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ABSTRACT:
Introduction: In the context of shortfalls in rural general surgeon
supply, this research aims to explore why rural general surgical
Fellows returned and remained after fellowship at a single rural
centre in Victoria, Australia. Fellowship positions post achievement
of Fellowship of the Australasian College of Surgeons are
traditionally not funded by government because they currently fall
outside the accredited rural training post funding provided by the
federal government. This article aims to explore if fellowship

positions can be an important part in sustaining the rural general
surgery workforce.
Methods: Semi-structured interviews were conducted with nine
former general surgery Fellows from a single rural Australian
institution. Interviews were recorded, transcribed, coded and
themed to undertake analysis according to thematic analysis.
Results: This research demonstrates that consultant rural general
surgeons can be recruited from a fellowship year when emphasis is
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placed on: (1) creating a positive workplace culture with safe
working hours, (2) ensuring diversification of the general surgical
case mix, (3) facilitating opportunities for schooling and work for
the surgeon’s family, and (4) preferentially selecting for those who
identify as rural general surgeons. Rural towns can effectively
recruit general surgeons when families are supported with career
and school opportunities, and the newly qualified surgeon can
initially commit to a 12-month position so that opportunities can
be assessed by the entire family unit. Fellowship positions (post
completion of general surgical training) allow young surgeons to
‘try before they buy’ prior to moving to a rural area.

Conclusion:  Ensuring a sustainable general surgical workforce in a
rural community requires employee and surgical leadership to
ensure a collaborative and progressive culture, which offers work
diversity, supports the family lifestyle and petitions for selecting
those who embody the rural general surgeon identity. Post-
fellowship positions can enable young general surgeons to have
exposure to the realities of a rural lifestyle, which is likely to have a
positive effect on recruitment. Due to the return investment of the
fellowship program, we propose that the federal government
should look at funding post-fellowship positions to improve rural
recruitment.

Keywords:
Australia, fellowship, general surgery, rural surgery.

FULL ARTICLE:
Introduction

There is an obvious undersupply of general surgeons in rural
Australia . The issues of surgeon supply, recruitment and attrition
are at the forefront of rural general surgery . In recent decades,
rural surgical provision has become a political issue with an
increased emphasis on policy and funding to improve rural
surgical access. Current initiatives have largely been directed
towards evidence-based selection of medical students, junior
doctors and surgical trainees with rural backgrounds and rural
immersion placements during Australian medical school and
surgical education and training (SET) . Even though the formal
education and training of general surgeons concludes upon the
awarding of FRACS (Fellowship of the Royal Australasian College of
Surgeons), most general surgeons undertake 1–3 years of further
subspecialty post-fellowship education and training, commonly
called ‘fellowship’ positions . Currently these ‘fellowship’ positions
are predominantly provided by metropolitan institutions, leaving
rurally inclined general surgery Fellows with few options outside of
large cities . Dedicated rural fellowships (minimum 12 months)
have the potential to better link Fellows with the local community
and perhaps better prepare them for a consultant job at the same
institution . However, one of the barriers to providing rural surgical
fellowships is that these positions need to be entirely funded by
the institution itself, and fall outside the scope of Australian
Department of Health Specialist Training Program and Integrated
Rural Training Pipeline funding, which can contribute to the cost of
developing and sustaining an accredited rural training position .

Recruitment of specialist doctors rurally varies from other
professionals due to the extensive length of postgraduate training
required – often 5–15 years. The hurdles and opportunities
encountered during this time have a major influence on where
qualified specialist doctors choose to work . Australian surgical
(SET) trainees are generally older than those of other medical
specialties, with a median trainee age of 32 years because surgical
training is generally more competitive than other specialities. Many
trainees must undergo multiple years of training not recognised by
the RACS (known as ‘unaccredited’ training) prior to successful
entry into a formal RACS SET training program. Consequently,
surgical training occurs alongside major life milestones
(eg marriage/partnership, childbirth and parenting) and trainees
are more likely to have established roots at the end of their formal
training – often in metropolitan regions where the majority of
training takes place . At present, there is no formal rural ‘end-to-
end’ SET training pathway, with only one of the 27 surgical training

