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Introduction
The education of health professionals in primary care has expanded substantially during the three decades since I first
qualified as a family medicine doctor, or general practitioner
(GP), as members of my clinical discipline are more commonly known in the UK.
I can recall visiting GPs in their place of work in South
London when I was an undergraduate medical student, having been given very little guidance on what I was meant to
learn before I attended, and simply being sat in a corner as a
passive observer of healthcare when I arrived. I did not see
any other students from either my own or any other health
profession, nor did I see any qualified doctors in training to
become GPs.
However, at that time, the very fact that I was given any
clinical placement in a community medicine setting represented progress as medical education moved slowly away
from the Flexnerian1 concept of a preclinical bioscience
phase of education followed by an apprenticeship phase of
clinical learning conducted entirely within the walls of teaching hospitals towards more integrated, learner-centred curricula with the inclusion of community healthcare experience. This shift was beautifully encapsulated by Harden and
colleagues’ Spices Model,2 which challenged curriculum designers to decide where on a set of spectra they wished their
curriculum to lie.
But what has happened since? Well, the number of doctors training to become GPs, though still not at the level
needed in the UK, has increased. The number of doctors
graduating from UK medical schools has also increased from
4432 in the year 2000 to 8730 in 2021,3 and the proportion of
time spent in primary care by medical students has increased
“from <1.0% of clinical teaching in 1968 to 13.0% by 2008;
(though) since then, the percentage has plateaued”.4 Furthermore, other healthcare professions such as pharmacy, nursing and physician associates are now also spending some of

their time in training in primary care.
So, what is it about primary care that makes it such a good
place to learn about healthcare? There are very many features
of education in primary care that could be offered in response to this question, and I can only cover some of them in
this article, but my answer starts by quoting the eminent Australian GP and medical educationalist, Richard Hays, who
observed that in primary care…
“…multi-professional teamwork is well established,
and patients are plentiful…”5
…so, let’s consider each of those in turn. Whilst more recently multidisciplinary teams have become much more
common in secondary care settings across the world, they
have been a central feature of clinical practice in primary care
for very many years. Working practices and the roles of the
various members of the team are well established, and membership of those teams is often relatively stable over long periods of time. Such stability promotes trust and mutual understanding and strongly contributes to the creation of a
positive learning environment where learners of any primary
care related discipline can be nurtured and developed. Furthermore, the value of the learning about teamwork gained
in primary care is not confined to that setting but is also
largely transferable to the modern multidisciplinary teams
now also found in secondary care. Indeed, for some learners
who choose to pursue a career in some secondary care specialities, their undergraduate experience of primary care may
be their only time spent in a community setting for the entirety of their training, making this experience not only important but essential if they are to properly understand the
wider context of healthcare in which they will go on to provide their secondary care service.
Moving on, why is having a plentiful supply of patients
so educationally important? My response to this question has
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to start with one of the most often cited William Osler
quotations…
“He who studies medicine without books sails an
uncharted sea, he who studies medicine without
patients does not go to sea at all.” 6
Some aspects of this statement have not stood the test of time
well. For instance, in many medical schools across the world,
female students now outnumber male students at entry. Similarly, whilst textbooks are still relevant, students are now
more likely to study an electronic version of any given text
rather than the printed book, they are also more likely to
watch a video recording of a lecture than attend the lecture
itself and regularly participate in some form of self-directed
online learning. However, what has not changed is that students still cannot truly learn to practise medicine without
consulting with patients.
Patients are usually generous with their time, permitting
learners to practise both their history taking and examination
skills upon them, sharing the most private details of their
health story and exhibiting the utmost patience in the face of
what can occasionally become quite a laborious process from
the patient’s perspective. Yet, for the learner, such experience
is priceless.
“Evidence-based medicine is the integration of best
(current) research evidence with clinical expertise
and patient values…” 7
…and a key element of this triad is the patient. Until the
learner can apply their prior learning properly to the patient
in front of them, they may know much but can actually do
very little of any use with that knowledge. The ability to be
truly patient-centred when practising medicine is most
quickly learned by seeing lots and lots of patients, and the
more our students can come to appreciate any given consultation from the patient’s perspective, the more insightful and
efficient their consultations will become.
However, it is not only the number of patients available
that makes primary care such fertile ground for learning. In
many health economies in recent years, there has been a shift
of healthcare from secondary care out into the community.
Patients who do require secondary care management are often only in the hospital for very short periods of time and are
only very briefly, if at all, available to students for their learning before they leave the hospital again. It can therefore be
much easier for students to encounter hospital-based care by
becoming aware of a patient’s trajectory toward hospital before the hospital component of care even takes place and
then, with the patient’s consent, accompanying the patient
on their journey through secondary care. This is just one of
the many benefits of educating medical students in educational structures known as longitudinal integrated clerkships
(LICs).8 LICs most often occur in primary care, but some also
occur in secondary care; and this also relates to another
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important educational feature of primary care - the sense of
continuity offered to both patients and learners. We know
continuity has beneficial consequences for patients,9 and as
LICs again demonstrate, continuity has beneficial consequences for learners, too.10
Another important feature of the patients found in primary care is that they usually present to the clinician in an
unfiltered way. That is to say, even when the patient is known
to the clinician, the reason for them presenting on that specific occasion is usually not known. This is of particular value
to novice learners as every presentation offers them the opportunity to be the first person to take a medical history from
the patient, without any significant clues about what may be
the matter with the patient on this occasion. Uncorrupted patient stories offered during first presentations to healthcare
are superb opportunities for learners to hone their consultation skills. Once the patient has been questioned about their
story once they will never tell it in quite the same way again,
often subliminally realising which features are of most interest to the clinician and unwittingly modifying their presentation to others they subsequently speak to about the issue at
hand as a result.
This precious unfiltered nature of primary care consultations is of particular value to learners in their acquisition of
clinical reasoning skills and lends itself very well to the activity Ericsson called deliberate practice – “strategic, focused,
goal-orientated activities aimed at improving performance”.11 However, in addition to exposure to unfiltered patients, there are also a number of other features of primary
care that make it an especially good environment for learners
to gain deliberate practice. The easy access to a relatively constant stream of patients, for example, enables multiple repetitions of consultations to be performed in a relatively short
space of time, with focussed feedback provided between repetitions in a timely and constructive manner.
Finally, the subject of high-quality feedback brings me on
to yet another key component of primary care education, the
clinical education supervisor. The presence of a single overarching clinical education supervisor for the entire length of
a clinical placement permits a supportive educational relationship to develop over time, and so offers ample opportunity to capture the trust and respect such a relationship
should embody. Furthermore, it allows the supervisor to offer sequential feedback to help the learner to achieve incremental improvement, with both learner and supervisor using
each session to build upon the last. In this way, the learner
can be situated in a regularly updated and refreshed zone of
proximal development12 whilst the supervisor provides
appropriate scaffolding13 to aid their forward momentum.
These features also support the learner to move beyond
the artificial finishing line of diagnosis, a finishing line that is
so often promoted within the published clinical reasoning
literature that one might be forgiven for thinking healthcare
stops at that point. Medical students and doctors in training
can benefit greatly from learning the value of seeing a patient

