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ABSTRACT

This report describes a program initiated in 1992 to
provide appropriate training for rural physicians and to address the
shortage of physicians in rural Australia. Rural medical practice
differs dramatically from urban practice in that there is limited
access to specialist services in rurai areas, thus requiring rural
practitioners to be competent in delivery of secondary and tertiary
medical care. It has been found that a physician that has not
received adequate training to meet the needs of rural practice is
likely to discontinue rural practice. Consequently, the shortage of
rural medical personnel is most directly related to inadequate
preparation for rural practice. To address this problem, advanced
training curricula for rural medical practice were developud in
anesthetics, obstetrics, and surgery. The program established
training 1osts at hospitals throughout rural Australia for trainees
and for established rural doctors who wished further training.
Currently, 33 posts are filled, 23 of them by Rural Training Stream
trainees. The training consists of practical experience, a real-work
situation, one-on-one teaching and consultation, and continuous
trainee assessment and feedback. Program evaluation indicates that
trainees and supervisors view the content of training as appropriate
and realistic for the requirements of rural general practice. Other
approaches to problems of appropriate rural medical training include
the Rural Training Stream, which provides 4 years of medical
education focused on developing skills and competencies for rural
practice; the Directorate of Rural Education and Training, which
facilitates rural medical training at all levels; and Rural Health
Training Units, created to increase training opportunities for rural
health professionals. Contains 23 references. (LP)
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PAPER PRESENTATIONS

TRAINING FOR RURAL PRACTICE: THE WAY AHEAD

Thomas Doolan and Mrs Anna Nichols — Australia

ABSTRACT

The design and mplementaton of advanced trumng curncula for rural medical practice was mtated by RACGP (through its Faculty of Rural
Medieme) i 1992 m three procedural disciphines - surgery, anaesthetics and obstetrics Parallel with further curnculum design, the first three
curncala were implemented m 1993 and subjected to a natonal evaluation. This study. m conjunction with the establishmert of the Directorate of
Rural Fducanon and Tramung (RACGP). has provided a umique opportunity 1o assess the mplcations of providing this type of program and the
practical requirements of the tramng setungs with respect 1o personnel, resources and support. This paper outlines the 1ssues emerging from the first
year of advanced truning in accredited posts and what this will mean i terms of planming, organisation and suppon for the teaching setung,

INTRONTICTION

Over the past few years there has been a concentrated focus
throughout Austrahia on rural comnunties and their healihv needs
The literawure regarding these needs indicates major deficiencies in
4 number of areas, one of these being education and traiming
opportunities for rural health professionals. Inadequate education
and tratning have been clearly identified as key 1ssues in
recrntment and retention of rural doctors.

It has been observed that “if the doctor's training has not made
him basically competent to meet the needs, 1t is unhikely that he
will continue in rural practice”, and further that “shortage of
medical manpower in country arcas is most directly related to
inadequate preparation for rurai practice”. The Dolierty Report
has brought tlus shortage of rutal doctors and problems with rural
health services to the attention of the pubhic and government.*

In accordance with this, a review has recently been conducted to
ensure that the National Rural Health Strategy 1s directed towards
achieving optimal health tor all people in rural and remote
Australia,4 The Strategy looks at the identification of existing
health services, and the extent to which they effectively meet rural
health needs Further, there is reference to ensuning that the
partcular skills and educational needs of rural health workers are
met through adequuate training and support prograins. In terms of
final objecuves, 1t 1 ntended that there will be a fair distnibution
ol health resources and equitable access to essental medical
services for all rural Australans.

Rural practice is medical practice outside urban areas where the
location of the practice means the doctor needs to have, or 1o
acquire, procedural and other skills not usually requited in urban
practice. A good rural doctor must be a good general pracutioner
sharing the clinical and consultation skills of an urban doctor.
However, because of the limuted access to specialist services 1n
rural areas, rural practitioners must also be corupetent in the
delivery of any secondary and tertiary care also required. There is
now a clear recogmuon that rural practice is in fact different from
urban practice, and requires a discreet set of knowledge and skills.

