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Abstract

This project aimedb better understand the sustainability of GP supervision by determiningsiseciated
financial costs and revenue

This studyincluded:interviews withsupervisorgn=9)and practice managey (n=9) a surveyof supervisors
(n=238) angractice manager(n=142) and a wst-revenue analysig-indingsvere validatedhrough
stakeholder feedback.

There was significant variation in the time invested in training and other costs across practices. This was
explained bydifferences in registrarpracticemodédsand training contex.

The cost modelling shows thaespite the current subsidies provideoin averagepracticesexperience a
net financial loss by supportinggistrarplacemens. This financial loggmains but reduces over training
terms. Rual practices shovhigher net financial logs

There wadow satisfaction with current financialpport, and questiongisedin regards tesustainability
This was particularly apparent for those practices that did not retgistras after training. fiere were
alsonon-financial opportunitiesdentified for improving practice sustainabilitguch agnsuring a
placement procesthat prioritises the practickegistrarfit and continuity of registrar placements
Participants also noted nefinancial benéts associated with teaching.

The future model for Australia@eneral Practic&raining shouldonsider mcreasinginancial support to
practicesand prioritisingother non-financialenablers(eg.practicdregistrarfit).



Executive Summary

Aim and Obgctives

Teaching practices and supervisors are critical in General Practice (GP) training. However, recent surveys
indicate that 83% of supervisors are not satisfied with current financial support, and those planning to
retire cited frustration with admirsitrative arrangements and poor financial return. Previous studies found
that practices have not been adequately compensated for teaching. However, these studies are dated, and
GP training has changed considerably.

This project aims to better understanddtsustainability of GP supervision in General Practice by
determining the financial costs and revenue associated with teaching and supervision. The research
guestions were:

1. What are the teaching and supervision activities currently occurring within Gfhggiractices?

2. What are the financial costs and revenue of teaching and supervision in General Practice?

Method

This study used a mixed method design to address the research questions, with three interrelated
parts.

1 Part 1: Stakeholder interviewnterviews were undertaken nationally with General Practice (GP)
supervisors (n=9) and practice managers (n=9). Interviews focussed on: the types of direct and
indirect teaching and supervision activities occurring, perceived benefit of these activilies, o
costs and revenue associated with registrar placements and factors impacting on the cost of
teaching. This information, in combination with input from the project Steering Group, was then
used to develop a questionnaire used in Part 2 of this projet. interviews also informed the
factors considered in the cosevenue analysis and the discussion and interpretation of this model.

1 Part 2: Stakeholder survex national online survey of supervisors (n=238) and practice managers
(n=142) was undertakeifhe purpose of the survey was to sample a broad range of AGPT teaching
practices to understand their practice environment and model, teaching and supervision activities
occurring, and perceptions of current practice and teaching financial support.

9 Part 3:Cost revenue analysi$o determine the financial costs and revenue of teaching, this part of
the study used survey data drawn from teaching activities (Part 2), other publicly available data;
and expert advice from the Steering Group and stakeholdeniigess (Part 1).

Results and discussion

This study has several key findings. First, it has confirmed that it is important to acknowledge that the
whole practice team are involved in supporting registrar placements, with significant contributions from
the GP supervisor and practice manager.

A range of costs and revenue were identified and included in the modelling. Costs included: GP supervisor,
practice manager and practice nurse time, registrar salary and entitlements (including estimates for
reduced poductivity of the GP registrar) and the missed opportunity cost resulting from hosting a registrar
in the practice instead of a vocationally registered GP. Revenue included: GP registrar income to practice,
GP supervisor professional development suppostrpants, teaching allowance and practice

reimbursement payments.

The cost modelling shows that despite current subsidies, on average, practices experience a net financial
loss by supporting a registrar placement across all training terms, albeit at eecedate over time.

Overall, this ranged from a net financial loss of $52,760 for a practice hostingim&I{BEPT1 registrar for

six months, to a loss of $23,900 for a practice hosting difaé GPT4 registrar for six monthshe cost
modelling showshat rural practices have higher net financial losses compared with urban practices. The



greatest costs for teaching practices were the time spent by the GPS on direct teaching activities (this
ranged from $43,998 for GPT328,814 for GPT4). The otherdarcost for the practice was the opportunity

cost of using a room for GPR training (this ranged from $35,344 for-G&PT,972 for GPT4). The highest
revenue to the practice was the registrar income (this ranged from $46,862 for 80,234 for GPT4). It

is acknowledged that this cost model did not include a portion of practice running costs, which may result
in an underestimate of cost to the practice. However, this model did include an opportunity cost for the
practice, which estimated income foregong bosting a registrar rather than a GP. It is acknowledged that
this may not always be a real cost because there are likely examples where a practice was unable to fill the
consulting room used by the registrar with another vocationally registered GP.

Theae was wide variation in time invested and other costs reported by the practices within both the
interviews and the survey. Costs vary depending on the GPR, the practice and training context.
Understanding the actual cost to any practice would need todbeuwtated on an individual practice and
placement basis.

While participants flagged the ndinancial motivators to teach registrars, such as fulfilling the love of
teaching and gaining satisfaction from investing in the next generation of GPs, particismilagged
guestions around sustainability of teaching. This was particularly apparent for those practices that did not
retain GPRs after training, which is perceived as a letggar benefit of the investment in training.

Financial and emotional ingement in GPR training were both discussed. There was a low level of
satisfaction associated with current financial support across practices and questions raised about practice
sustainability. All interview participants felt that practices and GPSs wets fur unfunded activities and
resources. From the survey, 71% of GPSs and 46% of PMs indicated the teaching allowance was
inadequate. Sixtyour percent (64%) of GPSs and 38% of PMs indicated the practice reimbursement was
inadequate. Rural GPSs and Pise more dissatisfied with the current payment scheme.

There are also opportunities for improving practice sustainability in a future Australian General Practice
Training (AGPT) model through: optimising GPR/practice fit through implementation dbagiirpose
placement process, ensuring continuity of quality registrars for placement, conside Amgith

placements, training and resourcing practices to implement pradtased enablers, and continuing to
advocate for the broader challenges facing Gah®ractice.

Implications and Future research

This research is the most current and comprehensive project the authors are aware of that has attempted
to identify, describe, and quantify the actual costs, revenue and revenue foregone associated with
suppating a GP registrar placement. A strength of this study has been the inclusion of a qualitative
element to initially identify the activities and costs to be mindful of in constructing a cost model. This
gualitative part of the research also enabled a eicHiscussion of the context and caveats attached to the
final models.

The future model for delivery of AGPT training should consider the findings from this research and seek
opportunities to improve financial support to teaching practices and prior#ystem level enablers

(including implementation of a placement process aimed to maximise GPR/practice fit and continuity of
quality registrar placements). The practice and teaching subsidies currently provided do not reflect the
variation of training at dferent levels and in different locations. Moving away from a-sieefits-all

subsidy to account for variation in costs to practices is recommended, particularly across rural and urban
based practices. It should also be noted that any increase in reqgeires of training practices and

supervisors in future training models may increase the financial loss to the practice. Future research should
consider the financial impact of patitne registrar placements, separate the cost to the practice and
supervisorand further explore the impact and financial benefit of retaining registrars after Fellowship.
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1. Background

This project aims to better understand the sustainability of GP supervisi@eneral Practicby
determining the financial costs and revenue associated with teaching and supervisiendralBPractice
The research questions are:

1. What are the teaching and supervision activities currently occurring within GP training
practices?
2. What are the finanial costs and revenue of teaching and supervisiongne@alPractice?

Context

Teaching practices ar@Psupervisor{GPSare critical in the delivery déeneral Practic&aining in

Australia, which is based on an apprenticesttide model. Data from #2019 @neral Practice
Supervisordssociation (BSA national SupervisoSurvey indicated that 83% GfPSvere looking for
recognition and greater remuneration for supervisiorGaneral PracticeThe 20% o&PSsvho indicated

that they were planning to retire in the next five years cited reasons including frustration with the
administrative arrangements and poor financial return, particularly those in smaller practices; suggesting
that this may impact the sustaability of oursupervisors This theme remains consistent in the more recent
GPSA surveys. In order to address the financial viability of supervision, we must gather evideace
activities and costs associated with teaching and supervisioetie@lPractice.

However, we are also currently in an environment where there are many upcoming changes to the GP
training landscape, which may impact on the requirements placed on practices. Changes include the:
transition to Collegded training by 2023, devebment of a workplacéhased assessment framework for
AustralianGeneral Practiciraining, and development of a nationadpervisorcurriculum. These changes

may call for moré5PSand practice time investment. For example, orkplacebased Assessment (VB
Frameworkreport, commissioned by the RACGP in 2022 y Ot dzRTh&e isiakstroing désire for more
active supervision, providing numerous snapshotegibtrarprogression. Increased supervision, facilitated
through DOVSs, procedural logbooks, ERfsning logs, RCA and a safety assessment, all appear to have a
robust role in the workplacg®

With GPSand practice sustainability already being questioned, it is important for funders to consider how a
future model for teaching and supervision ier@&ralPracticecan be developethat is financially viable,

and acceptable t&Pregistrais (GPRs)GPSsind practices. Therefore, it is important to understand the
current evidence for time invested by practices to deliver teaching activities.

While nationally there are calls to considestter practice remuneration, it is difficult to formulate any
argumentwithout evidenceof costs

Finally, there are also discussions around different models of employment and remunerati®RRyrsuch

as the single employer model, which will impact on practice funding opportunities. Before we can model
the impact of these changes on the financial viability of supervision, we must have evidenceostthe
associated witlturrent models of teadhg andsupervisionin GP.

With supervisorand practice sustainability already being questioned, it is important for funders to consider
how a future model for teaching and supervision in GP can be devetbpeid financially viable and
acceptable tadGHRs GPSnd practices. Therefore, it is important to understand the time invested by
practices to deliver teaching activities.

While nationally there are calls to consider better practice remuneration, it is difficult to formulate any
argument without arevidence base.
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Literature

In Australia, the approach to GP training is an apprenticestyle model, wheré&sSPRspend most of their
time based in teaching practices under the supervision of experienced and accrédgd/ithin this
model, practice ad supervisorquality is critical to successful GP training outcomes, including both
attraction and retention of doctors within&eralPractice

Attraction and retention of doctors to &éheralPracticeis more critical than ever. A decline in applications

for GP training nationally, is causing concern in regard to future workforce. Recent research investigating
factors that influence career decisiamaking for medical students, prevocational and vocational trainee
medical officers found that quality, authéa experiences withilGeneral Practiceprior to decisioamaking,
were enablers to choosinge@eralPractice®. In addition, recent evidence indicates that retention in
CGeneralPracticebeyond Fellowship is influenced by experiencing atpespractice culture, which includes

a commitment to teaching Therefore, in order to attract and retain our future GP workforce and
encourage workforce distribution we need to support quality placements both prior to and during AGPT
training ®.

The literature indicates that quality supervision and training placasiare defined through both

attributes and activities. Examples of attributes associated with quality GP training include: a strong
educational alliance, provision of constructive feedback, expertly assessing and add&2Biearning

needs, use of an @encebased approach during teaching, facilitating and monitoring learningGtid
wellbeing®!Y. Examples of direct activities associated with higher quality GP trainin(Biarientation,
development and implementation of a learning plan with input by @eStime to discuss feedback and
assessments, provision of time for supervision and teaching, direct observation and feedback b§ the GP
corridor teaching, and teaching by other atiai and norclinical team memberé°813, There are also

indirect teaching activities associated with high quality education, such as adequate preparation time,
professional development and teaching resour¢és 12,

Evidence and standards support the notion that there are essential attributes and direct and indirect
activities required to ensure high quality placements (eg. RADGRCRRMNtandards for GP Training).
Howeverwhat does quality cost? Balancing quality with sustainability must be considered in any future
model of teaching and supervision ieiG&ralPractice

GPSA has developed teneral Practic€linical Learning Environment (GPCLE) Framework, which
provides nformation about important elements associated with creating and maintaining a high quality
clinical learning environment iGeneral Practic&. This Framework draws together evidence from the
literature, and feedback froEPSsto define elements of @ctice quality and descriptions of essential
markers. The Framework describes six key elements for a quality practice, including the practice: values
learning, best practice clinical care, a positive learning environment, an efféfiraining provider
relationship, effective communication process, appropriate resources and facilities.

Evidence shows that to attract and sustain quality practices, supervision must be a viable business model.
Studies have found that time, workload, and adequate finanei@uneration were prerequisites for

motivating GPs to become involved in teachiigd. The amount of policy and paperwork can be a
disincerive to engage in supervisidl. Therefore, we need to ensure that activities requiredcéfSsare
important and funded.

Evidence shows that there have been ongoing concerns wigiirélian supervision and teaching payment
models. Previous studies that have explored teaching costs from the practice perspective, found that

practices have not been adequately compensated for the cost of teaéfiffig These studies are now over
10 years oldand the GP training environment has changed considerably. There is no recent evidence

within Australia of time invested into teaching and supervisionendgalPracticeand the associated costs.
This is an important gap.

Recent qualitative evidence confis that there are ongoing concerns tiaPSsuffer financially by being
involved inGPRraining®®. The 2019 WBA Framework report documented themes from interviews and

12



focus groups with 12GPRsGPSsind medical educators in regards to WBAA theme emerged regarding
remuneration fo teaching and supervision. There was an expectation from participants that practices
should be renumerated, and a general dissatisfaction that this was not currently the case. Below a quote
from the final report indicates that, despi@ t {gao@ will, ths model may not be sustainable:

G2 KSy @2dz FNB aAddAy3a KSNB 2dzaid t2aiy3a Y2ySe R2;
2F (GKS O2YYdzyAide FyR Fff (GKA&A &@MH). 2F addzFFI Al

This aligns with data slised earlier from the 2019 GPSA NatidgbervisoSurvey indicating that
Supervisorgeel that the financial viability of supervision is of concern, and both workload and cost were
cited as reasons for ceasing supervision.

Thus, while there are ongoirapncerns in regards to the financial viability of supervision, there is no recent
evidence regarding time invested and the cost of teaching. In addition, we are currently in an environment
where there are many upcoming changes to the GP training landsedyieh may impact on requirements

for teaching practices.

