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How and where physicians learn their craft are central
to determining where their medical careers unfold

Remo Ostini @

ageing populations with complex medical issues that re-

quire physician-supported care. Others have burgeoning
populations of families with children who need paediatricians.
However, rural Australia has far fewer specialists per 100 000
population than major cities.! So what do rural Australians do if
they need specialist care? For many, this requires travelling out
of region to a metropolitan area to see a doctor who is unfamil-
iar with the patient’s health context, often receiving subspecial-
ist services that fail to effectively address the generalist range
of services needed by people outside of metropolitan areas. The
result is dislocated care that is very expensive, particularly for
patients with ongoing specialist care needs.

M any rural and regional Australian communities have

Access barriers to specialist care are a key factor in poor rural health
outcomes. It has been estimated that 20 000 non-metropolitan
deaths could have been avoided over a 3-year period if the residents
had lived in a major city.> Many factors contribute to excess rural
mortality and morbidity, but the lack of specialists compounds the
health effects of these factors. A stronger rural specialist medical
workforce could be a strong ameliorating influence.

Traditional solutions to this problem have been outreach or tele-
health — urban-based services extended to rural populations.
Investing in sustained, high quality training for specialist phy-
sicians in the regions would provide contextualised, connected
and effective care that is sustainable. Anecdotally, based on re-
gional caseload and complexity observations, high quality rural
physician training is likely to be feasible in a range of fields. But
systematic evidence to inform how to embed rural and regional
training for a sustainable rural physician workforce has been
lacking. This supplement seeks to address that.

The Building a Rural Physician Workforce (BRPW) project en-
abled a comprehensive investigation of the challenges and
solutions to growing a sustainable rural physician workforce
in Australia. Steering committee oversight included national
and Queensland members of the Royal Australasian College of
Physicians (RACP); the Australian Government Department of
Health; Queensland Country Practice (Queensland Health); and
invited guests with particular knowledge of the challenges of
rural physician training.

The BRPW project provides original research informing five key
themes:

* characteristics of the existing workforce;

= its professional identity;

= salient features of the rural training context for trainees;

* the contexts, experiences and intentions of supervisors; and

= principles to guide future efforts.

The first theme sets the scene of the existing Australian junior
and consultant physician workforce in rural and metropolitan
areas. This work (Chapter 1) found that relatively more rural

physicians had a rural background; identified concerns about
access to consultant support and supervision among rural junior
physicians and a poorer professional support network among
rural consultants; and found equivalent professional satisfaction
across career stages among rural and metropolitan physicians.

Theme 2 investigated the professional context of the rural work-
force, exploring how general physicians and paediatricians
working in non-metropolitan areas constructed a professional
identity. It found a relatively diverse rural identity for general
physicians and paediatricians, one which values generalism and
deep engagement with the economic and social dynamics of
rural communities (Chapter 2).

Theme 3 investigated the current training context and experi-
ences of general physician trainees, particularly rural training
experiences. Theme 4 investigated the contexts, experiences and
intentions of RACP supervisors, with a particular focus on the
requirements for high quality training in rural and regional set-
tings. Results across these two themes (Chapter 3) highlighted the
importance of leadership at all levels to support supervisor and
trainee availability, site accreditation and viability, particularly
in the face of a culture of undermining of rural medical practice,
while recognising the potential fragility of rural training sites.

The final theme draws together common explanations and im-
plications from the findings of the first four themes to distil a
set of eight principles to underpin future workforce develop-
ment efforts (Chapter 4). It also describes key stakeholders with
responsibility to work together to apply the principles in their
overlapping operational settings.

Rural settings differ from the metropolitan setting in which
most specialist, including physician, training currently occurs.
This results in a mismatch between current specialist training
and rural specialist care needs that contributes to an insufficient
rural medical workforce and the associated poor health out-
comes. The BRPW study shows the importance of recognising
the distinctiveness of rural contexts, and the need for positive
action towards these settings, in designing training programs
that better equip specialist physicians for a rural medical career,
identifying the opportunities and the risks, and showing a way
forward.
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Chapter 1

Characterising Australia’s rural specialist physician
workforce: the professional profile and professional
satisfaction of junior doctors and consultants

Matthew R McGrail', Odewumi Adegbija’, Srinivas Kondalsamy-Chennakesavan?

distribution of specialists (all doctors outside of general

practice) persists, with rural residents continually being
disadvantaged."? Maldistribution of specialists impacts rural
patients, who are needing to either wait longer before seeing
a specialist or travel to major cities, and the current rural spe-
cialist workforce, who tend to work longer hours.® In response,
a key recent target of Australia’s Integrated Rural Training
Pipeline initiative is to expand training of specialists in regional
and rural areas (simplified to “rural specialists”).* This strategy
builds on the growing evidence linking increased rural training
duration in medical school and greater likelihood of practising
rurally among junior doctors.>® It is also supported by national
evidence from general practice demonstrating a link between
post-medical school training in rural areas and future rural
practice uptake.”

Over the past decade, the chronic problem of unequal

Evidence remains limited about the nature of the work, char-
acteristics and professional satisfaction of rural specialists.®
Encouragingly, however, it suggests that work location does
not affect their professional satisfaction. A 2013 Queensland
report provides further positive evidence of the professional
satisfaction of rural specialist physicians.” Professional satis-
faction, the extent to which a workplace matches a worker’s
aspirations or expectations, is associated with individual and
organisational outcomes and has important implications for
medical workforce planning.'®"! The decision for doctors to
take up and stay in a career, and to live in a particular location,
reflects both the preconceived and realised satisfaction.'**?

Physicians, including all specialists under adult and paediatric
internal medicine, make up a large proportion of the specialty
workforce. Commonwealth data suggest there are around 10 400
physicians in 2018 with 14% working rurally.14 Moreover, many
of the physician specialties are critical components of the rural
workforce, especially in larger regional centres. Factors relating
to working and environmental conditions, as well as employee
characteristics have been identified to influence job retention of
rural clinicians.” Like most specialties, the pathway to becoming
a physician is long, through pre-registrar and registrar training.
However, to date there is only limited evidence on professional
satisfaction of these junior doctors and whether it relates to work
location.'®

Understanding the professional experience of both the rural phy-
sician workforce and junior physician trainees and the impact
of their training or working location is vital. Given the lack of
empirical evidence on the experience of rural physicians across
all career stages, the aim of our study was to assess differences
in the demographic characteristics, professional profile and pro-
fessional satisfaction of rural and metropolitan junior physicians
and physician consultants in Australia.

Abstract

Objective: To assess differences in the demographic
characteristics, professional profile and professional satisfaction of
rural and metropolitan junior physicians and physician consultants
in Australia.

Design, setting and participants: Cross-sectional, population
level national survey of the Medicine in Australia: Balancing
Employment and Life longitudinal cohort study (collected 2008-
2016). Participants were specialist physicians from four career
stage groups: pre-registrars (physician intent); registrars; new
consultants (< 5 years since Fellowship); and consultants.

Main outcome measures: Level of professional satisfaction across
various job aspects, such as hours worked, working conditions,
support networks and educational opportunities, comparing rural
and metropolitan based physicians.

Results: Participants included 1587 pre-registrars (15% rural), 1745
physician registrars (9% rural), 421 new consultants (20% rural) and
1143 consultants (13% rural). Rural physicians of all career stages
demonstrated equivalent professional satisfaction across most job
aspects, compared with metropolitan physician counterparts. Some
examples of differences in satisfaction included rural pre-registrars
being less likely to agree they had good access to support and
supervision from qualified consultants (odds ratio [OR], 0.6; 95% ClI,
0.3-0.9) and rural consultants being more likely to agree they had

a poorer professional support network (OR, 1.9; 95% Cl, 1.2-2.9).

In terms of demographics, relatively more rural physicians had a
rural background or were trained overseas. Although most junior
physicians were women, female consultants were less likely to be
working in a rural location (OR, 0.6; 95% Cl, 0.4-0.8).

Conclusion: Junior physicians in metropolitan or rural settings
have a similar professional experience, which is important in
attracting future trainees. Increased opportunities for rural
training should be prioritised, along with addressing concerns
about the professional isolation and poorer support network
of those in rural areas, not only among junior doctors but also
consultants. Finally, making rural practice more attractive to
female junior physicians could greatly improve the consultant
thsician distribution.

Methods

Our study used data from the Medicine in Australia: Balancing
Employment and Life (MABEL) study, a large longitudinal
(annual cohort) survey of the Australian medical workforce.
Specialty was self-identified, with only “physicians” included,
using the Royal Australasian College of Physicians (RACP)
definition (adult internal medicine, paediatric and child health)
(Box 1). For junior doctors, due to small annual counts in MABEL,
cross-sectional data were pooled between wave 1 (2008) and wave
9 (2016); however, only the first record (at each career stage) over
the 9 years was included for analysis. In contrast, cross-sectional

"Rural Clinical School, University of Queensland, Rockhampton, QLD. ?Rural Clinical School, University of Queensland, Toowoomba, QLD. & m.mcgrail@uq.edu.au = doi: 10.5694/mja2.51122
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1 Australian physician list included in the study

Adult Paediatric

Cardiology Nuclear medicine General paediatric

Clinical genetics Nephrology/renal Adolescent medicine

Clinical pharmacology Rheumatology Community child

health

Endocrinology Respiratory sleep/thoracic ~ Neonatal medicine

Paediatric
emergency

Gastroenterology Addiction medicine

General medicine Dermatology

Geriatric medicine Occupational environmental

medicine

Haematology Palliative medicine

Immunology and Public health medicine

allergy
Infectious diseases Rehabilitation medicine
Medical oncology Sexual health medicine

Neurology Sports physician

data from only the 2016 survey were used for specialist consult-
ants. MABEL was approved by the University of Melbourne
Faculty of Economics and Commerce Human Ethics Advisory
Committee (Ref. 0709559) and the Monash University Human
Research Ethics in Research Involving Humans (Ref. CF07/1102 -
2007000291). Further details of the representativeness of MABEL
respondents and survey methods are available elsewhere, with
only minor participation bias observed."”**

Study participants

Eligible clinically active physicians were stratified into four ca-
reer stage groups:

= Group 1: 1587 pre-registrar doctors (hospital doctors who
had either been accepted by, or were seeking enrolment with,
RACP training);

= Group 2: 1745 trainees (registrars enrolled in and completing
their training program with the RACP);

= Group 3: 421 new consultants (physicians who have completed
their RACP Fellowship within the past 5 years and who have
worked as a consultant for at least one subsequent year); and

= Group 4: 1143 physician consultants (completed RACP
Fellowship).

Study measures and definitions

Geographic location of work was coded and categorised using
the Modified Monash Model (MMM) as metropolitan (MMM1)
and rural (MMM2-7). Rural physician counts were further
grouped into MMM2 (regional areas with population greater
than 50 000), MMM3 (15 000-50 000 populations) and MMM4-7
(all other rural towns and remote communities).

Predictive variables were selected to explore factors thought to
be associated with physician practice locations. Overseas-trained
specialists obtained their medical degree outside of Australia
and New Zealand. On-call was defined by a “Yes” or “No” re-
sponse to “do you do on-call yourself?”. Practice type, based on
average weekly hours worked, was grouped into: public only (all

hours in public hospital); private only (all hours in private hos-
pitals/consulting rooms); and mixed practice (both public and
private). Rural background was defined as having resided for at
least 6 years in a rural area before the age of 18 years, consistent
with evidence."”

Professional satisfaction survey questions included satisfaction
with work hours, variety of work, amount of responsibility,
colleagues and fellow workers, opportunities to use abilities,
remuneration, and overall satisfaction (“taking everything into
consideration, how do you feel about your work?”). These re-
sponses were coded on a scale of 1 to 5 (very dissatisfied to very
satisfied) using a MABEL-validated version® of the short form
Warr—Cook-Wall job satisfaction ques’cionnaire.21

A second set of professional satisfaction items related to aspects
of participants’ jobs, using a five-point agreement scale. These
included: balance between personal and professional commit-
ments is about right; work hours unpredictable; difficult to take
time off; and research publication important to training or ca-
reer. These were rated from 1 to 5 (strongly disagree to strongly
agree).