With the recognution of this major distinction between urban and
rural practice came attention to appropriate solutions. One
example is the observation made by Craig and Mudge’ that there 1s
a need to develop a coordinated approach to:

s Recruit (identify and select) suitable candidates

+ Idemtify and teach the skills required for competence (in rural
practice)

« Teach those skills in context (im a settmg, which will foster
confidence 1 therr performance and promote mterest in rural
practice)

+ Support existing L tuture) rural practitionets Lo retam their
services

Clearly there 15 also a need to nurture rural students in osder to
improve potential recruitment, considering that these students
should be the best source of rural general pracutioners Previous
stuchies have tound that students trom the country have a hagh
Ikelthood of returning to practice n the country, but hustorically
not many have apphied ot have been accepted into medical
courses” Postive recritment strategies by Rural Health Traimng
Umnts in some states are beganning o reverse this sunation, for
example South Aweraha and Western Ansirahia 3

Predominantly, rural general pracutioners enjoy their work, but
there is often dissatisfaction over protracted working hours and
difficulties in finding locums Procedural work is an important part
of rural general pracuice and increased access to training
opportunities 1n this area is necessary for undergraduates and
graduates who wish to become rural general practitioners. Country
life can provide pood community support and status for a doctor
as well as a challenging cense of professional independence. City
general pracunioners have devolved from the country practitioner
mould and shed their procedural skiils. They have less accessibility
to hosputals and may have less income but enjoy better facilities
such as choice of education for their children and the availability
of locums

General practitioner to population ratios according to the RaRA
Classification and based on 1992-93 Medicare data indicate
progressive shortages in rural areas.” The capital city and other
urban ratios arc around 1:1100, rural major 1:1300, rural other
1:1800. reinote major and remote other 1:2000 When other
lactors such as the complex nawure of medical services provided,
dispersed pattern of rural populations and levels of morbidity in
remote communities, the true extent and significance of the
shortage becornes evident.,

The identifiable rural doctor shortage in Austraha is currently
around five hundred, on the basis of advertised positions and other
recognised situations of need 1f the shortage is considered from
the perspectve of rural general practitioner to population ratios, 1t
assuines even greater propartions. Better undergraduate and
vocational traming of the rural medical work force may eventually
provide rural Austrahans with adequately staffed medical services.

However, this begs the question: Is there any point in training
rural doctors to sale competent skills levels when operating
theatres 1n rural hospitals are heing systematically shut down
across the country? The number of rural doctors practising
obstetrics and anaesthetics has fallen by almost 40% over the past
five years® due to the stnpping of acute care facilities from country
hospitals, clinical privilegang and mdemnity issues and the lack of
opportunities for skills upgrading and retention. This then raises a
further question” Why are our rural communities not entitled 10
equitable access Lo operatng theatres and other acute care facilities
compared to our urban population particularly considering the
enormous rural contribution to the Australian economy® and our
demonstrated proven high standards with respect to rural medical

procedural outcomes?™

The literature suggests three recurrent themes:

« There is a need for specific vocatonal training for rural practice,
especially in procedural skills, and a need 0 reward those who
complete such traming

o There ate conunuing difficulties in providing this tramning,
espeaially in providing suitable hospital posts

¢ Rural doctors and theit fammlies have needs other than
education, which must be saushed 1f rural areas are to be
properly serviced Therr needs include professional, social,
farmily and financial support, and in particular, locum relief.

I response to these and other needs, state Rural Doctors’
Assoctations developed m the late 1080's culminating in the
forination of the Rural Doctors' Association of Austraha (RDAA) in
February 1991 at the first National Rural Health Conference in
Foowoomba  Diilogue also began at this conference between
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RDAA and the Royal Austrahan College of General Practitioners
(RACGP) which led to the formation of the Faculty of Rural
Mediane (FRM) of the RACGP in Apnil 1992

The proposiions of Crarg and Mudge have proven central to the
development of an effective educanional strategy for rural
practnioners (including undergraduate, vocational and continuing,
medical education) It has been the RHTUs, and thar associated
rural doctor tramning programs which have provided form and
direction to this strategy

Educanonal programs 1 the past have shown himited recognition
of the special needs and qualities of rural pracntioners Insally,
rural dector training programs were established independently to
address this 1ssue by providing specific vocational traming for rural
practice Advanced rural skills corneula are lso being developed
by the FRM by defiming procedural and other skills necessary to
practise competently m a rural envicenment: To date, advanced
curnicula have been developed in Anaesthetics, Obstetrics and
Surgery. with Aboriginal and Torres Stran Islander Health
underway Pacdiatnes, Psychatry, Emergency Medicane and Adult
Internal Medicine are proposed Sinularly, an integrated core
currtculum for the first three years of rural trainmg is under
development.