This project aims to better uristand the sustainability afupervision irGeneral Practicby determining
the financial costs and benefits associated with teaching and supervisiamar@Practice

Previous research identifying supervision and teaching activities, time and associated cost indicates that the
process needs to be stakeholder driven, seeking feedback @B®sind practice§”1°?V, These
perspectives will be considered.

Evidence indicates that the costs associated with teaching and supervision may vary according to a number
of parameters including: rural vs urban based teaching pract®ehe model used within the practice for
delivering teachiné?, the GPRearning needs and level of supervision requifédA quote from the WBA
Framework reporsupports this:

GLF @2 degigi@rtha goii knbw is struggling but they're not quite on the remediation pathway and
you know thatSupervisorare going to need to be putting in extra time, a lot of that at the moment is done
on goodwill, fromwhatO | y .93} ¢

Thus, the project will also explore parameters, which may impact on the costs associated with teaching a
supervision and consider how this may impact the financial htabi

The Austréian General Practic@raining(AGPTEenvironment

The current teaching practice payment model is funded through subsidies provided by RTOs to practices
(practice subsidy)GPSsgteaching allowance) and generation of income by @feRhrough their

consultation work in practices. Practice payments are dadig to practices by RTOs according to the KPls
and practice agreement.

There are policy and standards documethist dictate acceptable quality within Australian GP training. All
training practices in Australia must be accredited againstt6&RM and/dRACGP Standards féeneral
PracticeTraining®. These standards set the minimum requirements for the quality of supervision and
placements. The standards focus on the practice environment, education and trainindqut@nd
assessmeniCurrentlyRTOs support and monitor quality according to the RACGP standardiéatibeal
Terms and Conditions for the EmploymenRegistras (NTCERand will often have additional policies
that set out required attributes and activities f@PSsnd practices within their region. Despite national
overarching standards, differing regional requirements may exglame of thecurrentvariation in

practice funding models across RTOs within Aliatra

In addition, unlike other medical specialty training programs, the majority of the Aust@gaeral
PracticeTraining Program is delivered within independent, privaeneral Practice Therefore, the
individual variation in business models addsite diversity in the practicdased delivery of AGPT training
within regions and the complexity of the AGPT training context.

13
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With the transition of AustraliaGeneral Practic&raining to the Colleges (Australian College of Rural and
Remote Medicine [ACRR and the Royal Australian CollegeGséneral PracticlRACGP]), a more

nationally consistent training model will be established. Already a new practice payment model has been
determined. However, the practice requiremertsKPIdor accessing this funag are still being

developed.

In the context of low satisfaction with current financial recognition for AGPT teaching practices, this
research assists to provide some evidence of:

1. What are the teaching and supervision activities currently occurring w@lrtraining practices?

What are the direct and indirect teaching activities?
What are the perceived benefits of these activities?
How much time is spent on these teaching activities?

=A =4 =4

2. What are the financial costs and revenue of teaching and supervisiGR ¥

What are the financial costs of direct and indirect teaching activities?

What is the revenue for teaching and supervision é@m&alPractice?

Do these financial costs and revenue differ for different levels of vocational training?
Do these financiatosts and revenue differ for urban or rural practices?

Do the revenue outweigh the financial costs for teaching and supervisioaner&
Practice?

=A =4 =4 =8 =4
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2. Research design

This study usga mixed method design to address the research questions, with three interrelated parts.
Part 1:Stakeholder interviews

Interviewswere undertakennationallywith GPSs(n=9)and practice manages(PMs;n=9) The interviews
focussed onthe types of direceand indirect teaching and supervision activities occurnppegceived benefit
of these activitiesother costs and revenue associated wi? Rolacementsand factors impacting on the
cost of teaching

This informationin combination withriput from theproject Steering Groupvas then usedo developa
guestionnaire which was used Rart 2 of this project.The interviewsalso informed the factors considered
in the costrevenue analysjsareas of teaching activitieand the notes developed to accompaagd
interpret this model.

Part 2: $akeholder survey

A national online survey @PS$n=238) and®Ms (n=142) was undertaken. The survey focussed on
samplinga broad range of AGPT teaching practices on the practice environment and model, teaching and
supervision activities occurringnd perceptions of current practice and teaching financial support.

Part 3: Cost revenue analysis

To determine the financial ctssand revenue of teaching, this part of the studydidata on teaching
activities from the survey (Part Z)ther publiclyavailable dataand expert advice from studyteering
Groupand stakeholder interviews (Palj.

The Findings

Figurel shows each of the research parts, which together inform the-oegtnue analysjsnterpretation
anddiscussion.

Findings of the project were presented to a group of stakehalaeéno had participated in previous padb
the researchandwho hadindicated their interest in providing feedback on the findings.

This report includes chapters on each part of thsearch and draws together the findings from all parts to
discuss the implications of this research to practice.

Figurel. Overview of research method

Part 1 Part 2 Part 3

Cost revenue
analysis

Stakeholder Stakeholder survey
interviews
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3. Part 1: Stakeholder Interviews

Overview
Part 1 of the research exploithe following:

The types of direct and indirect teaching and supervision activities occurring,
Perceived benefit of these activities,

Cther costs associated witBPRplacements

Revenue associated witBPRplacements,

Factors impacting on the cost of teachirand

Perceptions of the cost of teaching

= =4 =4 =4 -8 =9

This information, in combination with input from the projegteering Groupwas then used to develop a
guestionnaire which was used Rart 2 of this project. The interviews also informed the factors considered
in the cos-revenue analysis and the interpedton and discussion afiis model.

Method

Giventhe complexity associated with supportingsd®Rplacement the Steering Groupecommendedhe
development and distribution cd preinterview participant prompt sheet toige participantgrior

awareness ofhe types of questions which would be asked @nodmpt them to reflect on activities they
completed pre-placementduringorientation, duringthe placement, and other indirect activities

(Appendix 1)An interview schedule wadsodeveloped in consultation with the proje&teering Group
focussing on théypes of direct and indirect teaching and supervision activities occurring, perceived benefit
of these activities, other costs and revenue associatgld GPRplacements and factors impacting on the

cost of teachindAppendix2). This schedule was piloted with both urban and r@RISsnd an urban

basedPM.

Recruitment of participants occurred through the GPSA national mailing lists and GPEX ilingllista A
registration of interest online form was developeathich gathered basic information for participants to
assist the research team to determine eligibility and gather a maximally representative sample.

Participants were eligible ihey wereGPSorPMsg A G K p 2NJ Y2NB &SI NBEQ SELISN
GPRsParticipants would be from current AGBIPRraining practices. Participants could not be remote
supervisors

Participants weré&sPSs(n=9) andPMs (n=9 from across Australi® description of participant
demographics is showin Tablel.

16



Tablel. Stakeholder interview participant demographics.

Practice 9 WomerF9 Rural=4 SA=4 4-20 years 5-20 2-5 All levels
manages Urban=5 QId=2

NSW=1

WA=1

Vic=1
Supervisors 9 Men=6 Rural=5 SA=8 4-19years 7-16 2-7 All levels

Womenrns5 Urban=4 Vic=1

A good variation within the sample was achieved. Therewaastion within the participant group across
both PM andGPSales,location ¢uraland urban, number ofGPRsupervised in the practicégvels of
GPR supervised currently and previously, number of doctors in the practice/ sthe stipervisoy team
current level of teachingstate, andyender

Interviews occurred via zoom and typically lasted 1 hour. Reitine interview participants were sent the
pre-interview participant prompt sheet via email and they were encouraged to have this available during
the interview as a prompt. Interviews were recorded and transcribed verbdwamscripts were sent to
participants to confirm they provided an accurate representation of the interview.

A content and thematic analysis of results was complébedll transcripts usin§lVIVOTwo coders

initially coded a sample of interviews to build a coding scheme alignedhétresearch questions. A

coding book was developed to then code the interviews with code definitions. Interviews were then coded
across two coders and an intesiter agreement process was undertaken. Three rounds of-irar

agreement and recoding wergsed with recoding after each roundh achieve a 100% agreement across
coders.

Results
Theinterview results are reported against tii@llowing headings

The types of direct and indirect teaching and supervision activities occurring,
Perceivedvalueof these activities

Other costs associated wittegistrarplacements

Revenue associated wittegistrarplacements

Factors impacting on the cost of teaching

Perceptions of the cost of teaching

Motivators for teaching

The role of practice culture

Understanding how the cost of teaching fits within the broader GP context

= =4 =4 =4 =8 -8 -8 -8 9

Themesmerging against each of theaees describegwith illustrative quotesusedthroughout.

17



In addition, the authors have reported numbers to indicate the frequency of certaimdéis, overall and
across both participants groups (BMndGP$ Mostnumbers reportedefer to the number of interviews
in which thatthemewas coded.

The authors have also includeat times information on the number o¥oding referenceQThis

terminology refers to the number of times that theme was coded across all transcripts. Some themes were
frequently discussedot only across interviews, but also within interviews, and referring to coding
references within the results section proesithe reader with an understanding of the number of times the
theme was coded acrosand within,all interviews.

Direct and indirect teaching and supervision activities

Several teaching and supervision activities were identified by interviewees, witl ofdheseactivities
common across practices. Activities included direct activities (egplprment activities, orientation
activities and activities occurring during the placement) and indirect teaching activities (eg. teaching
practice accreditatin andGPSndPM professional developmentFigure2 summarises the activities
identified by intervieweesAppendix 3 contains tables describing tifgove in more detaiincluding a
description ofthe activities and the practice staffdentified as being involved in those activitiéche

frequency of the activity coded in the PM a@dSnterviews is also included in the table. This enables the
reader to see those activitighat were discussed more frequently, and how that may have varied between
the two stakeholder groups. Some activities were discussed equally &Rissd PM groupswhile

others were predominantly discussed by one group or the ather
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Figure2. Summary of key teaching and supervision activities currently occurring within GP training practices

Pre-placement

Orientation

The Placement

Placement process/ determining

practice capacity

CV review

Interviews

Contract administration
Preemployment paperwork

Preparing for theegistrararrival and

orientation

Supporting theregistrarto come to the

community

Liaison with RTO and/eegistras

Practice orientation
Clinical Orientatiorfincluding

orientation to other sites eg.

nursing home, hospital)
Orientation to the nurse role
Orientation to the community

Registrasits in with the

Supervisaiother doctor
Supervisosits in with theregistrar

Monitoring and identifying

registrarneeds
Debriefing

Regular checking in and
responding taregistrarclinical

queries

Planning for teaching

Formal teaching

Corridor or opportunistic teaching
Assessments

Pastoral care

Seeking out and responding to

registrar needs

Liaising with the BgionalTraining
Organisation (RTO)

Supervision outside of the practice

(eg.nursing homes)

Monitoring registrarprogress and

needs identification
Providing feedback to theegistrar

Coordination, administratiorand

scheduling

Indirect activities associated with eegistrarplacement

General ommunications with RTOs and other

training related stakeholder@inrelated to the

placemenj

RTO required training

Managing risks

Networking and support activity

Training and supporting nesupervisors

Practice accreditation/Quality improving the teachin

practice
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Perceivedactivity value and improvement opportunities

Participants were asked to consider if there were any activities they do to suppo@Riiplacementthat
they feel are valuable or not valuableaficipants also often indicated their suggestions for improvement.

Overall, 10 participants discussed valued activisesenspoke about activities not valued and 11 spoke
about suggestions to improve activities. Thavas variation in the activities spoken about by the
participans. Activities discussed fell into the following categories: teaching and supervision, assessments
and RTO/system supported activities.

Teaching and supervision (6) and direct observatidmgre commonly discussed as valuable activities.

Reducing the administrative burden on practices in relation to online modules and paperwork were
commonly discussed.

Severalinigue suggestions for improvement were made. Improvement opportunities inioaléd the
placement process were most common.(Bhese focused on maintaining sustainable access to appropriate
GPR¢or the practice Table2 summarises the frequenaf responses, and the views shared.
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Overall All activities 4 Severatespondents felt that all activities currently undertaken were valued.
Teaching and Teaching and 8 1 Paid time to invest in formal or corridor teaching wasceivedby severalparticipants as valuablé
supervision supervision suggestion was made to increase paid formal teaching time.
Assessments Early safety 1 1 An ESA was seen as valuable, but making an assessment too early in the term was seen as risky an
assessment (ESA) suggested the ESA should be completed later in the semester when the practice has gathered more
information to make a robust decision aboBPRsafety.
Multisource 1 1 It was felt the formal MSF did not provide additional assessment information for a high perfo@RiRg
feedback (MSF) However it was also suggested that informally following up patient feedbadaiagehow aGPRs
performing and beig able to provide this feedback to ti@&PRvould be a useful activity for all practiet®
engage in.
Direct 5 2 1 Generallyit was felt that being able to observe tii@PRo assess their performance and to give feedbac
observation/video was a valuable activity for practice risk management ands®Rlevelopment. It was suggested that the
reviews length of orientation should be extended to provide additional paid time to sit in and observ@PRiie
There was divided opinion about the usefulness of video reviews. Both participants who indicated the
not value direct observation were commenting specifically about video reviews, and the cumbersome
additional administration required to complete tee (eg. accessing video equipment,azdination,
patient consent process, data storage and privacy, organising to review the video recordings).
Placement process | 1 4 The placement process was seen as valuable if the practice was supported toGR&ssd have choice

of GPR Suggestions for improvements for the placement process were:
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Category

Activity

Valued activities

Activities not valued

Suggestions to improve

Comments

RTO /system

supported activities

9 The practice should have a choiceGRPRs&nd it is not a competition betweenlagractices to
attract the sameGPRs

1 Appropriate time is given to arrange interviews WiPRprior to selection, because interviews
are time consuming to schedule.

1 Quality training practices are rewarded wiBPRsupply during the placement process.

1 Practices should have prior awareness @ BRexperiencing difficulties, before accepting them f
a placement.

RTO workshops

Provision of external workshops was valued. It was suggested that early workshops should include t
for GPRdn consulting skills, so practicde not haw to train GPR®arly on in how to manage a
consultation.