For both satisfaction and agreement scales, the two positive re-
sponses (satisfied or moderately satisfied, and strongly agree or
agree) were grouped and compared with two negative responses
(moderately or very dissatisfied, and disagree or strongly dis-
agree, respectively), consistent with previous definitions.””
Responses of “not sure” for satisfaction and “neutral” for agree
or disagree were categorised as non-responses.

Statistical analysis

Descriptive summary statistics were used for the main variables
and the comparison between means of continuous variables
were tested using f test, non-parametric equivalent for remu-
neration, leave and work hours or univariate logistic regres-
sion for categorical variables. Multiple logistic regression was
performed to test associations between location and physician
characteristics, and between work location and career satisfac-
tion, reporting odds ratios (OR) and 95% confidence intervals
(CI). Adjustments were made for demographic variables: gender,
age, weekly hours worked, on-call and overseas-trained. All the
tests were two-tailed with statistical significance set at < 0.05.
All statistical analyses were performed using software package
Stata SE version 15.1 (StataCorp).

Results

Selected characteristics of physicians working in non-
metropolitan (ie, rural) and metropolitan locations, by four ca-
reer stages, are shown in Box 2. In the rural consultant cohort,
80 (53%) worked in MMM2, 60 (40%) in MMM3, and 10 (7%) in
MMM4-7 communities, whereas among rural pre-registrar and
registrar physicians, only 31-38% were training in MMM3-7 lo-
cations. There was a strong gender difference, with women sig-
nificantly less likely to be working rurally (or to be physicians)
at the consultant stage (OR, 0.6; 95% CI, 0.4-0.8), while for the
other three career stages, women were the majority group but
there were no location differences. Overseas-trained and rural
background physicians were more likely to work rurally at all
career stages. Rural consultants had more hours in direct patient
care, but this was not the case for trainees. Rural consultants
were also more likely to be involved in teaching. Remuneration
was significantly higher for rural physicians across most career
stages.
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Box 3 shows that professional satisfaction of physicians, on the
whole, is generally high and unrelated to geographic location of
training or practice. Across the nine measured aspects and the
four career stages, the only significant differences related to the
increased satisfaction with remuneration for rural physicians
within 5 years of completion of their Fellowship (OR, 3.3; 95% CI,
1.4-7.7) and the decreased satisfaction of rural consultants with
their colleagues and fellow workers (OR, 0.5; 95% CI, 0.3-0.98).
Notably, there were no differences of satisfaction with working
hours, variety of work, work conditions and opportunities to use
their abilities or the overall satisfaction.

Box 4 shows a number of differences of agreement regarding
various aspects of physician training and work. Rural trainees
(both pre-registrars and registrars) were less likely to agree they
have difficulty taking time off work. Rural registrars were more
likely to agree they had a good balance of professional and per-
sonal commitments (OR, 1.8; 95% CI, 1.2-2.7). Of some concern
to supporting a rural physician workforce, rural pre-registrars
were less likely to agree they had good support and supervision
(OR, 0.6; 95% CI, 0.3-0.9), rural consultants were more likely to
agree they had a poor support network of other similar doctors
(OR, 1.9; 95% CI, 1.2-2.9), and rural physician consultants were
less likely to agree that publishing research was an important
part of their career (OR, 0.3; 95% CI, 0.2-0.5).

Discussion

Our research corroborates recent studies showing few profes-
sional satisfaction differences between doctors working and
training in metropolitan or rural locations.*'®?? At least 85% of
each career stage group, irrespective of location, expressed an
overall satisfaction. Uptake of a rural physician specialist role is
largely by choice, thus it may not be surprising that rural phy-
sicians mostly have a positive professional experience, having
already factored in aspects of the job in setting their expecta-
tions.® Other research suggests the decision to remain in a rural
location relates primarily to non-financial factors, such as de-
pendents’ schooling needs and other family-based decisions.”
Additionally, strengthened rural (training) pathways are sug-
gested to be critical to increasing the rural specialist workforce,
including physicians.”> Our data confirm that junior trainees
in either metropolitan or rural settings have a similar profes-
sional experience, which is an important message in attracting
more trainees to rural areas to improve physician workforce
distribution.

Pre-registrar doctors in rural areas, with an intention to spe-
cialise as a physician, were most concerned with their level of
support and supervision received from consultants. A poten-
tial implication of this is that it is a deterrent for pre-registrar
physicians in pursuing their physician training and career in a
rural area. Supervision, support, effective feedback and decent
working conditions are training components every junior doc-
tor should expect and experience while they are in the training
process.24 However, insufficient supervision constitutes consid-
erable risks to patient care and the wellbeing of junior doctors.”

In contrast, our study found other job aspects experienced by
rural junior physicians were positive. Most notably, both pre-
registrars and registrars training rurally were more likely than
those training in metropolitan areas to agree that they had a
good balance of personal and professional commitments, and
less likely to have difficulty getting time off when necessary. In
addition, fewer pre-registrars and registrars training rurally in-
dicated their work hours were unpredictable and more indicated

they had sufficient personal study time. It is broadly recognised
that navigating the demands of clinical placements and endeav-
ouring to succeed in their medical studies and career progres-
sion are difficult for most junior doctors.* Our results suggest
that increased rural training pathways may improve the wellbe-
ing for some of this cohort.

Women comprised 55-67% of the physician workforce up to 5
years after Fellowship, and among these cohorts, there was a
gender balance by location. However, female physicians were
a minority among consultants and, importantly, there was a
significant underrepresentation of female consultants in rural
areas. Although there are higher numbers of female junior
physicians, it is unclear if they will continue to work rurally
at similar rates to their male peers. Other broader studies have
demonstrated the lower uptake of rural practice among women,
which is highly concerning for workforce distribution, given the
increased proportion of female graduating doctors.” Reasons
may include: women'’s role in family responsibilities, particularly
as they get older (balancing professional and family responsi-
bilities); spouse issues (women tend to follow their spouses or
partners); and the need for flexible ]é)ractice opportunities which
include part time and job sharing.***" Addressing issues relat-
ing to these factors could potentially improve take-up rates of
female physician specialists in rural areas.

Our study also confirms the increased likelihood of rural prac-
tice among physicians who either had a rural childhood back-
ground or were trained overseas, consistent with other studies.®’
However, increasing evidence suggests the importance of rural
training immersion experiences to improving geographic distri-
bution of the post-Fellowship workforce.”>* Our data suggest
that current rural experiences of physician trainees is, on the
whole, positive, but it remains small with only 9% of observed
physician registrars being in a rural area. Given that 30% of the
Australian population lives in a rural area, and our finding that
only 13% of physician consultants work in rural areas, a substan-
tial expansion of this workforce and rural training opportunities
is a natural goal where this is deemed feasible and appropriate
to meet accreditation requirements, possibly requiring a more
flexible approach than currently exists.

A significant strength of our study is the use of a national dataset
(MABEL) which provides unique insights into the study of physi-
cians across all career stages and geographic contexts. However, a
number of limitations are noted, including that the MABEL sur-
vey’s poorer between-wave retention rates of junior doctors meant
that our analysis was cross-sectional, thus preventing evaluation
of causality; it is possible that the professional satisfaction scale
and items selected for our study might have missed some more
relevant aspects of professional satisfaction; response bias in our
study is possible but it has been previously considered for MABEL
and been reported as being minor;"” and results were generated
by pooling surveys conducted over 9 years, but this may not have
been ideal, chiefly due to the different time points of respondents.
Finally, use of the MMM scale (which is largely defined by town
size) may have limited the study’s sensitivity to other place-driven
differences potentially of importance to the nature of work and
experience of rural physicians. Such factors might include hospi-
tal size, local workforce size and regional density; however, this
information was not available for our study.

Conclusion

Overall, our study indicates that the professional satisfaction of
physicians largely does not differ between those training and
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working in rural and metropolitan locations. More pre-registrar
and registrar physicians training rurally agreed they had a bal-
anced life of professional and non-professional commitments,
which could be attractive to many junior doctors. Our evidence
supports policies that target stronger rural training pathways,
along with addressing concerns about the professional isolation
and poorer support network for physicians working in rural areas,
to improve the attraction and retention of rural practice for the
physician workforce. Furthermore, ensuring that rural practice is
professionally satisfying for more female physicians, who will be
the majority of the next generation of the workforce, is critical to
increasing the workforce distribution of physician consultants.
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Chapter 2

General physicians and paediatricians in rural Australia:
the social construction of professional identity

Peter Hill', Megan Jennaway?, Belinda O'Sullivan®

hile Australia’s medical workforce is comparable
Wper capita with most high income economies, mak-

ing projections regarding the specialist workforce
for non-metropolitan areas remain a challenge.1 In 2018, the
Royal Australasian College of Physicians (RACP) profile of its
12 898 active Fellows (including all specialty groups) showed
that 11 729 Fellows resided in major cities and only 12% were
practising in rural centres — 1104 in inner regional centres, 407
in outer regional centres and 65 in remote communities (RACP
member statistics and insights report, 2019 [unpublished]). In
rural Queensland, more than one-third of these regional, rural
and remote specialist physicians are general physicians and pae-
diatricians, and the breadth of their training and expertise is
essential to supporting clinical services in rural communities.?
General physicians are internal medicine specialists who man-
age complex conditions across a wide spectrum of single and
multiple organ diseases in inpatient and outpatient contexts,
in metropolitan, rural and regional hospitals. They are seen as
complementary to, rather than competitive with, subspecialists®
and reflect a broader valuing of “generalism” — focusing on ho-
listic treatment of patients, in contrast to subspecialisation. This
generalism has acted as a key to enhancing rural access across
all specialties, with broad training enabling general physicians,
paediatricians, surgeons, anaesthetists and psychiatrists, for ex-
ample, to establish viable practices for rural populations of fewer
than 50 000>

In this chapter, our discussion straddles two discourses in in-
ternational publications. The first of these is the documenta-
tion of increasing subspecialisation in medical specialties (not
only internal medicine) and the consequent differentiation of
generalism from that trend.>® The second is the systematic de-
velopment of the rural generalist — a rural general practitioner
specifically trained in emergency care and additional special-
ist skills to a level that enables them to practise unsupervised
in hospital and community contexts.”® A framework has been
developed for understanding rural and remote health as local
spatial and social relations between professionals and rural resi-
dents interface with broader social and health system structures;
it identifies six key concepts: geographic isolation, the rural lo-
cale, local health responses, broader health systems, social struc-
tures, and power.9

The priority for the Australian Government’s rural health work-
force strategy — supported by state governments, the Australian
College of Rural and Remote Medicine and the Royal Australian
College of General Practitioners — has been the development of
the rural generalist. Articulation of the rural generalist profes-
sional identity arose on the back of industrial action, with GPs
in rural hospitals seeking greater recognition and proportion-
ate remuneration for their complex responsibilities.” This has
resulted in enhanced roles and remuneration, defined train-
ing pathways, qualifications and professional support models,

Abstract

Objective: To explore the construction of professional identity
among general physicians and paediatricians working in non-
metropolitan areas.

Design, setting and participants: In-depth qualitative interviews
were conducted with general physicians and paediatricians, plus
informants from specialist colleges, government agencies and
academia who were involved in policy and programs for the training
and recruitment of specialists in rural locations across three states
and two territories. This research is part of the Training Pathways
and Professional Support for Building a Rural Physician Workforce
Study, 2018-19.

Main outcome measures: Individual and collective descriptors of
professional identity.

Results: We interviewed 36 key informants. Professional identity
for general physicians and paediatricians working in regional, rural
and remote Australia is grounded in the breadth of their training,
but qualified by location — geographic location, population served
or specific location, where social and cultural context specifically
shapes practice. General physicians and paediatricians were
deeply engaged with their local community and its economic
vulnerability, and they described the population size and dynamics
of local economies as determinants of viable practice. They often
complemented their practice with formal or informal training

in areas of special interest, but balanced their practice against
subspecialist availability, also dependent on demographics. While
valuing their professional roles, they showed limited inclination for
industrial organisation.