hubs based rurally (Townsville, Queensland). In contrast, other
specialties, including general practice (encompassing rural
generalist), obstetrics and gynaecology, ophthalmology and
emergency medicine, have established ‘end-to-end’ rural training
schemes. These trainee doctors can undertake a large proportion
of their training rurally alongside major adult milestones, often in
the same location to create a sense of place and belonging .
Other challenges for rural surgical recruitment include the absence
of specialised surgical equipment and ancillary services in certain
locations, greater working hours per week, significantly higher on-
call ratios, reduced access to continuing medical
education/professional development and more unpredictable work
hours when compared to metropolitan centres .

Access to surgery in rural and remote regions is also a global issue.
The World Health Organization (WHO) Global Initiative for
emergency and essential surgical care identified that the
recruitment and retention of health workers in remote and rural
areas extends beyond just education (ie when the surgeon
completes their training) . It also includes regulatory
interventions, financial incentives, and personal and professional
support . International literature has also highlighted the
challenges to recruiting rural surgeons. Nations including the US,
Canada, China and Scotland continue to struggle with rural
surgical recruitment due to an ageing rural surgical workforce,
lifestyle issues, inadequate remuneration and decreased interest in
surgery among rural graduates. Key areas for international
improvement include establishing broad-based training, increasing
links to referral centres and focusing on rural training
opportunities during surgical residency .

Despite funding limitations, Bendigo Health established a rural
general surgery fellowship in 2011 under the General Surgeons

southern New South Wales . It is currently staffed by 10 general 
surgeons who also provide surgical outreach to surrounding rural 
towns. This study aimed to review Bendigo Health’s general 
surgical fellowship program to determine first if rural general 
surgery fellowships can assist in providing a rural general surgery 
workforce, and second how this is achieved in an Australian context.
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21,22Australia curriculum . Bendigo is a rural town in central Victoria, 
located 152 km north-west of Melbourne. It is classified as a 
Modified Monash Model (MMM) level 2 region (MMM levels 2–7 
are defined as rural cities and towns) with a population of 
approximately 100 000 people1,23. Bendigo Health is a 734-bed 
health service providing elective and emergency surgical services 
to a catchment of 321 000 people across northern Victoria and
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Methods

Each year from 2011 to 2021, one general surgeon completed the 
Bendigo Health fellowship, totalling 11 surgeons. The fellowship is 
a 12-month program commencing in February of each year (in 
conjunction with the medical recruitment cycle). All 11 ex-Fellows 
were invited to complete the interview. Participants were invited by 
email with an information sheet and consent form, with one 
reminder email issued. Semi-structured interviews were conducted 
in March 2022 with nine general surgeons who completed 
fellowship training at Bendigo Health between 2011 and 2021. Two 
general surgeons did not respond to the invitation to participate. 
The interview explored demographics, background, family, rural 
training exposure, subspeciality interests and the topics of 
returning, remaining in and leaving Bendigo.

Interviews were conducted by the principal investigator (JP). Two 
participants were interviewed by telephone and the remaining 
seven were conducted in person. All interviews were audio-
recorded. JP was a junior doctor (house medical officer/resident) 
when the interviews were conducted. All participants were fully 
qualified surgeons at the time of the interview. Researcher 
reflexivity was maintained throughout the interview and data 
collection process by the maintenance of field notes and a 
reflexive diary by author JP following each interview to mitigate 
personal biases and subjectivity. Each transcript of interview was 
returned to the individual participant for member checking and 
feedback.

Interviews were recorded, transcribed, deidentified and analysed 
using NVivo v12.0 (QSR International,
https://www.qsrinternational.com/nvivo) – a qualitative data 
analysis software allowing organisation, analysis and insight

generation from unstructured qualitative information. Transcripts
were coded independently by two researchers (JP and JB). The
same two authors recursively developed and refined a thematic
structure. Thematic analysis established on grounded theory was
incorporated into the coding and theming of data. This was
achieved through the collected coded transcripts and field notes,
which were transformed into new themes. Concepts and notes
developed during the interview process were repeatedly revisited,
discussed, refined and categorised into themes. The researchers
discussed and arranged the findings until consensus was achieved
about the validity and suitability of four themes. The methods used
in this study were reported according to the COREQ-32 framework,
as presented in the checklist in Appendix I24. Four key themes
were subsequently identified. Detailed quotes supporting each
theme are shown in Appendix II.

