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SUMMARY

This thesis defines the time impact of preceptiredital students on rural general
practitioners and explains how and why they conth@ttime to precept. To answer
this question, original research was undertakehiwithe context of the innovative
community-based medical education program, the llBar&ural Community

Curriculum (PRCC), using the parallel consultingdalo Chapters One to Three
detail the context of this study, appraise thetagsevidence in the literature, and
establish the rigour of the study design. In linghwthe constructivist theoretical
perspective presented by the author, a case stetlyoaoplogy was chosen for this

study. The thesis is constructed in two parts.

Results from a prospective cohort study of GPsestdped consulting, with and
without students, are described in Chapters FodifFive. No increase in
consultation time or non-consulting time was fowiten precepting medical
students. GPs’ activities changed, suggesting dldeypted their behaviour when

students were present.

An interpretive study, using a grounded theory apph, was used to explain the
‘how’ and ‘why’ of the research question. Intervielata from GP preceptors,
practice managers and students was used to canastimansferable explanatory
theory as it emerged from the data. These reatdtpresented in Chapters Six and

Seven.

The majority of GPs considered precepting more tioresuming than consulting

alone. This finding was not consistent with theedathped data. GPs consistently



How and why GPs commit time to precepting

experienced time pressure in their roles due tsteor intrusion of competing
priorities. This increased when precepting studdfresquent descision making by
GPs as a response to their drive to remain onwasefound to be a significant

contributing factor to the changes found in coraidh activities.

Although many types of professional enrichment weeatified by GP preceptors as
adding value to precepting, the doctor-studenticeiahip was clearly defined as the

most important motivator for precepting in thisdstu

The case study analysis explains how and why ttéaroed, and documents the
maturation of the doctor-student repationship divee in the year long PRCC
attachments. Through a grounded theory analydiseofiata, four precepting
consultation models emerged: student observeméeedwaler, doctor orchestrator
and doctor advisor. In Chapter Eight, the studynésfthese models in the context of
legitimate peripheral participation of a novice nimof the rural GP community of
practice. The corroborative evidence from theditere suggests that these models
may be applicable to other settings, particulatheo community-based medical

education sites.
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1 INTRODUCTION

The aim of this thesis is to define and explaintthree impact of precepting medical
students on rural general practitioners in a gemeeatice setting, in order to answer
the following question “How do general practitiosgespond to the time impact of

precepting medical students?”

This study presents findings from original reseafghsed on an innovative
undergraduate medical education program: the [RaraRural Community

Curriculum (PRCC).

Before describing how the original research hashesd to answer this question,

the significance of this question is outlined.

1.1 Trends towards rural community-based medical

education

Rural and remote communities internationally hass laccess to medical services
than urban populations in their countrieBhe gap between urban and rural access to
general practice services has widened in the ksidk This trend has been

recognised in developed countries as a rural mediseforce crisis’

One of the main policy developments internationblg been to educate medical

students in rural are§3.The rationale for this is based upon the prentiaé t

10
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exposure to a rural environment as a medical stuta positive influence on the
recruitment of doctors to work in rural ardds’**Recruitment of medical
graduates to rural areas has been on governmentsiraversities’ agenda since the

1990s!*

In Australia, the Rural Clinical Schools (RCS) iaitve was introduced in 2001 by
Hon. Michael Wooldridge, Minister of Health, toestigthen the rural focus in
medical school$® The Department of Health and Ageing funded unitiessto
provide a minimum of 50 per cent of clinical traigiin rural and remote areas to 25
per cent of the domestic medical student cohd@tnce 2000, the annual intake of
medical students has increased from 1200 studentge@ar to over 3000 students in
20092 In 2009 there are 14 rural clinical schools arrdé¢imedical schools in rural

Australial?

Community-based medical education, based primarigeneral practice, has
developed in Australia in the last decade as aorespto three important pressures.
First, following the establishment of rural clinicszhools and new medical schools
based in rural areas, there has been increaseupgdes rural clinical placements
requiring the development of further placementsobeytraditional regional hospital
settings->*’ Second, universities have recognised that mestodents have limited
exposure to the breadth of medical conditions whased in tertiary hospitat&?°
Third, rapid patient turnover in tertiary hospitalss eroded the development of
meaningful student-patient relationships, and redube capacity for students to
have an authentic role in patient care within thesgronment$! Community-based
medical education (CBME) models embed studentsimagpy care settings from

where they can follow patients and doctors intohtbspital?®

11
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The pressures described above have resulted aetredopment of other training
models, including longitudinal integrated clerkshpdels. An international
collaborative known as the Consortium of Longitudilmtegrated Clerkships (CLIC)
has developed a consensus definition for thesa@mgas having the following
features:
» students participate in comprehensive care of ptiever time
« students participate in learning relationshipslite doctors who care
for these patients
» through these continuity experiences, they meeirth@rity of core
clinical competencies for their respective medswdlools across multiple

disciplines simultaneousfy:**

Longitudinal integrated community-based medicalaadion models are now found
in Australia, United Kingdom (UK), United StatesAunerica (USA), Canada and

New Zealand??%2427

Worley, Esterman et &f demonstrated the academic credibility of a rural,
community-based, longitudinal integrated progamslgwing that student
attainment of educational outcomes in the init®CC program at Flinders
University was at least equivalent to attainmentstfdents undertaking the tertiary
teaching hospital rotations. This outcome has loeafirmed in other ambulatory

care and rural prograni$°

Although there has been some development of urbammunity-based integrated
clerkships, the majority of established programAaustralia and internationally to

date are within rural areas as the breadth of ipmof rural generalists has allowed
12
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students to navigate the interface between priroarg and hospital contexts more

easily32

1.2 Implications for Australian rural general pract itioners

In the Australian health care system, GPs work @rilyin private practice

consulting rooms. Patient services are provided fee for services basis. Fees are
subsidised by a Medicare reimbursement to pat@mtisrough a co-payment to
doctors. The Commonwealth government provides madit payments directly to
doctors through the Practice Incentive Payment)(BtReme. This rewards practices
for public health surveillance outcomes, chrongedise management processes and
additional activities such as taking medical stuslem clinical placement. Many

rural GPs are therefore both health professiomadssaall business owners or

private service contractors.

Medical schools with community-based longitudimgégrated programs, such as the
PRCC, have developed partnerships with rural gépeaatitioners (GPs) to provide
students with access to clinical experiences. Busvstudies have demonstrated that
clinical supervisors may be the single most imparfactor in student learning in a
clinical setting®® To ensure the stability of these relationshipis itnportant for
medical schools to understand the implicationgBs in committing to community-
based medical education programs, and support tlueders to develop effective
models of supervision which meet the needs of patioctor and studeft:® This

is particularly important in rural areas where tualactors are already burdened with

excessive workloads, possibly resulting in lesgttmsupervise students than in

13
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urban practice3° Subsequently rural doctors may be less interastprbviding

medical students with clinical opportuniti&s.

In 2004, the demographics of the Australian rueadegal practitioners were reported
to include 27% females; 25% overseas trained deicéord 40% of GPs were over 50
years of agé.In South Australia in 2007 rural doctors had aerage age of 45
years, with 27% being female and an increasingbeurof international medical
graduates (33%) making up the diminishing workfd¥cBespite heavy workloads,
87% of rural GPs in South Australia described hgwiredical student attachments in
their practice on at least one occasion annifis is similar to the rate found in
UK studied® and a significantly higher percentage than foumd $A*° Significant
numbers of non-teachers described having never#sien to take a studefitand

this correlates with the finding that doctors clomea medical school were more

likely to teach®®

No data were available to define whether gendeoagacial background ratios were
different in teachers compared with non-teachersiial or urban Australia, but
studies from USA and UK consistently found GPs witldergraduate teaching
experience were younger and more likely to havweestern” medical school
degree® There is a possible relationship between inténestaching and a GP’s
career stage. It seems doctors are more availaidach early in their careers,
before family and practice demands grow; or latéren these demands have

reduced" This is not however a consistent findiig?

Supervision of students tends to be a shared regplay in Australian rural

practices’ Solo practitioners are under-represented as tesdnawever the size of
14
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the practice does not otherwise affect whetheodiGPs are involved in

teaching®®*?

As described above, medical schools rely on pringarg doctors continuing to
accept medical students in their practices in otaelevelop and sustain community-
based medical education programs. It is essewntidhése institutions to understand
the motivators and inhibitors of their clinicianrfyeers in order to facilitate preceptor
recruitment and retention. More importantly, theame levers may also influence
the student learning experience as the qualithef¢lationship between GP
preceptor and trainee is probably the single nmopbrtant factor for effective

supervisior®>

1.3 Preceptorship

In this thesis the wordreceptingwill be used to describe the role of GPs working
with medical students within the Parallel Rural @oumity Curriculum rather than
more frequently used terms includisgpervising, teaching, educatiegmentoring

for the following reasons. Although the role of @ieceptors includes clinical
supervision, the terrsupervisioronly describes monitoring of students’ professiona
behaviour and clinical activities to ensure patsafety and assess quality. This term
fails to account for the role GPs have in progresstudent learning. GP teacher or
GP educator infer didactic instruction of studeagpposed to facilitating self-
learning and fail to account for the overarchingpansibility for patient clinical

care. GP mentoring involves the development of@atestudent relationship

enabling the student to adopt the values and betis/of a specific professional

15
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rather than simply learn the trade. Although mengtationships develop over time,

prolonged contact between student and doctor ismatigh to ensure mentorship.

Preceptoris a practicing (sic) physician who gives persanstruction,
training and supervision to a medical student amgpphysiciart.

In Christian military orders a preceptor was inrgigawithin a given geographical
area. Musically, preceptor usually refers to a ma@sponsible for making music in
the monastery. In some universities in USA, a grtarerefers to a student volunteer
who takes some leadership within the student bogyrdagress student learning.

The wordpreceptortherefore recognises the dual themes of ensudtign care and
safety and facilitating student learning. Thesesalefine a preceptor as a peer
taking on a role to lead learning, while maintaghquality. This word captures the
essence of a relationship with less power diffeadbetween doctor and student than

is often represented in the traditional hospitatiei®f clinical training.

1.4 The Parallel Rural Community Curriculum

It was against the background outlined above timPtarallel Rural Community
Curriculum (PRCC) was developed, in the Riverlarsdri¢t of South Australia in
1997, as the first community-based longitudinaégnated clerkship program in
Australia®® It was extended to the Greater Green Triangl®iritseastern South
Australia and western Victoria in 2062.In this full year program, medical students
spend their penultimate academic year of a four gesduate-entry medical course
based in rural general practice and small rurapit@s. The rural general practice

setting is used to teach the basic foundationseafione in all clinical disciplines

! Medical.merriam-webster.com
16
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and is consolidated by students following patiemis doctors through the hospital
systent®

GPs who take a PRCC student into their practicesmuibto integrating the student
within the practice including: providing a primaBP preceptor; a student study area
within the practice; a weekly tutorial and two coltig sessions per week where a

student has access to his/her own consulting room.

1.5 The parallel consulting model

In all practices involved in this study, both thedent and the GP had their own
consulting rooms. This enabled a booking systebetonplemented where

individual students consulted in parallel to tH@l preceptors (Table 1.1).

Table 1.1 GP booking system for student precepting sessions using the
parallel consulting model

Appointment time GP consulting room Student Consulting room
9am Patient 1 . Patient 2
Parallel consultation
9.15 am GP joins student and Patient 2
' Precepting consultation
9.30am Patient 3 Patient 4

In this model two patients are booked at the &pgtointment time, rather than one at
the first and one at the second appointment tirhe.GP sees a patient alone in
parallel with the student who consults with a secpatient in his/her own consulting
room. When the GP finishes his/her initial congidtahe/she then joins the student

and second patient to conclude the precepting ttaitisun.

17
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In this study all doctors in the study ensured stisl actively participated in clinical
practice by using the parallel consulting model.d8Rsultations were therefore
categorized into three groups depending on thewmeweent of a medical student:
* ‘solo’ consultations - when a students was notgues the session
» ‘precepting’ consultations - when a student sawptduent prior to the
doctor’s involvement in the consultation
» ‘parallel’ consultations - when the doctor saw #eyd on his/her own during
a teaching session while a student was seeing @madlient in a separate

room.

1.6 Summary

Governments internationally have mobilised resasitoedevelop rural training
opportunities for medical students as a responsigetoural medical workforce crisis.
Flinders University has led the development of CBptEgrams in Australia through
the Parallel Rural Community Curriculum. This pragr has demonstrated that the
rural primary care context can provide students wuivalent academic results to
their tertiary peers. Students have authentic rialgstient care across a broad range

of medical conditions under the preceptorship cdlrGPs.

The significance of the question, “How do GPs respto the time impact of
precepting medical students?” is demonstrated ¢firdlie need to recruit and retain
effective GP preceptors for sustainable CBME. Thise study specifically seeks to

answer this question within the context of the BalrRural Community Curriculum,

18
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using the parallel consulting model.

19
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2 LITERATURE REVIEW

2.1 Introduction

In this chapter the evidence regarding the timeaichpf precepting by rural general
practitioners (GPs) and how this relates to otBeognised impacts of precepting
medical students is introduced. It then descrilueg previous researchers have
organised these themes and examines the deficgeincilbe theoretical perspectives
used to date. This provides the background fondejithe author’s conceptual

framework that informed the study design.

A review of the literature related to time impaotgrecepting medical students on
rural GPs was conducted. The search was extendedltle all clinicians working
in ambulatory settings because of the limitedditere pertaining to rural general

practitioners specifically.

The Medline, Ovid and ERIC e-databases were seadrfoneriginal empirical and

descriptive articles. Search terms included:

» medical student or undergraduate or graduate entmyedical teaching AND

» doctor or practitioner or clinician or physiciangreceptor or mentor or
supervisor AND

» general practice or family practice or family medéor primary care or

ambulatory setting or community setting.

The search was further broadened to include adllestfitting the above criteria
found either in the reference list of previouslyiesved articles, or through related

articles.
20



How and why GPs commit time to precepting

This literature review focused on general pracigis (GPs); however data from
paediatricians and general physicians are als@pted. The term “family
physician” is used interchangeably with “generalgbitioner” in the context of
studies from Canada or USA. Studies from the UKthegerm “general

practitioner” similar to the Australian context.

As the nature of general practice has changedtower only articles from 1984 to
May 2004 were considered initially. This review waslished in 200%°. A
subsequent review of the literature between 20042808 was performed and

articles from both searches were included in thesis.

Any articles involving the impact of medical stuteeon doctors, which did not
involve supervision in a clinical setting, were kexted. Articles voicing individual
opinions of impacts on GPs, even if considered éetXpwere excluded. This
resulted in the exclusion of program descriptioher authors’ references to
impacts on GPs were not clearly based on empiiiredihgs using quantitative or

gualitative research methods.

In total, 44 articles studying preceptors in Ausird JK and USA were included in
the final review, nine of which studied solely rudactors (Appendix 1), twelve
studied a mix of both urban and rural preceptorgp@ndix 2), and the remaining 23
were solely urban studies (appendix 3). Of thelad found, four were literature
reviews>>***&nd 40 were original research articles or repoFigenty three of
these articles related to GP preceptors solely2@nelated to preceptors involved in

a specified type of student attachment or speugitidical school program.
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Literature review findings take account of the authassessment of internal,
external and construct validity, and the transfditgtof study findings to the
Australian rural general practice context. Thesessments are included in
Appendices 1 to 3 and are discussed, where releivethie presentation of findings

below.

2.2 Evidence of time

When compared with urban GPs, rural GPs in Austrabrk longer hours and see
more patients per weék They describe their workloads as being exceptignal
heavy. Insufficient time in the clinic setting Haeen shown to place significant
demands on Australian general practitioners, whiokctly affects occupational
satisfactiorf”® GPs consistently report the single most signifigarssure when

supervising medical students is time managerfiefit®>*

2.2.1 Length of day

On reviewing the literature relating to changekemgth of day when precepting

(Table 2.1) there was only one solely rural sttrdy.
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Table 2.1 Difference in doctor’s office hours when precepting a medical
student in primary care settings

Author / Practice Country Student Attachment Methods Change in
Reference Type*  of study level length time spent
Rural Studies
Doyle & . .
Patricoski 1997 GP  USA  Year3of4 physician  73min/day
55 recorded longer
Mixed rural / urban studies
Strasser 120min/day
ot al®2 1999 Key GP Australia  all levels - survey / SSI longer (20%
no increase)
0,
Lewy 1997 GP USA Years&4 5 eeks survey  o7%spent
et al of 4 more time
Bell & 27min/day
Frey 5 1998 GP USA - - survey longer (40%
y no increase)
. 60min/day
Baldoret ,n01 mpiGP  USA  alllevels . Lkertscale oo (28%
al survey :
no increase)
. 46min/day
Vinson & Year 3&4
Padef’ 1994 M USA of 4 years 4 weeks survey Iongeri (SbD
32min)
Urban Studies
Calculated
Rlceg 1997 GP USA Year 3 of 4 17 daysin 4 d|rect_ 74m|n/d'ay of
et af weeks observation teaching
activities
52min/day
Vinson Year 4 direct longer (95%
etap? 1996 GP USA of 4 aweeks  icervation  Cl 16—
88min)
. - . consultations
Usatine  19g7 efficient  ysa  vear3of4 . direct 4 1 minute
et af GP observation
longer
. 4-20 44min/day
Lgrrzeféi’l 1986 M/P/GP USA Yeagrzl,zs session/ mth sll?rg\]/i/s longer (SD
1.5 - 9mths y 16.4min)
strongly
2 . Yr1,2,30f 3years, 1-4 disagreed
Foley 1996 mix USA 4 years session/mth ~ SUTVEYS took too
much time
daily _did not
McKeae 1998 mix USA Year 3 of 4 6 week session increase
et af , length of
evaluations .
session
32min/session
Denton & physician  longer (95%
Durning* 2003 M USA  Year3of4 i recorded Cl17 -
48min)
*GP indicates general practice or family medicikkindicates general/internal medicine; P indicat
paediatrics.

Source: Literaturereview 2008
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Questionnaire results from mixed urban / rural iesidiescribed an average increase
in doctors’ hours while precepting medical studerftsetween 27 to 120 minutes
per day******>"However, in these studies there were large variatin the reported
extra time required to precept a student, with 208% of doctors in the studies
reporting no increase in time.

S"'>9,61,64
H

In solely urban studies, results from direct obagons studie physician

§%4and focus group¥ demonstrated the difference in doctors’ hours

recorded log
averaged 30 to 64 minutes per day when preceptedjaal students. This is
somewhat shorter than reported in the rural stQaye observation study recognised
that not all the 74 minutes per day engaged irhiegactivities contributed to
additional office hours’® Estimated extra time included 34 minutes givingimi
lectures or testing the student’s knowledge anthitfiites listening to students

present patients. It is likely that these actigitiiplicated in part the usual consulting

activities of history taking and patient management

The majority of the urban studies described wesemfthe USA, so the differences

between the rural and urban studies may result ttifi@rences in context of primary

care practice between Australia and USA. The resuoity also be variable as a

consequence of fee-for-service practitioners ptotggroductivity in favour of
,53,58,65,

increased work hours; and solo practitioners being more likely to repodra

time*?

There is a clear difference in the estimates okviione shown in survey studies

where mean time increase was estimated retrosplcts 46 to 120

minutes?>°**%%’self reporting studies where mean time increase3gao 73
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minutes>>%1%35%3nd observed studies where mean time increasé tees2

minutes>"®® This suggests the results of studies were affduyeatie study method.
This is consistent with Nelson’s 1975 finding thinicians are unable to accurately

recollect their own activitie¥’

Difficulties in comparing study results also arésea direct result of differences in
the definition of a clinician’s working day. Foraxple, one study defined the end of
the day as “the exact time of whatever activityezhthe clinic’®* while another

study included any additional work done overnigiloiwing the conclusion of the

clinic.>® The majority of studies failed to describe how eginning and end of the

work day were defined.

Another study suggested clinicians did not lengttieir days as a response to
precepting studenfs.In this study based in community health centresigding

health care for low income patients, ten family gibjans did not report increases in
length of sessions. The small response rate (26%htdaily survey suggests this
group may not have been representative of the GBP®iorganisation. McKee’s
study also described the average patient prodtictivithis setting was 2.8 patients
per hour, well below the private family physiciareeage of 3.3 reported in Vinson’s
1996 study’ Obviously, doctors may alter patient productivityorder to avoid
increasing their work hours, and this possibiligsixconsidered when reviewing the

literature relating to time.

2.2.2 Productivity

Adams and Elsenberg showed in their literatureesg\that the concept of clinician
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time is intertwined with clinician productivity® ‘Productivity’ includes the concepts
of ‘number of patients seen’, and ‘doctors’ bill&hgn a fee for service setting such
as Australian general practice. The term ‘billingstised in the literature to describe
doctors’ income derived from the collective feeargfed to patients. About half rural
preceptors (51.6% of 176 GPs) believed studenttatiants had a negative effect on
their billings®, and 40% agreed that precepting students incrgasetice costs.
Some physicians in rural private practice found tust prohibitive and were
significantly less likely to agree to preceptingtadent>® This was more likely

where practices were also responsible for studsmrtramodation and learning

resource costs.

In the USA, family physicians who taught studeritsribt vary from non-teachers in
terms of volume of patients seen or the ratio bglised patients to full fee paying
patients; however their patient demographics didexs family physicians who
taught medical students saw more patients for tixteand gynaecological
examinations than non-teachers. This differenceim@ependent of physician
gender®® There is no evidence as to whether this cormeiagiists in rural

Australia.

Studies measuring patient numbers and billing a@svgere evaluated against their
findings related to length of day (Table 2.2). MAsistralian GPs described a
reduction of 6-10 patients per day or 1-2 patigetshour when preceptifg This
differed considerably from the only USA rural studigere primary care clinicians
from paediatrics, general medicine and family pcacteported no significant change
in patient number$® Mixed and urban studies, all from the USA, prodlagange

of zero to five patients fewer patients per &ay?>%61636971
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medical student in primary care settings

charges when precepting a

Changes in Chanae in

Author / v Practice Change in time patients hang
ear « _ Methods billed

Reference Type spent seen per

d charges

ay

Rural studies
Doyle & 1997 GP physician  73min/day 2.2 fewer -
Patricoski® recorded longer per day
Barritt 1997 GP surveys - - 52% reported
et af® decrease
Fields 1994 M/P/GP  surveys - not sig not sig
et af®
Mixed studies
Strasser 1999 GP surveys / 120min/day 6-10 -
et af? Ssl longer fewer per

day
Levy 1997 GP surveys 87% spent mor&1% saw 25% lost
et af® time fewer practice

patients income
Baldor 2001 M/P/GP Likert scale  60min/day 73% agreed
et af® longer decrease
Vinson & 1994 M surveys 46min/day not sig
Paden’ longer
Urban studies
Ricer 1997 GP direct Calculated not sig
et af® observation 74min/day extra

activities
Vinson 1996 Private direct 52min/day 0.3 fewer -
et af® GP observation longer per hour
Kirz & 1986 M/PIGP logs/ 44min/day 2.2 fewer -
Larsefi* surveys longer per day
McKee 1998 mix daily session no increase no -
et af® evaluations decrease
Gargetd? 1991 M/P/GP records/ - - 30 - 40%
estimates lower

Kearl & 1993 GP billing - not sig not sig
Mainous® records
Grayson 1998  M/P/GP surveys - 62% -
etal’ reported

decrease
Grayetal® 2001 GP Practice - patient list Lower patient

records smaller related income

Shesser 1985 E estimated by - not sig -
et af® Dept

*GP indicates general practice or family medici@®] indicates general medicine; P indicates

paediatrics

Source: Literaturereview 2008
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Few studies have focussed on doctors’ billinghienambulatory care setting. No
guantitative studies from Australia were foundhaitgh 52% of rural doctors
reported a decrease in billings when preceptingdesit. Three studies found the
change in billed charges were not significriit "°Only one study? reported a
dramatic reduction in billings, while another foupatient related billing was lower
and this was not fully compensated for by teaciiagments’® This study is not
helpful when considering the impact of studentsuwral GPs, as it compared the
annual earnings of faculty staff in three US comityulnealth centres employed to

work in teaching clinics for 29 hours per week.

Combining the studies on patient numbers and bdletges results in an overall
picture of practitioner productivity. Five studiesind doctors experienced longer
days, in addition to reducing their productivityhen precepting medical
studentd?°°°0°°¢¥This may indicate that reduction in number of gt seen is due
to students disrupting patient flow, rather thama®nscious attempt to contain
office hours™ There are studies which demonstrate evidenceodégting
productivity in favour of increased work houfs’*®%No judgement can be made
of the remaining studies listed in Table 2.3. THas#ings suggest that the
relationship between work hours and productivigy mot as simplistic as a direct

trade-off, and that other variables need to bentahk account.

When assessing the impact of students on precépinesand productivity, many
authors have failed to make explicit the involveingfithe preceptor in the medical
student program, making comparisons between stadffesult. Strasser, however,
described that averages of reported “reduced pgatssen” and “increased hours

worked” were highly sensitive to the duration tfgement$? Vinson confirmed
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that students in Year 3 of 4 were perceived to takee time and impact on
productivity more than Year 4 studefif$zerenchick, Chamberlain et al proposed
that precepting time was related to the level efldarner and whether they were
engaged in block or integrated attachméhtsdams recognised that a small group
of doctors increased their billings when preceptsigdents, and proposed that this
occurred in established teaching practices, infgrprecepting efficiency develops
over time?® All these propositions suggest that time and peadity may be related
to differences in the way clinicians manage thesattation process when a student

is present.

2.2.3 Consultation time and activities

Four studies measured changes in the length @rgatonsultations rather than the
length of general practitioners’ days (Table 2@)ly Worley and Kitto’s study
showed a statistically significant difference beaweeported consultation length
with and without a student, where reported mearsaiation length reduced from
14 minutes 24 seconds to 9 minutes 30 second$(01)’ External validity of the
study was questionable, as only 91 of the total€#3Breported consultations
involved students. There is a risk to populatioldty, as this sample of 91
consultations may possess unique qualities whiemat representative of the
diversity of precepting consultations. Importantdgnstruct validity of this study is
debatable, as the reported reduction in consuttdgiogth found from GP logs was

not confirmed by the observation arm of the study.
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Table 2.3 Study findings regarding consultation tim es

Author / Practice  Country Studen Attach Changelln
Year N -ment  Methods consultation
Reference Type of study tlevel
length length
Rural studies
logs / Precepting
Worley & Australi  Yr 3 of direct consultations
Kitto"* 2001 GP a 4 years Lyear  ghserv- 4 minutes
ation shorter
Mixed rural / urban studies
direct .
6 Ambulator ) ) no sig
Frank et & 1997 y care USA observ- e oS
ation
Urban studies
. direct .
. 50 Family Year 3 i no sig
Usatiné 197 hedicine USA of 4 observ- difference
ation
. direct :
Usatine 2000 Fa”ﬁ'!y USA Year3 - observ- Nosig
medicine of 4 . difference
ation
Source: Literature Review 2008

The study by Frank and the two papers by Usatisiagiuhe same data set did not
show a significant difference in consultation timésen precepting a student (Table
2.4). The power of the studies by Usatine were patir only four exemplary
preceptors observed for less than 50 consultatbfisErank’s studSf may not be
helpful in the Australian context, as it was ugprlctice in this USA academic
clinical setting for paperwork to be completed avrayn the patient. This time was

therefore not included in the assessment of coaisudt time.

Frank’s time and motion stutfy measuring changes in consulting activities showed
that when a student was present, the individualad@pent: a greater percentage of
time structuring patient interviews; less time astdry-taking; the same percentage

of time examining patients; less time informingigats about the assessment; and no
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difference in the percentage of time planning amdrging treatment. Findings in

Worley and Kitto’s stud$ did not concur, with increased time spent orokst

taking and no difference found in time spent disoug with patients and family.

There was also an addition of one minute of tearhime per consultation and a

possible reduction in paperwork activities. No gigant differences were found in

Usatine’s studies, despite the four exemplary pecesubjects reporting increased

productivity when working with student$’® Further studies are required to

understand how GPs’ consulting is affected by g medical students in the

Australian rural setting.

Table 2.4 Clinicians’ consultation activities with

and without students

Study Frank 1997 | Usatine 199% | Usatine 2006 | Worley & Kitto 2001*
Student present fves ifno yes yes no tyes no %
No. of timed consultations 83 369 33 14 30 14 28 37
Total preceptor time 10.3t 9.9t| 11.7 106 16.2 153 9.5 14.41
Difference in clinician _ S -
consultation time p=<0.6 no sig diff no sig diff p<0.001
Review of case notes .
prior to seeing patient n/r n/r 0.4 0.2 0.69 0.49
history taking 472 5.25* None| 2.2 None 1.77 1.61%
planning treatment 320 324
physical examination 224 208 7.9 8.8 8.9
health education 1.76 191
- *
pt feedpack_ post_exam 125 15 1.6 1.9 303 3.03
structuring interview 1.05 0.79*
family information 0.80 0.83
Chatting 0.64 0.76
answering questions 0.53 0.67*
Procedures 0.56 0.32
student presentation 2.2
Teaching 1.8 1.6 None <0.95 None*
consult research time 0.9 0.3
charting / paperwork n/r n/r n/r n/r 0.7 4 1.06 0.97*

Fmins/per consult calculated by multiplying % bgdéh of consultation

T total may be less than sum of activities as bielasy not mutually exclusive
*statistically significant differences calculatedrn activities as % of total consultation time

n/r not relevant

Source: Literature Review 2008
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Clinicians could alter both their patient-centresulting activities, and their
student-centred teaching activities in responsbddime pressure they experienced.
When choosing patients for students to attendic@ins reported considering three
competing pressures: time and efficiency, educatigalue and the doctor-patient
relationship’® Clinicians reported less confidence in their téaglskills than their
consulting skills, and this may have resultedtiients being more likely to observe
passively when working with time pressured preceystb Interestingly, McKee,
Steiner- Grossman et’afound that productivity and overtime were not tethto the
students’ assessment of quality of learning. Thregyeed quality of the student
learning experience has, however, rarely been dereil as a significant variable in

studies of the time / productivity impact on GPagaetors.

2.2.4 Time and Stress

The most significant stressor on GPs when superyisiedical students is feeling
they have insufficient tim&**49>* This is concerning as insufficient time in the
clinical setting has already been shown to direatfgct GP occupational
satisfactiorf”® These findings are consistent with the organisatipsychology
literature which recognises that job performanagjab satisfaction are linked to
each other and moderately correlated to job stpessicularly role stres¥:’®Role
stress is affected by both the experience of camgpetlemands within the workplace
(role conflict) and the extent to which an indivadis unclear of their responsibilities
(role ambiguity)’®

Despite the time pressures described, 87% of ganaéral practitioners in South

Australia reported precepting a student in 189Bhe majority of doctors disagreed
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that precepting took too much tirffeThis indicates that the rewards of teaching
must be considered as well as the time impact wbesidering why GPs choose to

precept.

2.3 The broader impacts of precepting

The proportion of doctors who reported increasgdyement when precepting has
always been higf’® In studies that asked doctors to think of impé&mtshemselves
there was a recurring theme that enjoyment incceasdele supervising medical
student$®°%® This finding was supported by Chambers and Cattiplséudy

which found that there was a higher prevalencespf@ssion and anxiety in GPs
working in non-training practicé8.A sense of the enjoyment student precepting can

create is expressed by Anandarajah in the quotavbel

For me, giving compassion, understanding, timepaignce to patients is a
way of giving spiritual care...I find | need inspii@ and motivation to
make the effort...One of the places I find this inafion is working with
medical students and residents. They inspire mte théir idealism,
compassion and enthusiasm; | give them the beofefity life experience.
It's a pretty good deal. | think I'll continue tadhis for a long timé&® (Page
20)

2.3.1 Personal

In the general literature, GPs have described ene@se in the enjoyment of
practising medicine when precepting, with a seriseapeased value in their

work 39:41:51-93.56.57.61.6271, 7984 8p 5 described the enjoyment they gain from pasiti
student responses as the most explicit factortor tecruitment and
retention>®44°1.608487.8%+,dent responses that had a positive impactamiteg

included motivation, enthusiasm and positive feedB&% GPs enjoyed seeing skill
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development, and team and patient support of stafféSources of enjoyment were

less explicitly defined in the rural literature cpaned with urban-based studigs.

Nearly half of all primary care physicians (in ady from the USA®) found
precepting a student in their own practice incrddbeir stress. However, rural GPs
were less likely to think that precepting studentseased their overall stress level
when compared with their urban colleagéfeRutter and Herzberg concluded from
their literature review, that some components atiéng may mitigate stress as
involvement in medical education was inverselytelao depression and anxiety
scores’® They proposed that this was related to the jokckement, peer recognition

and professional status created by clinical teachin

Doctors were negatively affected by problematierattions with students,
programs or program personiieAlthough GP preceptors rarely had problematic
students, the impact on these occasions was signifiReported problems included:
practical difficulties, negative feedback, confligt cultures and poor student fit with
tutor or team expectatiofiSA difficult or uninterested student could bringpaib
self-doubt and team disappointment. It was repdtiatifemales and novice GP
tutors may well be more affected by student reastend therefore may be more
vulnerable®® Interestingly, no studies have described GPs fieygpstress associated

with feeling more accountable because of studentisy and guestioning.

GPs commencing precepting initially described amyxiegarding their teaching

capacity’* Despite this, many GPs were motivated to teachumsthey perceived

opportunities to increase their own learning angetipment?°6:61.62.71.8486.% e

actively involved in medical student supervisidre tajority of preceptors
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described themselves as staying more current wéittical literaturé?*""*and

found developing their teaching skills an importeward® Preceptors described
feeling confident when precepting studefitand the confidence generated among
rural preceptors by teaching improved their m&faed self esteer?:*? This

resulted in a positive feedback loop where thesg G&n increased their support for
the rural teaching programnfi€This cycle of satisfaction for community based
teaching was recognised by Howe, who describedathattivated confident teacher
with a good team and a responsive student enhgmoéessional self image, and

increased the likelihood of a longer term committrterthe provision of teachiry.

2.3.2 Growth in others / replication of self

Many preceptors described feeling satisfactiorbiing an important part of the
training of the next generatiA®® and being seen by the students as a role nfddel.
Clinicians felt satisfaction related to paying baick professiofi'®#2°

International studies have suggested that thisvaitidn may be even more prevalent
amongst general practitioners when compared witkiafists, with 58% being
motivated to precept because it would attract nagditidents to their disciplirfé2°
When it came to attracting medical students ta tb@nmunities this was a

motivating factor for only 18% of GPS.

