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A B S T R A C T 
 

 

Introduction:  The New South Wales Rural Resident Medical Officer Cadetship Program began in 1988 as a strategy to increase 

the numbers of junior doctors in rural hospitals. This article outlines the results of an evaluation undertaken in 2014. Specifically, it 

will look at where former cadets who entered the program between 1989 and 2010 were working in 2014, what training programs 

they chose and their attitudes toward the program.   

Method:  Data were collected using a semi-structured questionnaire sent to all the former cadets who entered the program from 

1989 until 2010. This included self-administered questions relating to background (where the majority of the students’ primary 

schooling was undertaken), vocational training, current role, current work location and attitudes towards the cadetship. Responses 

were received from 142 of the 211 cadets in the study (67%). 

Results:  Of the 142 former cadets who responded to the questionnaire, 90 had completed a vocational training program and were 

working as fully qualified medical practitioners. A further 44 were trainees, six were non-specialist hospital doctors and two were 

no longer practising. Overall, the most popular vocational training programs among fully qualified doctors and trainees combined 

were general practice, anaesthetics/intensive care and emergency medicine. Over half of the cadets included in the analysis (n=74, 

53%) were working in rural areas (Australian Standard Geographical Classification Remoteness Areas 2–5) in 2014 and practice 

location was significantly (p<0.001) influenced by career choice. Of the cadets working in rural locations, the majority (58%) were 

working as general practitioners while 38% had chosen other specialties and 4% were working as hospital non-specialists. An equal 

proportion of cadets came from urban and rural backgrounds while a small proportion grew up overseas. The cadets with rural 
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backgrounds were more likely to choose general practice than those from urban backgrounds. A similar analysis of cadets comparing 

geographic background and practice location showed cadets of rural background were more likely to be working in a rural location 

than cadets of urban background. 

Conclusions:  The cadetship is an effective link between medical school and rural practice. The success of the program relies in 

part on the mentoring, networking and other educational opportunities available to cadets, which serve to foster their interest and 

provide a structured pathway to long-term rural practice. It has been demonstrated that targeted incentive based scholarship 

schemes with a return-of-service component can be beneficial, particularly where they include ongoing support and reinforcement 

throughout the transition from undergraduate to postgraduate training. 

 

Key words: Australia, background, bonded scholarship, cadet, general practice, medical student, postgraduate, pre-vocational 

training, rural workforce, specialist. 

 

 

Introduction 
 

Rural background or sustained rural exposure during training 

are widely accepted to be strongly associated with working in 

rural practice1-3. Based on this collective evidence a number 

of initiatives have been introduced in Australia including 

quarantined places and scholarships in medical schools for 

rural students, mandatory short-term rural placements for all 

Australian Commonwealth-supported students and 

opportunities for longer-term rural placements at rural 

clinical schools (RCSs)4. 

 

Early data have demonstrated that RCS exposure increased 

students’ intentions to work rurally5 and that RCS graduates 

are more likely than their peers to work rurally as pre-

vocational doctors6. Since the establishment of RCSs a decade 

ago, research is beginning to report positive longer term 

outcomes7-9.  

 

In New South Wales (NSW), efforts have been made to 

foster vertical integration of rural medical training by linking 

undergraduate training to postgraduate positions in rural 

areas through the establishment of the Rural Preferential 

Recruitment (RPR) program10. The pathway, which was 

developed by the Health Education and Training Institute in 

2007, then known as the Postgraduate Medical Council of 

NSW, is a merit-based process that facilitates recruitment of 

medical graduates interested in working in a rural setting to 

pre-vocational training positions in rural hospitals. 

 

This article focuses on an initiative that was introduced prior 

to both the RPR program and RCSs but often serves as a 

significant link between the two in encouraging and 

supporting medical students to choose rural careers.  

 

The NSW Rural Resident Medical Officer Cadetship Program 

was established in 1988 by the then NSW Department of 

Health, as a strategy to increase the numbers of junior 

doctors in rural hospitals. The cadetship offers bonded 

scholarships, which provide financial support for medical 

students during their final 2 years of undergraduate study 

and, in return, cadets are contracted to complete two of their 

first three postgraduate years in a rural NSW hospital. In 

addition to the financial support while they are studying, 

cadets are subsidised to attend education and development 

events over the 4 years they are involved with the program. 

