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Abstract: The Northern Medical Program (NMP) is the most rural site of the University of British Columbia’s distributed medical 
school. Situated in northern British Columbia, Canada, the NMP strives for health equity by training physicians to meet the needs of 
northern, rural and Indigenous patients with innovative approaches to curriculum delivery which maintain comparability to the rest of 
the program and alignment with the assessment structure. Medical schools have a social accountability mandate to train physicians to 
serve the needs of rural and Indigenous peoples, to address the challenges of rural recruitment and retention, and to eliminate health 
inequities. Here we describe the creation of a new blended clerkship which places students in a small rural community for a 6-month 
longitudinal integrated clerkship and in a small urban community for a 6-month rotational clerkship. This new clerkship provides 
a unique opportunity for learners to learn and experience rural generalist medicine while meeting the accreditation standard of 
comparability. Early implementation has shown promise in enhancing rural medical education while maintaining curricular compar
ability, with positive reception from students and faculty.
Keywords: rural population, Indigenous peoples, health equity, social responsibility, health workforce, medical education, clinical 
clerkship

Introduction
Recruitment and retention of healthcare providers in rural areas is challenging. Despite widespread adoption of 
Distributed Medical Education (DME) throughout Canada, there remains a significant geographic maldistribution of 
healthcare providers relative to the population. While 18% of Canadians live rurally, their needs are served by only 8% of 
physicians who live rurally,1 and similar maldistributions exist for other healthcare professionals.2 The shortage of 
healthcare providers leads to inequities in health outcomes for rural peoples, compared with their urban counterparts.3 

Ensuring equitable healthcare access and outcomes is a social accountability imperative, and a UN Sustainable 
Development Goal.4,5 It is also critically important for the health of Indigenous peoples, many of whom live rurally, 
and continue to suffer significant health inequities due to past and ongoing effects of colonization.6,7

In Canada, like other regions of the world with sparse populations spread across large geographies, DME programs 
have been created to allow training of medical students in rural regions in order to increase the odds that students trained 
at these sites will stay in the region.8,9 Many medical schools with DME programs involve Longitudinal Integrated 
Clerkships (LICs) as a component of the clinical education. Students training at rurally located DME sites in Canada and 
other countries are 2–5 times more likely to practice rurally than their counterparts who trained at urban sites.10–13 

Students who choose to train in a rural LIC are 2–12 times more likely to practice rurally than their counterparts who 
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participated in a block rotation.11,14–16 When students train at a rural DME site and participate in an LIC based in rural 
primary care, they are 5–19 times more likely to practice rurally than their counterparts trained at an urban tertiary care 
university hospital.11,13 Thus, developing rural DME sites and rural LICs are critical strategies for building the rural 
health workforce.

Correcting the maldistribution of physicians requires that physicians are taught how medicine is practiced in places 
other than academic medical centres and large urban areas. However, our curricula continue to under-represent general
ist-specific teaching and community contexts, while over-representing discipline-specific specialist teaching and metro
politan medical contexts, despite evidence that the majority of patients seek care outside of academic medical centres.17 

In Canada, accreditation standards dictate that across distributed sites of the same medical school, learning experiences 
must be comparable and assessment must be equivalent, to ensure all learners achieve the same learning outcomes.18 As 
such, there is a tension between capitalizing on the potential for unique learning opportunities provided by the diverse 
contexts of a distributed medical school, and the need to ensure that curriculum delivery is comparable.19 Navigating this 
grey area is important when developing innovations in DME. Here we describe an innovation to increase training in rural 
generalist medicine in small rural communities, offered at one site in a DME program while maintaining comparability to 
the rest of the sites of our provincially distributed program.

Our Context
The province of British Columbia (BC) is the Westernmost province in Canada, with its population of 5.5 million people 
mostly concentrated near the southern border. The province is currently served by a single medical school, with four 
academic sites distributed across a vast geography.20 Located in Prince George, a small urban community, the Northern 
Medical Program (NMP) is the most northern and rural site of the University of British Columbia’s (UBC) MD 
Undergraduate Program (MDUP),21 located on the traditional, ancestral, and unceded territories of the Lheidli 
T’enneh First Nation.22 In comparison to the other 3 MDUP sites, the NMP serves the largest landmass (Figure 1), 
the sparsest population (Figure 2A), the highest Indigenous population (Figure 2B), with the poorest health indicators and 
outcomes (Figure 2C–F).23–27 In addition, it has far fewer physicians (Figure 2G) and in comparison to the population, it 
has the second lowest ratio of physicians to population (Figure 2H).28 These data illustrate that people in the north have 
worse access to care and worse health outcomes than those in the more urban regions of the province.

