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This paper is an attempt to answer the question of how to help undergraduate medical students learn
about the principles of long-term healthcare management. The authors are concerned that
undergraduate medical students are often not formally taught about this matter except from the
purely technical aspects of longitudinal healthcare provision, and that it is necessary to be aware of
certain issues as undergraduate students to facilitate improved expertise as they become qualified
doctors. The authors suggest that the topic requires consideration in light of newer concepts of the
role and value of long-term health care for patients in general.

The authors propose several ideas about how to achieve this in small group settings, and this paper
includes a series of points for discussion within these groups. The list of issues to be discussed
includes encouragement for all teachers to discuss long-term healthcare issues with undergraduate
medical students, how to develop and maintain positive working relationships over multiple clinical
encounters, to be aware of the overall concepts of doctoring, holding relationships, spiritual values
within long-term healthcare, and heartsink. The authors hope this novel addition to the curriculum

care, teaching in the community, small
group teaching

will prove useful as an adjunct to student learning about professional roles.

© 2013 GESDAV

INTRODUCTION

This article was originally inspired by some recent
meetings at which experienced and inexperienced
Cardiff General Practitioners (GPs) received post-
graduate education from Hospital Specialists. At each
meeting the Specialists were asked about patients with
difficult long-term care needs, and they each indicated
that they had received no useful, formal tuition on how
to provide long-term health care as medical students.
This raised questions on the whole notion of teaching
about long-term care, and whether it is still as
undervalued as has been described in the 1970s [1].

The authors wanted to consider whether students had
been explicitly taught about this in the past and present
curricula, and if it is feasible to include this subject in
future curriculum changes. The central issue is this —
do clinicians dealing with difficult long-term ill health
learn to do so primarily and/or solely over a period of
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post-graduate work? This paper will consider these
issues from the vantage point of the authors as teachers
to undergraduate medical students.

The authors emphasise that the paper will not discuss
appropriate testing and follow-up for long-term
conditions such as Diabetes or Asthma where primary
care provides clinical management within defined
parameters, though this model is itself contentious [2].
Neither is this written from a Social Sciences
perspective about the respective roles of the care-
provider and the patient. Rather, the authors hope this
paper may clarify some of the issues involved in
students’ learning about more difficult issues involved
in maintaining long-term healthcare management (for
instance how to maintain high levels of ongoing health
care relationships), although it is not intended to be a
formal review, but instead an attempt to stimulate
debate.
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TEACHING ROLE

The Cardiff University Medical school undergraduate
curriculum has evolved during the twenty years that
some of the older authors have been teachers.
However, in essence the curricula so far have
comprised two years of primarily lecture-based medical
sciences work followed by three years of clinical-based
teaching, mostly in hospital. There is to be a major
curriculum change in 2013, where students will start
seeing patients much earlier in their undergraduate
career and there will be greater integration of pre-
clinical and clinical study.

The authors’ personal roles within the present
curriculum are myriad covering teaching of basic
clinical skills and they have further made contributions
to the literature on the teaching of professionalism, the
role of teaching about care, the role of ‘living history’,
the role of the history of medicine, and roles of drama
to help with public health messages among others. It is
inherent to these roles that the authors subscribe to the
concepts of education based around patient-
centredness, an holistic view of the patient, in essence
allowing the patient and the patient’s views to be at the
centre of any illness and doctor-patient interaction [3].

Students undertaking the present Cardiff curriculum do
learn about patients in the longer-term involving
following specific families for about nine months
during their first years of undergraduate study.
Students have to complete two studies, one is of a
patient with a cancer and one is with a patient with
either a new baby or one with long-term health
problems. The authors recognise the literature which
demonstrates these to be useful and valuable resources;
students from other countries gain enormously from
variations on a theme of these educational inputs [4-8].

However, the authors wonder if this has been sufficient
to learn about continuing long-term care, and they
propose a series of small-group discussions with
students about some of the values and principles
involved in long-term care as a form of extra
‘involvement’ in an attempt to counter the views
expressed from the 1970s [1]. The authors also
propose these can be led by GPs with some
involvement from secondary care clinicians to discuss
strategies for maintaining clinical interest and
involvement, whilst maintaining the ‘cool headed
clinical stance’ [9].

Community-based Teaching and Care

In essence GPs look after patients for their immediate
primary healthcare needs in the context of an ongoing,
potentially lifelong personal doctor-patient relationship;
consequently GPs also plan for long-term conditions
and there are always potential opportunities to consider
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long-term health matters [10]. Primary care is now
increasingly wedded to the notion of increased long-
term ‘health promotion’ to facilitate better long-term
health, even though one of the authors of the original
paper argued that using this dictum inappropriately
may not reap as many benefits as expected [11].

Thus, students may see primary care medicine in
particular, but perhaps also medicine in general, as a
subject where the definition of ‘good’ in the phrase
‘good medicine’ means merely providing good
episodes of care, rather than of seeing general practice
as a potential long-term caring relationship with its
attendant health benefits [12]. The authors feel that
emphasising short-term measures of ‘good care’ will
result in students not appreciating the longer-term role
of community medicine.

In this context ‘holding relationships’ (in essence
providing long-term care and support without looking
to provide overt short-term health benefits) are not
perceived as good, although this is partly because they
are difficult to quantify. However, a recent paper and
accompanying editorial are challenging this view
[13,14]. The authors feel this concept needs to be
discussed with under-graduate medical students,
allowing them to become aware of these principles,
albeit in small group discussions akin to learning about
issues such as professionalism, empathy and care [15-
17].

