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Abstract
Introduction The relationship between preceptor and trainee is becoming recognized as a critical component of teaching,
in particular in the negotiation of feedback and in the formation of professional identity. This paper elaborates on the nature
of the relationships between preceptor and student that evolve in the context of rural longitudinal integrated clerkships
(LICs).
Methods We drew on constructivist grounded theory for the research approach. We interviewed nine LIC family practice
preceptors from three sites at one educational institution. We adapted the interview framework based on early findings.
We analyzed the data through a constant comparative process. We then drew on concepts of relationship-based learning as
sensitizing concepts in a secondary analysis.
Results We constructed three themes from the data. First, preceptors developed trusting professional and personal relation-
ships with students over time. These relationships expanded to include friendship, advocacy, and ongoing contact beyond
the clerkship year. Second, preceptors’ approach to teaching was anchored in the relationship with an understanding of
the individual student. Third, preceptors set learning goals collaboratively with their students, based not only on program
objectives, but also with the student as a future physician in mind.
Discussion Our findings suggest that rural family medicine preceptors developed engaged and trusting relationships with
their students over time. These relationships imbued all activities of teaching and learning with an individual and personal
focus. This orientation may be a key factor in supporting the learning outcomes demonstrated for students studying in rural
LICs.
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What this paper adds

Given the documented positive outcomes of longitudinal
clerkship placements for students, it behoves us to care-
fully examine the processes of teaching and learning that
may contribute to these outcomes. While we are coming
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to understand students’ experiences, we as yet know lit-
tle about how their preceptors teach. Our findings suggest
that rural family medicine preceptors develop engaged and
trusting professional and personal relationships with their
students over time. These relationships imbue all activities
of teaching and learning with personal focus. This may be
a factor in supporting the learning outcomes demonstrated
for students studying in rural LICs.

Introduction

Longitudinal integrated clerkships (LICs) are being imple-
mented as an educational model for clinical training around
the world [1]. Multiple models are emerging that variably
enable educational integration, continuity, and longitudinal-
ity, which are the hallmarks of LICs [2]. In one common
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model of LICs, students are placed in small rural communi-
ties during their principal clinical year, where they engage
in an extended learning relationship with a family practice
preceptor and participate in the comprehensive care of that
preceptor’s patients over time. Through this extended, in-
tegrated experience, they meet the majority of the year’s
core clinical competencies across multiple disciplines si-
multaneously [3]. The many benefits of LICs for students
include positive learning experiences, development of pro-
fessional identity, patient-centredness and at least equal aca-
demic performance. These features are well described in the
literature [4, 5].

We have less information about the experience of pre-
ceptors in LICs. Moreover, papers that do offer a glimpse
into the longitudinal teaching experience of preceptors are
either focused on specialty preceptors in teaching hospitals
[6] or describe the benefits experienced by family physi-
cians in teaching [7, 8]. Thus, we know less about the
teaching methods of family medicine preceptors who are
the primary (and sometimes only) teachers of the student
in rural LIC clerkships. While there is good evidence of
equivalent academic outcomes for these students [5, 9, 10],
we do not know as much about how rural family medicine
preceptors interact with students in longitudinal models of
clerkship.

We aimed to add to this limited body of research by
exploring family medicine preceptor experiences of student
clerkship supervision in LIC rural sites. Our goal was to
better understand the mechanisms underlying the enhanced
student experiences described in the literature.

Methods

Setting

This study took place at the University of British Columbia
(UBC). The UBC undergraduate medical program consists
of four years of training with the principal clinical clerk-
ship year occurring in year three. Third year LICs were
implemented in 2004 [11] based on the Australian model
[12] and, at the time of the study, the university had three
LIC sites. Preceptors in our study had trained several LIC
students, as well as rotational students. All sites were small
communities, distant from the main academic institution

Table 1 Description of longitudinal integrated clerkship sites

Site Distance (km)
from closest urban
centre

Distance (km)
from university

Population Number of years
with LIC students

Number of LIC
family practice pre-
ceptors

Number of students
at site per year

A 100 100 80,000 6 7 6

B 600 1350 11,000 3 3 3

C 450 1200 22,000 2 4 4

(Tab. 1), and required the student to relocate to the LIC
site. In all sites, a given primary preceptor (a family prac-
tice physician) supervised the same single medical student
in his or her own clinical practice for at least one day each
week over the clerkship year. Students were immersed in
the clinical work of the supervising preceptor, including car-
ing for the preceptor’s in-hospital, emergency and obstetric
patients as well as patients in the family practice clinic. The
students spent the remainder of the week in other clinical
activities in the same community to meet the year’s learn-
ing objectives. The LIC site directors were responsible for
the students’ final summative assessments. Students self-
selected the LIC option and spent almost all of the clinical
year (42 weeks) with their longitudinal preceptors, inte-
grated into the patient care team of the practice, working
with family doctors and (where available) specialists across
the healthcare system in their respective communities.