Conclusion: Despite limited consensus on identity descriptors,

rural general physicians and paediatricians highly value generalism

and their rural engagement. The structural and geographic bias

that preferences urban areas will need to be addressed to further

develop coordinated strategies for advanced training in rural
kontexts, for which collective identity is integral.

reversal of earlier prejudice against rural general practice, and
increased numbers of trainees leading to reduced reliance on
international medical graduates.”®'’ The rural generalist is now
central to Australia’s Stronger Rural Health Strategy.!

The focus of rural medical workforce policy is now increas-
ingly shifting to regional specialist distribution. The Australian
Government supported an expanded Integrated Rural Training
Pipeline in 2015, increasing the rural residency requirements
of the earlier Specialist Training Program, and introduced
Regional Training Hubs in 2017 to grow rural specialist posts."”
However, progress has been slow. Correcting the current mald-
istribution of the medical specialist workforce is predicated on
determinants that are both personal and professional. The de-
velopment of social, educational and health services in regional
centres makes them increasingly attractive as lifestyle choices,
but issues of professional training, identity, influence and rec-
ognition by professional colleagues continue to affect decisions

"School of Public Health, University of Queensland Faculty of Medicine, Brisbane, QLD. 2Rural Clinical School, University of Queensland, Brisbane, QLD. *Rural Clinical School, University of
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Regional, rural and remote experience of study participants, by profession

meaning. We then grouped related codes into clus-
ters and identified emergent themes, generating an

Profession Metropolitan  Regional ~Rural  Remote  Total expanded thematic structure, which we then re-
— fined to develop a coherent narrative (Supporting

Physician 2 6 2 6 16 Information, Appendix 2.3).
Paediatrician 2 3 0 2 / One of us (PH) reviewed the expanded thematic
Rural generalist 0 1 2 2 5 analysis for consistency with the original over-
Specialist ] 1 0 0 2 view, and one of us (BO’S) corroborated rural train-
) ing and rural generalist references. Descriptors on
Other health professional 0 0 L 0 ! quotes provide each participant’s role, medical
Other 4 1 0 0 5 specialty and the location of their relevant profes-
Total g b c 10 36 sional experience. Pote'ntlally identifying detall.s in
quotes reported in this chapter have been edited

for confidentiality.
about generalism and rural employment for general physicians Results

and paediatricians.2’3

With this background in mind, we aimed to explore how iden-
tity is constructed for general physicians and paediatricians
working in regional, rural and remote Australia. It has clear im-
plications for informing strategies for training, recruitment and
professional support in rural Australia.

Methods

This study is a component of the Training Pathways and
Professional Support for Building a Rural Physician Workforce
'Study,12 led by the University of Queensland in partnership with
the RACP and Queensland Rural Medical Service in 2018 and
2019. The Human Research Ethics Committee of the University of
Queensland granted ethics approval for the study (2018001837).

Qualitative interviews were undertaken with study partici-
pants at sites across Queensland, South Australia, Victoria, the
Australian Capital Territory and the Northern Territory, strat-
ified to ensure regional, rural and remote representation of
general physicians and paediatricians in particular. Other par-
ticipants were purposively selected for their direct involvement
in policy, practice and programs for the training and recruit-
ment of specialists in rural locations, and added their own rural
experience in some cases.

For physicians, paediatricians and rural generalists with regional,
rural and remote experience, the interviews were semi-structured
to enable organic elaboration of identity without specific prompt-
ing. Interviews commenced by inviting participants to reflect on
how they introduce themselves professionally and why, explor-
ing the responses that they encountered after introducing them-
selves professionally, and looking at the implications for training,
professional trajectories and professional interactions. Similarly,
interviews with RACP staff and officials and policy advisors
were conducted using a structured question guide to inform
this component and other components of the study (Supporting
Information, Appendix 2.1), although results presented in this
chapter rely primarily on the questions about identity.

With the exception of two online interviews, all interviews were
conducted by one of us (PH) face to face at the participant’s lo-
cation. Interviews were audio-recorded and transcribed. An
iterative thematic approach was applied to analyses.*"* On
completion of the interviews, one of us (PH) drafted a reflec-
tive overview of the comments made (Supporting Information,
Appendix 2.2) to provide an initial narrative structure. One of us
(M]) then used the reflective overview and the interview ques-
tions to construct the initial themes and codes, and then anal-
ysed the interviews and coded segments of transcribed data for

In total, we interviewed 36 study participants, of whom 12 were
female. Nine, two and eight participants represented regional,
rural and remote general physicians and paediatricians, respec-
tively. The 17 other participants were purposively selected to
represent institutions, and eight of them added their own rural
experience. The professional roles and the current or previous
rural experience of study participants are shown in the Box.
Institutional representation included RACP Fellows (23 partici-
pants) and officials (four), staff from federal government agen-
cies (five), staff from state government agencies (five), relevant
academics (six), and other health professionals (three). The early
career participants were rural and remote physicians and pae-
diatricians (seven in total), while the 19 mid-career and 10 late
career participants were mainly based in metropolitan and re-
gional locations.

Defining general physician and paediatric practice

Participants acknowledged the importance of defining profes-
sional identity, but the descriptors offered were diverse and the
constructions varied. Those directly responsible for developing
the rural medical workforce recognised the strategic imperative
for a defined nomenclature:

Everybody keeps talking about it. They're talking about gen-
eral physicians, general surgeons, specialists, general GPs, no-
body has got any definition to those types of practice ... How
are we going to train people who we haven't defined? (Policy/
Specialist/Regional)

General physicians and paediatricians in current rural practice
described the benefits of greater professional diversity as being
integral to their identity. All accepted the centrality of general-
ism, and the breadth it brought to specialist training, regardless
of location. While they argued that general physicians were
particularly relevant to rural places — where they managed
complex cases that would be seen by multiple subspecialists
in metropolitan centres — their breadth of training meant that
general physicians remained “fit for purpose” across a range of
health services and locations, particularly with rising multimor-
bidity in an ageing population:

[Generalism is a] concept that is being debated and discussed
at many levels around the world at the moment in terms of
[whether] our system [should] actually be encouraging more
generalists rather than specialists and subspecialists. And
how does that fit in industrial arrangements, how does that fit
within professional bodies? ... The history over the last 50 years
in our profession of medicine is one of increasing fragmentation



into smaller and smaller specialties and subspecialties. In a
way, generalism is counter-cultural to that and saying for the
sake of our society and our health system, we actually need peo-
ple who can span silos rather than create them. (Policy/Rural
Generalist/Metropolitan)

Importance of place

For general physicians and paediatricians practising in rural
areas, the generalism that defined their professional orientation
was usually compounded with a descriptor linked to location.
Three patterns were evident:

* the rural classification of their practice (eg, rural general phy-
sician, remote paediatrician, regional physician working in
[name of town)]);

* the population they served (eg, remote Indigenous physician);
and

* the specific location, implying that this social and cultural
context shapes practice (eg, general paediatrician working in
[name of town)]).

This identification with place was an important qualifier for pro-
fessional identification; for some (but not all) respondents, it was
the most important qualifier. The diversity of individual expres-
sion of identity, bound by multiple dimensions, did not always
allow easy categorisation:

I think of myself as a rural physician, but realistically, I'm a
regional physician ... I'm a general physician in a regional hos-
pital with a rural bent. (Physician/Regional)

Place encompassed lifestyle issues that enriched professional
life — engagement with community, access to the bush, absence
of the daily commute and urban demands, and richness of rural
living: “I'm a general physician in [remote community] and I
love my job and I have the best life” (Physician/Remote).

Economic ties to community

Their local engagement also reflected an awareness of the
vulnerability of those communities to the fluctuations of agri-
cultural or mining economies, and the consequent threats to fi-
nancially viable specialist services:

Smaller population size means smaller service and smaller
workforce. Inherently, smaller service, smaller workforce is
more fragile ... Therefore, we put in place appropriate risk man-
agement strategies that ensure that it is fragile but flourishing.
I think we need to do the same in regional physician and paedi-
atric practices as well. (Policy/Regional)

Their professional futures were intimately tied to local demo-
graphics and economies. Committing to live in rural locations
was considered to be aligned with driving local social and eco-
nomic growth, and a sustainable professional workforce:

... that actually lives and works in the rural location. Because
that’s about more than just health. That’s about economic
development as well. And every time we have a fly-in fly-
out, what we’re basically doing is taking wealth out of the
rural community and putting it in the city ... the other [non-
general medicine] specialties have made an art form of pillag-
ing rural communities for eastern suburbs’ mortgages. And
providing a great service to the individual patients but not
providing a great service to the town in terms of its economic
development ... the local shops and all of those things are

far less viable. And if you have a social determinants view
of health, then you're actually harming. You're doing harm.
(Physician/Rural).

But positive population growth can also have perverse out-
comes. Growing demographics may now provide sufficient
demand for subspecialist positions to be established in a re-
gional centre, with the result that the general physician’s or
paediatrician’s role may contract as the subspecialist pres-
ence increases. Population dynamics — and professional and
public—private interactions — similarly determine the balance
between increasing professional support (for on-call rosters
and professional and recreational leave) and an income stream
now vulnerable to competition.

Privileges of generalism and rural practice

Interviews with general physicians and paediatricians also pointed
to the dynamic nature of their role, and the impact of its interface
with other specialists, and GPs who work as rural generalists.
Solutions to providing rural services comprise a patchwork of op-
tions. Telemedicine plays a limited but important role in extend-
ing subspecialist services, although the distant consultant “can’t
smell the ketones on the breath of a diabetic child” (Paediatrician/
Regional). Fly-in fly-out services provide targeted expertise for
specific cases, but it was noted that they leave gaps in acute care,
do not relieve on-call demands, and may not allow sufficient time
for collegial exchanges. Some interviewees responded to gaps in
local services by developing complementary subspecialist exper-
tise, either with the support of their employers or at their own cost.
This could be formal dual training as in New South Wales” Dual
Pathways Physician Training Program, providing “predominantly
general physicians, but [also] dual trained specialist physicians
who have a skillset, an interest, and a passion to work in regional
hospitals” (Physician/Regional), or through self-directed learning
or structured training:

So here, I've taken autism and diabetes ... whereas one of
the other consultants has taken fetal alcohol spectrum dis-
order [and] one of the other consultants gets all the lung
disease, and so while not being specialists in that area, you
have general paediatricians with an interest in that area.
(Paediatrician/Remote)

Overall, there was consensus that allowed clear differentiation
of participants’ roles from those of their metropolitan counter-
parts, celebrating both the strength of generalism and the rich-
ness of rural practice. Also, despite no commitment to a single
descriptor, participants expressed confidence that the advan-
tages were self-evident, and a bonus to trainees:

... the pathology that they see here, the kinds of medical con-
ditions, they see real medicine. They thoroughly enjoy the
Indigenous experience, and they may love being independent
and having to take responsibility. (Physician/Remote)

Prejudice against generalism and rural practice

Within the interviews, there was an underlying defensiveness
against the antipathy of subspecialist colleagues towards gener-
alism, and rural practice in particular. In Queensland this was
pejoratively referred to as going beyond “the bogan line” (any-
where north of Noosa), with the “latte line” defining the outer
limits for desirable practice locations in Victoria.

The biggest issue though, I think, still is an unstated prejudice
against the quality of people who choose to work in rural regions
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... [What is needed is] change at that fundamental level of rec-
ognising that a person who chooses to be a generalist is just as
bright, just as clever, and just as valuable as a person who is a
subspecialist. (Physician/Rural)

Cautious collective identification

While professional identification carried with it an intensity of
expression, there was little inclination towards a standardised
nomenclature with greater “brand recognition”, no desire for a
new professional grouping — “I'm not a splitter” (Physician/
Remote) — and little appetite for industrial organisation beyond
the “courage to go to the Medicare Benefits Schedule and make
it clear that the remuneration for generalists needs to be equiva-
lent to subspecialists” (Physician/Rural).

