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Abstract
Objective: To describe and compare how undergraduate 
general practice (GP) is taught across medical school pro-
grammes in selected high-income countries, to inform  
curriculum redesign at the University of Auckland,  
New Zealand. 
Methods: International observational cross sectional com-
parative study. Study participants were academic leads re-
sponsible for undergraduate general practice curricula in 
medical schools in Australia, England, Ireland, Canada,  
Norway, Iceland. Forty-four medical schools. Pragmatic pur-
posive sampling to maximise diversity in geography, institu-
tional age, programme structure, rural-urban context, stu-
dent intake size. Single semi-structured interviews 
conducted April to November 2024, face-to-face or by vide-
oconference. Interviews audio recorded with consent, tran-
scribed verbatim, and supported by field notes. Data ana-
lysed using EPIC GP, modified SPICES derived framework 
examining electives, problem-based learning, curriculum in-
tegration, community based exposure, GP focused university 
teaching, and interprofessional education. Programmes 

coded and scored using a structured consensus process. De-
scriptive statistics and hierarchical cluster analysis used to 
identify patterns. 

Results: Marked variation observed in the organisation and 
visibility of general practice. Three curriculum typologies 
identified: hospital focused programmes with limited GP ex-
posure; GP focused programmes with integrated, GP-led 
teaching; and community- or primary-health-care-focused 
programmes emphasising interprofessional education. 

Conclusions: This study provides an international compara-
tive description of undergraduate GP teaching models. The 
findings demonstrate multiple approaches to embedding 
general practice beyond traditional block placements. Medi-
cal schools facing placement constraints may consider earlier 
GP engagement, increased GP led campus teaching, and se-
lective use of simulation or digital learning. Further studies 
should examine educational and workforce outcomes. 

 Keywords: Medical students, medical schools, curriculum, 

general practice, family practice
 

 

Introduction 
A strong general practice (known in some countries as family 
medicine) workforce is the key to an effective, efficient and 
affordable health care system.1,2 However, there is a global 
shortage of general practitioners (GPs) to meet the health 
care needs of communities. The GP workforce crisis has been 
exacerbated by a number of factors: GPs retiring, early-career 
GPs opting for more flexible and reduced working hours, and 
insufficient medical graduates choosing a career in general 

practice.3 In addition, GPs are managing increasingly older, 
multi-morbid, complex chronic conditions in community 
settings. These factors can lead to low GP morale and burn-
out.  

Across the Organisation for Economic Co-operation and 
Development (OECD), medical schools have been increasing 
their annual student intake and setting explicit targets for the 
proportion of medical graduates who pursue careers in 
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general practice. This is often aspirational and not yet 
achieved. In the United Kingdom (UK) the expectation is for 
50% to enter GP speciality training,4,5 although only 17% did 
so in 2015.6 Canada has a strategic goal of 40% of medical 
students selecting family medicine as their first choice.7 
However, only 30% had this intention in 20118 with no 
change in 2023.9 In 2024, more than six million Canadians 
are without a family physician.10 Australian medical gradu-
ates have increased their preference for a future GP career 
from 11% in 2011 to 19% in 2022, while in Aotearoa New 
Zealand (NZ), the proportion of graduates with general prac-
tice as the first choice for their future medical speciality 
dropped from 20% in 2016 to 14% in 2020.11 

It is generally believed that increasing exposure to general 
practice during medical training will result in more graduates 
choosing this career. In 2015, only 13% of the UK medical 
education was delivered in primary care,12 leading Scotland 
to recommend that teaching in general practice should be 
25% of the clinical curriculum.13 In response to the UK GP 
workforce crisis, the Wass Report of 2016 made a number of 
recommendations, including improved funding for medical 
student primary care training, widening participation selec-
tion criteria, increased access to quality experiences in gen-
eral practice and multi-disciplinary teams in a variety of set-
tings, exposure to positive GP role models across the 
programme, and a more integrated curriculum reflecting the 
patient journey through different health care settings.14 This 
has led to a number of changes in programmes, and to the 
opening of new medical schools with more integrated pri-
mary care-focused curricula.  

