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Purpose: The predicted shortage of primary care physicians emphasizes the need to increase 

the family medicine workforce. Therefore, Swiss universities develop clerkships in primary 

care physicians’ private practices. The objective of this research was to explore the challenges, 

the stakes, and the difficulties of clinical teachers who supervised final year medical students 

in their primary care private practice during a 1-month pilot clerkship in Geneva.

Methods: Data were collected via a focus group using a semistructured interview guide. Par-

ticipants were asked about their role as a supervisor and their difficulties and positive experi-

ences. The text of the focus group was transcribed and analyzed qualitatively, with a deductive 

and inductive approach.

Results: The results show the nature of pressures felt by clinical teachers. First, participants 

experienced the difficulty of having dual roles: the more familiar one of clinician, and the new 

challenging one of teacher. Second, they felt compelled to fill the gap between the academic 

context and the private practice context. Clinical teachers were surprised by the extent of the 

adaptive load, cognitive load, and even the emotional load involved when supervising a trainee 

in their clinical practice. The context of this rotation demonstrated its utility and its relevance, 

because it allowed the students to improve their knowledge about the outpatient setting and to 

develop their professional autonomy and their maturity by taking on more clinical responsibilities.

Conclusion: These findings show that future training programs will have to address the needs 

of clinical teachers as well as bridge the gap between students’ academic training and the skills 

needed for outpatient care. Professionalizing the role of clinical teachers should contribute to 

reaching these goals.

Keywords: clinical teacher, clinical teachers’ training, clerkship in private clinical practice, 

supervision, primary care

Introduction
Many countries face a lack of primary care physicians to meet the increasing demands 

in health care because of an aging population suffering from chronic diseases and 

multimorbidity.1–3 Reports have put forward the added value of a strong primary health 

care system recognizing the role of primary care as a pivotal organization for ensuring 

proper use of professional skills in the management of such patients.4 As Starfield has 

stated, one of the major challenges to primary care practice concerns recognizing and 

managing multimorbidity. Outpatient care is therefore at the center of efficient health 

care system models.5,6 In this perspective, it is essential to guarantee the training, from 

now on, of sufficient primary care physicians in the outpatient context.
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Many studies have highlighted the importance of the 

learning context for physicians in training, underlining the 

need for immersion into clinical practice while receiving 

targeted supervision to develop their competencies.7–9 Skills 

such as history taking, physical examination, patient com-

munication, and professionalism are indeed best learned in 

the clinical setting.10 In this regard, the outpatient setting 

represents a real challenge, with little time for planned and 

structured teaching, brief interactions between students and 

physicians, and little or no control over the organization of 

working hours, the flow of patients, and the clinical situa-

tions.11,12 However, it also offers a privileged learning setting 

that allows the observation and follow-up of acute and chronic 

illnesses and the teaching of preventive medicine, medical 

interview communication techniques, as well as psychosocial 

aspects of various illnesses.12–14 Given the reduction in the 

length of hospital stays, it has also become an excellent set-

ting for students to learn how to manage subacute diseases.11 

This training could start at a pregraduate level if primary care 

physicians teach students within their private practices.15

Experiences in outpatient setting have been reported 

as pleasant and fruitful to patients, staff, and students,16 

but there has been very little research published in the last 

decade about the experience of primary care supervisors in 

their private practice.

Seven factors of teaching effectiveness have been 

described by Irby et al:17 knowledge, organization and clar-

ity, enthusiasm, group instructional skills, clinical supervi-

sion skills, clinical competence, and modeling professional 

characteristics. Recent studies on teaching methods tell 

us that the quality of the supervision depends less on the 

clinical experience of the physician than on his/her skills as 

a clinical teacher.7,18,19 The latter has to be able to combine 

two roles: that of a clinician, attentive to the resolution of 

his/her patient’s problem, and that of a teacher, concerned 

about adapting himself to the needs of his learner and able 

to support him in his learning.20,21

Howe22 has stressed the importance of payment and work-

load as key issues, as well as the need to implement conditions 

encouraging a “cycle of satisfaction”, which increases the 

likelihood of physicians’ long-term commitment to teach. 