CORE CURRICULUM FOR RURAL TRAINING

Core curniculum was considered in detal at a conference held at
the DRET in December 1993 1! The pninaipal considerations were
feitto be.

+ Comprehensive nature of Rural General practice
+  Capacity for safe and competent pracuce m isolation

+ Unreasonable expectatiens of trainees 1f clear guidelines not
provided

+ Constitutes need for well-defined, nnal trannng, program with
common content requiremers

« This equates to a core currictlum, 1e that wlich rural doctors
require in terms of knowledge, skills and atiitudes

+ Development requires consultation with an input from all
stakeholders

The essential design elements which require incorporation were
perceved as:

+ Problem-based learmng approach, te focus on patients’
prescuntation

+ Integration of disaphne-specific content and themes, 1e.
“strands and slices” concept

+ Encouragement of self-directed learmng and familanty with
distance education systems

+ focus on graduated responsibility
+ Understanding of the functional rural GP network

+ Role of RHTU as pnimary locus of orgamisation and delivery of
rural components of learning,

». Clinical skills loghook documenting requisite experience and
ceruficd competency by sipervisors

+ Concept map to ensure essential areas covered

o Alternative mcans of addressing areas where problem-based
teaching is mappropriate

« Consideration of current Trining Program conrent 1o avoud
duplication

+ Emphasis on rural multi-disaplnary health team appreach

Core curriculum for rural training 1s currently beny advanced by
the Faculty of Rural Mediane Trammg Working Party m
consultation with the relevant stakeholders

4

ADVANCED RURAL SKILLS CURRICULUM
DEVELOPMENT AND EVALUATION

One of the most significant issues impacting on the rural
community 1s the provision of qualty health senaice. This s, at ns
most elfective, a team effort, with medical, health, social and
commumty services operating within a cohesive framework. The
position of the rural general practitioner in this team s pivotal and,
as has been evident froin studies conducted over the last ten years
the undersupply of rural doctors continues to linut some rural
conunumties equuty of access to many niedical services. While the
doctor 15 not the sole provider of health care in the rural team, a
medical presence affects the pattern of health practice across the
board 1t deternunes wn many respects, the use of hospual facilities
n the area and forms a key ik for rural people with specialist and
support services beyond the locab area

These 1ssues are well documented, as is the shortfall n the rural
medical workforce * In addressing the task of attracting and
retaning a greaer number ol doctors in rural Australia, studies
have 1dentfied socual factors, financial considerations and fanuly
background amony a range of attitudinal issues affecting a doctors
indmidual decision to undertake or to remain in rural practice.
However the consistent thread runaing through the majority of
work i this ficld, is the doctor's clear identification of adequate
tramning and preparation as the key factor in affecting the decision
to practice in a rural or remote location and the most significant
reason why the ensuing practice can be undertaken with
confidence. ™

tn nvestigating the medical disciplines which most immediately
mpacted on a docter's ability to serve the needs of the rural
community, research in Queensland in 1992, led by Professor
Richard Hays, clearly dentified surgery, anaesthetics and obstetrics
as the three areas in which rural doctors requested further training,
These Iindings were supported by carlier work in WA by Prolessor
Karnien, in Victoria by Professor Roger Strasser and in SA by the
Committee chaired by Dr David Gill.*+"

