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Needs of the many 
Northern Ontario School of Medicine students’ 
experience of generalism and rural practice 
Roger Strasser MBBS MClSc FRACGP FACRRM Hoi Cheu PhD 

Abstract 
Objective To explore the Northern Ontario School of Medicine (NOSM) student 
and graduate experience of generalism in rural practice, in the context of a 
growing discourse on generalism. 

Design Qualitative analysis. 

Setting Northern Ontario School of Medicine in multiple sites across northern 
Ontario, which is the NOSM campus. 

Participants A total of 37 graduating medical students and 9 practising NOSM 
graduates. 

Methods The Centre for Rural and Northern Health Research and NOSM tracking 
studies use mixed methods drawing on data from various sources. This paper 
reports on an arts-based study using semistructured interviews. 

Main fndings Key themes from student observations include an affnity for the 
northern Ontario environment and a recognition that rural medicine involves a 
broad scope of practice. Students from NOSM consider generalist care to be a 
comprehensive service with a strong focus on responding to the health needs 
of the communities they serve. Beyond primary care, a rural medicine “true 
generalist” is viewed as a complete package—a physician who provides care 
ranging from promoting prevention to performing specialist tasks. 

Conclusion Rural practitioners, particularly in family medicine, are extended 
generalists with a broad scope of practice guided by the health needs of the 
communities they serve. The NOSM students’ and graduates’ experience of 
rural generalism is positive and highly infuential in determining their career 
directions, including specialty, scope, and location of practice. The generalist 
approach of NOSM might be effective beyond rural applications and an 
advantageous approach for foundational medical education. Students and 
graduates report that NOSM’s distributed community-engaged learning prepares 
them well for rural generalist practice. 

Editor’s key points 
 The Northern Ontario School 
of Medicine (NOSM) opened in 
2005 with a social accountability 
mandate focused on improving 
the health of the people of 
northern Ontario; NOSM recruits 
students from northern Ontario or 
similar backgrounds and provides 
distributed community-engaged 
learning in more than 90 clinical 
and community settings located in 
the region—a vast underserved rural 
part of Canada. 

 This article reports on the NOSM 
student and graduate experience 
of rural generalism in northern 
Ontario. Interviews showed that 
the experiences of NOSM students 
and graduates in rural generalism, 
especially through community 
placements, have contributed 
substantially to shaping their 
choices of career direction including 
specialty, scope, and location of 
practice. 

 Key themes from the interviews 
emphasize the breadth of 
knowledge and skills required for 
rural practice in any specialty and 
the limitations of metropolitan 
subspecialty-driven concepts 
of specialty scopes of practice, 
including in family medicine. 
Motivated by social accountability 
and built on a generalist 
undergraduate foundation, NOSM 
students and graduates respond to 
rural community health needs in 
pursuing their clinical learning and 
in subsequent clinical practice. 
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Points de repère 
du rédacteur 
 La faculté de médecine du nord-
ouest de l’Ontario (FMNOO) a reçu 
ses premiers étudiants en 2015 
avec un mandat de responsabilité 
sociale axé sur l’amélioration de 
la santé des habitants de cette 
région de l’Ontario; pour cette 
raison, elle recrute des étudiants 
du nord-ouest de l’Ontario ou de 
régions semblables et offre un 
apprentissage distribué en milieu 
communautaire dans 90 cliniques 
et établissements communautaires 
situés dans une vaste région rurale 
du Canada où les services de santé 
sont souvent insuffsants. 

 Cet article traite de l’expérience 
qu’ont les étudiants et les diplômés 
de la FMNOO de la pratique en tant 
qu’omnipraticiens dans le nord-
ouest de l’Ontario. Les interviews 
ont montré que l’expérience 
des étudiants et des diplômés 
comme généralistes en région 
rurale, notamment lors de stages 
dans les collectivités, a eu une 
infuence certaine sur le choix d’une 
spécialité, d’un champ de pratique 
et d’un lieu de pratique. 

 Les principaux thèmes tirés des 
interviews mettent en évidence la 
somme des connaissances et des 
habiletés nécessaires à la médecine 
rurale dans toute spécialité, et les 
limites des concepts de champs 
de pratique spécialisés axés sur 
les sous-spécialités, incluant la 
médecine familiale. Conscients de 
leur devoir de responsabilité sociale 
et munis d’une solide formation en 
médecine générale, les étudiants 
et les diplômés de la FMNOO 
répondent adéquatement aux 
besoins de santé des communautés 
en continuant de parfaire leur 
formation de façon à pouvoir 
l’utiliser dans leur pratique. 

Répondre aux besoins 
du plus grand nombre 
L’opinion des étudiants de la faculté de 
médecine du nord-ouest de l’Ontario sur la 
médecine générale et la pratique en région rurale 
Roger Strasser MBBS MClSc FRACGP FACRRM Hoi Cheu PhD 

Résumé 
Objectif Vérifer ce que les étudiants et les diplômés de la faculté de 
médecine du nord-ouest de l’Ontario (FMNOO) ont eu comme expérience 
de la pratique en tant que généralistes en région rurale, à un moment où la 
médecine générale fait l’objet de plus en plus de discussions. 