The reasons given by 13% of Australian rural gdrnactitioners for teaching
included an aim to promote rural practfé&® A few ambulatory care physicians in
USA indicated that precepting could help them riéduture partners to their
practices,’ and help recruiting new practitioners to the comityuwas valued

highest after direct financial and material suppdrt
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2.3.3 Patient care

GPs almost universally stated that patients renddineir primary responsibility, but
medical students’ needs were viewed as compatitttetiis responsibility” Studies
concluded that a majority of preceptors felt preéicgpimproved the quality of their
practice®®®184#They believed that having students did not makiepis feel
uncomfortable or interfere with the doctor — patiestationship:®®* Preceptors
frequently described that they had gained newuliggformation from students:*3
Many preceptors reported that they received pasfeedback from patients about
their interaction with student$>! Typical positive responses implied that patients
received more personal attention from the stud&ttslents spent more time with

patients and asked more questions of thm.

Importantly, a small but significant group of GRa&llconcerns that teaching might
have an adverse effect on their patient ¢aré®"*This was of particular concern to
part-time GPs (often women) who felt students mésrfere with their relationship
with patients and they would have little time leftsee patients alorié Some
preceptors selected patients for students to sssrlban part, on the anticipated effect
on the doctor-patient relationshipThese findings indicate that poor patient

satisfaction is a small but significant risk whiG? preceptors work to avoid.

2.3.4 Professional Relationships

Key preceptors have described increased interaatithmedical schools and
increased identification with peers who also saewntselves as teachéfs***This
reduced professional isolation of GPs and resuftéacreased professional pride in

relation to their roles as a precepttrSome GPs reported an increase in patients’
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perceptions of their statdSA small group of GPs described increased recagniti
the community as an appropriate reward for teackindent$® Many preceptors
describe wanting to train the next generation andden by the students as role
models. They described a desire to pay back tHegsion®? No data were available

regarding rural GPs specifically.

2.3.5 Practice business and infrastructure

Having space to accommodate students was a s@mtfissue for many rural
practices particularly as they were already rejitebe overcrowdetf:>?In an
Australian study 55% of practices had a room ats&gl$or students to consult on an
ongoing basis and 26% on an intermittent b¥siere was also concern regarding
lack of access to study facilities, important regdnaterial, and internet access for

student learnin§’ Organisational and administrative support wasegloy GPS?

2.3.6 Recognition and remuneration

In an Australian study, the majority of rural GR@eptors agreed that there should
be financial remuneration for precepting medicatients in their private practic&s.
Significant numbers of GPs who have been paid hayeed that they received
inadequate remuneratidhin the past, preceptors have stated that lackrufd
would not change their commitment to teacHihglowever, more recently
increasing pressures from clinical responsibilitiese began to change tif<ther
authors have found that “dollars alone were ngpfié!®* and recognition by the
University of the work that rural GPs were doinglendifficult circumstances was

just as important®
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2.3.7 Summary of impacts

The broad range of variables described above suisesahe impact of medical
students on general practitioner and other clinigiseceptors. Many of these studies
have attempted to order a somewhat eclectic callecf impacts by weighting their
relative frequency or attributing relative importan This creates a ‘shopping list’
impression of the effects of precepting which ibelpful in understanding how

these variables relate to time and why cliniciam®mit to or continue precepting.

Further analysis of the literature was performedrirattempt to uncover current

theoretical models used to understand the impagtexfepting on clinicians.

2.4 Conceptual framework

Frameworks are not blinders or strait-jackets; thieerge from experience,
they are revised and corrected through researdy,edocussed to serve the
needs of the study.(Page 106)

When considering studies regarding the impactgexdgpting on clinicians,
organisational theories provide an analytical bewigvaluating the assumptions
made by researchers. Many studies divided impatdgositive and negative
mutually exclusive subsets, inferring that gaing eewards are weighed against
costs and challenges when GPs choose to precegste Btudies fail to recognise that

the same impact can be interpreted quite diffeyesytiGP preceptors®338:56.86.83

The conceptual framework for this study was inficed by Maslow'Shierarchy of
needs (Figure 2.1). In this model, basic needs asdafety and physiological needs

were differentiated from other needs, as stressesh$ deficiencies occurred in
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these elements. Negative impacts such as timeypeeand patient safety are perhaps
more appropriately seen as equivalent to basicseetthis model. On the other
hand, positive impacts such as seeing students ¢@ald correspond to higher order

needs described in Maslow’s model. These creatsbpte with their fulfilment.

In the hierarchy of needs Maslow (1954) assumeddeel to meet the lower order
needs before an individual was empowered to megbehiorder needs. This
theoretical concept influenced the author to carsichether there were basic needs
or more urgent drivers affecting the motivationG#®s to precept. Certainly the
literature seemed to identify some impacts sudinges pressure more frequently, or

more fervently, suggesting these may be more basic.

morality,
creativity,
spontaneity,
problem solving,
lack of prejudice,
acceptance of facts

self-esteem,
confidence, achievement,
respect of others, respect by others
/ friendship, family, sexual intimacy \
ging

security of body, of employment, of resources,
Safety of morality, of the family, of health, of property

Physiological mood, water, sex, sleep, home

Sour ce: Maslow

Self-actualization

Figure 2.1 Maslow’s hierarchy of needs
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In reviewing the more recent literature, many peasanotivation theories have been
conceptualiset*® with little variable concordance, perhaps indicgtihe different
philosophical perspective of researchers rather tlifference among groups of

people® It therefore seems reasonable to ask GPs howrtbeits could be met.

Howe further divided the GP perception of the inmpaxf precepting into preceptor,
practice and student factdfsOther researchers have categorised subjectivecispa
into firstly, affective / emotional / intrinsic; sendly, cognitive / intellectual /

secondary; and finally, tangibfé*

521007 |though these thematic categories are
somewhat helpful, the authors again assumed timitiahs can be encouraged to
increase the quantity and quality of preceptingnioyeasing rewards or reducing
hardships. This perspective is consistent with @isgdional Development Theory

(Table 2.5) that assumes overlap between individodlorganisational goals will

trigger individuals to change behaviour, for exampb commence precepting.
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Table 2.5 Organisational change theories: differenc  es and similarities across
six dimensions

Systems g;?;géﬁtég?a] Complexity Social Worlds
Goals People Evolution Conflict
Metaphor of General practices can have General practices are emergent and
organisation organisational inertia. Change is self organising, and change is
infrequent, discontinuous and intentional constant; evolving and cumulative
Analytical Change takes place at the level of g Change takes place where the
framework single organisation organisation interacts with another
organisation or with its environment
Trigger for Clear goals, Overlap between Desire to try Difference in
change measurement individual and multiple opinion
and feedback organisational approaches and
loops goals let direction
arise gradually
over time
Change Change as goal Changing Change is Change as
process achievement behaviour firstly Confucian: conflict
involves already followed by
breaking down underway, synthesis into
attitudes without end new order
Role of To establish a To encourage To interpret To take a
leader measurement participation emerging strategic view of
and feedback change with multiple
process team agendas
Resistance tg Due to data When individual As one stage in As a natural part
change poverty and lack and the sense of a conflict
of clear goals organisational making process process
goals differ
Sour ce: Rhydder ch, Elwyn et al. 2003™™

From the perspective of Organisational Developniéwtory, change can therefore
be affected by Lewin’s three step model similafréezing and refreezing an
iceblock?®* This involves: breaking down attitudes and behargipa transition time
where practitioners adopt new ways of doing thirggl then establishment of new
routines'? This theory emphasises the role of people as m@riekorganisational
change. Although the majority of studies lookinghes impact of precepting on
clinicians have failed to define a theoretical perdive, they have implicitly adopted
an organisational development perspective, asmassuseful for academic leaders

intent on expanding medical student attachmengsimary care. The weaknesses in
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this approach include a simplistic view of gengnalctice, isolated from the external

pressures of the context, and an assumption teaabdn of a single variable can

create predictable change.

L

Teaching ---

B e i it el ke Tl

r
L

L

Job Characteristics

(i) Practice size, type ,management style

(i) Patient characteristics

(iii) Work features: resources,
_ pace, hours, involvement in decision-
r-%»

making, paperwork
- pliv) Relationships w/ patients,
colleagues, staff

- ®(v)Autonomy: clinical, administrative
(vi) Income, benefits, status
B ’(vii) Intellectual stimulation
- plviii) Opportunities for professional
growth
(ix) Alternative employment
Personal and Family Characteristics
x) Age, gender, ethnicity,
marital status, children
(xi) Specialty, training,
_ experience
(xii) Job preferences, needs
- {xiii) Personal needs
- »(xiv) Career goals
(xv) Family’s needs,

Community Characteristics

(xvi) Size, ethnicity, income

(xvii) Professional resources;
> hospitals, technology, specialists,
competitors, academic centre
proximity and contact

(xviil)  Other resources: recreation,

schools, cultural opportunities,
churches, environment

(xix) Vitality: cultural, economic
(xx) Proximity to extended family

and friends

Source: Gerrity, Pathman et al. 19972
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Career
satisfaction,
Burnout

Personal Life
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Family’s
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Retention in Job,
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- Quality of

Patient Car
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Figure 2.2 A conceptual framework of the impact of

job and career satisfaction

teaching on physician’s

Gerrity, Pathman et lprogressed their thinking on how teaching affeeted

conceptual model of career satisfaction (Figurg. Z.Ris study worked from a

perspective that factors affecting general practérs and their environments are
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infinite, interconnected and constantly changimgthis study general practice is seen

as an open complex adaptive system consistentowitiplexity theory (Table 2.5).

Given a significant degree of complexity in a partar environment (or
'dynamical system'), new properties and behaviaungh are not
necessarily contained in the essence of the coastielements or able to be
predicted from a knowledge of initial conditions|lvwmerge. The focus
thus shifts from a concern with decontextualised amversalised essence
to contextualised and contingent complex whofégPage 35).

This study was unique in the literature reviewedhlighting that studies on the
impact of precepting students on general practtismave mostly failed to recognise
the interconnected nature of factors. To date tisen® model which clearly explains
how and why general practitioners commit time tecgpting over competing

activities in this dynamic environment.

The intention of this study is therefore to undamstthe lived experience of
precepting by GPs in the GGT PRCC program. Thewadtary conceptual
framework, developed from the literature, recogmihe influences on GPs work
were infinite, interconnected and constantly chagdFigure 2.3). Importantly, it
makes explicit the researcher’s ideas of the compisnof the phenomenon of
medical student precepting by GPs which are notuvelerstood. The commitment
to a preliminary conceptual framework is suppotigdiles and Huberman, as it
makes explicit the preconceptions of the researahdrinformed the development of

the methods as discussed in Chapter THPée .

The rudimentary conceptual framework (Figure pr®poses that precepting
increased time somewhat as a consequence of resgdodnotivators. However,
time increase was limited by activity changes whighre driven by the preceptors’

drives to fulfil ‘basic needs’ within the contextrral general practice.
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Why? How?

Personal and famil
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i Commit time Time

Motivators increased
> Recognitior_\
Remuneration q

i Pfecepting—ﬁ Defer activitie N

Anticipate Change
High order needs: - 5[
Medical interest enjoymen

o in
7y \ﬁ Delegate activitie ﬁ .
Personal learning behaviour
Growth in other ) ) —
7'y Risk| Anxiety New activitie:

A
- Basic need:
General Practice Patient safety

context GP time )
Infrastructure Student learnin

v

Figure 2.3 Preliminary conceptual framework regardi ng how and why GPs
commit time to precepting

2.5 Summary

Many studies have looked at defining the time inhgdi@recepting students;
however few studies have: objective, reliable amltbwdata regarding consultation
time or physician productivity; clearly defined déunt precepting methods; taken
into account the rural practice context; or prodidetheoretical framework to

account for how or why GPs commit time to precaptin

Some previous studies suggested that supervisidgsts may increase the length of
GPs’ working days by up to two hours. At a timevafdical workforce shortage,
this increased time commitment may be unsustaindblere have been studies

which demonstrated that precepting a medical stutiees not increase GP
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consultation time, however, these studies haveaomunted for non-consulting time
in a GP’s working day. There has been little rese#o clearly define the skills and
activities required to ensure time efficient anietive precepting. These issues
represent serious gaps in the knowledge requirethéorecruitment and retention of

motivated rural GP preceptors.

The conceptual frameworks implicit in the majoatystudies have a simplistic view
of general practice isolated from the external suess of the context, and assume
that alteration of a single variable can creat@iptable change. This does not
account for general practice as an open compleptagasystem. There is
inadequate theoretically driven evidence to addiessgjuestion “How do general
practitioners respond to the time impact of preogptnedical students?” within the
context of Australian rural general practice. A&lpninary conceptual framework,

based on the evidence from the literature, inforthedesearch design for this study.
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3 RESEARCH DESIGN

3.1 Introduction

In this chapter an historical account of the domirepistemology in medicine and
medical education is presented. The theoreticaipsetive used to inform the
methodology is discussed before introducing theigded theory approach and
describing how this is used in a mixed method sasdy to determine how and why
rural GPs commit the time to precept medical sttgléfhe quantitative methods
used to measure consultation time and activityaugs are then described and the
rigour of these methods examined. Finally, qualitatnethods used to answer the
process questions are presented and their rigeausked. This information
demonstrates that the methods used in the studyesaazalid and reliable answer to

the research question.

3.2 Theoretical perspectives

The theory and practice of medicine have been damihby the bio-reductionist
model of medical science and its accompanying pasitheoretical perspective.
The ontology of positivism is realism. The epistémgy of positivism is objectivism
with the researcher taking the role of independand party. Knowledge is seen to
be like gold, an inert and precious substance wtgchbe discovered if the

researcher looks in the right plac®,

The history of positivism in medicine can be trabedk to Hippocrates and his
successors whose focus on the mechanistic asgalitess gave rise to the notion

that diseases have specific cau8é3he subsequent reductive methodology has
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been remarkably successful in developing an uraledstg of the elements of
disease: the study of anatomy by Michelangelo aad/Iici in the Renaissant®
Harvey’s understanding of the circulatory systerd tre heart’'s pump-like action in
the 17" Century® the development and progress of the germ thefotijsease by
Semmelweis, Pasteur, and Koch in th& ﬂ:@enturﬂog; and more recently the role of
the electron microscope in identifying the interaaihitecture of viral particles. The
consequence of this positivist reductionist epistiegy however has been to
fragment knowledge in an attempt to discover tHerfiate and unchanging

foundations™°

Medical knowledge of the nature of the human bauty itss workings was
thus a matter of a progressive revelation of ttiareaof its fundamental
parts and their contribution to the whoté(Page 33).

Objectivism assumes investigation of a subjectamanur without influencing or
being influenced by it The strength of this epistemological influencenwedicine
is demonstrated by the emphasis on randomisedatdnais in Evidence Based
Medicine. It is a paradox that this positivist vieWknowledge is in stark contrast to
the way clinicians collect information and applingdal reasoning to individual
patients. The experienced clinician understandsathandividual’s interpretation
and commentary of his/her illness does not necis$iarigidly with the standard

pattern of disease?!

This reasoning process has often been describihe dart” of medicine in contrast
to the “science” of the positivist theoretical frework. Alternatively, this reasoning
represents clinicians’ understanding that individweperience the reality of their
illnesses differently; that meanings, and consegdagnoses, can be created

through two-way processes of enquiry between ¢ing and patients. This
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theoretical perspective is constructivism. The mgyp of constructivism is
relativism!% Reality is seen as subjective and created frometfagionship between

researcher and the subject of study. As Kvale notes

Knowledge neither exists inside a person nor oatsidhe world, but exists
in the relationship between person and wotHdPage 44).

Research studies which have a constructivist thieatgperspective are now being
used in the field of medicing>***Medical education has been influenced by the
constructionist perspective more convincingly tlylouts close association with

educational researchers, who have in recent yaaosifed quasi-experiments and

qualitative studie$™® Torgerson summaries

Medical education research is under the influeridcevo research
communities each of which is heavily influenceddpposing research
paradigms?!’ (Page 1003).

In this study, the field of rural community-baseddital education has no
recognised disciplinary norms; however, rural Heedtsearchers have historically
argued that context is important in the understagdif medical practice in their
field.'*® Observations of clinical practice influenced amlerstanding of “truth” as
the outcome of an interaction between two or martigs. It is therefore fluid and
may change over time or between groups. If tweedsfit groups work to define the
“truth” about medical students’ impact on GPs, @dbécomes from these interactions
may be different because of differences in theednif the interactions, and the
lenses they bring to examine the question. Howekiey, are equally valid “truths”
which, when combined, create a more informed undedéng of the overall

situationt®®
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In line with this symbolic interactionist perspeeti a grounded theory approach was
chosen for this study}? This methodology aims to use inductive synthebksoth
qualitative and quantitative data sets throughretemal sampling and constant
comparison to create analytic generalisatiGhi$hese generalisations can then be
used to critically appraise the initial conceptistamework and construct a

theoretical model to explain how and why GPs coneditime to preceptir’.

Just as clinical medicine has gained from utilidiogh the interpretive clinical skills
of the clinician and the objective biochemical sastthe diagnosis and management
of patients, PrideadX" and Creswelf? have affirmed the value of a multifaceted
approach to research methodologies in examiningaakeducation. Using mixed
qualitative and quantitative methods in a grounttedry approach can increase the

understanding of the cases studied.

...wherein the original intent was to triangulatedfings, to demonstrate
convergence in results. More recently, authors awedened the purposes
for mixing methods to include an examination of egping and different
facets, to use the methods sequentially, to fimdredictions and new
perspectives, and to add scope and breadth talp'$tyPage 189).
Patton highlights the importance of determiningdpgropriate method, whether
gualitative or quantitative or both, by looking efily at the questions to be
answered, in preference to the more limited, omtagpplication of a single

method"*

Individuals attempt to make sense of their owndiged their own culture, so
meaning is not only present at an aggregate lbuélon a case-by-case,
environment-by-environment basis. Medical studepesvision occurs within the

culture of rural general practice. An interpretilieoretical perspective can focus on

precise descriptions of a rural GP’s view of theiperience of precepting. Cases
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where GPs supervise medical student set in thareulif rural general practice, are
ideally suited to the application of case studyhmodblogy. Case study research has
traditional roots in both sociological and medicase reporting and involves in-

depth analysis of a ‘bounded system’ (a programang\activity or processf**?°

The real-life context of parallel consulting wittudents from a longitudinal
integrated community curriculum is contemporary ardrnationally relevant. It is
unclear to what extent the specific contexts oftfalmn general practice, rural
practice, the Parallel Rural Community Curriculurogram, graduate-entry medical
students or the Greater Green Triangle environiitsglf, influenced the GPs’

perspective.

In this study the case characteristics are defazean individual PRCC GP's

experience of time commitment when precepting aica¢dtudent in a general

practice setting (Table 3.1).

Table 3.1 Case characteristics in the study

Case study method requirements This study
Source: Yin 1989'%
Specific group of individuals PRCC GP preceptors
Experience Time commitment
Specific social setting/activity Precepting usihg parallel consulting model
Specific physical setting In Australian rural gealggractice

An important feature of case study method is treeaisnultiple data collection tools

and data sources to gain insight into the study@menon, and enable comparisons
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to be made within the dat&’ A multiple site case study facilitates this requient
well, enabling not only comparisons between thetiplel sources of data collected

within each case, but also comparisons betweecabes themselvés

This case study was therefore developed in twe palte first part measured the
guantitative component of the research questiotts awiew to testing the following
theoretical propositions: precepting takes moretihan consulting alone;
consultation activities change when precepting,tdube additional role of teaching
a medical student; and non-consulting activitiesngfe when precepting a medical
student. By statistical analysis of the time measents of videotaped consultations,
it would be possible to determine the time takeprexept. By recording the
frequency of formally categorised GP activitiesyduld be possible to quantify
changes in GPs’ work day activities. This comporrhe case study, described in
more detail below, answered the research questions:

* What is the time impact of precepting medical shis®

* What is the impact of precepting on GP activities?

The second part of the study sought to understdrad precepting was like in the
PRCC program within the environment of rural preetilnterview data were
collected from GP preceptors practice managersratdical students. These data
were compared with GPs from other contexts, anditheotaped data analysed by
the researcher. The questions posed included:

* How do rural GPs perceive the time committed tc@pting?

* How do GPs see the experience of precepting a @lesticdent?

* Why is the precepting experience meaningful for GPs
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This component of the case study, described in metail below, was triangulated
with the quantitative data in order to create atatyeneralisations, to critically
appraise the initial conceptual framework, and troies a theoretical model to

explain how and why GPs committed time to precepfif

3.3 Ethics

The Australian National statement on ethical cohdubuman research states the
following themes must inform research: integrigspect of persons, justice and

beneficencé?’.

Integrity refers to the state of being whole, uindidd or sound, or a steadfast
adherence to a strict code of practice. Ethicsaabwas sought for this project in
its entirety. The research proposal gained ettppsaval from the Flinders
University Social and Behavioural Research Ethiom@ittee (Project number

2872).

All components of this research project were cotetigvith a firm intent to respect
patients, students, GPs and other members of ithiescinvolved in or affected by

the study. This included the intent to fairly captand truly reflect the perspectives
of all parties while maintaining confidentiality deensuring no harm was done to any
party. The folllowing sections outline the majsstues affecting each group of

participants, and how these were addressed.
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3.3.1 Patients

Patients were only involved in the videotaped congmt of this study. The major
issues which patient participants required addngssi this study were consent and
confidentiality. During sessions being videotapmatjents who would be potentially
involved in the study were approached personallthbyresearch assistant and
informed that the doctor they were seeing today peaiicipating in a videotape
study seeking to understand his/her activitiesmucionsulting. All patients were
asked if they would be happy to participate inghaly, and were reassured that
should they choose not to be involved in the sthéy would not be disadvantaged

when consulting the doctor today or in the future.

In relation to confidentiality, it was explainedhtithere was a videocamera on the
desk in the consulting room they were going to lerithis videocamera was
positioned facing the person sitting at the deslan attempt to keep the patient out
of camera. Patients were informed that videotapmdde stored in a locked
cabinet, and would only be accessed by the reséeaoh involved in this study
unless they signed the release to allow use faratsearch. All coded data from the

videotapes were deidentified.

3.3.2 Doctors and practice staff

Doctors and practice staff were potentially affddg this research either by
participating directly, or collaterally by unintegdilogistics related to the

videotaping occuring in a busy work environment.

In order to minimize the impact of videotaping caltetions and direct observation

of doctors in the general practice clinic, the aesker and research assistant
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managed all the videocamera set up prior to thenvemeement of the session.
During the consulting session, patient consentraadaging the videocamera were
again managed directly in an attempt to avoid pradtaff having to alter their daily
routine. Feedback occurred informally during thessen and alterations made if
staff inconvinience was reported. Formal feeback s@ught in the post-videotaping

guestionnaire regarding the impact of the videotgpirocess.

The primary ethical issues affecting doctors is gtudy included confidentiality and
accurate representation of their actions and irges. Confidentiality of videotapes
and data was maintained as described for patiemésview consensus documents
were deidentified once they were finalised. Thesedvdocuments and further

analysed data was stored in password protectedatsrm

3.3.3 Students

The major issues affecting student participantsrguired addressing in this study
were consent and confidentiality. Of particularenistthe power relationship which
existed between student and researcher, due schdemic and assessment

responsibilities in the PRCC.

Students were informed of the study by the researat a group, however each
student was approached individually by the reseassistant in regards to
participating in the research. Consent proceduess ¥olllowed as for patient
participants. All student interviews were perforni®da research assistant not
associated with the medical course and were netsaed by the researcher until

after the 2004 Year 3 examination, to avoid resesrconflict of interest.
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3.4 Quantitative methods

For the first part of this study on how and why GBmmit the time to precept
medical students, quantitative methods were uséestahe following null
hypotheses:

* Precepting does not take more time than consudtioge

» Consultation activities do not change when preogpi medical student

* Between-consultation activities do not change wbrecepting a medical

student.

Participants, measures, procedures and statittgtsl used in this prospective cohort

study are described below.

3.4.1 Participants

During the prospective cohort study, all GPs in@reater Green Triangle region
who supervised Year 3 Flinders University PRCC siisl in their clinics were
personally invited by the author to participatehia study (Appendix 4).

From this group, a purposive sample of GP precept@as chosen, reflecting the age
and gender distribution of the GP supervisors fraral practices involved in the

integrated clerkship in Greater Green Triangleaegf South Australia.

Precepting GPs were videotaped for a half day dongisession, when they were

supervising a student on the day the researchweesravailable to videotape at their

practices, and the student consented to be invatvdte study (Appendix 5).
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3.4.2 Measures

The measures defined for the quantitative studyded consultation time,

consultation activities, non-consulting time, amshitonsulting activities.

3.4.2.1 Consultation time

Consultation time was recorded using the clockhenvideo. The beginning of the
consultation was defined by when the GP and patilestitmet in the consulting
room, and the end of the consultation was definedHe time when either of them

departed from the room.

3.4.2.2 Consultation activities

The Davis Observation Code (DOC) was chosen ferghidy as it has been
previously validated as a reliable and valid ta@osléxamining how different
treatment environments influence the rates of sece of particular GP

behaviourd?®

During the study pilot, the Davis Observation Cedes adapted to include

categories for direct student teaching, unrecotieel and research (Table 3.2).
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Table 3.2 Modified Davis Observation Code

Category

Description

Intro-
ductions

Structuring interaction: Dr or pt discussing what is to be accomplishecument
interaction

Chatting: Dr or patient discussing topics not related towisé e.g. small talk or humour
which might be used to build rapport

History

History taking: Dr questioning and pt or student describing curcemplaint or prior
illness.

Treatment Effects: Pt response to current treatment.

Family Information: Dr enquiring about family medical or social histobiscussing
functioning of family or significant others (social work related)

Compliance: Dr discussing what pt doing/done regardimgvious requested behaviour
around taking medication, nutrition, exercise carfe in behaviour.

Lifestyle factors: relating to the presentationcluding discussion and questions about
exercise, smoking, nutrition (not questions regagdippetite), substance use.

Exam
-ination

Physical Examination: Dr performs examination. Dr asks if physical exaation
produces feeling described in chief complaint stdrly. Includes preparing for physical
exam.

Procedure: treatment or diagnostic procedure e.g. removinig tsligs, warts, drawing
blood, casting, dressing, debriding, pap smear.

Manage-
ment

Negotiation: questions to facilitate pt participation in diagis) treatment planning or
problem solving, e.g. “What do you think?” “What wd work for you?” “How would
you feel about doing it this way?” “Are there angys you think might work?”

Health Knowledge: Dr asks or pt offers what they know about heaith disease
Counselling: Dr discusses interpersonal relati@memotional state of patient or family.
Provides reassurance, advice or support, inclustfgdisclosure to reassure. Includes
reflecting on pts’ verbal cues and nonverbal behavi

Planning Treatment: Dr prescribes a medication, diagnostic or treatrpéant to be
followed, including asking if prescription refi ineeded.

Evaluation Feedback: Dr tells pt about results of history, physical ewaation, lab work
etc. Includes reporting ECGs, incomplete, speatdatesults and requesting patient
prepare for physical examination

Patient question: patient asks a question of the Dr regarding the&ss or treatment

Health
Promotion

Health Education: Dr presents information regarding health to ptjuding aetiology,
drug effects and treatment or accident preventitay include statements about health
attitudes and motivation.

Preventive Services. Other than those related to the presenting probmdiscusses, or
plans screening task associated with disease pienea.g. pap smear, breast exam,
vaccination, hip click exam, testicular exam, reetam, thyroid exam, scoliosis exam.
Health Promotion: Dr asks for change in patient’s behaviour to prenpd’s health in an
area unrelated to presenting symptoms. Includeciere

Clerical
and other
activities

Notes: Doctor recording information regarding patient@mtter in notes (either written
or computerised), includes writing scripts, geriagpinvestigation form, request forms,
letter writing.

Diversion: Diversion of doctor’s attention to a matter otttean care of current patient
e.g. telephone call, email or exit from room, fixicomputer, finding equipment

*Teaching

Student consent: seeking consent from patient regarding studentiievoent
Student teaching: direct teaching of student with no involvementyosgcondary
advantage to the patient

*Research
related

Research: direct discussion of videotape or research relattivities

*Not
observed

No data available: Doctor is not in camera and activities were nobrded.

*new categories added
Original Source: Callahan and Bertakis 1991'%
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3.4.2.3 Non-consulting time in a session

For the purposes of this study, a “session” wamddfas a half day of consulting:
starting from when the first patient for the daytitiee GP to when the last patient
left the room before a lunch-time or middle of tey break; or starting from when
the first patient for the afternoon met the GP teewthe last patient of the day left
the room. Non-consulting time was defined as alktbetween consultations during

a session.

3.4.2.4 Non-consulting activitiesin a session

Literature review failed to find any previously idsdted coding systems for non-
consulting time. Code descriptions were developgihd a small pilot study of four
consulting sessions videotaped prior to this stumyial categories and descriptions
were developed collectively, following independehservation of the tapes. The
pilot videotapes were then reviewed and coded iedégntly by researcher and
research assistant. Finally, the category desoniptiere refined based on the

comparison of results of this independent coding.

Non-consulting activities were organised around &xes. Firstly, the researchers
defined the focus of the activity: personal, patipnofessional, student, or specific
to the research study. Secondly, the researchéreedevhether the activity was
primarily of an organising or preparation natunewbether it was primarily

interactive (Table 3.3).
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Table 3.3 Non-consulting activity code descriptions

Category Description

Personal organisation Non-work related personal activities including egtidrinking,
ablutions

Personal interaction Socializing with staff, other doctors, studentsn@at of
discussions was not directly work-related

Patient-related Attending to patient matters e.g. getting drugsplatients,

organisation following up investigations for patients, paperwarken no

patient in the room

Patient-related interaction| Direct involvement with a patient outside the cdtisg room (e.qg.
in the waiting room or treatment area) which watsepé focused
but not a formal consultation

Professional organisation| Management issues, staff meetings, medico-politioabersations
and interaction or activities

Professional Interaction Informal discussions with colleagues or clinic tafclinical or
broader professional matters

Student organisation Preparing resources for teaching

Student interaction Active student teaching

Research organisation Attending to matters specifically related to haviegearch
assistant and the video camera in the consultiognro

Research interaction Interacting with others in the practice as a diresult of having
research assistant in the practice
Unrecorded Time not recorded on video or by research assistant

Sour ce: pilot study

3.4.3 Procedures

Video cameras were placed on the consulting rocsk ofethe study GP’s room and
in the student’s room. This maximised the capaoityiew the GP and ensured that

patients remained mainly out of camera.

Precepting GPs were initially videotaped for a fg@ssion where they consulted with
a medical student, and within the next four weeksing a follow up session, with

no medical student, used as a control. During timsulting sessions being studied,
the research assistant individually sought consent each patient when they
presented for their appointments prior to the padientering the consulting rooms

(Appendix 6). The cameras were switched on prigh&dfirst patient for the day
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entering the consulting room and remained on urdgsstient declined to be
involved. In such cases the research assistamedrtee room with the patient and
turned off the camera. Each patient was informadttey could ask for the

videotape to be turned off at any point in the cttasion.

During the videotaping phase of the study, theare$eassistant followed the doctor
if he/she left his/her consulting room and codesdh@r most frequent activity in the
preceding 30 seconds using the non-consultingigctategories developed in the

pilot study (Table 3.3).

A post-session questionnaire collected GP and stuEmographics, attitudes and
reflections on the sessions. The GP and studestiqueaires are attached as

Appendix 7 and Appendix 8.

Videotapes were analysed by the researcher anarobsassistant only. Videotaped
consultations were analysed in 15 second intearadscoded using the modified
Davis Observation Code for the single most prontietivity in the preceeding 15
seconds. All non-consulting time seen in the vides coded in 15 second intervals
using the non-consulting activity categoried. Tdaga set was combined with the

data collected in real-time during the session.

3.4.4 Statistical analysis

Mean consultation times were calculated for thi@mesaltation types:

1. Solo consultations: when no students were presahei session
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2. Precepting consultations: when doctors joined stigdand patients to
complete consultations commenced earlier

3. Parallel consultations: when doctors saw patientgheir own during
teaching sessions, while students were seeing p#tents in separate

rooms.

Regression analysis was chosen to determine tagoreship between the dependent
variable consultation time and the dependent viriabconsulting with or without a
student. Confounding factors considered in theysilmduded GP demographics and
factors recognised in the literatdfeé’>*3or proposed by the author as likely to affect
consultation timeOnly those confounding factors with greater th&#oleffect were
included in the final regression model. Mixed moalelysis was used to account for
clustering of consultation times within doctorstasas assumed that consultation
times would be affected in a fixed way by the cdiirsy style of any given doctor.
Estimated marginal means were calculated takirgantount the confounding
factors. Estimated marginal means of consultiniyiéiets were calculated in the

same manner as consultation times.

Regression analysis was also chosen to determgnekitionship between the
dependent variable non-consulting time in a sessind the dependent variable of
consulting with or without a student. Confoundiagtbrs considered in the study
included GP demographics and other confoundingpfadtom the literature as
described above. Mixed model analysis was perforime&dding confounding

factors with greater than 15% effect. Estimatedgimal means were then calculated

taking into account these confounding factors. dérabined data set of non-
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consulting activites was analysed using mixed nietnalysis taking into account

the same confounding factors.

3.5 Study rigour

The construct validity, internal validity and extal validity of the quantitative
methodology in this study were considered. Thedssifecting these measures of

methodological rigour are described below.

3.5.1 Construct Validity

Construct validity is defined as the extent to wahtise data represent the situation
being studied?® When measuring time, a pragmatic decision was rtmdefine
consulting sessions as the time between the bewjroiithe first consultation and
the end of the last consultation, rather than giterg to define the beginning and
end of a GP’s work day. The construct validity ¢ Gonsulting activities was
improved through the utilisation of a previouslyigated coding system: the Davis
Observation Code. No previously validated tool wasd for non-consulting

activities so an appropriate tool was developedtastid during a small pilot study.

3.5.2 Internal Validity

Internal validity can be defined as the extent hoclv the research design allows the
researcher to draw conclusions about the relatipadietween variable$?
Onwuegbuzi® is recognised Campbell and Stanley’s publicafibas the

authoritative source on internal and external viglibr experimental designs. Using
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his framework for internal and external validitgetmethodological rigour of the
guantitative component of this study was considegthg three phases of the
study: research design and data collection phasdysis phase; and interpretation

phase. These phases are considered individuatybel

3.5.2.1 Resear ch design and data collection phase

From Onwuegbuzie’s framework, twelve threats terinal validity were recognised

during the design and data collection phase (Tadlp
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ernal validity in this study

during research design and data collection phases

Threat to
internal Description Strategy used to address the threat
validity
) The longer a study, the[ Each matched control consulting session (GP withatudent) was
History more likely extraneous | videotaped within four weeks of the interventiomsalting session
events could offer an | (GP with a student) to minimise the risk of rivap&nations for any
alternate explanation | measured differences.
The passage of time Consultation times and activities were measurebeabeginning,
Maturation | leads to development | middle and end of the academic year to accourgttatent /

which affects the result

b

preceptor maturation.