Online
modules/resources

It was discussed that online modules could be difficult to use and add additional burden. This should
improved sahat the online modules are less time consuming and more user friendly

Paperwork

The practice did not see the benefibfm the high quantity of paperwork, or online forms. It was suggest
that the cost of teaching would be reduced by decreasheypgaperwork required.
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Valued activities are done @n though they are not required

Six (§ intervieweedelt that activitiesthat were valued by the practice were done even though they
GSNBY Qi | NBI dzA NB Y S y dingadditisrgidorntaffteachiNgSimeESWNEINGBERR ( 2 LINE ¢

O0We often organise mock OSCE exdfe'll have three rooms and they'll rotate through the

rooms and there is three doctoRretty full on. So we're all there for three hours leading up

to the examAgain,ii KI 4§ Q&8 2dzad a2YSGKAY 3 ( KHadpefuhySa R2 G2 LI
bit better teachingThere is just so many things like that that you would keep dtimghuld

be nice to get recognised for and paid €or.

(Supervisob, rural)

Other costs associated withegistrar placements

There wereseveralcosts identified by the participants associated with suppor@Rfplacements. There
were financial costs to the practice, ti&P Sand thePM. Severaparticipants also spoke about thests to
the practice if theGPRposition was not filled, and managing this additional risk.

There were also emotional costs to the practice team, which was not a specific focus of this research, but
emerged as a theme.

Costs to the practice

Fnancial costso the practice which were identifabthrough the interviewdell into the following

categores: Supervisoand practice staff time, resources and infrastructure, &RFRsalary and

benefitsTable3 shows that therewvas high level of agreement between participants for each of these
categories, wittPMs being more likely to identify and discuss resources and infrastructure associated with
the GPRplacement.
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Table3. Categories of financial costs to the practice.

Cost category PM Supervisor | Overall
interviews | interviews
Supervisoand practice staff time 9 9 18
Resources and infrastructure 7 2 9
Registraisalary and benefits 9 9 18

Figure3 shows the financial costs to the practiteat were identified through the interviewS here was
variation between participants with regard to items discussed within each of these categdeesub
codesthat had a high level of agreement between participafrs 18)were:

9 Lost income for the practice based GP® a

NBRdzZOSR Q@Y% agiebniepty 3

1 Paid time invested by the PM and other salaried staiRsupport (L00% agreement
1 ReducedsPRconsulting/billing due to training requirements (lost income to the

practice; 100% agreement

1 GPSut-of-hours work 88% agreement
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Figure3. Perceived financial costs to the practice associated with supportinggistrarplacement.
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Supervisoand practice staff time

Thecodes under this category were associated with salaried practice staff tim&B&ime invested in
supporting theGPRThe types of etivities undertaken by th&PSand the practice team were described in
the previous section.

In addition to thisall respondents identified th&P®a Y A & & S Rppar@inftiasdeinichieyuates to
lost income for theGPSand practice who would typically retain anpportion of the GPs billings.
Participants discussed th&PSconsulting time would be blocked out duri@PRorientation and
throughout the semester to engage in teachi@RRobservation and alsssometimesto catch up during
their consulting due to the number oftigrruptions from theGPRMissed consulting time could also be as
a result ofundertaking other required activities to support tk&PRolacement (such as attending
professional development).

GXoKSyYy @2dz adil-Nag fofegatflel tifienreh-dne tfaididgaSo, they go,
211rex 6SQff IAGS e2dz GKAA FY2dzyd 2F Y2ySe (2 3
in that one hour or the one and a half hours. But they als& S adtdkig into
O2yaARSNIGA2Y GKFG GKS LINI OGAOS Ageyidar ISGGAYy3
either, as well as th8upervisab €

(Practice managed, urban
Gt I 8 YSyStper#idiN2 I+ GGSYR | 62N)] aK2L) R2I8stifgiQli 02 YLISy
theday{ 2> Al R2SayQi S@Sy 02YS 0Ot2aS (2 O20SNAy3
percentage that the practice haslostasw¥Ilf 2> ¢S Q@S 2dzaid f2ad0 NBGSydz
So, practices probably should be remunerated forkthat ¢ St t ®¢

(Practice manage3, rural)

Resources and infrastructure

Resources and infrastructure were spoken about as costs predominarfy participants. Costs
discussed included: computers and software, costs associated with provi@iR@Raith aconsulting room,
providing equipmentstationery and consumables, providing access to resources purchased and
maintained by the practice (examples includguhical resourcedyooks, online educational modules,
recording facilities used for educational paisesandclinical best practice resources).

One participant indicated that practices might pay additionauilance costs to hav@PRsvithin the
practice and another participant spoke about-boarding costs associated with having a new doctor
starting at the practicésuch aghe frequent onboarding costsame plates and advertisirfgr a new
doctor through their normal channéls

Raistrarsalary and benefits

While all participants spoke abo@GPRsalaryand benefits, the types afodes varied across interviess. It

was identified that theGPR2 & & | £ | NB ¢ 2 dzf R OlrSparticulddigséie$ suthzas payaB tax INJ- (
and the requirement to pay th&PR salary when they were not working for the practice (eg. paid leave or
attending external educational events).

Practice specific benefits were discussed and seemed to vary depending on the business model and culture
of the practice. Examples included: inclusion in social activities, gifits access to the employee assistance
program. Some participants also spoke about benefits they had decided as a practice BRR®s an

incentive to attract them to choose a placementtheir practice. This tended to be spoken about more by

rural participants and include@PRhousing (1/1 was rural), provision of additional exam leave (1/3 was

rural) or higher salary (3/4 were rural).
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ReducedGPReonsulting due to their trainee role anidhining requirements was spoken about by all
participants (18/18) with 93 unique coding references across the transc@pten thathe GPRs on a
guaranteed wage, irrespective of whether they are consulting or not, but the practice only generates

income to support theGPRplacement when theegistraris consulting and billinghis would result in lost

income to the practiceThis was spoken about égveralways.Most participants talked about consulting

time being blocked off in th&PR a R A falitherit ® en§age in training requirements (eg.

orientation to the practice, administration time, to complete teaching sessions witlGgor self

directed learning activitiesandMedical R dzOF G2 NJ GAAA G A0 ® t | NI AdBAQI YAIYAS 2
being prospectively included in tHePR(schedules to assist them to keep to time as they become used to
working within theGeneral Practiceontext and managing consultations (13/18).

G¢ KEKSENB Qa ( K Sgidirdrg6és offiaid dibes Stid\boutside of the practice. Also,
GKSANI LINPGSOGSR addzRé GAYSITI A& GKS IRRAGAZ2YI
the income coming ii 2 & dzLJhig idlrobablii ibiggest buedr, with regards to
registrad > 2y | FAYFYOAlLf €S@St IyR L GKAYyl AdGQa N
2FFaA0S GNIAYyAYy3ad {23 6SQONB STFTSOuSUEE(KI @ R =
GKS 23GKSNJ SELISy IS a5 | eNS\eyTENE vy 240y (2yvESer yi2S QNB | f &
their training time, which then costs us more mogey.

(Practice manage9, urban

&For example, one of ovegistralt G G KS Y2YSyi> aidAftfs aKSQa 2d
she still runs an houhour-and-a-half late, so she still has two appointments blocked out
Y2NYAY3 YR FFG4SNyz22yd wS3aIFNRtSaa 2F K2g¢g KI NR
GKSNBQa 0O2adfi Ay@2ft SR (KSNB o

(Supervisof7, rural)

Most participants identified thaGPR®ften needed longer appointments (13/18)an Fellowed GPs and

spoke about blocking oatchupsintheGPR a O f SY Rl NX» ¢ K GBR wetelieginBiagLJS OA
in General Practicéor the first timeand alsowhenthey start at a new practice tallow time for themto

get used to the new practice context, systems and software.

0Soc and as they learn, they obviously get quicker at thiggs.you knowg whereas initially

they might need a 20 minute consult, a week, a month, two months down the thagk

might be able to do 10 minutes like everybody dBsé.there is no pressurf.they want to

R2 &AE Y2y(iKa 2F Hn YAydzi& O2yé&adzZ Gaz GKIGQa LIS

(Practice manages, rural)

Initially, whenGPRsvere not generating enougto access ercentage of billings, but they still must be

paid by the practice the guaranteed salary which is at, or above, the NiT@ER felt the practice was

losing money.
Xaz2YS R200G2NE gAGKAY Gg2 6SS1a IyR GKSE@QNBE S7T1
Ay NBIFNRa G2 GKS YAYAYdzy 41 3Sd . dzi 6KSYy 6SQNE
money. So, sometimes, that can be up to two months of us making a loss by them being in the
practice. Because by the time you take, in regards, the minimum wage plus supe> & dzLJS NI &
LINPOoFofe GKS 1AffSNE ¢KSy e2ddBdz0@81AzxE 2 a8
very conscious of, isinregards®2 dz R2y Qi 61 yid G2 yS3I2GAFGS (22
registad Ay NBIFNRaA (2 GKSY O2YAy3 2yo2F NRd . SO dz
registrarand then moving over to a contractdThe reason2 y OS (i ll&v@dran8ingC
2OSNJ G2 | O2y i NI GangeNiey becbrieladzntBactar, 2hdgthédpayy 2 (i
GKSANI 26y GFIES&ad ¢KS& KIFI@S G2 LI & G(KSANI 26y &d
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(Practice managed, urban

Costs to theSupervisor

As discussed above, participants spoke alvedticed GPS consulting time &nablesupervisionwhich
was discussed above as a casthe practice, can also be allocated as a cost taGR&reducing their
earnings.

In addition 16/18 participants talked abousPS&ngaging in out of hours work to support tEPR This
included coming in on days rostered off, starting earlier orHiinig later, and working during allocated
breaks.

Costs to thePractice manager

Four (4)PMs and two (2)GPSlso commented on the PM doing out of hours work to sup@PR
placements. This was typically associated with pastoral care faetfistraror participating in the
interview and selection process.

Emotional investment

Eight (8) of the eighteen (18) participants spoke about the emotional investment the pratftbhad in
hostingGPRolacements. This was equally spoken abouPlids (4) andGPS¢4).

Participants spoke about being emotionally invested in the success and journey@PRe

G{2x 6S aLISyld I TFegistidd| mead, heavls an dbdokbite defighit End &sK I {
say, he still works here nov.was never an issue and werec | literally cried my heart out
when he passed the exainwas so relieved for hinAs was everyoné. S g SNB I £ f ONBAY.

(Practice nanager2, urban

Participants also spoke about the emotional exhaustion or burnout that could be felt as a resificaftd
GPRexperiences.
G2 SQ@S 2dza i NBOSy i fwehddlaReryldiffiilt oRe oNédygar, thén wg 2 NJ X & &
had a really insecure one the next year, and then we had this unlikeable one in the third year.
{22 AUQadithciugliRA 2 ®a F QG dA TR WHMARSK AdiA3 SFFSOG 2y
doctors, becausektS & 2dza G R2y Qi ¢l yiG (2 3ASi Ayd2t SR {
involved a lot more, and then you go through thy®u know, burnout is not the right term,
0dzi LIS2LX S 2dzad INB 3I2Ay33X 2KI L R2(/DIRLEA Y| L

(Supervisod, urban
X ® y 2 GRRldckd/adthelpractice,

G¢CKAA Aa GKS FANRG GAYS Ay Y &egikiraranioarNdour2 ¥ 0
LIN} OGAOS® {23 ¢gKSNB (KIF{G KdzNIia dziabBcefora ¢S QNB
appointments. So, our patients are really, really struggling. Our doctors that are left behind,

' NB o6dzNy (G 2dzi oé

(Practice managed, urban
X2N) 02y Ay dz2 degidirértraibigg®& dotiratginthdSRRE

&Interviewer: | can hear it iavery word that you say. 2 dzQ @S 324G | NBFf LI a8&A 2
supervising, mentoring, teaching and nurturing that next generati@articipant: Yeah, |

havel NBIFffeée KIFI®S IyR LUGS Ftfgleéa KIFEIRIGKIG FyR
feel a bit despndentaboutitX X { 23> A G Q& NXBG S yifthergistralsdamé KS o6 A 33
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Revenue associated withegistrar placements

The interviews confirmedeveralrevenue streams associated with hostinGBRTheseincluded:

1 GPRearnings

1 Supervisoand practice payments (from the RTO)

9 Additional financial support for remediation

1 Additional payments (eg. WHnhd rurd practices spoke abowvailable rural workforce

agency payments)

Participants indicated thaeachingand practice payments from the RTO were managed differently
FOO2NRAY3A (G2 GKS LINI O decishorisking/and gdveddancé. In sotzé daseS 4 a8 Y 2
teaching payments were made directly to tB#%. In other caseghey were shared across the practice.
One practice indicated they chose to pay tBBSst a higher rate than that offered through the RTO
paynment.

Factors impacting on the cost of teaching

Participants discussesbveralfactors which can vary and are perceived to impact on the cost of teaching.
Factors were identified by participants aetlePRevel, the practicdevel,andthe AGPT sysim-levd.

Practice fexibility

Overall, a ommoncode in the interviews focused on the practices being flexible depending on the
registrarneed(16/18). Within this coa, participants spoke about the practice aatly monitoringregistrar
needs communicating with theegistrar, and adapting the support and teaching provided according to
thoseneeds (this included both clinical and personal needs).

GeKSe gAff adl NI O2yadz A gahepmghtoayhde dt t R2 Al
handul of patients just to start getting used to the procdssuppose | sort of basically pop in

and out when I've got free tim€ertainly at the end of the time, sometimes | like wait

around, you know, if they're running a bit late, I'll just do paperw®hien I'll catch up with

them at the end of [unclear].try and do that at least for the first couple of weeRe.then

after that, it depends on how much they need assistance as to how frequently | will stay back.
Sometimes | might just catch them ahthtime and check ié.

(SupervisoB, urban

oOr just we may even have a teaching session where the first half of the structured teaching is
really around how they're going and what tweaking needs to be made to that structure. They
YAIKG &l & lke sprite miord @irgct dbs@riRation or | really, really want to focus on
structuring the consultation and so we can adapt it to them, so those sort of things.