There is a clear connection between access to healthcare and health outcomes.3 In many ways, rural living can be 
healthier than urban living,30,31 and Indigeneity is clearly a strength,32,33 yet inadequate access to care counteracts these 
strengths and leaves rural and Indigenous peoples with health inequities. The idea that some people in urban locations do 
not find it concerning that rural and Indigenous peoples experience inequitable access to healthcare and inequitable health 
outcomes has been described as Geographic Narcissism; the devaluing of rural peoples and their lived realities, whether 
consciously or subconsciously.34 Similarly, the idea that rural and Indigenous peoples do not deserve health equity 
because of where they live, is described as an entrenched rural deficit discourse.31

Social Accountability
The UBC MDUP has a social accountability commitment to rural and Indigenous peoples as priority populations based 
on unmet needs and poorer health outcomes, and in accordance with accreditation requirements.35,36 With the goal to 
admit more rural and Indigenous students into medical school, and with the hope that these students would return to their 
hometowns or rural areas to practice medicine and reduce health inequities, the University of British Columbia (UBC) 
MD Undergraduate Program (MDUP) implemented admissions pathways for Northern and Rural students and 
Indigenous students in 2004.37 All students at the NMP are admitted through one of these two admission pathways. 
To date, the NMP has been successful in training students for northern and rural practice, with graduates 70% more likely 
to enter family medicine than their counterparts at the main urban campus, and 5 times as likely to practice rurally.12 At 
the same time, the NMP has built social and cultural capital within the clinical teaching workforce.38 It has also had 
broader impacts on the community within the education and health sectors, and the economy in general.39 However, 
these successes have required extraordinary teaching involvement from local physicians in a region that has less than half 
the number of physicians per medical student, compared with other sites of the MDUP (Figure 2I).29
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Integrated Clerkships at UBC
If we are to attain health equity for rural and Indigenous peoples, we must not accept that their health is less important 
than the health of their urban counterparts. We must build capacity, address all barriers40 and ensure we are teaching the 
right type of medicine for practice in rural, northern, and Indigenous communities. To train students to be successful in 
this type of practice, which is increasingly understood to be distinct from urban family medicine, we need to ensure we 
are teaching the skills of rural generalist medicine.41,42

We know that providing medical students with exposure to rural communities increases their interest in practicing in 
those areas.43,44 This is why all students in the UBC MDUP are required to do a one-month rural family medicine 
rotation as part of their year 3 clinical training. However, this rotation is a short period of time within the 18 months of 
clinical training in the MDUP, and is not long enough for students to form connections in community or truly learn the 
skills of rural generalism. Longer term immersive clinical training in rural communities such as is typically provided in 
LICs, is associated with increased likelihood of students choosing to practice rurally, with a minimum of 6 months 
appearing to be required for students to achieve competence and confidence.45,46 Extended periods of time in rural 
clinical training allow for continuity with preceptors, patients, and location, which collectively support student learning 
wholistically and support development of generalist competencies.47,48 LICs are also effective in supporting student 
transformation and professional identity formation, due to the relationships formed between preceptors and students.48–50