*Instrument-

Scores yielded from a
measure lack

Coding of activities utilised was performed by age researcher.

ation consistency Reliability of instruments was checked through dieg audit.
% - Statistical differences | Preceptors’ consultation times were compared wvghniational
Statistical .
reqression between groups average to ensure representative sample. Studyrpdw@ ensure
9 represent artefacts meaningful statistical results.
Differential | Selection bias due to | GPs acted as their own controls avoiding the rstiféerences in
selection of | new participants joining control and intervention groups. Equivalency cheok=lation to

participants

a group

patient demographics were carried out.

Participants drop out

No participants dropped out of the study. Consigitatonly partially
captured on videotape were excluded from the sflidig occurred

Attrition rb?esi\ljvlttelgg méjlffr%rl:en;:es when the tape ran out during the consultation. Shigirred with
group similar frequency in consultations with and withstudents.
The parallel consulting model assumes students hasten
An intervention is opportunity to see the patients on their own fareaningful length
Implement- | implemented to a of time prior to the GP entering the room. Precepsiessions where
ation bias | variable extent the student did not have access to his/her ownuttimg room and
was required to shadow the GP were excluded frenstidy.
When an individual _has It is plausible in this study for a GP with a sgaspinion regarding
a strong personal bias - ; - AP
(for or against the study precepting to alter hl_s/her behaviour. The r!skhm bias is increaseg
Behavioural henomenon) he/she as GPs acted as their own controls. Sampling 19dafsore than
; p ; one occasion for half day sessions reduced theofiak individual
bias may alter his/her > - ’ 8
; ) GP sustaining an uncharacteristic behaviour fog lemough to bias
behaviour to influence the intervention or control group data
the outcome group '
The order of GPs were always videotaped consulting with a stuefore they
observations leads to | were videotaped consulting alone. This consistestrdbias could
*Order bias | development (eg result in the second videotaped session (ie tiessssion) running
learning) which affects | more smoothly. This order bias could not be adéwetss the study
the dependent variable| design and therefore increased the risk of a tygreok.
Observation | Data collectors obtain | The study used continuous observation in preferemsampling
bias an insufficient sample | behaviours at random times.
Direct observation b As the author worked as the Academic Coordinatdh@fprogram
*R h Y | under study there was risk of researcher bias. Whsslimited though
€Searcner | the researcher affects . =t
bi e . having a second person code the data and enshengdeotape data
1as participant behaviour . .
was stored for 7 years to ensure the capacity fesearch audit.
Changes in participant
*R ; responses (GP, student, Hawthorne effect due to obtrusiveness was minimisedaving the
eactive : X . L
effects patient) due to being camera record continuously. The effect of videmtgmas assessed

aware they are being

studied

through the post- consulting session questionnaire.

* most challenging threats

Sour ce of columns 1 and 2: Onwuegbuzie 2000™*
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Of these twelve, the most challenging issues affgehternal validity were:

instrumentation, statistical regression, order,bi@searcher bias and reactive effects.

* Instrumentation: Coding of activities using the Davis Observatiord€was
performed by a single researcher. Reliability @& tloding against the Davis
Observation Code was audited by a second reseadantiegendently coding 40
consultations in 15 second intervals. The interecadliability was assessed by
counting the number of 15 second intervals whegestlvere discrepancies
between the codes allocated by each of the ressarcithis was expressed as a
percentage of the total number of 15 second inke@ed in the 40
consultations. Reliability of the non-consultingné categories was similarly
audited.

» Statistical regression: The study was powered to ensure meaningful stalsti
results. The power of the study was calculatedrasgpan estimated
consultation time of 12 minutes and a standardadiewi of 5 minutes. This was
based on GP supervisors’ standard appointment stehedth appointments
booked at 15 minute intervals, and is comparablke wustralian national
consultation time norm$? Independent samples of 114 consultations would
have a 95% chance of detecting a two minute inereathe mean consultation
time with a student present (single tailed anajysis 0.05). A two minute
increase in mean consultation time when a GP isrsiging a student was
considered clinically significant by the authondE; clinically significant
interventions, such as smoking cessation coungeltian be achieved in two
minutes™* Second, this time amounts to an extra half an peuhalf day
consulting session and is equivalent to an extoagatients per half day in rural
areas where demand for GP appointments is excegsiv minute increase in

consultation time per patient therefore can thémally affect both the quality
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and quantity of patient care in rural general pcact

Order bias: GPs were always videotaped during precepting sesginor to solo
consulting sessions. There is therefore a theataigk in this study that the
disruption of videotaping could be less in the smasulting sessions, resulting
in these sessions running more smoothly. This caddlt in the null hypothesis
“that precepting does not take longer” being inectly rejected (Type 1 error).
The study was however designed this way to avadtssibility of attrition, due
to GPs initially videotaped during solo consultagmot being videotaped during
a precepting session. Research related activies woded specifically in order
to measure any effect of order bias.

Resear cher bias: As the author worked as the Academic Coordinatdhef
program under study, there was a theoretical fisksearcher bias. This was
limited though using the video clock to record tjrhaving an independent
coder, auditing the coding of GP activities andueing videotapes and coding
data will be stored for 7 years, to provide theacdty for further coding and
analysis audits in the future. The role of the aesleer is addressed further in
Section 3.6.2.

Reactive effects: Direct observation through time and motion studisiss the
Hawthorne effect where subjects behave differeintiye presence of a third
party (Crandall 1986). In this study doctors, shuder patients could have
altered their behaviour as a consequence of treotage. GP preceptors were
consulted prior to the study regarding the accelitiabf alternative research
methods. They unanimously stated that videotapiag @onsidered less intrusive
than having a third party observer in the roormaddition to participant
acceptability, videotaping negated the risk of a-participant observer being

unintentionally drawn in to the consultation intian*** Obtrusiveness was
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minimised by having the camera record continuouslgss turned off by the

research assistant. Previous studies have deratatsthat videotaping has

minimal reactive effects on physician and patieztidviour:?®**In addition, the

effect of videotaping was further assessed thrabglpost- consulting session

guestionn

aire.

3.5.2.2 Data analysis phase

Onwuegbuzie’s framework recognised six additiohegats to the internal validity

were identified in the data analysis phase (Talig 3

Table 3.5 Strategies used to address threats to int

during data analysis phase

ernal validity in this study

Threat to - Strategy used to address the
internal Description threat

validity e

*Restricted Artificial categorisation of continuot [Time was measured as a continuous vari
range variables reduces variance ¢ Regression techniques were used rather

sacrifices power i the study

jartificially categorising continuous variabl

Non-interaction
seeking bias

By not testing for the presence
nteractions statistical models may
deveoped which do not reflect reality

Previously recognised confounding factors and ¢
factors suspected by the researcher as likely t
confounders were measured and included in ir
regression analysis. Confounding factors with >:
effect were inclded in the final model.

*Violated
assumptions

Dependent variables violate t
normal distribution assumption
linear statistic:

Distribution of dependent variables were defi
before deciding whether to use linear or -
parametric statistical anal's

*Treatment
replication error

Inappropriate unit of data inflates ty
one error

IConsultations during precepting sessions
classified as either precepting or parallel
recognition of different student effects on indivad
consultations during tlse sessions.

v

*Multi-co-  [Regression variables are higl Correlation of variables was checked prior
linearty correlate inclusion in final statistical mod
*Mis- . ) . Risk limited by measuring all theoretical confounde
specification [!SSing an important variable fro ecognised in a theoretical framework based ol
error the final statistical mod intimate knowledge of the study cont

D

* most challenging threats

Sour ce of colum

ns 1 and 2: Onwuegbuzie 2000
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The most challenging issues affecting internaldigliwere: restricted range,

violated assumptions, treatment replication emarlticollinearity, and mis-

specification errors.

Restricted range: When scale variables such as GP age and patierarag
artificially categorised relevant variance tendgedost resulting in a reduction
of statistical power, and reducing the effect sita@s could increase the risk of a
Type Il error (incorrectly failing to reject the lhbiypothesis). Regression
techniques were used as they have been founddorisestently superior to
Analysis of Variance (ANOVA) and Analysis of Covanice (ANCOVA)
methods when groups are not randomly assigHed®*’

Violated assumptions: In the case of consultation time and non-congyltime,
the dependent variables were assessed for norrodlitigtribution prior to
choosing linear or non-parametric statistical asialynethods. These dependent
variables were expected to have a skewed distoibutiolating the normal
distribution assumption of linear statistics, as thnge of consultations times in
Australia has previously been shown to have aipesskewness with an
extended tail of prolonged appointmetts.

Treatment replication error: When data collected does not specifically relate to
the unit of analysis Type 1 errors are more liKédysely rejecting the null
hypothesis) due to increasing effect size estimatealysing individual
consultations as the data unit when the GP receéhethtervention (precepting a
student) could be considered as a violation ofritdependence assumption.
Consultations were used as the data unit in retdogrof the variable effect of
students on different doctor-patient combinatidvisxed model statistical
analysis was used to account for the clusteringcefif consultation times and

activities associated with a GP’s individual cotisgl style.
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Multico-linearity: exists whenndependent confounding factors included in the
final regression analysis model are highly coredlaiThis can lead to inflated
statistical coefficients, affecting the predictiwewer of the dependent variable
being tested. Correlations of variables were cheégker to including in the final
model and excluded if the correlation coefficiemtwas greater or equal to 0.9 in
order to address this threat.

Mis-specification errors. Omitting one or more important variables from the
final model can risk internal validity of a studhis often stems from weak or
non-existent theoretical frameworks. Although itliicult to recognise and
address this risk prospectively, developing a tical framework based on an
intimate knowledge of the study context may lirhistrisk. Several variables
which logically affected GP time constraints, whigére not found in the
literature, were included in the data collectioraimattempt to reduce the risk of
omitting an important confounding variable. Thasgduded: measure of
remoteness of practice, years the GP has workegthctice, number of years

precepting in the last five years, preschool ckitdiving at home, and season.

3.5.2.3 Datainterpretation phase

In the data interpretation phase, five threatsirnal validity were considered

using the framework (Table 3.6
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during data analysis phase

ernal validity in this study

Threat to . Strategy used to address the
internal Description h
validity threat

*Effect sizes

Inappropriate interpretation of
statistical significance

Effect size is taken into account by
interpreting statistically significant findings i
terms of their clinical significance.

*Conformation

The tendency for interpretations of
new data to be consistent with

The author sorted and critically appraised
plausible rival explanations for results

bias preliminary hypotheses consistent with the preliminary hypotheses
Inaccurate interpretation of . . .
Distorted histograms and other graphs can Graphlc checks were tnangulateq with o
. . ; L empirical evaluation by undertaking statistical
graphics lead to inappropriate statistical tests for normality of distribution
assumptions
*Illusory The probability of Type 1 errors ISample size was not large enough in this s

correlations

increases with increased sample s

toecontribute significantly to the probability
‘T’ype 1 error¢

*Casual error

Researchers can infer cause-and-
effect relationships from statisticall

Inference of causality was not made during
analysis phase unless all the requirements ¢

=

correlated variables causality were met.

* most challenging threats
Sour ce of columns 1 and 2: Onwuegbuzie 2000™*

The most important risks to internal validity inded: effect size, conformation bias,

illusory correlation and causal relationship (Table).

» Effect size: This describes the risk of confusing the statissgnificance of an
event with the practical or clinical significancieam event. This was avoided by
only looking for a statistical effect which had yieusly been defined as
clinically significant.

« Conformation bias: There is a tendency for interpretations of new tiatae
consistent with the researchers’ preliminary hype#s. The author sought to
make her preliminary theoretical framework explieitowing readers to judge
whether critical appraisal of hypotheses had oecuand whether plausible rival
explanations were adequately explored.

* lllusionary correlations: As sample size increases, so does the probadility
rejecting a true null hypothesis creating a Tygerbr. The relationship in this

situation is not real but represents an illusior@myelation. This risk was
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addressed by recognising that the study was powenegasure a two minute
difference in consultation time. If the effect sipe any statistically significant
relationship was not of practical significance rtfzefinding would be interpreted
cautiously.

» Causal Error: Statistically significant correlations found ingtstudy were only
interpreted as causal relationships if: the inddpanvariable preceded the
dependent variable in time; there was a functioglationship between variables
with no third causative variable; and there wasggstical link between the two

variables that substantiated the likelihood of asahlink*>®

With the strategies discussed above in place ntieenal validity of the study was

considered to be acceptable.

3.5.3 External Validity

External validity can be defined as the extent thatstudy findings can be
generalised from the sample, to the populationssatithgs specified in the research
hypothesis® Seven threats to the external validity of thisigtwere recognised
using the Onwuegbuzie framework for validity (TaBI&)*° Of these, four factors
were considered especially important: populatididitg, ecological validity
specificity of variables, and mis-specificationasrr
* Population validity: This is a threat in nearly all small educationagram
studies regardless of the level of internal vajidithis study is no exception.
There always exists the possibility that the poparaof GPs involved in the
GGT PRCC program possess unigue qualities whidtefirecepting time. Low

population validity necessitates conservative gaisations of quantitative
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results and demands external replications of tinceraotion studies.
Demographic details, teaching experience and stygactice were collected as
part of the post observation questionnaire, andpeoed with state and national
data to define the representative nature of thepkam

Ecological validity: This describes the extent to which the findings ar
independent of the setting. This study was setustéalian rural general practice
where clinic infrastructure allowed students tostdhfrom their own rooms in
parallel with their GP preceptors. There may, haevele other ecological
factors as yet unaccounted for, which affect thengjtative results. The clinic
settings were described as part of the backgromiget study findings.
Specificity of variables: In order to counter threats to external validibg
researcher was careful to define variables in ativalyhad meaning for readers
outside the study setting. Operationally definedaldes included consultation,
session, and behaviour types. These allowed tleamser to discuss the
transferability of findings accounting for the cexiual limitations of the study.
Mis-specification error: If one or more important variables are missed fitrad
model may have acceptable internal validity; howekie omission will reduce
the external validity, as it will be unclear if thesults would have been the same
if the variable was included. This error can beeextingly difficult to detect. In
this study the researcher has attempted to minithiseisk through including
variables deemed relevant following extensive ditere review and the prior
development of a preliminary conceptual framewaakds on the evidence in the

literature. Variables included in the final modedr& made explicit.
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ernal validity

Threat to
external
validity

Description

Strategy used to address the threg

*Population
validity

The study population canno
be assumed to represent th
target population

Demographic details, teaching experience and stleractice
2 were collected as part of the post observationtqresire.

*Ecological
validity

Extent to which findings can
be generalised across
settings

The clinic settings were described as part of thekground to
the study

Temporal
validity

Extent to which findings can
be generalised across time

Data collection occurred during the 2004 academ@ary
Differences between the beginning and end of ther yeere
accounted for by measuring and analysing consoiitaime and
activities throughout the year.

Researcher
bias

Findings may be dependent
in part on the characteristics
and values of the researchg

In this study, the theoretical perspective of thedg and
background of the researcher have been made dxjpliche
briiterature review.

Reactive
arrangement

Changes in participant
responses (GP, student,
patient) may be due to bein
aware they are being studie

The effect of being videotaped was reported by @Pgart of
the post observation questionnaire in order to sassthe
implications of any Hawthorne effect. Obtrusivenesss
minimised by having the camera record continuously.

jom-

Order bias

The order of observations
leads to development (eg

learning) which affects the
dependent variable

Order bias is not considered significant in thisdgt as GP
preceptors alternate between precepting and lomsuttong
sessions throughout their professional lives.

*Specificity
of variables

The more unique to
participants, time, context,
conditions and variables the
less generalizable the result

The researcher operationally defined variables uitioh:
consultation, session, behaviour types This allowed to
discuss the transferability of findings accountifigr the
scontextual limitations of the study.

*Mis-
specification
errors

Missing an important variab
from the final statistical mod

Risk limited by measuring all theoretical confoursdeecognise:
in aconceptual framework based on an intimate knowledgbe

study context

* most challenging threats

Sour ce of columns 1 and 2: Onwuegbuzie 2000™*

Having considered the quantitative methods andudsad the strategies employed to

ensure methodological rigor, qualitative methodsdescribed below.

3.6 Qualitative methods

The second part of the study sought to understdrad precepting is like in the

PRCC program within the environment of a ruraliclifhe use of qualitative

methods complemented the findings of the first pathe study, as observing

behaviour does not provide understanding of agpatt's experienc&®
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Interview data from GP preceptors was triangulatéh reflections from practice
managers and medical students. These data wereacedwwith GPs from other
contexts, and the videotaped data analysed bye#®archer. The questions posed
included:

* How do rural GPs perceive the time committed t@@pting?

» How do GPs interpret the experience of preceptingedical student?

* Why is the precepting experience meaningful for GPs

3.6.1 Context

The context of this study was the Greater Greeanpte Parallel Rural Community
Curriculum (GGT PRCC), where Year 3 graduate emteylical students from
Flinders University spend their penultimate yeasduhin a general practice, and
learn the foundations of medicine across the whoteculum. In this study, GPs
who precept medical students using a parallel dongumodel, were interviewed to
determine their perceptions of the time commitmewblved and their experience of

precepting, to derive the meaning of preceptinti group.

3.6.2 Role of the researcher

The researcher has worked as a rural doctor iG@BE region since 1992, initially
as a GP registrar and then as a partner in a pea&he has a longstanding
relationship with GPs in the region consolidatedtigh her role as Medical Director
of the Limestone Coast Division of General Prac{@00 — 2003). She was
responsible from 2001 for the development and impletation of the GGT PRCC.
She worked as a GP preceptor for medical studeriteriown practice. She remains
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active as a clinician in Mount Gambier. In her idal and academic roles, the author
has an established peer relationship with the @Pgptors in the study and this
facilitated the engagement of GPs in the studym@alsnumber of the patients in the

study would also have been familiar with the author

The students were familiar with the researchernutjincher clinical teaching and
small group learning activities. This may haveueficed their participation in the
study. The researcher was recognised by the sadetite study as a key academic
responsible for delivering the PRCC curriculum andpart, for student assessment
in this challenging year of medical school. Thesiole effect of this power
differential between the author and students wasaged in this study by blinding
the author to the student participation initialAs described in the Ethics section
above, the student interviews were performed lBsaarch assistant not associated
with the medical course. The researcher gave aertaidng to the students that the
interview transcripts would not be read by the autintil after the 2004 Year 3

examination results were confirmed by the Univgraitd known by the students.

Social research commentators have expounded tluesiof fieldwork conducted by
“an alert social scientist who has thorough locajumintance™*® The researcher’s
close association with the subject of investigatiaod the research participants
prevented the difficulties of gaining access tofgs&ceptors and students involved in
the PRCC. Immersion in the PRCC program assistddinterviewing and
interpretation of data, as the researcher undetsteocommon language nuances

used by research participants relating to Austadi@neral practice and precepting.
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3.6.3 Critical reference groups

Prior to the commencement of the research, in Dbee2003, seven GPs who
precept students in a PRCC program associatedRlittlers University but in
another region, attended a focus group to considelist of interview questions

drawn up in response to the literature review, tangring their perspectives of the
impact of medical students to the researcher. Gungas obtained to record and
transcribe the focus group discussions. The prirohjgctive of this focus group was
to assist with the development of the semi-strgctuuestionnaire proforma
(Appendix 10) by ensuring the questions includedid@llow GPs to cover a broad
content field without directing them too specifigaPrompts, which were developed
following an extensive literature review, were film@ed as a response to focus group

discussion.

Preliminary results from the study data analysisasresented to a similar focus
group of GP preceptors from PRCC programs outsi@& @&gion in April 2008 and
July 2008. Comments received were recorded ingbearch journal and informed
the further analysis of the data. Finally, the jsmnal conceptual framework
developed from the research was presented to Gi®eten Triangle GP preceptors
at two formal meetings in late 2008 and commendsived informed the final

analysis.

3.6.5 Interviews

The semi-structured interview proforma was pilated interview technique
practised by interviewing an academic supervisan wrior experience precepting

medical students.
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Interviews occurred during three blocks of timegsorted in the research timeline
(Table 3.8). Initially ten GP preceptors were rantjochosen for interview from the
cohort of GP preceptors in the GGT PRCC progranactiee managers from the
four PRCC practices were also invited to parti@pdteoretical sampling of GP
preceptors of short term student rotations and tPsn the PRCC practices
actively choosing not to precept occurred in treosed and third data collecting
periods, in order to ensure capture of a broadrsiityeof perspectives. This sampling
technique allowed the researcher the opportunigxpore emerging theories
through the exploration of negative cases. The clataction timeline illustrates
when videotaping and interviews were conductedderdonstrates how these data

were collected concurrently (Table 3.8).

Table 3.8 Research timeline

Date Description of research activity

Preliminary literature review

Focus group with GGT GPs to discuss acceptableradten methods
Development and pilot of observation and intervieals

2003 Ethics approval

Expert reference group meeting

Testing of interview proforma

Trial of videotaping and real-time data collection

2004 Data collection period

Early year videotaping GP preceptor sessions wtittients present

Week 4 -8 Semi-structured interviews PRCC GPs, preceptindr®R-PRCC) , practice managers

Second early year videotaping GP preceptor sessithsut students videotaped
Week 8 - 12 ; . -
PRCC students interviews by research assistant

Weeks 22 - 26 Mid year videotaping GP preceptor sessions wittests present
Semi-structured interviews with PRCC GPs, precgpB® (non-PRCC) and PRCC GPg
not precepting

Weeks 26 - 30 Second mid year videotaping GP preceptor sessighswt students videotaped
PRCC students interviewed by research assistant

Weeks 37 - 41 End of year videotaping GP preceptor sessions stittients present
Semi-structured interviews with PRCC GPs, and pt#og GP (non-PRCC)

Weeks 41 - 45 Second end of year videotaping GP preceptor sessithout students videotaped
Week 44 Student exams

2005

January Access by author to student interviews

2005+ Analysis of data by author

Sour ce: resear ch journal
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Interviews with GPs and practice managers werenge formally in advance
through personal telephone contact from the rebeartollowed by an email
including a copy of the consent form. Interviewsk@lace in the GP’s consulting
room or practice manager’s office, usually at the ef the day, or at a convenient
location and time nominated by the research ppdidi On first meeting, the
research participant was presented with the corisentand the protocol of the
interview. This was discussed prior to commenchaudiotape. Interviews were
taped and notes taken at the time of interview. [€hgth of the interview was

determined by the research participant and ranged 20 minutes to 55 minutes.

A semi-structured open-ended interviewing technigas used to allow all
participants to fully describe their own experienead perspectives, particularly
those that were unique and meaningful. The ordérepredetermined questions
was altered in response to the participant’s statgwing responses to guide further
guestions. Not all predetermined prompts weresatiliin each interview, as a
balance was reached between the interviewer aarietvee to provide room for

expansion and clarification of the interviewee’spenses.

Student interviews were carried out by the reseasslistant using the same protocol
and, in accordance with ethics approval requirememere not reviewed by the
researcher until after the completion of the acadgmar following the release of the

students’ final results for Year 3.

3.6.6 Creating consensus documents

Interviews were transcribed by an assistant andfgead by the researcher with
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reference to the audiotape. Alterations were maa®irect transcription errors and
remove identifiers. A copy of this co-authored imtew consensus documéttwas
returned to the interviewee by email or hardcopyréwiew, to ensure the transcript
accurately reflected the content and meaning opéré&cipant. Once reviewed by the
interviewee, this consensus document constitutedativ data. These word
documents were then transferred directly into NYiwinimising the risk of

transcription error.

3.6.7 Data analysis

Due to constraints imposed on the study methodausecof the relationship of the
researcher to the subjects, definitive coding toleke only after data collection was
finished. This method still met the requirements grounded theory approach as
saturation of themes was achieved and there was elédence of data redundancy

occurring in the interview¥"

Consensus documents were analysed, using N Vivprdoedures proposed by
Strauss and Corbiff and described below: open coding, axial codinpcsiee

coding, theoretical saturation, and developmesrat thfeoretical framework.

Documents were initially read through by the reskear to get an overall view of the
content. Documents were then reviewed and opemgqeirformed to define
content groups. Although this study utilised a gubed theory approach, some
content categories had been previously defined tr@roose conceptual framework

described at the end of Chapter Two (Figure 2.3).
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Many more codes were developed “in viv8® As the data were sorted into codes,
labels were created for the codes that reflecteavibrds of the research participant.

Memos and reflective notes were written to receftections and analytic ideas.

The large numbers of initial codes were reviewed @iganised into clusters. This
step was done several times, as different clustiéeqms were considered using a
process of constant compariséfhAxial coding, the process of relating codes to
each other, helped to define the properties anémsons of themes emerging from
the data, giving concepts greater explanatory poWes development of these
category “trees” allowed the researcher to begexfgain what was going on in the
data. The researcher then returned to the origiaual to ensure that the categories
identified by the axial coding were representatiéhe original interviews and that
rival explanations did not fit better with the datan example of a category

developed through axial coding is seen in figute 3.

Patient care
1 1 1 .
Patient Patient-centred Giving patient Patient
expectations practice time satisfaction |

[ 1
Patient Patient Patient
access waiting consent Source: research data

Figure 3.1 Patient care category developed through axial coding

Once contextual sensitivity of the codes was satisind theoretical saturation had
been reached, the categories were further reinddntegrated to develop

abstractions. The abstractions, although no lorgjated directly to the specific data
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from an individual case, had relevance for and ve@@icable to all cases in the
study?° This process of pattern coding or meta-coding lirad the development of
broad concepts which were modified to ensure thesewepresentative of the
research material through constant comparision thighdata’®* These expanded

codes entail a greater level of abstraction.

The abstractions and the definitive relationshiglsveen them were organised and
memos used to generate theory that posed explarafibe mini-theories in the
memos were integrated to produce a theoreticaldveark which was again
compared with the original data. The work with afstions was undertaken in an
inductive manner, as the researcher was not tessitadlished generalisations or
theory presented in prior literature, but was gatieg theories that underlie and

explain how and why GPs commit the time to precept.

3.7 Rigour of qualitative methodology

In response to the desire to assess the qualgyatitative research there have been
several recent attempts to develop guidelinesdorgland judging qualitative
research??*3In this study, the discussion of case study rigeas based on five
main issues raised by Miles and Huberrtf4nyhere traditional terms that apply to
guantitative research have been paired with atemm criteria more relevant to
gualitative research:

» Objectivity / confirmability;

* Reliability / dependability / auditability;

* Internal validity/ credibility / authenticity;
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Utilisation / application / action o

3.7.1 Objectivity / confirmability

The primary threat to confirmability
depended on the perspective of the

conditions of the enquiry™* In order

commit time to precepting

External validity / transferability / fittingness;

rientation.

in this stuidythe risk that the conclusions
enquirer rétlaar‘the subjects and the

to address this, strategies were putptdaoe

to address relevant queries arising from critiggiraisal of the work (Table 3.9).

Reflexivity has been ensured by explicitly statihg position of the researcher.

Readers are enabled to judge the research prdwesglh thorough documentation

of the steps taken in reaching the thesis conaigsio

Table 3.9 Relevant questions to address confirmabil

ity

Relevant questions

Source: Miles and Huber man 1994%

Strategies used to address the ques

ition

Are the general methods and procedures descr
explicitly and in detail?

baAdcomplete description of the methods including
“pbackstage information®®*is included in the thesis. This

Can the reader follow the actual sequence of hg
data were collected, processed,
condensed/transformed and displayed for speci
conclusion drawing?

vinformation came from the research journal whicls wept
during the research project.

fic

Are the conclusions explicitly linked with exhibit
of condensed/displayed data?

5 Results include displays of condensed data and are
referenced to their original source.

Is there a record of the study’s methods and
procedures detailed enough to be followed as a
audit trail?

The research journal provides an audit trail. This
ninformation was summarised in the methods section.

Has the researcher been as explicit and self-aw
as possible about personal assumptions, values
and biases, affective states — and how they ma
have come into play during the study?

afldhe position of the researcher is stated expliditithe
section entitled “Role of the Researcher”. Powsués are
further discussed in the ethics section. The rebear
attended systematically to the context of knowledge
construction, especially the effect of the researtierself.

Were competing hypotheses or rival conclusion
really considered? Do other rival conclusions
seem plausible?

s Competing hypotheses were considered during thigsisa
of qualitative results and reflections regardingsth are
included in the results and discussion

Are study data retained and available for
reanalysis by others?

The study data has been retained in a locked fdaignet
in the researcher’s office for the purposes of boidi

reanalysis.
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3.7.2 Reliability / dependability / auditability

The underlying issue here is whether the procefiseo$tudy was consistent and
done with reasonable care. In this study, threatiependability were addressed by
using multiple sources of evidence to triangulhtedata obtained, including
objective measurements of time, GP preceptors’rted@xperiences of time and
third party (student and practice manager) perspectA clear chain of evidence
was provided with explicit links between steps. Kefprmants were provided with
opportunities to review their interview consensasuiment, drafts of the results and

the evolving conceptual framework (Table 3.10).

Table 3.10 Relevant questions to address dependabil ity

Relevant questions
Source: Miles and Huber man 1994 '

Strategies used to address the questiq

ns

Are the research questions clear, and ar
the features of the study design congrue
with them?

> The research question was clarified by the reseas@id presente
ntto the higher degrees committee as part of theagtjin for PhD
candidature. This formed the basis for the intréidncchapter.

)

Is the researcher’s role and status within
the site explicitly described?

As described above, the position of the researish&tated
explicitly in the section entitled role of the raseher. Power issue|
are further discussed in the ethics section. Tthealiure review
allowed the author to share preconceptions.

Do findings show meaningful parallelism
across data sources (informants, context
times)

Triangulation of data sources allowed for the depeient of
scommon themes; however it is also important to gac® that
other significant and interesting findings whicll teutside the
triangle were also included®,

Are basic paradigms and analytic
constructs clearly specified?

Reliability depends, in part, to its connectedrtesheory. The
theoretical perspective of the researcher anddh&ibuting
conceptual frameworks were reported in the thestsbéishing the
author’s potential biases.

Were data collected across the full rangs
appropriate settings, times, respondents
suggested by the research questions?

dbata was collected through interviews with a broatye of GP
preceptors in the GGT PRCC, triangulated with diatan practice
managers and students and contrasted with nonginegeSPs and
GP preceptors in other rural SA contexts. Dataalss collected
across the academic year.

If multiple field workers are involved, do
they have comparable data collection
protocols?

A second interviewer was involved in interviewimg tstudents in
this study. An interview protocol was developed atrdctured
proforma used during interviews.

Were coding checks made and did they
show adequate agreement?

Coding checks were made by the researcher by fréigue
returning to the original data. Category descrimiovere reviewed
until they adequately reflected the data.

Were data quality checks made (for bias
deceit, informant knowledge?)

Defining consensus documents rather than simphstrébing
audio-taped interviews avoided the risk of misipteting verbal
statements during the process of translating ireess/to written
word. It also made transparent the author’s coostmist
epistemology.

Were any forms of peer or colleague
review in place?

The critical reference group provided the researaliin two
occasions for formal peer review. The researchrsigms
provided critique of the methods during the datéection and
analysis.
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3.7.3 Internal validity/ credibility / authenticity

The credibility of a piece of qualitative researshelated to the extent to which the

research design allows conclusions

to be drawnléTali1). In this study, questions

regarding credibility were addressed by: detaitimg context of the study;

triangulating methods as part of the

case studyoagh; explicitly describing the

methods of data analysis; organising abstractiomevelop a theoretical model; and

then presenting the provisional model to key infamts for comment.

Table 3.11 Relevant questions to address credibilit

y

Relevant questions
Source: Miles and Huberman 1994 1%

Strategies used to address the
guestions

How context rich and meaningful (“thick”) are th
descriptions?

e

Does the account “ring true”, make sense, seen
convincing or plausible, enable a “vicarious
presence” for the reader?

h

Is the account rendered a comprehensive one,
respecting the configuration and temporal
arrangement of elements in the local context?

Details of the context of the GP preceptors invdlire
parallel consulting in the GGT PRCC were descrifoed
create a rich impression of the case study circamests in
order to allow the reader to understand the armaegés in
the local context and judge the logic of the actoun

Does triangulation among complementary
methods and data sources produce generally
converging conclusions? If not is there a coherg
explanation for this?

Triangulation of data sources allowed for the depeient
of common themes. Other significant and interesting
nfindings which fell outside the triangle were indéd and
alternate hypotheses for these findings were disul}é®.

Are the presented data well linked to the
categories of prior emerging theory? Do the
measures reflect the constructs in play?

Are the findings internally coherent; are concep
systematically related?

Are rules used for confirmation of propositions
and hypotheses made explicit?

Methods of data analysis were explicitly descritiResults
were presented to demonstrate internally coherent

scategories reflecting the constructs found in thgial
data. The abbreviated grounded theory approaciect¢ae
possibility of not reaching saturation for somenties.
Rules used were described explicitly in the redegarnal
and summarised in the thesis text.

Is negative evidence sought? Found? What
happened then?

Negative evidence was sought through interviewG@$
who chose not to precept

Have rival explanations been actively considere

d?ivalRxplanations considered are described and then

arguments made for qualifying the pattern codesiwhad
emerged.

Are the conclusions considered to be accurate
original informants? If not, is there a coherent

byThe provisional theoretical framework developedrfrihe

explanation for this?

research was presented to Greater Green Triangle GP
preceptors and considered accurate.

3.7.4 External validity / transferability / fitting

ness

The transferability of qualitative research cardbecribed as a measure of how far
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the conclusions of this study can be

commit time to precepting

transferrga e the study context. Risks

include over generalisation of conclusions withappropriate qualification. The

strategies used in this study are described ineTaldl2, and include theoretical

sampling to ensure theme saturation, and explidiiscribing the context of the

study to allow readers to transfer findings appedply.

Table 3.12 Relevant questions to address transferab ility
Relevant questions Strategies used to address the
Source: Miles and Huber man 19941* queStionS

Are the characteristics of the original sample of
persons, settings, processes fully described to
permit adequate comparisons with other sampl¢

2S?

Does the report examine possible threats to
generalisability? Have limiting effects of sample|
selection, the setting, history and constructs usg
been discussed?

The characteristics of the research participahts, t

Australian rural general practice context and tREE
rcprogram were described to allow readers to judge th

transferability of the conclusions to their own gomment.