Ethics approval

Ethics approval was granted by the Bendigo Health Human Ethics
Committee (LNR/85700/BH-2022-309854). 

Results

Nine former Bendigo Health general surgery Fellows were
interviewed. There were four (44.4%) females and five
males. Median age at time of fellowship was 37.6 years. Six (66.7%)
remain in Bendigo working as general surgeons and three work in
metropolitan centres. Only two (22.2%) Fellows had a rural
childhood background. On average, Fellows undertook 22 months
of formal SET training in a rural (MMM levels 2–7) location and
only two (22.2%) had previously worked in Bendigo. A brief
summary of each participant is presented in Table 1. Further
reporting of demographics has been omitted to protect
respondent anonymity. Four themes were identified from
responses and are described below.

Table 1: Summary of Interview participants

Theme 1 – Workplace culture

‘The collegiality and culture of this surgical unit and the
hospital.’ Rural general surgeons want a cohesive workplace
with collaboration and adequate rest when not at work.

This describes participants’ experience with workplace culture and
cohesion. The collegiality and culture of a surgical unit can affect
an institution’s overall reputation. Fellows will have rotated
through multiple surgical units as registrars and worked within
many multidisciplinary teams during SET training. They rely heavily
on reputation and workplace culture when deciding where to work:

Word of mouth is a powerful thing. Everyone hears what
places have a good culture and what places don’t. The culture

needs to be set from above.

Fellows relied on personal experience as registrars or feedback
from previous Fellows when deciding where to pursue a rural
fellowship. Participants commonly expressed that their surgical
department heads often identified current or potential Fellows as
rotating registrars who appeared to be a ‘right fit’ that aligned with
the institutional culture and subsequently prepared them to return
as a Fellow and remain as a consultant.

In deciding to continue as a rural general surgeon post-fellowship,
the desire for sustainable working hours, with a minimum of one-
in-four on-call rotation was a driving factor. Respondents
expressed a desire to not work arduous and unnecessary hours,



and those who remained in Bendigo preferred to not work
exclusively in a smaller, more remote centre, where a one-in-two
or one-in-three on call was often expected. They expressed
satisfaction of working in a one-in-eight on-call consultant service,
with periodic rural outreach on-call postings. They also expressed
that ‘when [they are] not on call, [they are] truly not on call’, as
‘[their] colleagues are very capable’ – emphasising the importance
of mutual trust among surgeons.

Theme 2 – Diversity of work

‘The diversity and spectrum of work.’ Enjoying the variety of
elective and emergency surgical work is a key drawcard to
rural centres.

This identifies the appeal of a diverse elective and emergency
surgical case mix. This theme explores that a variable case mix
allows participants to practise in their areas of interest, as well as
managing patients across different surgical specialities. The
Bendigo Health general surgical unit is supported by on-site
orthopaedic, plastics and urology for elective and emergency
presentations. However, as there is no on-site vascular,
cardiothoracic, otolaryngology or paediatric surgery, surgeons and
Fellows are empowered to practise across surgical disciplines – a
clear drawcard for prospective Fellows. Second, in the increasingly
subspecialised world of general surgery, general surgeons in
Bendigo can still practice across disciplines while also becoming
local subspecialty leads, increasing opportunities for surgical
leadership. Surgical diversity is further aided by facilitated
opportunities for respondents to perform general surgery cases at
smaller rural centres within the local catchment. This allows the
rural general surgeon to regularly operate in different resource
environments and diversifies their patient/case mix.

Working at a relatively large rural centre, respondents felt well
supported by multidisciplinary services, including anaesthesia,
intensive care, oncology and radiology, alongside subspecialty
surgery. This enables the rural general surgeon to perform
complex cases such as radical breast excision and reconstruction,
ultra-low anterior resection, and extensive neck dissection. In
smaller rural centres, which may not have adequate
multidisciplinary support and advanced infrastructure/equipment,
surgeons are more restricted in their scope of practice.