There is some evidence that increasing the numbers of 
places for medical school entry for ethnic minorities, those 
from socially disadvantaged backgrounds or of rural origin 
positively impacts on subsequent choice to work in general 
practice in socially deprived or rural areas.15 Further, a liter-
ature review indicates that placements in underserved areas, 
including rural communities, especially in Australia, Canada 
and the United States, are beneficial for students, supervisors 
and the community.16 

The Department of General Practice & Primary Health 
Care, University of Auckland has had a target of 50% of med-
ical students becoming GPs since 2012.17 Most medical 
school general practice education occurs in the last three 
years of a six-year programme. Year 4 student attachments 
involve exposure to a wide range of health and social practi-
tioners working in community and rural settings, whereas 
the focus for Year 5 and Year 6 students is authentic training 
and parallel consulting in urban and rural practices. Authen-
tic experiences involve seeing real undifferentiated patients. 
However, there have been increasing shortages of general 
practice placement sites for undergraduate medical students 
hat is exacerbated by annual increases in the student intake, 
despite modelling and strategies to increase capacity.18 This 
is currently approximately a student intake of 320 per year, 
predicted to increase to over 350 per year over the next few 

years. Our department is currently reviewing and revising 
our undergraduate curriculum.  
In the face of placement shortages and increasing student 
numbers, this study aimed to describe and compare how gen-
eral practice is taught across medical programmes in selected 
high-income countries, to inform curriculum redesign at the 
University of Auckland, rather than to evaluate educational 
effectiveness or workforce outcomes. 

Methods 

Study design 
This observational, cross-sectional comparative study using 
semi-structured interviews examined GP programmes  
delivered by different medical schools in six high-income 
countries. 

Participating universities and key informants 
Australia, Canada, England, Ireland, Norway and Iceland 
were targeted as countries having similar health systems and 
medical programmes to that of New Zealand. Approach to 
key informants in departments of general practice for  
interviews was pragmatic, based on our existing knowledge 
of, and sometimes established contacts in, the institution and 
the populations they serve. We obtained contact details for 
key participants, and wherever practical, we conducted  
in-person visits. Medical schools were selected for maximum 
diversity, rural versus urban, and traditional programmes 
versus newly established schools. 

Teaching heads in the relevant general practice depart-
ments were identified by personal connections and networks 
of the researchers, or by online searches, and invited to par-
ticipate by email. Contacted participants were asked to pass 
the email to colleagues if they were inappropriately identified 
as the lead academic. Participant Information Sheets were 
provided. Informed consent was obtained orally, recorded 
and transcribed. While key informants were not anonymous 
to the interviewing researcher, they were not identified in the 
database, and the universities were assigned numerical codes. 
However, given the specific characteristics of some of the 
programmes, it is possible that some of the universities and 
the teaching heads may be identifiable. No personal or sensi-
tive information about the key informants was obtained. 

Ethical approval was obtained from the University of 
Auckland Human Participants Ethics Committee on 
6/05/2024 for three years. 

Interviews 
Appropriate key people were interviewed from 44 universi-
ties. Participants underwent single semi-structured inter-
views about the structure and nature of their programmes 
conducted by three experienced GP academics (FG, RR, SG) 
and one nurse practitioner (EW) between April and Novem-
ber 2024. These were face-to-face wherever possible, other-
wise via zoom. Contemporaneous notes were taken, 
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interviews audiotaped with oral consent recorded, audio-
files AI-transcribed and data entered into a spreadsheet.  

Theoretical framework 
Data were initially examined using the SPICES framework 
described by Harden which assists with understanding the 
educational strategies used in medical education and when 
considering curriculum (re)design.19 The SPICES framework 
components are Student-centred versus teacher-centred; 
Problem-based versus information gathering; Integrated ver-
sus discipline-based; Community-based versus hospital-
based; Electives versus standard programme, and Systematic 
versus apprenticeship-based or opportunistic. The SPICES 
framework has been used extensively in medical education to 
examine where curricula sit along the six educational con-
tinua and has strong face and construct validity as an educa-
tional framework. SPICES is considered methodologically 
appropriate for descriptive and comparative studies, but it is 
not a validated measurement instrument.  

We selected this framework to enable us to standardise, 
audit and compare against elements of curriculum design. 
Ultimately, we had sparce data identifying student or 
teacher-centred features. Further, the systematic approach of 
SPICES relies on students keeping a logbook against a re-
quired list of patients with specific diseases seen and skills 
mastered. While this may be appropriate in medical special-
ity training in hospitals, in general practice patients present 
with undifferentiated concerns, complaints and symptoms, 
not diagnoses. The key element for students to learn is the 
broad scope of patient care in the context of people’s lives, 
rather than diagnosis and treatment of specific diseases, and 
hence for this discipline, the opportunistic model of seeing 
‘whomever walks through the door’ is more suitable than the 
systematic approach. 