Do findings include enough “thick description” f
readers to assess the potential transferability,
appropriateness for their own settings?

=

Is the sampling theoretically diverse enough to
encourage broader applicability?

Theoretical sampling occurred during the studyriteo to
saturate themes and ensure pattern codes weréeglali

Does the researcher define the scope and the
boundaries of reasonable generalisation from th
study?

The researcher qualified the study conclusiongsgwith
ethe unique contextual and cultural variables reggbim this
study.

Is the transferable theory from the study made
explicit?

The conceptual model produced by the study is deestr
thoroughly

Have narrative sequences (plots, histories, sjor
been preserved unobscured? Has a general crg
case theory using the sequences been develop

®This study aimed to provide a general cross casmyh
S, . . . . .o
(\{\L,lmle preserving the voice of individual GP precept

n

B

Does the report suggest settings where the

Suggested settings of further studies were coreideand

findings could fruitfully be tested further?

discussed in the Chapter 8.

3.7.5 Utilisation / application / action orientatio

n

Even if a study is found to have methodologicabuig Miles and Hubermal*

argue the importance of considering the value efrésearch to participants, both

researchers and researched. Lint8ldescribes the “empowerment criteria” as the

ability of the study to evoke and faci

litate actmmthe part of those affected directly

and indirectly to take action. The intention ofsthésearch is to understand and

facilitate mutually beneficial experie

nces for prptor and student. Certainly the GP
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preceptors who were presented with preliminary datdysis, reported the

provisional theoretical framework to be powerful.

3.8 Summary

This chapter described in detail the historicalkigasund of the two dominant
theoretical perspectives in medicine and then ardiue case for the value of a
constructivist theoretical perspective in this gtudhe case study design using both
gualitative and quantitative methods was justibed described. The ethical

considerations of this study were presented. Tthidyswas constructed in two parts.

A prospective cohort study based on analysis cfatigped consultations was
described, considering sampling, data collectiatstadata collection processes and
analysis methods. The important issues of constaladity, internal validity and
external validity were examined using a framewankifiternal and external validity.

Strategies used during this study to minimise thisgs were highlighted.

An interpretive study of GP preceptor interviewarngulated with interviews from
students, practice managers, GPs who chose nottegt and GP preceptors of
short-term student placements was presented. [Pésarof methodological rigour

addressed confirmability, dependability, crediliind transferability.

This chapter has shown how the study design waoppate for the research
guestions. The results found from this researchbearegarded as having strong
internal validity. As with most naturalistic studjdurther studies will be required to

confirm the generalisability of the findings to etlcontexts.
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4 TIME COMMITTED TO PRECEPTING

4.1 Introduction

The previous chapter described the methods usiikistudy. In this chapter, the

time committed by GPs when they precepted mediadesits is defined.

First, objective measures of consultation timesndusolo and precepting sessions
were compared to determine the difference in caéasah times when precepting
medical students. Second, a similar process of aosgn of non-consulting time
within precepting and solo sessions was perforfhbis information provided an
objective measure of the time taken in a GP’s wagylday, when precepting a

medical student using the parallel consulting model

The perceptions of GP participants were then tusatgd with this objective data
from videotaped consulting sessions, and sevarahaltive explanations for the

results explored.

4.2 Study context

This study took place primarily in four general gifee clinics situated in towns in

the GGT region (Table 4.1). Three practices wetatd in towns of >9,000 people
which had a secondary referral hospitals suppdoyeeesident specialists. Some GPs
in these clinics had procedural roles within thegitals. One practice was situated in
a town of 5000 people, some 50km from the seconadeyral hospital. Inpatient

care at the local community hospital was provided®s. All four clinics were
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large rural practices with practice managers, cdasmngsed medical records, nursing

staff providing clinical duties in minor procedul@®as within the clinics in hours,

and the GPs providing out of hours services.

Table 4.1 Medical clinics participating in the stud vy

Clinic A B C D
Population of town 23,500 5,000 14,400
Hospital Secondary referral Community Secondary
referral
. Physicians,
Physicians, general surgeons, eneral surgeons
Resident specialists orthopaedics, O&G, paediatrics, Nil 9 9 '
anaesthetics, ophthalmolo anaesthetics,
0P 9y 0&G, ENT
No of GPs 7 male, 3 female 6 male, 2 female 5 ndafemale 8 male, 2 female

Doctors in training

1 GP registrar,

Nil

1 GP registrar

3 GP registrarg

1intern
No of consulting 14 9 9 12
rooms
Separate nurses’s area
with designated yes yes yes yes
nursing staff
Practice manager yes yes yes yes
Computerised recordg yes yes yes yes
Provision of after In Emergency
hours clinics yes yes Dept yes
Students have access|to
consulting room 2 yes yes yes yes
sessions per week
Student study room in
clinic yes yes yes yes
Participants 7 GPs, 1 PM, 6 GPs, 1 PM, 6 GPs, 1 PM, 5GPs, 1 PM,
interviewed 1student 2 students 2 students 2 students
GPs videotaped 5 4 5 3

Sour ce: Field notes

Students in these clinics had a similar progranh wibne day a week student study

day, two to three rostered clinical sessions basgside the clinic, two formal

parallel consulting sessions and about three sespier week on-call based in the

clinic to study and catch up with individual paten

88



How and why GPs commit time to precepting

4.3 Case study participant characteristics

There were two overlapping groups of case studigiyaants involved in this case

study.

4.3.1 Qualitative study participants

The participants involved in the qualitative semnisstured interview study
represented a theoretical sampling (Table 4.2)cdoparative analysis of the
demographics of this group was done as this graagpmot intended to be
demographically representative. They were invitegdrticipate to provide a breadth

of perspectives.

Table 4.2 Defining interview participants

Male Female
Total
<45 >45 <45 >45
years years years years
E 1 2 1 1 4
PRCC GP preceptors M 2 2 2 1 7
L 4 2 1 2 9
PRCC GPs not precepting 1 - 1 1 3
GP preceptors —
attachments<6weeks 2 2 L ) 4
PRCC practice managers 2 2 4
Other practice managers 0 1 1
PRCC students 2 5 7
Total interviews 22 19 41
Total of 41 interviews
E = early in the academic year; M = mid-year, lastifew weeks of the academic year
Sour ce: interview data

During the study, 21 Greater Green Triangle PRCof@eeptors participated in

interviews. In this study they will be identifieding the symbol “GPp”. Five were
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interviewed early in the academic year, seven raf ynd the remaining nine in the
last few weeks of the academic year when studerdken attached to the clinic for
more than 40 weeks (Table 4.2). Their perspeciiare triangulated with four
practice managers (PM) and seven PRCC student$t{&$e data were compared
and contrasted with three GPs in the GGT PRCCadiniho had chosen not to be
involved in precepting these students (GPn) , arally with five committed
preceptors taking Flinders University medical shtddor short term attachments
(two week and six weeks duration) for at least E&kg a year (GPa). Consensus
documents from interviews with the forty one papémts made up the qualitative

data presented in the results below.

The majority of these PRCC GP preceptors alsogyaatied in the videotape part of
the study. This included: four of the six malesemdb years, all the males over 45

years, three of four females under 45 years andfviour more mature females.

4.3.2 Quantitative study sample

The sample of GP supervisors videotaped consi§téf.56% males with and average
age of 42.6 years (Table 4.3). This is comparabtae current SA rural doctor

demographics of 73% males, and average age ofy4ar4>’

All 2004 PRCC students approached to participatsented to take part in the
observational study. By approaching patients peiépto explain the purpose of the
study and seek consent, an 86% patient consenveatachieved. A mean of 1.6
patients per session declined to participate irsthdy, with no statistical difference

between solo and precepting sessions (p = 0.98&)videotapes of several
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consultations were incomplete as the videotap®uawuring the ocnsultation.
These were excluded from the study. Again theremweestatistical difference in

number of incomplete consultations in the solo ar@tepting sessions (p= 0.677)

Table 4.3 Purposive sampling of teaching GPs to acc  ount for age and gender

Gender Male Gender Female Total GPs

Age <=45 Age >45 Age <=45 Age >4%
E I J J TOTAL

no % no| % no| % no| %
GPs in study practices 4 34.1%| 14| 34.1%| 9*| 22.0%| 4 | 9.8% 41
GP preceptors in these practides | 35.7%( 12| 42.9%( 4| 14.3%| 2 | 7.1% 28
Consenting GP preceptors 33.3%| 12| 44.4%| 4] 14.8%]| 2 | 7.4% 27
GPs videotaped q 35.3%( 7|41.2%( 3| 17.6%]| 1 | 5.9% 17

Sour ce: videotape data

A total of 523 complete consultations involving d&heral practitioners and 9
students was videotaped during the 2004 acaderaic Yhese consultations were
categorized into three groups, depending on thel\lewnent of a medical student:
» ‘solo’ consultations - when no students were presethe session;
* ‘precepting’ consultations - when a student sawpéugent prior to the
doctor;
» ‘parallel’ consultations - when the doctor saw &eyd on his/her own during
a teaching session while a student was seeing empdtient in a separate
room.
There were 257 solo consultations, 133 preceptmguitations, and 133 parallel
consultations.GP characteristics were aggregatedamsidered as descriptive

features of the 523 consultations (Table 4.4).
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Table 4.4 GP characteristics by study consultations

)n)

Number of Percentage of
- Rural SA
GP Characteristics study study .
. . GP demographicst
consultations  consultations
GP gender male 432 82.6% 75.0%
Country of birth 293 56.0% 54.9%
Australia
med|c_al degree_ obtained 320 61.2% 67.0%
in Australia
medical Fjegree obtained 61 11.7% 7 50
in UK
FRACGP or equivalent 251 48.0% *
FACRRM or equivalent 152 29.1% *
3 or more degrees
including basic medical 234 44.7% *
degree
>= 8 sessions per week 465 88.9% 75.0%
Hospital inpatients 480 91.8% 85.9%
Procedural GP 280 53.5% *
Practices obstetrics 190 36.3% 26.0%
Practices anaesthetics 53 10.1% 19.0%
Practices surgery 33 6.3% 9.0%
Prlt_es_,chool children 300 57.4% *(75% had dependent childre
iving at home
GP Characteristics Mean Standard deviation Rural SA .
GP demographicst
Age (years) 41.5 7.0 45.4
Years in rural practice 9.7 8.3 12 (median 8.25)
Years in this practice 8.4 8.3 *
Number of years in the 3.4 13 "

last five precepting

*comparative information unavailable
t Source: Fleming 2087
Sour ce: videotape data

The majority of consultations recorded for the gtuere provided by males (83%)

with an Australian medical degree (61%) or UK matidegree (12%) working eight

or more sessions per week (89%) and providing telsppatient services (92%).

This data is again comparable with the current fadjfmn of rural GPs in South

Australia®’ Percentages of GPs providing obstetrics, anaésttaid GP surgery

were however somewhat different. Interestingly,ldrger percentage of GP

preceptors in this cohort practising obstetriosassistent with a previous study,

which found that preceptors saw more patients listetric and gynaecology
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examinations than their non-precepting pé&omparative information was
unavailable for other data collected. All the GiP$his study worked in clinics with

Rural, Remote and Metropolitan Area (RRMA) categoyr or five.

Information was collected from students regardhmgreported frequency preceptors
engaged in seven effective teaching behaviourdqusly identified in the primary
care setting?’ Over 80% of GP preceptors were reported to fretiyiénvolve the
student actively in the consultation; demonstréiteoal and professional
competence; balance clinical and teaching respititisy and foster a supportive
interpersonal relationship (Table 4.5). Over 65%s8% were reported to frequently
emphasise problem solving. Using an organised agprancluding goal setting and
summarising and providing feedback regarding tbdesit's performance work,

were less frequent GP preceptor behaviours.

Table 4.5 Frequency of effective teaching behaviour s

Percentage
reported frequently
demonstrating trait

Occurred Occurred

Teaching characteristics
rarely  frequently

Student reported GP frequently involved them

. . ; 5 262 98.5%
actively in consultation
Studem reported GP frgquently demonstrated 0 259 97 4%
clinical and professional competence
Student repor_ted GP bala_n(_:_e_d clinical and 20 226 85.0%
teaching responsibilities
Student re.por.ted GP frequentlylfostelired a 52 214 80.5%
supportive interpersonal relationship
Student reported GP frequently emphasised 63 182 68.4%

problem solving

Student reported GP frequently used an
organised approach including goal setting and 92 113 42.5%
summarisation

Student reported GP frequently provided
feedback regarding their clinical performance

Sour ce: videotape data

107 84 31.6%
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Patient characteristics collected in the studyudet patient gender and patient age.
These demographics were no different for each eypensultation (Table 4.6).
There was a significantly higher number of new roations prescribed during
precepting consultations and more of the paratiakaltations tended to have been
recorded in winter. These characteristics wereidensd as possible confounding

factors in the analysis below.

Table 4.6 Patient characteristics in study consulta  tions

Solo Precepting  Parallel L
. . . Significance
consultation consultation consultation
. 154 71 80 _
Patient gender female (59.9%) (53.4%) (60.2%) p=0.857
. 46 46.2 46.4 _
Mean patient age (SD22.8)  (SD24.0)  (SD23.7) p=0.863
Mean number of new 0.17 0.44 0.28 ~0.010*
medications prescribed (SD 0.37) (SD 0.77) (SD 0.53) p=v.
Consultations occurring in 79 40 80 ~0.054
winter (30.7%) (30.1%) (41.4%) p=0.
Sour ce: videotape data

Finally the PRCC student characteristics of prengptonsultations were
considered. The mean age of students was 29 yeaosniths (SD 5 years 10months),
reflecting the graduate entry nature of the coUfeenale students participated in
73% of the consultations (Table 4.7). The majaoityhe time, students were rated
by their GP preceptors on the day to be competehigbly competent when
compared with their peers. Precepting consultatiorthis study were evenly spread
throughout the academic year. Again, these charsiits were considered as

possible confounding factors in the analysis below.
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Table 4.7 Student characteristics in precepting con

sultations

Student characteristics

frequencies percentages
Gender male 26 27.10%
female 96 72.90%
highly competent 56 42.10%
GP rating of compet.ent 54 40.60%
student . borderline 6 4.50%
incompetent 4 3%
unsure 13 9.80%
Beginning of academic year 41 30.8%
Time of year Middle of academic year 40 30.1%
End of academic year 52 39.1%
Sour ce: videotape data

4.4 Consultation length

In this study consultation length was consideretth oterms of objective

measurement and also experienced duration.

4.4.1 Measured consultation length

The distribution of the principal dependent varglgonsultation time, was examined

for normality as a whole (Figure 4.1) and thendidd by the independent variable:

consultation type (Table 4.8).
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Figure 4.1 Distribution of consultation times

All the consultation groups violated the assumiofhnormality, as the significance
of the Shapiro-Wilk test was less than 0.05 andskeevness did not approximate
zero. The positive skewness value indicated tinhestered to the left hand side of
the graph with the median less than the mean. ®4flauotes Tabachnick and
Fidell (2007) who argue that skewness will not malsubstantial difference to
analysis with reasonably large samples such asRbtive kurtosis can result in
underestimates of the variance, but this risk @rebuced with a large sampfé.
Parametric tests are therefore not unreasonabgeteléise significant Shapiro-Wilk

test.

As seen in Figure 4.1 there are several data psittitsg beyond 30 minutes on their
own. The 5% trimmed mean, 11 minutes 31 secondgrissimilar to the mean,11

minutes 52 seconds, so these cases have beerdetaihe analysis.
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Table 4.8 Tests for normality (Shapiro — Wilk) and  skewness of consultation
times

Consultation SW df Sig Skewness St. error of KUrtosis St.
type statistic skewness Error
Solo 0.927 257 0.000 1.253 0.152 2.802 0.303
Precepting 0.956 133 0.000 0.796 0.21 1.204 0j417
Parallel 0.946 133 0.000 0.835 0.21 0.34 0.417
Sour ce: Videotape data

The mean length of solo consultations was 12 mgatel 11 seconds with a 95%
confidence interval of 11 minutes 25 seconds tanirtfuites 57 seconds. The mean
length of precepting consultations was 11 minutes46 seconds (95% CI 10
minutes 45 seconds to 12 minutes 46 seconds)hentiean for parallel
consultations was 11 minutes and 21 seconds (950 @Giinutes and 26 seconds to

12 minutes 16 seconds)

Regression analysis of consultations times takitg account all variables
considered to be possible confounding factorsimstudy (Table 4.9) found only six
variables to have greater than 15% effect. These:vmember of consulting sessions
per week; number of medical qualifications; GP hgyreschool children at home;
and number of years precepting in the last fivesjgaatient gender and number of
new medications prescribed. In several sessici$ @°s reported that the video
camera affected the way they conducted the cotisutdRegression analysis
confirmed that consultation length was not affedigdhis subjective perception

(p=0.860).

Although patient age and GP gender were not foarichve a greater than 15%

effect on consultation length in this sample, them#ables were included in the final
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statistical analysis as it is well recognised ia literature that consultation length

increases with patient aféand female gender of the doctdf.

Table 4.9 Confounding factors

GP age Objective measure of rurality: RRMAssla
GP gendk Time of the year

GP consulting sessions per we Winter

Number of qualifications Patient age

Years in rural practis Patient gender*

Years in this practit Number of new medications prescribed*
Hospital privilege GP has preschool children at home*
Procedural G Dr went to school in a rural community
GP practises obstetr Years in rural practice

GP practises anaesthe Number of years precepting in the last fiye*
GP practises surge

*Asterix indicate variables having >15% effect consultation lengt

GP = general practitioner; RRMA = rural, rematel metropolitan areas classifica

Source: Videotape data

The relationships between consultation length aedcbnfounding factors were
investigated using a Pearson product-moment ctioelaoefficient. Preliminary
analyses were performed to ensure data behavedegisonable normality and
linearity. The correlation coefficients are digmd in Table 4.10 and show that the
coefficient of determination of “number of yearegepting in the last five” and
“number of new medications prescribed” is less th#) and there is little

confidence in the accuracy of the correlation ($icemce greater than 0.05).

Consultation times tended to increase with increpaumber of qualifications,
including basic medical degree, first year of pptitey and female patients.
Consultation times tended to decrease with haviegghool children at home, and

increased number of GP consulting sessions per.week
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Table 4.10 Correlation coefficients for consultatio n length and confounding variables

C I:)ealrst'On Coefficient of Significance
orreTa 10Nt determination 'Y
GP consulting sessions per week  -0.133 1.77% 0.002*
Total number of qualifications 0.2 4.00% <0.001*
including basic medical degree
ttNumber of years in the last 5 0.078 0.61% 0.076
precepting
First year precepting 0.120 1.44% 0.006*
Number of new medications 0.018 0.03% 0.674
prescribed
Patient gender female 0.105 1.10% 0.016*
Preschool children at home -0.137 1.88% 0.002*
Patient age 0.161 2.59% <0.001*
GP gender female 0.145 2.10% 0.001*
T N= 523 for all variables
Ttnot included in final analysis model
Sour ce: post videotape questionnaire

Mixed model analysis of all data was used to acttanrclustering of consultation
activities within doctors, as it was assumed tletivdies would be affected in a

fixed way by the consulting style of any given dwct

Table 4.11 Estimated marginal means of consultation length

5 -
Consultation type EM Std. error  df 95%Confidence Interval

Mean Lower bound Upper Bound
solo 13.455 0.787  22.426 11.825 15.085
precepting 12.795 0.863  31.231 11.036 14.554 074
parallel 12.408 0.851  22.426 10.67 14.15 0.081

Sour ce: videotape data
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In the final mixed model analysis (Table 4.11), wiaking into account the
confounding factors listed above, the estimatedyimal mean times for these three
consultation types were:
» Solo consultations 13 minutes 27 seconds (Cl = ihlites 50 seconds to 14
minutes 9 seconds);
» Precepting consultations 12 minutes and 48secd®ids {1 minutes 2
seconds to 14 minutes 33 seconds);
» Parallel consultations 12 minutes and 24 second$@@inutes 40seconds to

14 minutes 9 seconds).

This analysis showed there was no significant ciéfiee between estimated marginal
mean (EMM) for solo and precepting consultatiorgtenp = 0.274); or between
solo and parallel consultation length (p = 0.08dihg the parallel consulting model

of supervision. These findings were compared withinterview data.

4.4.2 Perceived time

During interviews, participants were asked to desca usual day precepting, or
their impression of the experience of GP precepfiidnie participants were not
prompted regarding time if they did not mentioggbntaneously. Twenty five of the
thirty four interview participants mentioned thmé taken when precepting (Table

4.12).
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Table 4.12 Perceptions of consultation time

Perception of consultation time

with a student Participants

Less time - time for paperwork (GPp21)

No change in time. Swap patient time for teachimgt (GPal1, GPal7, S1)

More time early in the year. Reduced to equivalémie
by the end of the year (GPp8, GPp15, GPp25, GPp31, GPp32)
(GPp2, GPp3, GPp5, PM6, PM7, GPalq,
More time GPalz2, GPpl4, PM16, GPn18, GPpl9,

GPn20, PM23, GPp26, S7, S9)

Sour ce: interview data

The majority of respondents spontaneously mentgtime, claimed precepting
took longer and that this resulted in an incredsedth of day unless compensatory
measures where taken. The majority of these dodtdreot define how much more
time. One doctor reported an additional hour péfrdey session (GPp31) while the
majority described the time commitment as onlyittéellonger” (GPp3, GPp5,
GPp1l4). The most common theme described in thdy/sittimore time taken, is in
stark contrast with the objective findings whichrastrated that consultation times

did not increase when precepting

There was a small group of respondents who statdcbnsultations did not take
more time when precepting (GPp21, S1, GPall, GP&t&jestingly GPp21 and S1
worked together frequently. GPall and GPal7 wéweda® participate in this study
because of their considerable commitment to trginiheir practices were set up in
such a way that they rarely had a session withaqpetiwising either a student or
junior doctor. This finding raised the questiort@svhether or not effective teaching
behaviours took time or whether expert preceptaxe ldeveloped efficient teaching
techniques which allow them to fulfil the studeletsrning agenda without forfeiting

time.

101



How and why GPs commit time to precepting

4.4.3 Effective teaching and learning behaviours

The sample of precepting consultations was exanspedifically to evaluate the
student and preceptor variables which could impagbrecepting consultation times.

Firstly the GP teaching behaviours were considéfethle 4.13).

Table 4.13 GP teaching behaviours affecting precept  ing consultation times

Pearson Coefficient of
Teaching characteristics Correlation r determination¥ Significance
T
Student report_ed G_P frequently involved 0.203 4.12% 0.019
them actively in consultation
Student reported GP frequently
demonstrated clinical and professional 0.073 0.53% 0.046
competence
Student reported GP frequently fostered a 0.143 2 04% 0.102

supportive interpersonal relationship
Student reported GP frequently used an
organised approach including goal setting -0.073 0.53% 0.104
and summarisation
Student reported GP frequently provided
feedback regarding their clinical 0.111 1.23% 0.113
performance
Student reported GP frequently balanced
clinical and teaching responsibilities

Student reported GP frequently emphasised
problem solving

T N= 266 for all variables

Sour ce: student post videotape questionnaire

0.183 3.35% 0.138

-0.011 0.01% 0.282

Only two of the student-reported effective teachiepaviours were found to have a
statistically significant effect on precepting coliation times using multi-regression
analysis. These consisted of actively involvinglstuts in the consultations and
demonstrating clinical and professional competeActvely involving students in
consultations reduced consultation length (p =®).0This finding challenges the
perspectives of many of the interview participamit® described limiting the role of

students when they felt time pressured (GPal, GRaRal7, GPp22, GPp32);
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however the practical significance of this findinghis study was minimal as only
one of GP preceptors in this study was reportadrly involve students actively in
consultations (GPp25). When students reportediegdemonstration of clinical
and professional competence, precepting consuisatiere found to be very slightly
longer (p = 0.046). Again the practical significaraf this finding in the study was

minimal, as this would amount to three secondstanaminute consultation.

Most interestingly, there was no increase in préaggonsultation times when GP
preceptors were reported to frequently emphasisglggm solving, use an organised
approach including goal setting, or give feedbdtks suggests that it is not time
constraints which limit the frequency of these etiifes teaching activities when

precepting.

Secondly, the GPs’ perception of student competencemparison with their peers,
was considered as a possible confounder for priecepbnsultation time (Table

4.14).

Table 4.14 Estimated marginal means of precepting ¢ onsultations by student
competence

5 -
Student concerns EM Std. error  df 95%Confidence Interval
Mean Lower bound Upper Bound

Yes — incompetent, borderline
or unsure
No — competent or
highly competent

Sour ce: post video survey and videotape data

13.182 1.770 74.21 9.655 16.708

12.086 1.032 23.09 9.951 14.221

<0.d
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This analysis clearly demonstrated that estimataymal mean for precepting
consultations when GPs had no concerns regardaigstudent competence at 12
minutes and 5 seconds (Cl = 9 minutes 39 secontl minutes 42 seconds) was
significantly shorter (p <0.001) than preceptingsutation length, when GPs
expressed concerns about the competence of thdersgs in comparison with their

peers (13 minutes 11 seconds; Cl = 9 minutes Sohsiscto 14 minutes 13 seconds).

4.4.4 Year long attachments

When considering the student factors impacting recgpting consultation time the
researcher was particularly interested to teshthiehypothesis that length of student
attachment does not affect precepting consultdtingth. Regression analysis
confirmed that student gender and GP rating ofestudompetence had greater than
15% effect on the consultation time when assesbia@ffect of “time of year” on
consultation times. These variables were addeldetortixed model linear analysis.
Mixed model statistical analysis was performed gi$ive following confounding
factors: GP gender; preschool children living ankeponumber of consulting sessions
per week; number of qualifications; years in trat fave taking medical students;
student assessment by GP; student gender; tinhe iacademic year; patient gender
and number of medications prescribed. In the fimxked model analysis (Table
4.15), when taking into account these confoundawgdrs, the estimated marginal
mean times were:

» Precepting consultations at the beginning of tteelamic year 11 minutes 10

seconds (Cl = 8 minutes 19 seconds to 14 minutescOnds)

» Precepting consultations in the middle of the anadegear 13 minutes and
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29 seconds (CI = 11 minutes 4 seconds to 15 mirtitegconds)
» Precepting consultations at the end of the acadgeaic 12 minutes and 7
seconds (Cl 9 minutes 31 seconds to 14 minutesekss).
This analysis demonstrated no significant diffeeebhetween estimated marginal
means of precepting consultations over the courtieecacademic year (p = 0.119

and p = 0.511).

Table 4.15 Effect of year long attachments on prece  pting consultation time

. EM 95%Confidence Interval
Consultation type Std. error
Mean Lower bound Upper Bound
beginning of academic year 11.164 1.414 47.260 18.32 14.008 -
middle of academic year  13.482 1.184 30.126 11.065 15.899 0.119
end of academic year 12.121 1.287 40.885 9.522 2147 0.511

Sour ce: videotape data

Despite this quantitative finding, five doctors (8P GPpl15, GPp25, GPp31,
GPp32) described an initial increase in preceptimgsultation time which returned
to equivalent to a solo appointments during thesmof the year (Table 4.11). There
was a diverse opinion about how quickly this retocourred, with some doctors
describing it happening as early as four to sixkseghile other described it

occurred much late in the year.

I am happier with the [PRCC] concept as it is. Shalents are here for a
long time and you do build up a rapport with théfmaven’t been really
keen to do any student supervision for studentshignee been here for only
two weeks ... Those kind of attachments haven’t really appetdeade at
all, because that is giving of your time with nalreeturn. When the
students are here longer you really feel that yewantributing to their
education. It is much more consuming of your timéave someone there
for a short period (GPp31).

In summary the quantitative data found that GP @lbason time did not increase
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using the parallel consulting model. Effective tdag behaviours did not increase
precepting consultation time and there was no Bogmit difference in precepting
consultation times over the course of the acadgeac. Perceptions of time spent

precepting were more complex however. This is dised further in Chapter 6.

4.5 Non-consulting time in a session

If GP consultation length did not increase whercepting medical students, it may
have been that GPs took additional time betweesuitations to teach students.
Therefore the null hypothesis that non-consultingetduring the session did not
increase, was tested. Non-consulting time durisgssion was defined as all time
between the start of the first consultation ingbssion to the completion of the last
consultation of the session where a doctor waslinettly in contact with a patient.
This definition excluded time before the first coliation and after the last
consultation and therefore would not measure pegjoartime or deferred activities.
However, it was considered a more reliable meastcensulting session time than

trying to determine when GPs started and stoppe#.wo
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Figure 4.2 Distribution of total non-consulting tim e in a session

Non-consulting time per session was examined fomatity as a whole (Figure 4.2),
and then divided by the independent variable, sedgpe, (Table 4.16) to further

assess normality and skewness.

Table 4.16 Tests for normality and skewness for non  -consulting time

S-W St. error St
Session type ... df Significance Skewness  of Kurtosis '
statistic Error
skewness
Solo session 0.937 29 0.082 0.921 0.434 0.627 0845
Precepting session 0.96 29 0.337 0.669 0.434 0.398.845
Sour ce: videotape data
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In this case both, samples can be assumed to leavehdistribution despite the

slight positive skewness and kurtosis of the distion by the Shapiro-Wilk test.

Mixed model statistical analysis was performedpaadting for the following
confounding factors: GP gender, preschool childireng at home, number of
gualifications, number of consulting sessions peekvand years taking medical

students in the last five (Table 4.17).

Table 4.17 Estimated marginal means for non-consult  ing time in a session

95%Confidence Interval

Session type  Mean St. error df
Lower bound Upper Bound
solo session 36.713 3.889 24.207 28.691 44.735 30}09
precepting session 41.923 3.889 24.207 33.901 89.94

Sour ce: videotape data

The estimated marginal mean of time spent in narsglting activities in a half day
session was 36 minutes 43 seconds compared withirtites and 55 seconds for
precepting sessions. This difference was not stally significant (p = 0.093) and
demonstrates that there was no practical differamc@n-consulting time within the

session.

4.6 Perceived additional time

The videotape analysis found no significant diffex@in consultation length or non-
consulting time when precepting. In contrast, tlegamty of GPs considered

precepting to be more time consuming than solowtng. One plausible
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explanation for this contradiction is that theresvealditional time spent when
precepting students which was not accounted fadr@rmguantitative study, because
this time occurred either before the first congidtaor after the last consultation.

Results required to consider this hypothesis wensidered in the section below.

4.6.1 Beginning of the day

Several GPs described trying harder to start tt@isulting session on time when
precepting a student (GPp3, GPal2, GPp27). Sonterdatated that they did this
as they were mindful of catching up with the studerhnile others reported they
wanted to minimise their feelings of time presq@ep3, GPal2). Commencing the
session on time reduced the time available torgesients in the ward with students
(GPp27). Preparation time before the session wes tasfollow up urgent results
before the student arrived (GPpl4, GPp22). Tha®aweneral sense of
transferring some clerical and other duties toabginning of the day; however,

there was no indication that the day commencedfgigntly earlier (GPp3).

4.6.2 End of the day

GPs described some additional work at the endpoéeepting session (GPall,
GPal2, GPp13, GPal7, GPn18, GPp21, GPp24). Tresnas reportedly used to
finish off without the student (GPal17), completaitanore paperwork (GPal2,
GPp18), or more frequently to debrief the stud&R412, GPp21, GPp24, GPp31,
S9). A few GPs described booking one or two fevegrsaltations at the end of the
day to compensate for running late when preceg@®®pl13). Time pressure during

the consulting session was also reduced by ensahiihdycare arrangements allowed
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GPs to finish late (GPal1l). Again there was a garsense of transferring some
clerical and other duties to the end of the dayyéneer, there was no indication that

the day was extended excessively for the majofitgPs.

If | talk to the students afterwards | still hawedo the paperwork, | don’t
know if it [precepting] reduces it [paperwork]. Setimes it actually clears
your head. | always end up with lots of paperwdrtha end of the session
anyway. The amount probably is a bit more (GPn18).

4.7 Summary

The results presented in this chapter demonstthtgerceptions of the time
committed by GPs when they precepted medical stadeas not supported by the
objective data from videotaped consulting sessidftsle the videotape analysis
found no significant difference in consultationdémor non-consulting time when
precepting, the majority of GPs considered preogpi be more time consuming
than solo consulting, and this experience was ooefil by student and practice
manager reports. These findings emphasise a wsskriself reporting

guestionnaires.

The possibility that GPs had accurately assessetintte commitment and that the
guantitative study failed to account for the adufisil time taken before the first
consultation and after the last consultation in session was considered. This

proposition was found to be unlikely.
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5 GP ACTIVITIES DURING PRECEPTING

5.1 Introduction

In this chapter, the differences in clinical adies in which the GPs engaged when
precepting students, as compared with consultiogealare described. These
differences are then examined to determine whefigechanges in activities could

affect GPs’ experience or memory of duration ofstdting.

First, GP activities during solo, precepting andaflal consultations were analysed
and compared. Second, non-consulting activitigg@eepting and solo consulting
sessions were compared. This information provaiedbjective measure of the
changes that occurred to the working day of GPawgtecepting medical students,
using the parallel consulting model. Finally, thgective findings were triangulated
using the interview data to build a picture of hamd why activities changed during

precepting.

5.2 Consultation activities

Consultations were analysed in 15 second intetyabs single research assistant and
coded for the most frequent activity in the prengdi5 seconds, using the modified
Davis Observation Code. The coding was auditedbyptimary author, with an
inter-observer reliability of greater than 96% beén coder and auditor. Estimated
marginal means were calculated taking into accoanfounding factors known to

affect consultation length (Table 5.1).
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Table 5.1 Consultation activities for GP preceptors

| EstMarginal Mean| 950 Confidence Interval .
Type of consultation m=minutes stat sig
s=seconds Lower Bound | Upper Bound
INTRO
solo 57s 43s 1mlls
parallel 1mi2s 56s 1.47 0.047¢
precepting 1m4s 47s 1m21s 0.338
HISTORY
solo 2m38s 2m8s 3m8s
parallel 2m37s 2mbs 3m8s 0.91¢
precepting 3ml7s 2md4s 3m49s 0.002*
EXAMINATION
solo 1m44s 1m23s 2m7s
parallel 1m4ils 1m16s 2m5s 0.729
precepting Im7s 42s 1m32s 0.001*
MANAGEMENT
solo 4m15s 3m49s 4m4ls
parallel 3m58s 3m28s 4m28s 0.25%
precepting 3m34s 3m2s 4mb5s 0.007*
HEALTH PROMOTION
solo 17s 7s 28s
parallel 14s 2s 25s 0.279
precepting 13s 2s 24s 0.193
CLERICAL
solo 3ml4s 2m33s 3m55s
parallel 2m20s 1m37s 3m4s 0.001*
precepting 1m43s 59s 2m28s <0.001*
TEACHING
solo Os Os 8s
parallel 2s Os 14s 0.327
precepting 1m8s 56s 1m20s <0.001*
RESEARCH RELATED
solo 3s 1s 5s
parallel 5s 2s 7s 0.086
precepting 1s Os 3s 0.076
UNRECORDED
solo 5s 0 21s
parallel 3s 0 21s 0.817
precepting 26s 6s 46s 0.017f
Sour ce: videotape data

When compared with solo consultations, in precgptionsultations (Table 5.1 ) GPs

spent 1 minute 8 seconds teaching students (p<Qad@il39 seconds extra taking a
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history from the student and patient (p=0.002).r&heere 21 seconds of additional
unrecorded activity (p=0.017). The GPs spent anagee37 seconds less time
examining patients (p=0.001), 41 seconds less dimgatient management
(p=0.007), and 1 minute 31 seconds less perforrigmcal and other activities

(p=0.000).