They receive a relocation allowance to assist with moving for 

their rural service and they have access to personalised 

mentoring, networking and support opportunities. 

 

The aims of the cadetship are to increase the numbers of 

postgraduate doctors working in rural NSW hospitals as well 

as the overall recruitment of medical practitioners into rural 

and remote communities on the basis that positive exposure 

to rural medicine increases the likelihood of choosing to 

practise in a rural location. The cadetship is now the only 



 
 

© James Cook University 2016, http://www.jcu.edu.au  3 
 

incentive scheme of its kind in Australia and serves as a 

supportive pathway from undergraduate to postgraduate rural 

training. 

 

The aim of this study is to report on the results of an 

evaluation undertaken in 2014 of the cadetship. Specifically, 

the study will look at where former cadets who entered the 

program between 1989 and 2010 were working in 2014, 

what training programs they chose and their attitudes towards 

the program. 

 

Methods 
 

The cadetship  
 

The NSW Rural Doctors Network (RDN) administers the 

cadetship, which is funded by the NSW Ministry of Health 

and is now in its 26th year of operation. Applicants must be 

Australian citizens or permanent residents and enrolled as 

full-time students at a NSW university with 2 years of their 

medical degree remaining. Students from medical schools 

interstate or in New Zealand are also eligible to apply, 

provided they have completed their final year of secondary 

school in NSW. Twelve cadetships are offered each year, and 

since 2011 two cadetship places are reserved for Indigenous 

applicants annually. Applications are assessed on the basis of a 

demonstrated interest in rural health and an understanding of 

the issues affecting rural communities, although applicants are 

not required to have lived in a rural location. 

 

From 1989 to 2014, 297 medical students accepted a 

cadetship, an average of 12 cadets per year (Fig1). This 

included six students who received a cadetship specifically for 

Indigenous medical students. Four students (1%) did not 

complete their medical degree. Of the remaining 

293 students, 211 have completed their rural service, 23 are 

currently completing rural service and 27 are 

undergraduates. Thirty-two (11%) have withdrawn from the 

program, 19 before commencing rural service and 13 during 

rural service. 

 

This study will include cadets who entered the program from 

1989 to 2010, and had completed their rural service by 2014 

(n=211). 

 

Data collection  
 

Data was collected using a questionnaire sent to former 

cadets who entered the program from 1989 until 2010. This 

included questions relating to background, vocational 

training, current role, current work location and attitudes 

towards the cadetship program. 

 

The questionnaire was created using SurveyMonkey and sent 

to participants by email in February 2014. Two follow-up 

emails were sent to non-responders 3 and 6 weeks after the 

initial contact. Email addresses were not available for a small 

number of cadets and in these cases questionnaires were sent 

by post or fax. Responses were received from 142 of the 

211 cadets in the study group (67%). 

 

Geographical information (where cadets grew up and location 

of practice in 2014) was categorised using the Australian 

Standard Geographical Classification – Remoteness Areas 

(ASGC–RA). ASGC–RA is a geographic classification system 

that was developed in 2001 by the Australian Bureau of 

Statistics as a statistical geography structure that allows 

quantitative comparisons between ‘city’ and ‘country’ 

Australia. Remoteness is calculated using the road distance to 

the nearest urban centre in each of five classes based on 

population size. The classification consists of five categories: 

RA1 – Major Cities, RA2 – Inner Regional, RA3 – Outer 

Regional, RA4 – Remote and RA5 – Very Remote. In this 

study, categories RA2–5 are described as rural. Background 

was defined by the RA classification of the location where 

cadets spent the majority of their primary schooling. 

 

Data were entered into the Statistical Package for the Social 

Sciences v22 (IBM; http://www.spss.com) and analysed 

using standard statistical analysis methods. The analysis 

explored the factors that contribute to students becoming a 

cadet and their future career choice and practice location. 
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Figure 1: Cadets who entered the cadetship program between 1989 and 2014. 