Type d’étude Une analyse qualitative. 

Contexte La faculté de médecine du nord-ouest de l’Ontario, dont les 
nombreux établissements constituent le campus de la FMNOO. 

Participants Un total de 37 étudiants en médecine en fn de formation et de 
9 médecins diplômés de la FMNOO déjà en pratique. 

Méthodes Le Centre for Rural and Northern Health Research and NOSM 
tracking studies s’est servi de différentes méthodes pour extraire des données 
de sources diverses. Cet article décrit une étude empruntée aux arts, effectuée 
à l’aide d’entrevues semi-structurées. 

Principales observations Les principaux thèmes tirés des observations des 
étudiants comprennent une affnité pour la région du nord-ouest de l’Ontario 
et le fait de considérer que la médecine rurale exige un vaste champ de 
pratique. Les étudiants de la FMNOO considèrent que la médecine générale 
est un service complet qui vise surtout à répondre aux besoins de santé de 
la communauté qu’ils servent. Au-delà des soins de première ligne, le «vrai 
généraliste rural» doit être vu comme un ensemble complet, un médecin 
dont le travail consiste aussi bien à donner des conseils d’ordre préventif qu’à 
effectuer des tâches généralement accomplies par des spécialistes. 

Conclusion Les médecins ruraux, surtout les médecins de famille, sont 
des super-médecins qui ont un vaste champ de pratique afn de répondre 
aux besoins de santé de la communauté qu’ils servent. Les étudiants et 
les diplômés de la FMNOO ont eu une expérience positive de la médecine 
générale en région rurale et cela a grandement infuencé leur choix d’une 
spécialité, d’un champ d’activités plus ou moins vaste et d’un lieu de pratique. 
La façon d’envisager la médecine générale préconisée par la FMNOO pourrait 
avoir d’autres applications en dehors de la médecine rurale et mériterait 
d’être envisagée pour la formation médicale fondamentale. Les étudiants 
et les diplômés sont d’avis que l’apprentissage axé sur les besoins de la 
communauté préconisé par la FMNOO les préparent adéquatement à la 
pratique de la médecine générale. 
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The chronic shortage of physicians in many under-
serviced communities in northern and rural Canada 
was a driving force for the initiative “to establish an 

innovative, community based medical school in Northern 
Ontario.”1 The school, now known as the Northern 
Ontario School of Medicine (NOSM), has actualized 
this initiative by developing an integrated community-
engaged educational system oriented around the 
concept of rural generalism. This paper reports on inter-
views with students and practising graduates of NOSM, 
exploring their experiences and highlighting the need for 
and effectiveness of generalism in medical education. 

Over the past decade, there has been a growing dis-
course on “generalism” in health care, medicine, and 
medical education.2-11 This discourse has occurred in the 
context of greater subspecialization in health care and 
recognition of the need for doctors and other health pro-
fessionals with the skills to address the priority health 
needs of the communities they serve.12-14 The Future of 
Medical Education in Canada visions for medical educa-
tion in 201015 and for postgraduate education in 201216 

both emphasize the importance of students and residents 
developing generalist knowledge and skills, and learning 
in relevant generalist clinical settings. The Royal College 
of Physicians and Surgeons of Canada defnes generalism 
as “a philosophy of care that is distinguished by a commit-
ment to the breadth of practice within each discipline and 
collaboration with the larger health care team in order to 
respond to patient and community needs.”17 In addition, 
the College of Family Physicians of Canada and the Society 
of Rural Physicians of Canada established a collaborative 
Task Force on Advancing Rural Family Medicine,18 which 
produced The Rural Road Map for Action.19 

In 2005, NOSM opened with a social accountability 
mandate focused on improving the health of the peo-
ple and communities of northern Ontario.1 The school 
recruits students from northern Ontario or similar back-
grounds and provides distributed community-engaged 
learning in more than 90 clinical and community set-
tings located in the region—a vast underserved rural 
part of Canada. The school serves as the Faculty of 
Medicine of Lakehead University in Thunder Bay (popu-
lation 120000) and of Laurentian University in Sudbury 
(population 160 000). These 2 universities are more 
than 1000 km apart and provide teaching, research, and 
administrative bases for NOSM, which views the entire 
geography of northern Ontario as its campus.20,21 

Of note, NOSM was the frst medical school in the 
world in which all students undertake a longitudinal 
integrated clerkship, the comprehensive community 
clerkship (CCC).22-24 Based in family practice, the CCC 
comprises the third year of the 4-year graduate entry 
undergraduate program. Rather than a series of clerk-
ship block rotations, students meet patients in family 
practice such that “the curriculum walks through the 
door.” Students follow these patients and their families, 

including when cared for by other specialists, so as to 
experience continuity of care in family practice. During 
the year, students achieve learning objectives that cover 
the same 6 core clinical disciplines as in traditional 
clerkship blocks. Students live in 1 of 15 large rural or 
small urban communities in northern Ontario, exclud-
ing the cities of Sudbury and Thunder Bay. In essence, 
NOSM students learn their core clinical medicine from 
the family practice and community perspective, while 
also gaining exposure to community-based specialist 
care. The CCC synthesizes generalist practice with spe-
cialist learning objectives driven by the needs of the 
communities rather than by predetermined lesson plans. 

