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Abstract
Background

Strong general practice workforce is key to better population health. However, medical schools face
increased challenges in adapting their undergraduate medical curricula to provide students with greater
exposure to general practice. At the University of Auckland, we conducted a multi-phase study to inform
an extensive curriculum redesign. This paper reports on contextualised findings from extensive
stakeholder consultation on the redesigned general practice curriculum with complementary insider and
external analytic perspectives.

Methods

We used a mixed methods, dual analytic approach, integrating quantitative survey data and qualitative
stakeholder survey and interview data. Two independent teams with different relationships to the
curriculum analysed the data, and their findings were subsequently compared to examine convergence,
divergence, and the influence of researcher positionality.

Results

There were 315 survey respondents and 29 interview participants comprised of students, postgraduate
trainees, academic staff, primary care practitioners and representatives of community care
organisations. Six overarching themes were derived. The two analytic teams showed substantial
convergence but differed in emphasis, demonstrating how researcher positionality influenced
interpretation.

Conclusion

In line with other international research, our stakeholders broadly supported strengthening general
practice exposure throughout the medical programme with priority for: longitudinal and authentic
community-based learning; strong educational relationships and role modelling; alignment with
contemporary primary care practice; strategic use of educational technologies; development of a
sustainable teaching ecosystem; and collaborative, flexible implementation approaches. Combining
context-rich insider analysis with an independent external perspective provided complementary
interpretations and enhanced reflexivity. Dual analytic perspectives may offer a transferable
methodological approach for stakeholder-informed curriculum development and evaluation.

Background

Page 3/25



Countries with strong primary care have overall better population health, less unnecessary
hospitalisation, lower socioeconomic inequality and slower growth in health spending [1, 2]. A well-
trained, well-resourced and well-distributed family medicine / general practice workforce is needed to
provide quality primary care; however in many countries there are insufficient numbers of family doctors
/ general practitioners (GPs) to meet the primary care needs of communities [3]. Many medical schools
across the western world have set explicit targets for the proportion of their graduates who will pursue
careers in family medicine and primary care [4, 5], although these are often aspirational and not attained
[6-9].

High-quality, ongoing and authentic general practice / family medicine exposure where students learn
from patient contacts in practices, in contrast to non-clinical sessions such as group tutorials on
campus, is known to lead to an increased intent to pursue a general practice career [10, 11]. Many
medical schools have been developing or adapting their curricula to increase students’ general practice
exposure during their medical training [12]. The United Kingdom (UK) has seen the opening of new
medical schools with more integrated primary care-focused curricula in response to the comprehensive
2016 Wass report [13].

The Department of General Practice & Primary Health Care at the University of Auckland, New Zealand
places medical students in Years 2, 4, 5 and 6 in approximately 145 primary care sites in the mid and
upper North Island, including general practices, urgent care clinics and rural hospitals. However, faced
with declining numbers of general practice placement sites for undergraduate medical students,
exacerbated by annual increases in the student intake, and despite modelling and strategies to increase
capacity [14], our current curriculum is unsustainable. General practices are largely private rather than
state-funded, and hence require renumeration from the university to host students. In 2024 we began a
multi-phase study to inform an extensive curriculum redesign. Our curriculum redesign is in response to
GP workforce challenges, and an understanding of the importance of undergraduate exposure to general
practice in considering this medical speciality as a career choice.

The redesigned programme follows Kern's Six-Step Model of educational theory: (1) identify the
problem/s, (2) conduct needs assessment for targeted learners, (3) set goals and objectives, (4) develop
education strategy, (5) implement, and (6) evaluate and provide feedback, in line with international best
practice [15]. We adopted a three-phase approach.

Starting in 2024, Phase 1 involved an exploratory study investigating how 44 medical schools in
Australia, Canada, England, Ireland and Nordic countries provide exposure to GPs within their
programmes and create general practice experiences throughout their training. We developed a
theoretical framework called EPIC-GP, modified from Harden's SPICES model [16]. A hierarchical cluster
analysis using this framework identified three curriculum typologies: hospital-focused programmes with
limited GP exposure; GP-focused programmes with integrated, GP-led teaching; and community- or
primary-health-care-focused programmes emphasising interprofessional education [17], demonstrating
that that there are a variety of approaches to embed general practice in a curriculum beyond traditional
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block attachment. Qualitative analysis generated five themes: curriculum organisation; non-clinical
patient engagement; authentic general practice experiences; exposure to general practice teacher role-
models, and simulation and information technology [18].

In Phase 2 we conducted a literature review and several interactive workshops informed by Phase 1 and
literature findings to determine our purpose, vision and mission. This provided us with a conceptual
foundation and a set of intended outcomes to guide curriculum redevelopment.