Parallel consultations were similar to solo coraidhs with the exception that GPs
spent 16 seconds more in introduction activities)(p47) and 53 seconds less in

clerical and other activities (p=0.001).

Two of the solo consultations and 13 of the paral@sultations had teaching time
coded. The majority of this time was not directefao-face teaching, but discussion
with the student on the telephone, when the studaatelephoned the GP to prompt
them to join the precepting consultation, or witheestion. In precepting sessions,
some of the GPs preferred not to interrupt theesiutly joining the precepting
consultation after a single parallel consultatibimey continued seeing patients in
parallel until the student let them know they wezady for the GP to join the
precepting consultation. On other occasions, GPemters were delayed joining the
precepting consultation despite seeing only oniepiatand were prompted by the
student. GPs were telephoned by students in maret parallel consultations but
this was not recorded where the conversation watheanost common activity in

any fifteen second coding interval.

A recognised weakness of the modified Davis Obsemwaode was that each 15

second time interval was coded for a single GRiatilt is possible that some
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activities which occurred for less than eight setsoim any time period were under-
represented in the results. However, coding valas improved by the large
sample of 523 complete consultations averaging bYeninutes, resulting in the

collection of more than 23,000 fifteen second coaieits of GP activity.

Solo Consultations Precepting Consultations

>

\ M introductions
[ history taking
* * [] examination
: B management

/ [_] health promoti

* B clerical
[F student teaching
[] research relate

[ unrecorded

*Sig difference

Figure 5.1 Consultation activities in solo and precepting cons ultations

o

During precepting consultations, six of the ningvitees recorded were significantly
different statistically, when compared with solmsoltations (Figure 5.1). The

changes to each of the activities recorded is densd below.

5.2.1 Introductions

The time taken in introductions did not change isicgntly between solo and
precepting consultations, however, GPs describaliagpto gain patient rapport,

ensure patient consent to commence the three-wesultation, and then worked to
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transfer the attention of the patient back to thdent (GPp27, GPp29, GPp33).

| certainly try and have my initial social interiaet and then they start to tell
you about the complaint | tend to try at some poiake a break and say
"[student name] what do you think is going on? Whieate you done? What
do you think we should do?" Otherwise it is tooyefas them [the student]
(GPp33).

5.2.2 History

During precepting consultations, GPs took 39 ses@xtia taking a history from the
student and patient (p=0.002). Students were eagedrto present the history while
the GP listened (GPall, S3, GPp13, GPp22, GPpA3LGEPp33). Some GPs
preferred this to be a formal presentation, whileecs preferred the presentation to
be in terms patients would understand (S3). Thefyisaking process was felt to
take longer, due to the complexity of having toacipthe student report, clarify or
ask further questions of the student or patientthad resynthesise the student’s
clinical reasoning (GPal, GPall, GPal7, GPp33js frocess was considered
difficult by some and required the doctor to beemore to both the student and the

patient (GPp15, GPn30).

| always felt it was important to give the studnte to present what they
had found. Sometimes | would know the patient vaglt] know exactly why
they had come, and it actually made it easierrectithe student’s
presentation........ But sometimes you would go in there and it mighabe
patient that wasn’'t well known to me, or a new gitj and then it would
have to be a more typical case of the student ptiegewhat they had
found. Sometimes you would have to direct that beedhere would be this
time restraint hanging over you...... The short timet ou were going to
be in there and you wanted at least time to ligtethe student presentation
and feel that you were giving the patient time a# vibecause they had
booked in to see you in the first place (GPp33).
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5.2.3 Examination

GPs spent an average 37 seconds less time exarpeatiegts (p=0.001) during
precepting consultations. Despite this, many GPsrted taking longer with patient
examination because they felt the need to duplitetexamination (GPp22, GPp26,
GPp27, GPp32). GPs described that once they wenécable that they could
accept the students’ findings, they would only drgik strategic parts of the
examination where physical findings were critical the exclusion or confirmation
of serious diagnoses (GPp32). This occurred withitderm students in their final
clinical year (GPall, GPal2). Confidence in stuslenamination skills took time

to develop in the PRCC students (GPp31, GPp32)piRethis, there was no
significant change in the examination time in ppgcey consultations over the

course of the year (p = 0.608)

The difference in how quickly you could trust adgnt’s examination was
related to your assessment of how competent they are that assessment
develops quite quickly, but because these studgattisoff as pre-clinical
their competence develops at different rateskigan fair few weeks to
decide whether you could trust a student or nofpEap.

Despite some GP reports to the contrary, the vadedysis demonstrated that GPs
frequently accepted the students’ assessments thbgmeported no abnormalities
on physical examination, but tended to check pessigns reported by the students.
This finding has important implications for patiesafety which is the primary
responsibility of the GP preceptor. This findingahelps to explain why
consultation time lengthens when GPs are unfamiliir a students’ performance or

assess that students are less competent thapéees (p <0.001).
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5.2.4 Management

GPs spent an average of 41 seconds less time ientpanagement (p=0.007)
during precepting consultations. GPs describeddipgriime discussing the
differential diagnosis with students and develo@management plan together
(GPal12, GPp33). The reduction in management tinpedoepting consultations was
in part due to doctors delegating the manageméss to students while they
observed or performed other activities (usuallyictd) during the consultation
(GPp26, GPp27). They expected students to be dotske mark with diagnoses by
the end of the year and believed patients gaired fncreased explanation in the
consultation (GPp2, GPp25). Students believed plaeticipated more when they

had more knowledge about a patient’s condition.(S9)

5.2.5 Health promotion

The time taken in health promotion activities ottiemn those relating to the
presenting problem were limited and did not chasigaeificantly in precepting
consultations. There were few comments made reggiialth promotion. A few
doctors proposed that students were good at faligwrotocols and computerised
prompts thereby increasing patients access to ptatwee care (GPp5). The reverse
sentiment was also expressed as GPs felt thafptiessure reduced health promotion

opportunities (GPp29).

More of the consultation is taken up so therefane snay not be able to get
into preventative care as much. So the outcomthéopatient is less then,
for their time commitment (GPp29).
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5.2.6 Clerical and other activities

Clerical and other activities were reduced by Gparbaverage of 53 seconds
(p=0.001). This was in part due to students arditig and contributing to clerical
tasks, for example, writing up the notes and plieganvestigation request forms
(GPn18). Doctors delegated some tasks (S3). Dodassribed limiting

interruptions and practice staff confirmed theyevierss likely to interrupt GPs when
they had a student as they were aware that GPsusgupt be time pressured (GPp2,
PM6, PM7, GPal2, GPal7). GPs also reported defeclarical tasks during the

consultation (GPal2, GPn18).

5.2.7 Teaching

GPs describe teaching students directly duringptbeepting consultation (GPp3,
PM6, GPp8, GPp9, GPall, GPal9, GPp21, GPp33). ingavhs observed to take
over a minute per consultation (p<0.001). GPs ddistudents benefited from being
orientated to the factors contributing to managdrdenisions and patients benefited
from the detailed description of conditions (GP@®p8, GPp9, GPpl4, GPal7).
GPs worked to draw out details of the differentii@gnosis and management from
students (GPp2, GPal2, GPp33, S3, S9). Sometinsasvblved sitting back and
letting the student go down a blind alley which tdos sometimes found frustrating
because of their time constraints (GPal). GP ptecgpad the impression that they

swapped patient time for teaching time (GPall).

11¢€



How and why GPs commit time to precepting

There was no significant change in the teaching twver the course of the year (p =
0.511); however, the content of teaching changed the course of the year

(GPp31).

I don’t think how much the students have progressedd make much
difference with the time. You might spend the tiwi¢gh them differently,
for example going beyond the basics of historyrtgkexamination
techniques, but looking more about how they coolgrove other
consulting skills like how to build up rapport withe patient, body
language, putting different ideas across to theepitthings that are
extensions of consultation that go beyond normeibhy taking,
examination and management. So time-wise it wotiithake any
difference. | would just spend the time differeni3Pp31).

5.2.8 Unrecorded time

Increased unrecorded time in precepting consuitat{@1l seconds) occurred because
the GP spent more time out of camera while in thdent’'s room, making it more
difficult to evaluate his/her activities. This tiro&en occurred when the student was
actively engaged with the patient and so may iriditiene spent actively observing
student performance. If this time was spent dolagaal work, there would still be a
significant reduction in time spent by the GP erghip clerical and other activities

compared with lone consultations.

5.2.8 Parallel consultations

The only practical difference between lone consiolts and parallel consultations
was the GPs’ recognition that patients and stiderte consulting in parallel and
would soon need the GPs to join them. GPs desctibedpressure being magnified
when they were aware a student and patient mayalteng/ for them (GPal2,

GPp13, GPp25, GPp33). They made more of an etiotrt on time (GPp5) but
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they did not feel their consulting activities chaddGPp15). They reported
occasionally taking short cuts to finish a condidta(GPp13) and worked to avoid
interruptions (GPp14). These data are consistehttwe objective finding that
clerical and other activities were reduced by agrage of 53 seconds in parallel
consultations compared with solo consultations (p091). GPs did not seem to be
aware of the small increase (16 seconds) in inttiolo time during parallel
consultations (p = 0.047). From the videotape olzi&ms, this time was related to
GPs returning to their consulting rooms followirappletion of a precepting
consultation. They tended to bring their patients the rooms before opening the
patients’ computer records and collecting theiutitds and then spend more time

discussing what was to be accomplished in the dtatiun.

5.3 Non-consulting activities

Non-consulting times on the videotape were analysdd® second intervals by a
single research assistant and coded for the nmexpiént activity using the coding
system developed in the pilot study (Table 3.2 Tading was audited by the
primary author with <2% variance between coderaunditor indicating a high level
of instrumentation reliability. These data werenbined with the non-consulting
data coded in real-time during observation of tifs @hen they left the consulting
room. Estimated marginal means were calculatedyusined method analysis
taking into account confounding factors known tieetf total non-consulting time

(Table 4.15). These results are found in Table 5.2
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Table 5.2 Non-consulting activities for GP precepto  rs

Est 95% Confidence
. Marginal Interval _—
Type of consultation Mean Significance
m=minutes Lower Upper
s=seconds | Bound Bound
PERSONAL ORGANISATION TIME
solo session 1m19s Os 2m51s
precepting session 1m32s Os 3m4s 0.794
PERSONAL INTERACTION TIME
solo session 2m59s 27s 5m31s
precepting session am 1m?28s 6m32s 0.454
PATIENT RELATED ORGANISATION TIME
solo session 30m8s 21m44s 38.697 0.077
precepting session 24m45s 16mlls 33m19s
PATIENT RELATED INTERACTION TIME
solo session 13s Os 35s
precepting session 25s 3s 47s 0.259
PROFESSIONAL ORGANISATION TIME
solo session 1m10s Os 2m50s
precepting session 1m33s Os 3ml2s 0.664
PROFESSIONAL INTERACTION TIME
solo session Os Os 11s 0.033*
precepting session 13s 10s 24s
STUDENT ORGANISATION TIME
solo session 13s Os 6m13s 0.002*
precepting session 59s Os 7m58s
STUDENT INTERACTION TIME
solo session Os Os 1.949 <0.001*
precepting session 6m30s 4m20s 8m39s
RESEARCH ORGANISATION TIME
solo session 35s 10s 1mOs 0.472
precepting session 26s Os 51s
RESEARCH INTERACTION TIME
solo session 7s Os 38s 0.110
precepting session 34s 3s 1m4s

Sour ce: aggregated videotape and direct observation data

GP preceptors spent an additional 13 seconds (p33Pengaged in informal

discussions with colleagues or clinic staff regagdilinical or broader professional

matters in a half day consulting session, and ditiadal 46 seconds organising

students (p = 0.002). These, however, were notipedly significant increases as

professional interaction only occurred in six ofdghsulting sessions and both
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increases were less than one minute. Of more peaaiignificance was the
additional 6 minute 30 seconds spent interactirig students (p < 0.001). No
student interaction or student organisation timescoded in the solo sessions;
however, the upper bound of the estimate margirams was above zero as a result

of the mathematical effect of the confounding festocluded in the analysis.

Comparing the quantitative findings above with diaga from interview participants
the findings are similar. Non-consulting time uspartedly changed during
precepting sessions. GPs described spending tibreefieg students or speaking
more generally about their approach to medicinaifoto several minutes between
patients (GPal0, GPal2, GPal7, GPpl9, GPp22, GBEH81). This corresponds
with, but could be an overestimation of, the mbant7 minutes per session spent
interacting with and organizing students. GPs edported having to run back and
forwards between their own consulting rooms andsthdents’ consulting rooms
(GPp3, PM 23, GPp24). It is likely this increasked obpportunity for GP preceptors
to interact with their colleagues and clinic stafine doctor claimed his non-
consulting activities did not change as he hadme between consultations;
however, more GPs described reducing the amoyvaérwork and other

interruptions during the session (GPp14).

5.4 Summary

When precepting consultations were compared with sansultations, GPs spent an
average of 39 seconds extra taking a history. 8@rsks less time examining

patients, 41 seconds less time on patient manadefnamnute 31 seconds less
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performing clerical and other activities, 1 min8teeconds teaching students and 21
seconds more on unrecorded activity. Parallel deatsans were similar to solo
consultations, with the exception that GPs spergeb®nds more in introduction
activities and 53 seconds less in clerical andrathgvities. Interview participants
described that their role in the consultation cle@h@s they actively delegated or
deferred clinical activities to compensate for titaken to give students an

opportunity to learn.

This chapter has clearly described the quantifiabBnges in consultation activities
of GP preceptors. There is a sense from the mgajofiGPs that the process of
precepting increased the complexity of the acasitihey did as they juggled the
needs of the student and the patient. This may imaveased feelings of time

pressure associated with consulting. Time presswerplored in Chapter Six.
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6 TIME PRESSURE

6.1 Introduction

In this chapter, the participants’ experiencesroétpressure as the cost of
precepting are explored, and the complex adaptitezactions which occurred as a

result of the time pressure felt by GP preceptoeascribed.

6.2 Experiences of time pressure

Several themes were identified in the study negato time pressure (Table 6.1) .

These themes defined GPs’ experiences of timeymessid are described below.

Table 6.1 Experience of time pressure

GPs descriptions of time pressure Participants

GPp2, GPp3, GPp8, GPal7, GPn20, GPp25,

Competing priorities GPp26, GPp28, GPp3Ll

GPp2, GPal2, PM23, GPn20, GPp25, GPn30,

Mental effort GPp31

GPp2, GPp3, GPall, GPal2, GPp13, GPpl4,
GPp15, PM16, GPal7, GPn18, GPn20, GPp22,
PM23, GPp24, GPp25, GPp26, GPp27, GPp29,
GPn30, GPp31, GPp32

Increased pressure of precepting

Source: interview data

6.3 Competing priorities for general practitioners

The GPs described being overwhelmed by competsgpresibilities which they
worked to juggle (GPp2, GPp3, GPp8, GPal7, GPnEp26, GPp26, GPp28,

GPp31). These occured within an individual coraidh (GPp2), within a
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consulting session such as seeing several patdentwe, attending to staff questions
and assisting other doctors asking for help (GPpIlteey also occurred within

their roles as clinicians, such as completing papsgk, carrying out hospital
procedural responsibilities, organising student @gistrar training (GPp8, GPn20,
GPp26, GPp28) and in other aspects of their wock si$ attending Division, and
national committees (GPp25). Finally they occuiretheir personal lives

particularly for those with young children (GPpR33).

6.4 Mental effort

GPs worked to balance the needs of the studenthangktient. This created tension
particularly as patient discomfort often occurredituations which were considered
the most authentic learning situations for studé@®p3). Tensions could result in

feelings of guilt (GPp28).

GPs described the mental energy of orchestrategahsultation, to ensure the
agenda of patients (health care) and studentsfegrwere met (GPp2, GPal2,

PM23, GPn20, GPp25, GPn30, GPp31).

If I had a student sit in | would be thinking witte other half of my mind
about bringing out interesting things or makingire of a training time for
the student. So the quality of care to my patieighibe affected if | have
two people in the consult whose needs | try to ri@en20).

They also described feeling more aware of trackivegstudent's’ activities during

the session to ensure they were meaningfully embé@fal2, PM23).

There is a mental energy involved in having a sttitkerelate to and to be
conversing with and | suppose another body you tebée aware of. You
need to be aware of where the student is and wisit)es actually seeing
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and when did | last leave him (sic) there. So tl®the mental energy in
organising the logistics (GPal2).

6.5 Increased pressure of precepting

GPs described feeling significant time pressure@ated with precepting medical
students (GPp2, GPp3, GPall, GPal2, GPp13, GPPP,5GPM16, GPal7,
GPn18, GPn20, GPp22, PM23, GPp24, GPp25, GPp2& GRPp29, GPn30,
GPp31, GPp32). This was described in very stromggeéncludinghate (GPp3),
nightmare(GPp31) andngry at mysel{GPp24). Time pressure was increased as
GPs found it harder to keep to time when prece@igp2, GPp3, PM4, GPal2,

GPp13, GPp14, GPal7, PM23).

GPs felt pressured for time when precepting as peegeived they were likely to run
late, hence increasing patient waiting times (GP»6, GPp13, GPp33, S3, S9).
This increased their own stress (GPp3, GPn20, GPp&éy could choose to reduce
patient waiting times by reducing the number of@pgments available. However,

this affected patients' access to appointments 2GIPjI6, GPpl15, GPp26).

When | run late it makes me feel bad, it makes meyvabout my patient’s
reactions when they are sitting in the waiting romitong time and | just
know it takes longer. It is about the effect it lsmsme and my patients
(GPp3).

6.4.1 GPs immediate response to time pressure

GPs described responding immediately to increasszlgressure (Table 6.1). They
worked to avoid interruptions (GPp14), deferredsgsarticularly paperwork
(GPp14, GPal7) or curtailed consultation activiseshey were less likely to have

extended consultations (GPp2). GPs described amrsgiallocating time to
12¢
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activities and defining the limits of the consubatat the beginning of an interaction

(GPal, GPal7). Despite this they perceived theyedisome tasks (GPpl14, GPp27).

Table 6.2 GPs immediate response to time pressure w  hen precepting

GPs immediate response to time pressure when .
precepting Participants

Avoided interruptions GPpl4
Deferred tasks GPp2,GPpl4,GPal7
Delegated tasks GPp2,GPpl4,GPal7
Rushed GPpl4,GPp27
Consciously allocated time GPal,GPal7
Reduce students' active role GPal, GPall, GPp22
Bulk billed patients GPp27
Source: I nterview data

Time pressure meant GP preceptors felt frustnatezh students were thought to be
inefficient and they were more likely to delegadtern to a passive-observer role
(GPal17, GPp32). Some GPs felt believed studerggupted them (GPp22). Less
advanced students or students considered less tamhpesre given roles of passive
observation only (GPall, GPal7, GPp32). If studeste trusted to fulfill a

consultation duty, GPs described delegating taSkpR, GPpl4, GPal7).

| am guilty of taking over because of the time ptes and | would regard
that as poor really. But it happens more often thaauld like and clearly it
would happen more at the start of the year thainea¢nd. But | regard that
as a negative aspect of teaching consultatioaslds to the pressure on time
(GPp32).

One GP described not charging his patients aniaddltpayment above the
government funded payment “to train them not tadeeover-demanding” (GPp27).

His reasoning seemed to be that patients wouldeebthe need to use the full
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fifteen minute allocation of time if they were ratarged for the time. It was
described that GPs did not think they were ruslesdbise they or the practice had

adapted to the time pressures (GPp33).

6.4.2 GPs adaptations to time pressure

As GPs were aware that precepting increased tbeling of time pressure, they

adapted their behaviour to limit the impact of timse pressure (Table 6.2).

Table 6.3 GPs adaptation to time pressure when prec  epting

GPs adaptation to time pressure when Participants

precepting
Reduced competing commitments GPall, GPp24
Developed time keeping skills GPp31

Established student competence to allow task détega| GPal, GPp8, GPp31

GPn20, GPp25, GPp28, GPp31, S1, S3,

Limited frequency of precepting S5

Prioritised the time GPal, GPp2, GPal7, GPp26, S2

Source: interview data

GP preceptors prioritised their precepting timagdgucing competing commitments
on precepting days, for example, by avoiding b@ngall when precepting and
ensuring they were not responsible for picking bideen (GPal, GPp2, GPall,
GPal7, GPp24, GPp26). GPs were aware that timerkeskills varied between
doctors but could be improved to reduce time pres€@Pn20, GPp31). GPs
described uncertainty in delegating patient catities in the consultation to

students until they trusted them (GPp8, GPall, GPp3

The students certainly get better at it in termthefr knowledge of the
patient, their history taking skills and their cejpato take responsibility.
When a patient needed a letter to a doctor or phtpgin [student name] was
more than happy to actually write the letter. Sthasyear goes on, it makes
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it easier, for sure. You spend the same amounitnef but | am not feeling
the need to go back and check what they have dortkit makes the brain
work easier because you know that they have covbeetases. (GPp26)

Sharing the responsibility for precepting throughttwe clinic allowed GPs to limit
the frequency of precepting to between once a vaedkonce a month (GPn20,

GPp25, GPp28, GPp31

6.4.3 General practice systems response to time pre  ssure

Practice staff were very aware of the patient stoasised by patient waiting, and
work to support patient flow (PM16, PM23). GP appoient schedules were
changed by staff to lighten the patient load, eitheallocating one less appointment
per hour or by scheduling several appointmentseaehd of the day (PM 16, GPal2,
GPpl3, GPpl19, GPp21). However, some doctors exquldhat the precepting roster
was drawn up too late and they already had pathedked, or they had chosen not
to alter their booking frequency due to the largégmt load (GPp25, GPp26, GPp32,
GPp33). They argued that reducing appointmentsdavonly extend their waiting

list (GPp26).

The frequency of consulting sessions is about rightuldn’t want to do it
every week because | am just feeling | am congylitay too muchWhat |
mean is that if | see fewer patients on a partrocd&asulting morning or
afternoon with students then the amount of patiti@syou see both by
yourself and with student together is less thantwiauld see by myself.
Also in our system at the clinic, the patients bebin with the student are
not always my patients so then my waiting listée sny own patients gets
longer (GPp19).

Staff and students recognised the risk of doctamsing late if they became too
involved in teaching (GP23, GPp25, GPp32). Pracia# also worked to improve

patient flow by minimising competing needs (GPpPa&2, GPal7). They were
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involved in ensuring patient consent to involvewadent prior to the patient

commencing his/her appointment.

Well | guess it does slow the whole day down &litbtaff have to
continually say “Dr P has a student with him todayyou mind?” or “Do
you mind seeing the medical student first, therPDvill complete the
consultation?” There is a lot more expression eriteption area, when
they greet the patients. And you have to be vigilariry and keep them [the
GP] moving so that they don't get too far behinchinse it is easy for both
the supervisor and the medical student to get esgobin what they are
doing and let time slip by. It just happens (PM23).

6.4.4 Students response to time pressure

Students recognised that precepting took time $32S5, S6, S7, S9). One student
(S2) described a preceptor in terms of "being gareof his time" inferring that

time was a gift which was valued. Students felt thay could get in the way and ask
too many questions slowing GP consulting down &, Students were mindful of
the time they took and colluded to support the G&Ranage time by working to be
organised and efficient, backing off when GPs ammbausy, and prompting them to

move on to the next patient (S3, S6, S7).

To minimise that [time taken] the student coulddemy say “that's
enough", if that's a bit rude then something likthink there is another
patient we could see", and the student could eageuthe doctor to see two
patients instead of one before coming in [to jbi@ student].(S3)

6.5.1 Financial implications

As described in the literature review, cliniciamdi is irreversibly intertwined with
clinician productivity, specifically with the conges of number of patients seen, with

doctors’ billings. Medicare billings for Australiarocationally registered doctors are
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based on the complexity of the problem rather tvathe time allocated to an
appointment (GPall). Most GPs described that tasdlittle change in their bills
when precepting (GPal7, GPp33). Most did not consty discount as they
perceived that the patient received the same seorittwo for the price of one"

(GPp2, GPp5, GPp8, GPp9, GPal0, GPall, GPp31).

A few doctors described discounting for preceptingsultations when it was not
their usual practice (GPp19, GPp24, GPp27). Thsmeported to be more likely
when the patient booked with the student, and sddmbe related to GPs having a
less secure doctor-patient relationship when théydt know the patients well, or if
the time taken to review the patients was briefygtdhe complexity of the problem

warranted a standard consultation bill (GPp19, GP@Pp31).

Some doctors however described fewer long consuitgbccurring due to their
perception of time pressure (GPp2). On reflecttmme GPs described no increase

in session length but working harder for the saitiads (GPp3).

Many doctors described reducing their bookings iy t three patients per session
(GPp5, GPp13, GPpl4, GPpl9, GPp26, GPp28) and dochers described this
impacted financially (GPp13, GPp14). They oftefi sin late (GPall, GPp26,
Gp32). Interview participants described feelingsgrged by long patient waiting
times (GPp2, PM6, GPall, GPal2, PM 23) and by esbacailable appointments

(PM6, GPp19, GPp24).

Motivation to precept was not strongly relatedeémuneration; however, financial
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recognition was perceived to affirm that preceptiwas valued (GPal, GPalo,
GPp13, GPpl14). When asked about personal remumeratost GPs also
considered non-financial rewards like academiaistand professional development
points; however, these were not valued highly (QR&Pal7, GPp31, GPp33).
There was a feeling that relative personal remdizgramproved during the year as

students increase their roles in the consultingisegGPp13).

Practice partners were remunerated through negdtfabportional redistribution of
Practice Incentive Payments (PM4, GPp9). Thespayments made directly to the
practice for specific health target outcomes oiviies additional to routine
consulting, like precepting. Assistants who werl gasessional rate reported that
their income was fixed so the decision to precepiod was made by weighing
interest versus effort, as reduced patient numlassof no financial consequence to
them (PM4, GPp28). Assistants who were paid a peégige of their billings usually
did not gain financially as few practices redigitdd Practice Incentive Payments to

assistants (PM4, PM6, GPp13).

Students were aware of the personal financial icafilbns of time when precepting
(S2). They perceive that partners were somewhdg¢tad by partnership
distributions (S5). However they believed that ppthg was not worth the money

and felt that this meant that they were not plagd disinterested GPs (S7).
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6.6 Summary

The results in this chapter demonstrate that GEssrstudy consistently
experienced time pressure in their roles, duedatnstant intrusion of competing
priorities. Time pressure increased when they mtecemedical students. GPs
developed patterns of behaviour in response to pirassure including containing the
time spent on any single clinical activity by caessly allocating limited time,
rushing, avoiding interruptions and sometimes reduthe active role of students.
Some duties were deferred to another time and, riraptty, when GPs felt confident
in student skills they delegated tasks to studeRtequent decision making by GPs,
as a response to their drive to remain on time,deasonstrated to be a significant
contributing factor affecting the changes found@amsulting activities outlined in
Chapter Five. Students recognized GPs’ sense efpiassure and responded to it,

frequently working to support preceptors to contaire.

The drive to reduce time pressure resulted in GEpaactice systems constantly
adapting to streamline patient flow and containstdtation times. The time pressure
caused by precepting increased GPs efforts to reamatime for appointments and
motivated some doctors and staff to reduce appentmumbers. Tension resulted
as a consequence of the opposing motivation tebesaible to patients through
offering further appointments. Financial impact i@snd to be of little concern to
GPs in this study in part due to Practice IncenBagments. The tension caused by
the drive to provide adequate appointment avaitghid the GP’s patients was found

to be more powerful.

This chapter has thus demonstrated the cost oéptieg in terms of GPs’
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perception of increased time pressure and therpatté behaviour which ensued to
manage this pressure. Having shed light on howré$tsond to the considerable
time pressure associated with precepting mediadksits, it is interesting to reflect
on why GPs would commit to precept a student fiudlaacademic year as is the case
in the Parallel Rural Community Curriculum. Chageven considers the GPs’
perceptions of precepting medical students, witrew to defining the meaning of

precepting to this group.
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7 THE MEANING OF PRECEPTING

7.1 Introduction

In this chapter, the meaning of precepting to GRonsidered, in order to
understand why GPs were motivated to subject thieewséo the increased time
pressure they felt when precepting medical studéintstly, data regarding the GPs
broad perceptions of the value of precepting isgméed. Secondly, data regarding
the GPs’ experience of the triangular relationgf@pween doctor, patient and student
is explored. This is achieved by considering th&reé role of patient care, and then
considering the dynamics described in each ofttteetrelationships within
precepting consultations from the perspective ef@#® preceptor. Finally, the
evolution over time of relationships within predagtconsultations time are

described.

7.2 Professional Enrichment

In this study preceptors identified many ways firacepting added value to their
roles as GPs (Table 7.1). They indicated that jptéwg provided diversity in their
work (GPp2, GPp5, PM5, PM7, GPp9, GPall, GPp2p26FGPp31, GPp32,
GPp33, S3, SH). It offered variety from the routifiesolo consulting. Experienced
GPs described consulting as “not enough”, and GB&ldecome jaded without a
change in their role (GPp2, PM7, GPp9, GPall, GPE®p32). Precepting
provided variety as it was perceived to be intéllalty interesting (GPal0, GPalz2,

GPp13, GPp25).
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Table 7.1 Professional enrichment

GPs descriptions of professional

enrichment resulting from precepting Participants

GPp2,GPp5, PM5, PM7, GPp9, GPall, GPp25]

Provided variety from routine consulting GPp26, GPp31, GPp32, GPp33, S3, S5

Intellectual stimulation GPalo, GPal2, GPpl3, GPp25

PM4, GPp5, GPal2, GPpl5, PM16, GPal7,

Refected on their clinical approach GPn18, GPp19, GPp21, GPp25, GPN30

PM4, GPp3, GPp5, GPp9, GPal0, GPal2, GP14,
Facilitated personal learning GPpl5, GPal7, GPn18, GPp19, GPn20, GPp21,
GPp24, GPp31

GPal, GPp8, GPp10, GPal2, GPp13, GPp15,

Self perception as a master/teacher GPp31

GPal2, PM16, GPal7, GPp25, GPp27, GPn30,

Community of practice GPp32

GPal, GPp2, GPp3, GPp5, PM7, GPp8, GPp9,

Kudos /recognition GPal0, PM16, GPp27, GPn30, GPp33, S1, S7

GPal, PM4, PM7, GPp8, GPp13, GPpl4, PM1§,

Giving back GPp21, GPp22, GPp26, GPn30, GPp31, GPp32,
S2, S5
GPal, GPp2, PM4, GPp5, PM6, GPp8, GPall,
Recruitment / succession GPpl13, PM 16, GPal7, GPnl18, PM23, GPp29,
GPn30

Source: interview data

GPs claimed that precepting medical students nfeata teflect on their clinical
approach, rather than acting instinctively (GPpBa®&, GPp15, PM16, GPal7,
GPn18, GPp19, GPp21, GPp25, GPn30). They were aliotitheir thought
processes and explicitly vocalised their cliniedsoning to students (GPal2,
GPpl9, GPp26, GPp32). They worked to be consigtightthe clinical decisions

(GPp25).

GPs thought precepting facilitated personal learnithey could update their
knowledge and revisit the theoretical basis famichl decisions with students (S3,
S5, GPal0, GPal2, GPpl4, GPal7, GPn18, GPp21, iHp24 were motivated to
keep up to date (GPp3, GPp9, GPal0, GPpl4, GPI®A; GPp21, GPp24,
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GPp31). They reviewed knowledge in order to te&h G5, GPp3). Questioning
and feedback from students was sometimes uncorbfeytaut encouraged further

self-reflection (GPp5, PM7, GPn18, GPp24).

GP preceptors described precepting as affectirigbeception of their own
professional roles (GPal, GPp8, GPal2, GPpl13, GRH31). Some doubt was
expressed initially by GPs as to whether they amigh subject mastery and
teaching expertise to become effective precep®Pal, GPp8, GPal2, GPp1l5,
GPp31). Confidence developed over time, until iIms@ases precepting came to be

seen as a primary component of the GPs' roles (GFRA31).

| see my role as a teacher and educator of patet$o the upcoming
generation of doctors (GPal).

GPs reported increased collegiate interactions thigir clinician peers between
practices within the region (GPal2, PM16, GPp2MmER GPp32). There was a
sense of this community of practice being intergatenal and including registrars
and students as less advanced members of thistom@¢GPal7, GPp25, GPn30).
GPs recognized that as novices, they had valuesligort of expert clinicians
highly (GPal, GPal0, GPal2,GPpl9, GPp21, GPp3iy.ndtivated GPs to “give
back” to the profession by providing support to tiext generation of students
(GPal, PM4, PM7, GPal0, GPpl4, PM16, GPp21, GRpRR26, GPp30, GPp31,
GPp32, S2, S5). This was seen to complete the ojgeofessional renewal (PM4,

GPp8, GPpl13).

GP preceptors also identified with teaching pesnsgl, described that through formal

structures of the Rural Clinical School, they gdiogportunities to share academic
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endeavour with university colleagues who respettted contribution (GPp5, PM7,
GPp24, GPp27, GPp32). GPs also valued the kudgsehbeived from their
involvement in precepting in the PRCC program. s not related to formal
academic status, but related to recognition ofvétlee of the precepting role (GPp9,
GPp25, GPp31). Students respected their clinicatema (GPp2, S1, S7). Patients
and community members were perceived to recoghatethie medical practice was
investing in developing the future medical work®for the community (GPp5,
PM7, GPp8, GPp9, PM16, GPp27, GPn30, GPp33). Gitaetl that this practice
profile affirmed, to the community, the high stardlaf medical care being offered

(GPal, GPp3, GPal0, GPp27).