 

 

 

Table 1:  Characteristics of all medical students entering the cadetship program and those of cadets in the 

analysis group 

 
Characteristic  Total intake, 1989–

2014 (n=297) 
Cohort suitable 
for analysis 
(n=142) 

Female (n(%))  171(58) 84(59) 
Rural background  
(ASGC–RA2–5)† (n(%)) 

119(42) ¶ 65(46) 

University (n(%))   
Sydney 66(22) 38(27) 
New South Wales 67(23) 35(25) 
Newcastle  96(32) 46(32) 
Australian National University 15(5) 8(6) 
Wollongong 18(6) 7(5) 
New England 8(3) 0 
Western Sydney 6(2) 1(1) 
Notre Dame 5(2) 0 
States/territories other than NSW/ACT 16(5) 7(5) 

Average age (years) 26 25 
Withdrawn (n)   

Did not graduate  4 0 
Before rural service 19 0 
During rural service  13 0 

† Background is defined as the place where the majority of primary school was undertaken  
¶ Excludes those for whom information is missing (n=15) 
ACT, Australian Capital Territory. ASGC–RA, Australian Standard Geographical Classication – Remoteness Area. 
NSW, New South Wales 
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Geographical background in relation to choice of 
career and practice location  
 

Of the 142 cadets in the study group, 66 (46%) spent the 

majority of their primary schooling in an urban area (RA1), 

65 (46%) came from a rural background (RA2–5) and the 

remaining 11 grew up overseas (8%) (Table 2). 

 

Based on those who responded to the questionnaire, it would 

appear that cadets with rural backgrounds were more likely 

to choose general practice (35 out of 65) than those from 

urban backgrounds (23 out of 64).  

 

A similar analysis of cadets comparing geographic background 

and practice location showed cadets who came from a rural 

background were more likely to be working in a rural 

location than cadets with urban backgrounds (Table 3) 

(p<0.032). 

 

Neither gender nor having a spouse from a rural area was a 

significant factor in practice location.   

 

Career choice and practice location  
 

Of the 142 former cadets surveyed, 90 (63%) had completed 

a vocational training program and were working as fully 

qualified medical practitioners (51 in general practice and 39 

in specialties other than general practice). A further 44 (31%) 

were trainees (12 in general practice and 32 in other 

specialties), six were non-specialist hospital doctors and two 

were no longer practising (Table 4). Overall, the most 

popular vocational training programs among fully qualified 

doctors and trainees combined were general practice 

(n=63, 44%), anaesthetics/intensive care (n=18, 12%) and 

emergency medicine (n=12, 8%).  

 

Over half of the cadets (n=74, 53%) were working in rural 

areas (RA2–5) in 2014 (Table 4) and practice location was 

significantly (p<0.001) influenced by career choice. 

 

While 45% (63) of cadets entered general practice, they 

made up 58% (81)of those working in rural areas (Table 4). 

In comparison, those who entered specialties other than 

general practice constituted 38% (53) of the cohort working 

in rural areas while hospital non-specialists constituted 

4% (5) (Table 4). 

 

 

The experience of being a cadet 
 

Influence on future career:  The questionnaire asked 

participants how important the cadetship and period of rural 

service had been in influencing their career path and 

influencing their decision to practise rurally. Of the 

142 cadets in the analysis group, 138 responded to these 

questions (Table 5). Forty-four percent (n=61) indicated the 

cadetship and period of rural service were very important in 

influencing their career path, while a further 40% (n=55) 

indicated it was somewhat important. Only 16% (n=22) 

reported the cadetship and period of rural service had no 

influence on their career path. 

 

Similarly, 15% of cadets reported the cadetship had no 

influence on their decision to practise rurally (n=21), while 

39% (n=54) indicated it was very important, and it was 

somewhat important for 46% (n=63)(Table 6). 