In response to this need, The Royal Australian College of General
Practitioners (RACGP), inittated 1in 1992, the development of
Advanced Traiming Curriculal” in Surgery, Anaesthetics and
Obstetrics, with principal input through its newly formed Faculty of
Rural Medicine. These traiming curricula were developed in
consultation with the relevant Specialist Colleges and endorsed by
these bodies, in addition to RACGP College Council. Their
development was funded through a grants from the Department of
Human Services and Health, Rural Heaith Support, Education and
Training Program The curricula formed a world (irst both in the
form of this training initiave and in the way it was developed,
through close consultation wath partners in a number of Specialist
Colleges

fn 1993, the task remained to implement these cucricula in
accredited training posts throughout Australia. While the curricula
have been developed by a process that included wide consultation, it
15 only on implementation that their adequacy and practical use can
be determined. The ratonale for the development of the Rural
Medicine Curriculum Evaluation Project1* included the provision of
a means by which a comprehensive process ol information-gathering
could be instituted to guide potential changes required to the
curriculum documents. Furthermore, as partners in a new venture,
the Rural Training Posts required national support personnel to
assist in the establishment of the training which was in this case,
provided by the Evaluator together with the Director of Rural
Education and Traiming, when this post came on line n September
1993, Basically, information was required to indicate how well the
curncula and their means of implementation meet the needs of rural
trances These tequiretnents, both of new trainees and of returnuy,
rural doctors must be met il the program 1s to contribute the
provision of appropriately tramed GPs w rural areas

Integrated activity by a College Working Group established
Interun Accredutation n parallel to the design phase.” in order to
produce over the first year, a number of posts in which the
standard of teachme, the quality of facilines and resourees and the
naming/ service mix, supported the provision of effective traming,
for rutal traimees The posis were aviulable at regastrar level, for
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both trainees within the existing rural traming stream and for
estabhished rural doctors who wished to undertake further traiming
m one of the three disciphnes offered

Traming is curiently being undertaken in posts assoctated with
Rural Health Training Unus, the number of posts currently
accredited, nationally is as follows:

Rural Trammng Disciphine Number of posts Commencement
Unut
Bendizo Obstetnes 1 1993
Catrns Anaestheiics 3 1993/1994
QObstetnes S 1993/1994
Horsham QObstetnes ! 1994
Modbury Anaestheiics 1 1993
surgery 2 199199+
Moe Anaesthetics 1 1994
Obstetnes 1 1994
Hurgery I 1994
Rockhampton Anaesthetics 1 1994
Obstetnes 1 1994
surgery 2 1994
Shepparton Obstetnes 1 1994
lamworth Anaesthetics 4 1993/94
Qbstetncs 2 1993
surgery 2 1993/94
Toowoeomba Anaesthetics 2 1993
QOhbstetnes 1 1993
surgery 1 1993
Lownsville Anaesthetics 1 1094
Obstetnes 1 1994
WACRRM Anaestheues 2 14993
Obsletnes 2 1993
Wagga Wagga Obstetnes 1 1994
Surgery 1 1994

-

Of these posts. 33 are currently filled = 7 i surgery. 14 n
anacsthetics and 12 in obstetrics. Twenty three of these are Rural
Training Stream trainees.

The means of evaluating the implementation of advanced traming
has been developed through a series of extensive field visits to all
training sites and consultation with trainees, hospital and general
pracuce supervisors, hospital and RTU administration and education
stafl. The work has been monitored through an Advisory Commiittee
which includes among others the Secretary General RACGP, the
DRET and the Chairman and Censor of the Faculty of Rural
Medicine. Through these means, it 1s intended to provide a balance
of input from both training personnel and the admimstrative and
medico-political framework which supports them.

The advanced curricula have translated well into practice.
Information collected during the implementation review endorses
the process ol design with the documents receving approval from
both supervisors and tiainees. The content is viewed as
appropriate to and realistic for the requiremients of rural general
practice and there is general approval of the suitability of training
relationships between trainee and supervisor recommended by the
curricula, which impinge on the degree of experience, developing,
autonomy and levels of responsibility The traming s developed on
practical expernience, a real-work situauon, one-on-one e hing,
and consultation and continuous assessment and feedback

The mostly provincial hosputal settings assoctated with the sites of
the Rural Health Traimng Units provide a broad and relevam
cascload and casenux, enabhig supervisors o offer appopriate
expenience both o the specialist tranees and the advanced ruial
ramnecs.