(Supervisod, urban

GXPgS KIF@GS | 20 2o, ithnyistjasNd¢ [thiegisDAQ/ABSNEI &1 A2 LISy> L
L2 L) AYS K2¢6Qa, 3OS N¥Fa&EXYy BH QY2 RgahiuldeBbddvitd T22RP
Mp YAydziSa | yRSLOQItL@f & BaperishR ABRKOOT { 6 HEKE ol O
you.If [Supervisdrsays yeah K S&@ QNB R2Ay 3 NBlIffe& 6Saz2ySxz Odz
dothat.{ 2 AGQa Ffglea az2NIl 2F Ay O2yadzZ i sAGK GK
lunchroom and; | mean, if we need to have a formal meeting, we certainly will but yeah, we
tendtohaves f 203G Y2NB Ay F2NXIf 2ySa | a &adzOKoé
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(Practice manages, rural)

Participants also spoke about practices being flexible ggétieduling and appointments based GPR
need.

G2S IAAGBS GKSY LI Syie.BDlUABSD SIONSY @dAadt »Hza @ o CK d
YAy dzi S | vy Re linke % &ixufy in that sehiske that we can do that if we can set them

up in an afternoon and we can fill patien&ometimes we might swap patients in thdiehe

Supervisd?YA IKiG &l @& LQff R2 &2 Y@patedt|{ & WKSOSBRANJKI &
ofstuff2 S OFly R2 GKIG @GSNEB flald YAydziSz a2 GKIFGQa
going.LT (GKSERNBgK2KDYQG FSSt (KS2QNB NBIRexX (KSy
anotherSupervisongain.A differentSupervisab &

(Practice managet, urban)

GThere is often where gistrarruns late, especially early on and the only way we know that
we're going to avert some complaints is that we just grab one off their list and just see the
patient and get it sorted[Laughs] So that's just because they're inexperienced and unfamiliar
GAUGK 2Nl AYya Ay GKS I NBI X

(SupervisoB, rural)

Registrarvariation

At the GPRevel, interviewees providedeveralexamples of differenGPRcharacteristicthat were
thought to beassociated with differing levels of support and supervision.

oWell, it really depends on which term they akee they term one, term two, term three, an
extension term, where they've been in in the pifstve they used your softwaie?

(Supervisos, rural)
These are detaileth Table4.
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Table4. Registrarfactors identified as impacting on the activity requiregh = 18)

Factor identified as impacting
on the activity required

Number of
participants

Notes

Quotes

Stage of training 17 Typically more time is invested in GPT1/2 when®RR A G(GKAY]l 6A0GK Dt ¢mar (i Geherad(
are learning to work for the first time in@eneral Practice | Practicebefore.{ 2 = (1 KS& QNB vy 2Qenefal Y
setting with different business, clinicaind consultation Practices 2 Nl & oA (K (KGSEL 2iySay 10 KUY
models compared with the hospital environment. ever had one GPT1 actualBo, they just needed a lot more
Participants spoke about investing additional time in the | hand holding and they needed a lot more reassurance an
following activities orientation, monitoring (may include they had a Ibmore questions opposed to those obviously
direct observations or randonase audits etc.), teaching, | that have already done six months somewhdieat you
corridor teachingand supervision. know they sort of had an ideé. K 4 Q& LINR O 6
It was noted that there was little variation in the pre differenceg
placement orboarding investment made by the practice | (Practice manage3, rural)
across theGPRevels

Competence 15 The more competenthe GPRthe less time spent by the GThat was particularly highlighted for us recently with the

practice to provide teaching and supervision, and monito
competence. This was seen as being independetiief
stage of training, with examples given®PRsvho were in
GPT3 or 4 but still required additional time and supphre
to a lack of competence, or sometimes exam failure and
remediation.

succession of people who have taken two and three and fq
goes to pass their exarfihey need lots of supervision and
support.But they're all GRB plus and so you get a pittance
or nothing at all for looking after therf.

(Supervisob, rural)
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Factor identified as impacting
on the activity required

Number of
participants

Notes

Quotes

Registramellbeing

9

PoorGPRwellbeing was spoken about as being associate
with increased burden on the practice. Participants talked
about the time associated with the pastoral care role of th
GPSndPM increasing. In additiorthe wider impact on the
practice team in regard taiggling patients and
appointments in the event that leave with short notice wa
required, or increasing the amount of protected paid time
and reducing their number of consultations.

aKSQa ySSRSR |
financial suppdlli ¢ KA OK ¢S 3If I Rfté& R
AlQge 8dA&Y AGQa GF1Sy I+ -f2i
juggling of patient< (Practice manages, rural)

2 e2dz (Y29

Registramorganisation and
professionalism

Participants discussed that if there were concerns with
GPR @rgansational skills or professionalism thiscreased
the burden on the practice. This included tB&Rhot
engaging with their training requirements or assessments
not being able to managénhe in consulting, or not acting if
a professional manner

GTime management was just really crappy and there was
some concerns about decision making and there were
concerns about over ordeg lots and lots of tests. Sthé
Supervisdrreally felt that atone stage, he actually was
pretty much checking every single patient because she wg
aSSAy3 ((Bupervisoid uybarg

Previous placement experience

GPRMrevious experience could either reduce or increasg
the training and support activity required. In some cases
participants talked abouGPR#$iaving good previous
placement experiences and coming to them with a good ¢
of skills and knowledge. In otheases participants talked
about GPRgotentially missindoundational skills.

&Whereas anotheregistrarwS K|l RZ G KS 2y 4
GPT, it took two weeks for her to be able to see a patient
her own.She was so nervous and so | sat in with heavaiul
lot in that time when she would have one patient an hour.
(Facilitator{ 22 AdGQa y24G ySOSaal N
It can be other things as wéll.

It really depends on previous experier8ke had a traumatic
time, she was coming througtome-4a KSQR KI R |
{KSQR y2i( R2yS 68ttt I fo, 12a0S
to then rebuild this doctor almost it felt like who had been
RS&GNRE&SR 4aykKRs OmaK SNA I A0 y i
of effort.€ (Supervisod0, rural)

Personality

Participants talked about the fit of the PR personality
into the practiceandabout GPRwho were less likely to

share if they had a problem or concern being problematig

dlt depends on their personality sometimes téee they are a|
sharer or are they not a sharer, sometimes you have to te
that out of themabit. SOF dz&S (KS& R2y(

32



Factor identified as impacting
on the activity required

Number of
participants

Notes

Quotes

GKSe R2yQl 1y2¢6 K2g &2dz 62

[laughs]é (Practice managet, urban

Knowledge of practice software| 5 Participants noted that additional orientation and support| & SNIi I Ay f 8 3 A T {aKk2S 8AQFD S KRS28YTY
required early in the placement if th8PRK I a y Q4 Llnotda2 YdzOK odzi S@Sy | GKNBS
used the practice softwarérrespective othe trainingterm. | YI y & ljdzSadA 2y as LI NI A Odz I N

software.Because they know the softwatdalf the questions
are software in the beginninghey know the software.

I £t AYAOIf I yRridhod & @ahBge theird A G
Ot AYyAOlt 06SOlFdAaS G(KS&@Q@S 13
still have the questions about where to refert(Practice
manager4, urban

Level of support required to 4 Participants talked about som@PRseeding more support | dYou know specialists that our GPs would routinely use th

integrate into the from the practice to integrate into the community. Overall| are in the areal (i Q a dific@tMIey come from

community/location it was discussed that local medical graduates uattal interstate.But if they have come through a South Australig
knowledge and experience reduced the level of support | dzy A 3SNEA(G& FyR K2aLMAdlfaxz
required.In addition, for ural GPRsthose with partners, FNBF&a FyR A0Q&a | oAdG SIF&AS
families or pets may need additional support from the them that cheat sheet so that that givésem a bit of hand
practice to find accommodation, and local schools, with that.¢ (Practice managet1, urban
connectionsand services.

FTE 3 Some participants felt pdrtime GPRsnay need more oHer limited hours mean limited fat¢e-face and so limited
support compared with those training full time. It may be | confidence and experience and so they need a lot more hg
more GPSupport is required or more administrative holding than somebody who has been full time for the whq
juggling of patients antboms available. time.€ (Practice managet1, urban

Registralis sitting exams 3 Some participants commented on additional support bein 6Sometimes when it comes up to their exams, we would p

provided by the practice t&PRsitting for their exams.

two half hour sessions in the diary just to make sure that t
registrarwas okay So, their usual half hour to talk about
general consult issues and then half an hour for them to tg
abouttheirstudyl 2 ¢ Qa G KS TEhasdzRrs ofd 2 )
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Factor identified as impacting | Number of Notes Quotes
on the activity required participants
conversationsOn a Friday, we also do case study sessions
well.€ (Practice manage?, urban)
Registrawith procedural skills | 1 One patrticipant noted that supervisitgPRprocedural skills
increased the amount of time they need to be-oall to
supervise thaGPR
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Practice and system levehablers and barriers

Practiceleveland AGP-Bystem level factors were discussed by participants as enabling a platé&rable5 below
details these factors and the frequency at which they were discussed across interviews.

Table5. Barriers and enablers of supervision and placemef(ris= 18)

Sydem level Practice level Both system and practice level
Enabler/barrier n Enabler/barrier n | Enabler/barrier n
Registrarpracticefit 10 | Strength of relationship with 7 | Suite of resources to 8
(placement process) registrar support

teaching/placements

Continuity ofregistrar 4 Appropriate patient scheduling 6 | Multiple registras 2
placements
Twelve month placements 3 Teaching ethical billing early o1 4

Maintaining experienced 3

practice staff andupervisors

(*N= number of transcriptsontaining this code)

Ten participants spoke abottie importance oflGPRpractice fit, achieved through the placement process. Practices

spoke about being able toitially assess th&PRpractice fit from the placement interview proces$zarticipants felt
that the training provider had a role to play in ensuring practices were able to choose apprdpR&s

a értainly the ones that have come to us have maybe mostly, had a bit of country background and wanted

to be there. Not just thereThat's where the training organisation is so important to get it right too. To
know who would fit and who wouldn't fit, to a certain exteNbt that you can probably pick and choose.

But I'm sure that there must bahey must look at somebody and kithey've got a partner that has to

work within a 100k zone. They're not going to send thefRrictice namé They are going to put them

in [location] or something like that, aren't they? Because to me, it's the training program that needs to get
it partly right as welk

(Practice managetO, rural)
Participants alstalked aout the importance ofPRpracticefit in retainingGPR.
Gyou know howyogs SQ@S 324G | NBFfte O0ft2asS (GSIY KSNB® 2

like thatandd KS 2dzi i RARY QG OfAO1 NBIff& G6AGK lysozRe®

LS2LX S GKIG y2 YFEGGSNI K2g YIye (KAy3a &2dz AYyOAhGS

have a bar of anyone or anything. So luckily, she wihene for six months [laughs$o, there was

nothing¢ | mean, shewasL. O2dzZ Ry Qi Fl dzf § KSNJ Ot AyAOlFt &aiAftta

Shejustd S K= RARY QO Of A O] o
(Practice manages, rural)

Four participants spoke aboutdfimportance of continuity oGPRplacements and theosts to a practice if th&PR
position was not filled. These were BMs. They spoke about the logistical difficultiemcertainty, and risks of not
maintaining regulaGPRplacements on the practice team and underlying costs.

@3 dzZf GAYIFGS

& { daidirasiti evite Rolrtpétiend ase KB wethddypékn 2 v
-dzaS GKIFGUa

f e
GKS gle& AlG 62N]J SR SOSNE el N» {2
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one?....So we tried our best for a few months and nothing just realised that we were running at a loss,

a2 ¢S KIR G2 €S0 adlFF 32 6KAOK ¢l a GSNEB (NI dzY | i
(Practice manages, rural)

G2Stfts AG gAff Ffaz AYLIOG GKS NRaAGSNBR 06SOFdaS 4.
staff. It willg it puts a lot more pressure on the doctors already within the practice because if they were
wanting to take leave, | might pot¢ially say to them can you just wait until next month when the

registrarstarts and then you can have your time off? So, you know, it affects their lives. The amount of

LI GASyGa GKIG ¢S OFyQlh FAOG Ayo {2 okpaédn® dmichngst o A O |
SOSNE RIed {2 F3AFLAYS 0620G2Y tAYyS®dé

(Practice manages, rural)

Twelvemonth placemens were spoken about by three participants as advantageous. They were thought to be
advantageous to patients at the practitieenableaccesdetter continuity of careandfor the GPRo be able to engage
in extended education because they do not require two orientations over thedath period. The practice also avoids
the cost associated with a second orientation over the twelve months.

The strength of relationship with thePRvas spoken about by 7 participants, bd#ls and GFSs

Gt F NI 2F AG Aa 3SaaA Y Arediskdr, but alsdldieating that/ IRueSsNaB &liarzel f A (i «
GKSNBE @2dzQNB | f 42 RBHAINWNRTFIBSKREEO| d2{ 2l tOKKay] (K
iKSe ¢l G6GOK YSo¢

(SupervisoB, urban)

Appropriate patient scheduling was seen as an activity which could be undertaken by the practice toGeRtand
practice, up for success. A number of jepants talked about the practice staff using their knowledge of patients to
determine who would be appropriate to schedule with the n&RRbeginning at the practice in regard to personality a
well as existing medical histoaynd complexity Participans spoke about actively consulting with tB&Rand GPSnd
managing the patient load and mix appropriately throughout the placement. While this required an investment of ti
was thought to offset additional costassociated witGPR2 &  NXzy vy Aightconiplaifitsiiad iskdesiregarding
competency development.

Teaching ethical billing early on was a strategy discussed by four participant&B&ihd PMs. It was acknowledged
that when aGPRstarts in the practice, especially in GPifkre is a steep learning curve in regard to how to bill,
developing an understanding of the busines&eheral Practiceand giving them confidence to value their time.

oBut | think if you teach them to bill adequately, so value their time and teach abeut whyg well
again, this is my bias, why private billing seems to be more feasible generally in terms of sustainable
practice, then they tend to learn to value themselves asévell.

(SupervisoB, urban)

Interviewees often talked abouhe importanceof maintaining experienced staff ar@PSsnd access to a suite of
resources to support teaching and placements. Experie@e8sended to build up a repertoire of teaching experience
and aids which they felt reduced the preparation time they needed ¥eshinregistrartraining. In addition, botlGPSs
andPMstalked about the use of resources to efficiently deliver trainifigis included examples such as orientation
checklistsGPRmanuals, a repository diPResources in the practicand external esources such as GPSA lesson plal
and RTO resources.
Q@S 06SSy R2Ay3a AlG F2N az f2y3o L-Gd FTREISOWEBAE GNB R &
O2yadzZ GFiA2y alAtfa yR Y2RSt asx L QfeadyddNBuudedds &2 Y
the system. | just print them off. Or email themitK SY I Yy R R2 A (waS & BembeNd tfich O f €
GPSA for a long time and now | use some of their resoéirces.