Figure 1 Map of British Columbia, Canada, illustrating the regions covered by the five regional health authorities, and the locations of the four academic sites of the 
distributed MD Undergraduate program as of 2023. NHA represents two thirds of the landmass of the province with an area of 605,525 square kilometers, similar in size to 
the country of France. VCHA = Vancouver Coastal Health Authority; FHA = Fraser Health Authority; VIHA = Vancouver Island Health Authority; IHA = Interior Health 
Authority; NHA = Northern Health Authority.23–25
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Figure 2 Representative demographic and population health indicators across British Columbia’s health authorities. (A) Population density (people/km2) by health authority.26,27 (B) 
Percentage of the population who are Indigenous by health authority.27 (C) Percentage of 18-year-olds who did not graduate high school by health authority.27 (D) Children in Care per 
1000 (0–18yrs) by health authority.27 (E) Infant mortality per 1000 live births (2011–2015) by health authority.27 (F) Life expectancy at birth by health authority (2011–2015).27 (G) Total 
Physicians by health authority, 2001–2023.28 (H) Physicians per 100,000 residents by health authority, 2001–2023.28 (I) Physicians per undergraduate medical student, living within 100 
kms of each site.29 Note the Vancouver site of the medical school is called the Vancouver-Fraser Medical Program (VFMP), indicating its responsibility to the FHA as well as VCHA. In 
recent years much work has been done to strengthen the VFMPs role in the FHA. The health authorities indicated here reflect the physical location of the academic site, and for all but the 
VFMP, the sites are responsible for training physicians to serve the needs of the health authority in which they are located.
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Since 2004, the UBC MDUP has offered the option for a small number of students to participate in LICs, which, at 
UBC are referred to as Integrated Community Clerkships (ICCs).51 These sites have the capacity to provide all of the 
training required during clerkship, with exposure to the core clinical disciplines and the same tracking and assessment as 
at other sites in the provincial program, while immersing learners in a large rural or small urban community for 12 
months.

Assessment in our ICCs is the same as for the rotational clerkships, except that learners in the ICC program write 
Comprehensive Written Exams (CWEs) twice per year, instead of block exams four times per year. These two different 
exams are developed from the same exam question bank and cover all the same disciplines, but the CWEs are meant to 
assess learning more wholistically, for learners not rotating through discipline specific “blocks.” Since 2004, UBC ICC 
grads have been as successful as their rotational counterparts academically, and as strong if not stronger with procedural 
and problem-solving skills, similar to the outcomes of other LICs.52–54

The Northern Regional Integrated Clerkship
The Northern Regional Integrated Clerkship (NRIC) was envisioned to build on the strengths of the rotational (tradi
tional) clerkship and the ICCs, in a way that could support training in rural generalism at smaller sites across 
northern BC. It is a blended clerkship55 consisting of 6 months of LIC with a focus on training in rural generalism, 
and 6 months of rotational clerkship at the University Hospital of Northern BC (Figure 3).56 NRIC learners will be 
assessed using the ICC assessment plan. At full implementation in 2026, NRIC will more than double the percentage of 
students across the provincial program who spend time learning in an LIC.

Various versions of blended clerkships exist around the world. Within Canada the primary example is the Northern 
Ontario School of Medicine’s (NOSM) blended clerkship which provides training in large rural and small urban 
communities, with an emphasis on family medicine and rural generalism.57,58 NRIC will build on the success of models 
like NOSM, using smaller rural communities, and ensure comparability to other sites (including large urban sites) of our 
provincial medical school. Sites were chosen based on physician availability and readiness for teaching, based on our 
collective experience working with these colleagues in the north, and based on the experiences of students in shorter 
rotations in these communities, over the past several years.

Figure 3 The Northern Regional Integrated Clerkship (NRIC) illustrated schematically, as compared to the traditional rotation clerkship, and the Integrated Community 
Clerkship offered at other sites within the University of British Columbia, MD Undergraduate Program. Note students in NRIC will either start or finish with rural 
community placement, such that the one half of the class will always be at the tertiary hospital (the University Hospital of Northern BC, in Prince George) for the northern 
site, while the other half are in rural communities. Reproduced with permission from University of Northern British Columbia. Available from: https://www.unbc.ca/ 
northern-medical-program/northern-regional-integrated-clerkship.56
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Learning Environment
The NRIC rural community sites are communities where the physicians are predominantly family physicians who are 
rural generalists. While the ICC sites which offer 12 months of clerkship training are in large rural or small urban 
communities of 15,000–80,000 people, similar to those employed by NOSM,57,58 NRIC offers clinical training in small 
rural communities of 600–5000 people (serving regions of 2500–8000 people)(Figure 4).56