Theme 3 – Facilitation of family and support networks

‘Is my family willing to move here?’ Facilitating the family and
support system to relocate and remain in a rural town.

Successful relocation of a young Fellow’s family was identified as a
critical barrier to retaining their services over the long term.
Bendigo Health does not have its own general surgical training
network/hub. SET registrars rotate from metropolitan centres in
Melbourne where they are primarily situated during training.
However, SET training and fellowship typically occur alongside
major life milestones such as marriage/partnership, pregnancy and
starting a family, which can be negatively affected by relocation .
All respondents were located in metropolitan cities during their
training, but relocated to Bendigo for fellowship. Four of the
Fellows had children at the time of fellowship. Of those, two
relocated their families (partner and children) to Bendigo, and two
did not – choosing to commute regularly instead. The two Fellows
who relocated their families continue to work in Bendigo as staff
surgeons, and the two who did not only work in metropolitan

centres. This is a powerful indicator and suggests that family
dynamics play a key role in recruiting candidates for the long term.
Efforts should be made by rural recruiters to explore the family
dynamics of potential candidates and, where possible, facilitate
opportunities for partners and/or children.

All Fellows who remained on as surgeons stated that they ‘enjoyed
the city of Bendigo’, and that the community provided a great
lifestyle for their family, with excellent schooling and work
opportunities. Fellows expressed that if their family were not ‘on
board’, they would not have stayed, and acknowledged the large
role their family played in their surgical journey. Furthermore,
respondents noted that Bendigo ‘caters to a wide array of
educational and cultural interests’, which smaller towns would not
be able to offer. Finally, they concluded that the town had
‘everything [they] needed’, ‘without the hassles of a metropolitan
city’, although it was also ‘close enough to Melbourne’ if they
needed to go.

Theme 4 – Rural surgery identity

‘I am a rural general surgeon.’ Identifying and wanting to be a
rural surgeon is a critical component to working rurally.

This final theme explores Fellows’ sense of identity and its impact
on their decision to work as rural general surgeons. While the
traditional provision of rural general surgery has relied heavily on
international medical graduates and return-of-service obligations,
the desire to work rurally is an increasingly personal choice for
Australian graduates. Participants who remained in Bendigo
‘wanted to be rural surgeon[s]’. They expressed that ‘it’s become a
personal choice, one either wants to work rurally or not’.
Respondents stated that rural general surgery fellowships should
be prioritised for candidates with a strong track record and desire
to work rurally, rather than ‘individuals who just want/need a job’.
The Fellows who did not stay post-fellowship stated that they
desired a rural experience but did not necessarily feel a strong
inclination towards rural general surgery. It was evident that those
who stayed in Bendigo post-fellowship strongly identified as rural
general surgeons. Furthermore, Fellows who remained were
passionate about the provision of a sustainable general surgical
service to the greater community and felt a strong sense of
responsibility towards the local people.

Discussion

This study has explored the Bendigo Health general surgery
fellowship position to determine if fellowship positions can be
used to sustain a rural general surgery consultant workforce. By
interviewing previous Bendigo Health general surgical Fellows, this
research finds how Bendigo Health has recruited and retained rural
general surgeons post-fellowship. Two-thirds (66.7%) of Fellows
stayed as rural general surgeons despite only 22.2% coming from a
rural background and only 22% having worked in Bendigo
previously (22.2%). A dedicated rural general surgical fellowship
may be a new area for policy and funding efforts to address rural
general surgery undersupply. We demonstrate that positive
workplace culture, diverse case mix, family buy-in and recruiting
candidates who identify with rural surgery can help to deliver a
sustainable rural surgical workforce. The fellowship year enables
the surgeon and their family to not only fully evaluate the career
option of consultant practice, but also the realities of living in the
region.
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The culture of the surgical unit is critical in influencing where
surgeons decide to work. For individual surgeons, institutional
culture is largely dictated by local surgical leadership. Units where
surgical leaders operate effectively within an environment of
change, compared to those that enable and tolerate ‘long
established traditions which have normalised unprofessional …
behaviours’ are not perceived by new rural general surgeons as
places where they would like to establish their careers . The
impacts of poor surgical culture and cohesion are likely to be
further magnified in resource-poor rural hospitals where
healthcare capacity is limited. Even though most Fellows came to
Bendigo as a result of ‘word of mouth’ and feedback from
colleagues, culture can only really be experienced first-hand in
how you are individually treated, especially as many of the Fellows
were female and ethnically diverse. Organisation culture is a
cornerstone of determining whether a young surgeon can see that
they could happily work in the institution .