 

Cadets were also asked if they would have applied for a 

postgraduate training position in a rural hospital had they not 

received a cadetship. Of the 142 cadets surveyed, 140 

answered this question. Twenty percent (n=28) of 

respondents said they would not have applied for a rural 

postgraduate training position while a further 26% (n=36) 

said they were unsure. Of these 64 respondents who would 

not have chosen to work in a rural hospital as a junior doctor 

without the cadetship, or were not sure if they would have, 

one-third were working in rural locations in 2014. 
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Table 2:  Relationship between background and career choice (n=140)† 

 

Career choice Background (ASGC–RA classification) 
RA1 RA2 RA3 RA4 RA5 Overseas 

General practice  23 22 9 4 0 5 
Specialist practice 38 21 7 0 0 5 
Hospital non-specialist 3 1 1 0 0 1 
Total  64† 44 17 4 0 11 

† Excludes two who were no longer practising in 2014 
ASGC–RA, Australian Standard Geographical Classication – Remoteness Area 

 

 

Table 3:  Relationship between background and practice location (n=140)† 

 
Practice location  Background (ASGC–RA classification) 

RA1 RA2 Overseas 
Metropolitan (RA1) 36 23 5 
Rural (RA2–5) 27 42 5 
Practising overseas 1 0 1 
Total  64† 65 11 
† Excludes two who were no longer practising in 2014 
ASGC–RA, Australian Standard Geographical Classication – Remoteness Area 

 

 

 

Would former cadets recommend the program to 

others?  The questionnaire also asked if former cadets would 

recommend the cadetship to other medical students, with 

138 of the 142 participants responding (Table 7). Of those, 

87% (n=120) said they would recommend the cadetship to 

other medical students, although 10 of those qualified their 

responses. The most common qualification was having a real 

interest in working and living in a rural centre and a 

willingness and ability to fulfill the 2-year bond (not having 

commitments keeping them in a metropolitan area). A small 

group of cadets also expressed concerns around access to 

training programs other than general practice, with one cadet 

claiming rural training makes it harder to move back to the 

city for specialist training. 

 

However, the majority of cadets expressed unreservedly 

positive sentiments of the benefits of the program, including 

the financial support, the broad, general experience gained 

from training in a regional hospital and the lifestyle 

advantages of living in a rural area. Others noted the benefits 

of peer support that come from being part of a group, as well 

as the support and opportunities provided by RDN. 

 

In contrast to the few cadets who stated that postgraduate 

rural training limited career choice, a larger number of cadets 

reported their rural service positively influenced their 

application for specialist training. This view is supported by 

the finding that 52% of cadets in this analysis have become or 

are training to become specialists (Tables 2,3). 

 

Five cadets said they would not recommend the cadetship 

(4%) for reasons including that rural hospitals do not provide 

enough support, the financial benefit is negated once tax is 

applied, the requirements are too inflexible, and that it does 

not result in long-term rural practice. 

 

Similar reasons were given by those who were unsure if they 

would recommend the cadetship (n=13, 9%). For other 

cadets in this group, their hesitation was due to not knowing 

how the program is structured now, while others said it 

would depend on the type of person. 
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Table 4:  Relationship between practice location (as defined by Australian Standard Geographical Classification – 

Remoteness Areas classification) and career choice (n=140)† 
 

Career choice  Practice location (ASGC–RA classification) 
RA1 RA2 RA3 RA4 RA5 Overseas 

GP 16 29 6 0 0 0 
GP registrar 3 7 1 0 0 1 
Specialist 23 15 1 0 0 0 

Anaesthetics  6 3 0 0 0 0 
Physician  5 3 0 0 0 0 
Emergency medicine  4 2 0 0 0 0 
Surgery 1 2 1 0 0 0 
Psychiatry  3 0 0 0 0 0 
Obstetrics and gynaecology  0 3 0 0 0 0 
Paediatrics  2 1 0 0 0 0 
Intensive care  1 0 0 0 0 0 
Sexual health/public health 1 0 0 0 0 0 
Rehabilitation 0 1 0 0 0 0 