Study population

The study population consisted of the 14 current LIC family
physician primary preceptors from all three LIC sites.

Study design

We drew on constructivist grounded theory (CGT) [13] for
our methodological approach. CGT recognizes that the an-
alytic process is shaped by the researcher’s interaction with
the study participants, and that meaning is co-constructed
by members of the research team. Our study maintained
the rigour of CGT in its iterative cycles of data collection
and analysis, constant comparison analysis, and the use of
memo writing in order to produce an audit trail from data
to interpretation.

This study was approved by the research ethics board of
UBC.

Data collection

We invited all 14 family physician primary preceptors from
the three sites to participate, and interviewed all consenting
preceptors. Due to the small study population, our sam-
ple was a convenience sample. Interviews were conducted
face-to-face at the participant’s clinical office by a single
member of the research team (CC). Interviews were audio
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recorded and transcribed verbatim. We started with very
open ended questions, asking preceptors to describe their
experiences with teaching and assessing their students. Con-
sistent with the tenets of Charmaz’s constructivist grounded
theory [13], the research team discussed the early interviews
and adjusted the interview framework after every three in-
terviews. The interviewer (CC) wrote notes after each in-
terview to capture its tone and the insights that emerged at
the time of interview.

Data analysis

Analysis was both inductive (in that themes were generated
from the data) and deductive (in that identified themes were
tested through analysis of subsequent data). Two investiga-
tors (CC and HF) read three transcripts and independently
identified emergent themes. These themes were discussed
by the research team (CC, HF, JB) until agreement was
reached on an initial set of themes. Two investigators (CC
and HF) then coded the remaining transcripts, discussing
any discrepant data and reaching agreement on a final cod-
ing structure. Memos were used to create an audit trail
of theme development. In the second stage of the analy-
sis, the research team (CC, HF, JB, and GR) discussed the
meaning of the findings. Each member of the research team
contributed to the further analysis, suggested insights based
on their own conceptual lens, and identified pertinent liter-
ature and theoretical frameworks for consideration. As the
analysis progressed, we drew on the concepts of relation-
ship-centred teaching [14] to further interpret our findings.
A careful audit trail of progressive insights and the con-
nection of those insights to the coded data and theoretical
constructs was maintained throughout the analysis.

Research team

At the time of the study, the principal investigator (CC) was
a general internist at an urban medical school, supervising
students and residents during their inpatient and outpatient
rotations. She was completing a Masters in Medical Ed-
ucation. The senior investigator (JB) was, at the time of
the study, a former preceptor in a community-based fam-
ily practice setting, a medical education researcher using
qualitative methods, and had been involved with the im-
plementation of the LICs. The third investigator (HF) was
a socio-cultural geographer, qualitative researcher, and at
the time of the study was engaging in a post-doctoral fel-
lowship in Health Professions Education. The final member
of the research team (GR) was a cognitive psychologist and
medical education researcher with long-standing experience
with qualitative research.

Results

Participants

Nine of the 14 preceptors agreed to be interviewed for the
study. Eight of the recruited preceptors were male and one
was female (non-participants included three male and two
female preceptors). The number of years in clinical practice
ranged from 3 to 35 years. Each preceptor had supervised
1–5 LIC students. Four preceptors had previously super-
vised medical students in block rotations of family medicine
electives and five had only supervised LIC students. Four
had experience teaching family practice residents. Seven
preceptors were trained in Canada and two were trained
overseas. Preceptors spoke freely and openly about their
experiences with students. Interviews lasted 37–110min.

We constructed three themes from the data. First, pre-
ceptors developed trusting professional and personal rela-
tionships with students over time. Second, the preceptors’
overall approaches to teaching appeared to be anchored in
the relationship with, and understanding of, the individual
student. Third, preceptors set learning goals collaboratively
with the student, based not only on program objectives, but
also with the student as a future physician in mind.

The preceptors’ relationships with their students
developed over time

Preceptors came to care for their students as people

Preceptors described the evolution of a relationship with
their LIC student over the year—an evolution that led to
a personal as well as a professional relationship. They came
to care about their students as people, they became inter-
ested in students’ lives outside of medicine and they be-
came insightful about and respectful of students’ individual
learning needs. They viewed their students holistically and
were concerned not only about their academic progress, but
also about their emotional well-being. Preceptors wanted to
know how their students were doing in other aspects of the
clerkship beyond their own practice context. Illustrative of
this deep relationship, preceptors described conversations
with students about their struggles and their personal lives,
in which students might ask for advice. As one preceptor
elaborated,

I know when he sees his girlfriend ... we talk a lot
about personal stuff that you don’t tell anyone else.
(Participant 8)

Relationships developed with elements of friendship, such
as actively socializing together through dinners and outdoor
activities:
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We [preceptor and student] had a lot in common; her
husband was into hunting and fishing, so was she.
(Participant 4)

