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ABSTRACT Church Street Surgery,
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INTRODUCTION: Undertaking training in rural areas is a recognised way of helping recruit staff to work New Zealand
in rural communities. Postgraduate year two medical doctors in New Zealand have been able to under-
. . . . . . . ?Church Street Surgery,
take a three-month placement in rural practice as part of their pre-vocational training experience since Opotiki

November 2010.

AIM: To describe the experience of a rural general practice team providing training to a postgraduate
year two medical trainee, and to describe the teaching experience and range of conditions seen by the

trainee.

METHODS: A pre- and post-placement interview with staff, and analysis of a logbook of cases and

teaching undertaken in the practice.

RESULTS: The practice team'’s experience of having the trainee was positive, and the trainee was
exposed to a wide range of conditions over 418 clinical encounters. The trainee received 22.5 hours of

formal training over the three-month placement.

DISCUSSION: Rural general practice can provide a wide range of clinical experience to a postgraduate
year two medical trainee. Rural practices in New Zealand should be encouraged to offer teaching place-
ments at this training level. Exposure to rural practice at every level of training is important to encourage

doctors to consider rural practice as a career.
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Introduction

Undertaking training in rural areas is a recog-
nised way of helping recruit staff to work in
rural communities."” Since November 2010, post-
graduate year two medical doctors in New Zea-
land have been able to undertake a three-month
placement in rural practice. Offering a place to a
trainee might seem daunting for some rural medi-
cal practices and trainees may be concerned about
the scope of experience they will achieve in rural
general practice.

This case report describes the prior expectations
held by staff on the impact of having a rural

trainee in the practice and their reflections after
the attachment had finished. It also describes the
teaching undertaken and range of conditions that
the trainee was exposed to during the three-
month rural attachment.

Methods

The study was undertaken in a rural general prac-
tice serving just over 3000 patients, with a prac-
tice population that is 46% Maori. The practice is
an established undergraduate teaching practice,
but had not previously had any postgraduate year
two trainees.

VOLUME 5 * NUMBER 3 * SEPTEMBER 2013 JOURNAL OF PRIMARY HEALTH CARE

J PRIM HEALTH CARE
2013;5(3):243-248.

CORRESPONDENCE TO:
Joseph Scott-Jones
Church Street Surgery,

94 Church Street, Opotiki,
Bay of Plenty, New Zealand
drjo@opotikigp.co.nz

243


https://core.ac.uk/display/27031491?utm_source=pdf&utm_medium=banner&utm_campaign=pdf-decoration-v1

ORIGINAL SCIENTIFIC PAPER

SHORT REPORT

244

A semi-structured interview was held between
the principal author and each staff member (three
nurses, two receptionists and two administrators)
before the attachment. After the attachment, the
whole team engaged in an unstructured focus
group discussion. The interviews were recorded
and transcribed and the transcription checked
and corrected by the staff members concerned. A
process of developing themes was then undertak-
en using a process of crystallisation and thematic
analysis by each author, who then compared
findings which were triangulated for consistency
with the staff concerned and further refined.?

During the attachment, the trainee kept a pro-
spective log of patient details, and the trainer
kept a log of teaching topics and times. The
number of patients seen was also recorded in the
practice management system. These logs were
analysed using Excel spreadsheet tools. The
teaching log excluded ‘corridor conversations’ and
occasional shared consultations.

The study was given an exemption from ethical
approval by the New Zealand Northern Region Y
Ethics Committee.

Results

Results of staff interviews

The authors found comments made by the staff
before the attachment fell into two main themes:
expectations and concerns.

Expectations

Staff thought that having a trainee doctor would
lead to an improved service to patients.

We will have another doctor, so people won’t wait
so long. (Nurse)

A nurse also expressed the expectation that
nurses would see fewer patients who were seen
urgently on the day they made the request for
appointment.

The trainee was expected to be able to improve
the knowledge base of the clinical staff by asking
questions.

Because they’re fresh out of university...
(Receptionist)

Staff felt that having a trainee would improve job
satisfaction.

It’s always good to have young people around.
(Nurse).

Concerns

Having a trainee was expected to take up time. It
was expected that the trainee would:

...slow the doctor down (Administrator).

Taking time out for teaching will mean less time

for patients (Administrator).

Some staff (an administrator and a nurse) ex-
pressed concern about the potential effect on the
wellbeing of the practice team if the trainee was
found to have a ‘difficult’ personality and not to
fit into the team culture.

Staff also expressed some concern that after a
three-month placement, patients and staff would
notice a decline in service provision when the
placement was completed.

We will get used to having the trainee around, and
patients will get used to seeing them. We might
find it difficult to fill the gap when they’ve gone.
(Nurse).

After the attachment

The practice team felt that patient care had been
affected in that some patients had developed a
therapeutic relationship with the trainee during
the attachment, and reception staff expressed
some anxiety that, having lost the service provi-
sion that the trainee brought to the practice, pa-
tients would again need to be ‘doubled up’ with
the regular clinicians. Staff felt that during the
attachment, patients had waited less time rather
than more.

Staff felt that workload had not been affected
and that during the attachment, practice nurses
had been as busy as usual when the trainee was
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working. Most teaching that surgery staff en-
gaged in was ‘by osmosis’ over tea breaks and in
reaction to needs expressed by the trainee.

Staff commented that they had come to enjoy
having the trainee as part of the team, and
that there was a personal ‘gap’ left behind for
some members of the team. Surgery staff were
universally positive about the experience and
the general comment was, ‘When can we have
another one?’