For NOSM, generalism is 1 of 8 key academic prin-
ciples that guide the development, delivery, and eval-
uation of its academic activities, including student 
admission processes, faculty appointments and devel-
opment, curriculum, teaching methods, clinical training, 
and community placement. Generalism, as it is used and 
represented in the NOSM curriculum, entails a broad 
scope of skills, attitudes, and knowledge, regardless 
of whether or not the medical practice is primary, sec-
ondary, or tertiary care. Consequently, at NOSM there 
is an emphasis on learning in context, including com-
munity and clinical settings where NOSM graduates are 
expected to practise; longitudinal learning that supports 
continuity of relationships with patients and clinical 
teachers; interprofessional collaboration and integrated 
clinical learning; community engagement with authentic 
participation by community members; and support, rec-
ognition, and reward of community clinicians as faculty 
members and as role models with a breadth of expertise, 
as well as mentors for the students. 

Generalism at NOSM applies, therefore, to student learn-
ing in the curriculum, as well as to the education sites and 
the clinical faculty who serve as educators. In addition, gen-
eralism, while wholly applicable to all stages of medical 
education, is applied also to all NOSM programs (health sci-
ences, interprofessional programs, and research).25 

After a decade, there is evidence that NOSM is suc-
cessful in producing generalist physicians who choose 
to practise in northern Ontario or in similar north-
ern, remote, rural community settings. Since the frst 
graduating class in 2009, 62% of NOSM MD graduates 
have chosen to train in family medicine (predominantly 
rural), 33% have chosen other general specialties (inter-
nal medicine, general surgery, pediatrics, etc), and the 
remaining 5% are pursuing careers in subspecialties 
like dermatology, ophthalmology, and plastic surgery. 
Residency programs are offered by NOSM in family 
medicine and 8 other general specialties. Approximately 
69% of NOSM residency graduates are practising in 
northern Ontario, and 94% of NOSM MD graduates who 
undertook residency training in northern Ontario are 
practising in northern Ontario, including 33% in the 
smaller communities.20,26 

https://research).25
https://Action.19
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—— Methods —— 
The Centre for Rural and Northern Health Research and 
NOSM are collaborating in mixed-methods studies that 
track NOSM undergraduate and postgraduate medical 
learners using administrative data from NOSM and exter-
nal sources, as well as surveys and interviews of students, 
graduates, and other informants.27 Ethical approval for 
these studies was granted by the research ethics boards 
of Laurentian and Lakehead Universities. The study 
reported here involved qualitative analysis of interviews. 

Between 2005 and 2009, H.C., a Laurentian University 
academic and filmmaker, conducted 61 semistruc-
tured entry interviews and 37 semistructured exit inter-
views (approximately 20 minutes each) for the 2005 
to 2009 entry cohorts. After 5 cohorts, saturation had 
been achieved in terms of the key messages and themes 
reported by the students. After the fnal exit interviews in 
2013, we decided to develop a paper focused on themes 
relating to students’ experience of rural practice and rural 
generalism. However, the stories were incomplete with-
out interviews of NOSM graduates’ experience after some 
time in practice. Subsequently, we decided to interview 
NOSM graduates and other informants for a flm marking 
NOSM’s 10th anniversary in 2015. For the flm, The Rural 
Challenge and the Northern Ontario School of Medicine,28 

there were interviews with 9 NOSM graduates: 6 rural 
family physicians, 1 urban emergency physician, 1 urban 
family physician, and 1 urban-based ear, nose, and throat 
specialist who also serves a rural community. Participants 
were invited to begin by sharing their thoughts on the 
10th anniversary of NOSM, and then, depending on their 
stories, were asked about specifc ideas and experiences 
of their pathways of training and practice, as well as their 
views of their undergraduate generalist education. 

The data that inform this paper were collected in 2 
ways: formal but semistructured interviews and docu-
mentary flmmaking in an arts-based health research 
model.1,29-31 Thematic analyses were undertaken collab-
oratively in various stages of the flmmaking research. 
Funded by the Canadian Institutes of Health Research, 
H.C. is involved in international health research on arts-
based methods, which identifed 2 important contribu-
tions of the arts in health research: data collection and 
knowledge dissemination.32 The making of The Rural 
Challenge flm served as a data collection and analysis 
tool, helping to develop a multifaceted narrative about 
the experiences of the students. As a flm, it also func-
tions as a knowledge transfer tool. Through making the 
flm, we teamed up with the flm participants to tell their 
stories, centred on the theme of rural generalism. In 
turn, the stories from the flm footage provide research 
data. Film participants gave permission to be quoted 
whether or not they appeared in the flm. Quotations in 
this paper are drawn from exit interviews (year noted) or 
the flm interviews in 2015. 