Our third phase built on and contextualised the findings from these two phases with broad external
stakeholder consultation, in line with an evidence-based curriculum design approach, which we report in
this paper.

Methods
Aim
The aim of this study was to explore stakeholder perspectives on the undergraduate general practice

curriculum redesign informed by phases 1 and 2 using a mixed methods approach, with a dual analytic
effort examining how internal and external perspectives influence interpretation of qualitative data.

Design

A convergent mixed-methods design was employed as part of a curricular redesign process, integrating
quantitative survey data and qualitative stakeholder survey and interview data. Analyses were conducted
independently by an internal team at the University of Auckland and a context-external research team
from Saarland University, Germany, which had no prior involvement in the design or delivery of the
Auckland curriculum. The dual-analytic design deliberately juxtaposed a context-rich insider perspective
with a context-external perspective. The teams therefore differed in their relationship to the curriculum
and the contextual knowledge and assumptions they brought to the analysis. Their independently
generated findings were subsequently compared to examine convergence, divergence, and the influence
of researcher positionality.

Participants

Key informants were faculty school teaching staff, in both general practice and other disciplines, at both
the University of Auckland and the University of Otago (home to New Zealand'’s other medical school);
medical students; postgraduate trainees in hospitals; general practice registrars; clinical staff (doctors,
nurse practitioners, nurses) at general practices and other primary care sites both those who host
medical students and those who not, and key personnel in regional and national primary care
organisations. Potential participants were approached through trusted networks, outreach, or by
responding to email notices and study advertisements. All those who met the criteria for one of the
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relevant stakeholder groups were eligible. In addition, key stakeholders whose unique perspectives were
valued where approached for interviews.

Survey and semi-structured interview questions

Informed by findings from Phases 1 and 2, and by the general practice components of the current
MBChB programme, a ‘strawman’ curriculum with a number of different options around four aims was
developed. These were directed at increasing student exposure to GPs and the status of general practice
as an academic discipline across the medical programme with positive and enthusiastic GPs as role
models and academic pathways for GP tutors and teachers, and increasing extended attachments for
selected students interested in rural generalism, general practice and primary care, while decreasing the
overall attachment time for the remaining students.

The survey was developed specifically for this study. Survey questions sought participants’ perspectives
about the feasibility and acceptability of a range of presented options. Responses included Likert scales,
drop-boxes and free text. Most questions were generic, but there were additional questions tailored to
specific stakeholder groups (see Supplementary file #1, Questionnaire for all stakeholder groups). The
Qualtrics platform was used to deliver the surveys. Participants were provided with participant
information sheets with electronic checkbox consent before starting the questionnaire.

The interview semi-structured schedule was developed specifically for this study. In-depth semi-
structured interviews sought more detailed views on the range of curriculum options (see Supplementary
file #2, Interview questions for all stakeholder groups). Interviewees were provided with the relevant
participant information sheet prior, and their oral consent was recorded at the beginning of the interview.

Quantitative data preparation

Data were extracted from the Qualtrics platform and manually organised by survey question and by
stakeholder group. The dataset was cleaned of duplicate and incomplete submissions and irrelevant
data columns removed. Data were then collated for each stakeholder group under the same question
headings.

Qualitative data preparation

All data were de-identified and coded by data collection mode (S=survey; I=interview), stakeholder type
(ST=student or trainee; AS=academic staff, PCP=primary care practitioner; PCO=primary care
organisation) and numbered. Interviews were transcribed verbatim using an artificial intelligence (Al)-
supported transcription tool (Microsoft Azure Al Services), with subsequent verification. Errors in
transcription were amended.
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Full-length transcripts were manually organised by interview question and interviewee to facilitate
structured group-level analysis. Recordings and transcripts were securely stored on encrypted,
password-protected systems, with access limited to approved research team members only. Responses
of each question were retrospectively copied into a Microsoft Excel spreadsheet and organised by
stakeholder group. Due to the semi-structured methodology and the time limitations for each interview,
not all stakeholders answered every question, some questions were targeted at specific stakeholders.
Missing data were labelled as not applicable. Interview participants were invited to share further
thoughts by email post-interview, if necessary. This dialogue was included in the comments recorded in
the spreadsheet.

University of Auckland and Saarland research teams conducted analyses concurrently and
independently.

Internal University of Auckland team analyses

Research team members included a professor of general practice with expertise in quantitative and
qualitative research methodologies and extensive knowledge of the current curriculum; the Faculty
curriculum development manager; GP academics delivering the current curriculum in general practice,
community health and rural medicine, and a project manager-researcher who conducted data collection,
collation, and contributed to analysis.