In order for this cycle to work, the clinical teacher should 

be both motivated and competent. Larsen and Perkins have 

underlined that the intrinsic motivation is a key factor for 

primary care physicians to accept teaching, while questions 

of infrastructure, financial, and other extrinsic rewards seem 

secondary.23

Steinert was interested in the systemic perspective and the 

challenges related to this pedagogical relationship between 

supervisor and trainee, especially for students who encounter 

difficulties. In 2013, she developed a conceptual framework 

highlighting three different sources for learners encounter-

ing difficulties: from the learner himself/herself, from the 

teacher, and from the context in which they are acting.24 

She underlined the value of this systemic perspective as a 

way to develop the reflexive dimension of the teacher when 

identifying the learner’s strengths or weaknesses.

Switzerland, as other countries, faces these challenges. 

To address this issue, a national program called “the Swiss 

Masterplan for Primary Care and Family Medicine”25,26 was 

sponsored by the Swiss University Conference and delegated 

to the five Swiss institutes of primary care medicine.

In this context, a compulsory 1-month clerkship in 

private practice during the student’s final year was recently 

introduced by Lausanne (2010) and Geneva (August 2015) 

Medical Schools. In preparation, we developed a 1-month 

pilot clerkship in Geneva between 2013 and 2015. For this 

pilot clerkship, clinical teachers who hosted students did 

not receive any formal pedagogical training but were sent a 

written guide with basic information and some instructions.

Referring to the conceptual framework proposed by 

Steinert, as well as to the dual role of the clinical teacher,20 

the objective of this research was to explore the challenges, 

the stakes, and the difficulties encountered by clinical teachers 

who supervised students in their primary care private prac-

tice during a pilot rotation for final year medical students in 

Geneva. The results would provide helpful recommendations 

that would shape future clerkships and make them sustainable.

Methods
In this exploratory study, a qualitative approach was used to 

explore clinical teachers’ perceptions and experiences during 

the rotation. This research was conducted in January 2015 by 

researchers from the Unit of Primary Care (UIGP), Faculty 

of Medicine, University of Geneva. Participants provided 

written consent for participation and for the use of audio-

recorded material. The anonymity of the participants, places 

of work, and cited names were guaranteed.

Setting and participants
Among 13 primary care physicians working in private clinical 

practice in Geneva who had hosted a final year medical student 

for a 1-month pilot clerkship between 2013 and 2015, 10 were 

invited by e-mail to participate in the study and be part of a 
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focus group meeting. Three were excluded for various reasons: 

two of them were part of our UIGP and had a close contact 

with our researchers’ team and one of them was excluded for 

various reasons. The selection process was on a voluntary basis, 

and five of the clinical teachers agreed to participate (Table 1).

Data collection
All data were collected during a single focus group. The focus 

group method was selected in order to garner the depth and 

complexity of responses and to gain the benefits of group 

interaction.27 The focus group took place in a room of the 

Medical School of the University of Geneva. Two researchers 

(a physician and a medical education specialist) conducted 

the focus group, and one researcher (an educational scientist) 

observed and took some notes.

First, the participants were asked to describe themselves 

and provide sociodemographic characteristics (years of expe-

rience in private practice, type of private clinical practice 

[small or big structure and number of physician(s) working 

in the private practice], specificity of the clinical practice [eg, 

specialization in homeopathy], and date of clerkship) (Table 1).

Then, the interviewers conducted the focus group, asking 

the participants about their role of supervisor, the difficulties 

and satisfactions they had experienced, and their needs for 

the future as clinical teachers.

The interview guide (Supplementary material) was 

pretested 1 month before the focus group with two clinical 

teachers who did not participate in the study. The focus group 

was audio recorded, transcribed, and anonymized. The focus 

group interview was conducted in French and the transcrip-

tion was translated to English by Jennifer Hasselgård-Rowe.

Analysis
Content analysis was used to analyze the data, using a deduc-

tive and inductive approach.28 It was deductive because the 

code categories relating to the conceptual framework of Stein-

ert24 were first used and inductive because new content was 

then coded and classified according to the method described 

by Saldana.29 The quality of the analysis was reinforced by 

the triangulation of the researchers.