(Supervison 0, rural)

Finally two participants indicated thabaving multipleregistrais may benefit the practice because they could provide
peer support to each otheand teaching time could be shared.
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Perceptions of the Cost of Teaching

There wereseveralcomments within the interviews about perceptions of the cost of teachlitgpse were unpnmpted
and emerged naturally during the conversatsamith all of the participants Key themes and their frequency across
interviews are shown iffable6.

Table6. Key themes related to perceptions of the cost of teachifmg= 18)

Theme n
t N} OGAOSa R2y Qiegistarflaemansy S& FNRY 5
The time associated with supportingegistraris difficult to quantify 7
Practices andupervisorswear costs for unfunded activities and resources 18
Registras may not understand the costs to the practice 2
Practice andupervisorpayments should be improved 6
GP needs to be seen as a business 2
The current model may not be sustainable 4

First,severalparticipants commented that they felt practices didt make money fom hostingGPRolacements, and
that this may vary depending on ti&PR

Li0a 2dad Y2NB t221Ay3 FG GKEdG FdzyRAy3I o ddyausSd |

were to get down to the nuts and crux of it and calculated it all, rather than jushipelt wages and
income coming in from theegistrar. If you nutted it down, you would, | think, be very close at losing
money to haveegistrars £

(Practice manage9, urban

4 SHK® {23 68 KIFI@SyQi R2yS (KA NBW® SDykédiadttat aboded = |

practice, and it depended a little bit on thegistrar. So, someegistrais would cost a practice, and very
few registrais were revenue raising. It wass virtually cosineutral, but also not taking into account all
costsé

(Supervisod, urban

y

Severalparticipantsfelt that the time associated with supporting@PRwvas difficult to quantify, particularly in relation

to corridor teaching anésPRad-hoc questions.
dhyS 2F GKS (KAy3a Aa oS0l dpuite ofenipradide wiMgetts@@ S y 6
[second} probably gets a more qualifieégistrar. | think that's one of the biggest costs in all those hidden
costs of when we [talk to theegistrai you lose five minutes of productivity. Nobody really atidse up,
but you know clearly that those things are far more common with somebody in their first two terms than
they are in their third or fourth term®&y the third and fourth terms, they'd do [unclear] billing [R based]
payments, certainly nowhere netire difference between what it does and managed support by even the
first year [terms], and | think a lot of them underestimate how much every time they ring up their minute
here or two minutes here and the five minutes there, how much that actuallyﬁhlﬁad dzLJd €

(Supervisos, rural)

All participants commented on practices and®PSsvearingthe costsof unfunded activities and resources. This
included the losses to thePSand the practice foGPS3and other doctor reduced consulting time.

Y :

G. dzi WREMAB yEA GKIG 3283 6101 Ayid2 GKS LINI OGAOS a2
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(Practice managetO, rural)

G¢KSNBE Aa I LI BuMiené isn't &y palyniest FoiGsKperyisiite supervision is all

provided by doctors for free. That waarficularly highlighted for us recently with the succession of people
who have taken two and three and four goes to pass their eXé®y need lots of supervision and support.
But they're all GRB plus and so you get a pittance or nothatgall forlooky’ 3 | FG SNJ 4§ KSY d¢

(Supervisob, rura)
The unrecognized time invested by tR®l was seen as significant by ba8P Sand PMs.
G XLINF OGAOS YI yI 3S Yalyed and tharsShotind sagrdpwindgyhyrdiNgumpet. |
have theregistrais calling men weekends, afterhours, because I'm approachable; so they just know that

when they're seeing patients, it's hard to sometimes talk about something. So they just ring at 8 o'clock at
YAIKGDE

(Practice managés, rural)

GXPAF 6S RARYduPacick @ehageshé'sYike three people in one. She's amazing. So
yeah, she has probably administratively as big a rols@sdrvisonamed o €

(Supervisod, urban)

It also included the notion that while fundingreduced for senioregistrartraining, prctices still provide substantial
support,includingexam preparation support.

G2 St f|thnk theapt that the payment gets less over time, doesn't reflect the reality of the stress
levels and the amount of work that's required to gegistrars tothe exam.You are not doing less work.
You are not doing less supervisigou are not doing less teachisye often organise mock OSCE ex&m.
t NBldGe FdAf t 2y dé

(Supervisob, rural)

Some participants discussed tHaPR may not understand the costs tioe practice when they are advocating for
increased salary and conditions.

G Kecause they don't understand the real cost of practice, they just think that they're [really] this amount
of billing, so therefore they should get paid for th@rhey don't takénto account thesupervisordays, the

costs of having the whole practice and setups and all the rest of it, and also the cost of the fact that you're
[vicariously] liable for therg.

(Supervisos, rural
Severaparticipants commented that practice arsdpervisorpayments should be improved.

0So, | think there needs to be an overhaul of the budget. Where that money comes from, obviously,
wf FdzZZKae L 3IS3G § KobuiouslyKrotim@ dreal Butfthé tRink Fitie bulgkt isisdmethidgi
that does need to have a little bit of a play with.

(Practice manage9, urban

The point thatGeneral Practiceare businesses, they cannot run at a loss, and that this needs to be considered in a
future costing model was made.

G{2> @&Saz (K $MBU thisidnst@ 2harBy, we ar¥ ioydoing this to only help train, we're

doing this because we have a business. So yes, it's a practice but it's a business. Without the income, we

cannot hire people. Without the income, we fold. Without the cash titorun, we just go, closed sign, we
I NB 2dzi 2F KSNBXZ FyR 2FF ¢S 3I2 (2 wOGKS OFLAGEE O,

(Practice managés, rural)

The sustainability adupervision andGPRolacements was bought up by four participariffie notion that the cost of
hostingthe GPRwvas greater than the return for practices was discussed.
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dRegistras on the whole we break even; overseas trained doctors we will make money and they stay with

us longerSo, from a practical point of view, thegistraa R2 Yy Qi K| @ SGeheraFRtatideNS Ay |
K2g L aSS Al dzyt Saa az2YSGKAy3 OKIy3ISa LIGYOR LAl Ry Qi
(Supervisot 0, rural)

GC2NJ GKS FANRG GAYS SOSNE 6SUDS dnéxilydar?fDb wewardza & 32
do this? We've done 19. The complexities and the time and the expghgsh is such a shame because

we've got a passionate practice with a patient base who actively need doctors, but are feeling just

exhausted and flattened ke fact that it's been so timeonsuming. Yeah, there's profit in it but then

that's not quite understood necessarily by tegistra@ ® ¢

(Practice manages, rural)
The notion oilGPS not being able to supervise because of the lack of payment was slsasded.

6So one of the things | think that one of the hesitatiorsipervisoruptake, | think, is payment. Some of it

is payment, like the practice and from a business perspective, but some of it is contractors taking on that
0SSOl dAS GKSY KHKSeLIReYyOVWGIASa2 AT (KS@QNB y20 aSSA)
if they block off an hour, the amount the teaching gives you is mucH thgs for thesupervisorghat

GF1S AG dzLlJr GKSe@ R2 Al 06SOldzasS AGQa GKSANI LI a&A2)
Yye FSYIFHES O2ftSI3dzSax Al A& GKSANI LI &daArzysx odzi Gl
work acouple of daysawke | YR (KS& ySSR (2 YIFIEAYAAS 6KI G§SOSND
OKIffSy3aay3a LlairAldArAzy 2F R2 L GF1S dzLJ adzLISNBAEAAZ2Y
for, giving up family time? So yeahat concept is really importarit.

(Supewisor3, urban

Motivators for Teaching

Participants also notedeveralnon-financial motivators for practices ar@PS$o supportGPRolacements. These
included:

1 KeepingGPRst the practice after training (10)

1 Producing our future GPs (7),

1 Teaching fothe love of it (7)

1 Keeping up to date (4)
Forseveralpractices retaining GPRsfter training in their practice was a motivator to continue suppori@igR
placementsPlacements enable practices to check B & FA G Ay GKS LINF OGAOS 0S7¥:
team member for the longer term. The concept cB&Rplacement being a long job interview and offsetting other
recruitment costs was discussed.

G2Stftx asSS AT @&2dz OlusavESyswdel2sR0,000kEs¥archiny foflakiSctorSIynRan | & 2
GKAY]l A0Qa (KIFG KARRSY ragBrar8 K .88 8 KB g dzZRRB & ¢ 8zi OBFA V!
I ROSNIA&AY I 2N NS ONHzA Iméényl jpEingly shyRit biitik thellddgestp2 & (2 06 S
interview, and if | can keepragistrarL R2y Qi KI @S (2 | R@S RdgysaaEsslyfit R2 y Q
AyiG2 I NB2Y a2 LQY y20 &ASINDKAYy3d EZRAlFIITR2OG2RIFL ¥l
Practice manags.L ¥ &2 dzQNB dzaAy 3 Iy 3SyoOezr AlQa KARS2dzaf
aiNBaaFdzZ yz2id KFI@AaAy3a Sy2z2daAK R2002NER 06SOldasS G(KSy
enough appointmentsvou losg & 2 dzZQ@S 32 G Dofyoldhemdifi @ withi@liedWealth and then
282d2008 320 (2 FTAYR U tHEKASR KK HHKE FyRS sKF (ISKIES NEA R R
teaching practice and you have gogdnd you can keep youegistrar, it saves you a lot of hearthe and

Y2y Se Ay (GKS f2y3 Nlzy o¢

(Practice managet, urban)

dHe puts a lot of work into trying to choomsagistrars, | guess from a selfish point of view that we think
might have a chance of actually coming back and staying long&erm.
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(Supervisod, urban

Alongsideperceptions of the cost of teachinthere were also practices who were demotivated because they had not
seen retention ofGPRsifter training, despite their ongoing investment@PRraining @).

G{2> A0GQ& NXBGSy dfiherggisthas caim&kitSus ankl & DritheyicandedaSisbfrom other
Ot AyAda IyR ¢S 320G (KFG LI &ol012 #SQR2¢yQIKEIIEIDR ||

(Supervisod 0, rural)

G! ft 0K2dzAAK 6 SQNB K Sdomdioftiemyes ey taistaylpNB oug Fractde. But as a

ISYSNI > 6SQNB 2dzald GKSNB F2NJ GKSY (G2 0S0O2YS Dt a.
€2dzQNB LI &@Ay3 GKIFIG Y2ySe (241 NRa | adlFF YrigwyoSNJI -
.dzi AdQa y2d Ffglea I2Ay3 idBpockeSefferisd. Whed Reyzdtterti fUIS Yy &
RFe GNIAYAYy3a RIeasx S@Sy AF AilQa (kiGN NdtheiddiNS R R
2 KAOK YSIyad @rAQNBRMFORYII H2YAy3I AyI LI dza & 2 dzQNB
FGGSYR GNIAYAY3 GKFGY STFSOGAGSter Aa y20 F2N (K

(Practice manage®, urban)

SomePM participants commented more generically or altruistically about teagtiecause they wanted to contribute
to growing the next generation of GPs.
GL LISNER2YyFffe FTSSt slpsfbol DYt AINBKIS ea laEANS AK I 4iS YR2 y ¢
them now to create great GPs there are not going to be great GPs aat 8wthe value is not in the
dollar value, the value is in creatingvell-rounded happy, confident GR. K 1 Q& G KS @I f dzS Ay
iKSYDe
(Practice managetl, urban)
GPSsindPMsspoke about their love of teaching as a motivator or a reward for suppo@GiPBplacenents.
G¢KS NBGINR Aa L FTSSt 461 NY BEKROIDA I &KSo 8BBHAR H T
(Supervison 0, rural)

Gb2d® 2 S R2edishas talbifer o wokkforce. We do it because we i Q a-Bn-héalt,y R
A3SySNIftfte t20S (SIFHOKAYId %SOND SIA SERI2ZGK NyKB  DNIC i Adx
Y2NB 62N] X odzi AUGQa O0SSYlKI iOdiieSetad 8S G KAFE oAGK

(Practice managef, urban

The role of practice culture

While not specifically propted to do sq severabarticipantsdescribedwo common key elementabouttheir practice
culture. Firsta culturevaluing teaching and learning was discus@eld18). Participants spoke about the practices
valuing teaching and learning. Teaching was spoken about as a part of the regular practicecacaty of the
Wractice DNATeaching and learningere spoken aboutsoccurring across the practice teamot just between the
GPRandGP&. For example, the practice may have teande teaching sessions, regular case discussions, or training
The practice encourages and gives feedback, may view mistakes as learning wigipsrand may discuss the
AYLERNIFYyOS 2F wadGleAy3a dzd 42 RIFIGSQ FYyR ljdzr t A& AYLJ
0So, with¢ we have a mandate that all our partnegsve have five partners have to besupervisors so
0Kl GQa ¢ KesuperBisokl PSa Fadabl dIXNMX DK SHK I KS S gKI G
door policy so theegistrais can ask anyone in the practice any questiaur. doctors are more than happy
and appreciate and welcome to do that.

(Practice managet, urban)

GThey're actually really good becau$ey get the idea really quickly. Nobody gets cross when they ring for
KSt L) LGUa y24 | LINRotSY® 2SUdft ltglea 332 YR KI
think it's a really good culture works really well.
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(Supervisod, urban)

Second a teambased culturavas oftendescribed(16/18). Teamwork and valuing team membevere discussed as
important in the practice culture. The practice teavere emotionally invested in th&PRsucceeding and offer support.
Practice culture encourages everyone to seek support and give support to others (eg. permission is given to acce:
GP%thers whenever needed).