—— Findings —— 
Key themes from the student observations include an 
affinity for the northern Ontario environment; a rec-
ognition that rural medicine involves a broad scope 
of practice; a view of generalist care as a comprehen-
sive service responding to the health needs of the com-
munities served; a perception that “doing everything” 
includes knowing when to refer; a belief that rural prac-
titioners are “true generalists”—a complete package 
ranging from promoting prevention to performing spe-
cialist tasks; and a sense that NOSM provides intensive 
clinical training through community engagement. 

The excerpts of student comments that follow exem-
plify these themes, beginning with an affnity for the 
northern Ontario environment and a recognition that 
rural medicine involves a broad scope of practice: 

I love the north shore; I love the Canadian Shield—the 
physical geography between Sudbury and Sault Ste 
Marie north to Chapleau. That’s always where I will 
end up …. To do the things that I’d like to do … I can 
do rural emergency medicine, I can do a little bit of 
family practice, I can do anesthesia … with a family 
practice license and an extra year. (2009) 

Having had 8 months in [a large rural community] last 
year, I quite enjoyed it and I see that that would be a 
place I would be happy practising in. The bottom line 
is that one can always learn. The key of rural prac-
tice is to stay resourceful and learning all the time. 
Internal medicine and pediatrics are something that I 
am choosing to begin with. (2009) 

My dad is a physician in a rural community and he’s 
one of those guys who have done everything: [emer-
gency], inpatients, [intensive care], obstetrics, oncology, 
minor procedures, primary care, internal medicine …. 
He is an excellent role model for me. In my placements, 
seeing others in similar situations doing the same thing 
really excited me …. The most attractive feature of fam-
ily medicine for me is the ability to diversify my practice 
and offer a full-service practice to my patients. I don’t 
want to be a physician who has to send his patients 
away 8 hours to go see a specialist. (2009) 

The 2-year family medicine program would set me 
up to develop other necessary knowledge for gen-
eral practice in the grand scheme of things. In a rural 
setting it’s more of a generalist thought. When you 
get into an urban setting you’re so pigeonholed into 
thinking one thing, based on specialty. With NOSM, 
having a generalist background, I can take in all the 
different aspects of what might be affecting a patient. 
Generalist rural medicine is more holistic. (2013) 

https://dissemination.32
https://informants.27
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Students from NOSM consider generalist care to be 
comprehensive service, without the nearby support of 
other specialists. Urban-style, offce-based family medi-
cine is, therefore, insuffcient to describe rural general-
ist family practice. Students report a strong focus on 
responding to the health needs of the communities they 
serve, consistent with social accountability.33 

Family medicine is the jack-of-all-trades; it’s the guy 
who does everything when nobody else is there to 
handle the problems, which is probably a misnomer 
when you label a rural physician as a family medicine 
doctor. The family medicine specialty in different 
communities takes on different roles …. Through my 
residency, when I was doing primary care in fam-
ily medicine rotations in [a large urban setting], our 
focus was very consultant driven—exercise, weight, 
blood sugar—whereas when I was working in [an 
isolated community] the focus was be all and all, 
with a full stop. So we sometimes had to do what 
I would probably consider pretty heroic measures 
where the physicians there would come together to 
deal with whatever problem drops on the doorstep. 
They would wear different hats. Some of them with 
general surgery skills, and it wouldn’t be uncommon 
to see them do [cesarean] sections; others would 
have more interests in anesthesia, and they would be 
there to support their colleagues. Some would have 
more interest in emergency medicine like the type 
of physician I am. When there would be a trauma or 
a challenging emergency case, they would help deal 
with that. Rural family medicine is more of an entity 
of its own. (2015) 

Rural generalists from NOSM are attracted to the feld 
because they want to “do everything,” and this includes 
knowing when to refer patients to specialists. Having 
practised for 3 years as a family physician, one of the 
graduates commented: 

With any job you need to know your limitations …. 
You need to know where your level of expertise ends 
and you need to know when to ask for help. Being a 
family physician is the same thing. I will never cross 
my boundary. I do send patients to specialists or col-
leagues of mine who have more expertise. (2015) 

We asked a NOSM graduate who did his residency in 
an urban centre, and who now practises family medi-
cine in a community with a population of 3500, what it 
would take to convince him to work in Toronto, Ont: 

I do enjoy urban life. But to convince me of working in 
an urban setting, I would probably want a hospital that 
will allow me to work in the emergency room because 
I like the variety … and maybe put me close to a park … 

and give me a contract that does not make me stay for 
the rest of my life because I don’t think I can stay away 
from rural practice for my whole life. (2015) 