Results of trainee logbook analysis

During the attachment the trainee recorded
outcomes of consultations for each of 50 clinical
days. This included a total of 418 clinical encoun-
ters, 379 of which were undertaken as the lead
clinician, representing an average of 8.4 patients
per day. The logbook records compared well with
the number of patients seen in the practice man-
agement system, suggesting that data collection
was complete.

The logbook findings are summarised in Table 1.
A total of 65 patients were classified as having
more than one presenting complaint, and 24 were
assigned more than one diagnosis. Approximately
52% of the clinical encounters were with patients
of self-declared European ethnicity, 44% with
Maori and the remainder with patients of other

Table 1. Trainee logbook summary analysis

Recorded outcome of 418 clinical encounters
over 50 days

e 570 presenting complaints
e 451 diagnoses

e 28diagnoses classified as queries—e.g. query
bronchitis

e 187 (45%) diagnoses classified as ‘unclear’

*  140(33%) had investigations (blood
tests, microbiology cultures, x-rays, an
electrocardiogram [ECG], or biopsies)

. 259 (62%) received prescriptions—15 were
classified as 'back pocket' prescriptions (to be
filled later if needed)

. 67 (16%) were referred to other agencies

. 37 (9%) were referred to a local team
(physiotherapy, district nurse, other general
practitioner, local hospital, social agencies)

e 29(7%) were referred to specialists

WHAT GAP THIS FILLS

hood that a student will choose to work in a rural community.

What we already know: Exposure to rural training increases the likeli-

What this study adds: General practice trainees can have exposure to a
wide range of clinical issues and training opportunities in a rural practice.

Figure 1. Number of patients seen by age group
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ethnicities. In terms of patient gender, 51% were
with male patients, 49% with female patients.
The age distribution of patients seen is displayed
in Figure 1. The demographic characteristics of
the patients seen was in keeping with the profile
of patients in the practice, suggesting a lack of
bias of any particular group of patients towards
the trainee.

The range of presenting complaints and diagnoses
made are detailed in Figures 2 and 3. As can be
seen, there is a wide range of presenting com-
plaints and diagnoses, as might be expected in a
busy rural general practice.

The trainee identified a number of particular
highlights in terms of clinical experience gained
during the attachment (see Table 2).

Results of teaching load logbook analysis

The total teaching load during the attachment
included 21 documented teaching sessions—be-
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Figure 2. Number and type of complaints seen in patients presenting to trainee
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tween 15 minutes and 4 hours long, and a total
teaching time documented of 22.5 hours. On
average, 30 minutes a day was spent in ‘formal’
teaching. This excludes ‘teaching on the run’ op-
portunities relating to discussion about cases over
shared social encounters and discussion about
specific cases outside of formal teaching sessions.
Teaching topics were driven by the trainee’s self-
determined learning needs. They included the
use of the practice management system; review of
each session’s patients; management of complex
problems; the ‘telephone consultation’; discussion
246

about gynaecology management; completing a
‘drug-ectomy’ (review and reduction of a patient’s
medicines); and performing a punch biopsy. Role
plays were used to explore issues around immuni-
sation, counselling and smoking cessation. Later
in the course of the attachment, topics included
cognitive behaviour therapy mapping and time
scheduling in mental health consultations, the as-
sessment of frailty, medication non-concurrence,
the difficult patient who fails a drug test, head-
aches and cluster migraines, the use of personal
judgment in applying guidelines, and patient
directed choices.

Limitations

This study is based on a review of a single
trainee’s experience in a single practice and is
not generalisable to other situations. The surgery
staff reported impressions that patient waiting
time had decreased and that nurse workload had
not decreased during the attachment; however,
the study was limited by a lack of collection of
objective data on these issues during the attach-
ment. The study was undertaken in the practice
of the principal author and responses in inter-
views may have been biased due to the employ-
ment relationship.

Discussion

There is a shortage of rural general practition-

ers in New Zealand.*” Rural general practice of
necessity covers a wide range of clinical disci-
plines® and appropriate training is identified as an
important issue by trainees.”®

Exposure to training in rural areas appears to
improve attitudes towards rural medicine’ and to
increase the likelihood that doctors will choose to
work in rural areas.>'® The opportunity for post-
graduate year two doctors to spend three months
in a rural general practice as part of their training
was introduced in 2010 in New Zealand, in order
to ensure that doctors who were considering a
career in primary care had the opportunity to
experience general practice prior to committing to
a formal general practice training scheme.

Placing trainees in general practice is often dif-
ficult—practices can be concerned about the im-
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Figure 3. Number and type of diagnoses made by the trainee

pact that the trainee will have on their work-
load, and the time it will take to be involved
with teaching."! Trainees want to be exposed
to a wide range of learning opportunities and
to get as much clinical experience as they can
at this point in their careers.'” However, they
are anxious about leaving the hospital environ-
ment and uncertain what level of experience
they will get in general practice.”® There is no
literature about the experience of practices and
postgraduate year two trainees in rural practice
in New Zealand.

De Jong et al." suggest that general practice
trainees may not be exposed to chronic, psycho-
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to whether that diagnosis is correct.'*!” Expe-
rienced primary care physicians estimate that
around 7% of their diagnoses are uncertain.'®
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can provide a wide range of clinical experience to
a trainee. Rural practices in New Zealand should
be encouraged by this report to offer teaching
placements at this training level. Exposure to ru-
ral practice at every level of training is important
to encourage doctors to consider rural practice as
a career.
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