We therefore created a modified SPICES framework 
called EPIC-GP, whereby Electives (additional GP exposure) 
versus standard curriculum programme, Problem-based ver-
sus information-gathering, Integrated versus discipline-
based, and Community-based versus hospital-based catego-
ries remain, but Student-centred versus teacher-centred and 
Systematic versus apprenticeship-based or opportunistic are 
replaced with GP-focused university-teaching (students have 
early and regular engagement with GPs on campus or online 
versus no exposure to GPs or information given on campus 
is from the GP perspective) and Professional education (in-
terprofessional education (IPE) activities within the curricu-
lum or students taught by other primary care professionals, 
versus taught by doctors only) – Figure 1. In short, we 
adapted SPICES to better reflect the educational context of 
general practice, and our resulting EPIC-GP framework was 
used to support systematic comparison. 

Nature of data  
Data collected from the semi-structured interviews included 
the date when the medical school was established, nature of 

the medical programmes including undergraduate or gradu-
ate, student intake numbers and details of the GP component 
in the curriculum, as well as the challenges, innovative as-
pects, solutions developed, and perspectives from key in-
formants about what has worked/been successful, and what 
has not (Supplement 1). Qualitative findings are to be pub-
lished elsewhere.  

Analyses 
Interview transcripts and contemporaneous notes were re-
viewed in full and analysed using the EPIC GP framework. 
One researcher (RJ) undertook the primary coding by sys-
tematically mapping interview data to each EPIC GP domain 
(Electives, Problem based learning, Integrated curriculum, 
Community based exposure, GP focused university teaching, 
and Professional/ interprofessional education). A second re-
searcher (FG) provided iterative review, feedback, and inter-
pretive oversight throughout the analytic process. 

For each domain, evidence from the interviews was syn-
thesised to assign an overall score on a five-point ordinal 
scale, based on the extent to which the programme demon-
strated the characteristics defined in the EPIC GP matrix. 
Scoring was undertaken iteratively, with provisional scores 
refined through repeated reference to the source data. The 
final coding decisions and domain scores were reviewed and 
discussed with FG and discrepancies or uncertainties were 
resolved through interpretive discussion to achieve concep-
tual consensus. 

EPIC-GP scores were summed and correlation statistics 
calculated between EPIC-GP variables, type of programme 
and year of establishment using Stata 19. Cluster analysis was 
then undertaken on the data. Correlation and cluster anal-
yses were undertaken as exploratory, descriptive tools to 
identify patterns and potential typologies across pro-
grammes, rather than to test predefined hypotheses. 

A hierarchical cluster analysis using Ward’s minimum 
linkage variance method in Stata 19 was performed and a 
cluster dendrogram generated to determine an appropriate 
number of clusters. Descriptive statistics were used to de-
scribe the three clusters and subsequent proposed typologies 
of medical schools. Factor analysis on EPIC-GP was not car-
ried out due to the underpowered sample. 

Results 
Description of sample 
Our pragmatic sample consists of 44 medical schools in the 
high-income countries of Australia, Canada, England, Ire-
land, Norway and Iceland. Fifty-seven were approached: ten 
did not reply, one declined and two were unable to schedule 
a suitable time. The programmes range from very long-
standing to recently established programmes, with annual 
student intakes ranging from <50 to >400 (Table 1) and from 
traditional lecture-based preclinical followed by clinical 
years, through to innovative integrated, problem-based, or 
spiral curricula. 
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Figure 1. Relationship between SPICES and EPIC-GP 

EPIC-GP scores 
The EPIC-GP matrix with examples of high and low scores 
from responses are shown in Table 2. The range in EPIC-GP 
scores for each university can be seen in Figure 2. 

Correlations 
Correlation analysis shows moderately strong correlation be-
tween integrated and GP-focused university teaching, and 
moderate correlation between integrated teaching and com-
munity-based GP exposure and attachments, between prob-
lem-based learning and community-based attachments, and 
between GP-focused university teaching and community-
based attachments. There is weaker correlation between 
problem based learning and integrated teaching, and prob-
lem-based learning and GP-focused university teaching. 
Elective and other practitioners’ teaching are not correlated 
with other variables (Appendix Table A). There is little to no 
correlation with whether the medical programme is graduate 
or undergraduate or the year the medical school was estab-
lished. 