Workplace culture also encompasses a respect for work–life
balance, which is a priority for young surgeons. Today’s general
surgeons have different values and priorities, placing a greater
emphasis on balance instead of surgery as ‘one’s life’s work’ . This
is particularly pertinent in the rural workforce, where many rural
general surgeons were historically forced to work alone (or in very
small teams) in smaller towns leading to taxing on-call demands
and limited personal time. The RACS presently advocates for a
roster of no more than one-in-four on call to facilitate patient
safety and physician wellbeing . Our research further supports the
importance of the on-call workload in recruiting and retaining rural
general surgeons. Our Fellows deliberately chose to stay in
Bendigo for the manageable on-call load, coupled with a collegial
and collaborative surgical unit embracing the principles of
diversity, equity and inclusion. Being able to recruit gender-diverse
and ethnically diverse young consultant surgeons is also likely to
have a positive impact on the community with improved patient
outcomes .

Rural general surgeons have historically operated with a diverse
skillset across many surgical subspecialities. This research
highlights that this remains an ongoing draw for contemporary
rural general surgeons . In Bendigo, general surgeons routinely
perform vascular and paediatric surgical procedures (provided they
have adequate training), particularly emergency cases. The case
mix is further diversified by regular outreach to smaller rural
centres, allowing surgeons to practise in different resource
settings. Our findings show that the appeal of a variable case mix
has been critical in attracting and retaining general surgery Fellows
at Bendigo Health. Moreover, the presence of strong
multidisciplinary services, particularly critical care and oncology,
enables major cases (eg ultra-low anterior resections, breast
reconstruction, major head and neck cases and oesophagectomy)
and facilitates subspeciality interests . This was identified as a
strong incentive for the retention of the Bendigo general surgical
Fellows because it provided the opportunity for a degree of
subspecialisation while also maintaining diversity.

Our results also show that familial support is vital to the retention
of young surgeons at a rural service. This has previously been
shown by Ostini et al, who demonstrated that a poor support
network is associated with poor work satisfaction, and lower
physician retention in rural communities . Furthermore, this
phenomenon has also been documented in the Australian rural
general practitioner workforce where children’s education and

partner employment opportunities have a large impact on general
practitioner recruitment and retention . It is important that rural
healthcare providers understand and enable the non-professional
needs of early career surgeons when making recruitment
decisions . We acknowledge that supporting surgeon families
may require complex infrastructure and societal change that is
outside the jurisdiction of the healthcare system. However, political
will to improve rural infrastructure may lead to better employment
and educational opportunities, and this may be a key factor in
bolstering the rural general surgical workforce.

Finally, this research demonstrates that retention of rural general
surgeons is enhanced if the individual identifies as a rural general
surgeon. Fellows who remained in Bendigo strongly identified with
rural general surgery throughout their interviews, and that was a
key feature of why they chose to stay post-fellowship. While rural
general surgeons are typically male, older and overseas trained,
the Fellows from our cohort were younger, gender balanced and
Australian trained . Despite the challenges that exist in rural
surgery, this research further highlights that Bendigo surgeons
‘love being a rural general surgeon[s]’ and enjoy the associated
challenges. This shows that identity is crucial in the retention of
rural general surgeons and may explain why government-enforced
programs aimed at fulfilling rural surgical shortages may struggle
to create sustainable change unless the general surgeon identifies
as a rural general surgeon.