“I like the variety,” “I like the challenges,” or “I want to 
do everything” was a recurring motif with NOSM inter-
viewees who chose rural practice. The difference between 
rural and urban family medicine does not only lead to the 
notion of a broad scope of rural practice phenomenon, but 
it also creates divergence in training. One of the NOSM 
graduates recalls his city teaching hospital residency expe-
rience: “We were working in different departments. ‘Oh 
what resident are you?’ ‘I’m in family medicine.’ ‘Oh well, 
take this easy case.’ It’s disheartening.” (2015) 

The interviewee then makes a clear distinction between 
metropolitan and rural practices, emphasizing that “the 
true generalist” is based on the needs of rural practice: 

In metropolitan areas, because you have [a] diversity 
of specialists as a resource, [family] doctors tend not 
to take their investigations too far down the line. In 
rural practice, if this person has anemia, consulting 
with hematology up in [an urban centre], I have to do 
a full anemia workup. If I need to do a bone marrow 
biopsy, I will have to do it myself …. I [have to] incor-
porate some of the specialist jobs with the aspects of 
primary care and preventive medicine. Rural medi-
cine shows that diversity. That’s where you fnd the 
true generalists. (2015) 

At NOSM, generalist education provides practical 
skills for rural family medicine and provides an alter-
native perspective for specialist training. One NOSM 
graduate who became an ear, nose, and throat special-
ist comments: 

At NOSM the philosophy was to obtain your generalist 
knowledge through the medium of family medicine. 
As one person said to me one time, the difference 
between the traditional school and NOSM was “when 
you hear hooves, you should think horses before you 
think zebras.” I think that is what NOSM does through 
family medicine: if you hear hooves, think horses. 
That is what I think they mean by “generalist.” I don’t 
think the goal is just to train family physicians …. 
If NOSM takes us, the students, into a very tertiary 
hospital and working in the foors with these super-
complicated issues, then we would learn to think 
zebras before horses. (2015) 

Students and graduates from NOSM view rural med-
icine “true generalist” care as broader than primary 
care—more as a complete package ranging from pro-
moting prevention to performing specialist tasks. In 
addition, NOSM’s comprehensive clerkship in smaller 
communities has the advantage of small group (or even 

https://accountability.33
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one-on-one) learning, thus building a strong foundation 
for the learners’ clinical knowledge and problem-solving 
skills. One graduate recalls: 

I guess another important thing, maybe other people 
have told you this too: I was shocked. Because I went 
to NOSM, I learned in that environment with a lot of 
generalists in smaller centres where you get to be frst 
assistant to surgery and you get to do things early. 
When I was in fourth year to do some of my elective 
rotations at bigger hospitals, I was astounded at how 
much people were not doing what I have been lucky 
enough to do. I remember going to this one rota-
tion where in my head I expected that I was going to 
be frst assistant and so I went over the surgery the 
night before and had all my answers prepared. When 
I got there, I was the 17th person in the room. I was 
nowhere near the surgery that was going on. I was 
standing against the wall at the back. Nobody asked 
me a single question. I thought, “Holy cow, I am so 
lucky to have had the training that I did.” (2015) 

There were many similar stories. The provision of 
intensive clinical training through community engage-
ment at NOSM is the most praised feature of the 
school mentioned by students in their exit interviews. 
Interviewees also reported a strong affnity for northern 
Ontario and for the broad spectrum of practice options 
that are available in response to the needs of the people 
of northern Ontario. 

—— Discussion —— 
This paper reports on the NOSM student and graduate 
experience of rural generalism in northern Ontario. The 
central message of the students is that rural practitioners, 
particularly in family medicine, are true generalists with 
a broad scope of practice guided by the health needs 
of the communities they serve. Key themes from stu-
dent observations include an affnity for the northern 
Ontario environment and a recognition that rural medi-
cine involves a broad scope of practice. Students from 
NOSM consider generalist care to be a comprehensive 
service with a strong focus on responding to the health 
needs of the communities they serve. Beyond primary 
care, a rural medicine true generalist is viewed as a 
complete package—a physician who provides care rang-
ing from promoting prevention to performing special-
ist tasks. The students and graduates report that the 
NOSM distributed community-engaged learning model 
prepares them well for rural generalist practice. 

In addition, the NOSM model prepares graduates 
well for subspecialty training. In most years, all NOSM 
students have been matched in the frst round of the 
national residency match (Canadian Resident Matching 
Service), including matching to subspecialties like 

dermatology, radiation oncology, and neurology.34 These 
findings suggest that NOSM’s generalist approach is 
effective beyond rural applications and provide evidence 
that rural generalism is an advantageous approach for 
foundational medical education.35 

The study fndings are consistent with other research, 
which shows that, when compared with their metropoli-
tan counterparts, rural practitioners can be described as 
“extended generalists.”36-38 Rural practitioners provide a 
wider range of services, sustain a heavier workload, and 
carry a higher level of clinical responsibility in relative 
professional isolation. These characteristics hold true for 
all rural practitioners, whether they are physicians (in 
various specialties), nurses, pharmacists, or other health 
professionals. 

