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SUMMARY

In Queensland, workforce shortages have resulted in early postgraduate
doctors, or junior doctors, being required to work in rural and remote
communities including in solo doctor practices. These junior doctors faced a
range of barriers and difficulties. The workforce issues were unlikely to be
solved in the short term. This situation prompted this research which
investigated what strategies would prepare early postgraduate doctors

effectively for practice in rural and remote communities.

The study was conducted in three phases. Phase one was exploratory and data
collected were used to explore the issues that were impacting currently upon
junior doctors practising in rural and remote practice. Core competencies and

strategies through which to pursue these issues were also identified.

In phase two the Supporting Junior Doctors Going Bush Program was
developed. The program aimed to assist junior doctors in their preparation for
practice in rural and remote communities and to minimise the difficulties faced.
Four strategies were devised. The strategies were to:

1. facilitate appropriate term allocations (where possible);

2. provide ongoing education activities;

3. promote attendance at courses; and
4

provide orientation for those undertaking rural practice.

Phase three was the trial of the program. Kirkpatrick’s model was used to
guide evaluation. Case study methodology was appropriate to investigate and
evaluate the feasibility and impact of the program in four teaching hospitals.
Two of these hospitals were located in rural areas, one in a remote area and one

in a semi-metropolitan area.
The strategies were able to be implemented to a reasonable degree at the four
sites. Process evaluation revealed that most aspects of the strategies were

feasible. There were some barriers that influenced feasibility, in particular the
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strategies focusing on education and course participation. The barriers were
related to workforce issues. Lack of a full complement in staffing at the senior
and junior levels impacted on the complete implementation. The orientation
strategy was not well implemented in any of the three hospitals where junior
doctors were required to undertake rural practice, although junior doctors

reported they did not need any further orientation.

Junior doctors from the two rural hospitals and the remote hospital perceived
they were prepared for practice in rural and remote communities. Fewer of the
doctors in the semi-metropolitan facility felt confident. The strategy that was
most effective in preparing junior doctors for rural and remote practice was
exposure to a broad range of clinical experiences. These experiences were able
to be facilitated best at the two rural hospitals. While junior doctors from one
rural facility had been required to undertake rural practice in their second
postgraduate year, doctors from the other had been able to spend this year
solely on preparation for future practice. Participation in skills and procedural
courses complemented clinical practice and enabled participants to gain hands
on experience and practise procedural skills.  Courses facilitated the
improvement of participants' confidence and those addressing the development

of emergency skills were noted as the most beneficial.

The Supporting Junior Doctors Going Bush Program raised the profile of rural
practice and provided direction for hospital educators to assist their junior
doctors with relevant preparatory activities. The program itself did not have
any significant influence on rural recruitment or retention. However, rural
experiences in the second postgraduate year were impacting on intentions to
fulfill obligations of the rural scholarship scheme which was held by junior
doctors in the study. The State Health Department, which is responsible for
workforce training and retention, needs to ensure training is made a priority
within hospitals and provide sufficient funding and resources to support
activities. A model was outlined that could assist future junior doctors in their
preparation. Any future rural programs need to be better promoted and

resourced.
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