Equally important to the continutg success ol this traming,
venture, 1s the work undertaken during 199374 by RACGDP
Conmittees to clanfy and decument the procedures for selection,
assessnient and certiicanon, and by the office of the DRET to open
hnes of fundmyy and =upport for the tranig, posts

The first year of a major traming innovaton will naturally have its
challenges, but the progress has been remarkable 1n implementing
a national traming initiative in the 10 Rural Health Training Units.
The challenge now is to consolidate the flow of trainees and the
availability of posts. A longitudinal study 1s in place to chart the
progress and destinations of the graduating doctors and their
contribution to procedural services in rural practice Much of this
work would not be possible without the outstanding contribution
of both hospital and GP trainers and without the enthusiasm and
commitment of the rural trainees. Qur thanks go to them, and to
RHSET for the provision of funding,

RURAL TRAINING STREAM

Negotiations between the FRM and the RACGP Traming Program
have led to the establishment of the Rural Training Stream (RTS) of
the Traming Program this year which, in adduion to the education
and training opportunitics provided for all general practice
vocational trainees, will provide rural trainees with'

+ Four years tramning for rural practice, including a minimum of
uwelve months 1n rural general practice, six months of which
will be in basic and/or advanced general practice terms

« “welve months n Advance Rural Skills Posts (currently
avaitable in Anacsthetics, Obstetrics and Surgery)

« Specific educational activites/events focused on rural general
practice

« Assistance with securing the necessary training and chnical
experience Lo prepare the trainee for rural practice. This might
include preference for hospital and special skills posts in
disciphnes important for rural practice as well as preference for
relevant courses.

RTS trainees are required to be cnrolled with the relevant state
Training Program office, and enrolled or affiliated with the RHTU
in their current region

RTS trainees for 1994 number 140 nanonally from the January
intake and potenually 170 after the July intake. It1s anticipated
that over 200 are likely in the Rural Training Stream by 1995

DIRECTORATE OF RURAL EDUCATION AND TRAINING

The Directorate of Rural Educavon and Training (DRET) was
established 1 September last year to facilitate rural medical
traming at all levels 1t 1s part of the national office of the RACGP
Training Program and is located in Brisbane. The Directorate is
half-funded by the Rural Health Support, Education and Training
Program (RHSET) of the Federal Government and hall by the
Training Program of the RACGF.

The Directorate is staffed by a full-time Director, personal assistant
and a temporary evaluauon officer Additional medical educators,
rescarch/project officers and adnunistrative stalf are essential if the
Directorate is to fulfil its objectives and address the needs of a
growing Rural Training Stream Il the rural medical workforce
needs are to be met in the medium to long term, then atound 500
RTS trainees will be required at any one point in time, (with a
sraduating cohort of 125 per year) This equates Lo one quarter of
the total RACGP Traming, Program numbers of around 2000 at
present :

Key objectives of the Directorate are

+ Developnient ol the RTS mcluding, mtegranon of the activities
of RHTUs and the Tramming Proprat

e Promonon of rural undergraduate nutiatives particularly
emphasisig contact between rural tramees anud rural doctors

o Advancement of rural conunuing medical education, relocation
trawing for urban general pracnioners and reskailling
apporturnties for ruial doctors

5 BEST COPY AVAILABLE
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RURAL HEALTH TRAINING UNITS

Rural Health Traiming Units (RHTUs) have been established across
the country over the past three years as a logical and spentancous
fesponse (0 a vacuum in training opportunities for rural health
professionals 20. As rural health care has come 1o be recogmsed as
a discreet discipline, so has the need for specific rural health
educational programs. RHTUs are rapidly assuming a central role
s the developers and coordinators of such programs and the
obhvious loct of their delivery.

RHTUs have now been established at Toowoomba, Townsville,
Cairns, Rockhampton, Tamworth, Wapgga Wagga, Moe,
Launceston, Modbury (Adelaide) and WACCRM (Perth) Other
potenual sites nclude Tweed/Murwillumbah, Orange, Dubbo,
Bendigo. Warrnamboo!, Whyalla, North-West Western Australia
and the Northern Terntory.

