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Abstract 
Background. The COVID-19 pandemic profoundly impacted medical education worldwide, leading to challenges and 
adaptations of both in-class and clinical education models.  The Longitudinal Integrated Clerkship (LIC) emphasizes 
community engagement and integration in rural and remote communities making it a unique model to evaluate 
adaptability during the pandemic. This study examines how the pandemic affected the in-class and clinical 
experiences of third-year medical students engaged in an LIC situated in Northern Ontario. 

Methods. The study employed an anonymous survey completed by 32 LIC students and 18 program administrators. 
Data collection focused on non-clinical and clinical learning activities, COVID-19 experiences, and the 
implementation of virtual care.  

Results. Despite pandemic challenges, 72% of program administrators reported the overall quality of education 
remained consistent with previous years. All students successfully met required clinical learning objectives and 
other promotion requirements, although 56% reported restricted clinical access and limited experience with 
specialists. Virtual care became a primary adaptation, with 97% of students participating. Student safety was 
supported by the availability of adequate personal protective equipment availability, and the program maintained 
continuity throughout the disruption. 

Conclusions.  While the COVID-19 pandemic caused significant changes to medical education, particularly in clinical 
settings, our study found that the LIC model proved remarkably robust. Despite challenges, the LIC was able to 
adapt and maintain educational continuity, ensuring that students continued to meet their learning objectives. 
These findings highlight the resilience of the LIC model in times of crisis and suggest its potential as a flexible 
educational approach that is capable of withstanding future disruptions. 

Keywords: Rural, distributed, pandemic, longitudinal integrated clerkship. 

Introduction 
The COVID-19 pandemic changed the world as we 
knew it1. Seemingly overnight, individuals had to 
change how they worked, socialized, and interacted 
with one another. Medical schools and students were 
not immune to these changes, and the way medicine 
was taught and practiced had to change as well2. To 
better understand how distributed medical education 
was impacted, this paper focuses specifically on how 
the pandemic affected academic programming and 

outcomes at a multi-campus medical program during 
the 3rd year Longitudinal Integrated Clerkship (LIC) of 
the Doctor of Medicine (MD) degree.  

The LIC is part of the MD program at the Northern 
Ontario School of Medicine University (NOSM U).  
NOSM U was founded in 2002 and has its primary 
campuses located in Thunder Bay and Sudbury, two 
small cities located in the north of the Canadian 
province of Ontario3.  Clinical learning experiences 
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occur at the two regional hospitals, Thunder Bay 
Regional Health Sciences Centre, and Health Sciences 
North, and in over 90 communities throughout the 
region4. Northern Ontario is the largest sub-region 
within Ontario, Canada’s most populous province. 
Although the region is large (approximately 800,000 
km2) it is also sparsely populated and contributes only 
approximately 800,000 people to Ontario’s total 
population of 14.5 million5.  While approximately 
300,000 people in the region live in small cities, the 
remainder reside in smaller rural and remote 
communities, many of which are home to Indigenous 
and Francophone persons3.  Decades of physician 
shortages and other healthcare professionals have 
contributed to worse health outcomes for those living 
in Northern Ontario compared to those in other parts 
of the province6,7, and NOSM U was established with 
an explicit social accountability mandate to improve 
the supply of physicians to the region3. 

To achieve this aim NOSM U students engage with 
multiple northern Ontario communities throughout 
their training using place- and sociocultural-based 
educational approaches, helping them better 
understand the specific challenges and needs of 
these communities as well as the desire to meet 
them7-9. The NOSM U undergraduate medical 
education (UME) program lasts four years and is split 
into 3 phases. Phase 1, which encompasses years one 
and two, comprises both classroom and community-
based educational experiences. This Phase is roughly 
equivalent to what would be called the ‘pre-clerkship’ 
in most other UME programs, and is organized 
around eleven case-based modules, each of which 
covers a major body system4.  