more than once, learning to formulate their own management plans and committing to them without being able to
“play the student card”14 (not being able to opt out at the decision-making point), and learning the value of the doctor as
drug.15
In conclusion, therefore, primary care has a great deal to
offer the education and training of healthcare professionals.
The knowledge, experience and fertile learning environment
found in primary care are superb resources available to clinical education in many countries around the globe and curriculum designers would be wise to take advantage of that if
they are not already doing so.
Conflict of Interest

The author declares that they have no conflict of interest.

References
1. Flexner A. Medical education in the United States and Canada. Washington, DC: Science and health publications, Inc.;1910.
2. Harden RM, Sowden S, Dunn WR. Educational strategies in curriculum
development: the SPICES model. Med Educ. 1984;18(4):284-297.
3. Michas F. Number of medical graduates in the United Kingdom (UK) from
2000 to 2019. Statista; 2020. [Cited 8 October 2021]; Available from:
https://www.statista.com/statistics/473206/medical-graduates-in-theunited-kingdom-uk/.
4. Harding A, Rosenthal J, Al-Seaidy M, Gray DP, McKinley RK. Society for

Int J Med Educ. 2021;12:219-221

academic primary care (SAPC) heads of teaching group. Provision of medical
student teaching in UK general practices: a cross-sectional questionnaire
study. Br J Gen Pract. 2015; 65(635):e409-e417.
5. Hays R. Assessing learning in primary care. Educ Prim Care. 2009; 20:47.
6. Osler W. Books and men. Boston Medical and Surgical Journal. 1901;
144:60-61.
7. Sackett DL, Rosenberg WMC, Gray JAM, Haynes RB, Richardson WS: Evidence based medicine: what it is and what it isn’t. BMJ. 1996; 312:71-2.
8. Worley P, Couper I, Strasser R, Graves L, Cummings BA, Woodman R, et
al. A typology of longitudinal integrated clerkships. Med Educ. 2016; 50:922932.
9. Sandvik H, Hetlevik Ø, Blinkenberg J, Hunskaar S. Continuity in general
practice as predictor of mortality, acute hospitalisation, and use of out-ofhours care: a registry-based observational study in Norway. Br J Gen Pract.
2021; Online ahead of print.
10. Hirsh D, Ogur B, Thibault G, Cox M. New models of clinical clerkships:
‘continuity’ as an organising principle for clinical education reform. N Engl J
Med 2007; 356 (8): 858– 66.
11. Ericsson KA, Krampe RT, Tesch-Römer C. The role of deliberate practice
in the acquisition of expert performance. Psychological Review. 1993;
100:363-406.
12. Vygotsky LS. Mind in society: the development of higher psychological
processes. London: Harvard University Press;1978.
13. Wood D, Bruner JS, Ross G. The role of tutoring in problem solving. Journal of Psychology and Psychiatry. 1976;17.
14. Bartlett M, Gay SP, Kinston R, McKinley R. Taking on the doctor role in
whole-task simulation. Clin Teach. 2018;15(3):236-239.
15. Balint M. The doctor, his patient and the illness. London: Tavistock Publications;1957.

221