Site leads have been hired in each community as the point community faculty leads to interact with the program, and 
administrative support is being provided. A new rural faculty leadership position has also been created to provide 
leadership and support rural learners and faculty. All rural faculty involved are UBC clinical faculty and have access to 
the vast resources of our provincial faculty development office.59 Additionally, the new site leads and rural faculty lead 
will monitor faculty development needs in each of these communities and ensure they are met. Our experience is that 
faculty development is most useful when the content and facilitators understand and meet the needs expressed by the 
rural communities; an end user approach. Thus, we anticipate reciprocal learning as we increasingly bring rural 
perspectives to the central UBC (urban) office and faculty development from the large academic centre to our rural 
communities. Likewise, we aspire to build a community of practice amongst educators in our region, such that best 
practices can be shared among those working in relative isolation from one another. Through this community of practice, 
we aim to help sustain and support rural clinical educators. In addition to the benefits of teaching, we know that such 
a community of practice itself can be helpful in rural recruitment and retention.60,61

We likewise aspire to create and maintain community amongst our learners. We recognize that learners can be 
cautious about any new innovation and thus we will provide information and support in transition to this new clerkship. 
We are trying to increase rural learning opportunities along the continuum from pre-clinical learning opportunities to 
postgraduate education, such that the benefits of rural clinical teaching will be more familiar and attractive to our 
learners. We will also help the class maintain connections through the use of virtual whole class learning opportunities 
(described further below).

Community Consultation and Pilot Launch
The idea for developing this hybrid clerkship came as a result of consultations with rural generalist physicians in 
northern BC. Initial consultation was done electronically, with rural physicians known to the NMP site who were already 

Figure 4 Map of the southern portion of the northern health authority, showing the main academic site (star - Prince George), the integrated community clerkships (Terrace 
and Fort St. John), and the NRIC rural communities (Daajing Giids, Hazelton, Smithers, Vanderhoof, Mackenzie, Chetwynd, Tumbler Ridge, McBride, and Valemount).56 

Reproduced with permission from University of Northern British Columbia. Available from: https://www.unbc.ca/northern-medical-program/nric-communities.
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involved in many forms of teaching for the undergraduate and postgraduate programs. Following initial enthusiasm from 
physicians across the region, a brief proposal was submitted to the medical school and permission was granted to begin 
planning in earnest (Table 1).

During the 2023–24 academic year, site visits were performed with a team of senior academic and administrative 
leaders from the NMP to seek input and further build community with rural physicians, and to ensure adequacy of 
clinical teaching and learning spaces. The rural physicians described a dissatisfaction with the current year 3 rural family 
medicine offering, which involves students from all sites of the UBC MDUP. This rural family medicine rotation was felt 
to be too short (at just 4 weeks), for anything more than just giving medical students a taste of rural medicine. Some 
physicians expressed that they provide students with a good time in their rural community, and the students are largely 
grateful, but they never come back. They were clearly concerned about the rural health workforce and their motivations 
to be involved in teaching were connected to the desire to recruit future colleagues. Physicians were passionate about 
focusing their supervisory efforts on longer clerkship experiences with students in the northern and rural pathway, who 
had a realistic chance of choosing to return to the same or similarly sized community.

Rural physicians unanimously, and without prompting, asked whether they could not just have one person to contact 
for all teaching requests. They expressed that they do a lot of different teaching at different levels of the undergraduate 
and postgraduate programs (Figure 5). In most small rural communities, the clinical team of 4 to 6 physicians are all 
involved in teaching that happens in community. These physicians are generally all keen to teach and to share with 
learners the special type of medical practice that they provide, yet from their perspective it is confusing working with 
different teams of academic and administrative leads from different areas of the medical school. They requested a single 
contact for their region who could coordinate all clinical teaching at that site. In response to this request, we have created 
an academic and administrative leadership structure that supports a local academic physician site lead and a regional 
administrative lead, who will be responsible for determining capacity at each small site and working with NMP staff to 
determine what types of teaching can be offered throughout the year. By streamlining our leadership structure to better 
support our clinical preceptors, we hope to expand rural clinical training for our learners throughout undergraduate and 
postgraduate medical training in our region.

The first NRIC pilot was launched during the 2023–24 academic year, largely in response to the enthusiasm of rural 
physicians (initial plans were to launch the first pilot the following year). It was optional, and 3 students volunteered to 
participate. Their experiences thus far, and the experiences of the preceptors involved, have been uniformly positive 

Table 1 Timeline of the Development and Launch of the Northern Regional Integrated Clerkship, 2022–2027

Year Milestone Achieved/Planned

2022 - 2023 Consultation with rural preceptors (electronic). 