First, two researchers consisting of a family physician 

(ACPM) and an educationalist (VM-J) independently identi-

fied, coded, and classified the content of the transcripts using 

the ATLAS.ti software (version 7.5.3; ATLAS.ti Scientific 

Software Development GmbH, Berlin, Germany). They 

then compared and discussed their coding until a consensus 

was reached. The third researcher (M-CA) cross-checked 

the coding.

Ethics approval and informed consent
The study was granted a waiver from approval by the 

Research Ethics Committee of Geneva, because it did not 

include any patients for the data collection. Participants 

provided written consent for participation and for the use of 

audio-recorded material.

Results
The results were divided into the following three categories: 

the clerkship context, the students and the optional clerkship, 

and the clinical teachers and the student–teacher relationship. 

These categories correspond to the three poles suggested in 

Steinert’s conceptual framework.

The clerkship context
All the participants mentioned the relevance of the clerkship 

for the students, as it enabled them to discover the specificities 

of outpatient care. Indeed, these students had the opportunity 

to immerse themselves into the reality of outpatient settings 

and, for the first time, were able to take care of patients as a 

whole and as a part of an ongoing process.

Table 1 Participants’ characteristics

Clinical 
teachers

Gender Number of years 
of experience in 
private practice

Type of private 
clinical practice

Specificity of the clinical 
practice

Date of the clerkship and number of 
received student(s)

Clinical 
teacher 1

M 1 Large structure Not specified Two students in May 2014 and in October 
2014, in tandem with a colleague

Clinical 
teacher 2

M 3 Large structure Not specified Two students in Mai 2014 and in October 
2014, in tandem with a colleague

Clinical 
teacher 3

M 20 Group practice of 
four physicians

Specialization in endocrinology 
and diabetology

One student in November 2014, in 
tandem with a colleague

Clinical 
teacher 4

F 24 Group practice of 
two physicians

Specialization in homeopathy and 
burnout

One student in November 2014

Clinical 
teacher 5

F 31 Group practice of 
two physicians

Specialization in psychosomatic 
illnesses

One student in August 2014

Abbreviations: F, female; M, male.
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They are not at all the same patients as in the hospital 

context. […] [At the hospital], in a sense, the triage has 

already been done. […] For us, the difficulty is to catch the 

ones who are headed in a bad direction. [Clinical teacher 2]

This clerkship also enabled students to go beyond their 

initial prejudices regarding primary care.

She [the student] came to this clerkship to confirm that 

indeed primary care medicine was not what she needed but 

she left saying: “Is it possible to come back as a resident 

here, it interests me and, well, I can imagine myself in this, 

this specialty”. [Clinical teacher 1]

As a matter of fact, it is, it was also very surprising how 

she came not only with her own personal baggage but also 

with prejudices such as: Outpatient care, internal medicine, 

private practice, it’s a bit. [Clinical teacher 2]

[…] Sore throats and [brand name of Bromazepam]. 

[Clinical teacher 1]

[…] Because we do geriatrics. [Clinical teacher 4]

The clinical teachers discovered that in what ways this 

clerkship context could help the students to develop auton-

omy and professional maturity.

What surprised me, is how cool she found this clerkship. 

[…] To have a desk. […] To have patients. […] To be able 

to discuss things with them, examine them. She was very 

surprised. And I wasn’t necessarily expecting that. [Clini-

cal teacher 2]

By talking with the student, she [the student] said that 

she did a lot of clerkships as an observer, where finally she 

follows the resident. [Clinical teacher 2]

All the participants also noted the positive way that 

patients not only accepted the students but also valued their 

physicians’ role of supervisor in the context of their private 

practice. However, it must be noted that all the patients got 

the chance to see their physician at a certain point during 

their consultation.

I would like to go back to the point of explaining the clinical 

reasoning. On the one hand I found it to be a very interesting 

exercise for me and it had completely surprising effects on 

the patients who, frequently, were extraordinarily happy to 

hear all that I was doing. [Clinical teacher 5]

In the end, I think that the patients found the idea that 

we were trainers rather nice. I have the impression that 

for them, it was more important to realise that we had the 

capacity to train, rather than saying to themselves: “Ah, I am 

going to be taken care of by a learner”. [Clinical teacher 1]

The students and the optional clerkship
For this pilot clerkship, the students were volunteers and 

most of them were interested in specializing in primary care 

medicine.