& mean, we genuinely love We love having theegistrars hereWe feel likes SQNB 2y G KF G 22 d:

iKSY 6KSy (KSe& 32 GKNRdAK (KS SEF Ya SimgpoukiddiS L &l
3 dz3S 6KAOK 2y Sa 2dzall Ryl oWelilen saeel thafbat @x2 dzi A G ©
messages on ThursdaymNy Ay 3 A GK FAY3ISNE ONRaaSR Syz22ia | yR

%

going to do really welWe celebrate the wins here. 1 Q¢ $ Af| S KIF @S €t A0Gf S LI NI
LI aaSR FyR OSf So NIl |1y R3 SiilgdeyadRedaseiig fy Btdftsteszh other
and | think that through educating the nanfinical staff on what a stressful journey this is for @gistrars

really helps to make it that little bit easier for them | hopeK I G Q& ISy SNJI f ft&omb&S FSS
registradd YR ¢S FNB a2 fdzO01e GKIFIG GKS YFE2NRGe 2F

(Practice manage2, rural)

AWe only have oneegistrad® ¢ K S & Q @ Stime Bdbsyarf-2 NIUFINKGS € F ad O2dzZL) S 27
variety of- a number ofsupervisors so we do tend to try to rotate supervision amongsb, we try to

rotate primary supervision amongst our cohorsopervisorE | YR ¢S Q@S 3 2 (iqudstiomR a G S N
throughout the week.

(Supervisod, urban)

Understandinghow the cost of teaching fits within the broader GP context

While it was not prompted by the interview scheduparticipants described the broadeontext ofGeneral Practicas
important to acknowledgasan influence orthe cost of teaching and supporg GPRplacementsParticipants
describedseveralcompetingpressurescurrently being managed including: the difficulty of attracttBBRas applicant
numbers decline, retaining doctors a@PSsgovernment policies (such as the Medicare freeze), coantly
supervising IMGs, managing an increasing GP workload, managing patient expectatidhB Raiticement uncertainty,
and sourcing accommodation for rul@PRs

ALY GSNIASSESNY 2dzNJ O2 yocuSehdh regista2tining and o Bvolvedl... 2 6 G A 2 dzi |
taY ood . dzi GKIG Aa F LING 2F I @SNE O2YLX SE Ll |
(Practice managés, rural)

Discussion

Informationprovidedin these interviews was usdd inform the development of a questionnaifPart 2)and the
development ofa costing modef{Part 3) In addition, themes emergingoth prompted and unpromptegdassist to
understand and explaithe complexity of the cost of teaching @eneral Practice

LiQa y20 edad G(KS AdAISNAZA2Y FyR Sk OKAY 3

It was clear from the interview #fmes thatsupervision and teaching are importantrecogniseas significant activities
associated with &PRplacement.However, here were alsoseveralactivities outside of supervision and teaching.
Activities begin before the placement and include otaion, ongoing supervision and teaching throughout the
placement, as well as pastoral care, quality improvement, team leadership and communication, administrative sug
scheduling and monitoring armther indirect teaching activitieésuch as practicaccreditation, professional
development GPRspecifiequality improvement etc)There seems to be an understanding that beca@8&® are in
training, and have evolving needs, that consistent monitoring is required to ensure patient, practiGé&safety and
delivery of needdased experiential and formal learning. Consequently, PMs and GRStalked about a significant
investment inmonitoring,coordination, administrationand scheduling to suppo@PRplacemens. This broad
investment of time outsle of the teaching and supervision maytmave been recognigl inprevious costing models,
and identification of this from the qualitative interviews is a strength of this research.
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Therewas strong awareness of some activities across both PMGR8nterviews such as: placement interviews, forme
teaching, and corridor teaching. However, there are many activitiesweet only noted by one stakeholder group. This
emphassesthe importance of including both perspectives within this research pragegather a more comprehensive
understanding of the extent of activity associated with supportirgRRn the practice.

It was also clear that there weseveralother costs to the practice. lilis context, ifirastructure and equipmenivere
mentioned, dhough not frequently, which may indicate that it is not often front of mind when considering the cost t
practice of hosting &PR The point that practices anfdPSslso lose potentiahcome was made. This related to the
GP®a S NJ A peiértage ¢f ReDit K Klarythat the practice would keep which isducedwhen theGPSvas
investing time inGPRraining, or theGPReduced consulting due to orientatioPRcompetence and wellbeing,
involvement in assessments such as direct observatgitsyand paid time out of the practice such as education relea
days, leave etcThese costsnformed thedesign of the survey and the costing model.

Teaching aegistrartakes a village

It takes a whole team to support@PRplacement, including th6&PS$PM, other doctors, nurses, reception and admin
staff, and other allied health staff. This may not have been fully recognised in previous research regarding the cos
teaching.Thesignificant and diverse rolef the PM in supporting &PRolacement has been described in this research.
In addition, PMs provided additional details indicating the roles of others within the practice including practice nurs
administration staffand other doctorsThesurvey conducted in theext stage of tis research will capture feedback
from the two main roles identified through the interviews as being associated®@®Rraining: the PMandGP&. They
will also be asked testimate the time spent by the practice nurse, because this role was often omeatiacross
interviews as contributing to the training.

More training and less administration

There was a wide range of perceptions of activity value and improvement opportunities. Activities associated with
teaching and supersion were seen as most vahla, and administrative activities as legaluable Reducing the
administration and technical difficulties experienced through use of online learning and administration systems rec
for teaching practices was recommend®&articipants commentethat practices also highly valued the continuation of
teaching beyond GPT1 and 2, which is not currently fupded felt the provéion of exam support by the practioeas
important to consider in future funding.

One size does not fit all

A clear notion from thénterviews is that hosting &PRs not a¥ne-sizefits-allmodel. It is interesting to note thearge
number of activities that wee spoken about by only a small number of participants. This vamig described in the
interviews as being dependent @PRactors, but also on factors related toelpractice and training context.
Understanding the cost of teaching is complex and will depend on the interaction betwedmitliag context, the
practice, and theGPRFigure4).
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Figure4. The interaction betweermegistrarfactors, practice factors and training context factors associated with the cost of teaching.

Training context

(eg. GP context (eg. rural shortages, COVID),

Training Provider, placement process etc)

Practice Registrar

(practice culture, practice

(stage of training,

location, practice team etc) personality etc)

Practice-registrar fit

First cost seems to vary according@PRheed.A clear and consistent theme through interviews was the flexible
approach takerby practices to ensure they were able to understand and meet the needs @Rtkand support the
GPRo practice safely within the practic&hisflexible approach includes ongoing monitoring, communication betwee
the PM the GPSandthe GPRand adaptatbn of teaching and support providedhis alignsvith the requirements for
flexibility, needs assessmernd needs based trainirautlinedin the RACGP Standards for Training Practices.

Interviews seemed to support the notion that activities associated with support@BRvaried according to th&PR &
stage of training. TypicallEPRsn early stages of training required more time investment by@RSPM and teaching
team compared tahose in later stages of trainintn particular, the intense support required by the practice for the
GPT1 orientation to the practicgas mentioned It was noted thatdespite the level o6PRthere was little variation in
the pre-placementandon-boarding investment made by the practideis likely that the cost to a practice for hosting a
GPTZegistraris substantially higher than subsequent terms, and the time spent to orientate and assess the safety
GPTZegistrarshould be acknowledged.

It was clear from interviews though that variation was caused by more than just stage of tréireg.ommonGPR
factorswhich resulted in variation included ttePR & f S@St 2 F Odeyice khRiSidetited negdRcop@ 2 |
of practice, previougxperienceand wellbeingThis is important to understand becayse date, placement processes
have variedsubstantiallyacross regions and in some egractices have had little choice thfe GPRplaced at their
practice Participantsalso notal that practices with a reputation for providing high quality placements and gaieR
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ongoing increased costs to high quality teaching pcastinterviewees suggeste@warding those practices identified
as high quality teaching practices with prioritisegjistrarplacements.

Second, cost may vary depending on factors related to the practice. We know that the GP environment is diverse
regard to business models and structurasd it follows that training will look different across different sittsvas clear
from the interviews that the distribution of the activities was different across the team. Some rephdedupervision
and teachingwere delivered primarily by th&P & while others commented that all doctors, other specialists and/or
allied health staffverealso involved in the teaching and support of BRIt was also quite varied as to who was
involved in the decisiomaking in regard tselecting &GPRor placement. In some casdhis was the responsibility of
one or moreGPSsinother cases th&GPSand the PMand in others it could also involve a separate practice ownes. TF
variation in activities and responsibjlifor activities across practices is important because it has implications for
implementing any standard model for delivery of AGPT training and funding of practices. It also has implications fc
practice to consider their own unique business model ansts associated with supportingegistrarplacement.

Finally variation was described depéding n the training context. This included: tipeactice locationtraining
requirements and support structure of the Regional Training Organisation, theskre@des available to the practice anc
scope of practice (eg. hospitalursing home. This wasommonlydiscussed for rural and urbarased practicesSome
additional activitiesvere spoken about by rural practicéscluding:

1 Assistingegistras to findaccommodation and settle into the community

9 Orientation and supponvith Hospital work, and owall,

1 Rural practices may ha¥ewer GPSand hence less able to spread the load of supervisgmiay
be oncall for theGPRall the time) and

1 Time spento get to RTO training f@PS&nd PM.

It was also noted thategistrartraining should be viewed in the broader context@éneral Practicewvhich currently

facesseveralchallenges including concern over GP wages, rural doctor shoreggpressuresn practices as front
line managers of COVID etc. This acknowledges that while this research focuses on our teachinggpectiicedly,
there may also be important opportunities to advocate for the broadiscipline ofGeneral Practice

Overall, i isimportant to acknowledge the variation arising from t8&R practice and training context level. While this
variation will be quantified within a survey, it will be flattened in an eventual costing model. However, modelling wil
performed to compare rural and urban practicgs/enprevious researcthat hasidentified varying costs across these
contexts. It should be noted that individual practice costs will vary depending on a range of factors, and that
understanding the actual cost to any practice would need to be calculated on an individual practice and placeisent

Barriers and enablers may impact on cost

An important theme wa that there are alsseveralbarriers and enablers which can mitigate additional costsa
system levelenablers were

1 Implementing a placement process to maximize opportunitiesIBRpracticefit, and
1 Providing twelvemonth placement options

Currently placement models vary across Australiaere areseveralchallenges in determining a placement proctsst
will meet the needs of the practicéhe GPRthe training providerand the communities. Some placement models offer
both practices an@GPR somechoice in placementyhile managing equitable distribution, others may give limited
choice to the practice o6PR According to this researcthe concept ofGPRpractice fit isan important factor in
mitigating increasing costs to the practice of a placement, and the importance of the practice having some choice
GPRplaced there isntegralto ensure this fit.

Placement length varies across regions, engsually 812 mmths. The RACGP prefers tlaPR&ave trained at more
than one practice during their training to experience a broader scope of practice and exposure to different models
contexts ofGeneral PracticeHosting aGPRor 12 months was thought to be an avage to the practicéo avoid some
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costs associated with prelacement and orientation on aonthly basis. This was only an advantage if the placemer
was going well. This concept of extending placements to 12 months for practic&RRglho requesthis extension
should be considered in the future placement model.

At a practice leveknablers were:

9 Focusing on establishing a strong relationship with &ieR

1 Appropriate patient scheduling,

1 Teaching ethical billing early pand

1 Developing and maitaining an experienced practice team a@&Ss

Previous research indicates thdiet strength of the educational alliance between theRaRd GBcan significantly
impact on outcomes. This research suggests that it may also impact on the cost of te@ibkirggare existing tools to
measure and identify opportunities for imprimg the educational alliance which can be promoted to and shared with
practices GPS, and GPR¢ref). In addition, a placement process which enables practiceszidso have inforned
choice in placement will assist to appropriately organise placements with best chances for success.

Appropriate patient scheduling was seen as an activity which could be undertaken by the practice to&eRthnd
practice, up for sucaes both in ontation to the practice and ongoing throughout the practice. It may be that this is
strategy which is easier for larger practices with more doctors and appointment flexibility to accommodate but cou
a suggestion in new practice orientation.

Particpants felt thatteaching ethical billing eariy the placement was important to assist t?Ro understand the
importance of billing in regard to the sustainability of the businessavfe@alPracticeas well as improving confidence tc
value their own ime. When aGPRoegins inGeneral Practicdi KS& I NS Yl a0SNAy3 GKS f 2
survival, andsPRand patient safety are priorities. There is an ongoing challen@eireral Practiceo manageGPRand
patient safety and maintain praice financial sustainability. Provision of simple resources to practice&RR$0

support the development of ethical billing early on may be beneficial.

Developing and maintainirgn experienced practice team a@PSsind accessing suite of resources to support
teaching and placementsere discussed as enablers to practicesmngagemore efficiently in supportinggPR
placementsCurrently GPSand PMs have access to a range of resources to support training through their regional
training provider and this varies according to their region. GPSA provides an extensive suite of resources and trail
practiceg(including a suite of teaching plans). Reigants also spoke about building up their own internal library of
contextualized resources, such a&BRnanual which assistegistrars to orientate themselves to the practice and the
community.Given thatthe model for trainingwill becorne nationallyconsistent it is importantthat resources are not
lost, but reconciled and best practice resources are selected, collatetcurated in an easy to access manneiGexSs
and practices. In addition, strategies to encourage retention of experie@é&sand teaching practice staff are
important. Giventhe potential for emotional exhaustion and burnout@PSshrough difficult placement experiences,
this again indicates that a robust placement process whjaimisesthe opportunity for a goodsPR/practicdit is
integral. In addition, support for th&PSand practice when supporting more difficult placements is important and this
also reflected as a priority identified I§PSin the 2021 GPS8upervisosurvey.

Providing practices opportunities to hostultiple registraiswas also identified by two participanégsa useful enabler.
Whether this is an enabler will vary according to practice capacity and need, but should be considered.

Motivators are important for sustainability

Practices spoke abofur motivating factordor continuing to supporGPRplacements These werethe hope of
retaining graduates at the practice after training, taking pride in contributing to producing our futupeo®&Rsion
having a love of teachingnd helping them to kgep to dateQTo offset the investment in training@PRthe financial
benefit of retaining a good GP who fits already within the culture of the practseseis as potential payoff (uncosted in
this study).Severainterview participants spoke positileabout the experience of retainingPRsfter training.
However, the sustainability of teaching practiteat are not retainingGPRsfter Fellowship was questioned by
participants viho did not have this experience.