Moreover, the relationship-building was embedded in the
small community where everyone knew each other, so these
relationships could be enmeshed in complicated ways. For
example, one preceptor’s spouse made plans to go jogging
with an LIC student based in the community, who was also
a classmate of the preceptor’s student. Because of these
elaborated relationships, preceptors commented that it was
difficult (‘wrenching’—Participant 5) to say goodbye at the
end of the academic year. Some of these friendships per-
sisted beyond the clinical year with the preceptors staying
in touch with their students as friends. Even the one precep-
tor who explicitly disagreed with this notion of developing
a personal relationship with the student (‘I’m not the social
chitty-chatty type and I think they know that ... I’m not their
confidante ... I’m their preceptor’) nonetheless stated later
in the interview that his students have

multiple interactions, with your kids and your family
because they—you’re obviously socializing with them
in various things. (Participant 6)

The preceptor–student relationship enabled trust to
develop

Preceptors explained that they worked closely with stu-
dents, sharing emotionally draining experiences such as
births, deaths and breaking bad news, and debriefing to-
gether after these experiences. As one preceptor articulated:

... there’s a huge trust component that goes on between
the two of you ... you share a lot of life experiences that
can be pretty earth-shattering. (Participant 5)

Preceptors elaborated that trust was built gradually and re-
ciprocally between themselves and the student. They de-
scribed ‘deep’ relationships compared with their experience
of relationships with students on 4-week family medicine
rotations.

Caveats to the longitudinal relationship

Some preceptors spoke of the need to maintain professional
boundaries while enabling this closeness to develop. They
explained that in smaller communities, family physicians
cannot help but see patients socially: through these experi-
ences, the physicians became aware of juggling their differ-
ent roles. With the student, the preceptors also moved back
and forth between listening to personal quandaries, giving
corrective feedback, providing formal direction, and so on:

I struggle with that boundary, where we should be at,
but I try to—but I think they’re okay with that, too,
because if they blow a case or don’t do something
right, I still can give them constructive criticism on
what they should be doing. And they—when you’re in
the office setting, the hospital setting, they—you put
on your different hat, basically, and the students put
on their different hat, too. So I think they’re okay with
that. The feedback I get from the other preceptors, es-
pecially the residents, they’re all kind of social with
their preceptors anyways. (Participant 3)

While preceptors described mostly positive experiences,
they identified the ‘struggling student’ as something that
required a lot of effort. One preceptor elaborated on the
effects of having an academically struggling student for an
entire year:

He couldn’t narrow his net; he’s cast his net way too
wide for problems. It was painful, patients came out
saying, ‘I’m done’ they don’t want to see him again
because it took so long. It was horrible for the prac-
tice. (Participant 3)

The effects of a challenging student were felt by more than
just the primary preceptor.

That made it hard on everybody, and it’s amazing how
one person can make it difficult for everybody. For all
the preceptors. (Participant 5)

Preceptors spoke of these struggling students as a challenge
for the entire teaching community, in part because they ac-
cessed peer and site director support for themselves as well
as their student. In spite of the difficult teaching situation,
they did not seem to lose their empathy for the student.
They continued to speak of the student with compassion,
although no preceptor spoke of a close social relationship
with a student who was struggling academically. However,
even preceptors who had not directly experienced a chal-
lenging student spoke of the fear that a ‘bad student year’
would result in their becoming ‘burned out’ (Participant 9).

Students viewed as junior colleagues

Preceptors considered their students not only as students
who would move on to the next level of training, but also
as future colleagues. Some students stood out as clini-
cally exceptional, and preceptors spoke of these exceptional
students as ‘a colleague without the experience’ (Partici-
pant 1), and gave examples of learning from these students.
As one preceptor stated:

My last year’s student was absolutely phenomenal, so
I can’t really compare anyone to her. It was—she was
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stellar in everything ... I couldn’t teach her anything.
She taught me probably. (Participant 3)

Preceptor approaches to teaching were anchored in
their relationships

The preceptors’ approaches to teaching were influenced by
and anchored in their longitudinal supportive relationships
with their students.

Preceptors created a positive learning environment

Preceptors remembered their own experiences as students
navigating the clinical year, and empathized with their stu-
dents:

I think it’s hard once you get in to recognize there’s
a big transition from starting medical school thinking
you’re going to be this person like on TV and save
these lives and getting there and realizing that’s really
not necessarily the reality. (Participant 2)

Thus, preceptors described making deliberate efforts to cre-
ate a positive learning environment by being friendly, wel-
coming, slowing down their clinic for students so as not
to overwhelm them, and taking interest in the student as
a person. Preceptors were especially careful to be supportive
when providing feedback, although they felt comfortable as
the relationship developed to give clear and corrective feed-
back. The preceptors described such feedback as a central
teaching strategy that promoted student learning. And thus
approached giving feedback as working to improve the stu-
dents’ abilities rather than judging them. They felt that the
trusting relationship with the student could weather even
challenging feedback and difficult circumstances and that
the close relationship with the students in fact facilitated
constructive feedback because it came from a place of car-
ing about the student:

... maybe like almost a marital relationship, you know?
Where you’re more likely to say to your partner, ‘I love
you to pieces, and, but this is an aspect of you that you
know can sometimes rub other people the wrong way.’
(Participant 1)

While preceptors spoke comfortably about giving their stu-
dents feedback, they did not see assessment as their primary
role. The site directors were responsible for the summative
assessments of the students.

