rural 
placement in Year 3 

The Wisconsin 
Academy for Rural 
Medicine (WARM) 

2009 This is a new integrated rural education program within the medical curriculum that runs for all 4 
years of the programme.  Students spend Year 1 and Year 2 in Madison following the basic science 
curriculum.  During this time clinical experience within the Patient, Doctor and Society Course can be 

Health professional: 
Medical students 
Number of students on rural 
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within the MD 
program at the 
University of 
Wisconsin School of 
Medicine and Public 
Health in Madison 
(USA) [78] 

done in smaller communities outside (but near) Madison.  In Year 2 students an elective provides an 
overview of rural health.  Students relocate during Year 3 and Year 4 to complete clinical 
requirements in regional and rural communities.  This includes a longitudinal rural curriculum.  
 Clinical experiences in the Patient, Doctor and Society course during the first two years at the UW 
School of Medicine and Public Health can be done in smaller communities near Madison.  Students 
can participate in the Rural Health Interest Group.  

programme: 
 
Length of rural placement: 
Some clinical experience in 
Year 1 and Year 2 in smaller 
communities; Years 3 and 4 
spent in regional and rural 
communities 

Dedicated rural track for part of a traditional programme 

The Rural Medical 
Education Program 
(RMED) at the State 
University of New 
York (SUNY) Upstate 
Medical University, 
USA [13, 62, 79] 

1989 Third-year medical students live and work in small communities for 9 consecutive months.   Most 
training occurs concurrently and longitudinally, mainly under the guidance of a preceptor.  Training 
is mainly in family medicine but also includes general surgery, orthopaedic surgery, anaesthetics, 
radiology and ENT. 

Health professional: 
Medical students 
Number of students on rural 
programme: 
9 
Length of rural placement: 
9 months 

The Rural Physician 
Associate Program 
(RPAP) at the 
University of 
Minnesota Medical 
School, USA [13, 42, 
80] 

1971 Third-year medical students volunteer and are selected to live and train for nine months in rural 
communities.  Each student is the only student in the community in which they are based. 

Health professional: 
Medical students 
Number of students on rural 
programme: 
? 
Length of rural placement: 
9 months in 3

rd
 year 

Oregon Rural 
Scholars Programme, 
Oregon Health and 
Science University 
(USA) 

 This is a traditional medical programme that allows volunteer students to combine their rural 
medicine, family medicine and elective rotations so that they may spend three months in rural 
Oregon. 
 

Health professional: 
Medical students 
Number of students on rural 
programme: 
? 
Length of rural placement: 
3 months 

Rural Immersion 
Programme of the 
Tulane University 
School of Medicine in 
Louisiana (USA) [81] 

 A selected group of third-year medical students lives for 9 months in a rural community, fulfilling 
the majority of their clinical rotation requirements.   

Health professional: 
Medical students 
Number of students on rural 
programme: 
? 
Length of rural placement: 
9 months in Year 3 

South Shropshire 
Rural Campus, 
University of Keele 

Intended 
for 2009  

This is a proposed rural component of an existing medical curriculum.  It is not clear whether all 
students will undergo the rural component.  The proposed course will include:   Introductory rural 
lecture (Year 1); Rural day (Year 2) on a weekend to introduce students to the reality of rural health 

Health professional: 
Medical students 
Number of students on rural 

http://www.med.wisc.edu/education/md/curriculum/patient-doctor-society/278
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(UK) [45] care through visiting health facilities and the community; Rural themed lectures for all students 
(Year 2-4); Rural Club (Years 1-5);  Student-selected research project (Years 3 and 4) which 
complements the main curriculum and meets the objectives of a rural campus; Rural mentor 
scheme (Years 2-5) largely comprised of retired rural GPs providing support by e-mail and 
telephone; Four week rural practice placement (Year 3);   Sixteen week rural practice placement 
(Year 5).  Practices where students receive training will be clustered around three ‘nodes’ that acts 
as bases for student accommodation, group tutorials etc. and, together, form a rural campus. 

programme: 
? 
Length of rural placement: 
Year 3:  4 weeks 
Year 5:  16 weeks 

The Rural Medical 
Education Program 
(RMED), University of 
Illinois College of 
Medicine, Rockford 
(USA) [42, 44] 

1993 A special admissions committee chooses 15 students who fulfil certain selection criteria and 
promise to return to rural practice.  These students are exposed to a community-based rural 
medical curriculum throughout the four-year medical degree:  this is additional to the ordinary 
curriculum.  From the middle of second year until graduation at the end of the fourth year, students 
are based in a small town and are assigned to a University Primary Care Clinic for one day a week.  
This longitudinal experience allows them to develop their own patient panels.  In their last year they 
spend 4 months in a rural hospital and experience inter-disciplinary training:  this replaces the 
fourth-year elective rotation that other students undergo.   During this time students also conduct a 
Community-Oriented Primary Care project. 