In addition, the fndings from this study contribute to 
the growing discourse about rural generalist medicine39 

and the value of rural generalist training pathways— 
both from the perspective of health work force supply 
and of socially accountable education.40 This includes 
recognition of the limitations of dividing roles in the 
health system into primary, secondary, and tertiary. The 
rural generalist’s key role is in ensuring access to care 
at all levels, whether this care is provided directly by 
the rural practitioner or by other specialists who might 
interact with patients in person, by telemedicine, or at a 
larger centre to which the patients have to travel. 

Limitations 
The study reports the analysis of 37 student exit inter-
views and interviews with 9 graduates from NOSM, so 
fndings should be interpreted in this context. Further 
research might include more interviews with urban-
based family physicians or other specialists. Additional 
interviews would permit comparison among schools 
and allow comparison of NOSM graduates who go to 
other medical schools for their residency training versus 
those who complete their residency at NOSM. 

Conclusion 
Rural generalist medicine is not an alternative to urban 
specialist care, rather it is the explicit provision of 
high-quality health care within the geographic, demo-
graphic, and cultural context, and the human and mate-
rial resource constraints, of rural communities. Overall, 
interview transcripts show that the experiences of 
NOSM students and graduates in rural generalism, espe-
cially through community placements, have contributed 
substantially to shaping their choices of career direc-
tion including specialty, scope, and location of practice. 
Key themes from the interviews emphasize the breadth 
of knowledge and skills required for rural practice in 
any specialty and the limitations of metropolitan sub-
specialty-driven concepts of specialty scopes of prac-
tice, including in family medicine. Motivated by social 
accountability and built on a generalist undergraduate 
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foundation, NOSM students and graduates respond to 
rural community health needs in pursuing their clinical 
learning and in subsequent clinical practice. 
Dr Strasser is Dean and Chief Executive Offcer of the Northern Ontario School of 
Medicine at Lakehead University and Laurentian University in Thunder Bay and 
Sudbury, Ont. Dr Cheu is Associate Professor in the English Department and Faculty 
Investigator for the Centre for Rural and Northern Health Research at Laurentian 
University in Sudbury. 

Contributors 
All authors contributed to the concept and design of the study; data gathering, analy-
sis, and interpretation; and preparing the manuscript for submission. 

Competing interests 
None declared 

Correspondence 
Dr Roger Strasser; e-mail roger.strasser@nosm.ca 

References 
1. Tesson G, Hudson G, Strasser R, Hunt D. The making of the Northern Ontario School 

of Medicine: a case study in the history of medical education. Montreal, QC: McGill-
Queen’s University Press; 2009. 

2. Albritton W, Bates J, Brazeau M, Busing N, Clarke J, Kendel D, et al. Generalism 
versus subspecialization: changes necessary in medical education. Can J Rural Med 
2006;11(2):126-8. 

3. MacLellan K. Generalism and rural Canada. Can J Rural Med 2006;11(3):177-8. 
4. De Gara C, Birkmeyer J, Bohnen J, Fitzgerald WG, Pollett W. Canadian Association 

of University Surgeons’ Annual Symposium: w(h)ither generalism(?). Can J Surg 
2010;53(3):196-201. 

5. Prislin MD, Saultz JW, Geyman JP. The generalist disciplines in American medicine one 
hundred years following the Flexner report: a case study of unintended consequences 
and some proposals for post-Flexnerian reform. Acad Med 2010;85(2):228-35. 

6. Wise J. Commission calls for medical training to become more generalist. BMJ 
2011;343:d6465. 

7. Howe AC, Mash RJ, Hugo JFM. Developing generalism in the South African context. 
S Afr Med J 2013;103(12):899-900. 

8. Reeve J, Dowrick CF, Freeman GK, Gunn J, Mair F, May C, et al. Examining the practice 
of generalist expertise: a qualitative study identifying constraints and solutions. 
JRSM Short Rep 2013;4(12):1-9. 

9. Naccarella L. Generalism workforce planning. Defnitional, pragmatic and transfor-
mational issues. Aust Fam Physician 2014;43(1-2):69-72. 

10. Atmore C. The role of medical generalism in the New Zealand health system into the 
future. N Z Med J 2015;12(1419):50-4. 

11. Joschko J, Busing N. Exploring the factors that infuence the ratio of generalists to 
other specialists in Canada. Can Fam Physician 2016;62:e122-8. Available from: www. 
cfp.ca/content/cfp/62/3/e122.full.pdf. Accessed 2018 Apr 30. 

12. Green LA, Fryer GE Jr, Yawn BP, Lanier D, Dovey S. The ecology of medical care revis-
ited. N Engl J Med 2001;344(26):2021-5. 