And, in fact, what remains a worry for me is that I am 

conscious of the fact that we didn’t have so-called normal 

students, we had very willing, very motivated people who 

did an optional clerkship. And that, that’s ok, we won’t have 

this population sample from this year onwards. There we 

go, so it is true that what worries me is more how we will 

manage difficult students. [Clinical teacher 1]

The clinical teachers and the student–
teacher relationship
All the clinical teachers of this study expressed a feeling 

of gratification linked to supervising a student in their pri-

vate practice. They clearly considered themselves as a role 

model and initiator, enthusiastically describing the teaching 

moments when the student was able to discover a new aspect 

of his/her future job or to practice a medical intervention 

“for the first time”.

So, I was able to supervise her for her first stitches. […] 

There were the stitches, so I had to redo a few but I mean I 

showed her and afterwards she was able to do them. […] And 

I found that this was a good moment because it’s like get-

ting someone to stand on his own feet. [Clinical teacher 5]

One of the magical moments was when we had the 

“luck” to have a case of pneumonia with a pleural rub. […] 

And when she heard that, I really got the impression that 

she saw the light. Because she said: “I have heard so much 

about this pleural rub, I couldn’t imagine what it was and 

there, we heard it so well”. […] And that I found really neat 

because she was surprised herself by what one can discover. 

[Clinical teacher 4]

Nevertheless, the clinical teachers also highlighted the 

lack of clearly defined learning objectives and assistance 

with regard to the organization of the student’s venue into 

the private practice. They also noted the students’ lack of 

specific knowledge in outpatient medicine, which made their 

supervisory task more difficult.

So I think that for me it was difficult to define learning objec-

tives, because the hospital model gives students objectives 

for everything, they don’t formulate them themselves. So 

there were difficulties in being curious enough to say: “Well 

hang on, I would need this”. [Clinical teacher 5]

Powered by TCPDF (www.tcpdf.org)

www.dovepress.com
www.dovepress.com
www.dovepress.com


Advances in Medical Education and Practice 2018:9 submit your manuscript | www.dovepress.com

Dovepress 

Dovepress

21

Clerkships in primary care physicians’ private practices

There would certainly be important preparatory work 

to be done, which could easily be done beforehand, outside 

the private practice, which would make my task easier. 

[Clinical teacher 5]

So, they used their personal resources and motivations to 

define the objectives.

I had to make up the instructions. […] The first day, you 

interview some patients, she is sitting next to you; the sec-

ond day, she interviews some patients and you are sitting 

next to her and the third day she starts interviewing some 

patient by herself. […] Did I invent the instructions or what? 

[Clinical teacher 4]

I am the one who developed this objective for myself 

because I found that as a teacher, I cannot say to her: “Now 

you give him the [brand name of: Enalapril] and it’s done”. 

[Clinical teacher 4]

They used these same individual competencies and quali-

ties, with creativity and proactivity, to integrate the student 

in the private practice.

In our case, one month before the clerkship we prepared a 

nice little flyer with a little drawing. We explained them [the 

patients] that we are a private practice that trains students; 

that in a month they might have a student [as doctor], that 

they were free to say yes or no. [Clinical teacher 4]

All the participants said that they were “pushed around” 

by the arrival of a student in their context: first, they had to 

resolve logistical problems such as the lack of devoted space 

and the reorganization of the consultation plan. The structure 

of group practices with several physicians clearly facilitated 

the organization of the work and the joint management of 

patients.

We did what we could to accommodate the student as 

much as possible. […] It is very difficult to host someone 

[a student] into a practice with two doctors or in a place 

where there are 10 primary care physicians in addition to 

the specialists, an entire administrative staff, the assistants 

and the X-ray centre. […] It requires preparation. [Clinical 

teacher 1]

From an organizational point of view, I think that little 

by little, it will be necessary to create a manual “clinical 

teachers for dummies”. [Clinical teacher 3]

For me, it’s one of the reasons for which I will no longer 

take in a 6th year medical student. Because for me, it seems 

extremely difficult as long as we haven’t solved the room 

problem. [Clinical teacher 3]

The clinical teachers felt disorganized in their usual 

work rhythm by the arrival of a third person in their work 

environment.