I think that you’re becoming a more valued partref system in helping to
teach them: more valued by ourselves, by [universiime] and by the
community (GPpb5).

GPs described that they were motivated to takeestsdas they hoped to influence
students' career path to become members of themiptine of rural medicine and/or
general practice (GPal, PM4, GPp5, PM6, GPp8, GRaRh13, PM 16, GPn18,
PM23, GPp29, GPn30). A few GPs reflected thatréncsuitment was more about
ensuring the quality of rural general practice tigio the appropriate motivation of
students, rather than increasing rural doctor nus{g&Pp2, GPn18). Some study
participants expressed a desire to recruit to their practices, either directly or
indirectly, through increased status of the pracéis it was recognised as a teaching

practice (PM6, GPal7, PM23, GPn30).

The examples of professional enrichment describedexwere identified by GPs as

motivators for precepting. Interestingly, howewbgse were not the factors GP
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preceptors focused their attention on when deswitheir enjoyment of precepting,
and the lack of any of these same factors wasawwoignized as likely triggers for
stopping precepting. GPs continually returned &dhbjects of patient care and the
triangular relationship between themselves, théestiand the patient, suggesting

that these were more central considerations.

7.3 Patient care

GPs considered quality patient care to be thest firiority (S1, GPp5, GPp8, GPp9,
GPall, GPpl2, GPpl13, GPpl5, GPp22). GPs frequirgtyibed patient-centred
attitudes and behaviours (GPp3, GPp9, GPp13, GRpRA29). They valued their
relationships with patients (S6, GPp13, GPn20, @PpaPs sought to satisfy patient
needs through meeting reasonable patient expatsapoovision of their medical
care; providing accessible appointments; and miirgiclinic waiting times (GPp9,

GPn20, GPp24, GPp31).

Precepting consultations were mainly considere@Bypreceptors to be of equal or
higher quality for patients (GPp2, GPp5, GPp9, GR&Pall, GPpl4, GPp21,
GPp25, GPp27, S5). Students had more time to spghgbatients (GPp2, S5,
GPp9, GPall). It was perceived this allowed stisdenéxplore patients’ problems
in more depth, discuss lifestyle issues more thginbpy or complete more thorough
hospital admissions during consulting sessions GB#p5, GPal0, GPpl4,

GPp21, GPp25, GPp27, S5).

My main professional objectives are my day-to-dalgtionships with my
patients: providing a professional service, witheamphasis on professional.
Students don't affect this negatively (GPp13).
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Patient consent was sought specifically when stisdeare involved in procedures
as there was increased risk of patient discomisbaated with multiple attempts,

for example inserting a drip (GPp8, GPall).

Student scrutiny of the GP was perceived to impiopaity of patient care (S1,
GPal, GPp3, GPp22). GPs indicated they were moreugh, more motivated to
keep up and more reflective. They valued studerdifack on the consultations

(GPp3, GPp14, GPp22, GPp25, GPp26, GPp28, GPp}2, S3

I don’t think it affects my capacity to provide gbpatient care. It may even
enhance it. It makes you think. You can get throtinghday without
thinking, and we do forget to question ourselv&ghy are you doing this?
Why are you doing that? Or are there better wayg#igs | take for granted
(GPp26).

Explanations directed to students were thoughtdeeiase patients’ understanding of
their conditions; however, there was a risk thagbler conversations would not

concentrate on patient concerns (GPal, GPpl15).

GPs recognised that student involvement couldfetewith the doctor - patient
relationship (GPp2, S5). This meant some areasttmt concern may have
remained unexplored during the consultation (GR#p2, S5, GPp29, GPp31).
Unexplored issues could feasibly affect patiené @though often issues could be

deferred to another appointment (GPp18, GPp33).
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7.4 The doctor - patient relationship

Doctors and students recognised the importandeecddctor-patient relationship.
Patient trust was seen as an essential componérisa€lationship which, in many

cases, had been built up over years (GPp2, GP&726).

Some doctors described the doctor-patient reldtipria terms of patients trusting
the doctor's commitment to provide them with tmaédical care. They recognised
that patients sometimes did not open up to studmritthey worked to ensure that
patients were still getting the services they respl{ GPp8, GPal7, GPp22, GPp26).
Their primary focus was to patient outcomes rathan to the process of developing

patient relationships (GPp2, GPp9).

My professional role to the patients is providingreedical] service.
Whether that’s either directly or through a thiatty, | think they are still
getting that same service (GPp9).

It was reported that PRCC doctors were responsivedtients when they entered the
consultations (GPn30). Where they did not knowgaigents well, they were aware
of behaving more formally, with what they perceiasia more professional
approach (GPp19, GPp25). Some patients continuiediet@ct primarily with the
students, particularly in clinics where patientgavieooked with students (GPp9).
Other patients transferred their attention to tfes GGome GPs felt confident to defer
to the students to increase the student rolesipithcepting consultations. These
doctors described pleasure in watching the stupatiént therapeutic relationships
evolve over time (GPp2, GPp8). They seemed coniflertaith patients transferring

their emotional "allegiance" to the students.
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At the other end of the spectrum, some doctors, idkaotified as being less
comfortable precepting students, seemed to conakgeuthe doctor-patient
relationship in terms of trust and intimacy (GPnG&®n20, GPp26, GPp29, GPn30).
These doctors valued the intimacy highly and aited their own therapeutic
capacity to the patient's willingness to "open wgtiich in turn was attributed to this
fragile and revered personal connection. Theseodoctcognised the difficulty in
patients developing trust and may have been réitptheir patient populations
(GPn20, GPp26). However the doctor-patient relatigm provided a secondary gain

to these doctors which they were careful to protect

| suppose | wonder if the patients are truly hapjih the students being in

the consult, or if they are uncomfortable sharimgjrtdim dark secrets. | am
circumspect but sometimes | wonder if the patiansreally thinking “I

will go along for the ride with you but | am not@% happy with this”. A

lot of my fears are groundless and probably theyd:be easily challenged

(GPn20).

When patients booked appointments to see GPs atehthsaw students first, they
felt the need to give patients time (GPpl13, GP@&2p31). They were concerned
that reduced time with patients risked patientstpption of their quality of care and
patient satisfaction (GPpl13, GPpl14, GPal7, GPpP®2&). This made them feel
awkward about billing the patients GPp24, GPp31p&¥. GPs prevented students
seeing some patients, particularly if they were iognfior follow up of sensitive
issues, had special needs, or if they were beylikebe difficult with the students

(GPalo, GPpl1, GPp32).

7.5 The student - patient relationship

Patients usually enjoyed their contact with stusléRtVi7, GPp8, GPall, PM23). In
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GP precepting sessions, patient satisfaction wasowed by ensuring patients had
self selected to book student appointments and vespected if they chose not to
see students (PM4, GPp5, S5, GPp8, GPal7, GPn1&3)PVhe self-selected
patients then presented to the appointment witlexipectation that they would see a
student (GPal, PM4, GPp5, PM7, GPp9, GPall, GP@bfsent had been
obtained initially at the time the patient bookbd appointment and was confirmed
by staff on presentation to the clinic (GPal, PRIV|16, GPn18). Past positive
experience with a student was believed to increageatient’s comfort with a
student. Practice staff recognised that some gatgew attached to a particular

student and sought continuity with him/her (PM4,&NM7, GPp8).

GPs described the desirable characteristics irestadas including attributes which
made them acceptable to patients (GPpl4, GPplRZGKpable 7.2). This meant
being personable (GPp2, GPp3, GPp5,GPal2, GPap2858Pp33) and sensitive
to patients (GPp4, GPp8, GPpl14, GPp26, GPp32JyStarticipants reported
valuing dressing appropriately (GPpl14, PM23), retpg patients (GPal2, GPpl4),
being interested in patients (GPal, GPp5, GPp81GRaPp24), reliable (GPal,
GPp2, GPp25), on time (GPal2, GPal7, PM23, GPp&fratanding the
importance of clinical commitments (GPal7), knowihgir own clinical limits

(GPp24), and being systematic (GPal7) (Table 7.2).
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Table 7.2 Desirable characteristics in students

GPs descriptions of desirable student

characteristics Participants

GPp2, GPp3, GPp5,GPal2, GPal7,

Personable GPp28, GPp33
Sensitive to patients GPp4, GPp8, GPpl14, GPp2p3&P
Respecting patients GPal2, GPpl4
Being interested in patients GPal, GPp5, GPp8, GRaRp24

. . GPal, GPp2, GPal2, GPal7, PM23,
Reliable, on time

GPp25

Dressing appropriately GPpl4, PM23

Source: interview data

GPs were acutely aware that the students actdemsgents in the precepting
consultations and that this placed significant oesjbility on the students (GPp21,
GPp24). Students possessing the qualities descaibeek were thought to be more
likely to be perceived by patients as pleasanp@BPp5, GPp28, GPp33). Some
GPs expressed concern that students could undeonaestroy the doctor-patient
relationship if their behaviour was not acceptablpatients (GPp8, GPall, GPp30).
When accepted by a patient, the student was semm edension of the doctor, and
rapport was initially a reflection of the doctortigat relationship. Students could
support their position, save face when unsure er@ase patients' confidence in

their safety by deferring to the GPs’ expertise)(S3

Students valued the feedback received from patiegarding their performance in
clinical roles (S3, S5). Increased clinical expecieincreased students' confidence in
the roles. This new found confidence and the autdit time the student could spend
with the patient, resulted in increased patienposp(GPp21). Students then

sometimes uncovered new clinical information (GRpBp9, GPp25).
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Some doctors described supporting the studentraherapeutic relationship to
develop over time (GPp2, GPp8). Students begandakhe patients through the
continuity of their therapeutic relationship, aresdribed interpreting for and
advocating on behalf of patients in precepting atiations (S1, S5). With continuity
over time, the student contributed to a shift & telationship balance in the
triangular interaction between doctor, patient studient - from the predominant

doctor-patient relationship to the student-patretdationship.

Knowing that you are having an input into studevt® are soon going to
be practising doctors. | suppose | particularlgfinrewarding that the
students get more exposure particularly in a cgumactice to seeing the
same person over again: being able to follow thetgress through the year
through general practice. It's the breadth of meeéithe students are
exposed to in rural practice. And, also learningitwv medicine from the
patient’s point of view. Once they start work ire thospital, perhaps they
might have more empathy with the people, understaaidthey are actually
people not patients (GPp29).

7.6 The doctor-student relationship

As the students engaged in the clinical settingg tegan to develop both personal
and professional relationships with their GP prémeyp Clear themes emerged from

the data (Table 7.3).
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Table 7.3 Themes relating to the doctor-student rel  ationship

Theme References

GPp15, GPn18, GPn20, GPp22, GPp25, GPp29,

Student scrutiny GPn30, GPp33

GPp3, GPp5, GPp6, GPp9, PM16, GPp19, GPp26,

Student characteristics: personable GPp32, GPp33

GPp3, GPp8, GPall, GPal2, GPp15, GPp25, GPn30,

Student characteristics: clinically safe GPp32, GPp33

D
Student characteristics: enthusiasm GPp5, GPp8, GPal2, GPpl3, GPpl4, GPpl7, GPpP2,

GPp25
Shared enthusiasm GPall, GPal2, GPpl3, GPal7, GFh20
Social inclusion PM4, PM7, GPp8, GPal2, GPp32, GPp3
Clinical mastery GPal, GPp2, GPal0, GPall, GPpRp2& GPp32
Student learning GPal, GPp2, GPp8, GPal0, GPp3B3 LGP

GPp2, GPp3, GPp5, GPp13, GPp14, GPal7, GPnl18
GPp25, GPp28, GPp31

Student development

Progressive authentic clinical participation  GPEBp8, GPpl4, GPp24, GPp25, GPp33

GPp2, GPp5, GPp8, GPp15, GPp19, GPp22, GPp3l,

Companionship GPp32, GPp33, S1, S5

Friendship GPp2, GPp8, GPp33

GPp2, GPp8, GPal2, GPpl3, GPn18, GPp21, GPp25,

Mentorship GPp29, GPp31

Source: interview data

During axial coding it became clear that themesurdigg to the student-doctor
relationship were related to one another. The difirs of the cluster categories
were defined during meta-coding, and links betwthese themes are described

below.

7.5.1 Scrutiny by students

When students initially engaged in consulting atiés GPs described feeling
scrutinized (GPpl15, GPn18, GPn20, GPp22, GPp252&RpPNn30, GPp33).

Students confirmed this in their description of G8%, S6, S7, S9). GPs were aware
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that they were exhibiting their knowledge and etiper(GPp8, GPp15, GPn18,
GPn20, GPp29). Some GPs, therefore, describedrdtadeitiny as intimidating,
particularly as the students were perceived afligeat (GPp24 GPp32). Their
feelings ranged from some personal discomfort ez afi being ‘centre stage’, to
being ‘on edge’ (GPn18, GPn20, GPp29, GPn30). Ptecethought more about
what they were doing in order to display their emtitknowledge and systematic
approach, as they understood the importance oéstadearning by example
(GPal12, GPp19, GPp22, GPp25, GPp29, GPn30, S3).\Wdre aware that the
students could pass judgment on their actions ard more conscious of their level
of clinical mastery (GPp8, GPp29). A few expresseihe concern about not being
able to meet the naive expectations of studentscpkarly around definitive
diagnosis and fixing the patients’ problems, wiilbers were comfortable about

student judgments (GPp22, GPp24, GPp33).

I don’t think precepting a student changes the tsuoe of the consultation
in a major way but certainly it has the effect eeking me honest in
explaining treatment options to patients and irtradke soft situations where
you try to decide for example whether or not tcspribe an antibiotic.
When the clinical evidence or clinical compulsian it [an antibiotic] is not
all that overwhelming, having a student presentthasffect of keeping me
more intellectually honest. | know that any degisieeds to make sense to
the student, and they will have seen me make simildifferent decisions
in similar situations with previous patients. Sddes put some pressure on
me to at least maintain some element of consistenchnical decision
making. And that’s not a bad thing. It also becoupgise apparent that you
are setting what might be a model for future clihlzehaviour, so | think
that increases the pressure to behave appropri@ey25).

7.5.2 Sizing up the student

At the initial meetings between doctor and stud&fits also scrutinized students,
seeking evidence of a few key personal charadesist order to determine if the

students were likely to work in a safe and profasai manner in the clinical settings.
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First, GP preceptors worked to decide if they pgszkthe students to be personable
(GPp3, GPp5, GPp6, GPp9, PM16, GPp19, GPp26, G§3233). Personable
students who had enthusiasm for medicine and valligidal involvement were

likely to share their common interests with the [@&ceptors (GPp5, GPp8, GPal2,
GPpl3, GPpl4, GPpl7, GPp22, GPp24, GPp25). Shamthgsiasm is discussed

further in the section 7.5.3.

Second, GPs expressed concern that students audddraine or destroy the doctor-
patient relationship if their behaviour was notegtable to patients (GPp8, GPall,
GPn30). They felt they needed to manage the smtlhiportant risk that a patient
may object to a student's personality (GPn30). @&sribed uncertainty with
delegating patient care activities in the consigitato students, until they trusted
them (GPp8, GPall, GPp31). This trust took timéetcelop, and involved ensuring
a personable approach to patients compatible withraspectful of their own

consultation styles (GPal2).

Third, doctors have fundamental responsibilitygatient safety (S9). In precepting
consultations GPs felt responsible for protectirsgshpowered patients from
students (GPp3, GPp15, GPn18). They needed toeetimtrthe student would not
take undue risks with the patient (GPal, GPal7% iGticated that this involved
assessment of knowledge and clinical competencgcyarly focused history and
examination skills, and ensuring accuracy of diagp(GPal2, GPp32). It was also
important to teach students the importance of comaoating openly without

alarming patients with dramatic differential diagas (GPp2).

14¢



How and why GPs commit time to precepting

Knowledge wise: | feel that his knowledge was a@teul would have said
that he was good to adequate but | wouldn't haielgawas excellent. He
was certainly able to go and look things up ancktwait for himself, which
was appropriate. In comparison with our last stt@denhad, who was quite
a bit older and who had been in the air force éone time, he was not used
to making decisions and taking control, coordirgtisnd having things
organised within a time frame...So no problem with personality, no
problem with patient relations, knowledge basemedical techniques is
what | would call fair to good (GPal7).

Forming these judgments, and then giving studewot® ractive roles in
consultations, caused GPs to feel anxious (GPpR1l&RGPN18, GPn20). GPs felt
unhappy to precept students they considered urgsiofeal, inappropriate or
incompetent, as they would risk patients being fsneaupset (GPal, GPp3, GPp14,

GPp15, GPp25, GPn30, GPp33).

When a GP preceptors did not know a student, didrast a student's skills, or
considered a student to be less advanced, he/shmuara likely to assign a passive-
observer role to the student (GPall, GPal7, GR§i?8Although they focused
primarily on patients to the exclusion of studettisy recognised that the student
presence changed their rapport with patients (GPN8Ih this passive consultation
style, students felt they were not given an oppotyuo contribute to the
consultation and felt devalued (S1, S3). They wtded that the doctor was seeking
to remain in control of the consultations; howevkey were more likely to be sent
out of the consultation when only having passivseovation roles (GPal7, GPp22,
GPp29, S1, S3). GPs recognised that the studeet\@sole was not a very
effective way of learning for students as theyrmt have to commit to a diagnosis
(GPp28). Used occasionally, some students valuedportunity to observe expert
practice and to reflect on their own experiencesatting (S2).

With a less advanced student it is fairly easy bseaf they are following
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you, that is straight forward. You charge around da all your things and
you let them learn by osmosis. You have a talkateind of the day. They
are watching you work, rather than working with yadnich is a different
context (GPal7).

7.5.3 Sharing enthusiasm

Enthusiasm was created by having an interest imuam or by creating that interest
in another (GPall, GPp13, GPn20, S3). Common sttarelinical medicine
occurred very early in the contact with studentsallg in the first consulting
sessions and created an immediate positive embtesonse for doctors (GPpl13,
GPal7). Sharing enthusiasm in this common intevastoften the most significant
personal relationship experience described by do@wolved in short student
attachments (GPall, GPal2, GPal7). This sharedseadn was linked to a sense
of hope that this interchange would fuel studetergst which would facilitate
learning, and continue to affect the students’'reippaths in medicine (GPall,

GPal7).

I'm a rural doctor. | want to cure the rural doatmrkforce. | just think |
love rural practice life and | want a lot more pleojp find out about it. |
have skills and knowledge and | like teaching,t'scei bit of everything. It's
not about succession planning, it's much more albloeitmore people out
there training in rural the more likely they withme back. ..... It's not really
the business side of it. It's more the altruism #redjoy of letting people
know that you are having a good time (GPall).

7.5.4 Social inclusion

GPs and practice staff described an early pastaral responsibility to include
students socially (PM4, PM7, GPp8). This was ifitiauperficial where the
students were invited to practice social functidrsyever, if students were seen as

personable, social inclusion often extended todainited for a meal. Here GPs
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were sharing their non-professional lives and tfemily lives, which was perceived
as a greater level of personal investment (GPp®p33). The GP was motivated by
an attempt to give the student a brief glimpse itheowhole picture of life as a rural

practitioner (GPal12).

| wanted to involve him in some of my professioaetivities other than
direct patient contact. | developed a rapport \gthdent name] when he
was here last year so | have a bit of a connethiere. | was interested in
taking him to a few of the activities that | haveeh a part of including
being part of a men's group which was set up indtva. He came along to
one of these meetings. He also came along to akpteeting, as well,
about a school program. We are trying to suppe@stthool developing
greater links with a youth clinic we've got sethgre as well. That part of
my professional life is about being part of the camity and promoting
general health and wellbeing in the community tiglgunot just patient care,
but through a more public health approach to mykw&GPal2).

7.5.5 GP Clinical Mastery

Clinical mastery, defined as the self perceptioreatching a self-determined level of
competency and ethical standard, was consider@dortant precursor to feeling
confident to precept (GPal, GPp2, GPal0, GPal12%R3Pp24, GPp32, S1, S7).
GPs valued affirmation of clinical mastery throwgtiernal acknowledgement of
expertise (GPp2, GPal0). Students tolerated GPgtandymot knowing but did not

tolerate doubt regarding patient safety (S1, S2).

GPs mostly enjoyed imparting knowledge (GPal, GRaiid gained confidence in
their self perception of clinical mastery when tmegeived positive feedback and
respect from students (GPp24, GPp33). This motiv&ies to seek opportunities to

teach students (GPp22, GPp33).

It is good for my ego that after twenty years adgtice there is someone
there that you can teach something to and passroa ef your skills. And
that is appreciated. It does make you feel gooda(®R
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7.5.6 Student learning

When students were perceived to be safe and tecepe GPs’ clinical mastery
they were trusted, provided with opportunitiepéaticipate in the clinical settings
and specifically to take authentic roles in thegepting consultations (GPp2, GPp8,
GPal0, GPp22, GPp31). These active roles allowsttsts to develop and

demonstrate their learning, which in turn increaedGPs’ enthusiasm.

Seeing someone have an understanding of somethinigef first time or
putting new skills into use. Sometimes they comektzand tell you they
understand it now. That's rewarding (GPal).

GPs described having two foci during preceptingscdtations: firstly the patient
problem and secondly evaluating the student'silegu(GPp3, GPall, GPpl3). In
this precepting model doctors felt under pressartay worked to meet the
competing needs of two parties (GPp3, GPall). Stadmmetimes felt their clinical
skills and judgment were not trusted, but feltsad that GPs responded to their
guestions (S2, S5). Sometimes however they felaegtions were too complex for
patients when directed at meeting their learnireps€S3). GPs were aware of being
more instructional in their consulting style witiformation tending to flow only one
way from doctor to student (GPp8, GPal2). The dasr#emed to drive the
consultation outcomes without recognition thatghedent or patient could

contribute (GPp8, GPal2, Gpn20).

| don’t discount that | can learn stuff from theoot| tend to think it is a
one way street from me to the students but intgeilisn’t. If there was

time then it would be much more obviously a two stget. One of my
weaknesses is | tend to make things a one wayt stresn | educate
patients. | don't always actively seek out whemytre at, what they already
know, and what they can tell me. | am trying tordmathat style a bit. If |
did, it would probably redress the balance. Atrtf@ment | just see teaching
as a burden because it is a giving thing. Wheffdasas actually receiving
something from them that might help, but | am retyvgood at receiving
(GPn20).
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With full year attachments, this teacher-healer ehad precepting was often a
transitional model of precepting as the doctortgdnow the student, or was used
intermittently throughout the year to assess stugegress (GPp8). Doctors
describing this as their primary method of workimigh students, found it
excessively demanding and tended to either revestiident observer models or

minimise precepting roles (GPn18, GPn20, GPp22,28PEPn30).

7.5.7 Student development

Over time, GPs from the PRCC had the opportunitse®the accumulation of
individual episodes of student learning and desdristudent development (GPp14,
GPp33). They described students positively in tesfitheir ability to support their
own learning needs; for example, being self mogddGPp2, GPp5, GPp13), self
learners (GPp3, GPpl4, GPal7, GPp28) and recepitveesponsive to feedback
(GPp13, GPpl14, GPn18, GPp25, GPp31). GPs were afvanedents pursuing
clinical opportunities and building on prior leangi(GPp8, GPpl14, S6). As they
developed clinical skills and confidence, they regaanticipate patient needs, and
became more sensitive to the pressures on the é&Rgiors (GPpl14, GPal7,
GPp33, S7). GP preceptors received positive razefoent for facilitating student

development (GPp14).

Its rewarding that you see them when they combeg have very little
clinical experience and they don’t have the confaiethat they do at the
end of the year. The first two months the studarggyetting used to the
clinical environment. The next six months they rer@ly improving. And
the last few months they are working more confiljero there is a reward
in seeing them develop (GPp1l4).
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GPs who precepted short term students did not itbesstudent development

(GPall, GPal7).

During the course for the 6 week attachments, tildesits don't become
much more useful by the end of the six weeks. Sigks is a pretty short
time. They could come a little bit more useful thé changes are not that
dramatic but if they were coming for 3 months hthyou would notice a
major change (GPall).

7.5.8 Progressive authentic clinical participation

By the end of the year, there was a noticeablegdanprecepting consultations as
student development resulted in students havingrpssively more authentic
clinical participation (GPp3, GPp8, GPpl4, GPp2RBp&5, GPp33). Supervision of
students was reported to be easier as studentg’ ¢optributed more legitimately to
patient care (GPpl4, GPp25, GPp27, GPp33). Studentsibed feeling more useful

(S5).

To start off at the beginning of the year, thalstus try to take a history
and a bit of examination but they didn’t reallyrfarlate any management
plans so that when | come in there sometimeslisadot to do. | think you
look forward to coming to this stage of the yearthe beginning of the year
there is a lot of input and you are not sure hoay tivill go, but now you are
starting to see results. The students start thinfdnthemselves and it pays
off. The more you put in with them early on, therenid pays off (GPp14).

At this stage some doctors conceptualised thegriroterms of facilitating the

student and patient to meet each other's needs€GPsecontinued to accept
responsibility for patient care, but also workeettsure the students took lead roles
in the consultations (GPp2, GPp8). In this symbiptiocess both student and patient
contribute to meeting the needs of the other @Bp24, GPp28, S2). Patients have
part of their health care provided by students &R}PPp9, GPp25). Students benefit

from experiential learning and from patients knaige of their own illnesses and
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from their direct feedback (GPp24, S2, S3, S5).

When you go in with the patient it is different base you greet the patient
but then | like the student to present the case liecause then if | ask them
questions it's with a purpose. The patient isrgitihere willing to tell me
the story and treat me as a real doctor, so yoa t@stop them where
normally you would try to encourage them to talkuYare acting as the
secondary person in the room not primary. So yelaatively looking to
make sure the interaction continues between ttlkestiand the patient
(GPp28).

GP preceptors came to see students as intellgugees and professional equals
(GPp3, GPp14). Students were invited to commetitgrahan being provided with
didactic teaching, and were provided with sensisivpport or critique to ensure their
roles were not undermined in the eyes of the ptigdPp3, GPp8, GPpl5, GPpl7).
GPs reported that students enjoyed this more acileg GPp28, GPp33). Students’
increased autonomy and supported responsibilippaitl them to develop

confidence in their clinical roles (GPp21, GPp2#2p35, GPp33).

Doctors described feeling awkward using this syribiprecepting consultation style
initially, as the consultation felt disjointed (GR&Ppl14, GPn20, GPp29). The skill
of directing the flow of the consultation to all@tudents and patients to meet their
complementary agenda was demanding (GPp2, GPpB8pré&zeptors described
having a sense of holding themselves back (GPap1&R5Ppl17, GPnl18). The
consultation could progress down a different limentwhere the GP preceptor would
have taken it (GPp15, GPp32). It was describedhabenging not to jump in and
take over when the GP preceptor was feeling tirregured (GPal, GPp22, GPp26,

GPp32).

I think consultation time does differ from earliertheir attachment. | think
that as they clearly evolved more sophisticatedltimg techniques and
better medical skills they certainly become muchieramnfident in their
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ability to take an unsupervised history. | haveatge confidence in their
summaries, which I think have noticeably becomeensarccinct and
relevant. | feel much less need to double checlsitjficant features of the
presenting history. I'm confident they have goneualbhings in an
appropriate manner. There have been fairly ongoliragnges, and their
clinical skills have improved over the year (GPp25)

Very rarely were there examples where GP precepexissupervised students in a
manner more traditionally used for the supervisibregistrars, where GPs left
students to seek help as required (GPp9, GPal7Z21GHp this doctor-as-advisor
precepting model, patient safety was not undectimérol of the preceptor and
students could feel abandoned (GPal7, S2). Therdrte use this model when
precepting medical students, were related to a leigl of confidence in students
perceived to be functioning clinically well abovetnorm for their peer group, and
the fact that time could be saved using this moéiplecepting (Gpall, GPp21,

GPp33).

It's interesting that she [GP preceptor] doesntitvta be bothered with
"trivial things" having only just met me. It's agsing a lot to think | can
differentiate what's trivial from what's not (S2).

7.5.9 Companionship

Returning to consideration of the personal relatom between doctor and student,
the author described above the relatively supelficature of relationships which
develop in short-term attachments, with few dostmident relationships progressing
beyond shared enthusiasm and social inclusion (GBPR5, GPp8, GPpl15, GPp1l9,
GPp22, GPp31, GPp32, GPp33, S1, S5). In the PR@&Censtudents were attached
to general practices for a full year, the initiat®l investment was highly valued by

students (S3, S5, S6). GPs and students deschibatkvelopment of companionship

15¢€



How and why GPs commit time to precepting

over time (GPp2, GPp8, GPp22, GPp31, GPp32, S1Fa8nhdliness, mutual
comfort and camaraderie seemed important (GPp253PPRpl5, GPpl9, GPp22,
GPp33, S1). There was a sense of knowing and resgeach other and
empathising with each other regarding their proéesd roles and needs (S1, S5,

GPp31, GPp32).

Companionship was reciprocated and GP preceptibithéeconsulting sessions were
more social (PM4, GPall, GPp33). A few GPs canuesaribe students as friends,
as well as valuing students as future colleagu@®p:>GPp8, GPp33). This may
have been in part due to the similar age of moreireayraduate entry medical
students and their GP preceptors. Students gaisedse of belonging to the
practices (PM4). This sense of team membershigased their understanding of,
and motivation to contribute to, the GP preceptagsnda (S6, GPp9). This was
demonstrated, for example, in the way the studemiributed to managing time

pressure, as described previously in Section 6.4.4.

Companionship did not seem necessary for authelimical participation to occur,
but it seemed to facilitate both student learnind a more responsible clinical role,

as companionship was based on trust and a shadedsteinding of each other.

I know from being a student, a doctor builds up@port with the student
and they are more confident with that doctor. Rely@mat medical school
and you had to present cases in a ward round seipireases to a consultant
you would feel so much more confident and how cgwald (sic) make a
mistake or show that you were unsure about songethith some
consultants whereas others you prefer to clam dmahmake a fool of
yourself. You can't build that rapport with somednéhat sort of student-
teacher situation in a week. It does take a whefere the students feel
confident they can present a case to you and thaake not going to belittle
them, and just feel that you were going to be sttpol suppose (GPp31).
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7.5.10 Mentorship

Not all preceptors and students experienced mdmfons association with long
clinical attachments. Mentorship occurred when @&xribed consciously working
to pass on a bit of themselves to the student (G8pPp8, GPal2, GPpl3, GPnl8,
GPp21, GPp25, GPp29, GPp31). GPs described fagteriessional values (GPp2,
GPp18, GPp21, GPp29). They sought to influenceestisd broader approaches to
medicine (GPp8, GPal2, GPp1l13). They believed stadeould gain something
beyond the knowledge of diseases and their manageifieere was a sense of
connecting with students and being of value totl@@&Pal). Some GPs described
feeling an increased responsibility to facilitatiedent learning (GPp12, GPp31).
This could facilitate both increased authenticichhparticipation and, more

specifically, the student focused learning gogbrefparing for their final exams.

To see people grow and to think that they devdiepr medical career as a
result of being with me and in [town name]. Thagxsiting (GPp32).

7.6 Summary

GP preceptors continued to recognise the centi&lofgatient care in clinical
practice. GPs, describing their primary focus inmig of patient outcomes, felt this
was compatible with student precepting if studevése deemed personable and safe
in the clinical environment. Although many typespodfessional enrichment were
identified by GP preceptors as adding value togp#ng, the doctor-student
relationship was clearly defined as the most ingudrtnotivator for precepting in

this study.

The doctor-student relationship matured over timthe year long PRCC
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attachments. Where short-term student attachmé#ovgeal for shared enthusiasm to
develop as well as superficial social inclusion@ynities, there was rarely time for
the development of companionship. In longer placegsjeompanionship developed,
illustrated by a sense of knowing and respectimip @her and sharing camaraderie
within the workplace. When social circumstancesomed, friendships developed.
These personal bonds between preceptors and studetivated GPs to contribute
to the student learning agenda; for example, thr@asgisting in preparation for
exams. Not infrequently, mentorship relationshipsusred where GPs described

seeking to pass on to students their own valuepeafdssional principles.

Students were provided with an active clinical ibl@utual scrutiny resulted in
student respect for the supervisor’s subject mastieng with the GP preceptor’s
confidence that the student was personable andrstie clinical context. When
learning was demonstrated, GP preceptors felt eanin longer attachments,
students could demonstrate development over titis. development, coupled with
the students’ insight into the pressures experéntgeneral practice, led to

progressively more authentic participation as mickn over the course of the year.

In the parallel consulting model, students weregiagency of the doctor-patient
relationship when seeing the patient on their oviorpo being joined by the GP.
When joined by the GP, the dynamics of preceptomgsaltations changed during the
year as students participated more actively irctresultation, driven by their
relationship with the patient and their increastogfidence in their clinical skills.
The student role lead progressively from frequep#igsive, to competing with

patient care, to more symbiotic with patient c&P. preceptors described this in
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terms of students becoming more useful and prewpptssions becoming less effort

in the course of the year.
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8 DISCUSSION AND CONCLUSIONS

8.1 Introduction

Having presented the findings of this original esé in Chapters Four to Seven,
this chapter places these results within the comithe current literature, and
argues for the implications of these findings ilatien to existing understanding of

how GPs respond to the time impact of preceptindica¢ students.

A a new understanding of the time impact of preiogpthrough presenting the
complex-adaptive changes that occur to enable angghin objective measures of
consulting time is established. Then the manne&rtich time affects the doctor-
student relationship is explored. The doctor-pa&tgtndent interactions within
precepting consultations are demonstrated to changsponse to time pressure and
maturation of the doctor-student relationship. Fna@aps in the evidence requiring

further research are highlighted before presertiedinal conclusions of this thesis.

8.2 Outline of the study findings

8.2.1 Time impact of precepting

This study showed that consultation time did notease when rural GPs precepted
medical students using the parallel consulting rhddes is consistent with previous
time-and-motion studies of consultations from tr&AUvhere students saw patients
before the preceptor joined the consultafidif: > Effective teaching behaviodfd

clearly did not increase precepting consultatioretin this study. This is an
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important finding, as previous studies aimed atsugag time efficient precepting
models have assumed effective teaching based antyavious student feedback of
preceptors included in the stuypr have used daily surveys to estimate consulting
times®® No significant difference in precepting consutiattimes were found over
the course of the academic year, casting doubtt@proposition that prolonged
student attachments become more time efficierithis finding demonstrates that
the parallel consulting model is time efficienteasly as four weeks into a year long
rotation with medical students in their first y@diclinical training. More research is
required to define whether parallel consulting sak®re time in the first four weeks

of a student attachment.