13. Woollard RF. Caring for a common future: medical schools’ social accountability. 
Med Educ 2006;40(4):301-13. 

14. Frenk J, Chen L, Bhutta ZA, Cohen J, Crisp N, Evans T, et al. Health professionals for 
a new century: transforming education to strengthen health systems in an interde-
pendent world. Lancet 2010;376(9756):1923-58. Epub 2010 Nov 26. 

15. Association of Faculties of Medicine of Canada. The future of medical education 
in Canada (FMEC): a collective vision for MD education. Ottawa, ON: Association of 
Faculties of Medicine of Canada; 2010. Available from: https://afmc.ca/medical-
education/future-medical-education-canada-fmec. Accessed 2018 May 11. 

16. The Future of Medical Education in Canada Postgraduate Project. A collective vision 
for postgraduate medical education in Canada. Ottawa, ON: The Future of Medical 
Education in Canada Postgraduate Project; 2012. Available from: https://afmc.ca/ 
medical-education/future-medical-education-canada-fmec. Accessed 2018 May 11. 

17. Imrie K, Weston W, Kennedy M. Generalism in postgraduate medical education. 
Ottawa, ON: Association of Faculties of Medicine of Canada; 2011. Available from: 
www.afmc.ca/pdf/fmec/02_Imrie_Generalism.pdf. Accessed 2018 Apr 30. 

18. Bosco C, Oandasan I. Review of family medicine within rural and remote Canada: 
education, practice, and policy. Mississauga, ON: College of Family Physicians of 
Canada; 2016. 

19. Advancing Rural Family Medicine: The Canadian Collaborative Taskforce. The rural 
road map for action: directions. Mississauga, ON: Advancing Rural Family Medicine: 
The Canadian Collaborative Taskforce; 2017. 

20. Strasser R. Delivering on social accountability: Canada’s Northern Ontario School of 
Medicine. Asia Pac Scholar 2016;1(1):1-6. 

21. Strasser R, Hogenbirk JC, Minore B, Marsh DC, Berry S, McCready WG, et al. Trans-
forming health professional education through social accountability: Canada’s 
Northern Ontario School of Medicine. Med Teach 2013;35(6):490-6. Epub 2013 Mar 15. 

22. Couper I, Worley PS, Strasser R. Rural longitudinal integrated clerkships: lessons 
from two programs on different continents. Rural Remote Health 2011;11(2):1665. 
Epub 2011 Mar 17. 

23. Strasser R, Hirsh D. Longitudinal integrated clerkships: transforming medical educa-
tion worldwide? Med Educ 2011;45(5):436-7. 

24. Worley P, Couper I, Strasser R, Graves L, Cummings BA, Woodman R, et al. A typology 
of longitudinal integrated clerkships. Med Educ 2016;50(9):922-32. 

25. Academic Council. Academic principles. Sudbury, ON: Northern Ontario School of 
Medicine; 2011. Available from: www.nosm.ca/uploadedFiles/About_Us/Gover 
nance/Academic_Council/Academic%20Principles(2).pdf. Accessed 2018 May 11. 

26. Hogenbirk JC, Timony P, French MG, Strasser R, Pong RW, Cervin C, et al. Milestones 
on the social accountability journey. Family medicine practice locations of Northern 
Ontario School of Medicine graduates. Can Fam Physician 2016;62:e138-45. Available 
from: www.cfp.ca/content/cfp/62/3/e138.full.pdf. Accessed 2018 Apr 30. 

27. Hogenbirk JC, French MG, Timony PE, Strasser RP, Hunt D, Pong RW. Outcomes 
of the Northern Ontario School of Medicine’s distributed medical education 
programmes: protocol for a longitudinal comparative multicohort study. BMJ Open 
2015;5(7):e008246 

28. Cheu H. The rural challenge and the Northern Ontario School of Medicine. Sudbury, 
ON: Minimalist Studio, Department of English, Laurentian University; 2015. Available 
from: https://youtu.be/gU3LE3vPt_4. Accessed 2018 May 1. 

29. Eisner E. Art and knowledge. In: Knowles JG, Cole AL, editors. Handbook of the arts 
in qualitative research. Thousand Oaks, CA: Sage; 2008. p. 1-12. 

30. Leavy P. Method meets art: arts-based research practice. New York, NY: The Guilford 
Press; 2009. 

31. McNiff S. Art-based research. London, UK: Jessica Kingsley Publishers; 1998. 
32. Boydell KM, Hodgins M, Gladstone BM, Stasiulis E, Belliveau G, Cheu H, et al. Arts-

based health research and academic legitimacy: transcending hegemonic conven-
tions. Qual Res 2016;16(6):681-700. 

33. Boelen C, Heck JE. Defning and measuring the social accountability of medical 
schools. Geneva, Switz: World Health Organization; 1995. 

34. Canadian Resident Matching Service. R-1 match reports. Ottawa, ON: Canadian 
Resident Matching Service; 2017. Available from: www.carms.ca/en/data-and-
reports/r-1. Accessed 2018 May 1. 