Clusters 

Exploratory cluster analysis suggested three potential typol-
ogies of medical school approaches to general practice teach-
ing (see Figure 3 and Appendix Table B). The first cluster is 
medical schools with low-medium scores across the majority 
of EPIC-GP variables, which we designate hospital-focused 
teaching and learning programmes. The second cluster is 
medical schools with high scores across the majority of 
EPIC-GP variables with the exception of other practitioners 
teaching and electives, designated GP-focused programmes. 
The third cluster is medical schools with medium to high 
scores across the majority of EPIC-GP variables, including 
teaching and learning with and by other health professionals, 
but with the exception of electives. We designate these ‘com-
munity- or primary health care-focused programmes’. 

Table 1. Characteristics of the 44 medical schools 

Characteristic  N (%) 

Country   
Australia 16 (36) 
Canada 4 (11) 
England 15 (33) 
Ireland 6 (14) 
Nordic 3 (6) 

Type of programme   
Undergraduate entry 21 (48) 
Graduate entry 13 (30) 
Both  10 (22) 

Age of university / programme   
200-300+ years (1711 to 1825) 4 (9) 
100-199 years (1826 to 1925) 9 (21) 
50-99 years (1926 to 1975) 9 (21) 
25-49 years (1976 to 2000) 5 (11) 
10 to 24 years (2001 to 2015) 12 (27) 
1 to 9 years (2016 to 2025) 5 (11) 

Length of the programme   
3 years 1 (2) 
4 years 13 (30) 
5 years 14 (32) 
6 years 11 (25) 
Varies with type of programme 5 (11) 

Student intake numbers   
<50 2 (4) 
50 to 99 6 (14) 
100 to 149 7 (16) 
150 to 199 6 (14) 
200 to 249 12 (27) 
250 to 299 1 (2) 
300 to 349 4 (9) 
350 to 400 3 (7) 
>400 3 (7) 

Discussion 
We found a moderately strong correlation between four var-
iables – problem-based learning, integrated curriculum, 
community-based and GP-focused university teaching. 
These variables appeared to account for the majority of vari-
ation between medical schools. The commonality between 
these variables is centring general practice within the  
teaching and learning environment. There is little to no cor-
relation regarding whether the programme was undergradu-
ate or postgraduate, nor whether the medical school was long 
or recently established. 

SPICES EPIC-GP 

 Electives vs uniform course 

Student-centred vs teacher-centred teaching  

Problem-based vs information-gathering learning Problem-based vs information-gathering learning 
Integrated vs discipline-based curriculum Integrated vs discipline-based curriculum 

Community-based learning Community-based learning 
Electives vs uniform course  

Systematic curricula vs apprenticeship model  

 
GP-focused university teaching (early &regular  
engagement with GPs on campus or online vs no  
exposure to GPs) 

 
Inter-Professional education (IPE activities in curricu-
lum, students taught by other primary care professionals 
vs medical education only 
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Table 2. EPIC-GP coding matrix with examples 

Score E P I P G Pr 

5 Elective 

Selected students 
can choose to study 
GP in depth through-
out programme; to 
have additional GP 
or other primary 
health care  
attachments. 

Special rural or GP 
stream in pro-
gramme 

Problem-based 
learning 

Complex real-world 
problems used to 
promote student 
learning of concepts 
and principles from 
onset of programme  

Integrated teaching 

Disciplines taught in 
context of general 
practice e.g. body 
systems on campus 
taught through GP 
lens; longitudinal in-
tegrated clerkship 
(LIC); rural immer-
sion programmes 

Community-based 
(GP) exposure & at-
tachments  

Much of teaching 
takes place in gen-
eral practice, rural 
hospital or other  
primary care settings 
with students  
regularly consulting 
with patients;  
students start GP  
attachments in Year 
1; GP attachments 
in several years.  

Students do home 
visits. 
Students work in or 
visit community  
services  

GP-focused univer-
sity-teaching 

Students have early 
& regular engage-
ment with GPs on 
campus or online 
Small-group GP  
tutors  
GPs teach commu-
nication and clinical 
skills 

Students see se-
lected general prac-
tice or standardised / 
simulated patients to 
learn relevant basic 
sciences and clinical 
manifestations of 
conditions 

Practitioners 

Curriculum includes 
interprofessional ed-
ucational (IPE) activ-
ities; students taught 
by other primary 
care professionals 
as well as GPs  

Examples 18/52 elective with 
family medicine en-
couraged. Optional 
resources available 
to study aspects in 
greater depth.  
Student can elect to 
be in special rural or 
GP stream 

Curriculum based on 
problem-based 
learning with small-
group case-based 
teaching on campus.  
Cases developed by 
teachers and/or  
students.  
Cases presented to 
peers via small 
groups.  