Quantitative data were analysed using descriptive statistics. Qualitative analysis was informed by
Saldana [19] and Braun and Clarke [20]. Following familiarisation with the data, survey question group
were used to generate initial categories. Six GP curriculum experts, actively involved in curriculum
development, independently coded interview transcripts. Codes were discussed and compared to
identify convergences and divergences during sense-making workshops. Statistical results from surveys
were synthesised with findings from the thematic analysis.

External Saarland University team analyses

The research team included a senior academic; post-graduate research fellows; general practice
trainees, and medical and nursing doctoral students. The team had previously been involved in
developing a new general practice curriculum for Saarland University, but had no knowledge of the
University of Auckland curriculum. Saarland team members were appointed honorary research fellows at
the University of Auckland for collaboration purposes and ethical requirements.

Saarland team members (MK, NW) analysed the quantitative stakeholder survey data using jamovi
(version 2.6.44). Survey responses were organised first by educational element and subsequently by
stakeholder group, mirroring the qualitative data structure. Data were analysed descriptively with
absolute and relative numbers for categorical variables. For a more standardised comparison,
continuous variables were compared by arithmetic mean, median and standard deviation, as well as
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distribution properties. Quantitative findings were subsequently considered alongside the qualitative
findings during mixed-methods integration.

Qualitative data were analysed using content analysis informed by Hsieh and Shannon [21]. The analysis
combined deductive structuring with inductive category development. Three broad organising domains
were defined from the study questions: (1) stakeholder perceptions of general practice; (2) evaluations
of the current curriculum, including positive (2a) and negative (2b) perspectives; and (3) suggestions for
future curricular change, including perceived opportunities (3a) and concerns (3b). Within these
domains, codes, categories, and subcategories were developed inductively from the data.

Analysis proceeded through repeated familiarisation with the interview transcripts and open-ended
survey responses, line-by-line coding of relevant material, development of initial codes, clustering of
related codes into categories and subcategories, and iterative refinement of the resulting category
structure. Categories were supported by representative excerpts from the data.

Five researchers (FD, SD, SH, PV, CV) from different professional and career-stage backgrounds,
including undergraduate and postgraduate family medicine, academic general practice, and nursing,
contributed to the qualitative analysis. This diversity broadened the range of interpretive perspectives
brought to the data. The stakeholder-analysis framework described by Brugha and Varvasovszky
sensitised the analysis to differences in stakeholder position and perspective but was not used as a
fixed coding framework [22].

Coding was conducted in blocks by educational element and stakeholder group. Following each block,
researchers documented reflections on stakeholder-specific perspectives and emerging interpretations.
Regular analytic meetings were used to compare interpretations, iscuss assumptions, and iteratively
refine codes and categories. These activities supported reflexivity throughout the analytic process.

Category development followed an iterative coding process and was complemented by visual mind-
mapping to examine relationships between categories and identify broader conceptual patterns.
Associative mind-mapping was used as an analytic technique within the qualitative content-analysis
process. Qualitative findings were subsequently considered and discussed in the external research team
alongside descriptive quantitative results and open-ended survey responses to identify convergence,
divergence, and complementarity across data sources.

Final integration

Results from each survey question stratified by stakeholder group were produced and integrated with
illustrative quotes from both survey and interview qualitative data for each item (see Supplementary File
#3 Integration of quantitative survey and qualitative interview results).

The independently generated Auckland and Saarland analyses were subsequently compared. Four
themes from the Auckland analysis and ten categories from the Saarland analysis, were examined for
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areas of convergence, divergence, and complementary emphasis (See Supplementary File #4 Synthesis
of themes and categories). Through discussion and synthesis, these findings were integrated into six
overarching themes with associated subthemes.

Results

Demographics of participants

The demographic details of survey and interview participants are presented in Table 1. Primary care
clinicians were the largest survey group, at 42% (155) participants. Most were general practitioners
(129), with smaller numbers of urgent care doctors, rural hospital doctors, nurses, nurse practitioners,
and practice managers. Students and postgraduate trainees comprised 21% of survey respondents (66
participants), predominantly Year 6 students (41) and Year 5 students (15). University staff accounted
for 18% (56 participants), mainly from the University of Auckland (45 of 56). Representatives of primary
care organisations made up 12% of survey respondents (38 participants). In the 29 interviews, university
staff were the largest group at 41% (12 participants), most from the University of Auckland. Primary care
clinicians 28% (eight interviewees), including GPs and urgent care doctors; 17% were students and
postgraduate trainees and 14% representatives of primary care organisations.