I was much more tired in the evenings. Normally I go home 

[…], I am not tired. But here, I went home, I was tired 

because there were always unexpected things and I still 

had to watch her for hours because she had a tendency to 

go over time. [Clinical teacher 4]

I hope that the students will be sensitive to that, prepared 

for that, to not be disruptive, because it’s still an adaptation 

for us to host a student. [Clinical teacher 1]

I have a huge office for me so I left her my desk. […] 

But I wouldn’t do it for two months in a row. […] I was 

exhausted at the end. [Clinical teacher 4]

Explaining their clinical reasoning and practices to the 

student was an effort for all of the clinical teachers. This 

represented an unexpected cognitive load, which led to tired-

ness and loss of efficacy.

It’s an effort to explain common things clearly. It’s true that 

one has to make an effort to put words on things that are 

obvious for us. [Clinical teacher 3]

I found it difficult to conceptualise the automatic 

reflexes that we have. […] And that was really difficult for 

me: to put words on, to formulate why I chose this and then 

not that, and then why I put this [treatment] but not that. 

[Clinical teacher 4]

In addition, the clinical teachers described some unease 

and uncertainty in the patient–student–teacher triad.

My student was leading the interview [with the patient] 

and then […] I was able to assist a bit from the outside 

and thought “ hmm… it works between the two of them”. 

One could feel that they had good chemistry between 

them. The patient was not looking at me but at her, […] 

I found that it was a rather strange moment, to be in my 

own practice and to see that someone else suddenly arrives 

and creates this kind of bond. I could just get up and leave. 

[Clinical teacher 2]

I am rather protective of my patients. Obviously, I 

know them since a long time. I realised I was afraid that my 

patients would be pushed around, I wouldn’t say mistreated 

because I didn’t think she was really going to mistreat them. 

[…] But still, I was worried that things would go well, 

that there would not be any clashes. I also have relatively 

fragile patients in my specialty. Actually, I still needed to 

have control over what was happening. [Clinical teacher 5]
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Finally, when the clinical teachers reported their super-

visions, they primarily described an interactive model, 

essentially centered on the clinical case management. They 

described themselves as role models, concerned about trans-

mitting their interest for primary care, and using specific 

teaching methods addressing the needs of their student.

For us, our job description was: “This clerkship has been 

created because there are not enough primary care physi-

cians and people have to like primary care and realise that 

it is not boring”. [Clinical teacher 1]

I am relatively convinced that everyone has not learned 

how to supervise, full stop. I still think that we come from a 

profession where I think that we have all been trained […] 

to: “See one, do one, teach one” […] That’s it. And, um, 

I think that today it’s something else. [Clinical teacher 2]

Discussion
The objective of this research was to explore the challenges, 

the stakes, and the difficulties of clinical teachers who super-

vised final year medical students in their primary care private 

practices during a 1-month pilot clerkship in Geneva.

The clerkship context demonstrated its utility and its 

relevance, as supervisors felt that it enabled students to better 

discover the outpatient context and to develop their profes-

sional autonomy and maturity by taking on more clinical 

responsibilities. The month spent within the medical private 

practices also enabled some students to go beyond their preju-

dices and to better understand the challenges and reality of 

outpatient medicine as well as the specific work of primary 

care physicians in private practices. On the patients’ side, 

they accepted the students and appreciated their physician 

also being a teacher, as described by Latta.30

However, this clerkship context also revealed weaknesses: 

the clinical teachers found that the students’ curriculum was 

not sufficiently related to the reality of primary care. Indeed, 

it was difficult both for the students, unfamiliar with the 

context, and the clinical teachers, not knowing what they 

could expect from their students, to define specific learning 

objectives. Finally, the contexts as well as the clinical teach-

ers’ teaching skills were very heterogeneous and it made these 

clerkships very enriching but potentially, also very unequal.

The clinical teachers reported enthusiastic and motivated 

students. This had very positive consequences on their own 

motivation and enhanced their investment in their teaching 

role. These findings are consistent with the cycle of satisfac-

tion described by Howe.22 However, we must take into account 

that the students were all volunteers for this pilot clerkship 

and mostly committed to a primary care career. This high-

lights the potential challenge of supervising less motivated 

students and/or with difficulties, such as communication, 

professionalism, and clinical reasoning difficulties. It also 

shows the potentially negative impact that these difficulties 

could have on clinical teachers’ motivation to host students 

in the future.