Preceptors tailored their teaching to the student

In addition to creating a supportive learning environment,
preceptors described other teaching strategies that they used

with each individual student. They selected patients for the
student carefully in order to maximize their learning with-
out overwhelming them. They negotiated with students to
tailor the learning experiences, not only in terms of diffi-
culty but also in terms of content. Preceptors viewed stu-
dents as unique individuals with their own goals and learn-
ing objectives. For example, if students had particular inter-
ests, preceptors encouraged them to pursue those interests
by providing appropriate patients:

She’s got an orthopaedics exam coming up at the end
of the month so we’re focusing on orthopaedics. She
identified a personal need for more paediatrics so
we’re looking at the kids as well. So it’s mainly driven
by her agenda. But it’s also driven by mine, to some
extent. (Participant 9)

The preceptors’ strategies to enhance their students’ learn-
ing went beyond teaching within their own practices. They
explained that rural communities are by nature tightly con-
nected communities socially and professionally. The pre-
ceptors leveraged their professional networks to enable their
students to learn beyond their own practices:

I have a colleague who only does female health and
I’ve asked her to get my student involved. (Partici-
pant 8)

Preceptors acted as student advocates

Grounded in the relationship, preceptors took on a role not
only as a confidante, but actively taking steps to help stu-
dents with their struggles that were occurring outside of
their own clinic. In this way they acted as student advo-
cates. For example, one student had a minor physical dis-
ability which interfered with his performance in the oper-
ating room, leading to poor evaluations from the surgical
preceptor. The family practice preceptor discussed the con-
dition with the medical student, and as a result the student
started taking medication, with positive results. Another ex-
ample of advocacy arose when a distressed student shared
her personal struggles with her preceptor, who then sup-
ported her through negotiation with the site director.

Finally on the one Friday I said, ‘Are things getting
better?’ And she just said, ‘No,’ and she’s crying.
I said, ‘Well, look, we’ve got to go and talk to the
director.’ So I went down with her ... she just really
was struggling. (Participant 2)

At times this support lasted beyond the clerkship year. One
preceptor described talking with and supporting a former
student who was struggling in their residency program.
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Preceptors’ goals for student learning beyond
program objectives

Whether students were exceptional or arrived with notice-
able gaps, preceptors set goals for their students that went
beyond the program objectives.

Preceptors negotiated learning goals with their student

Preceptors viewed the clerkship as a social process, in
which the preceptor and the student worked together side by
side: learning goals emerged from this collaborative prac-
tice. On a daily basis, preceptors judged how well their
students performed on clinical tasks. They gave feedback
and then set learning goals collaboratively with the student.
Preceptors increased student responsibility as performance
developed, leading to the setting of new learning goals. Pre-
ceptors felt pride in their students’ progress in performing
clinical tasks. Learning goals also included the development
of good relationships with patients.

If you’ve been there long enough you certainly do get
to know your patients. And I think the students get to
feel that. (Participant 4)

Preceptors’ learning goals for students extended beyond
their own clinical practices. They described how students
confided their academic struggles, weaknesses and insecu-
rities that they were experiencing beyond their preceptors’
clinics.

He [student] struggled not just with general practice,
with surgery, obstetrics, all—anaesthesia, elective, all
that, it was the same ... because I knew he was strug-
gling, I went back to basics. (Participant 3)

As the preceptors came to know their students better, they
negotiated learning goals with the student to encourage
unique interests. Students who were interested, for exam-
ple, in obstetrics as a career were encouraged and enabled
to set and meet learning goals that were beyond the usual
level of clerkship.

She was also interested in doing [specialty] so I phoned
up our [specialist] and said, ‘Look, would you take
her and have her spend some time with you.’ (Partici-
pant 2)

Preceptors wanted students to have a realistic view of the
profession

Preceptors wanted students to not only improve their clin-
ical performance but also to understand the rewards and
realities of practising medicine. As one preceptor elabo-
rated:

I think probably one of my proudest times is I had one
[student] that—said, ‘I’ve worked with other doctors
before but I really can see that you love what you do
and you love your patients and they love you.’ (Partic-
ipant 2)

Several preceptors described sharing the challenge of being
wrong or of not knowing everything with students. Precep-
tors indicated comfort with, and a desire to, reveal their own
limitations to students, explaining that this was an important
learning experience for students. Participant 4 explained,

that’s an important message: you cannot know every-
thing ... you can’t always make a diagnosis.