In Phase 2, year 3, students embark on what is called 
the Comprehensive Community Clerkship (CCC), a 
compulsory 8-month LIC.  An LIC refers to a clerkship 
model in which the student learns about clinical 
practice in a predominantly primary care or small 
hospital setting where the various medical disciplines 
are taught in a concurrent and integrated manner10. 
Students are assigned to live and learn in large rural 
or small urban communities in Northern Ontario, 
excluding Sudbury and Thunder Bay, ranging in size 
from Sioux Lookout with a population of around 5000 
to Sault Ste. Marie which is home to approximately 
80,000 people11. In the LIC model students increase 
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their knowledge of medical care through clinical 
encounters and through the socio-cultural context in 
which the patients and their families live and work12. 
This is different from traditional rotation-based 
clerkships13 as the LIC allows for the student to follow 
patients over a longer period, allowing for stronger 
relationships to be built with patients, peers and 
preceptors, over multiple clinical encounters, and the 
ability to better advocate for their patient 
populations13,14. Additionally, traditional block 
clerkships are challenging to complete in rural 
settings, as students often cannot be guaranteed 
sufficient exposure to a specialty due to insufficient 
patient flow over a 4-to-8-week block15.  

In a typical week NOSM U LIC students will attend 
taught non-clinical academic sessions such as 
academic lectures, rounds, and tutorials, which are 
predominantly delivered online, and work on 
longitudinal assignments related to scholarship 
focussed on local healthcare problems such as the 
Northern and Rural Health Research Proposal. They 
engage in clinical training in primary care or small 
hospital sessions where students must participate in 
a range of required clinical learning experiences 
(RCLE), and from time-to-time work with specialists 
who are present in the community through Specialty 
Enhancement Sessions (SES).  Within each LIC 
community site, students are taught by a range of 
faculty which include physicians and other health 
professionals and, occasionally, non-clinical teachers. 
There are two key program administrators (PAs) at 
each site. The lead faculty member is a community-
based physician called the Site Liaison Clinician (SLC). 
The SLC is responsible for the student’s learning and 
assessment even if they are not the one directly 
observing the student daily. In addition to the SLC, the 
other key PA is the Site Administrative Coordinator 
(SAC) who organizes the student’s learning schedule, 
classroom teaching, assessment, and assists the SLC 
in their role as a learning guide and learner assessor. 
Each SLC participates in a monthly clerkship 
committee led by the LIC Director which provides 
curriculum governance to the LIC.  The SACs also 
meet regularly as a group to discuss administrative 
issues, and both SLC and SACs meet as required with 
the LIC Director to manage student progress, 
curriculum compliance, and organisational issues as 
they occur at each site. Once the LIC is completed 
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students enter Phase 3, the final year of the four-year 
program. In Phase 3, students return to either 
Thunder Bay or Sudbury and complete their specialty 
rotations/blocks in Emergency Medicine, Internal 
Medicine, Obstetrics and Gynecology, Pediatrics, 
Psychiatry, and Surgery. They also can complete 
electives in specialties which interest them and can 
normally do these across Canada at different 
universities if they so choose. 

Due to the COVID-19 pandemic, medical schools 
across Canada were forced to switch over to distance 
learning, prevent students engaging in electives at 
other universities, or to pause clinical education 
entirely16. Clerkship students had more limited 
bedside teaching opportunities as many were asked 
not to take care of COVID-19 positive patients, given 
there were fears that medical students may contract 
the virus and transmit it in their communities17. 
Although the change to online learning has been 
investigated in many countries across the world18,19, 
and their potential effects on student career 
choices20, data surrounding this change in a LIC 
model has not been investigated in depth. While the 
LIC model has been proposed to be adaptable and 
resilient within and out-with the pandemic21,22, the 
NOSM U LIC provided a unique opportunity to 
investigate the educational impact of pandemic 
stressors on student’s educational experiences. 
Students entering the LIC were finishing their Phase 1 
pre-clerkship when the pandemic began in March 
2020, and started the LIC in September of that year. 
This gave the UME program some time to modify the 
LIC considering the pandemic including implementing 
a COVID-19 exposure tracking system that required 
students to alert the program of suspected 
exposures, or changes to their COVID-19 infection 
status. In this paper, we explore the impact of the 
COVID-19 pandemic on clinical and non-clinical 
teaching and learning within the NOSM U LIC 
framework.  We also examined how students 
experienced the COVID-19 as an actual or potential 
infectious agent present in the learning environment 
to help us better understand the level of resilience 
and adaptability of the LIC during the crisis. 
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Methods 
Design 
A descriptive case study design with a mixed methods 
approach was chosen to better understand how 
students and programs were impacted during the 
COVID-19 pandemic.  