Specialist registrar/trainee 19 11 1 0 0 1 
Emergency 3 3 0 0 0 0 
Anaesthetics  2 1 0 0 0 1 
Intensive care  3 1 0 0 0 0 
Dermatology 2 1 0 0 0 0 
Paediatrics  1 0 1 0 0 0 
Rehabilitation  1 1 0 0 0 0 
Surgery 1 1 0 0 0 0 
Psychiatry  1 0 0 0 0 0 
Orthopaedics 1 0 0 0 0 0 
Haematology  1 0 0 0 0 0 
Pathology 1 0 0 0 0 0 
Obstetrics and gynaecology 1 0 0 0 0 0 
Sports medicine 1 0 0 0 0 0 
Palliative care 0 1 0 0 0 0 
Physician  0 1 0 0 0 0 
Ophthalmology  0 1 0 0 0 0 

Hospital non-specialist  3 3 0 0 0 0 
Resident  1 2 0 0 0 0 
Locum 1 1 0 0 0 0 
Career medical officer 1 0 0 0 0 0 

Total (n(%)) 64(46) 65(46) 9(7) 0 0 2(1) 
† Excludes two who were no longer practising in 2014 
ASGC–RA, Australian Standard Geographical Classication – Remoteness Area. GP, general practitioner 

 
 

Discussion 
 

Consistent with a previous study of the cadetship program 

undertaken in 200412, data from this study demonstrate that cadets 

are more likely to have a rural background (46%) compared with 

the general medical student population of around 27%11. Forty-

five percent of cadets in this analysis chose to specialise in general 

practice, compared with 23.4% of doctors in general practice 

training programs nationally in 201413. 
 

However, of the 74 cadets in this cohort who were working 

in rural locations, 27 were of urban background (36%). This 

reinforces the finding from the 2004 cadetship evaluation that 

the program serves as an effective link between medical 

school and rural practice, particularly rural general practice, 

for students from both a rural and urban background. 
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Table 5:  Representative responses to ‘How important was the cadetship and period of rural service in 

influencing your career path?’ (n=138) 

 
Response (n(%)) Representative comment 
Very important (61(44)) ‘It was really my experience [during my rural service] that put me on the path towards Emergency 

Medicine. I had never considered it until I went there. The experience and opportunities I received in 
critical care there were fantastic.’ 
 
‘During my rural service I was offered opportunities to pursue GP procedural training. Training posts 
were established for me locally. These opportunities shaped and influenced my career path.’ 

Somewhat important 
(55(40)) 

‘I have a better understanding of rural health and believe I am a better advocate for rural issues.’ 
 
‘The experiences I gained [during my rural service], including my Prevocational General Practice 
Placement Program term further cemented my career path.’ 

Not important at all 
(22(16)) 

‘Was always going to be a GP.’ 

 

 

Table 6: Representative responses to ‘How important was the cadetship and period of rural service in influencing 

your decision to practise rurally?’ (n=138) 

 
Response (n(%)) Representative comments 
Very important (54(39)) ‘Influenced my decision to return to a rural area, gave me a good comparison to my urban terms as a 

registrar, gave me confidence to leave the city again after Registrar training.’ 
 
‘If I was not bonded I may not have stayed.’ 

Somewhat important 
(63(46)) 
 

‘Gained experience, grew comfortable in the rural lifestyle, relating to rural people and living in smaller 
towns.’ 
 
‘I was already somewhat convinced that I wanted to practise in a rural location but actually working in one 
helps you to work out if it’s the right thing for you.’ 

Not important at all 
(21(15)) 

‘I was always going to work in the country.’ 
 
‘Ended up in an urban location but experience in rural centre was excellent and enjoyable. Unfortunately 
limited (at least at that time) in training opportunities.’ 

GP, general practitioner 

 

 

Significantly, more than half of cadets in this analysis were 

working in rural locations (RA2–5) in 2014 compared with 

21% of all medical practitioners nationally14. 

 

Career choice is a significant determinant of practice location. 

Those in general practice were much more likely to work in 

rural areas, which is consistent with previous studies 

including one looking at specialty choice and career location 

of RCS graduates from the University of Queensland8 and 

another from Western Australia15. Practice location is 

influenced by a variety of factors including population size 

and demographics in relation to specialty type, and teaching 

and supervision capacity of hospitals for registrars and 

training places. 

 

When the cadetship program began in 1989 there was little 

encouragement for medical graduates to work in rural areas. 

