Rural and Remote Health

The International Electronic Journal of Rural and Remote Health Research, Education, Practice and Policy

ORIGINAL RESEARCH

Pilot study on the factors that influence learning
by general practice registrars in central Australia

SM Wearne
Centre for Remote Health, Alice Springs, Northern Territory, Australia

Submitted: 6 June 2003, Revised: 25 August 2003, Published: 16 September 2003

Wearne SM
Pilot study on the factors that influence learning by general practice registrars in central Australia

Rural and Remote Health 3 (online), 2003: no. 223

Available from: http://rrh.deakin.edu.au

ABSTRACT

Introduction: To counter a medical workforce shortage in rural and remote areas of Australia an increasing number of general
practitioners are being trained in rural and remote areas. General practice (GP) registrars train in general practice as working
apprentices alongside GP supervisors. GP registrars are allocated a training advisor to oversee their progress throughout their
training. Central Australian GP registrars expressed concern to their training advisor regarding certain work partnerships with their
GP supervisors. The study was carried out in response to these concerns, which were raised during a shortage of GPs in the area.
The aim of the study was to explore factors in the interaction between GP registrars and GP supervisors in the context of their
practices that impact on the quality of GP registrar learning in Central Australia.

Method: A qualitative research method was used to explore the subtleties and issues in relationships between GP registrars, their
GP supervisors and their practices. The interview schedule comprised pairs of polarised, provocative statements to generate
discussion. Topics for the interview schedule were derived from the data from training advisor visits and the literature. GP
registrars in Central Australia who had completed at least one six-month term in general practice were eligible for the study. Five
female GP registrars participated in the study. Interviews were recorded, transcribed and checked by the participants before the
interview material became the research record.

Results: The interview schedule generated considerable discussion as planned. The structures that determine GP income were seen
as a barrier to GP registrar learning in Central Australia. The registrars reported that the fee-for-service model prevented them
capitalising on learning opportunities both inside and outside their designated general practice. The GP registrars considered their
training was compromised by the need to provide clinical service during a time of workforce shortage. Adaptation to a practice was
seen as an important skill for GP registrars to learn, providing this did not compromise a registrar’s own ethical and professional

values. Learning was optimised by agreement between GP registrars and GP supervisors on the teaching subjects, and a mix of
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opportunistic and planned teaching sessions. Geographical isolation was perceived to have had a significant negative impact on GP

registrar learning but one GP registrar discussed how this could be turned into a positive factor.

Conclusions: GP registrars reported learning best by providing a clinical service with ready access to a supportive GP supervisor.

Workforce pressures in Central Australia at the time of this pilot study reduced the GP supervisors’ ability to support GP registrars,

especially in a fee-for-service model of health care. GP registrars should be placed in practices where they will receive experience,

training and education rather than be allocated to areas of workforce shortage. Changes to the remuneration system for GP

registrars and GP supervisors could be considered to enable GP registrars to capitalise on the learning opportunities in remote

clinical practice.

Keywords: Australia, general practice registrar, general practice supervisor, postgraduate medical education.

Introduction

In Australia, doctors choosing to specialise in general
practice undertake 3 years post-registration training as
general practitioner (GP) registrars. The first year is spent in
hospital practice and the following 2 years in general
practice in a working apprenticeship alongside a more
experienced colleague, a GP supervisor. GP supervisors are
required to provide clinical supervision, direct observation
and regular tutorials. The expected level of GP supervisor
input reduces as the GP registrar gains experience.
Vocational registration as a general practitioner is achieved
on completion of training and passing the Fellowship
examination of the Royal Australian College of General
Practitioners (RACGP). In addition, an independent training
adviser monitors each GP registrar’s progress throughout the

training program.

One strategy to address the medical workforce shortage in
rural and remote Australia has been to increase the number
of doctors training as GPs in these areas. This has the dual
function of increasing the rural and remote workforce in the
short term, while in the longer term promoting the
development of skills necessary for practice in regional

areas.