Participants  
Data was collected from both students and PAs (SACs 
and SLCS) for a more holistic understanding of the 
LIC. While students can answer based on their 
personal experiences, PAs could comment on the 
overall program impacts of the pandemic, as well as 
how teaching was conducted at their LIC site.  

Potential participants were recruited by convenience 
sampling. All students who completed their LIC during 
the 2020/2021 academic year were invited to 
participate in this study, as well as all PAss who were 
a part of the 2020/2021 academic year at LIC sites. All 
participants gave informed consent before taking part 
in the study according to a protocol approved by both 
Lakehead and Laurentian University Ethics Boards 
(Lakehead REB file # 1468441, Laurentian REB # 
6020972).  

Participant details are provided in Table 1. Of the 64 
potential LIC student participants, 32 consented to 
participate, yielding a response rate of 50%.  Out of 
the 30 SACs and SLCs at LIC community sites, we 
recruited 18 PAs comprising 9 SACs and 9 SLCs (a 60% 
response rate). Surveys were completed between 
March 2021 and April 2021 during the LIC academic 
year which lasted from September 2020 to April 2021. 

Data collection  
Two surveys were developed to understand student 
and administrator’s experiences of the clinical and 
non-clinical components of the LIC curriculum during 
the pandemic. The questions were discussed and 
agreed upon within the research group (JD, BR, 
EC).  Demographic quantitative questions included 
age, gender, site, and type of participant i.e. student, 
SAC, SLC. Additional questions were asked regarding 
COVID-19 related patient care, and non-clinical and 
clinical experiences during LIC. Students and PAs 
were asked about the size of their LIC community to 
determine if there were significant differences in the 
student experience between a smaller vs larger 
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community size. Some questions used yes/no 
responses and others answered using Likert type 
scales23. The survey was implemented through 
Qualtrics, an online survey tool which allowed 
participants to access the survey using a web 
browser. The survey was anonymous as it did not 
collect the participants IP address nor track them in 
any way.  

Data analysis  
Summary statistics in the form of percentages for the 
possible answers to each semi-quantitative question 
were used. Due to the small sample sizes of SACs and 
SLCs data from these two groups were combined 
prior to analysis.  PA and student responses, as well 
as student responses between those whose LIC 
community had a population or more or less than 
10,000, were compared using Fisher Exact Test (FET) 
analysis when appropriate24.  

Results 
Overall, the study found the overall quality of 
education remained consistent with previous years: 
72% of PAs reported that the learning experience was 
about the same in the COVID-19 pandemic year 
compared to previous years, 28% thought it was 
worse, and none viewed it as better.    

Student Safety and COVID-19 Exposure  
Student experience with the COVID-19 virus 
For students, 28% said they had contact with a COVID-
19 positive patient, about 25% had symptoms of the 
illness but tested negative, and only one responded 
that they had tested positive (Table 2).  In contrast, 
PAs (the SACs and SLCs) reported much higher 
percentages of students having contact (72%) or 
having symptoms (56%) though only 1 said they had a 
student test positive for COVID-19, though it is 
important to note that PAs are describing all the 
students at their LIC site rather than about an 
individual student.  All students who had symptoms 
or tested positive isolated, with most doing so for two 
weeks, although one responded they isolated for only 
3 days. In contrast, two PAs but no students, stated 
isolation was until they had 2 negative COVID-19 
tests, while three other PAs didn’t know.  Around half 
of students saying they had contact with a positive 
patient stated they isolated, this being lower than the 
85% of PAs who reported students isolated in such a 
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scenario (FET; p < 0.05). Most (78%) students who had 
contact with a positive patient did not report this to 
the UME program on the main campuses, while half 
did so if they had symptoms. The one student who 
stated they had been COVID-19 positive did report.  