Few or no lectures – 
focus on interactive 
teaching. Simulation 
and interprofes-
sional scenario 
work. 

Clinical teaching 
starts at beginning of 
programme - no pre-
clinical then clinical 
years. Teachers pro-
vide clinical context 
and cases to inte-
grate bio-medical 
concepts. LIC for 1 
year in general  
practice and rural 
medicine. 

GP attachment in 
every year.  
Early patient contact 
& family attachment 
scheme  
Pairs of students 
visit GP-selected pa-
tients with long-term 
conditions 3-4 times 
in home over 4 
months.  

Learning opportuni-
ties in primary care / 
community settings 
eg drug & alcohol, 
NGOs, homeless 
shelters, migrant 
centres, hospice 
Longitudinal well 
child development 
module 

GPs teach history-
taking, clinical ex-
amination, popula-
tion health, disease-
specific content, so-
cial determinants of 
health, inequities. 
Students have GP 
tutors for the year.  
May involve discus-
sion forums.  

Students taught clin-
ical and communica-
tion skills by GPs 
GPs teach anatomy, 
physiology, bio-
chemistry, pathology 
using selected pa-
tients 
GP teach large pro-
portion of curriculum 
GPs are leads for 
Yrs 3 & 4 

I IPE with midwives, 
PA, nurse, para-
medic - simulation of 
advanced skills 
Yrs 3, 4 5 alternate 
GP clinic and  
wider PC team (eg 
nurse, care practi-
tioners, physio, 
pharmacists, social 
prescribers) 

Community &  
creative health  
includes nurses, 
midwives, PA,  
dietetics, women & 
child health 

1 Standard  
programme GP 

All students pass 
through set of pre-
scribed courses with 
no opportunity to 
study subject of own 
choosing or in more 
depth 

Information  
gathering 

Information didacti-
cally imparted to stu-
dents on large body 
of facts on basic sci-
ence and clinical 
knowledge  

Discipline based 

Each discipline 
teaches separately 
Pre-clinical disci-
plines eg anatomy, 
physiology taught 
first then clinical dis-
ciplines including 
general practice 
subsequently.  

Hospital-based 

Teaching centred 
around main teach-
ing hospital. No GP 
visits or attachments 
and no exposure to 
other community-
based health and 
social services  

Specialist-focused 
campus teaching 

None of the clinical 
information given on 
campus eg in lec-
tures is from the GP 
perspective 

Medical teaching 
only 

Students taught 
medicine with no 
IPE and no teaching 
by non-medical 
practitioners or with 
non-medical stu-
dents  

Examples No opportunity to 
study general  
practice other than 
through the standard 
programme 

Traditional pro-
gramme with  
system organ blocks 
such as cardiology,  
respiratory etc.  

Preclinical & clinical 
years. Basic  
sciences taught in 
1st years followed by 
clinical (clerkship) 
years 

Few or no GP  
attachments  
No visits or  
exposures to homes  
No visits to commu-
nity-based services 

No GP teaching on 
campus across  
programme.  
No teaching of  
conditions from GP 
perspective  

No IPE activities. No 
teaching with or by 
other professions 

NB: Score 4: Programme has most of features; Score 3: Programme has some of features; Score 2: Programme has one of features; Score 1: Programme has none of features 

Our study describes substantial variation in how medical 
schools structure undergraduate exposure to general prac-
tice, with many programmes emphasising community based 
and authentic clinical experiences. While the present study 
did not examine student career intentions or workforce out-
comes, these observed approaches align with a wider body of 

literature exploring the relationship between undergraduate 
general practice exposure and subsequent career choice. 
There is evidence indicating that the quality and duration of 
undergraduate GP experience is associated with increased 
likelihood of choosing a GP career,20-24 although most studies 
have weak methodologies and potential biases.25  
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Figure 2. EPIC-GP component scores for universities in the study 

 
 

Cluster 1: hospital-focused; Cluster 2: GP-focused; Cluster 3: Primary health care-focused 