For many Australian-trained surgeons, there are potential risks
involved with moving to a rural setting where they have never
worked before (as was the case for many of the Fellows). A 12-
month fellowship opportunity gives the Fellow a chance to live in a
region, knowing that they can easily move on without affecting
their career prospects. This also enables the general surgeon’s
family to have time to assess whether the Fellow’s partner’s
planned long-term workplace would allow an appropriate family
life. In addition, smaller general surgical units can be places of
greater tension if there are personality clashes, and a year of
training enables the existing general surgeons to get to know their
junior colleagues and make sure they will fit in with the ‘norms’ of
the local work environment.

The strength of this study is that all Fellows who stayed on as
general surgeons expressed similar themes as to why they chose
to stay – culture, work diversity, family support and their identity as
rural general surgeons. This research provides a crucial snapshot
into why recently graduated general surgeons choose to work
rurally. The primary limitation of this study is that this is a thematic
analysis of a single centre in a single town. We recognise that all
rural centres are different and our results are not generalisable
across all of rural Australia or internationally. However, given the
return investment of our rural general surgery fellowship program
in Bendigo (67% retention rate with only 22% rural background,
and only 22% having worked at Bendigo previously) we believe
that fellowship positions may be useful in developing a sustainable
surgical workforce throughout rural Australia and should be
considered for federal funding. This aligns with the WHO
evidence-based recommendations to improve attraction,
recruitment and retention of health workers in remote and rural
areas that a year of experience in a setting extends beyond where
the surgeon completes their training, but enables young surgery
consultants to assess the financial incentives and personal and
professional support prior to committing to establishing a practice
in a rural location . An important next step is to see whether
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other models of post-fellowship training in rural and regional 
centres has resulted in recruitment and establishment of a 
sustainable consultant workforce.

Other limitations include the small number of participants 
interviewed due to the small sample size. A larger sample may 
have resulted in a greater breadth of data, improving the 
generalisability of our findings. However, interviewing more 
participants may have compromised the depth of discussion and 
subsequent analysis. Furthermore, as three of the four authors of 
this study are current employees of Bendigo Health, participants 
may have been less willing to disclose the negative aspects of their 
fellowship experience at the institution. Finally, the unique 
population distribution and surgical service capabilities (including 
surgical training) within rural Australia may limit international 
replicability.

Conclusion

This research highlights critical concepts that should be used to 
improve and assist rural towns with recruiting and retaining 
general surgeons beyond current policy. The rural general surgery 
fellowship that enables first-hand experience of future workplace 
culture and family ‘buy-in’ alongside work diversity has provided 
an effective retention of general surgeons at Bendigo Health. Rural 
general surgical fellowships may offer an additional means to 
develop a sustainable rural general surgical workforce across 
Australia.

Funding

The authors were not in receipt of a research scholarship or grant.

Conflict of interest

The authors have no conflicts of interest to declare.

REFERENCES:
1 Royal Australasian College of Surgeons. Train for Rural: Rural
Health Equity Strategy April 2021. 2019. Available: web link
(Accessed 2 July 2022).
2 NSW Health. Rural Surgery Futures 2011–2021. 2012. Available:
web link (Accessed 2 July 2022).
3 McGrail MR, O’Sullivan BG. Increasing doctors working in specific
rural regions through selection from and training in the same
region: national evidence from Australia. Human Resources for
Health 2021; 19(1): 132. DOI link, PMid:34715868
4 Seal AN, Playford D, McGrail MR, Fuller L, Allen PL, Burrows JM,
et al. Influence of rural clinical school experience and rural origin
on practising in rural communities five and eight years after
graduation. Medical Journal of Australia 2022; 216(11): 572-577.
DOI link, PMid:35365852
5 General Surgeons Australia. PFET Program in Rural Surgery. 2022.
Available: web link (Accessed Accessed 2 July 2022).
6 Australian Government Department of Health and Aged Care.
Specialist Training Program. 2022. Available: web link (Accessed 2
July 2022).
7 O’Sullivan B, Gurney T, McGrail M. Selection, training and
employment to encourage early-career doctors to pursue a rural
postgraduate training pathway. Australian Journal of Rural Health
2021; 29: 267-271. DOI link, PMid:33982850
8 O’Sullivan B, McGrail M, Gurney T, Martin P. A realist evaluation
of theory about triggers for doctors choosing a generalist or
specialist medical career. International Journal of Environmental
Research and Public Health 2020; 17(22): 8566. DOI link,
PMid:33218189
9 Hippolyte-Blake D, Dreschler A, Rose A, Rae P, Archer J, Garrod
TJ. A qualitative study of the incentives and barriers that influence
preferences for rural placements during surgical training in
Australia. ANZ Journal of Surgery 2022; 92(3): 341-345. DOI link,
PMid:35112443
10 McDonald RE, Jeeves AE, Vasey CE, Wright DM, O’Grady G.
Supply and demand mismatch for flexible (part-time) surgical
training in Australasia. Medical Journal of Australia 2013; 198(8):
423-425. DOI link, PMid:23641991
11 Clancy B. Royal Australasian College of Surgeons Rural Health