Student safety 
There was a large difference between PAs and 
students with respect to whether students felt safe in 
the clinic, with over 90% of students said they did 
compared to only 28% of PAs (FET; p < 0.001).  All of 
the PAs and almost all students said they had access 
to the personal protective equipment (PPE) required 
to work in the clinic during the pandemic.  Moreover, 
81% students and PAs understood if they could or 
could not see COVID-19 positive patients. In addition, 
78% of students stated that NOSM U provided 
adequate information about pandemic-related 
impacts on the LIC, and 94% of PAs felt the same.   

Academic program learning outcomes and adaptation 
Non-clinical learning 
Students and PAs answered questions about non-
clinical learning during their LIC.  Only a small 
minority of students and PAs reported that their 
ability to participate in non-clinical sessions was 
impacted, although more PAs than students replied 
that longitudinal learning experiences were affected 
(FET; p < 0.05).   About half stated that participation in 
exams was changed, with 25% of students replying 
that their exam performance had been affected, this 
being more than PAs who mostly replied that they did 
not know (FET; p < 0.05).  Just over half of students 
reported that the pandemic changed their use of 
technology e.g., network use, video conferencing, with 
around one in five students requiring technology 
support.   

Clinical learning 
Students and staff were also asked about the clinical 
learning environment (Table 4). In terms of clinical 
learning, 56% of students and a higher 83% of PAs 
(FET; p < 0.05) responded that access to the clinical 
environment was restricted due to the pandemic, and 
53% of students and 50% of PAs stated that the 
pandemic affected students’ abilities to meet the 
RCLEs.  Those who responded that students were 
affected by the pandemic to meet the RCLE were then 
asked if NOSM U provided alternate ways to meet 
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these RCLEs, such as simulations, with only 11% of 
PAs and 13% of students saying alternatives were 
available.   

Virtual care was also a topic explored in the study 
(Table 4), with 97% of students and 94% of PAs 
responding that students at their site participated in 
virtual care. How virtual care was organised appeared 
to differ between sites with 50% of students 
responding that they had to be physically present at 
the clinical site when performing virtual care, which 
was significantly lower (FET; p < 0.05) than the 81% of 
PAs answering yes when asked the same question. 
PAs and students were both asked about how they 
believed virtual care compared to in-person care for 
clinical learning on a 5-point Likert scale, with 50% of 
students and 39% of PAs stating that virtual care was 
less effective than in person care for clinical learning, 
while 44% of students and 50% of PAs stating it was 
about the same.  

Thirty one percent of students and 44% of PAs stated 
that the pandemic negatively affected students’ ability 
to interact with specialists in the SES (Table 
3).  Additionally, 63% of students and 39% of PAs 
responded that the pandemic affected students’ 
ability to interact with allied health professionals 
and/or community organizations. Notably, 33% of PAs 
were unsure if students were impacted.  Finally, there 
was no difference in answers between those in small 
(less than 10,000 population) and larger communities 
(FET; p > 0.05).    

Discussion 
In this study, we explored the educational impact of 
the COVID-19 pandemic on a LIC occurring in 
communities across Northern Ontario.  Our major 
finding was that the clerkship adapted effectively to 
the pandemic.  Indeed, most NOSM U LIC PAs thought 
that the quality of learning was like that during non-
pandemic years.  Indeed, the LIC continued 
throughout the pandemic with no shutdowns or 
closures occurring at any learning site (BRoss, 
unpublished data).  This differed from other 
universities in Canada, where many clerkships and all 
visiting electives were suspended at some point 
during the pandemic25.  

Student Safety and COVID-19 Exposure 
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The COVID-19 pandemic presented a significant 
challenge to medical education programs across 
Canada, particularly in healthcare settings where 
access to PPE and safety protocols were uncertain. 
We were interested to understand more about what 
occurred during the LIC including physical risks 
related to exposure and the psychological impacts 
stemming from safety concerns during students’ 
clinical education. 