Participants represented a range of ages, genders, and ethnicities. Survey respondents were
predominantly aged 40-59 years, while interview participants were generally older, with 24% aged over
60 years. The majority of survey respondents (57%) were women, while the majority of interview
participants (59%) were men. Most participants identified as European (46% of survey respondents and
48% of interviewees) but with some Maori and Pacific representation as well as a range of other
ethnicities.

Overall, the survey captured a broad range of stakeholders although was dominated by primary care
clinicians, whereas the interview sample was weighted more heavily toward university staff, ultimately
together providing perspectives from both educational institutions and the primary care workforce, as
well as students, postgraduate trainees.

Synthesis of quantitative and qualitative results

Summary survey response tables and illustrative quotes from both survey and interview qualitative data
can be accessed as Supplementary file #3. See Supplementary file #4 for the process of integrating the
analyses from the two independent teams. The analyses showed substantial convergence around
authentic general practice learning, supervision, curriculum reform, technology-enhanced learning, and
feasibility. Differences were primarily in emphasis: the Auckland analysis foregrounded emerging
technologies, change management, stakeholder perceptions, cultural appropriateness, and
implementation, whereas the Saarland analysis emphasised longitudinal continuity, role modelling,
teacher recognition, collaboration, and student autonomy. The synthesised themes from the integration
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of those generated by Auckland and Saarland and universities are shown in Table 2. These
complementary perspectives informed the synthesis into six overarching themes:

1. Longitudinal, authentic learning in general practice

1. Educational relationships, supervision and professional identity
2. Curriculum redesign for contemporary primary care

3. Technology-enabled but human-centred learning

4. Sustainable educational ecosystems

5. Collaboration, flexibility and managing change.

Theme 1. Longitudinal, authentic learning in general
practice

A strong theme present early on and throughout was that students should experience continuous
exposure to GP across the curriculum through meaningful workplace-based learning, continuity of
patients and supervisors, and progressively increased responsibility.

Importance of primary care perspectives throughout the
curriculum

There was strong support for incorporating a general practice perspective throughout medical training.
Eighty-five percent of students and trainees considered a GP perspective important in Years 2-3 (largely
pre-clinical), while 92% considered it important in Years 4-6 (clinical). Participants consistently
emphasised the need for repeated exposure to GPs and to general practice throughout medical school,
rather than isolated placements.

“The main value for me is that it's important to drip general practice experience or primary care experience
throughout those years” [|AS6]

“I think we should bend over backwards to make it happen, to have as much touch points as possible in
general practice” [IAS7] ]

Continuity, timing and duration of placements

Stakeholder perspectives differed regarding whether general practice placements should occur in every
clinical year. Support was strongest among primary care providers (73%) and primary care organisations
(63%), while student and university staff opinions were more divided. Nevertheless, many respondents
emphasised the importance of repeated exposure and continuity of learning.

“I think having it every year is good” [ITR1]

“It's good to continually reinforce general practice every year of the programme for the students
understanding” [SAS37]
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Others suggested that educational quality was more important than frequency.
“It doesn't necessarily have to happen in every single year, it's all depends on how you do it” [IPCO2]

Across stakeholder groups there was a preference for longer placements as students progressed
through the programme. While preferences for Year 4 clustered around two- and four-week placements,
support shifted towards six-week and longer placements in Years 5 and 6. Students described requiring
sufficient time to establish confidence and become active participants within practices.

“The first week you're a bit nervous... in weeks three and four, that's where | really found my feet” [TR2]
There were also concerns regarding curriculum crowding, particularly in Year 6.

“There is no space in the programme to have a 12 week run without reducing time ... | would say put it in
Year five, not Year 6.” [|AS1]

Authentic participation through patient consultations

Most stakeholders supported increasing levels of authentic clinical participation. Eighty-five percent
believed it would be useful for Year 4 students to consult with patients. Most respondents considered it
feasible for Year 5 students to independently consult with five patients daily (65%), whereas views were
divided regarding Year 6 students consulting with ten patients per day independently.

“Yes, | think there is value in it” [IPCP2]
“I think (consulting with 10 patients/day) would be really stretching it” [[PCP1]
Participants also stressed that educational quality was more important than patient volume.

“I would prefer students to learn that medicine can be really caring in a professional way” [TR1]

Longitudinal Integrated Clerkships (LICs)

There was substantial support for pursuing an urban LIC focused on Maori, Pacific and other high-needs
communities, ranging from 53% among clinicians to 90% among primary care organisations.
Participants highlighted continuity with patients, supervisors and teams as central benefits of the LIC
model.