Draft NRIC proposal and budget proposals submitted and approved.

2023 - 2024 Site visits to rural communities. 

Facilities survey conducted to ensure accreditation requirements met at each community. 

Specific budgetary requests for community needs submitted. 
Applications for first pilot invited. 

Evaluation plan finalized and approved.

2024 - 2025 First pilot launches. 

Full proposal for NRIC (pilots and full implementation) approved. 

Evaluation underway.

2025 - 2026 Second pilot launches. 

First pilot evaluation report produced. 
Iterative improvements to application and selection processes, and other areas of the program as needed.

2026 - 2027 Full NRIC launch. 
Second pilot evaluation report produced. 

Ongoing iterative improvements.
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based on anecdotal evidence. We are using the resources of the UBC Faculty of Medicine Evaluation Studies Unit to 
assist in collecting data on the NRIC pilot. This will include assessment of the design and delivery, and outcomes. For the 
design and delivery, semi-structured interviews will take place with students, faculty, staff, the clerkship director, and 
senior administration, along with surveys for the hospital-based discipline specific site leads, after students have 
completed their rotations. Outcomes data will compare assessment data across all year 3 assessment modalities, between 
NRIC students and non-NRIC students at the NMP site, and will also include data on student perceptions of achieving 
learning objectives in NRIC. This evaluation will confirm whether comparability has been achieved in the NRIC 
clerkship, as the assessment of year 3 includes assessment of academic, clinical, and professional competencies, along 
with tracking exposure to the breadth of medicine expected. We are also aware that overlapping relationships are 
a significant component of rural life and practice, and these can enrich the experience of working rurally if the 
practitioner is equipped to navigate this terrain.62,63 However, the curriculum does not currently prepare students well 
for this aspect of rural practice which can create significant challenges for both students and preceptors at our small sites. 
Thus, we are also conducting research on how learners learn to navigate overlapping relationships in the NRIC pilot, as 
well as at other rural sites.

Lessons Learned to Date
In the initial phases of planning, we recognized some important concerns to consider. The first was that we would need 
students to move to the rural community, or back to the main site, half-way through the year (late November). This would 
be a challenge for the purposes of securing accommodation at the rural site and maintaining accommodations in Prince 
George. It would be inappropriate for the program to expect students to pay rent at 2 different locations concurrently. 
Thus, in our initial proposal we secured funding to supply housing in the rural communities and reduce this barrier for 
students. Secondly, we anticipated that students might feel isolated if they were the only learner at a small rural 
community. We therefore discussed this with rural physicians during our site visits and agreed that we would ensure 
that NRIC students should never be the only learner in community. This could be achieved by having more than one 

Figure 5 Graphical representation of the variety of academic and administrative leads associated with different types of rural teaching requested by the undergraduate MD 
program and postgraduate Family Medicine residency programs, and their connections to a small group of preceptors in a given rural community. Not all rural communities 
participate in all of these different types of teaching, but some do. Family Medicine is scheduled 1 day at a time (years 1 and 2), the First Patient program is 2 half-days in 
a year (years 1 and 2), Rural Shadowing is 1 weekend at a time (years 1 and 2), the Northern Regional Integrated Clerkship is 6 months (year 3), Rural Family Medicine is 
4 weeks (year 3) or 4 months (postgraduate/residency), Electives are 2 or 4 weeks (year 4) or 2 or 4 months (postgraduate/residency), and Rural Immersion is 2 years 
(postgraduate/residency).
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NRIC student at a time, or by ensuring 4th year elective students or resident physicians would be training in each 
community at the same time.

Through conversation with the class at the time of the first pilot, several students offered their views on why NRIC 
was exciting, but not something they choose to participate in. These views included concerns regarding: separation from 
their peers and feeling isolated; inadequate exposure to the breadth of clinical presentations and specialist medicine; and 
not knowing what the rural communities are like.