Nevertheless, the clinical teachers reported feeling highly 

valued and motivated by the opportunity to promote the job of 

primary care and to “witness” key moments in their student’s 

professional development.

As described by Larsen and Perkins,23 the principal factor 

for clinical teachers to host students in their practice consists 

of their motivation and intrinsic satisfaction to transmit their 

enthusiasm and passion for primary care medicine. Thus, they 

supervised their students using their sense of organization, 

enthusiasm, intuition, and personal experience of supervi-

sion, more than relying on defined teaching skills, but they 

felt uncomfortable, when unexpected situations concerning 

student occurred.

Clinical teachers faced different loads: first, an organiza-

tional load, which is also identified in other studies,22,31 due 

to the reorganization of their consultation plan, their offices, 

and their rhythm of work. Second, a cognitive load was less 

expected by the clinical teachers: they realized how tiring 

it is, cognitively speaking, to share the different steps of 

their clinical reasoning with their students.32 Indeed, as the 

clinical teachers are experts, their reasoning is encapsulated 

in their memory.33,34 Finally, the clinical teachers reported 

their students as somehow invading their personal symbolic 

territory (their desk and their space) and their caring relation-

ship (with their patients). This represents a third load on an 

emotional level, which was disruptive and not at all expected 

by the participants.

From our perspective, these different factors explain why 

the success of this clerkship is very fragile in the mid or 

long term (Figure 1). These results reveal a risk of exhaus-

tion and/or frustration of the clinical teachers who, as it 

is already the case for some of the focus group members, 

may consider not renewing the experience. This clearly 

illustrates one of the challenges linked to the sustainability 

of the clerkship.

To strengthen the clinical teachers’ role, a formal cur-

riculum development program should be defined as already 

highlighted by Larsen and Perkins.23 Irby12 has stressed the 

need for faculty development programs in order to help 
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clinical teachers to teach within the existing time constraints 

as well as to tailor their teaching to the learner’s needs.

Accordingly, it is important to professionalize the clinical 

teachers’ role by developing their professional identity as a 

teacher.19,35 This would reinforce their position as a supervi-

sor, by enriching their teaching skills and by making them 

more efficient. This would make the clinical teachers feel 

more comfortable in their role as supervisor and help them 

better manage their supervisory time as well as the cognitive 

and emotional loads mentioned earlier.

From this perspective, a longitudinal faculty development 

curriculum should be devised in order to support the clini-

cal teachers in the long term. A follow-up by individualized 

coaching could also contribute to the sustainability of the 

teaching skills and encourage the clinical teachers to host 

new students.

Finally, we have to mention that clinical teachers may have 

to manage students in difficulty: research results have shown 

that without targeted remediation, struggling learners simply 

spend more time using previously unsuccessful strategies 

rather than changing them and, therefore, are more likely 

to fail again;36,37 that is why remediation strategies should 

follow the basic tenets of early identification and diagnosis 

of specific areas of deficiency. They should be based on 

learners’ greatest deficits and incorporate deliberate practice, 

feedback, and reflection. Clinical teachers need to be trained 

to be able to reach these goals.38–40

These results lead us to define the following suggestions:

•	 The institution responsible for the clerkship needs to 

closely support the clinical teachers by giving them 

very practical instructions for accommodating a student, 

organizing the consultation plan, and for reducing the 

organizational complexity of the clerkship.

•	 The clerkship must be integrated in the student’s cur-

riculum, particularly by clearly transmitting the learning 

objectives to the students and the clinical teachers.

•	 The primary care physicians’ role as a trainer must be 

recognized and explicitly valued within their private 

practice, for example, by giving an official certificate 

to the clinical teachers or by providing the patients with 

documents about the teaching role of their physician. This 

is a motivating factor and strengthens this role from the 

patients’ perspective.

•	 Faculty development needs to ensure that clinical teachers 

master teaching skills in order to deliver major elements 

of the curriculum, to define a student-centered learning 

objective while respecting the time constraints of clinical 

practice. A longitudinal faculty development program 

including possible personalized coaching will support 

long-term sustainability.