Gives them that longer time to feel more as part of the team
“Get to know patients themselves and meet them a few more times through that patient journey” [PCP6]

Students preferred LICs in Year 5 (66%), whereas university staff (74%), clinicians (83%) and
organisations (85%) favoured Year 6. Twelve weeks was the most frequently selected duration, although
many interviewees suggested this represented a minimum effective length.
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“I think 12 weeks would be a minimum” [IPCP2]
Theme 2. Educational relationships, supervision and
professional identity

This theme addresses the quality of supervision, mentoring, role modelling and how communities of
practice shapes learning outcomes and influences career intentions towards general practice.

Perceptions of general practice and career formation

Student and trainee respondents reported generally positive perceptions of primary care when it was
presented by pre-clinical teachers, with 69% reporting positive views. However, perceptions became
considerably less favourable when primary care was presented by teachers from other specialties during
clinical training, where half reported somewhat or very negative views. Perceptions of general practice
as a career were similarly mixed, with 37% reporting negative views compared with 25% positive views.
Urgent care and rural medicine were generally viewed more favourably. Participants frequently described
tensions between the acknowledged importance of primary care and how it was portrayed within
medical education.

“GP was by far the most useful run for developing almost all the skills needed to be a doctor” [SST4]
“It's always been portrayed as GP is a default, or like if everything else fails, like you can be a GP” [IST2]

“How do we make primary care an actual true attractive specialty? Because it is the backbone of the public
health system” [IPCP5]

Understanding career pathways

Participants frequently reported that students lacked understanding of primary care career pathways
and distinctions between general practice and urgent care.

“I don't hear a lot of people talking about urgent care” [IST2]

“It's really important that students going through understand that there is a difference between general
practice and urgent care” [[PCO1]

Near-peer learning and teaching identity

Near-peer supervision received strong support, with 81% of students and trainees endorsing this
approach. Participants regarded near-peer learning as reflecting future professional responsibilities and
supporting educational development.

“Support near-peer training ... that's where the real learning is” [IPCP2]

“It's best to develop this mindset as soon as you can” [SST7]
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However some respondents identified potential risks.

“The students may pick up some bad habits” [I[PCO3]

Theme 3. Curriculum redesign for contemporary primary
care

Stakeholders emphasised that the curriculum should evolve to reflect modern general practice,
incorporating emerging healthcare models, telehealth, business skills, cultural responsiveness, and
clearly articulated competencies.

Need for curriculum reform

More than two-thirds (68%) of students and trainees believed changes were needed in how general
practice was taught and learned. Participants advocated greater exposure to community-based practice
and stronger alignment between curriculum and contemporary healthcare needs.

“We need more of it ... at least half the med school year in a rural or GP placement and primary care
settings” [IPCP2]

Preparing students for contemporary primary care

Participants supported expanding curriculum content to better reflect current-day general practice. The
most highly endorsed additions included funding systems, telehealth, legislation and policy, business
management, interprofessional education and Al-enabled practice.

“People need to have a little bit of understanding of the business model” [IPCP2]
“Telehealth | think should be taught for everybody” [IPCP2]

“Managing uncertainty. The benefits of generalism” [SAS7]
Equity and community engagement

The proposed LIC focused on Maori, Pacific and other high-needs communities was frequently
discussed as a mechanism for developing understanding of health inequities and community-oriented
practice.

“Everyone should be doing one of these kind of runs ... You really have to understand how inequitable
healthcare is” [IPCP6]

“Focus more on health inequities is vital” [IPCO2]

Theme 4. Technology-enabled but human-centred learning

Page 13/25



The fourth theme identified that technology should be used strategically to support learning, feedback,
simulation, and clinical practice while preserving authentic patient-centred experiences. Most
stakeholders believed aspects of community-based education could be effectively delivered online or on
campus, although there was consistent agreement that experiential learning in practice settings
remained essential.

“Quite a bit could be covered beforehand, so that when they arrive, they can focus on practising these skills”
[IPCP2]

“If you truly want to learn about general practice, you've got to be in general practice” [IPCO2]

E-learning modules received the strongest support among technological innovations, while simulation,
tele-education and Al-assisted learning were also viewed positively. Views regarding Al patients were
more mixed.

“There's a huge role for simulation” [IAS2]
“I'm all for Al” [IPCO1]

“I'd be a bit dubious about the benefit of an Al interaction” [IPCP1]

Theme 5. A sustainable educational ecosystem

Stakeholders identified that successful GP education requires adequate workforce capacity,
infrastructure, financing, organisational support, and recognition of teaching as valuable professional
work.