Educational research has shown that the interaction between

a learner and teacher affects both content (what is learned)

and process (how the content is learned)'. Effective work-
experience partnerships require both parties involved to have
a clear understanding of the nature of the apprenticeship, the
agreement between them and mutual benefit of it to both”.
Ineffective partnerships may not capitalise on the potential
opportunities for learning and risk the perception by either
party of 'being used' by the other. This study was initiated in
response to GP registrars’ voicing concerns to their training
advisors about learning and teaching in general practices in

one remote region of Australia.
The area

The geographic area in question was Central Australia, in the
Northern Territory (NT), classified as ‘most remote’ under
the Australian Rural, Remote and Metropolitan classification
system® (Fig 1). The region, centred around Alice Springs,
covers an area of more than half a million square kilometres
and had a population of 48 000 at the time of the study. Of
this population, 30 000 lived in towns and 18 000 lived in
isolated desert communities; 33% were Indigenous
Australians (Aborigines). The two hospitals (one base and
one regional) were staffed by GPs with resident specialists in
medicine, surgery, paediatrics, obstetrics, anaesthetics,
emergency medicine, ear, nose and throat (ENT) and
ophthalmology. Despite a visiting specialist service,
specialist procedures often required patients to fly to a
capital city more than 1500 km away.
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Figure 1: The pilot study area, the Central Australian region.
The issues

The issues of concern raised by GP registrars with their

training advisors prior to this study were:
e The absence of formal teaching sessions
e The timing and topics of teaching that did occur

e Difficulty in accessing educational opportunities
outside the practice

e Tension between service provision and achieving
personal educational objectives

e The challenge of learning in private practice when

income is dependent on the number of patients seen

e The degree of adaptation required by GP registrars
when working at practices

The complaints of the GP registrars were puzzling because

all the GP supervisors involved were committed and
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hardworking GPs. Some of the questions posed by the
researcher were: did the GP registrars have unrealistic
expectations of their supervisors, or were their expectations
simply different? Or was it that the RACGP guidelines® on
training were not being applied at a time of significant
workforce shortage when GP supervisors were working hard
in difficult circumstances? And ultimately, did the rural and
remote context of the GP training affect the teaching and
learning of these doctors.

Aim

The aim of the study was to explore factors in the interaction
between GP registrars and GP supervisors in the context of
their practices that impact on the quality of GP registrar

learning in Central Australia.

Methods

Literature review

Few studies have been published on the experience of GP
registrars learning in Australia or in any remote area. Farmer
and Taylor surveyed GP registrars in South Australia and
Australia’s NT by questionnaire, from February 1985 to May
1988°. The two main variables found that affected GP
registrar satisfaction with education were the daily patient
load and the quality of supervision. The GP supervisor’s
personal and professional relationships with the GP registrar,
the time spent in teaching, case review activities, and regular

and adequate feedback were the most important factors.

Critical incident analysis of competent or poor professional
practice framed another study of GP registrar learning in
their basic terms in Western Australia®. Although
relationships with GP supervisors and practice staff were
positive, difficulties in these relationships were found to
account for 8% of negative critical incidents. The
participants reported that they were expected to see too many
patients per rostered hour, that they felt unsupported, and

that they were often treated as medical students rather than

inexperienced colleagues.

A survey of residents in family medicine training programs
in Canada indicated that isolation, accommodation and
supervision were commonly problematic for trainees in rural

areas’.
Interview method and schedule

A qualitative research method was used to explore the
subtleties and issues in the relationships between GP
registrars and supervisors. An interview schedule was
devised from issues raised by the Central Australian trainees
with their training advisors, and from issues identified in the
literature. The schedule consisted of six stems, each with a
pair of polarised, provocative statements’ to generate
discussion about the interaction between GP registrars, GP
supervisors and their practices (Fig 2); it was based on the

‘awareness-centred approach’ described by Neighbour®.
Sample and recruitment

GP registrars working in Central Australia who had
completed one six-month term of GP training were eligible
for the study. Potential participants were informed of the
study at a residential workshop in Darwin, NT. Six GP
registrars met the entry criteria; all were female. One of the
six participants was not able to be interviewed due to
logistical reasons. A letter of introduction and a consent

form was given to interviewees prior to interview.
GP supervisor and ethical approval

The State Education Manager of the RACGP training
program approved the project. GP supervisors were
informed of the project and the wording of the interview
schedule, and none refused permission for their GP registrar
to participate in the study. The Social and Behavioural
Research Ethics Committee, of Flinders University, gave
ethical approval for the study. Interview material was

anonymous.
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Stem 1: Allacation of tirme

The GP registrar will learn best by praviding a full-time clinical service
inthe practice

or

The needs ofthe practice should be second to the leaming needs of
the GP registrar.