Participantsalsospoke about the emitonal exhaustion or burnout that could be fddecause oflifficult GPR
experiencespr continuously investing iGPRraining but not retainingGPRsIt was commented thatural practices may
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havefewer GPSandareless able to spread the load of supsien (may be ostall for theGPRall the time) and while
this would not add to the financial cost it may increase the burden and emotional exhaustion.

Thereseenedto be a feeling that supportinGPRolacements is worthwhile if it will reap rewards thie practice in the
longer term with someGPRstaying on after training, but can take its toll iGPRsre not retained despite the ongoing
financial and emotional investment.

It is important to further explore how we can support practices who avesting in providing qualitsPRolacements to
entice GPR¢$o0 continuein these practice environments. Evidence shows that quality placement experiences can lec
retention of GPRpost Fellowship, buthis tends to favourban practice®verrural pracices.Strategies such as
prioritising placements foilGPR with an intention to stay on post Fellowshgy,exploring additional support for
practices who consistently demonstrate quality placements but do not ré&&lRsnd working with all practices to
continuously improve may be considered.

The role of practice culture

Participants commonly spoke about a teaching and learning culture within the practi@taadibased culture which
meant that teaching was valued and embedded into regular prapiidieies and processes and that the practice worke
as a teamBoth of theseculturalelements if embedded into a practiceseemed to enabl&PRolacements because
GPRsvould join into already existing activities and resources set up by the practiceeams would work together

with an attitude of\gitching irfand supporting one anotheptdeliver the supervision and teaching requirécalso
seemed to be a motivator for investment in training because teaching and learning was valued across thatmmganis

Evidence suggests that practice culture can be associated with educational outcomes and reteGiriRsdter
Fellowship. Valuing learners and education is also a core element in theG&R8¢al Practic€linical Learning
Environment Frameworkt is important that these elements of quality are considered in the selection, accreditation,
feedback, trainingand support of AGPT teaching practices. Existing practices who consistently demonstrate a posi
practice culture should be recognised, reded, and invited to share their experiences.

Strengths andimitations

Thequalitativedata drawn from thigesearch has idenidd severalcosts and sources of revenudich will inform the
development of a survey for disseminationRart 2 In addition, this research has describéek broader context
associated with the cost of teaching@eneral Practicdt has identified factors at th€ PR practice and training level
associated with variation in activity and cost of teaching. It has atsaded information about enablers and barriers
which may mitigate cost and should be considered. Perceptions of the cost of teaching have been described.

The interview phase viewed alone has several limitations. It should be noted thatandiilerse samle of GPSsnd
PMswas recruitedrom both rural and urban settings across Austratiés acknowledged that the diversity within
General Practicacross Australia is gredthese esultsmaynot necessarily represent a comprehensive summarhef
actiuties, costs and opinionsf all PMs andsPSsbut provide a useful snapshtat inform Part 2 ofthis project.

While time was invested to develop and provide a prompt sheet to all paatits prior to the interviewo ensurethey
were able to reflect befrehand andoreparefor the interview,it is acknowledged that the activity associated with
hosting aGPRplacement in the practice is complex and some of the variation in activities reported in the themes co
be due to participants missirgpme detaildrom their description of their experience.

A strength of this qualitative study was that despite the variation witkéneral Practicand smalsample size,
saturationof datawas high, and many of the themes were supportedrimst participants.
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4. Part 2 and 3: Stakeholder survey and cost-revenue analysis

This section details the method and results from the stakeholder survey and thessestue analysis.
Methods

The costing analysis comprises tweeimelated parts: a survey of GRBdPMs and acost revenue analysis. The surve)
was used to collect data that would be used to inform the cost revenue analysis. The methods for each of these [
outlined below.

Survey

A questionnaireébased survey was conducted®fSand PMsvho were involvedn teaching GPRBrough the GPT
program in Australia in 2021

The questionnairewereRS @St 2 LISR Ay O2vyadzZ F A2y 6AGK (GKS { GdzRe
interviews in Part A of the study. The questionnaires included informationtahe teaching practiceGPS; activities
associated with teachingnd support for teaching

The GPS¥uestionnaire consisted dfiree parts: Part 1 sought informatioregarding the practice and teaching
environment Part 2soughtinformation on the imividual teachingctivitiesprovided by GB; and Part 3 sought views ot
current teaching support and suggestions for new models of reimbursement

The PMShuestionnaire consisted of two partBart 1 sought information regarding the practice daadching
environment andPart 2soughtinformation on theactivities provided by Practice Mangers to support GP training.

Copies of the two questionnaires used are providedppendces4 andb.

Survey participant inclusion and exclusion criteria

As thestudy focused omprivate GeneralPractice specialist practices such lgligenous practice(n=8) were excluded
from the survey.The inclusion criteria for the two groups were:
GP3yroup:

1 GPs who currently work as@P3n an AGPT teaching practice

1 GPSwho had five or morgeais experience supervisingragistrar

1 Aged overl8 years
PMgroup:

1 PMswho work in a AGPT teaching practice that has hostedyistrarin the lasttwo years
1 Aged overl8 years

Questionnaire distribution

Invitations to GPS and PNtsparticipate in the online survey were distributed through several sources including the
GPSA membership list afmur RTO mailing lists who agreed to assist the study. In addition, the study was promote
through relevant newsletters, social media ptatns and networks.

In order to maximise the questionnaire response rattgategies suggested by Dillman ef2014)were used®?. This
included:sending an initial invitatioout with a link to the questionnairgollowedby two reminder emails; andffering
small financial incentive. Participants could also enter a draw for one of eight vouchers valued between $100 and
$1000.

The survey ran frormid-Augustto mid-October 2021.

Survey dita preparation and analyses

Descriptive analysis of the survesults was undertaken usiritata SE155tataCorp, College Station, Texas, USA).
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The survey results were analysed by participant group and by geographic location of the main practgeufub
analysis based on geographic location was undertaken omdhables to identify any differences in responses. The
definition used to determine rural and urban locatisasbased or2016Australian Stastical Geograpy Standards
Remoteness AreddSGRA)®). This classification system has five catego®s1(to RA5) and for this study they were
collapsed into two: RA1 (Major cities), defined as urban andR®& (Inner regional, Outer regional, Remote and Very
remote), defined as rural. This approach is commonly used for a broad definition of urbarrainaleas in Australia.
For this analysis, location was based on the postcode of the main practice reported in the survey questionnaires.

Costinganalysis

A costand revenueanalysis was performed on the costs of teachprg semesteacross all levelsf GPtraining in

private GeneralPracticein Australia Applying a practice perspective, financial costs were calculated by quantifying t
resources used to teach and assigning a specific unit cost to these resourcesvérmeassociated with teachgwas
calculated using data collectexh teaching subsidiegrovided by RTOs to teaching practices and estimations of incon
generated by GPR&ees and charges were used as proxies for opportunity cost. No discounting occurredvesrdata
all collectal in one year.

Data on the financial costs of teaching were obtained ftbmsurvey of GPand PMsvho were involved in teaching
GHRs through the AGPT program in Australia in 2@24tails of the survey method are provided in Secfigh

Additional data needed to determine some unit costs was obtained from a sample of GPS and PMs, who patrticipa
the Stakeholder interviews in Part A of the study and agreed to provide this information. This group is referred as
Btakeholder pupQ

Costand revenugnet financial effectjor the traditional teaching modetas operationalised asne GPS3eaching one
1.0 FTE GPR any level of trainingThis was calculated across all practices and by rural and urban practices. The I¢
of training refer to Terms 1 to Term 4 and equate to GPT1/CGT1 to GPT4/CGTA4.

Financial costs

Resource use dataere collected in 2@1 from practices andGPSUnit costs and the source of volume data collected fc
each training level are provided Trable7. Where possible all financial costs are reporte@@21Australia dollars ($) as
this coveed the period for the survey

Information on the estimatd meantime spent on the various activities associated with teaching was obtained from t
GPsand PM guestionnaires and a cost was applied to this time. The analysis is based on teaching a 1.0 FTE GPF
therefore, time estimates were weighted where resptemts reported GPRs working less than full time.

The financial costs were grouped irftee categories: direct teaching cosedministrative costseducation upskilling
GPR cost@ndopportunity costs. The types of activities included in each category and the method to calculate the ¢
associated with the activities are outlined below and summarisécie?.

Direct teaching costs

Direct teaching costs includexttivities such as:

Preparation time for teaching

Corridor or opportunistic teaching

Supervision and teaching in the practice, scheduled and ad hoc
Supervision and teaching outside the practice (aegsing home visits)
Othersupervisoy activities such as mentoring, coaching

Specialist teaching outside formal teaching (eg. procedural skills)
Other assessment tasks (eg. multisource feedback)

=4 =4 -4 -8 _a_9a_°

Foreach teaching activityndertaken by the GP8)e costper hour was based o GP hourly wage rate. The GP hourl
wage rate was calculated using the number of consultations per hour, typical types of consultations (Level B) and
consultation fees using the MBS July 2021 Scledtfland 2020 AMA recommendedés for GP consultatio®).

Based data from the MABEL suré&an average of four consultations per hour was used. With 64% of GPs reporti
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that their patients are bulkbille&®), three consultations were costed at 100% MBS fee plus the buitigtfile (rural or
urban) and one consultation was costed at the AMA fee rate.

This approach was also applied to costing other GPS activities associated with teaching such as GP administrativ
time spent at upskilling, opportunity costs and periadactivities such as teaching accreditation.

Upskilling costs

The timeGPSnd PMsspent on upskilling their teaching skillBndregistrarsupportwas also determined for each
training leveland estimated using the mean hours spent pemesteras reportal in thesurvey

Preplacement/orientation and administration costs

Costsunder this categoryncluded staff andsPSadministration timerelated to teaching and included:

1 Preplacement activities such as CV reviews and contract administration
9 Practice oientation
I Administrative activities such as practice agreements and RTO reporting

The average timé undertake administrative tasks associated with teaching for the practice staff was obtained fron
survey and a cost pdourwas calculated based dhe mean hourlywvagerate for PMsobtained from the Stakeholder
group. This group also provided data on hourly wage rate for a practice nurse and the mean rate wasthised
analysis (see Append).

GPR costs

During a semester, there are periodsevh the GPR has a reduced consulting load which results in a loss of income
the practice. These periods include educational release days, sick and annual leave, weekday public holidays, or
to the practice where consultations may be reduce@;Tevisits (two per semester) and administration time. These co
were calculated as the time spent by the GPRs on these activities. Time was based on those included in the NTC
stakeholder feedback and College training standards. A cost was thaeadaapthis time using the GPR hourly wage
rate. The GPR hourly wage rate was based on the median salary reported in the 2019 GPRA Benchmarkififorepo
Terms 34. This was then used to calculate an hourly rate based on a 38 houf*te@ke ate and times used are
provided inTable7.

Other costs

The opportunitycostof having a GPR in a consulting room walsulated as the difference betweémomegenerated
for the practice bya qualifiedGP using a consulting room atiéht generated for the practice by@Pregistrarusing the
consulting room.
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Table7: Details of resource use data, unit costs and source for financial cost analy&is 20

Category of Resource item used | Source of Unit | Cost Source of
resources cost Volume
Direct Teaching| Preparation, AMAZ7) Hourly rateof based or4 Level | GPSupervisor
toep:fcc;]rit:msstllf orvision Medicare B items- $230 per hour survey
1NG, SUPETVISION, | stralia2 3 x MBS fee ($39.16- 100%
specialist teaching & S
assessment tasks bulkbilling item ($7.65 urban
location or $11.60 rural
location) + 1 x AMA fee $84
Upskilling GP CPD AMA?Z? Hourly rateof based o4 Level | GPSupervisor
Medicard® B items- $230 per hour survey
3 x MBS fee ($39.10) + 100%
bulkbilling item($7.65 urban
location or $11.60 rural
location) + 1 x AMA fee $84
PM CPD Stakeholder Mean hourly rate PM Supervisor
group survey
Administraton | GP Administration AMAZ7) Hourly rateof based or4 Level | GPSupervisor
Medicare Bitems- $230 per hour survey
Australia®? 3 x MBS fee ($39.10) + 100%
bulkbilling item ($7.65 urban
location or $11.60 rural
location) + 1 x AMA fee $84
PM Administration Stakeholder Mean hourly rate PMsurvey
group
Practice Nurse Stakeholder Mean hourly rate GPsurvey
Administration group
Registrar Leave (sick, annual & | GPR&? Median hourly rate:
reducet_j _ public holidays) NTCER®) T1/T2- $46.07
consulting time
T3/T4- $59.21
10 days annual leave per
semester
5 days sick leave per semeste
11 days weekday public
holidays
Admin time GPRA? Median hourly rate:
NTCER®) T1/T2-$46.07
T3/T4- $59.21
2.5 hours per week
Education release GPRA? Median hourly rate:
RACG#" T1/T2- $46.07

T3/T4-$59.21

125 hours mandated by RACG
proportioned across training
levels:
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56 hours per semester T1
56 hours per semester T2
6 hours per semester T3

6 hours per semester T4

In practice teaching GPRA? Median hourly rate:
RACGP T1/T2-$46.07
T3/T4- $59.21

3 hours per week T1

1.5 hours per weekT?2

Reduced consulting | GPREY Median hourly rate: GPExPractice

during orientation T1/T2- $46.07 manager
workshop
T3/T4-$59.21
Reduced consulting time
T1-351 hours
T2-308 hours
T3/4- 176 hours
ECT visits Reduced consulting time Stakeholder
3 hours per semester for 14 Group
Other costs Opportunity costs AMAR? Income lost to practice for not| Steering Group
Medicare using room for GP
Australid®?
GPRE?

Revenue

Therevenueassociated with teaching at the varioG#training levels included in the analysis were: the practice
component of income generated lige GPRegistray subsidies for teaching (teaching allowance and practice subsidy
andteacher upskilling subsis(see
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Table).

The subsidies and payments available fo&&®Br teaching vary depending on the level tayghhich vary between
RTOs.For this analysis theubsidy payments paid for GP training wesesed onthe 2021 average rates acroske nine

RTOsTeaching allowances are per semester for training levels T1 to T4. Practice Subsidies are paid per semestei
training levels T1 and T2 (see

52



Table).