Teaching as a professional competency

Most university staff (83%) and a majority of primary care organisations (65%) and providers (56%)
supported teaching becoming a core competency of GP specialist training. Participants emphasised
that teaching should be recognised, valued and embedded within professional development.

“Yeah, | definitely think it should be part of our core competency” [IPCP2]
“Teaching is good for one's own learning” [SAS13]

“Yes, make it prestigious and sought after” [SAS12] “Yeah, | definitely think it should be part of our core
competency” [IPCP2]

“I think it should be with registrar training” [IPCP1]
Incentives and barriers to supervision
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Remuneration emerged as the strongest incentive for hosting learners. Participants also valued teacher
development funding, access to educational resources, honorary appointments and communities of
practice. A major theme concerned the practical constraints facing practices, including lost productivity,
time pressures and inadequate infrastructure.

“Adequate remuneration ... it's going to take time away from the GP so there's real cost” [[PCO2]

“Money is important in primary care ... there has to be some allowance made for the lack of productivity”
[IPCP1]

“The biggest barrier is really just that infrastructure stuff. It's having the room” [IPCO3]

“Space is often the major issue” [SAS45]

Theme 6. Collaboration, flexibility and managing change

Educational reform should be collaborative, flexible and adaptive, involving universities, practices,
communities and students while supporting local innovation and learner autonomy. Participants
frequently highlighted the need for flexible educational models that balanced educational aspirations
with practical realities. Several supported placement pathways tailored to student interests, including
longer attachments for those considering primary care careers. Seventy-five percent of students
supported making extended placements available as an option rather than requiring them for all
learners.

Stakeholders also recognised the importance of interprofessional learning and collaborative approaches
to education. Strong support was expressed for curriculum content addressing interprofessional
education, and several respondents emphasised community-based and collaborative models of care.

“I'd really like to see more simulation of scenarios that look at collaborative practice" [IAS2]

Views were mixed regarding strategies to expand placement capacity. Only 31% supported students
seeing patients together, while 48% opposed this model. Participants weighed the need to increase
capacity against concerns about educational quality.

“One supervisor, one student is really the best way” [IPCP1]

Overall, participants expressed considerable enthusiasm for strengthening primary care education but
emphasised that successful reform would require collaboration among universities, practices,
professional organisations and communities, together with sufficient resources and flexible
implementation approaches.

Discussion
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Principal findings

This study used a mixed methods approach involving surveys and interviews with a wide range of
stakeholders to inform redesign of an undergraduate general practice curriculum. Stakeholders broadly
supported strengthening general practice exposure throughout the medical programme and identified six
key priorities: longitudinal and authentic community-based learning; strong educational relationships and
role modelling; alignment with contemporary primary care practice; strategic use of educational
technologies; development of a sustainable teaching ecosystem; and collaborative, flexible
implementation approaches. Importantly, while there was widespread enthusiasm for expanding general
practice education, stakeholders consistently highlighted the tension between educational aspirations
and the capacity constraints currently faced by primary care practices.

The findings also demonstrate the value of incorporating both insider and outsider perspectives in
curriculum research. The University of Auckland team was more attuned to implementation issues such
as placement availability, workforce pressures, and curriculum crowding, whereas the Saarland
University team brought greater attention to conceptual issues including professional identity formation,
stakeholder assumptions, and broader educational principles. Together these complementary
perspectives generated a more nuanced understanding of curriculum redesign needs.

Comparison with international literature

The strong stakeholder support for longitudinal and authentic general practice exposure aligns closely
with international evidence demonstrating that meaningful clinical experiences in primary care increase
students' interest in pursuing careers in general practice or family medicine. Studies from the United
Kingdom [8, 10, 11] Canada [6, 7], Ireland [9] and Australia [23] have consistently shown that sustained
exposure to community-based settings, particularly when supported by positive GP role models,
contributes to more favourable attitudes towards primary care careers. The present findings therefore
reinforce concerns that insufficient undergraduate exposure may contribute to ongoing workforce
shortages in general practice.

The emphasis on continuity of patients, supervisors and learning environments is also consistent with
evidence supporting longitudinal integrated clerkships (LICs). International studies have reported that
LICs strengthen professional identity formation, encourage patient-centred care, improve understanding
of chronic disease management, and foster stronger student engagement with underserved
communities [24-26]. Stakeholders in this study similarly recognised these benefits and expressed
strong support for a longitudinal programme serving Maori, Pacific and other high-needs populations.