Non-consulting time during the precepting sessias also demonstrated not to
increase in this study. This study is unique irirde§ both the consulting and non-
consulting time in GPs’ consulting sessions. Togetthe consultation time and non-
consulting time findings confirm that GPs did natrease time spent consulting in
general practice, when they precepted a medicdéatwsing the parallel consulting

model.

This study clearly demonstrates that preceptingicaédtudents using the parallel
consulting model does not take time. This conclusscat odds with conventional
wisdom and the results of previous studfe®:>>>*®Many of these studies used self
reporting as the means of estimating tin&:%*®4Doctors in these studies may have
over-reported time spent precepting as providingtio students was an expectation
of university departments. This explanation wagppsed to explain the results of

Crandall’s 1986 study from theUSA which showedfdulty estimated 28.7% of
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their time was spent in patient care in the compzinyedical students, whereas only
7.8% of the time observed w&8.In Crandall’s study, the proposal that interatio
with medical students was over-reported as it wasxg@ectation of faculty was

found to be unlikely, as research actitities weseaver-reported.

An alternative explanation for the increased lerajtday when precepting in

55,57.59.61.64i5 that doctors’ recall of the time commitmentswa

previous studié®
inaccurate. This poses the question of why theespced or remembered duration
of an activity was not simply a reflection of itstaal duration. Psychological studies
have shown that memory of duration of an activdtgépendent on the number of

recalled events occurring during the activityand the extent to which those events

constituted a contextual change, particularly wiencognitive processes used were

not routine*®?

Finally, the increased length of day found in tiamel motion studié&>°could be an
accurate description, reflecting outmoded studeathing systems that did indeed

take extra timé>®

In order to generalize the data from this studgtter populations of general
practitioners, GP demographics and type of praetieee included in the initial
regression analysis and significant confoundingofigcincluded in the final

statistical analysis model. The GP and patient dgaphics in this study are similar
to South Australian rural practiteé’ and consultation times have a similar range to
Australian norms??indicating these findings are able to be genezdlicross the

Australian general practice context. Differencekealth care delivery systems may
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limit the transferability of these findings intetimaally. More research needs to be
done to ensure parallel consulting is a time edficiprecepting model in other
clinical contexts; for example, in other medica¢splities and allied health

professional disciplines.

When considering the generalisability of the firgdthat precepting does not increase
GP consulting time, it is clear that this conclusi® not transferable to practices
where parallel consulting is not possible, as assp consulting room is not
available for student use. This consideration higjité the importance of supporting
general practice infrastructure requirements, deoto develop sustainable

community-based medical education mod8ls.

The majority of participants in this study felt thimecepting took longer than solo
consulting. This finding was consistent with thterdature, which described GP’s
single most significant stress when supervisingiosdtudents was time
pressure”4+°0%48\ore importantly, this study found a clear dis@egy between
GP perceptions of increased consulting time wheoggpting, and the objective
findings of no change in time. This confirms thednsistencies described above in
literature reviews between self-reported precepiimg and third-party
measurement®:*"1°05¥pgssible explanations for these seemingly cortrani
findings were explored, and it can now show thaw@auration and experienced
duration are not interchangable measures, but eagttierent aspects of the impact
of precepting. The differences between these fgglzan be explained by seeing
GPs and their practices as complex-adaptive systesudting in objectively

measurable changes in GP activities.
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8.2.2 Adaptation to time impact

The study demonstrated that consulting activittenged when GPs were precepting
students in response to managing the triangulatioekhip between doctor, patient
and studenrif. During precepting consultations, there was inszeaime spent
history-taking, most likely because of the complexif having to unpack student
interpretations, check accuracy of history featuaesl resynthesise the student’s
clinical reasoning. The higher-order skills reqdifer this task have been recognised

previously in the literature.

It takes considerable experience, first as a plarsiand then as a clinical
teacher, before a physician is able to integratersdhand information
about patients in order to make good decisionsn@ke the task even more
complex, teachers are trying to assess not onlpdtients’ problems but
also the learners’ problem$p140.

Some doctors reverted to taking a history direfrtyn the patient with the student
relegated to the role of passive observer, demativggrthat they were uncomfortable
with the third party history-taking approach. Thizurred when they felt the
students had not captured the salient points imigtery, or they reported finding
this more demanding history-taking skill difficuPs described giving students a
more passive role when they felt especially timespured. Productivity has
previously been shown to be maintained when stscanet given a more passive role
in the consultatior’s, however, this study found that an active studelet was
associated with the GPs’ perception of more wather than an objective finding of
more time. This is an important finding as a presi®&outh Australian study found

18% of GP preceptors restricted students to obsgi

There was less time spent by GPs examining patiemiecepting consultations.
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GPs tended to accept students’ assessments wherepieeted no abnormalities on
physical examination, but checked positive sigp®red by students and repeated
examinations critical for the exclusion of serialissgnoses. Although patient safety
is the immediate responsibility of the GP preceptus finding has important
implications for universities. Students must beppred to be confident to report
when they are uncertain of physical findings, idesrto ensure patient safety in the
general practice settirg® This finding helps to explain why consultation &m
lengthened when GPs were unfamiliar with a studguarformance or assessed that

a student was less competent than their péers.

Examination, management and clerical activitiesewsrefer in precepting
consultations, as these responsibilities were dédegor deferred. Reductions in
these consulting activities were not conclusivedyndnstrated in previous studies of
consultant activitie&®*" Frank’s study, however, demonstrated reducticsoime
management duties by GPs, including feedback temgat post physical

examination, and less time answering patient questin precepting consultatioffs.

Containment of the time taken in these consultagictivities was reported to require
more mental effort due to frequent decision makipngsPs. As a response to their
drive to remain on time, GPs and practice systeerg\motivated to reduce patient
appointments; however, they were also influencedrbgpposing motivation to be
accessible to patients through offering furtheraapionents. In the literature to date,
patient numbers have only been considered in tefrasanges in GPs’
revenue®*3°°*55Revenue reduction did not concern the GPs inathésther

previous studie3:®? The tension experienced by rural preceptors tuigeo
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accessible medical services has largely been igrinrthe medical education
literature to date, although patient access hasqurely been recognized as a factor

contributing to patient satisfactid

During precepting consultations, GPs spent ovemat@ per consultation directly
teaching students. This has been recognised tadaeyh time to facilitate student
learning using a number of clinical teaching mogflsexample, ‘Teaching on the
Run’ or the ‘One Minute Preceptor’ modéfd:*"**8nterestingly, these models
focus on how to efficiently and effectively teathdents and tend to see patients as
subject material, underestimating the value ofstinéent-patient relationship to

student learning>® %

This study demonstrated how GPs and their practidapt to the students’ presence
in the precepting consultations to preserve timd,aso described how PRCC
students supported GPs to manage time. These geveids are explained by

considering general practice to be an open comguiaptive systertf*

A complex adaptive system is a collection of indial agents with freedom
to act in ways that are not always totally predittaand whose actions are
interconnected so that one agent's actions chahge®ntext for other
agents® (Page 625).

This theory recognises that phase transition ocouecs a system (in this case
general practice) reaches a critical level of caxipy and diversity. The system
adapts to the new situation and becomes self-csiyay?’* New practice procedures
become “emergent” properties of the practice, aedegpting is incorporated into the
usual business of the practice. Complex adaptisterys have the capacity to adapt
when there is efficent flow of information in thgssem to provide timely feedback

through the relationships between system comporisath as the waiting room
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filling being fed back to GPs by reception sta#i)d sufficient level of diversity to

allow alternate adaptations to occtit.

When comparing how GPs and practices adapted tiintleepressure of precepting
with the rudimentary conceptual model (Figure 2it3} clear that this model was
simplistic and failed to recognise that the factigfined in the model are incomplete
and moderate the effect of each other. It aldedab recognise the adaptation
behaviours adopted by individual GPs and pracacesontext specific and are

affected by individuals conscious intentionalfify.

Previous studies have described preceptor tenssoteated with managing
relationships with the patient and the stud8ht®*** In this study, GPs’ experience
of the triangular relationship between doctor, gratand student was demonstrated
to take significant mental effort. Through the mtew data, the author recognised
the link between this mental effort and the GPgeazience of time pressure. Mental

effort may also explain Baldor’s finding of increaisstress in younger preceptots.

Students in this study were given some agencyhdbctor-patient relationship
when engaged in parallel consulting, as they sawp#itients on their own prior to
the GPs joining the consultation. The clinical sufon literature recognised the
importance of this concept previously when consiggpatient satisfactiotf,* %
and GPs’ perception of the risks students posegabctor-patient
relationship>®®"*GPs have previously identified the need for sttslembe able to
conduct interviews effectively and politel§/. This study however, progressed

beyond previous literature to propose that the egehthe doctor-patient
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relationship is transferred, when preceptors peecttieir role to be patient outcome
focused rather than patient relationship focused,the student is considered to be
adequately personable and safe in the clinicalectoniMore work is required to
understand how GP preceptors make these judgemetisow medical students
experience these processes. Further researchuisa@do define how students

influence GPs’ consulting activities.

8.2.3 Time and the doctor-student relationship

So why did GPs commit the time to precept? Thistae is particularly interesting
in this study when considering GPs were committong year-long integrated
student attachment. The factors which have beexgresed in the medical education
literature before were described by GP preceptotBis study as adding value to

their clinical role. They included variety from tine consulting’® intellectual

stimulation®*®8reflective practice and personal learnfAd: self-perception as a

r’52,81,88
k)

master clinician and preceptty community of practice membership®

49,91

kudos?*** giving backi*®?

and recruitmerit-##°"841%4n this study, however, all
these factors were demonstrated to be inconseqlieéntomparison with the doctor-
student relationship, as they were not the fac&f*preceptors focused their
attention on when describing their enjoyment otppeing. The lack of any of these

same factors was not recognized as likely trigf@mrstopping precepting.

The primary significance of the doctor-studenttieleship in precepting has been

suggested in previous studies, which have descpbesitive student responses as the

most significant factor in preceptor recruitmend aetentiort"+2>1:60-8487.88 g
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observation caused a re-examination of the rudiamgronceptual framework
developed by the author early in the research (Eigw). Through hypothesis
building, a key outcome of explanatory case stytffethis study progressed
understanding of why GPs precept, by describirdeiail the maturation of the
personal and professional components of the dattmtent relationship over time.
The maturation occuring in the personal and pradess relationships between

doctor and student are illustrated in Figure 8.1.
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Figure 8.1 Maturation of doctor-student relationshi p

This study demonstrated that GPs enjoyed sharitigisiasm for clinical medicine
with personable students, and developed super§ioighl relationships by including
students in social and personal activities. Thelle¥social and professional

isolation GPs experience when consulting was detrates in this study, by the
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finding that less than four minutes of non-consigltiime was spent socialising with
peers, and staff in a half day session. It is ngirssing that GPs described enjoying
the company of students, when precepting resuftesh iaverage of more than 10
minutes of non-consulting time spent socialisingmy half day session. Although
GPs may precept due to altruistic motives suchdesae to give back;**these
findings suggest a secondary gain for GP preceptbocsexperience consulting as a

primarily solo endeavour.

Longer student attachments brought further rewardPRCC preceptors as there was
time to develop companionship with students, wigtrang sense of knowing and
respecting each other and sharing camaraderienvitibiworkplace. In year long
attachments, personal bonds between preceptorstageints motivated GPs to
contribute to student learning agenda. Not infretiyementorship relationships
occurred where GPs described seeking to pass wrotire values and professional

principles to students.

Professional relationships between doctors ancestsdilso matured in the year long
PRCC attachments. Students were provided with eweadinical role if mutual
scrutiny resulted in student respect for the supers’ subject mastery, and GP
preceptor’s confidence that the students were patde and safe in the clinical
context. When learning was demonstrated, GP precef#lt rewarded. This has

been recognized previously in the literatfré®

In longer attachments, students could demonsteateldpment over time. This

development, coupled with the students’ insight ithie pressures experienced in
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general practice, lead to progressively more atighearticipation by the students as
novice clinicians over the course of the year. Timding confirms that longer

student rotations are valued by students becaesaddfitional time provided
continuity of care of patient¥ and allowed them to feel useful as they increased
their contribution to patient café *®'"°Effective learning has been demonstrated in
apprenticeship models through the process of itagie peripheral participation”.
This concept describes how novices work alongsidsten practitioners and
contribute to the objectives of the group througkamingful duties’* In this study
students’ authentic clinical experiences progre$sed simple and discrete tasks to
more comprehensive clinical activities during tlear This occurred as GPs came to
know and trust the students better and witnesssddbnsulting skills develop.
Precepting sessions therefore were perceived bgr&deptors to take progressively

less time over the course of the year as the stsid®zame more useful.

Student evolution over the academic year was shovave a dramatic effect on
GPs’ perception of the effort required to precBRCC students have previously
been shown to improve their educational outcomesrmdompared with peers
rotating through eight week hospital-based attactis& They also maintain
altruistic patient-centred values while these maylegraded in tertiary hospitars.
GPs and students therefore both benefited frolPBEC full year precepting
arrangement. This reciprocity between medical stularning and GP patient care
responsibilities has been recognised previouslthbysymbiosis framework for
community-based medical education, which desctifo®s medical students in
community clerkships are interposed between foaticsmship axes: clinician-

patient, personal-professional, university-headttvise and government-
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community***"**"*The symbiosis framework hypothesises that studgaitsentry
to and benefit from clinical exposure by contribngtmeaningfully to (in this case)
the clinical (clinician-patient) axis. This the&isilds on Prideaux and Worley’s
work®* by considering how symbiosis is achieved alongctimcal axis from the

perspective of the GP preceptor.

The maturation of the doctor-student relationshigrdaime did more for GP
preceptors that simply increasing the efficiencypmcepting. As students learned,
they began to construct their identities as nomegnbers of the medical
profession,® and reaffirmed the preceptors’ roles as expertsércommunity of
practice of rural generalists. GP preceptors reizegithey became more reflective
in their practice and increased their own learniffgey began to identify themselves
as different from early career GPs. This recognitbdifference led to change in
their perception of self’. They recognized themselves as clinical teacH&fghe
individual professional enrichment factors desadiln Chapter 7 as adding value to
the role of GPs, can then be seen as logical steps process of perpetuating a
rural generalist community of practit&.Kudos; from students, members of the
community of practice and outsiders; allowed prémepto take a more central role
in the rural generalist community of practiéThis drove the motivation to give
back as this ensured the continuation of this comiywf practice through the

recruitment of new members.

Learning is a process that takes place in a ppatiicin framework, not in an
individual mind. This means, among other thingaf this mediated by the
differences of perspective among coparticipants. the community, or at
least those participating in the learning contexto “learn” under this
definition. Learning is, as it were, distributedarg coparticipants, not a
one-person act. While the apprentice may be theéransformed most
dramatically by increased participation in the pretibn process, it is the
wider process that is the crucial locus and preitimmdfor this
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transformation. How do the masters of apprenticemselves change
through acting as colearners and therefore, how thaeskill being
mastered change in the process? The larger comyrafrpractitioners
reproduces itself through the formation of appieas] yet it would
presumably be transformed as wéll(pg 15)

The maturation of the doctor-student relationshiprdime not only explains how
students become more useful over the academic lyglasheds light on how GPs are
changed through precepting. These interpretivarfgglidentify that the majority of
previously recognized motivators for preceptingraoesimply individual positive
factors, which can be weighed against the negédisters in order to entice GPs to
precept:3338:°68They represent a group of constantly changingéotenected
factors which contribute to defining preceptorseastral members of their
professional community of practice. This is a catifinding, as it challenges the
simplistic organisational development concept timaveristies can recruit and retain
GP preceptors through increasing rewards. Therfqhgresents an important
alternative view which recognised the emergent,@ghnisng nature of precepting

in the rural general practice setting.

8.2.4 Triangular relationship within the precepting consultation

As the student and doctor developed their roleBiwihe rural generalist community
of practice, the dynamics of the triangular relasioip between doctor, patient and
student was demonstrated to evolve. The studemproigressed from frequently
passive, to competing with patient care, to symbiotth patient care. GPs described
four distinct models of managing the triangulaateinship in the precepting

consultation (Figure 8.2).
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A. Student observer model
7N Doctor-patient focused

@ B. Teacher healer model

Expert-centric

AN
W C. Doctor orchestrator mode

| Step back process

D. Doctor advisor model
Clinical Learner-patient focused

learner

Figure 8.2 Types of triangular relationship recogni sed in precepting
consultations
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Early in any precepting relationship when the GdPrabt know the student, the
student was often found to have a passive rolemsutations. The student-observer
model of precepting was more likely to be useddidien A, Figure 8.2). Doctors
tended to frequently behave as if the student wapmsent. Doctors seemed to be

seeking to remain in control of the consultation.

GPs were aware of their commitment to student IegriGPs felt under pressure to
meet the competing needs of patients and studedtmaved to act as the expert and
primary provider of both patient care and studeatring. They frequently adopted
the teacher-healer model of precepting early irattechment (diagram B). This
expert-centric model of consulting occurred whers @fre uncomfortable
transferring agency of the doctor-patient relatiopgo the student, either because
they were unsure of or uncomfortable about studkitis, or when they were
protective of the doctor-patient relationship. GRse aware of being more
instructional in their consulting style, with infaation tending to flow only one way,
from doctor to student. This is similar to the dittonal transmission approach’ to
precepting described by Bleakley and BIt§hwith full year attachments this model
of precepting was often a transitional model otpping as the doctor developed
his/her relationship with the student, or was usésrmittently throughout the year
to assess student progress. More research iseddoiunderstand what triggers GP
preceptors to progress effectively from this maxfgrecepting, to a more patient-

centred approach where students maximize theinilegufrom patientd®

Some experienced and confident GP preceptors hagdogeed a precepting model

where they stepped back from having the primamtie@iship with the patient. The
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doctor conceptualised his/her role in terms ofliiating the student and patient to
meet each other's needs in this doctor-orchestmatoel (diagram C). The GP
continued to accept responsibility for patient oates but also worked to ensure the
student took a lead role in the consultation. Gé&dbed that the doctor-
orchestrator model of consulting was made easienvgtudents where well known
to the GP, and considered to be highly competetht avsystematic clinical
approach. Students recognised their agency ofdb®dpatient relationship, and
responded to the competing needs of patient outs@me time pressure in
partnership with their GP supervisor. In this wlag tloctor-orchestrator model
increased their capacity to contribute to theicppors’ needs. This precepting
model is conceptually similar to Bleakley and Bligi° strong patient-centred
model. More research needs to be done to defingkilie and attitudes required by

GP preceptors to successfully use this model afgping.

In the traditional GP registrar model of supervis{diagram D), assistance is
initiated and coordinated by the learner, rathantthe GP preceptor. This doctor-
advisor consulting model was recognised by most @&Rs different role from
precepting students. In this study, GPs rarelyntegaas using this model as patient
safety was not under the control of the preceptiocontrast to this model, direct

student supervision has been shown to have aymsitiect on patient safefy.

In this study, student progress was described guhia course of the year. Students
gradually took responsibility for more complete andre complex consultation
tasks. GPs described student precepting took fess &s they were able to reduce

the frequency in which they acted in a teacherdragale. Consultation times did not
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reduce near the end of the year, suggesting thatdbtor-orchestrator model takes
less mental effort, but not less time. More rede@cequired to establish whether
this progress in consultation style exists in ott@rtinuity attachment contexts; and

to define the key factors required to ensure tlaisgition occurs.

8.3 Conclusions

This study was prompted by the following questittow do general practitioners
respond to the time impact of precepting mediaadants?” The significance of this
research question was demonstrated in Chapterdefinying trends influencing the
international move to CBME. This medical educatiewolution has resulted in
recruitment and retention of effective GP preceptmrcoming an important issue for
medical schools. This case study specifically sbtmhanswer this question within
the context of the Parallel Rural Community Curticn, using the parallel

consulting model.

To define “What changes occur to GP consultatiena gesult of precepting?” an
analysis was undertaken of the differences in deaitsan time and consultation
activities for GP preceptors, with and without got. The study then attempted to
understand how and why these results occurred asingterpretive multiple-site
case study method. The principal case study groapisted of GP preceptors from
four rural general practices, which hosted fullderaic year placements for students
in the Parallel Rural Community Curriculum. Qualita data from this group was
triangulated with interviews from current studesatsl practice managers. These

findings were compared and contrasted with comohi@® preceptors taking short-
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term student placements, and with a small groupR$ who actively chose not to

precept.

This study showed that consultation times did notease when rural GPs precept
medical students using the parallel consulting rhdaespite this objective result,
GPs were found to experience precepting as inaldase pressure. Consultation
activities were demonstrated to change during jutégg consultations and this was
shown to be the result of complex-adaptive respohgeGPs, students and practice
systems and staff. GPs described precepting catism$ as requiring more mental
effort than solo consulting, as multiple decisiarese made to balance competing

needs of patient care, student involvement andutng time pressure.

Although some GPs responded to this time pressulieniting their commitment to
precepting, most GPs responded differently. Yeag ktudent attachments allowed
time for doctor- student relationships to matuesuiting in progressive changes in
the dynamics of precepting consultations as stsdamtgressed in their authentic
clinical participation. Precepting consultations@&predominantly student-observer
model early in the year, when GPs did not knowestisl well. Teacher-healer style
consultations soon became more frequent with saemeptor-student combinations,
as GPs juggled the competing demands of patiedtstadents. Later in the year
some doctors moved to primarily the doctor-orclagstrmodel of consulting as they
transferred agency of doctor-patient relationstopheir students whiile maintaining
primary responsibility for patient safety. Theses@GRepped back and took on a
facilitation role, letting students and patientsetn@any of each other’s needs within

the consultation.
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The evolution of doctor-student relationshipsand-term student placements not
only explains how students become more useful thesacademic year, but sheds
light on how GPs are changed through precepting Jtady demonstrated that
general practitioners commit time to precepting icedstudents, not in response to a
collection of individual unrelated motivators, k&g part of the complex process of
recognising themselves as central members of thé ganeralist community of
practice, and responding to the drivers to sustathrenew this collective by

embracing long-term students as novice membetsisame community.

181



How and why GPs commit time to precepting

9 APPENDICES

Appendix 1: Solely rural studies

Author | Location | Methods | Validity Results
S:r;vfy and gr\(/):uﬁssumed all supervisors amoT\;}hous Themes included: willingness, enjoyment, time
Ampt (2004) | Australia structured Saturation of themes with 14 interviews. Egerzsmul;r?iyt;e::rggggr;ﬁsgw énntljgr:ctatlon, payment,
interviews EV: context- Australian rural practice
CV: 3 point likert scale for measuring
agreement to statements Defined impacts as positive or negative.
Barrittetal. | South ostal surve IV: No statistical significance calculated, no Perceived effect on GP family and social life,
(1997) Australia P y analysis by demographics. No evaluation of CME,PD, and level of enjoyment. Neg effect on
non responders EV: income
64% usable response rate,
time and g\gnqowvivt? seti zzg{:,l, Is percentage of time estimated 28.7% of their time spent in patient care
motion p' ! o . with medical students present whereas only 7.6%
. IV: time and motion study compared with self }
Crandall USA studies recorded data of time observed
(1986) compared EV: academic faculty members visiting rural Other areas of time estimation consistent
with self médical SEIVICeS SO outcomes ma nogt be Describes time spent as a cost and concludes that
reporting Y must also focus on measurement of benefits
transferable to rural GPs
CV: no details re survey
Doyle & IV: no information available regarding number | Students added 73.33 minutes to the time spent at
Patricoski USA Questionnaire | of subject in the study. Statistical analysis not | their practice per day and patient productivity was
(1997) presented EV: | reduced by 2.2 patients
response rate not known
- C.V: billing and patient numlbers one month No sig difference in billing or patients seen with or
Fields et al Billing and with students one month without assumes no without student. Some physicians reported
" | Oregon USA | patient other sig confounders X nt. S0Me physiclans reportex
(1994) ) f extending their days in order to interact with
numbers IV: practices act as own control
o students.
EV: only 26 practices in study
CV- loose force field analvsis of specific pre- Time was viewed as commensurate with income.
Semi- ideﬁtified themes Y P P There is no way to replace lost time. Time impact
Mahnken Victoria, standardised V- trianaulation ) resulted in reduced capacity to have patient
(2002) Australia . . . guia . - consultations. Time linked to energy, income, pt
interviews EV: qualitative research: context specific - ltations. family and studv time. PIP not
representative consultations, family and study time. PIP no
enough to be an incentive to teach
CV: thematic analysis of interviews around
Oswald SA unstructured pre-identified themes. Confidence generated among rural preceptors
i . ) IV: triangulation improves their morale, in turn increasing the
(2002) Australia interviews o
EV: single program, themes can be support for rural programs.
considered with a view to further analysis
CV: loose force field analysis of specific pre-
identified themes. ” .
Walters . reflective IV: No triangulation. Themes can be cP preceptor concerns: time, patlent care, student
Australia X ! . : . learning. Described initial anxiety and early
(2003) diary considered with a view to further analysis only adobters satisfaction following SUCcess
EV: Qualitative research: context specific - P 9
?representative
CV: reported reduction in consultation length
Time-and- found from GP logs was not confirmed by
Worley P, motion Iciy'ssgt/ieitg;ztggle?real-time No audit Student and practitioner logbooks showed mean
Kitto P Australia observations b o's sible ' EV: risk length of consultation by a GP was 14.4minutes
(2001) ggJoskI;)g to population validity as this sample of 91 without a student and 9.5minutes with a student.

consultations may not be representative of
precepting.
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Appendix 2: Mixed rural and urban studies

Author | Country | Methods | Validity Results
CV: Defined inclusion criterion clearly 1. Mostly no change in billing. Within each study a
Caléulate d vs estimated dollar value ’ few practices showed increased billings.
Philosophy of study time=mone ’ Presumed related to established teaching
Adams USA Literature V: resuFI)tsycIear bu¥ family practi{:e and practices where preceptors taught frequently
(1997) _ Review ou.tpatients dept data aggregated 2. Mostly reduced patient numbers (av 2pts/day
EV: Results not consistent across discipline wide range); . . 3
areas 6/7 studies showed increased time spent
4. Total cost calculated - 4 studies no extra cost.
CV: Likert scale responses to statements
assumes inclusive list of impacts
- IV: Respondents may be more interested in
Baldor et al. New 5 point Likert developing and maintaining a relationship Ranked .order of agreement to 12 statements.
England scale 12 . . Comparison of responses between some
(2001) USA statements with a medical school demographic groups
EV: Largest sample in this area published as graphic group
of 2001. Sample represents only 26%
response rate.
EV:27 surveys only (60% return rate)
CV: survey really aimed at program feedback
rather than contributing to the broader 40% reorted longer davs
Bell etal. mailed knowledge of Preceptorship. o rep o ger day
USA ) . Additional 22% rushed and longer days
(1998) surveys IV: no conclusions can be reached except did not use CME pavments
that the program has a reasonably positive pay
group of 27 preceptors who have not
accessed their CME entitlements.
CV: Inclusion criteria defined Proposed a theoretical model: 1 optimal learning
Bowen Literature IV: Studies outside inclusion criteria cited” if environment; 2 educational program outcomes; 3
(2002) USA Review supported findings" participant satisfaction; 4 costs
EV: only included studies conducted in North | Model emphasises the inter-relational nature of
America these components
CV: Anxiety and Depression Scale
Chambers E/Q,p';:gogilgevigaégg but There was a significant association between high
UK postal survey - Resp ) 0 depression scores and working in a non-training
(1996) 77?Irepresentative. More females than males ractice
replied to the survey. Mean age of P '
responders less than non-responders
CV: impact measured in affective, cognitive
- demed some thmes, did o experen | Aecive enefs oy of medine, latorshi
terms of GP attributes, attachment properties mg::;it::/?gltes’nfggzl;ﬁr?goasggu?ﬁgﬁ?ate d
Ferenchick Literature or teaching styles. e ) )
(2002) USA review Did not svnthesize data learners, paperwork. Cognitive Benefits: leaming
EV: clearyinclusion and exclusion criteria. 22 from teaching - intellectual rigor. Tangible Effects:
arti.cles containing data relevant to impac‘t. increage by average of 30 minutes per half day.
Only 6 studies dealt exclusively with family Recruitment of partners among their learners.
practitioners.
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When a student was present there was no time

Clinical Time CV: No.examm.atlon of student-preceptor difference but the content of the consultation
Use, interaction outside the encounter chanaed:
measured IV: only 83 visits will students so sig angec: )
Frank et al. . h 1 time discussing visit expectations and other
Ohio, USA directly by the | underpowered for some assessments . h
(1997) . ; ] . . family's member's problem
Davis EV: Students more likely to see patients with | time history taking, providing assessment and
Observational | Medicaid than private insurance and more story taxing, p 9
X . . answering questions
Code. likely to see non-white patients. ) - .
No less time spent examining the patient
CV: clear questions two alternate answers 87%spent more time; 31% saw fewer patients;
only 25% lost practice income.
Levy (1997) | USA uestionnaire IV: teaching costs and kinds of assistance Neither the reported decrease in number of
y g desired may have lead to overestimation of patients seen nor the reported reduction in
drain of precepting practice income was associated with variations in
EV: 94% response rate. preceptor demographics.
CV: profile of medical student placements in
general practice. Survey of medical schools,
Divisions, RWA etc
IV: Med school database accuracy issues. Av Increase 2 hours per day or decrease of 6 - 10
GP Risk of bias associated with developing an patients per day. Stated av highly sensitive to
Strasser et Australia Questionnaire argument for GP funding. Comprehensive duration of placements.
al (1999) %SS! statistical analysis Consistently positive attitude to reimbursement,
EV: Data received from all medical schools regardless of cost reported. Support is very strong
but only 3 other medical agencies: CATI when practice management costs are incurred.
interview of 36% of 1600 practices. Only 3%
of practices had >100 student days per
annum
C.;V: Phys'c.'?” s peroeptions of changes n Mean increased in time spent at work 46 minutes
time and billings. Open ended question
. . Y (SD 32.1) but 5 noted no change and 1 noted a
Vinson et al. ! . asking about benefits ) L 9n
USA questionnaire ) . . decrease No sig relationship between the
(1994) IV: T testand analysis of variance student's feedback and the physician's perception
EV: single program, 56 physicians surveyed ) Pry percep
o of amounts of extra time spent
82% response rate
CV: direct observation with and without
students Private vs academic physicians worked 52 mins vs
Vinson et al Time-and- IV: acivity recorded at random time about 0 mins longer with a stu)(/ient present for the day
USA motion every 4 minutes. 1900 observations in each . ! '
(1996) ) A . o Substantial shift for patient centred to student
observations of four categories. Dominant activity recorded centred work
Student-centred activities took precedence '
EV: academic centres and private practice
CV: GP demographics and attitudes self
reported. 30% respondents had taught clinical students.
postcard IV: non-parametric Mann-Whitney U tests Teacher demography- younger, male, in group
Vinson et al questionnaire, | and multi variant analysis. Can show practice 30% of family physicians taught
(1997) * | USA then with a 4 correlation but not causative associations medical student in their office; 60% perceived a
page EV: Large sample (909 usable responses). lengthening of their work day by a median of 30

questionnaires

47% response rate to 4 page questionnaire.
Effects of response bias assessed and
discussed.

minutes; 30% perceived a decrease in
productivity.
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Appendix 3: Urban studies

Author | Country | Methods Validity Results
CV: Clinic duration recorded by ancillary staff
time and did not differ from duration recorded by
Denton Maryland, motion study physicians Added 32mins to clinic time
(2003) USA vs self IV: how data recorded poorly described Non-teaching physician activities did not change
recorded data | EV: only 83 clinical sessions reported, 23
observed outpatient department setting
. . N Themes: Motivation for teaching: Intellectual -enjoy
ine an . - gave value to their work, enjoy the one-to-one
Seabrook UK 2&'?15:;? 1\L1/£o':‘?::a::g?tztri;nts:ie o relate opinions to relationship. Concerns included lack of time and
(1996) interviews EV: Purposive sampling of inner city GPs adverse egfegt 0? pat&ent <i‘are (lpan-tlme & | and
across demographic spread. womgn). esire for educational, organisational an
emotional support.
CV: survey of current preceptors. 12 ranked 12 statements relating to motivation to
Likert scores | statements Agree-disagree 5 point likert precept. Most agreement for statements relating to
Foley (1996) | USA for 12 scale contribute to the development of young
statements IV: statistical analysis not presented professionals and give others some of what they
EV: 74% of 140 response rate had received from medicine.
CV: survey of current preceptors. 12 84% found the personal satisfaction of working
Fulkerson 13-item likert | statements important-unimportant 4 point with students was a motlvatlng factor. The most
and Wang- USA scale likert scale common response to how their efforts could be
Cheng questionnaire | IV: mean scores presented, no stats best recogmsed was: clinical appointment. No
(1997) EV: 62% of 170 response rate preceptor directly suggested monetary
’ compensation.
CV: standard computerised data collected
regarding each pafient encounter no of patients seen compared with national
Garg (1991) | USA appointment IV: amount of student involvement calculated averape states from AmpMA data sugests
9 logs by multiplying number of students by length ge s o 99 .
of placement productivity reduced by 30 - 40% when teaching
EV: community health centres
Rewards: mainly learning from their own teaching.
Others: belonging to tutors' group; enhancing the
CV: Rating previously identiied problems dogt?r-pati.erft relatignship; gains in self-esteem
- and financial reward.
I(:Bi;aey (1237) UK Questionnaire {{7 rg;;rogfr:’f'ifggig ?r?t:tr:/(;r;sglyu%lts:dgree Problems: lack of time; lack of space; lack of
EV' 735/0 useable response raqte confidence; worried of adverse effect on patient
’ ’ care.
Undergraduate GP teachers more in tune with
intrinsic rewards
o ” 82% 1 enjoyment of practicing medicine
cv: SubJectlyg assessment of 14 specific 66‘;; ¥ tirrjneyreviewing cIinilc;Igmediclinle basics
Grayson et USA Questionnaire az;r):eci:lsegfgellglecfﬁlspractlce. Reported 62% decrease no of patients seen
al.(1998) p 49% 1desire to keep up to date with recent

IV: P values quoted
EV: 75% response rate.

developments in medicine
44% increased patient perception of their status
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CV: assumes billing code defines