Stemn 2: Role in the workplace

GP registrars have a responsibility to bring income to the practice
or

P registrars should be funded independently so that their priority is
their man learning not income generation.

Stem 3: Adaptation to a general
practice

GP registrars will learn best by adapting as much as possible to the
ways of the practice so that they cause minimum dismption to
practice staff and patients when placed temporarily in practices

ar

GP registrars will learn hest ifthe practice accepts them as they are
wehen placed termpararily in practices. The practice and supenvisor
may present an alternative worldview but the reqistrar's leaming will
he dizrupted ifthey are expected to adopt this woddview for a
termparary placement.

Stem 4: The role of supervisars

PS5 understand the learning needs of general practice registrars
and should determine the topics of all interaction

ar

P registrars are aware of their learning needs and should plan
tutorials and their own program of learning, which may include time
outside ofthe practice.

Stem 5: Timing of sessions with
SUperisOrs

GP registrars will learn most by oppatunistic interaction with GPSs,
as itis impossible to predict when a learming opportunity will arise in
general practice

ar

GP registrars will learn best by having a regular slot for interaction
wyith GPSs with a pre-planned focus based on the GP registrars self
identified learning needs so that both can prepare in advance.

Stemn 6: Geographical isolation

Geographical isolation has a significant impact an learning as a GP
registrar in the Morthern Territany

ar

Geographical izolation has little impact on learning as a GP registrar
in the Morthem Territaory.

Figure 2: Interview schedule composed of pairs of polarised provocative statements used to generate discussion. GPR,

General practitioner registrar; GPS, general practitioner supervisor).
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Stem 1: Allacation oftime

GPRs will perceive that they learn best ifthey have
responsihility for a varied case mix but that their learning
needs come hefore the clinical demands of service
provision in the practice.

Stemn 2: Role in the workplace

GPREs would learn best if they were funded independently
=0 that they can concentrate on training rather than on
income generation.

Stemn 3: Adaptation to a general practice

GPRs will learn best if their practice accepts them as they
are, diving them respect as individuals. The practice and
GRS may present an alternative warldview but the GPR's
learning will be disrupted if they are expected to adopt this
worldviewy for a tempoarary placement,

Stem 4: The role of sUpenisars

GPRs wil learn hest if GPSs and GPRs work together to
plan tutorialzs and a program of learning,

Stem 5: Timing of sessions with supervisars

GPRs will learn best by comhbining set sessions for
interaction with the GPS with opportunistic learning arising
frorm clinical practice.

Stemn 6: Geographical isolation

Geographical isolation has little impact on GPR learning in
the Morthern Territory.

Figure 3: Hypotheses (expected answer to each stem) documented prior to the interviews. GPR, General practitioner

registrar; GPS, general practitioner supervisor.

Interviewer

The interviewer was known to the GP registrars through her
role as training advisor and GP educator in Alice Springs,
NT. From experience in the field an expected answer to each
stem was hypothesised and documented prior to conducting
the interviews (Fig 3). In this way it was possible to make a
comparison between the participants’ and interviewer's ideas

to identify the introduction of bias.

Interviews and analysis

The interviewer read out each pair of statements in turn. The
GP registrars responded and further probing questions were
asked until the GP registrar indicated that the subject was
exhausted. The same interviewer conducted all the
interviews, which were recorded and transcribed verbatim
and identified by code. The verbatim transcript was edited to
remove expressions of speech and sent to the interviewee for

correction. The agreed edited and corrected version became

the research record’. The responses were grouped and then

content analysed per question.
Results

The five remaining GP registrar participants were
interviewed between September and December 2001. Four
interviews took place face-to-face and one was conducted by
telephone. The duration of interviews was between 20 and
35 min. GP registrars based their answers on their total
experience of training in general practice, not just their

current practice.
Stem 1 - Clinical service or educational needs

All GP registrars considered that they learnt best by
providing a clinical service but that they should not be in
practice just to fill a service need. GP registrars thought
placements benefited both the GP registrar and the practice.
One GP registrar considered that the practice's needs should
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be second to that of the GP registrar, but not all the time.
Others were happy to accommodate practice needs first,
provided that their needs were not always secondary.