The focus of RHTUs vary considerably depending on a range of
factors includmng:

* Regionat influences and priorities

* Discipline-specific emphasis

+ Infrastructure arrangements

+ Funding sources

* Relanonships with local health services
* Associated educational institutions

¢ Professional support newworks

Most RHTUs, however, share some common charactenistics, roles
and ohjectives

* A multi-discaiplinary approach o educauonal activities,
reflecung the rural health team model of service provision

* Regional location, facilitating contact between rural trainees,
educators, patierits and service providers

* Coordination and supervision of appropriate rural traming
posts 1n hosputals, practices and other locations

*+ Educational programs focusing on health care i the rural
context

* An educational philosophy onented towards interdisciplinary
participation and verucal streaning (i ¢. involvement of trainees
at all levels —- undergraduate vocauional training and
postgraduate)

* Contnbuuion to rural health curnculum development

+ Production of distance education packages and involvernent in
delivery of distance education

* Collaboration with other educational institutions such as
universities and professional colleges

* Promouion of rural health careers amongst high school students
and university undergraduates.

+ Implementauon of other rural undergraduate initiatives
including rural term placements, mentorship schemes, rural
student clubs and education programs

+ Faciluanon of conunuing rural health education activities e g,
workshops, satellite broadeasts. distance access to library
resources

+ Coordination of relocation traiming for urban health
professionals and re-skilling posts for rural service providers

*  Orgamsanon of locum services

* Research in the areas of rural health problems, rural practitioner
skill requirements and rural health education methodologics

Sources of funding for RHTUs have been various and usually
muluple. These include the Federal Government through RHSET,
state public health sector contributions, universities, local
goveinnient and private sources The Federal Government's Rura
Incentive Program 1s hkely to have a fuwure role in relavon to
‘© " ng for rural undergraduate imdaoves, urban GP relocation

C e gy

providers of rural continuing medical education (CME) prograns,
and thereby represent a hkely addivonal funding source

Measures of success are difficult 1o estimate because of the brevity
of programs to date, but those available indicate:

* High qualty, highly relevant educational programs -

* Greater oordination and supervision of appropriate hospital
and practice rotavons

* Sigmificant increase 1 junior staff levels at provinaial hospitals
with related flow on to rural general pracuce =

* High level of acceptability of the overall process by trainees and
providers

+ High level of knowledge and skills demonstrated by the small
number of medical graduates 1o date, all of whom have located
to rural or remote practice

140 RTS wrainees are enrolled in the {irst intake for the first year
of this program, including - trainees in advanced rural skills
posts*’

* Considerable success achieved by those RHTUs which have
focused on measures to increase rural high school student
intakes mto medical courses ¥

+ High degree of response amongst medical undergraduates o
the efforts of those RHTUs which have promoted rural
undergraduate courses, rural practice placements and rural
stedent clubs *

SUMMARY

In summary, this paper describes the current situation of training
for rural medical practice in Australia, how this was achieved and
raises a number of issues in relation to the way ahead. It is worthy
of comment that no equivalent process appears to be in place i
any other country at a vocational training level, and therefore
comparisons are difficult. Issues which require consideration
include-

* A permanent facility 1o monitor rural health professional
resource needs and allocation.

* A strategy to ensure retention of acute care facilities,
particularly operating theatres in rural hospitals so that trainces
who are skilled up to meet rural community needs and the
rural community themselves can mutually benefit according to
social justice principles.

*» Support for completion of curriculum development for rural
medical training, The fact of advanced rural skills curriculum
development in the areas of anaesthetics, obstetrics and surgery,
together with the imminent curriculum for Aberiginal and
Torres Strait Islander Health in 1995 in no way diminishes the
importance of completion of the task. Definition of core
curriculum for rural medical training, as well as the
development of advanced curricula in emergency medicine,
psychiatry, paediatrics and adult internal medicine have already
been determined as critical areas requiring immediate address '*

Continuing support for evaluation of curriculum
implementation This is a key 1ssue without which objective
evidence of the effectiveness of rural training cannot be
measured

» Further development of the Directorate of Rural Education and
Traming With the necessary growih of the Rural Training
Stream comes a commensurate need for additional resource
allocation for the DRET if the process 1s to remain coherent and
achieve desired objectives.

* Ongoing assistance for Rural Health Traming Unis These are
the obvious loci of rural health traming programs and are
proving to be central to the success of the process thus far.
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