Equity Strategic Action Plan: excellence through equity. ANZ
Journal of Surgery 2022; 92(9): 1990-1994. DOI link,
PMid:35929365
12 Australian Medical Workforce Advisory Committee (AMWAC).
Sustainable specialist services, a compendium of requirements, 2004
update. Australian Medical Workforce Advisory Committee Report
2004.4. North Sydney: AMWAC, 2004.
13 O’Sullivan B, McGrail M, Russell D. Rural specialists: the nature
of their work and professional satisfaction by geographical
location of work. Australian Journal of Rural Health 2017; 25(6):
338-346. DOI link, PMid:28612934
14 World Health Organization. Emergency and Essential Surgical
Care Programme Emergency. Meeting report. 2019. Available: web
link (Accessed 26 July 2023).
15 World Health Organization. Increasing access to health workers
in remote and rural areas through improved retention: global policy
recommendations. Geneva: World Health Organization, 2010.
Available: web link (Accessed 20 March 2023).
16 Shelton J, MacDowell M. The aging general surgeon of rural
America. Journal of Rural Health 2021; 37(4): 762-768. DOI link,
PMid:34047399
17 Schroeder T, Sheppard C, Wilson D, Champion C, DiMillo S,
Kirkpatrick R, et al. General surgery in Canada: current scope of
practice and future needs. Canadian Journal of Surgery 2020;
63(5): E396-E408. DOI link, PMid:33009899
18 Li Z, Yang J, Wu Y, Pan Z, He X, Li B, et al. Challenges for the
surgical capacity building of township hospitals among the Central
China: a retrospective study. International Journal for Equity in
Health 2018; 17(1): 55. DOI link, PMid:29720175
19 Sim AJW, Grant F, Ingram AK. Surgery in remote and rural
Scotland. Surgical Clinics of North America 2009; 89(6): 1335-1347.
DOI link, PMid:19944816
20 Fergusson SJ, Teasdale E. Remote and rural surgery training and
recruitment: a national attitudinal survey of Scottish surgical
trainees. Rural and Remote Health 2022; 22(2): 7090. DOI link,
PMid:35764599
21 Bendigo Health. About Bendigo Health. Victoria: Bendigo
Health, 2022. Available: web link (Accessed 2 July 2022).