Rural general physicians are part of the Adult Medicine
Division of the RACP, and the Internal Medicine Society of
Australia and New Zealand acts as the specialist society for
all general physicians, but without a formal rural structure.
Rural general paediatricians similarly are part of the in-
clusive Paediatrics and Child Health Division, but may join
the Australian Paediatric Society — “the voice of rural child
health”.!” Participants reported that there are no committees
within the RACP whose specific mandate is rural specialists,
and that they had limited representation across the commit-
tee structures, but conceded that excessive travel time and
difficulties securing professional cover constrained their po-
tential participation. Early career participants observed that
the accreditation of rural training positions is undertaken by
committees dominated by metropolitan-based Fellows, with
accreditation standards for training posts reflecting the values
of tertiary subspecialist environments, and the potential rich-
ness of training in the rural context not readily recognised. For
several participants, the lack of representation and agency in
professional contexts was strongly expressed, but despite this,
for many, there was a reluctance to identify in ways that could
be perceived as divisive and counterproductive:

We still more strongly consider ourselves just physicians, and I
don'’t think ... you ... want to too strongly differentiate it from
the core groups, as ... [although] there are things which make
us a little bit different, I think the things which are similar are
actually greater. (Physician/Regional)

Discussion

We found a consensus among all participants that there is an
imperative to enhance the training, recruitment and retention
of regional, rural and remote general physicians and paediatri-
cians, and a clear valuing of their distinct contribution, both to
rural health and life, but also to professional medical practice.
From the participants’ responses, there was a clear differen-
tiation from metropolitan subspecialisation, readily describing
what they were not, but the positive definition of rural general
physician and paediatrician identity was more complex, more
nuanced and personal.

Linkage between geographic isolation and local social, profes-
sional and health system interfaces was confirmed — both posi-
tively and negatively — in our interviews.” For our participants,
engagement with the rural locale (expressed as a sense of place)
had shaped their professional identity and personal satisfaction.
Functioning local health service delivery depends on a tight
patchwork of collaborative services, but requires greater avail-
ability from rural specialists, with limited tolerance of absences,

compared with the larger pool of specialists in metropolitan cen-
tres. These rural practices may offer rich clinical diversity, but
have limited supportive technical capacity.”

The same isolation that creates meaning in the locale for par-
ticipants also challenges their sense of engagement and agency,
and representation in the governance of their own college.
Rural physicians and paediatricians are a small minority of
Fellows (RACP member statistics and insights report, 2019
[unpublished]), and their participation in key committees and
broader interactions with colleagues are constrained by travel
distances, with higher time and opportunity costs. Identity and
rural workforce disparities are linked intrinsically to power; our
participants value their choices for rural practice and for gen-
eralism in internal medicine, but they are aware of the profes-
sional prejudices against those choices. The interface between
health systems, social structures and power is a sign of a com-
plex of overlapping issues, compounding rural-urban tensions
(essentially geographic and social in nature) with the profes-
sional generalist-subspecialist divide. This has been described
as “metrocentrism”, the structural bias that preferences urban
areas, which privileges materialism, technical competence and
authority at the expense of social interdependence and connec-
tion to place and nature.'®

Despite the requirement of rural exposure for all trainees, train-
ing for general physicians and paediatricians intending to work
in rural locations has many challenges: it is difficult to complete
advanced training only in rural locations; limited subspecialty
access throu;h metropolitan hospitals is a bottleneck for trainee
trajectories;1 and the technical constraints and workforce vul-
nerabilities of rural hospitals limit accreditation of much needed
rural training posi’cioms.2’13’18

This study has some limitations. First, the research was under-
taken before the COVID-19 pandemic, which has had significant
impacts on travel and communication, so our findings may not
reflect current circumstances. Access to internet-based educa-
tional offerings has increased, and the RACP Congress has been
web-based since 2020; RACP committees have been meeting on-
line, which may facilitate greater rural participation. Second, the
selection of participants, while targeted because of the relevance
and complexity of their experience, cannot be considered repre-
sentative. Third, the opinions expressed were diverse, and this
diversity limits generalisability. However, a key strength of our
study is that it offers insight into the complexity and flexibility
of our participants” identities.

For physicians and paediatricians, we did not identify an equiv-
alent descriptor to the “rural generalist” that has arguably gal-
vanised professional development for rural and remote GPs, but
the participants expressed a clear consensus on the unique value
of their roles, the systemic constraints under which they practise,
and their limited agency in professional structures. They under-
stand their dependence on the fortunes of their communities,
and on the dynamic nature of demand. They are also acutely
aware of the need to shape their own professional formation and
evolution to meet the needs of rural Australia.

While there are initiatives that have the potential to make signif-
icant contributions to the rural physician workforce — such as
the Specialist Training Program and Integrated Rural Trainin

Pipeline,' state government training networks and pathways,

isolated pilo’cs,19 and dual ’craining1 — the time is right for a
coordinated strategy that commits the RACP and federal and
state governments to a systematic model of rural-based train-
ing for general physicians and paediatricians that recognises



the breadth and scope of practice and its application to regional,
rural and remote Australia. This may require greater resolution
of their collective identity, and stronger professional organisa-
tion, if the general physician and paediatrician are to be central
to the changes needed to meet the growing health needs of rural
Australia.
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Chapter 3

Sustainable rural physician training: leadership in a

fragile environment

Linda A Selvey', Frances M Boyle?, Zoe Dettrick®, Remo Ostini‘*@, Diann S Eley®

egional and rural Australia is well documented™? and ex-

tends to the supply of specialist physicians and paediatri-
cians. Although 28% of the Australian population resides in rural
areas,’ only 13% of specialists undertake training there.* Building
a sustainable physician workforce in rural Australia is a high pri-
ority in terms of addressing major health inequities in rural and
remote areas.” Workforce sustainability relies on the recruitment
and retention of supervisors and trainees. Understanding the
enablers, barriers and vulnerabilities is necessary to sustain the
current workforce and ensure that the next generation of rural
physicians is well equipped to improve the health outcomes of
rural Australians. There is a need to identify where improve-
ments can be made to encourage an increased uptake in rural
training, which is vital to addressing workforce maldistribution.

The continuing maldistribution of the health workforce in
r

The influences on physician trainee supervision, long term avail-
ability of supervisors and quality of supervision in regional, rural
and remote areas have received little direct research attention.
Studies have examined the needs of trainees,®’ but the experiences
of supervisors who deliver training and the integration of trainee
and supervisor experiences have rarely been explored. While we
have clear information about the power of a rural background
and rural training in supporting the attraction and retention of
rural trainees,*"” the entirety of the rural training experience is
more complex. Similarly, while rural physicians and their metro-
politan counterparts generally report similar levels of satisfaction
with most aspects of their work (see Chapter 1 of this supplement),
more subtle context-specific factors also need to be understood.

Various models and frameworks have been developed to de-
scribe and explain the complex, multidimensional and inter-
linked factors that underpin the structure of the rural health
workforce and drive its sustainability. These generally em-
phasise the importance of the fit between person and }g)lace,
and include individual, social and organisational factors.” The
Whole-of-Person Retention Improvement Framework, devel-
oped by rural health workforce academic Catherine Cosgrave,
has three domains:

= workplace/organisational (working in a friendly, supportive
and inclusive workplace);

* role/career (having opportunities to build skills and access
career pathways); and

= community/place (feeling settled in, being socially connected
and having a sense of belonging).®

In considering rural workforce sustainability, Onnis refers to
the continual supply of competent health professionals to pro-
vide health services in a manner appropriate to the rural and
remote context.'® There needs to be a person—practice fit that is
supported by a strong foundation of appropriate leadership and

Abstract

Objectives: To understand Royal Australasian College of Physicians
(RACP) training contexts, including supervisor and trainee
perspectives, and to identify contributors to the sustainability of
training sites, including training quality.

Design, setting and participants: A cross-sectional mixed-
methods design was used. A national sample of RACP trainees
and Fellows completed online surveys. Survey respondents who
indicated willingness to participate in interviews were purposively
recruited to cover perspectives from a range of geographic,
demographic and training context parameters.

Main outcome measures: Fellows’ and trainees’ work and life
satisfaction, and their experiences of supervision and training,
respectively, by geographic location.

Results: Fellows and trainees reported high levels of satisfaction,
with one exception — inner regional Fellows reported lower
satisfaction regarding opportunities to use their abilities. Not having
a good support network was associated with lower satisfaction.
Our qualitative findings indicate that a culture of undermining rural
practice is prevalent and that good leadership at all levels is important
to reduce negative impacts on supervisor and trainee availability,
site accreditation and viability. Trainees described challenges in
navigating training pathways, ensuring career development, and
having the flexibility to meet family needs. The small number of
Fellows in some sites poses challenges for supervisors and trainees
and results in a blurring of roles; accreditation is an obstacle to
provision of training at rural sites; and the overlap between service
and training roles can be difficult for supervisors.

Conclusion: Our qualitative findings emphasise the distinctive

nature of regional specialist training, which can make it a fragile

environment. Leadership at all levels is critical to sustaining
Eccreditation and support for supervisors and trainees.

management practices at local, jurisdictional and national levels,
plus wider policies that have a positive impact.'®

These frameworks and models tend to have a broad focus on
the rural health workforce. Building the rural physician work-
force relies on the ongoing availability of high quality regional
and rural training sites that can meet trainee needs. Applying
the workforce perspective to the sustainability of training sites
suggests several key contributors, including: physician character-
istics (an adequate supply of physicians who can provide qual-
ity supervision and are satisfied with their work and lifestyle);
supervisory experiences (the ability to deliver the best possible
training); and training site attributes.>’

Here, we apply this overarching framework to examine specific
issues relevant to attracting and retaining a sustainable physi-
cian workforce in rural and regional areas of Australia. We aimed
to understand Royal Australasian College of Physicians (RACP)
training contexts and experiences from the perspectives of super-
visor and trainee physicians and paediatricians, and to identify
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contributors to the sustainability of training sites, including
the quality of training provided. Our study is part of the larger
Building the Rural Physician Workforce study, which seeks to
provide an account of the challenges of building a sustainable
rural specialist workforce in Australia and potential solutions.””

Methods

Survey respondents were doctors registered with the RACP form-
ing two participant groups: Fellows and trainees (including basic
and advanced trainees). Fellows and trainees worked in a variety
of geographic locations across Australia, coded according to the
Modified Monash Model (MMM) classification of remoteness.'®
This classification defines metropolitan areas as MMM], regional
centres as MMM?2 (towns with over 50 000 residents and areas
within 20 km), and large rural towns to very remote communities
as MMM3-7. Each Fellow and trainee was given a unique study
number to enable their comments to be separately recorded.

A cross-sectional mixed-methods explanatory sequential de-
sign began with the quantitative component.”” Separate on-
line surveys based on previous research were developed for
Fellows and trainees.'”"?**' Questions covered demographics,
training and career background, current work situation and lo-
cation, career progression, experiences as a trainee or supervi-
sor, attitudes toward rural career intentions, and future career
plans. The Fellows’ survey also included open-ended questions
relating to experience as a supervisor. Both surveys are avail-
able online (Supporting Information, Appendix 3.1 and 3.3)

The RACP disseminated the Fellow and trainee surveys through
invitations in emails to all Australian RACP members (13 166
Fellows and 6648 trainees), and was advertised in newsletters
and on the College website. The surveys remained open for 3
weeks (October to November 2018). Reminders were not sent to
non-responders. As an incentive, participants could opt to go
into a random draw to receive one of several complimentary reg-
istrations for the annual RACP Congress. Standard descriptive
statistics and frequency analysis were used to describe sample
characteristics. Statistical significance was set at P < 0.05.

The qualitative component used a phenomenological approach
to gain an understanding of the lived experiences of RACP train-
ing from the perspective of Fellows and trainees. Interviewees
were recruited by stratified purposive sampling of survey re-
spondents who indicated their willingness to participate in an
interview by providing their email address on the survey. The
resultant interview pool represented a mix of current geographic
locations and levels of training and supervisory experience.

Interviews lasted 20-40 minutes, were conducted by vid-
eoconference or phone, were digitally recorded, and were
transcribed and analysed. Interview questions are available
online (Supporting Information, Appendix 3.2 and 3.4). One
of us (FMB) conducted the interviews and initial coding. The
constant comparison technique?® was used, whereby issues
raised at earlier interviews informed subsequent interviews,
thus contributing to the validity of the process and determin-
ing when saturation was achieved. Thematic analysis was
used to identify patterns and themes. These were discussed
and refined by the multidisciplinary research team and re-
viewed by stakeholders. Exemplar quotes are presented using
the respondent’s unique study number, which is listed after
the data source (F = Fellow interview; T = trainee interview;
S = Fellow survey free text) along with relevant contextual
information (current location [MMM2-MMMY7], trainee rural
practice intent, training level).