Heath and Exgmlned productivity. Average of 3.2 patients seen per | No sig difference between 5 most common billing
patient
Beatty New York hour codes or five most common diagnostic studies
(1998) feor:(r:ﬁsunter IV: P values quoted No sig changes found ordered.
EV: 869 pt encounters but only 4 preceptors
Key facilitating and hindering factors grouped in
relation to individual tutor, their practice, the
semi- CV: range of facilitating and hindering factors | students, and the input of the academic unit.
Howe UK structured IV: Purposive sampling. Clearly described Positive Impacts to GPs: feeling they help students
(2000) interview force field analysis. develop; patients benefit by being able to hear
EV: Key tutors interviewed only. explanations; the practice teamwork increases
Negative Impacts to GPs: increased time pressure
(longer consultation times)
CV: productivity measured in terms of no of
Kearl and Number of patients seen and billings. Each physician
. patients seen | acts as own control No significant differences in billings or patient
i\qglgg)us USA and average IV: 4 months of patient data analysed numbers
charges billed | EV: 15 family practice faculty. Only 1.6
patients seen per hour
CV: Time estimates subjective, and sig diff
estimate time from staff estimates suggests overestimate of Primary care: Mean response for time used solel
time when self reported. Cross checks with fy care. | P olely
Ki used solely ) ) . for teaching with no patient present was 44min (+/-
irzand : consumer perceptions and outpatient clinic S ) .
L for teaching ) h . - 16.4min) minutes. Nurses estimated the time to be
arsen USA . logs ie estimated changes in productivity S . e
and patients significantly more than the physicians. Objective
(1986) matched measured changes. . :
seen per half V- statistical analvsis shows difference but measurements found a decrease in 1.0 patients
day ndt why Y per half day.
EV sampling of all HMOs in service.
Positive outcomes: a positive teaching
experience; intellectual stimulation; patients pride;
Kollisch et gugjr?]?nalre CV. semi-structured telephone interviews ﬁ:alglegtliilarzllJattclgrr]nsQ;P?ncreased time management
USA IV: Miles Huberman thematic analysis - o g .
al. (1997) structured EV: . . ’ pressures; slowed down the practice; longer hours;
. . » only primary preceptors interviewed
interview Concerns poor student-preceptor match,
evaluating students; problem students; lack of
resources for teaching; loss of revenue
Daily surveys | CV: no details of how a survey filled out. No Patients seen per hour and minutes worked
completed by | discussion of accuracy of data beyond the end of session did not differ when a
McKee et al. USA students and IV: relationship between variables student was present.
(1998) preceptors re | extrapolated only 30 minutes or less per teaching time.
teaching time | EV: Low response rate. Self selected sample | General conclusions: minimal time spent
and quality of clinicians observing history and examination skills
) CV: tutor's perceptions — ) .
rsyeta |y | S| Ve s st
(1997) ; . EV: tutors short-listed and interviewed so . 0P .
interviews . . . stimulation of teaching.
most motivated and suitable appointed.
recentor and CV: results suggests that categorisation was | Calculated time for additional activities 1.23hours
gtu der?t limited Teaching time categorised into 4 options: 1. seeing
Ricer (1997) | USA actions timed IV: no comparison. Results discredited in pts with student 2. Reviewing student findings

and
categorised

discussion
EV: no discussion regarding how sampling of
26 pairs occurred. ?representative

3. Teaching 4. Waiting Average total amounts
of time the preceptor spent with the student was
3.28 hours per day.

18¢€




How and why GPs commit time to precepting

CV: relationships between a teaching role 4 stressors most predictive of job dissatisfaction
Rutter Literature and stress. turns defined well and stress were: patient's expectations;
(2002) any Review IV: inclusion and exclusion critera not interference with family life; constant interruptions
defined. Articles included not made explicit and practice administration
EV: articles from all contexts included Some evidence that teaching might mitigate stress
(r:gssctn?:ces CV: costs calculated for production of
and staff time videotaped learning resources and estimated | Students perform an active role in patient
Shesser USA for direct hours of time care.Cost of instuction and evaluation $86.65 per
(1985) teachin IV: clear description of methods; reported student plus minimal decrease in patient care
calculat% d sum of costs, no comparitive data productivity
286 stu deﬁts EV: single context, specific output
CV:in depth open-ended interviews ! . . .
V: grounge d tﬁeory approach until no new competing needs of patient ( dr-pt relationship),
Simon USA interview thémes identified student (educational value) and practice ( time and
(2003) ) . . efficiency) the most important factors in selecting
EV: purposive sampling of preceptors from atients for teachin
different clinical contexts P g-
gg/f;:;jmal}ztar:ctured interviews around four Advantages: interaction with students, CME, make
semi- . ; . . medical practice more enjoyable Disadvantages:
Slatt (1984) | USA standardised zi\/é;::iet;?a Ztlc analysis method not explicitly considerable extra time, isolation from the
interview ) . . . department, loss of a stipend not viewed as a
EV: sampling of supervisors biased towards maior problem
those more actively involved jorp
factors contributing to a strong sense of teacher
identity 4
fOCUS QrOUDS CV: five structured focus groups. no themes suggested in the social sciences literature
s stergaticp description of facilitation process to ensure all | for teacher identity where confirmed: (1)intrinsic
cgntent voices heard satisfaction; (2)knowledge and skill; (3)external
Starr (2003) | USA analysis for IV: thematic analysis not explicitly described rewards and (4)social supports. Three others were
ovi dche of EV: purposive sampling of experienced identified: (a) the integrated role of being a
themes supervisors across disciplines who attended physician and teacher; (b) feeling a sense of
a 2 day faculty development conference responsibility to teach medicine and (c) being a
representative of their own discipline of primary
care.
Desirable impacts: (1) affective, eg. enjoying
teaching; (2) cognitive, eg. Own learning; (3)
-, . ' - tangible eg. Discount on CME. Undesirable
CV:inclusion and exclusion criterion not h . - .
surveys, defined impacts: (1) resource problems; (2) problematic
Ullian et al. USA discussions V" no descrintion of how information from interactions; (3) burdensome/unnecessary
(2001) A31 and AGMs & - P . administrative tasks. Length of day varied with
formal reports multiple sources was analysls student from no extra time to 30-45 minutes per
EV: information from 10 medical schools !
half day of precepting.
Conclusions discuss recommendations for
program management
CV: Survey consists of 53 items with only 2 Enjoyed being a preceptor and interacting with
— S ; student. Patients reported new, mainly useful
Attitudinal indicators for negative effect . : . "
. - . information to students. Positive feedback from
) survey IV: Percentages only, no statistical analysis. . ) !
Usatine et L ! . L patients. 2/89 believed patient would not return to
USA consisting of Medical students interviewing may have o
al. (1995) 53 items affected disclosure the clinic as the result of a student. In the
’ 200 ) . telephone interview, 17/19 preceptors said the
Then SSI EV:88% response rate. Telephone interviews ’ )
worst aspect of precepting was the time
response rate 63%
’ management.
1.1 minutes more spent on patient encounter when
student present. Not statistically significant.
CV: time measures by preceptor activity. This time difference did not include preparing for
Time-and- Other preceptor activities not recorded. teaching (done before the student saw the
Usatine et USA mofion IV: Only 33 patient encounters so v small teacher), teaching, giving feedback, orientations or
al. (1997) observations numbers to find statistical significance. clinical conferences at the beginning or end of the
EV: "Exemplary" not a normal sample of clinic. It also did not include the time savings
preceptors associated with students helping with charting,
which all the preceptors identified as being a major
time saver.
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Appendix 4: GP consent form for videotape study

PO Box 3570
FL l N D E RS U N IVE RS ] TY Mount Gambier 5290 South Australia
ADELAIDE « AUSTRALIA

Telephone: (+61 8) 87258355
Flinders University Rural Clinical School Fax: (+5_1 8) 8723 6404
Greater Green Triangle Parallel Rural Community Email: lucie walters@flinders.edu.au

Curriculum (GGT PRCC)

OBSERVATION STUDY LETTER OF INTRODUCTION TO GPs
Dr Lucie Walters’s RESEARCH PROJECT:
How do clinical medical students affect the work of rural GP preceptors who
supervise them?
Dear

I am writing to you to introduce the research project of Dr Lucie Walters, a Masters Research candidate
at Flinders University. Her project aims to evaluate the impact of medical students on rural General
Practitioners who supervise them.

Recruitment of Australia Graduates to Rural areas has been on the National Agenda for sometime. The
policies of Commonwealth Dept of Health and Aging are based upon the premise that “meaningful
exposure to a rural environment  impacts on medical student career intentions and career progression.
There 1s minimal evidence currently available regarding the impact of this recruitment strategy to the
current Australian rural medical workforce. As the Professor of Medical Education of the Flinders
University, I am the supervisor of this important and timely project on the impact of clinical medical
students on rural general practitioners.

Dr Lucie Walters also teaches Graduate Entry Medical Students at the Flinders University as the
coordmator of Greater Green Triangle Parallel Rural Community Curriculum and the Rural
Undergraduate Support and Coordination (RUSC) program: and has the approval of the University’s
Social and Behavioural Ethics Comnuttee. She is undertaking research leading to the production of a
research thesis on the impact of medical students on rural general practice.

We would be most grateful if you could assist in this research by consenting to be observed during a
series of (half-day) clinical sessions. This will involve a video camera being set up in the consulting
room. A research assistant, Heidi Rolfe, will be on sight at the clinic for the day to observe your
activities and facilitate patient consent for the videotaping of consults. All efforts will be made to notify
the clinic in advance of observation davs so patients can be informed as they make clinic appointments.
A notice will be placed at reception on the day of videotaping. and consent forms will be available to
confirm patient informed consent. I would like to arrange that the first of these sessions occur while you
supervise a medical student 1 your usual manner.

Videotapes of consult sessions will be analysed to define the length of time the GP uses to perform
specific activities during consultations eg history taking, examination, patient education. Videotapes
will be stored in a locked filing cabinet in the secure GGT PRCC office. Ouly Dr Lucie Walters and her
research assistant will have access to this file. I can assure vou that all information provided will be
treared with care as ro the confidentiality and ethical use of the marerial. The findings firom
observational studies will be summarised together. None of the participants " activities will be
attributed to them personally in the resulting dissertation or publications. Participation in the research
is, of course, entirely voluntary for all persons, and doctors, patients and students can opt to turn the
video camera off for any consultation. should they wish to

The research project has been approved by the University’s Social and Behavioural Research Ethics
Commuttee. Please fill in the attached fax. Reply Form for confirmation of vour intentions. Any
enquines you may have concerning this project should be directed to me at the address given above, or
by telephone on (+61 8) 82045677 or email david prideaux@flinders edu.au.

Thank vou very much for making vour valuable time available to assist i this research. We hope 1t will
uncover some useful information leading to a better understanding of the impact of clinical medical
students on rural General Practices. An Executive Summary of the research will be made available for
all those participating.
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Yours sincerely

Dr David Pnideaux
Professor of Medical Education. Flinders Umiversity

CONSENT FORM FOR OBSERVATION OF PROFESSIONAL ACTIVITY

The impact of clinical medical students on the work of rural GP
preceptors who supervise them.

b hereby give my consent to
Dr Lucie Walters, or her research assistant; a researcher/research student at
the Flinders School of Medicine (Flinders University, Adelaide, Australia); and
whose signature appears below, to record my work activities as part of a study
of professional activities and role in relation to the impact of clinical medical
students on the work of rural General Practitioners who supervise them.

| give permission for the use of these data and of other information which |
have agreed may be obtained or requested, in the writing up of the study,
subject to the following conditions:

My participation in this study is voluntary, and | understand that | may
withdraw from the study at any time.

SIGNATURES
Participant.........ccoiiiiiiiniiinsii s s Date.......coieiviniiiiiinins
ReSEaArCher. .o Date.....cccccveiiiiiiiieeaes

% The project was initially approved by the Flindehsiversity Higher Degrees Committee as a
Masters thesis. In 2007, the project as approvethdgame committee as candidature for Degree of
Doctor of Philosophy.
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Appendix 5: Student consent for videotape studies

PO Box 3570
FLINDE RS U NIVE RS ITY Mount Gambier 5290 South Australia
ADELAIDE » AUSTRALIA

Telephone: (+618) 87258355
Flinders University Rural Clinical School Fax: [+6_1 8) 8723 6404
Greater Green Triangle Parallel Rural Comwumity Email: lucie.walters@flinders.edu.au

Curriculum (GGT PRCC)
STUDENT OBSERVATIONAL STUDY LETTER OF INTRODUCTION

Dr Lucie Walters’s RESEARCH PROJECT:
How do clinical medical students affect the work of rural GP preceptors who
supervise them?

Dear student.

I am writing to you to mntroduce the research project of Dr Lucie Walters. a Masters Research candidate
at Flinders University. Her project aims to evaluate the impact of medical students on rural General
Practitioners who supervise them. As the Professor of Medical Education of the Flinders University, I
am the Supervisor of this important and timely project on the impact of clinical medical students on
rural general practitioners.

Dr Lucie Walters also teaches Graduate Entry Medical Students at the Flinders University as the
coordinator of Greater Green Triangle Parallel Rural Community Curriculum and the Rural
Undergraduate Support and Coordination (RUSC) program; and has the approval of the University’s
Social and Behavioural Ethics Committee. She 1s undertaking research leading to the production of a
research thesis on the impact of medical students on rural general practice.

We would be most grateful if you could assist in this research by participating in an observational study
of vour day to day activities on a day when you are being supervised by a GP. This will involve a video
camera being set up in the consulting room where you are situated and where the GP 1s situated. A
research assistant, Heidi Rolfe. will be on sight at the clinic for the day to observe your activities and
facilitate patient consent for the videotaping of consults. All efforts will be made to notify the clinic in
advance of observation days so patients can be informed as they make clinic appointments. A notice
will be placed at reception on the day of videotaping, and consent forms will be available to confirm
patient informed consent.

Videotapes of consult sessions will be analysed to define the length of time the GP uses to perform
specific activities during consultations eg history taking, examination, patient education. Videotapes
will be stored in a locked filing cabinet in the secure GGT PRCC office. Only Dr Lucie Walters and her
research assistant will have access to this file. I can assure you that all information provided will be
treated with care as to the confidentiality and ethical use of the material. The findings from
observational studies will be summarised together. None of the participants’ activities will be
attributed to them personally in the resulting dissertation or publications. Participation in the research
is, of course, entively voluntary for all persons, and doctors, patients and students can opt to turn the
video camera off for any consultation, should they wish to.

You will be given an opportunity to review the summary of de-identified data in October 2003, You
may gain this information by emailing lucie walters@flinders.edu.au or by phoning the office on (08)
87238355, Review of the data prior to the completion of the study period will not be permitted as it may
influence the results of subsequent observed clinical sessions.

Please fill in the attached Reply Form for confirmation of your intentions. Any enguiries you may
have concerning this project should be directed to me at the address given above, or by telephone
on(08) 82043677 or email david prideaux(@flinders edu au. This research project has been approved by
the Flinders University Social and Behavioural Research Ethics Committee. The Secretary of this
Committee can be contacted on 8201-3466. fax 8201-2033, e-mail lesley wyndram(@flinders. edu.au.
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Thank you very much for making your valuable time available to assist in this research. We hope 1t will
uncover some useful information leading to a better understanding of the impact of clinical medical
students on rural General Practices.

Yours sincerely

Dr David Prideaux
Professor of Medical Education, Flinders University

MEDICAL STUDENT CONSENT FORM FOR OBSERVATION STUDY

The impact of clinical medical students on the work of rural GP
preceptors who supervise them.

b hereby give my consent to
Dr Lucie Walters, or her research assistant; a researcher/research student at
the Flinders School of Medicine (Flinders University, Adelaide, Australia); and
whose signature appears below, to record my work activities as part of a study
of professional activities and role in relation to the impact of clinical medical
students on the work of rural General Practitioners who supervise them.

| give permission for the use of these data and of other information which |
have agreed may be obtained or requested, in the writing up of the study,
subject to the following conditions:

My participation in this study is voluntary, and | understand that | may
withdraw from the study at any time.

SIGNATURES
Participant..........coociiiinininnssa s [ |
ResSearCher.. ... Date....iiiiieeiiirer s

% The project was initially approved by the Flindehsiversity Higher Degrees Committee as a
Masters thesis. In 2007, the project as approvethdgame committee as candidature for Degree of
Doctor of Philosophy.
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Appendix 6: Patient consent form for videotape stud y

PO Box 3570
FL [ N D E RS U N IVE RS l TY Mount Gambier 5290 South Australia
ADELAIDE « AUSTRALIA

Telephone: (+61 8) 8725 8355
Flinders University Rural Clinical School Fax: [*’6_1 8) 8723 6404
Greater Green Triangle Parallel Rural Community Email: lucie walters@flinders.edu.au

Cuwrriculum (GGT PRCC)

GP OBSERVATIONAL STUDY
LETTER OF INTRODUCTION TO PATIENTS
Dr Lucie Walters’s RESEARCH PROJECT:
How do clinical medical students affect the work of rural GP preceptors who
supervise them?

Dear Sir’'Madam,

Your doctor today 1s a fully qualified General Practitioner who 15 involved in the teaching of medical
students within his/her clinic. He/she has agreed to participate in a study observing a doctor s behaviour
with and without a medical student present. This research 1s important for the ongoing successful
training of medical students in rural areas of Australia.

During today’s surgery there will be a small video camera in the Doctor’s room. It 1s there to record the
Doctor talking to his'her patients. Please note that no physical examination will be recorded.

Following the consultation session, the videotape will be reviewed by Dr Lucie Walters and/or her
research assistant Heidi Rolfe. Videotapes of consulting sessions will be analyses to define the length of
time your GP spends performing specific activities during consultations eg history taking, examination,
patient education. The nature of your health problem will remain confidential.

Videotapes will be stored 1 a locked filing cabinet in the secure GGT PRCC office for a minimum of
five years. Only Dr Lucie Walters and her research assistant will have access to this file. J can assure
vou that all information provided will be treated with care as to the confidentiality and ethical use af
the material. The findings from observational studies will be summarised together. None of the
participants " activities will be attributed to them personally in the resulting dissertation or
publications.

You will be given an opportunity to review the summary of de-identified data in October 2005, You
may gain this information by emailing lucie walters(@flinders.edu.au or by phoning the office on (08)
87258353 Review of the data prior to the completion of the study period will not be permitted as it may
influence the results of subsequent observed clinical sessions.

Please fill in the attached Reply Form for confirmation of your intentions. Any enquiries you may
have concerning this project should be directed to me at the address given above, or by telephone
on(08) 82043677 or email david pnideaux@flinders eduau. This research project has been approved by
the Flinders University Social and Behavioural Research Ethics Committee. The Secretary of this
Commuttee can be contacted on 8201-5466, fax §201-2033. e-mail lesley. wyndram/@flinders.edu.au.

Participation in the research is, of course, entirely voluntary and if you change your mind during the
consultation, the recording will be immediately stopped and erased. Please fill in the attached Reply

Form for confirmation of vour intentions. If you choose not to participate 1n this study you may still
consult vour doctor as previously arranged.

Yours sincerely

Dr David Pndeaux
Professor of Medical Education. Flinders University
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PATIENT CONSENT FORM FOR OBSERVATIONAL STUDY
Dr Lucie Walters’s RESEARCH PROJECT:
How do clinical medical students affect the work of rural GP preceptors who
supervise them?

L ettt enaannen hereby consent to participate
in a videotaped consultation as requested in Dr Lucie Walters's Masters
Research project

| have read the information provided about the research.

1. Details of procedures have been explained to my satisfaction.

2. | am aware that | should retain a copy of the Information Sheet and
Consent Form for future reference.

3. |l understand that:

. | may not directly benefit from taking part in this research.
. | am free to withdraw from the project at any time
. While the information gained in this study will be published as

explained, | will not be identified, and individual information will
remain confidential.

. | may change my mind and ask for the video recorder to be
turned off at any time, and the recording will be immediately
stopped and erased.

4. | agree/do not agree* to the videotapes of consultations being made
available to other researchers who are not members of this research
team, but who are judged by the research team to be doing related

research, on condition that my identity is not revealed. * delete as
appropriate

Participant’s

signature.........ooooviiiii s Date.....cooveveninieeanns

| certify that | have explained the study to the volunteer and consider that he/
she understands what is involved and freely consents to participation.

Researcher’s signature..........cccoevvvninvnnnennenDate e,

* The project was initially approved by the Flindesiversity Higher Degrees Committee as a
Masters thesis. In 2007, the project as approvethdgame committee as candidature for Degree of
Doctor of Philosophy.
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Appendix 7: GP post-videotape questionnaire

GP Datafor Videotaped session
Session code
(first initial of GP, first initial of practice/ pasode/student type/student week)

Practice profile
Number of GPs in practice
Student attachment type 6 week / PRCC

Session profile

Length of session hours

Number of appointment slots for session

Average appointment interval mins

Is this the way appointments are usually set uphigrdoctor?
If not, why not?

Student present yes / no

Activitiestoday

This project aims to collect information about yowork activities from the
beginning of the first consult of your session ta @f the session or 5 hours after
commencement of the session — which ever is sobmash to collect information to
assess how representative this tape is of youringday.

Did your working day commence at the beginninghef videotaped session? yes/no
If not: What did you do prior to the commencemeithe videotape session ?

Has your working day now concluded? yes/no
If not: What activities are planned for the remdié your day?

Has videotaping this session affected the way yaue ftonduct this consulting
session? yes/no
If so, how?

Session code

GP Profile
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Age years Sex M | F
Country of Birth
Qualifications
Country where medical degree obtained: Aust/abéher

Years in rural general practice
Years in this practice
Hospital inpatient
Procedural GP

Obstetrics yes/ no Anaesthetiges/ no Surgery yes/
no
Dr went to school in a rural community yes / no

Dr’'s spouse when to school in a rural community Aeg/ no current spouse
Rural GP exposure as a medical student yes /lemgth of attachment
Aust Rural GP exposure as a medical student

as abovelyes / no Length of attachment
No of years taking medical students in the lass 5yr 0 1 2 3 4 5

If a student was present with you today

How would you rate this student in comparison s&iter peers? (please tick one)

No student today

Highly competent

Competent

Borderline

Incompetent

Unsure
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Appendix 8: Student post-videotape questionnaire

Student Data for videotaped session
Session code

(first initial of GP, first initial of practice/ pdsode/student type/student week)
Student Profile
Age years Sex M/ F
Country of Birth
Town / Country where did the majority of high schoo
Is this rural? Yes/no
FFP or domestic student?
English is first language? yes/ no If, vahhat language is?
Student went to school in a rural community yae /
Number of weeks student has been in the practice

Activitiestoday

This project aims to collect information about yauwork activities from the beginning of the first
consult of your session to end of the session bods after commencement of the session — which
ever is sooner. | wish to collect information tosess how representative this tape is of your
supervised day.

Did your interactive teaching with this doctor coemoe at the beginning of the videotaped session?
yes / no

If not: What did you do prior to the commencemeithe videotape session ?

Has your consulting day now concluded?
If not: What activities are planned for the remalireé your day?

Has videotaping this session affected the way yauelinteracted with your GP supervisor during this
consulting session? If so, how?

Preceptor teaching activities
Please rate the frequency of the teaching actvitisplayed by your supervising GP during
today’s consultation session.

Activity Did not | Occurred| Occurred | Unsure
occur rarely frequently

Actively involved me as a student in the consubiat-
including adequate supervision and appropriate
independence.

Developed and fostered a supportive interpersonal
relationship with me.

Emphasised problem solving and general principles.

Balanced clinical and teaching responsibilities.

Demonstrated clinical and professional competence

Used an organised approach including goal setting|a
summarisation.

Provided me with feedback regarding my clinical
performance.
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Appendix 9: Videotape analysis protocol

I nitial datawhereis 1,2,3?

4. Enter initial data from GP and student survey fofarsession onto session
database

5. Cut and past onto consult database for each consult

6. Fast forward videotape to confirm complete consult

a. If not a complete consult record consult start fiage and sex of
patient and if student was present and then gexbceonsult

7. If consult complete: rewind to beginning (definedthe moment the patient
and doctor are together in the consulting roomd; \&atch in real time,
recording most prevalent activity each 15 seconds.

8. Other data to collect (keep a record for each donsu

Consult code Session code

Start time of consult

Number of 15 second intervals where
doctor laughs for part or all of that 15
second interval

Number of new medications prescribed

Patient gender M/F

Finish time of consult

9.

Pause tape and record data in SPSS

10. Restart tape and record non-consult activitiesye8@seconds until the next

consult starts.

11. Start this process again at No 3. and repeat emmdilof session
12. At end of session data collection, add data cabtkétom the videotape to

data collected at time of recording session toigesiatabase
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Appendix 10 GP/Practice manager interview consentf  orm

FLINDERS UNIVERSITY  |rosexssm0 |
ADELAIDE » AUSTRALIA Mount Gambier 5290 South Australia

Telephone: (+61 8) 8725 8335
Flinders University Rural Clinical School Fax: (+61 8) 8723 6404
Greater Green Triangle Parallel Rural Community Email: lucie walters@flinders edu.au

Cuwrriculum (GGT PRCC)

INTERVIEW LETTER OF INTRODUCTION
Dr Lucie Walters’s RESEARCH PROJECT:
How do clinical medical students affect the work of rural GP preceptors who

supervise them?
Dear

I am writing to you to mntroduce the research project of Dt Lucie Walters, a Masters Research candidate at Flinders
University. Her project amms to evaluate the impact of medical students on rural General Practitioners who
supervise them.

Recrmtment of Australia Graduates to Rural areas has been on the National Agenda for sometime. The policies of
Commonwealth Dept of Health and Aging are based upon the premuse that “meaningful exposure to a rural
environment” impacts on medical student career intentions and career progression. There 15 mimimal evidence
currently available regarding the impact of this recruttment strategy to the current Australian rural medical
workforce. As the Professor of Medical Education of the Flinders University, I am the Supervisor of this important
and timely project on the impact of clinical medical students on rural general practitioners.

Dir Lucie Walters also teaches Graduate Entry Medical Students at the Flinders University as the coordinator of
Greater Green Triangle Parallel Rural Community Curriculum and the Rural Undergraduate Support and
Coordination (RUSC) program; and has the approval of the University’s Social and Behavioural Ethics
Comnuttee. She 1s undertaking research leading to the production of a research thesis on the impact of medical
students on rural general practice.

We would be most grateful 1f vou could assist in this research by allowing Dr Walters to interview. Confidential
interviews will be used to collect feedback on the 1mpact to vou of having medical students 1 vour clinic. In
addition to the interview with you, Dr Walters would like to interview a group of your staff and/or colleagues who
have a role in the supervision of medical students within vour practice.

Interviews will be recorded and transcribed for qualitative data analysis. Once your transcript 1s reviewed and
confirmed by you, any tapes will be destroved. Transcripts will be stored in a locked filing cabinet in the secure
GGT PRCC office. I can assure you that all information provided will be treated with care as to the ethical use af
the material. The findings from a number of interviews will be summarised together. None aof the participants’
comments will be attributed to them personally either in the individual responses or in the resulting dissertation or
publications. Participation in the research 1s, of course, entirely voluntary for all persons and everyone will be
remmnded to decline to answer any questions if vou or they wish to do so at any time of the mterviews.

The research project has been approved by the University’s Social and Behavioural Research Ethics Comnmuttee.
Please fill in the attached reply form for confirmation of your intentions. Any enquiries you may have
concerning this project should be directed to me at the address given above, or by telephone on (+61 8) 82045677

or email = david prideaux @ flinders edu.au.

Thank vou very much for making vour valuable time available to assist in this research. We hope 1t will uncover
some useful information leading to a better understanding of the impact of clinical medical students on rural
General Practices.

Yours sincerely

Dr David Prideaux
Professor of Medical Education, Flinders University
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CONSENT FORM FOR INTERVIEW
Dr Lucie Walters’s RESEARCH PROJECT:
How do clinical medical students affect the work of rural GP preceptors who
supervise them?

hereby consent to participate as requested in Dr Lucie Walters's research
project
| have read the information provided about the research.

1. Details of procedures have been explained to my satisfaction.

2. | am aware that | should retain a copy of the Information Sheet and
Consent Form for future reference.

3. | understand that:

. | may not directly benefit from taking part in this research.

. | am free to withdraw from the project at any time and am free to
decline to answer particular questions.

. While the information gained in this study will be published as

explained, | will not be identified, and individual information will
remain confidential.

. | may ask that the interview be stopped at any time, and that |
may withdraw at any time from the session or the research
without disadvantage.

. The interview notes made during this interview will be made
available to me for validation.

4. | agree/do not agree” to the validated interview notes being made
available to other researchers who are not members of this research
team, but who are judged by the research team to be doing related

research, on condition that my identity is not revealed. * delete as
appropriate

Participant’s

signature........cocoeiiiii e Date....coeveviiieeees

| certify that | have explained the study to the volunteer and consider that he/
she understands what is involved and freely consents to participation.

Researcher’s
signature.........ccoeviiiie e DF: | (-
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Appendix 11: Student interview consent form

S
P~ FLINDERS UNIVERSITY  [rosoxss0 |
ADELAIDE » AUSTRALIA Mount Gambier 5290 South Australia

Telephone: (+61 8) 87258355
Flinders University Rural Clinical School Fax: (+61 8) 8723 6404
Greater Green Triangle Parallel Rural Commumity Email- lucie walters(@flinders edu au

Curriculum (GGT PRCC)

STUDENT INTERVIEW LETTER OF INTRODUCTION
Dr Lucie Walters’s RESEARCH PROJECT:
How do clinical medical students affect the work of rural GP preceptors who
supervise them?
Dear student.

I am writing to you to introduce the research project of Dr Lucie Walters, a Masters Research candidate
at Flinders University. Her project aums to evaluate the impact of medical students on rural General
Practitioners who supervise them. As the Professor of Medical Education of the Flinders University, I
am the Supervisor of this important and timely project on the impact of clinical medical students on
rural general practitioners. We would be most grateful if you could assist in this research by granting
Dr Walters an mterview. No more than 20mins on up to 3 occasions over the course of a year will be
required. Confidential interviews will be used to collect feedback on the impact you feel vou have on
the clinic to which vou are attached. Participation in the research is, of course, entirely voluntary and
you may decline to answer any guestions during the interview. Your choice to be involved i part or all
of this interview process will not in any way affect your academic assessment. Dr Walters will not
review your interview until after vou have completed the academic vear in 2004.

Notes and an audio tape recording will be made at the time of interview and a copy of the notes will be
made available to you for validation. Transcripts will be stored in a locked filing cabinet in the secure
GGT PRCC office for a minimum of five years. Only Dr Walters and her research assistant will have
access to this file and only after November 2004 for Dr Walters. [ can assure yvou that all information
provided will be treated with care as to the ethical use of the material. The findings from a number of
interviews will be summarised together. None of the participants’ comments will be attributed to them
personally either in the individual responses or in the resulting dissertation or publications.

Please fill in the attached Reply Form for confirmation of your imntentions. Any enquiries you may
have concerning this project should be directed to me at the address given above. or by telephone on
(08) 82045677: or email david prideaux(@flinders edu au. or a supervisor independent of the GEMP
medical course: Assoc Prof Colin Sharp email colin sharp@flinders edu au. This research project has
been approved by the Flinders University Social and Behavioural Research Ethics Committee. The
Secretary of this Commutiee can be contacted on 8201-3466, fax 8201-2033, e-mail

Lesley Wyndram@flinders edu.au.

Thank you very much for making vour valuable time available to assist m this research. We hope 1t will
uncover some useful information leading to a better understanding of the impact of clinical medical
students on rural General Practices. An Executive Summary of the research will be made available for
all those participating.

Yours sincerely

Dr David Pndeaux
Professor of Medical Education, Flinders University
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Appendix 12: GP/Practice Manager interview proforma

D] S Interview date............... Location..........c.ceeeeennnn.
Confirmation that:

this interview will be taped and notes made

notes will be fed back to you for your review: féele to alter or add

consensus document = data

Tape on

1. Tell us a bit about your current student(s)?

2. What is your involvement with the current sture)y?

3. Is this the level of involvement you want withst student(s)? If so why? If not —
what involvement would you like and why the diffece?

4. The students are now (however far) through gigdchment to the clinic
Please consider the last 4 weeks:
Can you describe in as much detail as possibleylaw working day has differed

when you have supervised the medical student(s).
Professional, Personal, Practice

- time and money - patient care
- out of consult activities - consultatioglst— what activities
- enjoyment - concept of professional role

5. Is this a typical example of how a student waafféct your working day at this
point in their attachment? Why?

6. What are your main professional objectives; laomt does having medical
students affect these?

7. Why do you supervise medical students? Whatvatas you to supervise

students?
Professional satisfaction: reduced professionalation, morale, affect, peer review, respect
Financial security: length of consults, billings,
Quality patient care: patient satisfaction, eviderzased practice, CPD

8. What do you feel are the benefits or rewardsupkervising medical students?
Student qualities, student related activities studgitcomes, university contributions

9. What do you feel are the disadvantages of siggegumedical students? How do
you or your practice minimise these?
Student qualities, student related activities, stitcbutcomes, university demands
Change management capacity

10. Does supervising medical students affect yapacity to provide good patient
care? If so how?

11. Are there circumstances that you can think leéne you would not agree to
supervise a medical student?

12. Anything else you want to add?
Tape off Debrief

201



How and why GPs commit time to precepting

Appendix 13: Student semi-structured interview prof orma

Student ................. Interview date............... Location...................
Confirmation that:

this interview will be taped and notes made

notes will be fed back to you for your review: féele to alter or add
consensus document = data

Tape on
1. Tell us a bit about your current GP supervigar(s
2. What is your involvement with the doctors in thi@ic?

3. Do you think the doctors are happy with thiselesf involvement? What has lead
you to this conclusion?

4. The students are now (however far) througtr titédchment to the clinic

Please consider the last 4 weeks:

Can you describe in as much detail as possibleiht@sact with your GP supervisor
in a consulting session.

5. Is this a typical example of how you have intézd with a GP in a consulting
session at this stage of your attachment?

6. What are your main professional objectives ef@Ps in your clinic and how do
you think you affect these?

7. Why do you think GPs are motivated to supermselical students?

8. What do you feel are the benefits or rewardsRs of supervising medical
students?

9. What do you think are the disadvantages of sigieg medical students? How
does the practice minimise these?

10. Do you think medical students affect the GRgacity to provide good patient
care? If so how?

11. Are there circumstances that you can think leéne you would not agree to
being supervised by a doctor?

12. Anything else you want to add?
Tape off Debrief
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Appendix 14: Publications during professional docto rate
candidature

Walters L, Prideaux D, et al. What do general tiacers do differently when

consulting with a medical student? Medical Educat®009;43:268-273

Walters L, Worley P, et al. Do consultations inalugeneral practice take more time

when precepting medical students? Medical Educafio@8;42:69-73

Walters L, Worley P, et al. The impact of medidaldents on Rural General

Practitioner preceptors. Education for Health. 2085838 — 355. Also available at

Rural and Remote Health Journal 5. 2005:403. Altglrom http://www.rrh.org.au.
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