However, the past two decades have seen the introduction of 

RCSs and university departments/centres of rural health as 

well as rural hospitals gaining accreditation to provide pre-

vocational training. One quarter of Commonwealth-

supported medical students are expected to spend at least 
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1 year of their clinical training in a rural setting while a 4-

week structured rural placement must be provided for the 

remaining Commonwealth-supported students4. Similarly, 

positive changes have occurred in postgraduate training with 

the percentage of postgraduate year 1 places in non-

metropolitan areas accounting for 13.6% of total positions in 

2014 compared to 5.3% in 2004. Both of these developments 

have meant that many more students and junior doctors have 

had the opportunity to experience rural practice, resulting in 

a gradual shift in common perceptions around rural 

training16. This was demonstrated by an evaluation of the 

rural programs at the Australian National University, which 

found that students were motivated to spend a year in a rural 

location because it was thought that training in a rural setting 

would provide them with superior clinical exposure17. 

 

Qualitative results from this study indicate that attitudes towards 

rural training have indeed shifted among cadets over time. 

Previous evaluations of the cadetship program, some unpublished, 

indicate significant numbers of cadets felt that postgraduate rural 

training was a barrier to many vocational training programs and 

would only recommend the program to students interested in 

pursuing general practice. Some cadets who were interested in 

training in specialties other than general practice reported feeling 

isolated and vulnerable when it came time to apply for a vocational 

training program12. In contrast, 87% of cadets in this study 

reported they would recommend the program to others, a 

proportion that remained the same among cadets who have 

pursued general practice training and those who chose other 

specialties. Some cadets commented that their rural service 

positively influenced their application for specialist training. 

 

The cadetship program is one of the few initiatives to support 

junior doctors between graduation and entry onto vocational 

training programs – particularly general practice – which has 

historically been where a gap occurs in the rural training 

pipeline18,19. Even fewer incentive-based initiatives target the 

postgraduate training years. 

 

Internationally, three systematic reviews have been published 

evaluating the effectiveness of incentive programs worldwide as a 

means of addressing health worker shortages20-22. The first of these 

reviews, by Sempowski, found that return of service programs 

were successful in achieving short-term recruitment, but less 

effective in encouraging long-term retention20. Sempowski’s 

review included 10 publications, most of which were from the 

USA, and focused on programs targeting medical practitioners. 

Bärnighausen and Bloom’s review included 43 studies, 34 of 

which were from the USA, and encompassed incentive schemes 

for all types of health workers. This second review found that 

participants of incentive programs were actually more likely than 

non-participants to work in underserved areas long-term, although 

they are less likely to remain in the same location as the original 

placement21. Similarly, although the majority of the cadets in this 

cohort were working in a rural area when surveyed, they were not 

necessarily working in the same region as their rural service.  
 

The third review, by Wilson et al, which looked at eight 

programs in USA, South Africa and Australia, found that the 

success of scholarship and bursaries with return of service 

agreements was highly variable and required further long-

term investigation22. However, an assessment of one of the 

scholarship incentive schemes in South Africa found that 

mentoring and ongoing support to students while at 

university and ensuring smooth integration into the hospital 

workforce was essential to the success of the program22. 

Similarly, it is apparent from the responses from cadets in this 

analysis that the mentoring, networking and support 

components of the cadetship program are integral to the 

success of the program and one of the main reasons it is so 

highly regarded by former cadetship recipients. 
 

Of all the vocational training programs, general practice training is 

still the most versatile for those doctors wishing to become part of 

the rural workforce. General practice registrars can complete all 

their training through regional training providers without the need 

to return to an urban setting. A major development in rural 

medical training has been the establishment of state-based rural 

generalist training pathways. These programs aim to produce 

general practitioners who can provide primary care in a rural 

community as well as advanced procedural services such as 

anaesthetics or obstetrics through the local health service. In 2016 

there will be 34 positions offered under the Rural Generalist 

Training program in NSW. 
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Table 7: Responses to ‘Would you recommend the cadetship to medical students?’ (n=138) 

 
Response  
(n(%))  

Representative comments 

Yes (n=120 including 
69 comments)  

Theme: Benefits of program overall, beyond financial support 
 
‘Great support, helps one to take the plunge in committing oneself to rural practice, fun to get to know and work with 
other cadets (long term friendships and colleagues), financially very worthwhile, great to have junior doctors working in 
rural hospitals who actually wish to be there rather than being forced through compulsory rotations etc. – positive 
workplace environment in terms of support for a rural career.’ 
 