Student safety  
Across Canada in all healthcare settings, there were 
serious issues accessing PPE during the pandemic 
due to limited stockpiles from previous pandemics 
such as SARS and H1N1, supply chain issues and 
competition around the world to obtain limited PPE 
stock. There was also limited access to COVID-19 
testing and a long period of time between the start of 
the pandemic and the development of vaccines27,28. It 
was therefore a surprising yet welcome finding that 
almost all student respondents had access to 
appropriate PPE, and perhaps as a result a similar 
high proportion of students felt safe in their clinical 
environments. This feeling of safety may also have 
been due to a decision to not let LIC students 
participate in the care of COVID-19 positive patients, 
with most students reporting that they were aware of 
this restriction. In contrast, however, a much lower 
proportion of PAs reported student’s felt safe (28% vs 
91%) suggesting that how students and PAs viewed 
safety differed.  It is therefore notable that clerkship 
students across Canada seemed to be less concerned 
about contracting COVID-19 or contaminating others 
than they were about how the adaptive changes 
occurring during the pandemic could impact their 
learning and affect their future careers25. More than 
half of student respondents in our survey reported 
that their access to the clinical environment was 
restricted due to the pandemic, leading to the 
cancellation of many routine appointments and 
surgeries 28.  As such PAs may have noticed and 
reported increased student anxiety regarding their 
education in general as feeling unsafe, rather than to 
matters pertaining to clinical safety per se. 

Student viral exposure and reporting 
Students also had to take time away from training 
due to COVID-19 symptoms or testing positive for 
COVID-19 with a quarter of student respondents 
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having to isolate during LIC due to COVID-like 
symptoms. There was variability in terms of the 
length of the isolation period which was reported as 
being between 3-14 days which is consistent with the 
NOSM U UME decision to leave such details up to 
each LIC site (B. Ross, unpublished 
data).  Surprisingly, when PA respondents were asked 
about how long students at their site had to isolate if 
exposed to COVID, almost a third of PAs left the 
response blank indicating that they either did not 
specifically know how many days their students 
isolated, or alternatively local site requirements may 
have varied during the clerkship and a single answer 
was not possible.    

Student participants reported quite low rates of 
COVID-19 patient exposure or having symptoms. The 
COVID-19 infection rate in Northern Ontario was less 
than southern Ontario29. This is thought to be due to 
increased social distancing due to geography, and 
maybe a higher degree of immunity in the 
region30.  That being said, our PA participants 
reported much higher rates of student exposure or 
having symptoms.  While this may be due to PAs 
working with multiple students, given the high 
student response rate to the survey this explanation 
is arithmetically unlikely.  A more likely explanation is 
suggested by our finding that only about 1 in 5 
students opted to communicate COVID symptoms or 
infection to the UME program administration, 
something they were required to do (BR, unpublished 
data), and which would have resulted in potential 
disruptions to their education.  Even though this was 
an anonymous survey, students may have been 
hesitant to reveal exposure or having symptoms to 
the researchers, even though they had revealed such 
to their site PAs.  While such evidence is 
circumstantial, our data does suggest that students 
may have experienced a tension between COVID-19 
isolation requirements and their desire to complete 
their clerkship under circumstances that were both 
uncertain and rapidly changing. 

Academic program learning outcomes and adaptation 
While ensuring student safety during clinical 
placements was paramount, the pandemic also raised 
significant questions about the continuity of non-
clinical learning. This next section explores how the 
academic program maintained its educational 
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objectives through non-clinical activities, despite the 
disruptions caused by the pandemic. 

Non-Clinical Learning 
During the LIC, student’s in-clinic education is 
augmented by a range of academic sessions, 
longitudinal assignments and assessments.  A large 
majority of students and, to a lesser extent, PAs 
reported that their participation in these activities was 
unaffected. The switchover to online education likely 
underpinned student’s reports of changed technology 
use26, though the existing extensive use of 
videoconferencing in the highly distributed LIC may 
have minimised such an impact and explain why only 
around half of our student participants reported 
technology had changed. Moreover, while many 
students viewed their exam performance as having 
been impacted, all LIC students successfully 
completed their coursework and were promoted to 
their final year (BRoss, unpublished observations). 