GP registrars agreed that access to support and back up from
GP supervisors was essential, but regretted that this was not
always available, despite what one mentioned as adequate
financial support that should prevent any conflict between
the needs of the practice and the needs of the GP registrar.
One commented that her practice had not fulfilled the
RACGP's Training Standard requirements and that she had
to make difficult clinical decisions without access to advice.
Another suggested that if practices gave GP registrars time
and support initially, ‘...they would get more out of us in the
long run’ [Dr A].

GP registrars considered that they learnt best by seeing their
own patients but ‘...there are certain things that we can learn
better from the experts’ [Dr B]. They reported that the
current arrangements did not facilitate learning from
‘experts’ because this would result in a drop in income for

the practice and the GP registrar.
Stem 2 - Financial arrangements

GP registrars realised that training in private general practice
affected their learning and said that pressure should not be
put on GP registrars to earn a certain amount of money
otherwise mistakes would be made. The option of alternative
funding, such as being salaried, for the first year of training
in general practice was welcomed but still risked inequity
because the workload varied between practices. A salaried
option would allow GP registrars more time for teaching and
utilisation of educational opportunities. GP registrars
considered that earning their own income for the second year
of training in general practice was appropriate training in
time and practice management for qualifying as a GP.
Unlike their Western Australian colleaguesé, none of the GP
registrars expressed concern that they were treated like
medical students: instead they felt that they were treated just
like other GPs. This meant, however, that their needs to learn

and to be supported were often not acknowledged or met.

Stem 3 - Adaptation to practices

‘It is impossible to go to a place and not affect the place and
not be affected by it” [Dr B]. GP registrars disagreed with
both statements in the pair presented (Fig 2), instead
preferring some adaptation by both parties. It was felt that
this required sensitivity and flexibility, which were
considered essential skills for GP registrars to acquire. It
would not be good in the long term °...if they let them get
away without making any adjustments’ [Dr E].

GP registrars saw Aboriginal Medical Services (AMS) as
unique, requiring cultural sensitivity and significant
adaptation. GP registrars commented that an AMS is not a
suitable placement for a GP registrar in their first GP
placement, and that AMSs should to provide more assistance

with cultural safety and support for GP registrars.

Stem 4 — Support from GP supervisors

Most GP registrars said the topics of teaching should be
agreed between the GP registrar and the GP supervisor.
None considered that choosing topics should be left to the
GP supervisor alone. One GP registrar said that some GP
supervisors know little about the RACGP curriculum and
examination so only the GP registrar should decide the
topics, but another said that a good GP supervisor should be
able to identify the GP registrar's blind spots.

GP registrars strongly supported the idea of seeking learning

opportunities in other practices or from specialists.

Stem 5 - Timing of teaching

GP registrars all agreed that they needed both opportunistic
learning and pre-planned tutorials. According to ‘Dr D’, the
former was ‘a quality thing’ while the latter was ‘a quantity
thing ... You need both’.

‘No opportunity ever happens’ [Dr C]. Opportunistic
learning was invariably GP-registrar initiated. The funding

mechanisms for general practice were perceived as a barrier
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to GP supervisors teaching the GP registrar about difficult or
unusual cases or practical procedures. Opportunities for
learning joint injections or minor surgery were not used, nor
were GP registrars able to directly observe the GP

supervisors or others in clinical practice.

Pre-planned tutorials provided a forum for discussion of
issues accumulated during the week and for preparation so
that ‘a good two way conversation’ [Dr B] could develop. In
some practices, tutorials were not given priority on the
timetable and so did not occur, or else were held outside
working hours. This did not comply with RACGP guidelines
and was considered inappropriate by some of the

participants.

The current teaching system, as far as I can see,
simply further devalues general practice by turning
out undereducated GPs who have a bit of knowledge
about things but can’t speak confidently on a broad
range of topics [Dr C].

Stem 6 — Isolation

GP registrars reported that geographical isolation was a
significant factor affecting their learning. For most GP
registrars the impact was negative, but the GP registrar who
worked in a remote Aboriginal community believed the
isolation to be positive. The clinic set up gave her time to
check information in texts or the Internet, or to telephone
specialists for advice. Specialists were particularly helpful
with advice once they realised where she was working and
helped her manage the patient rather than just suggest a
referral. ‘I've learnt more in 2 months in ... than I did in
2 years in Alice Springs’ [Dr E; Alice Springs is the main

town in the Central Australian region].