Participants' concerns regarding the hidden curriculum and negative portrayals of general practice
during hospital-based training mirror findings reported internationally. Previous studies have identified
that disparaging comments from specialists and perceptions of lower professional status can
discourage students from considering careers in family medicine.[11, 13, 27]. The observation that
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students reported more positive perceptions when taught directly by primary care educators than by
teachers from other specialties reflects this well-described phenomenon.

Stakeholder recommendations to incorporate telehealth, Al, business management, policy, funding
systems and interprofessional education also align with emerging international trends in medical
education. Contemporary primary care increasingly requires competence in digital health technologies,
team-based care and management of complexity and uncertainty [28, 29]. Participants therefore
recognised the importance of ensuring that undergraduate curricula reflect the realities of modern
general practice.

The concerns regarding infrastructure limitations, clinician workload, space constraints and inadequate
remuneration echo international reports of mounting pressure on primary care teaching practices.
Similar challenges have been documented in the United Kingdom [30, 31], Australia [32] and Canada [33],
where increasing student numbers have outpaced placement capacity. These findings suggest that
curriculum innovation alone is unlikely to succeed without parallel investment in community-based
teaching infrastructure and workforce development.

Including diverse disciplinary and methodological expertise in mixed methods research teams has been
identified as providing valuable integrative capacity to address complex problems [34]. Bartunek and
Louis's insider/outsider model advocates conducting research through collaboration between
researchers who are ‘insiders’ to the setting being studied and those who are ‘outsiders’ to it, to generate
complementary insights and produce richer, more credible understandings than either perspective alone
[35]. Examples of the use of external and internal researchers in a team include a qualitative study of
state hospital nursing conducted by a research team comprising both university researchers (outsiders)
and nurses working within the hospital (insiders) to broaden the possible interpretations and increase
trustworthiness [36], and a multi-institution qualitative study in the United States to determine the
influences of learning communities on professional identity formation in the pre-clerkship phase [37].3°
Our study extends the model to internal and external teams independently analysing the data, with
subsequent synthesis of their results.

The AMEE Guide argues that reflexivity is a set of continuous, collaborative, and multifaceted practice,
and researchers should repeatedly examine how their personal experiences, assumptions, professional
identities, relationships with participants, and social and institutional contexts shape the research
process [35]. In our study reflexivity was enhanced through the involvement of researchers occupying
different positions in relation to the curriculum (extensive familiarity with the curriculum and its context
or no prior knowledge). The juxtaposition of insider and outsider interpretations enabled critical
examination of assumptions, challenged taken-for-granted understandings, and enhanced the credibility
of the analysis through ongoing dialogue regarding areas of convergence and divergence in
interpretation.

Implications for curriculum design
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The findings provide several practical directions for curriculum redesign. General practice as a discipline
should be visible and exposure should occur across all years of training, allowing students
understanding of primary care's role within the health system and to develop progressive competence.
Urgent care should also be recognised as a primary care speciality in its own right. Repeated
experiences appear more valuable than isolated placements. Secondly, opportunities for authentic
participation in patient care should increase over time. Students valued active engagement with patient
consultations and highlighted the importance of sufficient placement duration to become confident and
effective contributors to the practice team.

Thirdly, greater attention should be given to career development and professional identity formation.
Explicit teaching about general practice, urgent care and rural career pathways, together with exposure
to enthusiastic clinician role models, may help address misconceptions and increase recruitment into
primary care careers. Fourthly, curriculum content should be updated to reflect contemporary practice,
including telehealth, Al, health systems, business management, equity, interprofessional teamwork and
population health approaches. Finally, implementation planning must address workforce sustainability.
Enhanced remuneration, teacher development opportunities, communities of practice, academic
recognition and infrastructure support may be required to expand placement capacity and maintain
educational quality.

Contribution of dual analytic perspectives

A novel feature of this study was the use of two independent analytic teams with different relationships
to the curriculum. The insider team contributed rich contextual understanding, awareness of local
organisational realities, and detailed knowledge of stakeholder relationships. The context-external team
brought different professional experiences, assumptions, and substantially less contextual knowledge of
the Auckland curriculum. Comparing these independently generated interpretations made these
differences in researcher positionality analytically visible.

The substantial convergence between the two analyses increases confidence that several findings were
evident across different analytic perspectives. Equally informative were areas of divergence and
differences in emphasis, which demonstrated how researcher positionality and contextual knowledge
shaped interpretation. The dual-analytic approach therefore supported reflexivity by making both
convergence and interpretive difference explicit rather than treating one analysis as validation of the
other [35].