Learning goals included the student’s personal growth

Furthermore, preceptors expected their students to grow not
only in clinical expertise but also in personal maturity. They
wanted students to develop their own voice, become more
confident as people, overcome personal struggles, and find
career paths that would make them happy:

I’ve really come to realize that I really want to see
them sort of sense what they would like to do. (Partic-
ipant 1)

Preceptors developed teaching philosophies

In these ways, preceptors developed their own philosophies
of teaching over time. None of the preceptors claimed that
their self-identity had shifted since becoming an LIC pre-
ceptor; however, they viewed it as another facet to their
profession. They were able to clearly articulate the beliefs
they developed about their teaching styles:

I’m a big believer in that they should be doing it,
rather than just observing, they should be taught to do
it and coached through it. There’s nothing like doing
it yourself. (Participant 3)

This teaching approach linked to their view of student as-
sessment. They described student assessment in terms of the
students being given progressively more challenging tasks.
As preceptors concluded that their students mastered one
task, they then allowed them to perform that task indepen-
dently but moved them to start to learn a more difficult task.
Preceptors described their assessment processes as intrinsic
to the ongoing supervision and progress of their students.
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Discussion

Our study focused on rural family medicine preceptors’
experiences with students attached to them for a year-long
clerkship. Some of our findings are aligned with other
reports in the literature: our preceptors felt rewarded by
their students’ progress [6, 7], strengthened by the learn-
ing they themselves accomplished [6], and supported by
student companionship [15]. The participants in our study
were confident delivering clear corrective feedback and set-
ting learning goals to increase their students’ participation
in patient care. Both are hallmarks of effective clerkship
supervision [16, 17].

In addition, in this study we were struck by the con-
stant focus of the preceptor on the developing relationship
with the student, and the affordances of that relationship.
Because of the trust that developed over time, preceptors de-
scribed opportunities for advocacy, for understanding and
addressing student difficulties, of supporting progression of
independence, and of collaboration in negotiating learning
goals. Furthermore, several of our study participants had
also precepted students for shorter rural family medicine
blocks, and were able to reflect on the different experiences
with students between the two, expanding our understand-
ing. We found that preceptors in a year-long LIC established
close relationships with students, saw the student as exist-
ing beyond the boundaries of the academic preceptor-stu-
dent interaction, and supported and enabled growth. This
student growth developed along personal as well as pro-
fessional trajectories. These teaching and learning trajec-
tories enabled by family physician preceptors and created
through relationships have been described elsewhere [18].
Those participants who had precepted students for shorter
blocks reflected that this expanded and deeper relationship
was enabled by the length of the clerkship.

We do not assume that this relationship development is
necessarily a positive force in all student experiences. In-
deed, readers may respond to some of the descriptions of
‘friendship’ and ‘social activities’ with concern and anxiety
about professional boundaries. However, rural physicians
are adept at negotiating complex boundaries that shift be-
tween friendship and physician-patient relationships [19].
The interactions between student and preceptor in small
rural communities are necessarily multifaceted, especially
when the engagement is longitudinal and immersive. Un-
like others’ experience [20, 21], preceptors in our study
were comfortable shifting between personal and profes-
sional relationships with students, and between evaluating
and coaching them.

Although preceptors were comfortable with shifting
boundaries, we do not know how the students themselves
responded to the inherent ambiguity in their relationships
with their preceptors. Others have suggested that learn-

ers can be particularly sensitive to role conflict between
assessing and coaching in their preceptors [22]. In our
study setting, the preceptors were responsible for formative
assessment and feedback encompassed in clinical supervi-
sion, but site directors were responsible for final summative
assessments. This division of assessment responsibility in
our setting may have mitigated such student concerns in
our setting, where LIC students have described critical
feedback as supportive in the context of a caring preceptor
[23].

Beyond assessment and feedback, LIC students have de-
scribed the collaborative relationship with their preceptors
as a supportive and caring partnership based on mutual
goals [23–25]. Students felt that the relationship motivated
them and enhanced their learning: they appreciated the in-
vestment made in them by their preceptors. They said that
preceptors’ efforts to know them as individuals including
in their personal life augmented the relationship [24]. Trust
and respect on the part of the preceptor appeared foun-
dational for students to feel comfortable expressing their
uncertainties with clinical medicine [23].

Arguably, having and developing relationships is crucial
in the learning process. Relationships have been shown
to underpin effective clinical supervision [16], influence
the amount of teaching that takes place [26], affect the
usefulness of feedback [27–29], contribute to effective
working relationships between peers [30] and contribute to
professional identity formation [31]. These findings across
domains in medical education lend evidence to the im-
portance of affective relationships with students as a key
factor to learning in clinical years. As such, we consider
that one mechanism for the positive learning outcomes in
LICs may rest on the strength of the relationships with
students reported by our participants. While preceptors
described mostly positive relationships with students, we
recognize that some relationships could encompass inter-
personal difficulty that could lead to ongoing distress for
students in a longitudinal placement. Furthermore, some
students posed difficulties for the preceptors, and the burden
of a struggling student was exacerbated by the placement
being for a year.