Figure 3. Typology of medical programmes 
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Our study highlighted a strong focus on community-based 
experiences. A study of 29 English universities found that the 
quantity of authentic general practice teaching (teaching in a 
practice with patient contact, in contrast to non-clinical ses-
sions such as group tutorials on campus) at each medical 
school was significantly positively associated with the per-
centage of its graduates who entered general practice training 
in both 2014 and 2015.26 Focus groups with UK medical stu-
dents indicated early, high-quality, ongoing and authentic 
general practice exposure led to an increased intent to pursue 
a GP career.27  

However, the relationship between undergraduate expe-
rience and career choice is neither consistent nor straightfor-
ward. In Ireland, the proportion of graduates entering GP 
training varied widely across medical schools and was not 
correlated with time spent in general practice placements.28 
A UK survey of applicants to GP training found that positive 
undergraduate GP experiences had only a modest direct as-
sociation with speciality choice,29 and New Zealand data sim-
ilarly indicate that undergraduate experience ranks relatively 
low among factors influencing career decisions.11 Limited ev-
idence also suggests that graduate entry programmes pro-
duce more GPs.30 These findings underscore the complexity 
of GP career choice and caution against assuming direct 
causal links. 

Within this broader context, our study identified that 
some medical schools offer longitudinal integrated clerk-
ships (LICs) or extended general practice placements for se-
lected students. LICs are characterised by students partici-
pating in the provision of comprehensive care of patients 
over time, with ongoing learning relationships with their su-
pervisors, and meeting the majority of the year’s core clinical 
competencies across multiple disciplines simultaneously in 
this context.31 LICs have been established internationally in 
both rural and urban contexts. There is some evidence that 
students who experience a rural LIC are more likely to make 
primary care and rural career choices.32,33 The Irish medical 
school with an 18-week LIC has found that 43% of alumni 
are working in general practice six to eight years following 
graduation.34 A German study found a four-month GP clin-
ical rotation during the final year was associated with an in-
creased choice of GP as a career.35 

Interprofessional teaching accounted for the majority of 
the remaining variation in the EPIC-GP cluster analysis, with 
one particular cluster of medical schools including interpro-
fessional teaching within their GP curriculum. Primary care 
is increasingly delivered by interprofessional teams; hence 
exposure to other healthcare disciplines and IPE is increasing 
seen as an important aspect of undergraduate medical  
education, although formal evidence of its effectiveness is 
sparce.36 

Offering electives in general practice did not feature 
strongly in the cluster analysis or in the thematic analysis for 

proposals to increase general practice exposure. This is not 
surprising considering that electives may place increasing 
pressure on GP departments to find placements additional to 
regular attachments. Further, a systematic review found 
mixed evidence.37 One study found no association between 
elective experience in resource-poor settings and a prefer-
ence for primary care or rural practice,38 although another 
found a positive association with a pre-clinical GP elective.35 

While this study did not evaluate student attitudes, career 
intentions, or workforce outcomes, the patterns observed in 
programme structure can be interpreted in light of existing 
literature examining associations between undergraduate 
general practice exposure and subsequent career choice. Tra-
ditionally, medical schools did not recognise general practice 
as an academic discipline, and did little to promote it as a ca-
reer. The world’s first professor of general practice was ap-
pointed at the University of Edinburgh in 1963, and depart-
ments were subsequently founded at universities in England, 
Norway, Canada and the Netherlands.39 In many countries, 
such as Australia and New Zealand, departments were not 
established until the 1980s. Many countries have experienced 
lower-than-desirable numbers of medical students training 
to be GPs. One of the factors contributing to this has been 
identified as professional negativism where secondary spe-
cialties perceive primary care as lower status. The Wass Re-
port in England, mirrored by initiatives in other countries, 
recommended that medical school curricula offer a more in-
tegrated less speciality organised approach, reflecting the pa-
tient journey including across the primary-secondary care 
interface.14 The report recommended that GP role models 
should be visible across the entire programme, with in-
creased general practice placements.  

This has seen the introduction of case-based learning, in-
tegrated and spiral curricula, GPs teaching much of the early 
curriculum and increased community placements in many of 
the English medical schools in our study. The strong correla-
tion observed between integrated curricula and GP focused 
university teaching is therefore perhaps unsurprising. GPs 
with their generalist and holistic approach are best-placed to 
deliver content across disciplinary boundaries.   