Required Clinical Learning Experiences   
Students’ hesitance to act in a way which could have 
resulted in mandatory isolation, may be partly 
explained by many isolating students reporting that 
they did not engage in any non-clinical learning 
during this time.  Secondly, participants responded 
that their ability to complete their RCLEs was 
negatively impacted and that being provided with 
alternative ways to do so was only reported by by a 
small minority of students and PAs.  Nevertheless, all 
students successfully completed these requirements 
and promotion rates into the final year of study were 
unaffected by the pandemic (BRoss, unpublished 
data) indicating that students and their preceptors 
adapted in a manner which ensured student 
completion despite the difficulties imposed by the 
pandemic environment. 

Virtual Clinical Education 
The completion of RCLEs was likely reliant on the use 
of virtual patient care based clinical learning.  Indeed, 
almost all LIC PA respondents noted that students 
participated in virtual clinical care, a change which 
undoubtedly allowed the clerkship to continue rather 
than being suspended. The University of Ottawa 
undergraduate medical program defines virtual care 
as a “series of tools to facilitate and support the safe 
delivery of care”, providing a framework for 
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developing skills earlier in training and supporting the 
use of digital technology in the healthcare system31. 
PA and student respondents to the survey were both 
asked how virtual care compared to in-person care 
for clinical learning, and a large portion of both noted 
that the two experiences were about the same. This 
contrasts with most Canadian medical students 
feeling that their quality of education was reduced 
due to the pandemic32. Interestingly in the survey 
results, there was a statistically different response 
between PAs and students regarding if students had 
to be present in the clinical site when performing 
virtual care, indicating some degree of confusion 
regarding site policies during the rapid switch to this 
form of clinical teaching. The successful switch to 
virtual care for student training may have been 
enabled by mandatory virtual care training using 
standardized patients that the student had to 
complete prior to beginning their LIC. 

Access to specialists 
Our results suggest that student’s ability to interact 
with specialists in the SES was reduced due to the 
pandemic. The primary care focus of the LIC can 
result in student’s not feeling their exposure to 
medical specialties is sufficient even in non-pandemic 
years12.13, but it is likely that the pandemic made 
these interactions even more challenging as 
specialists were unable to travel to Northern 
Ontario.  The impact of this lack of access appears to 
have been limited, however.  For example, in 
applications to post-graduate programs (the 
Canadian Residency Matching Service (CaRMS) match) 
the following year this LIC cohort had a 100% 
placement rate, with 56% of students matching into 
family medicine programs and 44% matching into 
specialty programs across Canada34. Additionally, 45% 
of students matched into a NOSM U residency 
training program which was similar to that in other 
years33. The NOSM U results were about the same as 
the 2021 match for all of Canada, with a 94.9% match 
rate in 2020 compared to a 94.2% match rate in 
202133. This strong performance in the match, in both 
family medicine and specialty medicine, suggests that 
any dip in specialist access due to the pandemic did 
not play out into actual career trajectory variation. 
This may be because this cohort had the opportunity 
to engage in specialty electives in their fourth year.  In 
general our data does not support that participation 
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in a LIC, even when specialty exposure is lower than 
usual, limits career choices, although the uniqueness 
of the pandemic situation makes such a conclusion 
tentative.   

Conclusions 
Taken together, our data indicate the robustness of 
the LIC program in terms of both clinical and non-
clinical teaching, as well as in student learning and 
career outcomes. While infection rates were lower in 
the region, the limited number of healthcare workers 
at many sites makes it likely that significant stressors 
existed as indicated by responses showing restricted 
access to clinical teachers during the pandemic.  
Indeed, the lack of differences reported between both 
larger and smaller communities, with differing 
resources available to them, suggests an adaptability 
and resiliency of LIC sites who were placed under 
marked clinical and educational stress by the 
pandemic.  While it is unclear from our results what 
the underlying mechanism is which resulted in LIC 
continuance during the pandemic, the governance 
structures which gave sites the autonomy to adapt 
within the boundaries for program completion set by 
NOSM U may have played an important role.  Indeed, 
it has been argued that LICs are highly adaptable and 
resilient due to the social capital developed at each 
site which results in the cooperation and tenacity to 
achieve desired clinical and educational aims whether 
during or out-with a pandemic21,22,35.   The 
experiences of the NOSM U LIC provides further 
empirical evidence supporting such conclusions. 
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Tables 