The Consolidated Criteria for Reporting Qualitative Research®
checklist was used. The University of Queensland Human
Research Ethics Committee approved the study (2018001837).
Every participant provided consent.

Results

The nature of a mixed-methods design encourages the use of
triangulation that incorporates multiple methods and sources of
data to develop a comprehensive understanding of phenomena.”*
Triangulation was achieved through details of our participant
sample gathered from the surveys, combined with the percep-
tions of a sample of interviewed participants who provided a rich
narrative of their existing challenges and potential solutions for
building a sustainable rural specialist workforce in Australia.

Survey respondent characteristics

Using data provided by the RACP regarding the number of
Fellows and trainees who were sent the email, the study sam-
pled 5.4% of Australian RACP Fellows and 5.1% of Australian
RACP trainees who had diverse experience and worked in a va-
riety of locations.

Trainees

Of 320 respondents, 282 provided information about their loca-
tion. Of these, 82% (231) worked in major cities, 12% (33) in large
regional centres, and 6% (18) in rural towns and remote communi-
ties. Trainee demographics by training location are shown in Box 1.
Most were women (60%) and did not have a rural upbringing
(77%); their median age was 32 years (range, 24-56 years). Of the
273 who provided this information, 59% were advanced trainees.
Regardless of training location, trainees reported high work satis-
faction (mean score, 6.6 out of 10) and life satisfaction (mean score,
6.9 out of 10) (difference between geographic locations, P > 0.05).

Fellows

Of 716 respondents, 577 provided sufficient data for analysis.
Of these, most Fellows (70%; 405) worked in major cities, and
only 14% (81) worked in small regional or rural towns. The
median age of Fellows was 53 years and 59% (339) were men.
Most (85%; 490) had experience supervising and 62% (358) were
currently supervising RACP trainees. In large regional cen-
tres, physicians had similar specialisations to those in metro-
politan areas. In contrast, a higher proportion of physicians in
MMM3-7 locations worked in general medicine and paediatrics
with subspecialties compared with metropolitan physicians
(39% v 21%), and a lower proportion worked in a subspecialty
only compared with metropolitan physicians (35% v 63%).

Similar to trainees, Fellows” current work location did not affect
levels of work satisfaction. An exception was Fellows in MMM?2
locations, who reported lower satisfaction with opportunities to
use their abilities (P = 0.045). Fellows who felt they did not have
a good support network reported significantly lower levels of
work satisfaction (P = 0.002).

Interview participant characteristics

Of the survey respondents, 33% of Fellows (236 of 716) and
trainees (105 of 320) expressed interest in completing a follow-
up interview. Twenty Fellows outside of major metropolitan
areas were selected for an interview to ensure a mix by geo-
graphic location, age and gender. Fellow interview participants
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1 Demographics of Royal Australasian College of Physicians Fellowship trainees who responded to the survey, by training location*
All (n=320)" MMM (n = 231)* MMM2 (n = 33)* MMM3-7 (n =18)*

Female 192 (60.0%) 144 (62.3%) 19 (57.6%) 10 (55.6%)
Age

20-29 years 84 (26.3%) 64 (27.7%) 10 (30.3%) 2 (1.1%)

30-39 years 197 (61.8%) 148 (64.1%) 18 (54.6%) 11 (61.1%)

40-49 years 31(9.7%) 16 (6.9%) 4 (12.1%) 4(22.2%)

50+ years 7 (2.2%) 3(1.3%) 1(3.0%) 1(5.6%)
No rural background 245 (76.8%) 180 (77.9%) 23 (69.7%) 10 (55.6%)
Advanced trainee 161/273 (59.0%) 126/219 (57.5%) 18/29 (62.1%) 12/18 (66.7%)
MMM = Modified Monash Model; MMM1 = metropolitan areas; MMM2 = regional centres (towns with over 50 000 residents and areas within 20 km); MMM3-7 = large rural towns to very
remote communities. * No significant difference was found between groups across any variable (one-way analysis of variance). T All survey respondents. ¥ Respondents who provided
complete data for analysis in the survey. ¢

were located in various inner regional, outer regional and re-
mote locations, and all states and territories except Tasmania
and the Australian Capital Territory were represented (Box
2). There was an even distribution by gender and age, and 17
of the 20 interviewees reported having had experience as a
College supervisor.

Similarly, the 14 selected trainee interview participants were lo-
cated in all states and territories except Western Australia and the
ACT. Half of the trainee interviewees were training in a major city
location. There was an even distribution by gender; most trainees
were in the 30-39-years age group (9 of 14), were completing ad-
vanced training (11 of 14), did not have a rural background (10 of
14), and had trained in a rural area for more than 12 months (10 of
14); and half intended to work rurally (7 of 14).

Qualitative findings

Expanding on the framework of Onnis,'® our findings support a
distinctive model for building a sustainable rural specialist work-
force (Box 3). In this model, the culture of undermining of rural
practice is a contextual feature providing a backdrop for the rural
training setting. Our findings indicate that it had negative influ-
ences on both supervisor and trainee availability and on site ac-
creditation. In contrast, strong leadership was found to be crucial.
It is a modifiable factor capable of overcoming the negative context
and capitalising on rural training opportunities which are funda-
mental to supporting the components of high quality training. It
was felt that strong leadership in rural and remote settings would
help sites to flourish by improving attractiveness to supervisors
and trainees and by supporting accreditation. Finally, because
of their small size and location, our findings indicate that rural
and remote settings are often fragile environments for physician
training and are vulnerable to loss of personnel and leadership
changes. Compared with more robust training environments in
urban areas, the loss of one supervisor or a change in leadership
could jeopardise the whole training program at a site.

The qualitative findings that we report here are structured to re-
flect the components of the model in Box 3. Beginning with the
predominant components of a culture of undermining and strong
leadership, most of the results describe perceptions of supervision
in terms of supervisor availability, willingness to supervise, and
trainee availability. Insights regarding the accreditation compo-
nent of the model round out our findings. We have grouped our
findings under four major headings: culture of undermining; lead-
ership is paramount; supervision is complex; and accreditation.

2 Characteristics of 20 Fellows and 14 trainees of the Royal
Australasian College of Physicians who were interviewed

Characteristic Fellows (n=20) Trainees (n=14)

Current location

Major city 0 7 (Vic, 3; NSW, 3; Qld, 1)

Inner regional 9 (NSW, 5; Vic, 3; Qld, 1) 4(Qld, 2; Tas, 2)

Outer regional 6 (NT, 3;Qld, 1; SA, 1; WA, 1) 1(Qld)

Remote 5 (WA, 3;NT, 2) 2 (NT)
Gender

Male 12 8

Female 8 6
Age

20-29 years 0 3

30-39 years 4 9

40-49 years 4 2

50-59 years 6 0

60-69 years 3 0

70+ years 3 0
Supervisor experience 17 -
No rural background - 10
Training level

Basic - 3

Advanced - 1
Rural training

None - 1

<12 months - 3

>12 months - 10
Intent to work rurally

High - 7

Medium - 3

Low - 4

NSW = New South Wales; NT = Northern Territory; Qld = Queensland; SA = South
Australia; Tas = Tasmania; Vic = Victoria; WA = Western Australia. 4
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(T03-low intent-advanced, male)

The head of department role, that sort
of wise head that can tap someone
on the shoulder and say, “Hey listen
that's not really in everyone’s inter-

Culture of undermining

Interviews revealed many examples of attitudes and practices
that consistently devalued the work of rural physicians, influ-
enced trainee recruitment negatively, and applied metro-centric
criteria when assessing training sites for accreditation.

When you have visiting specialists, come down once or whenever,
who don't support the local services there is sort of a culture of un-
dermining ... You don’t go down there and just tell the patients,
“The local surgeons are garbage, and you need to go and have all
your tests done in [major cityl.” (FO8-MMMS3, female)

When I took [the Rural Bonded Scholarship in Medical School], I
had people that were horrified that I'd taken that ... I can remem-
ber that you had to get the contract looked over by a lawyer [and]
he said basically, don’t do it, it’s not worth it, and you'll never
find anybody in the country that shares your, basically your in-
tellect, or your things that you're interested in. (FO4-MMM3,
female)

The pull of subspecialty training and the perception that train-
ing is superior in metropolitan areas undermines both training
opportunities and the ability to attract physicians to rural and
regional areas.

The system works a bit against us, and it’s very difficult to
get that altered ... the way the training works, in effect, works
against people ever coming back ... We, as I say, would have
had hundreds of registrars through ... they're all positive about
it, and yet not one of those returned ... I think most of the spe-
cialty training is run by people that have, you know, enormous
departments, and they're looking for people to train in their spe-
cialty. (F18-MMM4, male)

Leadership is paramount

Leadership was an overarching theme that affected the sustain-
ability of training in rural and regional areas. Strong and posi-
tive leadership enhanced trainees” experiences and the ability
of physicians and supervisors to ensure quality care and an ap-
pealing training environment. Our findings recognised leader-
ship in individuals who supervise or perhaps advocate for their
trainees, as well as the higher level administration that provides
the context for supervision opportunities.

ests”, is really hard to develop because
even simply things like supervising
training ... there’s no real talent development or personal de-
velopment in that medical leadership stuff ... it allows some
behaviour to drift a bit. (F10-MMM3, male)

Deficits in leadership can contribute to organisational cultures
that are not conducive to optimal training. One Fellow described
their relatively recent trainee experiences.

I loved my experience as a medical student, and I had really
good examples of what regional medicine could look like, fantas-
tic mentors. Then, when I was a registrar ... I really, we all had
quite a bad time ... the supervision was poot, and the infighting
between units and the poor relationships was a bad example ...
if we're going to attract good trainees, it's got to be, you know, a
really fantastic experience where, not only are they highly sup-
ported, but they are also given examples of ... work with good
physicians ... (F04-MMM3, female)

In addition, poor leadership can lead to reputational damage
and significantly reduce the attractiveness of a training location
for trainees.

So the word goes around as far as people would think twice or
thrice before coming to [outer regional location] if they hear that
there is bullying happening ... you need only one or two people
who are at the receiving end ... (F11-MMM2, male)

One trainee viewed each rural training site as “a fragile environ-
ment”. This term is a reminder of the delicate balance of factors
that contribute to the entirety of the training experience and the
overall sustainability of a rural site. Adept leadership is critical
because even small shifts can have a major impact on this bal-
ance. Fewer personnel, which is common in rural training envi-
ronments, increases the vulnerability of trainees.

The number of trainees that they employ is very important too
... that can make a massive difference to the amount of after-
hours work that you do and how overworked and burnt out you
might become — it can be a very fragile environment. (T09-
high intent-advanced, male)

Conversely, providing advanced trainees with leadership oppor-
tunities can enhance their experience and the quality of training
for more junior doctors.
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... and it’s also about registrar leadership. It's just so fabulous
to have advanced trainees there who can act as a leadership
group for the basic trainees and for the [postgraduate year 3
medical officers] and the [junior medical officers], and it gives
the registrars ... the residents anyway, a sense that there is a
future in going to the city, finishing some training and then
coming back to the country. (F10-MMM3, male)

There have been a couple [of advanced trainees] that have been
excellent. They've just sort of taken on board the idea that yes,
they are actually a leader in the organisation and they can give a
lot of direction to the more junior staff ... (F09-MMMS3, female)

Supervision is complex
Fellows’ satisfaction with their position

In Chapter 1 of this supplement, McGrail and colleagues show that
rural physicians have equivalent satisfaction to their metropolitan
counterparts across most career aspects after accounting for differ-
ences in their demographic and practice characteristics. However,
our survey found that RACP Fellows in MMMB3-7 locations were
less likely to agree that they have a good support network in their
location than physicians located in metropolitan areas (P = 0.014).

Physicians highlighted numerous advantages of rural practice
and the accompanying lifestyle. Collegiality, the concept of a
“medical village”, the diversity and complexity of work, and
a sense of making a difference by contributing directly to the
community and addressing areas of high need were consis-
tently raised as positives.