Health professional: 
Medical students 
Number of students on rural 
programme: 
15 
Length of rural placement: 
4 months 

Whyalla Campus of 
the University of 
South Australia, in 
collaboration with 
Whyalla Health 
Services (Australia) 
[35] 

1993 Whyalla Health Services set up a Student Unit so that they could provide rural placements.  27 
Occupational Therapy students undertook rural placements of 3-10 weeks, depending on their level 
of study (3

rd
 or 4

th
 year), as part of a 16-month pilot.  Students also came from the School of 

Occupational Therapy in Melbourne.  Students were placed at sites in groups of four.  The Unit was 
run by a full-time occupational therapist, supported by a clerical officer.  Her role was to coordinate 
the programme, interact with staff, provide tutorials etc.  She also maintained a small case load for 
teaching purposes.  It is not clear whether this pilot was finally adopted as a functional model.   

Health professional: 
OT students 
Number of students on rural 
programme: 
27 
Length of rural placement: 
3-10 weeks, depending on 
whether 3

rd
 or 4

th
 year 

Supplementary rural track 

Rural track, School 
of Medicine, 
University of 
Colorado (USA)  [82] 

 The Rural Track is a set of voluntary extracurricular activities that extend through multiple 
semesters and three or more years of medical school on a longitudinal basis.  During Years 1 and 2, 
seminars are held twice a month with a rural focus and students participate in additional skills labs.  
In the summer between Years 1 and 2, students participate in a 4-week rural placement.  During 
Years 3 and 4, students meet in the intervals between clinical clerkships when all students are back 
on campus.  Students also have to undertake a research project.  

Health professional: 
Medical students 
Number of students on rural 
programme: 
10-20 
Length of rural placement: 
4-week summer rural 
placement between first 2 
years (not clear whether any 
further rural placements) 

University of 
Sydney, Cumberland 
Campus (Australia) 
[20, 27] 

1991 A Rural Careers Project started in 1991 increases rural exposure through (i) a multi-disciplinary 
annual weekend excursion; (ii) multidisciplinary evening information 
sessions with guest speakers; and (iii) rural attachments lasting 3-4 weeks.  The year in which the 
attachment is done depends on the course.  The programme involves students in Aboriginal health, 
medicine, nursing, occupational therapy, physiotherapy, social work, speech pathology, dentistry, 

Health professional: 
All students 
Number of students on rural 
programme: 
All students:  ? 
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diversional therapy, health information management, orthoptics, medical radiation technology, 
pharmacy and rehabilitation counseling.  Some attachments are multi-disciplinary while others are 
uni-disciplinary.  Students do the placement in their own time i.e. over and above the regular clinical 
rotations. 
 
One study reports that undergraduate nurses are able to attend a clinical mental health component 
in rural and remote areas.  This occurs in 3rd year:  students are supported to do this through 
scholarships.  20 students spend between 1 and 4 weeks at community health centres or 
rehabilitation centres.  For the longer placements, students are expected to add in some of their 
own time. 

Mental health nursing 
students:  20 
Length of rural placement: 
All students:  3-4 weeks (any 
year) 
Mental health nursing 
students:  1-4 weeks in 3

rd
 

year 

Compulsory rural placements within traditional programmes 

(these are not well described in the literature, presumably because they do not have a marked impact on attracting students to rural practice, one of the main 
dimensions of analysis presented by most journal articles – only a few examples are recorded below) 

Dunedin School of 
Medicine (Australia) 
[13]   

2000 Through the Te Waipounamu Rural Health Unit this school established a 7-week rural attachment as 
part of its 5th year undergraduate programme.  
 

Health professional: 
Medical students 
Number of students on rural 
programme: 
? 
Length of rural placement: 
7 weeks in 5

th
 year 

School of Medicine, 
University of Cardiff, 
Wales (UK) [30, 83] 

 Clinical placements occur not only in hospitals but also in over 150 GP practices throughout Wales, 
including in one of the remotest areas, Powys. This is called a ‘hub and spoke’ model, providing 
diverse clinical learning in hospital and community settings. 