‘During medical school: Great support from NSWRDN, eg when applying for internship positions, meet other students 
with similar interests – excellent way to know people before starting internship, go to great conferences, great learning 
opportunities, scholarship funding by which to live!’ 

 Theme: Qualified responses 
 
‘I would recommend it to students who have a genuine interest in working in rural practice in the future, because for 
that group of students I think it eases the financial challenges of university to pursue the postgraduate work they are 
aiming for.’ 
 
‘But I would offer advice on the personal qualities helpful in completing internship rurally.’ 

 Theme: Benefits of being a junior doctor in a rural hospital  
 
‘In a smaller hospital where there are less junior staff you are able to gain more procedural experience. Being the only 
resident on the ward at night or with one other in the Emergency Department at night accelerated my learning and 
exposure to medical problems. It was definitely not just a “paperwork” job and a wonderful experience.’ 
 
‘Doing intern resident years in a rural area broadens one's horizons, allows for more research opportunities and DOES 
NOT limit ability to undertake a super specialised role down the track.’ 

 Theme: Benefits of rural lifestyle 
 
‘Living in a country town offers a lot of lifestyle advantages over metropolitan living and rural medical work is quite 
satisfying – both hospital and general practice.’ 

No (n=5 including four 
comments 

‘I was told the money was not taxable at the time I applied only to find out later it was taxable.’ 
 
‘The main reason I am a rural GP is because I and my partner have rural backgrounds and want to live in a rural area.’ 

Unsure (n=13 including 
11 comments)  

‘It would depend on their long term aspirations and the structure of the program.’ 
 
‘Does limit options and circumstances can change over the time period of the cadetship.’ 
 
‘I think it depends on the person. It is isolating to move away from family and friends. Some would struggle … I enjoyed 
it, but found with having to move lots it was unsettling personally …’ 

NSWRDN, New South Wales Rural Doctors Network 

 

 

 

In this cohort of cadets, six out of nine general practice 

trainees were working in rural areas including two who were 

part of the Rural Generalist Training program. By 

comparison, 13 out of 33 (39%) specialist trainees were 

working in rural areas. This supports other research 

demonstrating the importance of developing more rural 

training positions for specialties beyond general practice to 

encourage junior doctors who are already working in rural 

areas to remain23,24. 

 

There has however been a move in recent years to increase 

opportunities for specialty training in rural areas with the 

establishment of the Specialist Training Program by the 

Australian Government Department of Health25. Through the 
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nationally supported program, 12 specialist medical colleges 

are funded to extend vocational training for registrars beyond 

traditional metropolitan teaching hospitals including regional 

and rural hospitals and community health settings. In 2015, 

900 STP positions were funded nationally25. 
 

The move towards vertical integration has enabled a rural 

stream to be developed within some areas of medicine so that 

appropriate experience and training can occur. This is most 

advanced in general practice and emergency medicine but 

other specialties are slowly moving in this direction. The 

cadetship program provides an important link in the pathway 

between rural undergraduate and vocational training. 
 

Conclusions 
 

The cadetship program, which ensures doctors complete two 

of their first 3 years of postgraduate training in a rural, non-

coastal hospital, is an effective link between medical school 

and rural practice, particularly general practice. The success 

of the program relies in part on the mentoring, networking 

and other educational opportunities available to cadets, which 

serves to encourage and maintain cadets’ enthusiasm for rural 

medicine throughout the 4-year program. The limitations of 

this study are the small sample size and the potential response 

bias. It would be beneficial for future evaluators to have a 

control group. 

 

This study has demonstrated that targeted incentive based 

scholarship schemes with a return-of-service component can be 

beneficial, particularly where they include ongoing support and 

reinforcement throughout the transition from undergraduate to 

postgraduate training. Also apparent is the importance of 

developing more vocational training pathways in rural areas to 

retain those who want to remain in a rural location. 
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