Physician interviewees spoke passionately about working in a
cross-cultural and cross-disciplinary environment where the
level of need for medical services was high, but also noted that
the “exciting medicine” came with challenges:

The job is amazing ... [but] I think you can feel a bit frustrated
by the limited resources ... working in an area of such high
needs with such limited resources can be really frustrating and
a recipe for burnout ... the biggest limitation is about being
away from extended family. (F19-MMM2, female)

The work is so interesting, people are excited to come here be-
cause they know they’ll learn new things and they’ll see things
that they haven't seen before, that they’ll have autonomy. And
the barriers are distance, expense to move, being so far away
from extended family. I think they're definitely the big barriers.
(F14-MMMS, female)

Recruitment challenges: family is a prime consideration

Attracting rural Fellows and trainees requires consideration
of their families, including flexible work and support for ac-
commodation and spouse employment. In comparison to their
urban counterparts, Fellows from MMM3-7 locations were
significantly less likely to agree that there were good employ-
ment opportunities for their partners (P = 0.003). They were
also less likely to agree that there was an adequate choice of
schools in their location (P = 0.005). From the perspective of
Fellows, regardless of their location, isolation from colleagues
was the most commonly cited challenge in recruiting both
physicians and trainees in rural areas. A higher proportion of
Fellows from MMM?2-7 locations cited a negative perception of
non-metropolitan hospital and health services as a challenge
in recruiting physicians (P < 0.001) and trainees (P < 0.001) to
rural areas.

The pull of metropolitan practice was considered strong in the
competition for good trainees. Comments were made about how
messages conveyed to trainees may dissuade “the best and the
brightest” from considering rural practice:

the people who are running big, big metropolitan hospital de-
partments want to have the best and the brightest as close as
possible, and have subtle ways of communicating the idea that
this is the best place for them to be ... it’s subtle things. Not
overt, but they certainly are very effective ... (FO6-MMM?2,
male)

However, with the relevant supports, a rural or regional training
post could be quite attractive to both trainees and physicians, as
this trainee described:

I don't know that other people are aware that great training
hospitals are struggling to fill their jobs ... instead of getting
locums, we should actively recruit permanent staff. (T05-high
intent-advanced, female)

Limited number of potential supervisors contributes to a
fragile environment

Small numbers of Fellows made some sites unviable for supervi-
sion and others fragile if a Fellow were to leave. Different mod-
els of supervision would be required for these to be viable as
training sites, even though some of them have valuable training
opportunities.

Several Fellows pointed to missed opportunities for train-
ing. Potentially rich training opportunities may remain un-
tapped owing to insufficient critical mass of supervisors or
infrastructure:

There’s no training happening at all ... in anywhere in [remote
area] to my knowledge, there might be the occasional registrar
that comes ... there are almighty possibilities with learning ...
I think there needs to be critical positions set up, to do training,
and that’s not easy because of supervision capacity and logistics
such as accommodation. (FO5-MMM?7, male)

Dissatisfaction with level of patient care available and referral
difficulties

The survey showed that physicians working in MMM3-7 locations
were significantly less satisfied with patient access to high level
care than those working in MMM]1 locations (P < 0.001). Free-text
responses to a question about barriers to high level care in their
setting identified waiting lists, financial constraints, logistics and
transportation as issues in addition to distance for respondents in
MMM3-7 locations. A few described challenges with getting their
patients seen by specialists in tertiary centres. To get around this,
one described developing a network of clinicians who he could
work with to arrange care for patients, thus bypassing “obstruc-
tion from hospital administrators”. This respondent also referred
to challenges in getting good communication about patients back
from other clinicians. Another respondent described a perceived
lack of respect for the regional and rural sector, and the impor-
tance of developing personal relationships with consultants in
urban areas to facilitate access to higher level care.

It has taken 10 years and a deliberate cultivation of referral
pathways that are based largely on personal relationships to
expedite access to complex care in tertiary centres, and the cul-
tural disrespect for anything west of the Sandstone curtain (the
Blue Mountains) is fully entrenched even in very junior train-
ees. (F295, MMM3-7, survey)



Willingness to supervise

Reasons that Fellows gave for not supervising included: immi-
nent retirement, personal time constraints, workload associated
with supervision, and being in private practice. Most physi-
cian survey respondents who were not currently supervising
indicated a preference to supervise as they thought that super-
vising trainees was likely to improve their work satisfaction.
Respondents from all geographic areas agreed that recognition
by their employer of their time spent supervising would make
supervision easier. Those from areas outside major cities also
described the importance of employer support to make supervi-
sor training more accessible, providing sustainable trainee en-
vironments (rather than relying on individuals to create these),
and providing support for training and health services. This in-
cludes a requirement for a functioning service with support for
training and supervision. Formalising the relationship between
metropolitan and rural areas in the form of training networks
was another suggestion put forward (noting that these exist in
some jurisdictions).

The service has to work before high quality training can occur
... There has to be political, administrative, infrastructure
support beyond enthusiastic energetic physicians trying to
go it alone and end up getting burnt out or just burnt. (F442,
MMM]1, survey)

Comments made by the rural physicians reflected issues that
may be common to supervisors regardless of their geographic
location. For example, while supervision was generally viewed
as an enjoyable and important part of their work and a way of
keeping up to date, it could also be difficult and even intimidat-
ing. Positive supervisor experiences were associated with appro-
priately targeted training, and with supervision being valued at
the institution or hospital level. Interviewees cited clear benefits
of well designed formal training in supervision, but most added
that tailored rural-specific training was also necessary. Rural
training hubs were viewed positively in this regard. As well as
supporting skills development, they were seen as potentially
“taking the burden off” supervisors.

The extent to which supervisors perceived their role as recognised
and valued by their institutions varied. Some described hospitals
that were “doing it right” and where training was flourishing,
while others described settings where supervision was not prior-
itised and was essentially relegated to the realm of unpaid work:

Obviously resources are important, but.. it needs the willing-
ness of the people in post, and the providers of the service, so
the administrators and all that, of the hospital, to see the ser-
vice being more than just about looking after patients. (F16-
MMM6, male)

Supervision in smaller settings

Advantages and disadvantages of supervision in smaller set-
tings were described. Observing trainees in smaller groups and
social settings was an advantage:

You get to know how they're coping socially, and you can ob-
serve their interpersonal skills a lot better than you can in a big
body of registrars. (F10-MMM3, male)

Close working relationships in relatively closed settings may
enable early identification of trainees who might be having dif-
ficulty, but can also leave supervisors with added responsibility
for managing difficulties when they arise. Differentiating the

roles of supervisor and boss, and maintaining the right balance
between mentoring and support, were prominent challenges. As
one trainee put it:

A lot of people find it really difficult to address [problems that
might arise] in [the] much smaller isolated environment that we
have here because the consultants who are supervising us are
also the people that need to provide references for us for future
jobs. (T09-high intent-advanced, male)

The size of the training unit may have important bearing on the
issues experienced. One supervisor noted that trainees in rural
and remote settings inevitably received input from fewer physi-
cians compared with those in a teaching hospital, and that this
could have negative consequences:

They do not have the same support in training for exams that
the guys coming from the major hospitals do. They have a 3-
month term. But when they go back, they’ll be with 10, 20 other
trainees beating each other up every day of the week and really
stimulating learning and reading and performing well before an
examiner, which the guys who are full-timers in [remote area]
just don’t pull it off..... There just isn't the staffing to allow it to
happen. (FO1-MMMG6, male)

Trainee recruitment and impact on supervision

Effectively recruiting trainees relied on finding people who
wanted to live at the site and were excited by the training oppor-
tunities: a good person—place fit. Supervisors described having
to manage a range of difficulties that were influenced by factors
intrinsic to the trainee and extrinsic factors associated with the
training environment. Intrinsic factors included being separated
from family, and a view that rural placement and general medi-
cine is a distraction from specialist training. Such factors could
result in trainees being disengaged and not wanting to be there.
Trainees who were not a good fit for the site produced challenges
for supervisors. Several supervisors noted that their site was
sometimes a last choice for those who could not find a position
elsewhere. In their view, this was unlikely to be the basis for suc-
cessful recruitment to rural practice.

And so I find that creates challenges, particularly here and partic-
ularly if you get a trainee that does not want to be away from the
major centre. And so, you've got sort of a conflict between their
sort of poor performance, for want of a better term, due to the fact
that they just do not want to be here? (F09-MMMS3, female)

Many trainees were used to fixable problems and were not
prepared for the complex social issues that surrounded many
medical problems in remote locations. Pastoral care was a large
component of the role for some supervisors. A need for greater
diversity of support and input, to assist both supervisors and
trainees if the need arose, was also identified:

And I think that there is something in the trainee—supervisor
relationship that’s a bit awkward ... I think especially in the re-
mote areas, where we're working really closely with colleagues.
And so sometimes it might be harder to speak up if the trainee
is struggling with anything ... because there’s so few of us and
we're working so close together. So I guess one thing to think
about, probably more broadly, is how our trainees can get more
diversity of supervision so that there’s just more input. (F12-
MMM6, male)

The quality of the training experience can greatly influence
trainees’ desires to work in rural settings. Entering a rural place-
ment was sometimes “a lot for trainees to take on” as they faced

=
>
N
e
(O
=
wn
c
°
=
=
.

Lzoz ANl g




—
I
o
I
=
=
n

MJA 215 (1 Suppl)

the challenges of addressing high levels of community need
with low levels of resources.

So it was very early in my clinical training, and I got quite a lot
of experience and exposure, and quite a lot of mentorship as well
... It sort of got me off on a good foot. ... This is my second year,
now, in [outer regional area]. And my expectation coming here
was that I would maybe get a bit more exposure, be a bit more
extended, and kind of see some interesting cases. And certainly,
that’s definitely met my expectations, to the point where it's
something I want to pursue a little bit more. (T11-high intent-
basic, male)

In contrast, negative training experiences — firsthand or by rep-
utation — can have a deep and lasting impact.

Because all of that negative experience, they would not return
to work in the same area and they would tell everyone who
they met and rotated with, “Avoid that hospital, it’s a disaster”.
(T14-low intent-basic, female)

Trainees sharing knowledge across vastly different settings and
considering how to apply such knowledge in locations where re-
sources and access to services are severely limited was described
as a win-win situation by one supervisor:

These registrars come with great up-to-date knowledge gen-
erated from all the teaching they've had in the tertiary units,
and they can be the new blood and the new knowledge that
comes to these remote areas. Not to tell the remote units that
they're a bunch of stuck-in-the-dark-ages out-of-date physi-
cians, no, but to challenge them, to bring new ideas ... (F16-
MMMG6, male)

Navigating training pathways

Trainees recounted some variation, including across specialties,
in their experiences of finding the right training place. For some
this had been challenging.

It’s always nerve-racking because you don’t necessarily know
what you're ... you don’t know what you're missing out on ...
You don’t necessarily know the people, you don’t necessarily
know the opportunities ... because that’s not necessarily widely
advertised. (T14-low intent-basic, female)

Several trainee interviewees indicated that more information
and greater promotional efforts were beneficial, and that varia-
tion existed across different trainee pathways.