35. Worley PS, Prideaux DJ, Strasser RP, Silagy CA, Magarey JA. Why we should teach 
undergraduate medical students in rural communities. Med J Aust 2000;172(12):615-7. 

36. Hogenbirk JC, Wang F, Pong RW, Tesson G, Strasser RP. Nature of rural medical prac-
tice in Canada: an analysis of the 2001 National Family Physician Survey. Sudbury, 
ON: Centre for Rural and Northern Health Research, Laurentian University; 2004. 

37. Pashen D, Chater AB, Murray R, Sheedy V, White C, Eriksson L, et al. The expand-
ing role of the rural generalist in Australia—a systematic review. Canberra, Aust: 
Australian Primary Health Care Research Institute, Australian National University; 
2007. Available from: http://fles.aphcri.anu.edu.au/research/full_report_12512.pdf. 
Accessed 2018 May 1. 

38. Strasser R, Couper I, Wynn-Jones J, Rourke J, Chater AB, Reid S. Education for rural 
practice in rural practice. Educ Prim Care 2016;27(1):10-4. Epub 2016 Jan 20. 

39. Australian College of Rural and Remote Medicine. Cairns consensus statement on 
rural generalist medicine. Improved health for rural communities through accessible, 
high quality healthcare. Brisbane, Aust: Australian College of Rural and Remote 
Medicine; 2013. Available: www.acrrm.org.au/docs/default-source/documents/ 
about-the-college/cairns-consensus-statement-fnal-3-nov-2014.pdf?sfvrsn=4. 
Accessed 2018 May 1. 

40. Sen Gupta TK, Manahan DL, Lennox DR, Taylor NL. The Queensland Health rural gen-
eralist pathway: providing a medical workforce for the bush. Rural Remote Health 
2013;13(2):2319. 

This article has been peer reviewed. 
Cet article a fait l’objet d’une révision par des pairs. 
Can Fam Physician 2018;64:449-55 

www.acrrm.org.au/docs/default-source/documents
http://files.aphcri.anu.edu.au/research/full_report_12512.pdf
www.carms.ca/en/data-and
https://youtu.be/gU3LE3vPt_4
www.cfp.ca/content/cfp/62/3/e138.full.pdf
www.nosm.ca/uploadedFiles/About_Us/Gover
www.afmc.ca/pdf/fmec/02_Imrie_Generalism.pdf
https://afmc.ca
https://afmc.ca/medical
mailto:roger.strasser@nosm.ca



Accessibility Report


		Filename: 

		449.pdf




		Report created by: 

		

		Organization: 

		




[Enter personal and organization information through the Preferences > Identity dialog.]


Summary


The checker found no problems in this document.


		Needs manual check: 0

		Passed manually: 2

		Failed manually: 0

		Skipped: 5

		Passed: 25

		Failed: 0




Detailed Report


		Document



		Rule Name		Status		Description

		Accessibility permission flag		Passed		Accessibility permission flag must be set

		Image-only PDF		Passed		Document is not image-only PDF

		Tagged PDF		Passed		Document is tagged PDF

		Logical Reading Order		Passed manually		Document structure provides a logical reading order

		Primary language		Passed		Text language is specified

		Title		Passed		Document title is showing in title bar

		Bookmarks		Passed		Bookmarks are present in large documents

		Color contrast		Passed manually		Document has appropriate color contrast

		Page Content



		Rule Name		Status		Description

		Tagged content		Passed		All page content is tagged

		Tagged annotations		Skipped		All annotations are tagged

		Tab order		Passed		Tab order is consistent with structure order

		Character encoding		Passed		Reliable character encoding is provided

		Tagged multimedia		Passed		All multimedia objects are tagged

		Screen flicker		Passed		Page will not cause screen flicker

		Scripts		Passed		No inaccessible scripts

		Timed responses		Passed		Page does not require timed responses

		Navigation links		Passed		Navigation links are not repetitive

		Forms



		Rule Name		Status		Description

		Tagged form fields		Passed		All form fields are tagged

		Field descriptions		Passed		All form fields have description

		Alternate Text



		Rule Name		Status		Description

		Figures alternate text		Passed		Figures require alternate text

		Nested alternate text		Passed		Alternate text that will never be read

		Associated with content		Passed		Alternate text must be associated with some content

		Hides annotation		Passed		Alternate text should not hide annotation

		Other elements alternate text		Skipped		Other elements that require alternate text

		Tables



		Rule Name		Status		Description

		Rows		Passed		TR must be a child of Table, THead, TBody, or TFoot

		TH and TD		Passed		TH and TD must be children of TR

		Headers		Passed		Tables should have headers

		Regularity		Passed		Tables must contain the same number of columns in each row and rows in each column

		Summary		Skipped		Tables must have a summary

		Lists



		Rule Name		Status		Description

		List items		Skipped		LI must be a child of L

		Lbl and LBody		Passed		Lbl and LBody must be children of LI

		Headings



		Rule Name		Status		Description

		Appropriate nesting		Skipped		Appropriate nesting






Back to Top