The GP registrars who considered geographical isolation a
negative factor cited the lack of access to specialists,
workshops and courses as significant, although the extra
clinical responsibility taken by rural GP registrars was seen

as an educational advantage. Teleconferencing, the main

teaching medium used by the local training program, was
seen as the best method available but was also understood to
have limitations. Didactic-style lectures with pre-distributed
handouts was seen as something that could work well, but
the group discussions were found difficult by some. One GP
registrar admitted to watching TV on mute at the same time
as listening in to the teleconference. Accessing the Internet
or satellite broadcasts was hard after a full day's work. One
practice combined GP registrar sessions with continuing
medical education for practising professionals but the GP

registrar considered this insufficient for a training post.

These GP registrars had chosen to train in remote areas and
were prepared to work at overcoming the isolation. They
commented that training in remote areas should be voluntary
not forced. One GP registrar who had worked in an urban
general practice prior to entering the GP training was
worried that doctors might train only in rural or remote
areas. She felt it was important that those who wanted to
work in the country should also experience how medical care
can be delivered when there is ready access to specialists and

investigations.
Discussion

Although the generalisability of this pilot study is limited by
the small, all-female sample from one region, the issues
raised are relevant and warrant further discussion and

research.

The interview schedule (Fig 2) was effective in stimulating
conversation, but it may have narrowed the discussion to just
the issues presented. Stem 1, Clinical service or educational
needs, was interpreted by GP registrars in varying ways and
should be modified for clarity before any extension of the
project. Stem 3, Adaptation to practices, was most effective

when a specific example was used to explain statements.

Many of the answers were different from those recorded in
the hypotheses. This suggests that the interviewer's own
ideas did not affect the participants’ answers and validates

the findings. The use of a single researcher increased the
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likelihood of consistency among interviews; however, it did
risk subjectivity in the analysis. One way to address this in
further research is to triangulate registrar data with data

collected from supervisors.

The participants’ learning styles were not analysed but this
could be included in an extension of the pilot project. It is
possible that the learning environment described best suited
‘active’ learners while this cohort of GP registrars included

‘theorists’ or ‘reflectors’*?,

Summary  and
findings

implications  of

The GP registrars recognised the educational value of their
clinical work in general practice but identified barriers to
maximising the learning opportunities. They reported they
would like to observe their GP supervisors and others in the
practice during consultations and performing practical
procedures, and to extend their learning to specialists or
other resources in the area. This concurs with Brookfield's
finding that observing role models is one of the most
effective ways people can learn to think critically'®. GP
registrars perceived the main barriers to this were the current
funding mechanism where income is dependent on contact
time between the patient and their doctor, and a shortage of

GPs in the region.

GP registrars often expressed their experience of insufficient
support, particularly in Aboriginal Medical Services.
According to Maslow's hierarchy!? such a lack of ‘safety’
may impair progression to self-actualisation and thus make
unlikely the possibility of experiencing 'all conceptions' of

learning!3.

GP registrars reported that the geographical isolation of
Central Australia had a significant impact on their learning.
While Rourke and Rourke's Canadian study® focussed on
isolation from family and friends, the present study’s
isolation was experienced as distance from educational

resources. This is an important consideration for those

involved in developing community-based medical education
in rural and remote Australial®. Strategies to overcome
isolation from educational opportunities must be developed
and trialled. Following the recommendation of one GP
registrar that training occur in a variety of rural and urban
settings would increase GPs’ future ability to practise in a

variety of settings.

The questions about whether the GP registrars had
unrealistic expectations, whether their expectations differed
from their GP supervisors, or whether the RACGP
recommendations were not being implemented because of
workforce shortages were explored. In one case the RACGP
recommendations were not adhered to. The practices
concerned have implemented changes. For most, however,
the issue seemed to be that the expectations of GP registrars
and their GP supervisors did not match, and that learning
opportunities to improve the match were thwarted by

structures.

GP supervisors are doctors first and teachers second: they
are ethically obliged to see patients first and teach second. It
is possible that training medical practitioners in areas of
workforce shortage may create a negative learning
experience and decrease their enthusiasm to stay in that

geographic area.

Currently in the Central Australian region, time constraints,
funding structures and workforce shortages prevent the GP
registrar with GP supervisor interaction necessary for
providing and reaching full educational potential. It may
well be that strategic supports for registrars and supervisors
must be developed to ensure that training GP registrars in
remote settings is both educationally sound and provides the

workforce benefits intended.
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