There is good information on the College website about the spe-
cialists training program if you go and look for it, but I think it
would help if they were able to tell or identify trainees and be
able to tell them more about the position they're in and what the
program is and how it should be utilised, and what they should
expect of the employers as well, being in that position. (T09-
high intent-advanced, male)

Uncertainty about rotations may undermine possibilities for
developing and enhancing training initiatives and this may
affect sustainability. Having trainees on short rotations and
the likelihood that a trainee position could be withdrawn
can create instability in available workforce. In such circum-
stances, longer trainee rotations would be a better option for
some sites:

If we had somebody all the time, it would be great. We would
be able to organise something, I think essentially whatever they

wanted, but because they just come for a few months, you can’t
really set up too much in the way of structures for them because
they're not going to be here again in a couple of months. (FO9-
MMMS3, female)

Increasing the attractiveness of sites to trainees

Comments relating to the need for innovation that provides for
greater flexibility were among the strongest made by trainees.
For both male and female trainees, specific attention needed to
be given to the availability of family-friendly options:

And what I found really difficult for myself was negotiating
flexible training options ... when I had my son. (T08-high
intent-advanced, female)

Perception of disadvantage or systematic bias

Perceptions of disadvantage associated with rural training were
voiced strongly by trainees. These related to day-to-day as-
pects of training, supervision, and professional support as well
as longer term consequences for future career opportunities.
Professional isolation and “disappearing from the system” were
prominent concerns:

I think there’s definite advantages to working in regional places,
but I guess making sure that nothing’s lost in the training expe-
rience by going regional is important. And I think a lot of people
who I've talked to, who are from metro centres, feel like there’s
the ... a worry about missing out on educational activities, and
missing out on that social support. (T08-high intent-advanced,
female)

Exam preparation was an issue of particular concern. Despite ac-
knowledgement that a rural training setting offered greater op-
portunity to engage in hands-on procedures without “fighting
other trainees for them”, as may be the case in large hospitals,
rural locations were often seen as placing trainees at a distinct
disadvantage as they prepared for exams:

What I was assessed on, on the day, were not a sophisticated
application of standard skills, but a recognition of “unicorn
cases” of rare, weird, wonderful conditions that I had seen be-
cause the [major city] hospital had a list of patients with those
conditions that they called and introduced us to in the months
leading up to that examination ... it would be very hard to pass
that exam having trained in a regional centre. (T12-low intent-
basic, male)

Accreditation

Potential training sites must apply to the RACP to have their
site accredited, and an inability to have a site accredited
means that training at that site cannot be accredited. Fellow
survey responses provided insights into experiences with
the site accreditation process. Across all geographic loca-
tions, some respondents had failed to obtain accreditation
for their training site. Others reported the process as clunky
and time-consuming, in contrast to those who described it as
straightforward. Negative comments included concerns about
metro-centric approaches and a perceived lack of understand-
ing of what rural, regional and outer metropolitan sites offered.
The usefulness of a site visit by representatives of accredita-
tion committees was raised. However, this did not always
happen, particularly in more remote areas. Misunderstanding
about what rural sites offered and use of a metro-centric lens
by accrediting committees were also raised in interviews. In
addition, some trainees expressed a similar view:



Some of the requirements can, from this side of the fence, seem
perhaps a little arbitrary ... I appreciate there’s a need for con-
sistency, but I think, particularly where a rural health service
is not able to meet all of those criteria, I think that it would
be helpful for the College to really consider what’s the greater
good? Is it more important to have a site that is able to attract
and retain trainees, and contribute to redistributing some of
this really lopsided workforce? Or is it more important, for ex-
ample, to say that you must have a paediatric surgeon avail-
able? (T01-high intent-advanced, female)

Trainee interviewees stressed the extent to which higher level
policy decisions, such as training site accreditation, affected
people’s everyday lives. Trainees felt frustrated when policies or
requirements that had major impacts on their life decisions ap-
peared to them to be somewhat arbitrary. Many made the point
that such decisions often coincided with critical life stages relat-
ing to partners or family formation:

It seems arbitrary why a place is accredited for 6 and not 12
months — the choice was to stay and have 6 months not counted,
or uproot the children after 6 months. It makes a difference to
people. (T13-medium intent-advanced, female)

Some Fellows noted that the main problems with accreditation
arose from their workplaces, rather than from the College. These
included the regional unit not always being able to guarantee a
trainee, plus a lack of support for training, a lack of infrastruc-
ture for education and obstruction at a local level. This high-
lights the importance of leadership at a local level to support
physician training. A survey respondent described the need to
reduce trainees” workload to obtain accreditation.

Issues are around the health service’s willingness to priori-
tise or honour in any way their training commitments, which
is complicated by executive churn. The accreditation criteria
themselves helped me drive change and create a training net-
work. What was hard was muscling up to our admin. (F521,
MMM2, survey)

Discussion

Building on the work of Cosgrave® and Onnis,'® our results
enabled us to create a comprehensive model for building and
sustaining a rural physician workforce (Box 3). They show that
rich learning opportunities exist for trainee physicians in rural
health services but there is considerable variation across training
sites. Rural supervisors are energised by their training opportu-
nities but face specific challenges.

A feature of this study is that it tackles rural specialist workforce
challenges from the perspective of what is required to facili-
tate the ongoing availability of high quality training sites. This
brings into focus the detrimental effects of rigid accreditation
processes and the role of a pervasive culture of undermining,
and provides detailed evidence on the characteristics of rural su-
pervision and the fundamental role of strong leadership across
stakeholders.

Rural Fellows are generally very positive about their work and
about supervising. Their positive views about rural work and
lifestyle contrast with negative perceptions that are widely held
by their non-rural counterparts, which manifest in a culture of
undermining. The stigma and negative perceptions that often
surround rural practice are well documented in Australia and
elsewhere??® As a result, we need a shift from deficit-based lan-
guage and perspectives of rural practice to recognition of the

rewards and opportunities of rural practice.”’ Negative stereo-
types of rural communities can discourage rural careers and
highlight undesirable aspects of rural practice.”” Current dis-
course associated with rural practice has perpetuated a view of
work that is less skilled and more monotonous, but our evidence
suggests that it is diverse and challenging.

Our results also show that inflexible training policies and ap-
parently arbitrary accreditation decisions affect family life with
potentially major impacts on trainee career decisions. This con-
tributes to various challenges that rural trainees face — obtain-
ing information about career progression, accessing professional
support, and maintaining connection with professional net-
works. Evidence suggests that rural physician trainees require
improved professional and personal support, plus better links to
ongoing career pathways.

While accreditation changes may require leadership at medical
college or Australian Medical Council levels, adept leadership at
health service levels is also required in situations where small
changes in staffing can have large consequences. Health service
and jurisdictional leadership may also be required to prioritise
rural supervision — for example, by including additional tar-
geted interpersonal and professional skills training for supervi-
sion in settings with relatively few peers.

An earlier report from the Rural Physicians: Training and
Professional Support study made a number of recommendations
to meet these challenges, including for changes to accreditation,
supervision and leadership."” In terms of accreditation, the rec-
ommendations were that rural physicians should be involved in
setting accreditation policies, more secure accreditation should
be provided at rural sites, and training places that match the full
capacity of rural sites should be offered. In terms of supervision,
recommendations included developing regionalised learning
networks across regional and metropolitan sites, enabling re-
search opportunities for supervisors and trainees in regional
areas, supporting flexible training options, and basing physician
training in regional areas with rotations to larger sites as needed.
In terms of leadership, recommendations included recognition
of the work of rural supervisors by health services, provision of
support for clinical and referral networks, and recognition of
rural physicians within the specialist college.

The RACP’s curriculum renewal program includes a more in-
tegrated approach to training. It is likely to go some way to ad-
dressing challenges that may be associated with the existing
need for trainees to find their own training pathways, which
currently seems to be an ad hoc process for some trainees. A
more systematic, structured and information-driven approach is
likely to be welcomed by trainees.

Our study has strengths and limitations. Its strengths include
the fact that it builds on previous studies to provide a detailed
account of physician training experiences from the perspectives
of both Fellows and trainees. Also, combining quantitative and
qualitative data collection helped to provide detailed insights.
In addition, our study was conducted by a multidisciplinary re-
search team in collaboration with stakeholders, which enabled
verification of findings.

The main limitation of our study is the possibility of response
bias and selection bias in our sample. The response rate for the
survey was low (about 5%), so those who did respond may have
had a particular interest in our research question, and rural
Fellows were over-represented in the survey sample. Our find-
ings may, therefore, not reflect the views of the broader RACP
Fellow and trainee communities.
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Conclusion

By focusing on the rural physician specialist perspective of a
sustainable workforce, our study has identified features that
are important for developing sustainable training sites. These
include addressing the challenges wrought by the fragility of
rural training sites and the pervasive culture of undermining,. It
also highlights the fundamental role of strong, coordinated lead-
ership that promotes the application of less rigid accreditation
processes to facilitate rurally anchored training networks, which
support trainee access and progress through rural specialist
training and supervisor capacity and willingness to supervise.
Such actions and leadership have the potential to address the
challenges of the current, metro-centric specialist training en-
vironment and capitalise on the strengths of rural training for
building a rural physician workforce.
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Chapter 4

Principles to guide training and professional support
for a sustainable rural specialist physician workforce

Remo Ostini’ @ Belinda O'Sullivan', Sarah Strasser?

enduring, international priority.! This is of strong interest in

Australia, not only for those directly affected by poor access
but also in terms of policies which can expand the range of rele-
vant specialists living and working in Australia’s regions, to ad-
dress the health care needs of people living in rural Australia.” To
facilitate this agenda, the Building a Rural Physician Workforce
(BRPW) project was designed to improve understanding of the
training and professional support factors that will help to build
a sustainable rural specialist physician and paediatrician work-
force.” The project was structured around five work teams inves-
tigating different rural physician training and workforce issues.
We use the term “rural” to refer to any non-metropolitan areas.

Improving access to health care for rural communities is an

In this chapter, we describe how we examined the findings of
the other components of the BRPW project to determine whether
there were broad concepts or principles identified which could
guide the development of practical requirements for building
and maintaining the rural physician workforce.

A set of principles has the potential to bring together thinking
from a range of stakeholders to inform and guide policy and pro-
gram development. Principles feature prominently in publica-
tions on medical education, which show how they have been used
to respond to the challenges of medical education for rural prac-
tice, how they underpin rural education, and how they have been
applied in that setting, including to promote education in inter-
professional care.*” Such publications also show how principles
can underpin and guide successful vertical integration of medical
education in rural areas.*” Principles have also been invoked to
guide the delivery of rural continuing professional development."’

The Joint Principles of the Patient-Centered Medical Home have
influenced primary care health reform proposals in the United
States." These principles were built on the classic conceptual
modelling work of Starfield"” and McWhinney.13 The utility
of these principles was heightened by their underpinning ac-
ademic rigour and a level of abstraction that left space for the
profession to operationalise them.'*"* This is imperative where
heterogeneity of provider context, service and place, as in rural
settings, demands different applica’cions.15

Few contemporary, evidence-based principles relate to rural spe-
cialist workforce training and development. The technical infra-
structure and critical mass needed for rural specialty training
and practice, and the different stakeholders involved, demand
specific attention, distinct from what can be drawn from publi-
cations on primary care principles.16

Methods

We drew on the Delphi approach of cycles of systematic, inter-
active data collection and stimulus generation to codesign our
principles.”” This enabled a wide range of expert participation,

Abstract

Objective: To draw on research conducted in the Building a Rural
Physician Workforce project, the first national study on rural
specialist physicians, to define a set of principles applicable to
guiding training and professional support action.

Design: We used elements of the Delphi approach for systematic
data collection and codesign, and applied a hybrid participatory
action planning approach to achieve consensus on a set of
principles.

Results: Eight interconnected foundational principles built around
rural regions and rural people were identified: FP1, grow your own
“connected to” place; FP2, select trainees invested in rural practice;
FP3, ground training in community need; FP4, rural immersion —
not exposure; FP5, optimise and invest in general medicine; FP6,
include service and academic learning components; FP7, join up the
steps in rural training; and FP8, plan sustainable specialist roles.

Conclusion: These eight principles can guide training and

professional support to build a sustainable rural physician

workforce. Application of the principles, and coordinated action

by stakeholders and the responsible organisations, are needed

at national, state and local levels to achieve a sustainable rural
kphysician workforce.

without domination of any one voice, with early engagement and
discussion of project research findings and implications using
open discourse and inclusivity. We used a less formal process for
achieving consensus, where hybrid and iterative data collection
ensued via a mix of summaries, interviews and meetings, more
in line with participatory action research methods.'

Participants

The entire BRPW project research team was included for their
in-depth understanding of their findings and the potential im-
plications. Other participants were purposefully selected based
on their experience and knowledge of the design and imple-
mentation of rural specialist policies, programs and practices
in Australia. Most also had broader specialist knowledge of
rural medicine covering medical school and junior doctor path-
ways. Meetings and interviews were conducted at University
of Queensland Faculty of Medicine premises and via telecon-
ferencing. The process of developing principles involved three
phases over the course of 3 months.