•	 Clinical teachers can supervise a student in teaching pairs, 

either in a group practice or in a medical center; thus, the 

responsibilities and tasks can be shared, and this lightens 

the teachers’ role. A joint pedagogical follow-up can be 

organized by sharing their perceptions, successes, and 

difficulties.

Positive factors

Motivated and interested students Students

Risk factors

Supervision of students in difficulty and/or
supervision of less motivated students

Difficulties in combining their double
role (clinician and teacher)

Perception of organizational, cognitive,
emotional loads = risk of demotivation

Not very linked to the academic context
Heterogeneous, random context

Clinical
teachers

Context

Motivation to promote primary care
medicine

Development of student’s professional
maturity, autonomy, and skills for patient
management

Initiation of students

Figure 1 Balance between positive factors and risk factors for the success and sustainability of the clerkship.

Powered by TCPDF (www.tcpdf.org)

www.dovepress.com
www.dovepress.com
www.dovepress.com


Advances in Medical Education and Practice 2018:9submit your manuscript | www.dovepress.com

Dovepress 

Dovepress

24

Muller-Juge et al

Strengths and limitations
These results allow us to identify some key challenges. It is a 

first step in understanding the unexpected loads and the risk 

factors that could lead supervisors to gradually withdraw 

from the internship. The low number of participants in the 

focus group, due to the fact that only 13 physicians hosted 

students for this pilot clerkship, represents a limitation for 

this study. However, the participants were representative 

of our clinical teacher population, insofar as their age and 

years of experience of clinical practice differed. A homog-

enous distribution between men and women and between 

small, medium-sized, and big practices was also present. 

It, therefore, constituted a varied and representative sample 

of primary care physicians in Geneva and allowed to reach 

data saturation.

There is no doubt that the perspective of both students 

and teachers would be a real benefit in this kind of study. 

Nevertheless, in the specific context of this pilot clerkship, 

the students concerned were not representative of the whole 

student population. Indeed, they were all interested by pri-

mary care specialization and they had consequently chosen 

to participate to this pilot experience. Further studies should 

explore the students’ perceptions and also teachers’ percep-

tion with less motivated students.

Conclusion
This research enabled us to highlight that the clinical teach-

ers’ perceived relevance of this clerkship. These results also 

allowed us to identify the factors positively reinforcing the 

clinical teachers’ role as well as those likely to question its 

success and its sustainability. Given the large number of 

clinical teachers needed, it is important to assist them in their 

administrative and organizational work, as well as in their 

dual role of clinician and supervisor by training them in a 

formal and targeted faculty development program. This will 

contribute to the retention of clinical teachers as well as the 

sustainability of the clerkship.

A new study is currently being conducted and aims to 

better identify the teaching methods used by the clinical 

teachers and their pedagogical needs in order to develop 

future training activities. The results will bring new and 

complementary elements to this first study by also aiming 

to improve the effectiveness of supervision in private clini-

cal practices.

Data availability
The dataset analyzed during the current study is available 

from the corresponding author on reasonable request.
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Supplementary material

Interview guide of the focus group
1. Recall a specific supervisory moment with your student 

(focus on the student) during the clerkship that was par-

ticularly satisfying and tell us why.

•	 What surprised you in a good or bad way during the 

clerkship?

•	 What are the main strengths that you identified in your 

students?

2. What were the main difficulties that you encountered with 

regard to your student?

 (sub-questions referring to the conceptual framework)

3. How did you feel?

•	 What did you do about those feelings?

•	 What strategy(ies) did you use to deal with the 

 difficulty you encountered with regard to your student?

4. How would you describe the main difficulties that you 

encountered as a tutor?

•	 During the various teaching moments? (referring to 

different moments such as when discussing particular 

cases, when the patient was present, when observing 

the student, in relation to the structure of the private 

practice, or regarding the processes in place for mak-

ing the supervision easier).

5. How did you react?

•	 What strategy(ies) did you use with this teaching 

difficulty?

6. What would you say the training tools and needs for future 

clerkships are?

7. Would you reiterate/repeat your experience as a tutor in 

the future?

 Comment: questions 1–3 focus on the student, and ques-

tions 4–7 focus on the clinical teacher.
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