Despite being exploratory in nature, we believe that our 
three different typologies based on low, medium-high and 
high EPIC-GP scores - hospital, GP or community/primary 
health care-focused are important. Curricula with early reg-
ular exposure to GPs as role models and authentic experi-
ences in general practices are likely to increase preference for 
a GP career. However, the complexity of looking after aging 
populations with multiple chronic conditions has helped 
shape general practice as a team activity. It is anticipated that 
students taught alongside other primary care providers such 
as nurses and pharmacists in IPE programmes, and by other 
health professionals in community-based settings will de-
velop deeper understanding of the different roles and the 
team dynamics required for primary care provision.  



Roskvist et al.  International medical student GP teaching 

116 

Strengths and limitations 
This study has a number of strengths. It draws on a large and 
diverse international sample, incorporating perspectives 
from leaders of general practice curricula at 44 medical 
schools across six high-income countries. Access to senior 
academic informants enabled insight into programme-level 
curriculum design, strategic priorities, and educational con-
straints rather than individual teaching experiences. The 
comparative cross-national approach allowed identification 
of common patterns and innovations across differing insti-
tutional and national contexts. Use of semi-structured inter-
views provided rich descriptive data, while the systematic 
and team-based analytic approaches enhanced credibility 
and transparency. 

However, there are several limitations. Medical schools 
were selected through pragmatic sampling, which may have 
favoured institutions with existing engagement in curricu-
lum innovation or stronger academic general practice pro-
files. Data were based on self-reported programme descrip-
tions rather than direct observation or documentary analysis, 
introducing potential reporting bias. As a cross-sectional 
study, findings represent a snapshot in time and do not cap-
ture curriculum evolution nor longitudinal outcomes. The 
study did not examine student learning outcomes nor career 
decisions, limiting conclusions about the effectiveness of 
identified approaches. Finally, because the sample was re-
stricted to high-income countries with broadly comparable 
health systems, transferability to other contexts may be lim-
ited. 

This study did not assess student career intentions, work-
force outcomes, or educational effectiveness, and therefore 
cannot establish links between programme design and sub-
sequent career choice. Our observations related to potential 
workforce implications are therefore interpretive and in-
formed by existing literature rather than the primary data. 

Implications 
This study provides a descriptive, international comparison 
of how undergraduate general practice curricula are struc-
tured and delivered across medical schools in high-income 
countries. The findings demonstrate that there is no single 
dominant model for integrating general practice within med-
ical programmes; instead, institutions employ a range of ap-
proaches that balance practice-based learning, campus-based 
teaching, simulation, longitudinal experiences, and digital 
modalities. For curriculum planners, these findings offer a 
menu of feasible strategies that have been adopted in compa-
rable contexts facing similar placement capacity constraints. 

For the University of Auckland, the study has practical 
implications for curriculum redesign. The international  
examples identified in this study have directly informed our 
local consideration of how general practice exposure can be 
redistributed across the programme, including earlier  
engagement with general practice, greater use of GP-led  
campus teaching, and selective replacement of in-practice 

time with simulation and digital learning where appropriate. 
Importantly, the study supports the view that meaningful ex-
posure to general practice does not rely solely on traditional 
block placements, which may be increasingly unsustainable. 

More broadly, the findings highlight the importance of 
making general practice visible as an academic discipline 
within medical schools. Many programmes described em-
bedding GPs as teachers across clinical, communication and 
case-based learning, suggesting that the way general practice 
is positioned within the formal and hidden curriculum war-
rants careful consideration by medical educators. 

Conclusion 
This study provides an international descriptive comparison 
of how undergraduate general practice curricula are organ-
ised and delivered. It highlights a range of structural ap-
proaches offering comparative insights that may inform local 
curriculum redesign. However, further research is required 
to examine educational and workforce outcomes. 
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Appendix 

Table A.  Correlation statistics for EPIC-GP 

 E P I C G Pr 

E 1      

P 0.17 1     

I 0.01 0.434 1    

C -0.08 0.60 0.65 1   

G 0.06 0.49 0.71 0.55 1  

Pr -0.045 -0.27 0.048 0.07 -0.08 1 

 
 
 

Table B.  Mean score for each cluster 

Cluster E P I C G Pr 

1 2.3 2.9 1.8 2.8 2.8 1.5 

2 2.4 4.1 4.3 4.2 4.6 1.1 

3 2.3 3.4 3.7 4.3 4.1 4.1 
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