Strengths and limitations

A major strength of this study is its inclusion of a large and diverse group of stakeholders, incorporating
students, trainees, academic staff, clinicians and representatives of primary care organisations. The
mixed methods design allowed integration of quantitative and qualitative evidence, providing both
breadth and depth of understanding. The dual-analytic approach enabled reflexive comparison of
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independently generated insider and context-external interpretations, making areas of convergence and
divergence explicit.

Several limitations should be acknowledged. The study was conducted primarily to inform curriculum
redesign within a single medical school, potentially limiting transferability of the findings to other
educational contexts. Survey participation was weighted towards primary care clinicians, while
interviews included proportionally more university staff, which may have influenced findings. As with all
voluntary stakeholder consultations, participation bias is possible, with respondents potentially more
interested in general practice education than non-participants. There might also be the appeal of the
status quo because it is understood, being implemented and functioning. Additionally, the proposed
curriculum options were presented within the context of a ‘strawman’ model, meaning responses were
influenced by the specific redesign possibilities considered.

Implications and transferability

Although undertaken within the New Zealand context, the themes identified have broader relevance for
medical schools internationally that are seeking to strengthen primary care education while managing
growing workforce shortages and placement pressures. The findings suggest that successful curriculum
redesign requires balancing educational ideals with practical feasibility, fostering strong partnerships
between universities and community practices, and ensuring that curricular innovations are adequately
resourced.

The study also offers a methodological contribution. Combining stakeholder engagement with
independent insider and outsider analyses may provide a useful model for curriculum development and
evaluation in other health professions education settings.

Conclusion

Stakeholders strongly supported redesign of the undergraduate general practice curriculum towards a
more longitudinal, authentic and community-engaged model of learning. Participants emphasised the
importance of continuity, meaningful patient care experiences, positive role modelling, contemporary
curriculum content, and stronger support for primary care career pathways. However, achieving these
ambitions will require careful attention to teaching capacity, infrastructure and workforce sustainability.
The use of complementary insider and context-external analytic perspectives provided additional
interpretive depth and made the influence of researcher positionality visible. Independent analyses
followed by explicit comparison and integration may therefore offer a useful approach for stakeholder-
informed curriculum research and evaluation. Overall, stakeholder-informed curriculum development
combined with methodological pluralism offers a robust foundation for strengthening undergraduate
general practice education to support the future primary care workforce.
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Tables

Table 1 Stakeholder groups of survey and interview participants
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Stakeholder group

Survey N=315

Interview N=29

Students and postgraduate trainees 66 (21%) 5017%)
Year 5 students 15 2

Year 6 students 41 1
Postgraduate doctors 3 1
Registrars 7 1
University staff 56 (18%) 12 (41%)
University of Auckland 45 9
University of Otago 6 3

No response / other 5 0

GPs and other primary care providers* 155 (42%) 8 (28%)
General practitioner 129 5
Urgent care doctor 26 3

Rural hospital doctor 8 1
Practice nurse 8 0
Nurse practitioner 1 0
Practice manager 20 1

Other 6 0
Representatives of primary care organisations 38 (12%) 4 (14%)
General practice 14 3
Hauora Maori 2 0
Primary health care / urgent care 13 1
Nursing 1 0

Other 3 0

* Total n > 155 because some participants indicated multiple roles

Table 2 Synthesis of University of Auckland and Saarland University sub-themes and sub-categories
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University of Auckland
sub-themes

Positive experiences; practical
learning resources; learning
beyond seeing patients; exposure
to multiple perspectives

Supervision models; communities
of practice; placement design;
calibre of learners/teachers

curriculum change; vision and
mission; telehealth; business
skills; cultural appropriateness;
contemporary GP practice

Al patients; Al scribes; e-learning;
telehealth; virtual simulations and
streaming technologies

Cost; workload; physical
resources; affordability;
technology infrastructure

Communication and influence;
change management; stakeholder
perceptions; cultural
responsiveness

Saarland University
sub-categories

Longitudinal exposure; longer
placements; workplace-based
learning; continuity with patients
and supervisors

high-quality supervision; role
modelling; recognition of GP
teachers; mentoring relationships

structured competency-based
curriculum; spiral curriculum;
longitudinal curriculum

Blended learning; online modules;
virtual learning; digital logbooks

Workforce constraints; physical
capacity; financial incentives;
administrative burden; recognition
and support for teachers

Inter-university collaboration;
interprofessional collaboration;
student autonomy; flexible
placement models

Synthesised themes

1. Longitudinal,
authentic learning in
general practice

2. Educational
relationships,
supervision and
professional identity
formation

3. Curriculum redesign
for contemporary
primary care

4. Technology-enabled
but human-centred
learning

5. Sustainable
educational ecosystems

6. Collaboration,
flexibility and managing
change
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