Learner Isolation
In addition to ensuring NRIC learners are never the only learner in community, we also sought to find ways to connect 
the NMP class throughout the year. A change in our assessment and Academic Half Day (AHD) approach provided this 
opportunity. In the rotational clerkships, AHDs are scheduled for each rotation for the students in that rotation only. At 
the NMP this has meant that typically 3–4 students would be receiving a given AHD at a time, and that same AHD had to 
be repeated multiple times throughout the year. Since NRIC is a more longitudinal training approach, we had decided to 
use the CWEs to assess academic knowledge during NRIC, and therefore we had an opportunity to change the AHD 
schedule to focus towards the CWE exams. The entire NMP class would be writing CWEs concurrently, regardless of 
whether they were in rural community or in Prince George at a given time. This allowed us to develop a single AHD 
schedule for the entire class, which would also allow the class to be together virtually for one AHD per week throughout 
the year, while also reducing the demand on preceptors to teach the AHD content.

Breadth of Clinical Presentations
Students also expressed concerns about adequacy of exposure to the breadth of clinical presentations required during year 
3. Part of the assessment for students in clerkship requires tracking of “Must See, Must Do’s;” an inventory of 159 
clinical encounters and procedures that students are required to experience throughout the year. We consulted with our 
rural physicians and confirmed that clerks would likely be able to complete 80–90% of these during a given 6-month 
period across the small rural communities, and we shared this with the Class. While the inventory is cataloged by 
discipline (as appropriate in an urban context), this consultation established that, in addition to the expectations for 
Family Medicine, students in longitudinal rural generalist training in a small rural community for 6 months would 
experience: all “Must See’s and Must Do’s” required by the UBC MDUP for Dermatology, Emergency Medicine, and 
Internal Medicine; most of the requirements for Orthopedics, Pediatrics and Surgery; and many of the requirements for 
Anesthesiology, Obstetrics and Gynecology, Ophthalmology, and Psychiatry. The areas that rural communities were least 
able to provide exposure to are mostly focused around the operating room (observing general anesthesia, operating room 
surgical checklist, assisting with orthopedic surgery, assisting at a major surgery), in addition to normal or complicated 
labour and delivery, and psychiatric aspects of alcohol or substance use, abuse, and withdrawal. Students will have these 
clinical experiences during the 6 month rotational component of NRIC.

Knowledge of the Communities
To help our learners gain some insight into communities that they have not visited before, we developed a website with 
videos and resources for each community.56 Rural physicians in each community were interviewed and asked questions 
about what they like about rural practice and practice at their location specifically, what they like about teaching, and 
what the main industry in their area is. Short videos were created for each community showing the physician(s) 
interviewed, the hospital, the community, and a bit of the region surrounding the community including the surrounding 
industry. An overview page and video were created to showcase aspects of learning in northern rural communities in 
general (that may also be helpful for students outside of the medical program), and pages for each community were 
created.

Sustaining NRIC will require continued funding for housing and rural physician leadership positions, responsiveness 
to the changing teaching capacities of our rural communities, ongoing faculty development which is appropriate to the 
rural needs and context, along with structured learner recruitment strategies. If successful, this model should be adaptable 
to other underserved regions in Canada and globally, and should help sustain rural generalist medical practice.
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Limitations
The DME model allows for a large urban centre to contribute to medical education in a location that would otherwise be 
too small to support a full medical school. The smaller location contributes to the medical schools’ social accountability 
mandate, while ensuring the medical school considers rural context in its curriculum, policies, and governance. Operating 
a medical school across diverse contexts increases the impact of the medical school and the benefits to society, but also 
increases the complexity of operations.9 Here we describe a new blended clerkship model, which allows an emphasis on 
rural generalism in a way that did not previously exist across our distributed medical school, while meeting the standard 
of comparability of learning experiences and outcomes.

We are in the early days of the NRIC blended clerkship at the NMP. We recognize that early pilot students have self- 
selected for the adventure, and thus there is a selection bias that may have skewed the anecdotal data we have to date. We 
have yet to see how well this blended clerkship will be received by NMP classes more broadly. We anticipate challenges 
may emerge as we scale the program and students may be less uniformly enthusiastic for the experience. In light of this, 
we are gathering more rigorous program evaluation data and conducting research to help ensure we identify opportunities 
to improve the clerkship, and act on these. As we learn more about the challenges and opportunities, we expect to make 
iterative changes to ensure that NRIC is living up to our expectations, along with the expectations of our students and 
rural preceptors.
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