Our preceptors described standard activities of pre-
cepting such as teaching, assessing and giving feedback.
However, they also described acts of mentoring, providing
friendship and engaging students in social and professional
networks. In urban tertiary care settings, these various roles
are distributed amongst a number of preceptors and beyond
the program itself; this may lead to no one individual ex-
periencing the student as a complete person. Epstein [32]
explains that collaboration, coaching, advocacy, and ex-
ploring feelings were all ways in which community-based
physician preceptors created a safe learning environment
for students.
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Study limitations

We recognize that this was a small study, set in one medi-
cal school. However, our participants were varied and were
drawn from three different sites. Participation in the study
was voluntary, and may have attracted preceptors with posi-
tive experiences. In addition, the students were self-selected
to this model of clerkship. Further, we caution against trans-
ferring our findings to other LIC models and settings: Cana-
dian family practice is focused on longitudinal relationships
with patients. This may have influenced both our precep-
tors, as well as our own perceptions of preceptors’ expe-
rience. Across Canada [33], the USA [34] Europe [35],
and beyond, the discipline of family medicine places the
longitudinal relationship with the patient at the centre of
the provision of care. The orientation of preceptors we un-
covered in our study toward student centredness may arise
from the family physicians’ professional discipline. Docu-
ments describing family medicine [36] include such state-
ments as: ‘develops a person-centred approach; promotes
patient empowerment; and establishes a relationship over
time’. Family physicians themselves articulate this longitu-
dinal relationship as a key professional attribute [33]. We
hypothesize that this orientation to relationship-based care
may naturally engage the family practice preceptor in rela-
tionship-based teaching, thus potentially reducing the trans-
ferability of our findings to preceptors drawn from other
disciplines. Furthermore, preceptors in our study may have
been recruited to teach because they are perceived as car-
ing individuals. Family physicians in Canada are trained to
be patient-centred [37]. Three key tenets of patient-centred-
ness [37] resonate with the relationships our preceptors had
with their students. These are: seeing the patient [student] as
a person, sharing power and responsibility, and developing
a therapeutic [educational] alliance. Preceptors in our study
developed holistic views of their students, negotiated shared
goals, and developed trusting relationships. These activities
may have drawn upon (Canadian) family physicians’ ex-
pertise in delivering patient-centred care to their patients.
Finally, we would note that we were unable to separate out
the effects of being a family physician preceptor from the
effects of being a rural preceptor.

Because our study was based in a rural setting, we are
unable to transfer these findings to urban LICs. The extent
to which the geographical setting and the rural community
experience influenced the development of relationships is
unknown.

Implications for research and practice

We would welcome investigation of preceptor experiences
in other settings, including urban LICs and other countries
to examine whether our findings are specific to Canada and

we call for further studies to disentangle the threads of fam-
ily physician or rural impact on medical students’ learning,
and to differentiate family physicians teaching in longitu-
dinal models from that of other disciplines. Furthermore,
this study did not investigate the impact of teaching on the
physician’s professional identity. As clinical teaching en-
gages more community-based physicians, this experience
will become a question to address.

Although this was an exploratory study, it has imme-
diate implications for faculty development for preceptors
teaching in longitudinal models. Most faculty development
for community preceptors focuses on basic skills of clinical
supervision and delivering feedback. However, our findings
suggest that LIC preceptors may need support in sorting
out the fluid nature of the relationship, the boundary setting
with their students, and ongoing support with challenging
students. Medical education programs more broadly might
encourage the development of supportive preceptor-student
relationships through seeking out caring, empathic physi-
cians as preceptors and articulating the importance of these
relationships in clinical supervision.

Conclusions

Given the positive outcomes of LICs for students, it behoves
us to carefully examine the experiences of preceptors and
their teaching processes that may contribute to these out-
comes. Our findings suggest that rural family medicine pre-
ceptors developed engaged and trusting relationships with
their students over time. These relationships imbued all ac-
tivities of teaching and learning with an individual and per-
sonal focus. This orientation may be a key factor in sup-
porting the learning outcomes demonstrated for students
studying in rural LICs.

Acknowledgements Cary Cuncic would like to thank Tara Kennedy
for her initial discussions prior to the commencement of the study and
to Charlotte Rees, who provided guidance and supervision in writing
the study for consideration of a Master’s thesis.

Funding Source of support in the form of grant for this project was
provided by a Faculty Development Initiatives Grant from the Univer-
sity of British Columbia.

Conflict of interest At the time of the study, C. Cuncic was supported
financially through the Centre for Health Education Fellowship Pro-
gram and H. Frost was supported with a Centre for Health Education
postdoctoral salary award. G. Regehr and J. Bates declare that they
have no competing interests.