 

Health professional: 
Medical students 
Number of students on rural 
programme: 
? 
Length of rural placement: 
6 weeks 

School of Pharmacy, 
Otago University, 
New Zealand [84] 

2006 In Year 3, pharmacy students are required to undertake a 1-week placement in a rural practice. Health professional: 
Pharmacy students 
Number of students on rural 
programme: 
123 
Length of rural placement: 
1 week 

University of  
Aberdeen Medical 
School, Scotland 
(UK)[85] 

 This programme ensures that all students do at least one 5-week rural medicine rotation but allow 
volunteers to choose to do an extended placement of one year. 

Health professional: 
Medical students 
Number of students on rural 
programme: 
? 
Length of rural placement: 
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All students:  at least one 5-
week remote medicine 
rotation 
Volunteer students:  
extended remote placement 
for 1 year in 4

th
 year (district 

general hospital and GP 
practice) 

University of 
Adelaide (Australia) 
[36] 

1998 The University of Adelaide’s Dental School, and the South Australian Dental Service in partnership 
with the South Australian Centre for Rural and Remote Health, introduced a 2-week rural placement 
for final year dental students in public dental clinics in a severely under-served rural area. 
 

Health professional: 
Dental students 
Number of students on rural 
programme: 
? 
Length of rural placement: 
2 weeks in final year 

University of Alberta 
(Canada) 

 Medical students have a 4-week Family Medicine rotation in a rural area in 3
rd

 year. Health professional: 
Medical students 
Number of students on rural 
programme: 
? 
Length of rural placement: 
4-weeks in 3

rd
 year 

University of Calgary 
(Canada) [19] 

 Clerkship (final year) students spend a compulsory 4-week rotation in Family Medicine in a rural 
community which is very popular with students. 

Health professional: 
Medical students 
Number of students on rural 
programme: 
? 
Length of rural placement: 
4 weeks in final year 

The University of 
Auckland School of 
Medicine (New 
Zealand) [13] 

 The University of Auckland School of Medicine, and the other schools within the University of 
Otago, send students to spend at least 4 weeks in rural areas. 

Health professional: 
Medical students 
Number of students on rural 
programme: 
? 
Length of rural placement: 
4 weeks 

University of 
Stellenbosch Faculty 
of Health Sciences 
(South Africa) [86] 

post-
2000? 

Students in Year 4 and Year 5 have a 2-week rural clinical rotation encompassing the disciplines of 
family medicine and primary care, rehabilitation and community medicine. 

Health professional: 
Medical students 
Number of students on rural 
programme: 
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? 
Length of rural placement: 
2 weeks 

University of 
Tasmania (Australia) 
[46] 

 Students have short rural placements and most course-work is in the form of ‘add-ons’ and ‘add-ins’ 
to the core curriculum.  There is some evidence that, although students appreciate these 
experiences, it will not necessarily translate into changed patterns of practice. 

Health professional: 
Medical, pharmacy and 
nursing students 
Number of students on rural 
programme: 
? 
Length of rural placement: 
1-3 weeks 

Faculty of Health 
Sciences, University 
of the Witwatersrand 
 
Public health block 
(medical students) 
  
 
 
 
 
Integrated Primary 
Care Block for 
medical students [87] 
 
 
 
 
Occupational 
Therapy students 
[88] 
 
 
 
 
 
Physiotherapy 
students [88] 

 
 
 
 
2006 

 
 
 
 
Year 3 students spend 2 weeks in a remote rural area, visiting the hospital, clinics and the 
community. 
 
 
 
 
 
Final year (i.e. Year 4) medical students rotate through a six-week integrated primary care block in 
primary health care centres and district hospitals in 10 rural and underserved areas.   

 
 
 
 
 
Final year students spend 3 weeks based at a rural hospital but also doing community-based work. 
 
 
 
 
 
 
 
Final year students spend 4 weeks based at a rural hospital but also doing community-based work. 

 
 
 
 
Health professional: 
Medical students 
Number of students on rural 
programme: 
181 
Length of rural placement: 
2 weeks in Year 3 
Health professional: 
Medical students 
Number of students on rural 
programme: 
115 
Length of rural placement: 
6 weeks in Year 4 
Health professional: 
Occuptational therapy 
students 
Number of students on rural 
programme: 
27 
Length of rural placement: 
3 weeks in Year 4 
Health professional: 
Physiotherapy students 
Number of students on rural 
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programme: 
47 
Length of rural placement: 
4 weeks in Year 4 
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