Table 1: Characteristics of participants completing the survey 

Measure Program Administrators Students 

Number of participants 9 SAC 
9 SLC 

32 

Acted as an SAC/SLC previously 18 (100%) NA 
Gender (Female/Male) 8 (44%)/10 (56%) 11(34%)/21 (66%) 
Age (mean ± SD) (range)) 48 ± 4 (36-62) 28 ± 1 (25-34) 
Community size (population < 10,000) 6 (33%) 14 (44%) 

Characteristics of Program Administrators and student survey participants, including age, gender, 
household size and LIC location/size. SAC: Site Administrative Coordinator; SLC: Site Liaison Clinician; 
NA: Not Applicable. 

Table 2: Student experiences of COVID-19 illness 

Program administrators (PA; n=18) and students (n=32) were asked about students having close 
contact with COVID-19 positive patients, students having COVID-19 symptoms, or testing positive 
for COVID-19.  If participants answered ‘Yes’ to having these experiences, they were also asked if 
they reported this to the program, participated in non-clinical learning, and whether they isolated 
and for how long.  The table show the number of participants who gave the answer shown in 
[brackets] along with the percentage in parenthesis. PA and student responses were compared 
using a FET with statistical significance *:  p < 0.05.  1 No comparison was performed between PA 
and students as PAs supervise multiple students.  



Journal of Regional Medical Campuses, Vol. 8, Issue 2
DOI: https://doi.org/10.24926/jrmc.v8i2.6760 

Original Report 

Table 3: Impact of the pandemic on required non-clinical learning activities 

Question 
Program 

Administrators  
Students  

Did the pandemic affect you (students) or your student's 
(PA) ability to participate in academic sessions e.g. 
lectures, clinical academic rounds? [Yes/Don’t know] 

1(6%)/2(11%) 3(9%)/0(0) 

Did the pandemic affect student's ability to participate in 
longitudinal learning experiences e.g., the Northern and 
Rural Health Research Proposal? [Yes/Don’t know] 

4(22%)/3(17%) *1(3%)/0(0%)

Did the pandemic change how you (students) or you 
student's (PA) participated in written assignments 
[Yes/Don’t know] 

8(44%)/2(11%) 16(50%)/0(0%) 

Did the pandemic affect how you (students) or you 
student's (PA) performed on written or clinical 
assessments? [Yes/Don’t know] 

1(6%)/15(83%) *8(25%)/0(0%)

Did the pandemic change your (student) use of technology 
e.g.  network use, video conferencing? [Yes]

Not asked 18(56%) 

Did you (student) require assistance with your technology 
e.g. Wi-Fi connection, equipment? [Yes]

Not asked 6(19%) 

Program administrators (n=18) and students (n=32) were asked to comment on the pandemic’s 
overall impact on required learning activities e.g., academic sessions, written assignments, written 
assessments, and their use of technology. The table show the number of participants who gave the 
answer shown in [brackets] along with the percentage in parenthesis. PA and student responses 
were compared using a FET with statistical significance *:  p < 0.05. 
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Table 4: Clinical environment

Students (n=32) and program administrators (n=18) were asked questions about virtual care, 
COVID-19 rules, dissemination of COVID-19 guidelines, PPE, and safety. They were also asked about 
the impact of COVID-19 on clinical education requirements such as RCLE, SES, and limitations to 
accessing in the clinical environment.  The table show the number of participants who gave the 
answer shown in [brackets] along with the percentage in parenthesis. PA and student responses 
were compared using a FET with statistical significance *:  p < 0.05, ** : p < 0.001.