There is a further concern that patients with long-term
health issues may be perceived as potential ‘heartsink’
patients (literally giving the doctor a sinking feeling
when a particular long-term patient requires ongoing
healthcare) [18]. The authors feel this should be
explored further as suggested by a recent article
revisiting the concept [19], although in a reply to this
latest piece the original author of the ‘heartsink’ paper
feels the term is disrespectful [20]. It is possible that
this is a further manifestation of negative comments
from the 1970s, and should be further broached.

The authors pose the rhetorical question as to whether
all students are encouraged to look after those patients
who can be cured and/or ameliorated and this leaves
undergraduate students and junior doctors frustrated
when this does not come to pass. It is interesting that a
number of newer undergraduate medical courses, and
in particular one in the US, are providing more teaching
and learning on the wider concepts of ‘doctoring’ [21].
In this they specifically include the idea of addressing
the wider implications of providing care for more than
one episode of illness, and to appreciate the skills
needed to achieve this, going onward into the longer
term. The authors support the ‘face validity and
‘utility” of this approach.
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Professional roles and integration

There is a professional role for all doctors to be aware
of difficulties in providing long-term care for patients,
whether they are in primary or secondary care, and it is
of note that this is specified as a professional role by
the General Medical Council [22]. As Teachers, the
authors recognise the difficulties of preparing doctors
for the future, and it is to be hoped that this is where the
GMC can continue to act as support and resource, both
to medical schools and to individual (future) doctors.

The provision of long-term care is a subject that is
relatively devalued, partly because there is a paucity of
longitudinal studies into its effectiveness or otherwise,
and partly because the ethos of the NHS is perhaps
changing into one of episodic health care management
[23]. Further, the nature of work within the NHS has
changed with more part-time work, more short-term
working arrangements, and less continuity of care [24],
a situation applicable to both primary and secondary
care.

The best place to see and learn about long-term care
concepts in action is within the community. Here,
students will have an opportunity to see the GP as
advocate, provider of long-term support, and as a
consistently available practitioner in diffuse cases
where care is provided from myriad secondary care
sources [24,25]. Inevitably, there are issues which may
not be so pertinent to inexperienced students; as
examples the experienced authors have noted that the
experience of being GPs in their respective
communities had led to issues of maintaining long-term
goals and support for troubled individuals, and ‘mini-
bereavements’ around patient deaths.

These long-term care aspects can at least be discussed
with students, in the context of a more long-term
relationship, and that this may entail bringing in
concepts from non-medical fields. In their piece about
‘brief communication’, Crawford and Brown discuss
the role of long-term care for all health professionals
[23], and the authors concur with their views that it is
pertinent to consider the role of appropriate
communication from short-term and long-term
perspectives.

Further, the doctor’s role has a spiritual dimension and
understanding the role of a doctor in these terms may
be helped by looking to more traditional beliefs, such
as the value Islam places on serving the community
[26], the role of the doctor as akin to a priest from
Christianity [27], the role of good service from Judaism
[16], and the role of care from Buddhism [17]. This
spiritual dimension of health has been largely ignored
until recently, although this is changing [28]. Research
in this field is inconclusive [29], but contemplating
spirituality and its effects on health may better help
students understand patients within their communities.
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These aspects need to be integrated into a more
coherent role of future teaching such that students can
understand - and perhaps empathise with - the value of
long-term professional health care relationships. It is
useful for students to appreciate good communication
in its short-term, and in its long-term contexts [23,24].
Further, these aspects will help students to gain a
population-based as well as a person-based perspective
on health care [7,30].

CONCLUSIONS

The authors note that the subject of long-term health
care is difficult to teach formally, may be more of a
post-graduate subject to be taught in the specific
Specialty individual doctors take up in their careers,
and that all qualified doctors need to learn for
themselves the skills required. However, it is important
for undergraduate students to be made aware of these
matters prior to qualification, even if it is an implicit
part of the ‘hidden curriculum’ which may be how the
authors themselves learnt about at least some of the
issues described [31].

In Cardiff, a new curriculum is hoping to equip medical
students with more potential learning about the
provision of long-term care. The authors specifically
advocate that the issue of long-term health care should
continue to be considered, especially in the potentially
different, more complex, less organised, future NHS.
In this manner future doctors will be able to agree that
this subject had at least been broached during their
undergraduate study, that it was discussed in a positive
light, and that all doctors will be equipped to maintain
good long-term healthcare relationships.

In conclusion, a potential list for inclusion of issues to
be discussed with students in small groups comprises;
(a) developing positive working relationships over
multiple clinical encounters, (b) long-term relationships
as doctors’ careers progress, (c) maintaining
professional boundaries, (d) maintaining levels of care,
(e) the overall concept of doctoring, (f) short-term and
long-term communication, (g) discussion of holding
relationships, (h) spiritual values within long-term
healthcare, (i) encouragement for all teachers to discuss
long-term care in their dealings with undergraduates, (j)
accepting heartsink as an entity but viewing this
positively.

As stated in the Introduction to this paper this list is not
intended to be exhaustive but is intended to represent
an initial consideration of the subject to be discussed
further with undergraduate students. Perhaps, in this
manner future qualified doctors in any Speciality may
feel more able to manage long-term health care, and
undergraduate students may feel better prepared as they
go through the transition from students to qualified
doctors.
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