Ethical standards All procedures performed in studies involving hu-
man participants were in accordance with the ethical standards of the
institutional and/or national research committee and with the 1964
Helsinki declaration and its later amendments or comparable ethical
standards. Informed consent was obtained from all individual partici-
pants included in the study.



108 C. Cuncic et al.

Open Access This article is distributed under the terms of the
Creative Commons Attribution 4.0 International License (http://
creativecommons.org/licenses/by/4.0/), which permits unrestricted
use, distribution, and reproduction in any medium, provided you give
appropriate credit to the original author(s) and the source, provide a
link to the Creative Commons license, and indicate if changes were
made.

References

1. Strasser R, Hirsh D. Longitudinal integrated clerkships: transform-
ing medical education worldwide? Med Educ. 2011;45:436–7.

2. Worley P, Couper I, Strasser R, et al. A typology of longitudinal
integrated clerkships. Med Educ. 2016;50:922–32.

3. Norris TE, Schaad DC, DeWitt D, Ogur B, Hunt D, members of
The Consortium of the Longitudinal Integrated Clerkships. Lon-
gitudinal integrated clerkships for medical students: an innovation
adopted by medical schools in Australia, Canada, South Africa, and
the United States. Acad Med. 2009;84:902–7.

4. Thistlethwaite JE, Bartle E, Chong AAL, et al. A review of longi-
tudinal community and hospital placements in medical education:
BEME Guide No. 26. Med Teach. 2013;35:e1340–e64.

5. Walters L, Greenhill J, Richards J, et al. Outcomes of longitudinal
integrated clinical placements for students, clinicians and society.
Med Educ. 2012;46:1028–41.

6. Tehrani A, O’Brien BC, Masters DE, Poncelet AN, Robertson PA,
Hauer KE. Burden, responsibility and reward: preceptor experi-
ences with the continuity of teaching in a longitudinal integrated
clerkship. Acad Med. 2009;84(10suppl):S50–S3.

7. Walters L, Prideaux D, Worley P, Greenhill J. Demonstrating the
value of longitudinal integrated placements to general practice pre-
ceptors. Med Educ. 2011;45:455–63.

8. Weston KM, Hudson JN. Clinical scholarship among preceptors su-
pervising longitudinal integrated medical clerkships in regional and
rural communities of practice. Aust J Rural Health. 2014;22:80–5.

9. Worley P, Esterman A, Prideaux D. Cohort study of examination
performance of undergraduate medical students learning in com-
munity settings. BMJ. 2004;328:207–9.

10. Zink T, Power DV, Finstad D, Brooks KD. Is there equivalency be-
tween students in a longitudinal, rural clerkship and a traditional
urban-based program? Fam Med. 2010;42:702–6.

11. Mihalynuk T, Bates J, Page G, Fraser J. Student learning ex-
periences in a longitudinal clerkship programme. Med Educ.
2008;42:729–32.

12. Worely P, Silagy S, Prideaux D, Newble D, Jones A. The paral-
lel rural community curriculum: an integrated clinical curriculum
based in rural general practice. Med Educ. 2000;34:558–65.

13. Charmaz K. Grounded theory: objectivist and constructivist meth-
ods. 2nd ed. Handbook of qualitative research. Thousand Oaks:
SAGE; 2000.

14. Haidet P, Stein H. The role of the student–teacher relationship in
the formation of physicians. J Gen Intern Med. 2006;21:S16–20.

15. Kollisch DO, Frasier PY, Slatt L, Storaasli M. Community precep-
tors’ views of a required third-year family medicine clerkship. Arch
Fam Med. 1996;6:25–8.

16. Kilminster S, Jolly B. Effective supervision in clinical practice set-
tings: a literature review. Med Educ. 2000;34:827–40.

17. Dornan T, Boshuizen H, King N, Scherpbier A. Experience-based
learning: a model linking the processes and outcomes of medical
students’ workplace learning. Med Educ. 2007;41:84–91.

18. Van der Zwet J, Dornan T, Teunissen P, de Jonge L, Scherp-
bier A. Making sense of how physician preceptors interact with
medical students: discourses of dialogue, good medical practice,
and relationship trajectories. Adv Health Sci Educ Theory Pract.
2014;19:85–98.

19. Brooks KD, Eley DS, Pratt R, Zink T. Management of professional
boundaries in rural practice. Acad Med. 2012;87:1091–5.

20. Cavalcanti RB, Detsky AS. The education and training of future
physicians: why coaches can’t be judges. JAMA. 2011;306:993–4.

21. Bogo M, Regehr C, Power R, Regehr G. When values collide. Clin
Superv. 2007;26:99–117.

22. Deketelaere A, Kelchtermans G, Struyf E, De Leyn P. Disentan-
gling clinical learning experiences: an exploratory study on the dy-
namic tensions in internship. Med Educ. 2006;40:908–15.