Phase 1: Idea generation and fine-tuning BRPW research to
gather evidence for principles

Phase 1 involved two research team meetings and two stake-
holder meetings over the course of a month whereby the BRPW
research teams presented emerging results for discussion. In the
discussions, concepts that addressed underlying principles of
physician workforce development in a rural context were drawn
out and recorded for compilation. This often occurred when

"Rural Clinical School, University of Queensland, Toowoomba, QLD. ?School of Health, University of Waikato, Hamilton, New Zealand. [e< r.ostini@uq.edu.au = doi: 10.5694/mja2.51122
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discussions turned to underlying commonalities or a compari-
son of results across BRPW project groups. The four BRPW re-
search team leaders were also individually interviewed to gain
their perspectives on the implications of their group’s research
work at its conclusion.

Phase 2: Finalising the research outputs and drafting the
principles

Next, a snapshot of the BRPW research findings and their im-
plications was developed and shared with the wider participant
group in two group meetings and four additional one-on-one
interviews, where participants were asked to evaluate the find-
ings and discuss potential implications. These meetings and
interviews were recorded. One participant contributed a draft
framework for training and professional support, based on an
interpretation of the findings. From the meetings, interviews
and draft framework, a set of draft principles was developed
and refined with reference to wider publications and polic

documents on models of sustainable rural specialist practice."”*

Phase 3: Finalising the principles

Once the principles were refined, a roundtable meeting of all
participants was organised, with written feedback sought from
those who could not attend. At the meeting, the overall research
findings were recounted to ensure clarity and depth of under-
standing. The refined principles were then presented, and par-
ticipants provided critical feedback about the principles and
their implications for implementation, either during the meeting
or later by email. The feedback was integrated into a set of final-
ised “foundational principles” conceptualised within the broad
stakeholder environment. It was agreed that these principles
represented the evidence and stakeholder understanding.

Results

In addition to 14 participants from the BRPW project research
team, we included: eight medical workforce policy and program
decision makers from the Australian Government Department
of Health and Queensland Country Practice at Queensland
Health; five national and Queensland representatives of the
Royal Australasian College of Physicians; four staff from the
University of Queensland Faculty of Medicine and Regional
Training Hubs; and four researchers and clinicians with specific
expertise in rural specialist workforce. In total, 35 participants
were involved, of whom 10 were physicians.

Eight interconnected foundational principles, which revolved
around the needs of rural regions and rural people, were iden-
tified (Box 1; Box 2). Participants intended for these to be aspi-
rational, responsive to future workforce needs, and designed
to underpin practical efforts specific to growing a sustainable
rural physician workforce. The principles were considered in-
terdependent and more effective when comprehensively imple-
mented. In addition, they echo the principles of flexible training,
rural training for rural practice, and general medicine that un-
derpin the National Rural Generalist Pathway.*

Many stakeholders were identified as having roles and respon-
sibilities in rural specialist physician workforce, spanning mul-
tiple foundational principles, either directly (leading action) or
indirectly (through collaborative action) (Box 3). Enacting the
principles will involve stakeholders fulfilling their roles and ap-
plying the levers at their disposal. In practice, this process may
vary across geographic areas as jurisdictional capacity and local
needs inform and animate the implementation process.

1 Foundational principles to guide the development of a
sustainable rural physician workforce

®©Y o
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Discussion

Postgraduate specialist training is a complex process embed-
ded in a system of antecedents and influences. What began as
an ad hoc process has become more formalised in recent years,
but formalisation has been driven in siloed ways that rarely take
into account rural areas or the health needs of rural people. One
consequence is that rural-focused training opportunities and
support requirements are expected to fit with a mainstream,
metropolitan hospital model. This fails to recognise the social
and economic benefits of place-based approaches, which are the
result of tailored policy and programs that address particular
contexts.””* Place-based training, based on agreed principles,
can instead provide a training experience that is meaningful due
to its specific design and intent.

The foundational principles and the workforce environment
that they are posited within add a means of engaging disparate
stakeholders around a unified platform of action, codesigned
with stakeholders, that is community centred. Many of the
foundational principles are consistent with other rural medical
contexts, including the centrality of general medicine in rural
practice (FP5);>"* the importance of rural immersion (FP4)
rather than shorter training attachments;**%%3>% the interpro-
fessional training and practice context (FP8);*****’ and the dy-
namic complexitg of rural specialist work to meet community
demand (FP3).*%%#143 Together, these principles provide a road-
map for tailoring physician workforce development to each rural
community, thereby breaking down barriers to action by stake-
holders working collaboratively.

Stakeholders are accountable for operationalising the foun-
dational principles associated with their roles, focused on
working together for rural regions and rural people’s health,
by building a self-replenishing workforce with local expertise
that improves access to health care. To achieve this, stake-
holders’ efforts need to focus on shared goals, centred on the
needs of rural communities rather than on professional inter-
ests, internal processes and organisation-specific goals. This



2 Descriptions of eight foundational principles for building a sustainable rural physician workforce

Principle

Description

FP1: Grow your
own “connected
to” place

FP2: Select trainees

invested in rural
practice

FP3: Ground
training in
community need

FP4: Rural
immersion — not
exposure

FP5: Optimise and
invest in general
medicine

FP6: Include
service and
academic learning
components

FP7: Join up the
stepsin rural
training

FP8: Plan
sustainable
specialist roles

Rural specialist physicians and trainees need a professional identity which encompasses the distinctive scope of practice and learning
of a medical professional working in a rural setting. This comes from practising and learning in the locations where physicians intend
to practise, and making professional connections in these locations, which cannot occur under an urban-centric training model. Rural
physician training also catalyses other rural connections that trainees may have built in rural childhood, during rural undergraduate
training or from a rural spouse or partner.

Gaining wider experience relevant to the particular rural health needs of a community may also include access to alternative training

settings, including other rural or urban health services, in flexible timeframes. This could include distributed or remote supervision options.

Trainee selection is essential to produce specialist physicians and paediatricians who are likely to take up rural practice. Rural workforce
is strengthened by trainee selection practices that recognise and support doctors who have rural experience, or other demonstrated
interest or commitment to practising medicine in rural settings.

Rural regions and rural people need physicians with general medicine skills as a foundation complemented by additional advanced skills
that may be community specific. As such, rural physician practice needs to be recognised as dynamic in response to community need.
Physicians should be able to add to or change their advanced skills if the needs of a community change, or they move to a different
community. This requires training and up-skilling opportunities accessible to rural physicians coupled with credentialing for providing
these services, which provides flexibility to work in a range of locations.?'

Rural immersion is much more than rural “exposure”. Positive training and supervision experiences involve personal and professional
elements, connected to the social and cultural aspects of a community. This requires longer rural experiences, in health care settings
and the community, supported by appropriate employment contracts. Positive experiences also rely on supportive training and practice
environments, encompassing practice sites, professional colleges and local communities.

Short-term rotations or exposures, such as 3-month rotations to rural areas, do not support connection or exploration of the scope of
learning opportunities. This is exacerbated by a lack of rural location-specific curriculum and mission.

Training in rural locations provides access to a broad range of presentations in a generalist health care team and greater responsibility
due to fewer points of delegation. This is an excellent foundation not only for rural medical training but also for highly specialised
training available in other locations, and it builds excellence in medical practice by encouraging trainees in formative stages to
understand the spectrum of patient care. Highly specialised care is not cost-effective or comprehensive for most of the health care
needs of the Australian population, including for older people with multimorbidity. In rural areas, it greatly escalates patient costs and
travel requirements, and creates a risk of unsafe, dislocated care.

All trainees in rural areas need access to supervised training that includes health service work and academic opportunities, which inform
rural service quality improvement. Rural teaching and research capabilities play a role in rural medical workforce recruitment. Support
for training, service and research may require considerable flexibility in training program design, including viable rosters and time

for study and research.? This flexibility requires engagement by stakeholder leadership, the development of supportive governance
structures, institutional accountability, and rural research capacity.

The long physician training journey involves many stakeholders operating at different times and at critical junctures.”® Owing to the

number of stakeholders, their organisational interests and the amount of time that medical training requires, there is a high risk that
medical career stages are not coordinated, with the greatest implications for sustaining a rural workforce.

Stakeholder groups have different interests, goals and needs that must be met. Competing purposes can result in a misalignment of

good faith efforts to support trainees and supervisors. Strong accountability by stakeholders, through leadership and governance, is
needed to align individual organisational efforts, and thereby bridge gaps and align steps in rural training.

A responsive rural medical career pathway requires robust, future-focused workforce policy, planning and design. This requires design
focused on local health systems, community needs, and dynamic work environments. It includes training a rural workforce in local,
outreach and telehealth work, and enabling rural physicians to supervise trainees.

Rural medical practice requires broadly connected clinical networks across locations. These will support: training, upskilling

and supervision for specialists with fewer co-located peers; working across medical specialties, including general practice; and
interprofessional modes of practice.

requires a shift from organisational and institutional agendas
to place-based collaborative ways of working. A place-based
approach is facilitated when Australia’s rural clinical schools
and regional training hubs, state government hospital and
health service regions, and specialist training catchments
work together.

A range of levers are at hand for stakeholders to use when apply-
ing these principles, which include:

* the Rural Health Multidisciplinary Training Program;
* the Specialist Training Program;

* Australian Health Practitioner Regulation Agency and
Australian Medical Council standards;

= specialist medical college selection criteria and quotas, selec-
tion panel inclusion, curriculum and assessment standards,
and rural representation on specialist committees;

® revision of medical workforce policies to promote general
medicine;

= state-based intern allocation systems and rural training pro-
grams, and rural training coordinator positions;

* funding and accreditation of training sites;

= regional hospital and health service network planning and
models of care; and

* remuneration and recognition.

The stakeholders shown in Box 3 have these levers under their
control and should agree on their application in line with the
foundational principles to improve rural community health care.

The principles are based on sound research and operate at a gen-
eralised level that allows all actors to understand and interpret
their actions in concert with others. In this way, the principles
express explicit values (and reduce assumptions), which is an
important contribution to promoting consensus regarding roles
and responsibilities for coordinated action. While this work is
specifically associated with rural specialist physicians, the val-
ues may also apply to other rural specialty fields.
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3 Institutions involved in operationalising and implementing
the eight foundational principles

University medical

PMC

Postgraduate
medical council

==

Specialist medical
colleges

FP8
Plan sustainable
specialist roles

FP1
Grow your own
connected to
place

FP7
Join up the
steps in

FP2

Select trainees
invested in

rural training RU RAL rural practice
REGIONS, ‘;‘
RURAL -4
e A PEOPLE o fai ot

Include service &
academic learning
components

Ground training
in community

ki

Hospital and
health services

FP5
Optimise and
invest in general
medicine

FP4

Rural immersion -
not exposure

Australian Medical

Australian Government

Commonwealth
Department

AHPRA = Australian Health Practitioner Regulation Agency.

Furthermore, while identified here in a rural context, the central-
ity of general medicine speaks directly to the practice of medicine
overall"® A growing number of people with multiple comorbidities,
an ageing population, and increasing patient expectations are driv-
ing the need for doctors to have broader, not narrower, skillsets.?! In
this way, rural training and workforce development has great po-
tential to rebalance Australia’s current oversupply of subspecialists.

Our study had some limitations. First, time constraints asso-
ciated with the BRPW project meant that it was not possible to

engage with rural community and advocacy groups in the devel-
opment of the principles. Second, time constraints also restricted
our capacity to develop a more detailed plan to enact the princi-
ples in concert with stakeholders. This will be an important next
step.

Multiple barriers to rural specialist physician training currently
exist, and are compounded by a lack of evidence on the distinctive
features of rural physician specialist training and practice, in-
cluding where those features can be training program strengths.
Through a consensus-based process, we developed eight prin-
ciples which can be summarised as: training and professional
support drivers that focus on achieving community goals; sup-
port for the practice of general medicine; and engagement of the
coordinated efforts of multiple stakeholders for effective policy,
planning and practice. We believe that more focused attention
from stakeholders — on the value of general and subspecialist
medicine optimised in rural settings — and the application of
agreed principles through coordinated action will greatly con-
tribute to a sustainable rural physician workforce.
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