22 General Surgery Australia. Bendigo Hospital Fellow. Adelaide:
General Surgery Australia, 2022. Available: web link (Accessed 2
July 2022).
23 Australian Government Department of Health and Aged Care.
Modified Monash Model. 2021. Available: web link (Accessed 2 July
2022).
24 Tong A, Sainsbury P, Craig J. Consolidated criteria for reporting
qualitative research (COREQ): a 32-item checklist for interviews and
focus groups. International Journal for Quality in Health Care 2007;
19(6): 349-357. DOI link, PMid:17872937
25 Miller FJ, Miller CA, Fox AM, Craig GL, Watters DAK. Influence of
training on the family. ANZ Journal of Surgery 2006; 76(10):
907-911. DOI link, PMid:17007621
26 Batten J. Improving surgical workplace culture. Melbourne: Royal
Australasian College of Surgeons, 2019. Available: web link
(Accessed 2 July 2022).
27 Mannion R, Davies H. Understanding organisational culture for
healthcare quality improvement. British Medical Journal 2018; 363:
k4907. DOI link, PMid:30487286
28 Crebbin W, Campbell G, Hillis DA, Watters DA. Prevalence of
bullying, discrimination and sexual harassment in surgery in
Australasia. ANZ Journal of Surgery 2015; 85(12): 905-909. DOI
link, PMid:26510837
29 Troppmann KM, Palis BE, Goodnight JE, Ho HS, Troppmann C.
Career and lifestyle satisfaction among surgeons: what really
matters? National Lifestyles in Surgery Today Survey. Journal of the
American College of Surgeons 2009; 209(2): 160-169. DOI link,
PMid:19632592
30 Logghe H, Jones C, McCoubrey A, Fitzgerald E.
#ILookLikeASurgeon: embracing diversity to improve patient
outcomes. British Medical Journal 2017; 359: j4653. DOI link,
PMid:29018031
31 Campbell NA, Franzi S, Thomas P. Caseload of general surgeons
working in a rural hospital with outreach practice. ANZ Journal of
Surgery 2013; 83(7-8): 508-511. DOI link, PMid:22931424

32 Tulloh B, Clifforth S, Miller I. Caseload in rural general surgical
practice and implications for training. ANZ Journal of Surgery 2001;
71(4): 215-217. DOI link, PMid:11355728
33 Bappayya S, Chen F, Alderuccio M, Schwalb H. Caseload
distribution of general surgeons in regional Australia: is there a
role for a rural surgery sub-specialization? ANZ Journal of Surgery
2019; 89(6): 672-676. DOI link, PMid:29873160
34 Yeh J, Palamuthusingam P, Cameron D, Avramovic J. Impact of
establishing a specialized hepatobiliary unit on liver resections in a
non-specialized tertiary centre in regional Australia. ANZ Journal of
Surgery 2022; 92(4): 769-773. DOI link, PMid:34820998
35 Wichmann MW, McCullough TK, Beukes E, Gunning T, Maddern
GJ. Outcomes of laparoscopic colorectal cancer surgery in a non-
metropolitan Australian hospital: audit of 120 patients with long-
term follow-up results. ANZ Journal of Surgery 2022; 92:
3214-3218. DOI link, PMid:36527690
36 Gray AD, Petrou G, Rastogi P, Begbie S. Elective hepatic
resection is feasible and safe in a regional centre. ANZ Journal of
Surgery 2018; 88(3): E147-E151. DOI link, PMid:27862779
37 Quinn L, Read D. Paediatric surgical services in remote northern
Australia: an integrated model of care. ANZ Journal of Surgery
2017; 87(10): 784-788. DOI link, PMid:28759947
38 Ostini R, McGrail M, Kondalsamy-Chennakesavan S, Hill P,
O’Sullivan B, Selvey L, et al. Building a sustainable rural physician
workforce. Medical Journal of Australia 2021; 215(Suppl 1): S5-
S33. DOI link, PMid:34218436
39 McGrail MR, Russell DJ, Sullivan BG. Family effects on the
rurality of GP’s work location: a longitudinal panel study. Human
Resources for Health 2017; 15(1): 75. DOI link, PMid:29052504
40 Lennon M, O’Sullivan B, McGrail M, Russell D, Suttie J, Preddy J.
Attracting junior doctors to rural centres: a national study of work-
life conditions and satisfaction. Australian Journal of Rural Health
2019; 27(6): 482-488. DOI link, PMid:31622520
41 Thompson MJ, Lynge DC, Larson EH, Tachawachira P, Hart LG.
Characterizing the general surgery workforce in rural America.
Archives of Surgery 2005; 140(1): 74-79. DOI link, PMid:15655209



APPENDIX I:



Appendix I: COREQ (Consolidated Criteria for Reporting Qualitative Research) - 32 checklist





APPENDIX II:



Appendix II: Supporting quotes for themes



This PDF has been produced for your convenience. Always refer to the live site https://www.rrh.org.au/journal/article/7745 for the
Version of Record.