23. Bates J, Konkin J, Suddards C, Dobson S, Pratt D. Student percep-
tions of assessment and feedback in longitudinal integrated clerk-
ships. Med Educ. 2013;47:362–74.

24. Hauer KE, Hirsh D, Ma I, et al. The role of role: learning in lon-
gitudinal integrated and traditional block clerkships. Med Educ.
2012;46:698–710.

25. Hauer KE, O’Brien BC, Hansen LA, et al. More is better: stu-
dents describe successful and unsuccessful experiences with teach-
ers differently in brief and longitudinal relationships. Acad Med.
2012;87:1389–96.

26. Miloslavsky EM,McSparron JI, Richards JB, Puig A, Sullivan AM.
Teaching during consultation: factors affecting the resident–fellow
teaching interaction. Med Educ. 2015;49:717–30.

27. Watling CJ, Kenyon CF, Zibrowski EM, et al. Rules of engagement:
residents’ perceptions of the in-training evaluation process. Acad
Med. 2008;83:S97–S100.

28. Telio S, Ajjawi R, Regehr G. The ‘Educational Alliance’ as a frame-
work for reconceptualizing feedback in medical education. Acad
Med. 2015;90:609–14.

29. Voyer S, Cuncic C, Butler D, MacNeil K, Watling C, Hatala R. In-
vestigating conditions for meaningful feedback in the context of an
evidence-based feedback programme. Med Educ. 2016;50:943–54.

30. Chan T, Sabir K, Sanhan S, Sherbino J. Understanding the impact of
residents’ interpersonal relationships during emergency department
referrals and consultations. J Grad Med Educ. 2013;5:576–81.

31. Monrouxe LV. Identity, identification and medical education: why
should we care? Med Educ. 2010;44:40–9.

32. Epstein RM, Cole DR, Gawinski BA, Piotrowski-Lee S, Ruddy NB.
How students learn from community-based preceptors. Arch Fam
Med. 1998;7:149–54.

33. Beaulieu M-D, Rioux M, Rocher G, Samson L, Boucher L. Family
practice: professional identity in transition. A case study of family
medicine in Canada. Soc Sci Med. 2008;67:1153–63.

34. Future of Family Medicine Project Leadership Committee. The
future of family medicine: a collaborative project of the family
medicine community. Ann Fam Med. 2004;2(suppl 1):S3–S32.

35. Europe W. The European definition of general practice/family
medicine. Barcelona: WONCA Europe; 2002.

36. Levenstein JH, McCracken EC, McWhinney IR, Stewart MA,
Brown JB. The patient-centred clinical method. 1. A model for
the doctor-patient interaction in family medicine. Fam Pract.
1986;3:24–30.

37. Mead N, Bower P. Patient-centredness: a conceptual framework and
review of the empirical literature. Soc Sci Med. 2000;51:1087–110.

Cary Cuncic MMed, MD, is a general internist and clinical instructor
in the department of medicine at the University of British Columbia.
She is the associate program director of the internal medicine residency
program. Her research interests include relationship-centred care and
undergraduate ambulatory education.

Glenn Regehr PhD, obtained his doctorate in cognitive psychology
from McMaster University. He cofounded the Wilson Centre for Re-
search in Health Professions Education at University of Toronto. He is
a senior scientist and associate director of research, Centre for Health
Education Scholarship and Professor (surgery) at University of British
Columbia.

http://creativecommons.org/licenses/by/4.0/
http://creativecommons.org/licenses/by/4.0/


Family physicians’ teaching experiences 109

Heather Frost PhD, completed her doctorate degree in cultural ge-
ography at the University of British Columbia. She completed a post-
doctoral degree in medical education at the Centre for Health Edu-
cation Scholarship at the University British Columbia. She currently
works as a manager in the Office of Research Education.

Joanna Bates MD, CCFP, is a non-practising family physician and
professor at the University of British Columbia. Her many positions
include senior associate dean, undergraduate medical education. She
led the doubling of the undergraduate program and its distribution to
new provincial campuses. She is founding director of the Centre for
Health Educations Scholarship.


	It’s all about relationships
	Abstract
	What this paper adds
	Introduction
	Methods
	Setting
	Study population
	Study design
	Data collection
	Data analysis
	Research team

	Results
	Participants
	The preceptors’ relationships with their students developed over time
	Preceptors came to care for their students as people
	The preceptor–student relationship enabled trust to develop
	Caveats to the longitudinal relationship
	Students viewed as junior colleagues

	Preceptor approaches to teaching were anchored in their relationships
	Preceptors created a positive learning environment
	Preceptors tailored their teaching to the student
	Preceptors acted as student advocates

	Preceptors’ goals for student learning beyond program objectives
	Preceptors negotiated learning goals with their student
	Preceptors wanted students to have a realistic view of the profession
	Learning goals included the student’s personal growth
	Preceptors developed teaching philosophies


	Discussion
	Study limitations
	Implications for research and practice

	Conclusions
	References