Education upskillingupport related to teachin@PRs were sourced from the RTOs and used to determine an averag
support value across a semester. Not all RTOs provided information on the amount céiGeBrgor GPSand so only
data from five RTOs was used in this analysis. CPD paymentsstar&R& based on a training level or term so the
annual payment was allocated to a term as a proportion of the total payment per year.

To attribute an incoméor the GPRsa weekly billing rate was determined based on median salary reported in the GF
benchmarking report This washen used to estimate the total billings generated by the GPR per semester before t
salary and proportion of these billings retained by the practice were removed. The latter percentage was based or
recommended rates for each level of training in BERA/GPSA/AMA NTCER 2021 Addef8unThe recommended
rate for GPR levels4.is49.27%of billings. Therefore, the percentage of billings retained by the teaching practice us
for this analysis was 508%.
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Table8: Details of resource use data, revenue and source for revenue analysis @OAUD)

Category of Resource item used | Source of Unit Revenue Data source
resources benefit

RTO Teaching Average teaching RTOs T1-$10,561 per semester* RTON**/Dept of
payments allowance Health

T2¢ $5,625 per semester*

T3-$1,713 per semester*

T4-$492 per semester*

Average Practice RTOs T1-$14,070 per semester* RTON**/Dept of

subsidy T2-$7,118 per semester* Health

T3-$156 per semester*

Upskilling subsidy| Average subsidy RTOs $6,353 per year proportioned | RTON**/Dept of
across the terms $637 per Health
term

Income GPregistrarweekly GPRE?) Weekly billings based on

generated for the | billings median salary rates T13/4

practice Income retained by | NTCERV 50.73% T3+ Steering Group

practice (%)

*semester =26 week *RTON=Australian Regional Training Organisation Network

Costs and revenue not included in the analysis

Some costs and revenue that were identified as assocwatddteaching were not included in this analysis for several
reasons. The reasons included:

1 The difficulty in obtaining accurate information to assign a cost or revenue value

9 The diversity of teaching practices and management structures

1 The size of thecost contribution to the overall model

9 The inability in proportioning costs or revenue to teaching accurately
The costs that were recognised but not included were fixed costs such as: IT licensing; additional staff support sut
Practice nurses anekceptionist; and costs based on the practice revenue or staff numbers such as public liability
insurance.

While the study recognised other revenue to a teaching practice that may be generated from having a GP such as
Practice Incentive Payments and Worlki® Incentive Payments, it was not included in the cost and revenue model.

Validation of methods

To derive costs and revenue, several options were available for the study. These options were presented to the S
Group and a decision made on the mappropriate method to use. However, it was also decided to validate the
selected approach taken for some costs and revenue by benchmarking the results against other possible methods
getting feedback from experienced GPS. The variables whichbsaolhmarked were:

9 Stakeholder reported M hourly rate compared with AAPKInnual Salary Survey
1 Stakeholder reported Practice nurBeurly rate compared witihAPNA rates.
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1 GP hourly rate compared to Stakeholder reports and MABEL reported GP income
1 Stakehdder reported % of billings retained by B§€ompared to survey results.

Costing model assumptions

Underpinning any model are the assumptions applied. The key assumptions used in the cost and revenue teachir
model are provided iTable9. The assumptions were based on published research, trends in GP workforce and inf
from the stakeholder group and the Steering Group. Where possible the assumptoayalidated through the
methods outlined above.

Table9: Base costing model assumptions

Component

Assumption

Supervisoy model

1:1 teaching; 1 GPR and 1 GPS

Other models and efficiencies in teaching were not developed.

Teaching setting

The model focuses on teaching activities related to the practice and does |
include cost and revenue generated for other activities such as hospital.

FTE rates

1.0 FTE GPR for base model. Where times were reported for less than 1.{
these were then weighted.

1.0 FTE GP for base model

GPR hours per week

38 hours across both rural and urban location based on the NTCER.

GP consultations per hour

4 consultations per hour, with 64% of consultations bulkbilled.

GPRegistrathourly rate

Based on data reported in the 2019 GPRA Benchmarking Survey but GPK
earn above or below this.

The rate used for the GPR was the same for working in a rural or urban
practice.

GPs/GPS

All are vocationally registered.

Upskilling payments

All upskilling payments are paid to the practice and not the individual GPS
PM.

Nurse time

Data was collected from GPS and PMs on the estimated time during
orientation with practice nurses. These rates varied and decision was to u
the PM reported times.

Reduced GPR income to practice

The reduced GPR income to the practice was the sameati@nuand rural
practices

Term length

26 weeks

Rural and urban definition

RA1= urban
RA2RA5=rural

Opportunity cost

Cost assumed the consulting room would be filled by a 1.0 FTE Vocationa,
Registered GP

Periodic activities

Periodic activities such &isne spent on accreditation was the same for each
teaching term

GST

No GST if applied to costs or revenue
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Statistical analysis

The financial @asts and revenuevere calculated for a traditional teaching model of agBpervisotteaching in a 1:1
arrangement in the practice with'hO FTE GRRerm1-4 and other levels eg remediationyVhile data was collected on
activities associated with other terms such as a remediation term, this term was excluded due to a lack of sudtfiaier

Weighted neans for each financial cost anevenuecategory were estimated within each of the teaching levels, whicl
were then summed to estimate the net financial impact of teaching. To analyse the uncertainty around the mean
estimates, confidencintervals (Cls) were estimated for parameters describing time spent teaching and administerir
GPRs],000 bootstrap samples were generated to determirstimated mean ancls

No confidence intervals were estimated for the fixed costs @veénuesuch aghe opportunity costs,CPD subsidy,
teaching allowance and practice subsidy.

An investigation into outliers for time spent of activities was undertaken. One observation was removed due to its
magnitude of variation from other reported times.

This analysiwas undertaken using Stata SE$faaCorp, College Station, Texas, USA).
Sensitivity analysis

A sensitivity analysis was undertaken on the total cost and revenue and net financial effect. Due to the wide varia
reported on GP annual salaries and Hguates, the Steering Group recommended the sensitivity analysis to be appl
to this cost. Two scenarios were undertaken using the base model. Scenario 1 increased the GPS base hourly re
30% from $230 per hour to $299 per hour and Scenario 2asad the GPS base hourly rate by 40% to $322 per hou
The percentage increases chosen were informed by input from the Steering Group, a review of reported hourly rat
GPs and were seen as within a realistic range.

Ethics approval

Ethical approvalor this study was provided by the University of Adelaide Human Research Ethics Cor{ihRd-
016)

Results

The results are presented in four parts. The first part presents the survey results related to the teaching practices.
second part presentthe teaching activities reported by the survey respondents. Part three presents the results for
survey participant views on current financial support for teaching. The final part presents the results of the analysi:
the estimated cost and revenue adaching in GP.

A total of 381 survey responses were received, 241 from GPS and 146 from PMs. Response rates favgurastion
due to the design of the survey that asked for responses on the activities related to the current or most GPR and t
training level.

Teaching practices

In terms of location, there was similar distribution between urban and rural respondents, with 52% of GPS and 54¢
PM practices located in an urban ar@able10). More than half of the rural based respondents were in an Inner
regional (RA2) area for both GPS (55%) and PMs (60%). Nearly one third of respondents were from South Austre
NSW/ACT and the fewest respanmds were from the NT (2%).
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Table10: Practice location by respondent group

Practice location GPSupervisors Practice managey Total
(n=238) (n=142) (n=381)
Freq % Freq % Freq %
Location Urban 123 51.7 77 54.2 200 52.6
Rural 115 48.3 65 45.8 180 47.4
ASGS RA1 123 51.7 77 54.2 200 52.5
classification =25 63 265 39 275 103 27.0
RA3 42 17.7 21 14.8 63 16.5
RA4 8 34 4 2.8 12 3.1
RAS5 2 0.8 1 0.7 3 0.8
State NSW/ACT 65 27.3 43 30.3 108 28.3
Vic 40 16.8 15 10.6 55 14.4
Qld 38 16.0 17 12.0 55 14.4
SA 64 26.9 52 36.6 116 304
WA 7 29 10 7.0 17 4.5
Tas 19 8.0 4 2.8 24 6.3
NT 5 2.1 1 0.7 6 1.6

The characteristics of GPS practices is shown in
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Tablell. Overall, the average size of the GPS practices was 9.6 GPs, with practices being larger in urban areas c
rural areas (10.3 versus 8.3, respectively). On average, GPS urban phediedarger number of patime GPs than
rural GPS practices (
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Tablell).

The GPS reported that on average their practices had been involved inrtgdohpver 15 years, with rural practices
having a longer involvement in teaching than urban practices. An average of 4.3 GPs were involved in teaching ir
practices, and this was similar for both rural and urban GPS practices (4.4 GPs versgs i@§péettively).

The types of teaching reported by GPS ranged from medical students to interns and GPRs (
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Tablell). The most common type of teachifay the practices was medical students and GPRs (58%) followed by G
teaching only. Nearly 10% of rural GPS reported their practice taught at all three levels of training (
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Tablell).
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Tablel1: Characteristics o6PSupervisomracticesby practice location

Characteristics Urban Rural Total*
Mean SD Mean SD Mean SD
Practice size Mean no. of full time GPs 4.3 35 41 2.8 4.4 34
Mean no. of part time
6.6 5.8 4.5 3.5 5.7 4.9
GPs
Mean no. of GPs 10.3 8.0 8.3 41 9.6 6.7
Teaching Mean no. of years
involvement practice involved in 14.6 10.8 17.0 9.7 15.8 10.2
teaching
Mean No. of GPs involve
in teaching in each 3.9 3.1 4.4 3.0 4.3 3.3
practice
Freq % Freq % Freq %
Medical students only** 1 0.8 1 0.9 2 0.8
Interns only 0 0.0 0 0.0 0 0.0
GPregistras only 48 40.0 25 22.1 73 30.8
Medical students + 0 0.0 0 0.0 0 0.0
Types of Interns
teaching Medical students + GP 71 59.2 63 55.8 138 58.2
registrars
Interns + GPegistrars 0 0.0 1 0.9 1 0.4
Medical students + 0 0.0 23 20.4 23 9.7
Interns + GPegistrais

* total may not equal subtotals due to missing data on practice location; 2€ge8ed they taught medical students but

not GPR but reported data on GPR activity.

The characteristics of PM practices is shown in
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Tablel2 Overallthe average size of the PM practices was 10.2 GPs, with practices being larger in urban areas co
rural areas (11 versus 9.2). As with the GPS practice, on average the PM urban practices had a higher number o
time GPs than rural practices (
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Tablel2).

The pattern of teaching reported by the GPS respondents was similar for the PM respondents with the most comn
type of teaching being GPRs ¢oled by medical students, although an additional two urban PM respondents also
reported teaching at all three levels (
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Tablel2).
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Tablel12: Characteristics oPractice managet glacticesby practice location

Characteristics Urban Rural Total*
Mean SD Mean SD Mean SD
Practice size | Mean no. of full time
5.1 3.8 4.7 3.9 4.9 3.8
(no. of GPs) | GPs
Mean no. of partime
6.2 3.7 55 5.0 5.9 4.4
GPs
Mean no. of GPs 11.0 5.0 9.1 5.0 10.1 51
Teaching Mean no. of years
involvement | practice involved in 12.8 8.8 16.0 10.2 14.0 9.6
teaching
Mean No. of GPs
involved in teaching 4.6 4.0 5.7 4.9 5.2 4.4
in each practice
Freq % Freq % Freq %
Medical students
1 1.3 3 4.4 4 2.8
only**
Interns only 0 0.0 0 0.0 0 0.0
GPregistrass only 34 45.3 15 22.1 49 34.3
Medical students +
0 0.0 0 0.0 0 0.0
Interns
Types of
i Medical students +
teaching . 38 50.7 44 64.7 82 57.3
GPregistras
Interns + GP
. 0 0.0 0 0.0 0 0.0
registras
Medical students +
Interns + GP 2 2.7 6 8.8 8 5.6
registras

*total may not equal subtotals due to missing data on practice location; **PMs only reported teaching medice

students but providedata on GPR activities.

The characteristics of the GPS respondents are showabtel3. Overall, there was an even proportion oémand

womenGPSri total, with a higher proportion ofvomenGPs found in urban practices. The majority of GPS (58%) we
principals or partners in the practice although this proportion was higher in rural practices (63%) compared to urba
practices (53%)T@ablel3).
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Nearly two thirds of the GPS respondents reported teaching GPRs for six or more years, while only 1% reported fi
less years of GPR teaching experierdearly half of the rural based GPS reported teaching GPRs for more than 10
while only 40% of urban based GPS reported this level of experi€abéel 3).

The reported mean number of hours of clinical work in a usual week for GPS was 34.7 hours overall, with rural GF

working 35.8 hours while urban GPs worked an average of 33.5 hours per Tadsél3).

Table13: Characteristicof GPsupervisorrespondents by practice location

Urban Rural Total*
(n=119) (n=111)
Freq % Freq % Freq %
Gender Men 53 44.5 60 54.1 117 50.0
(n=234) Women 66 55.5 51 46.0 117 50.0
Role in Principal/Partner 63 529 70 63.1 137 58.6
practice
(n=234) Independent
46 38.7 26 23.4 72 30.8
contractor/Associate
Other 10 8.4 15 13.5 25 10.7
Years Syears or less 41 34.5 39 35.8 80 34.5
involved 6-10 years 31 26.1 20 18.4 51 22.0
teaching GP
, More than 10 years
registras 47 39.5 50 45.9 101 435
(n=232)
Clinical hours | Mean hours in clinical 335 35.8 34.7
(n=234) practice in a usual (11.8) (13.0) (12.3)

week (SD)

*total may not equakubtotals due to missing data on practice location

Most PMs werewomenand this pattern was similar for both rural and urban PMs (
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Tablel4). More thana third of PMs reported having five or less years of GPR teaching (38%) or more than 10 yeat
involvement in teaching GPRs (38%). These levels of experience were also similar across rural and urban PMs.
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Tablel4: Characteristicof Practice managerespondents by practice location

Urban Rural Total*
(n=77) (n=68) (n=145)
Freq % Freq % Freq %
Gender Men 9 11.7 9 13.2 18 124
Women 68 88.3 59 86.8 127 87.6
Years involved| 5 years oiless 31 40.3 24 35.3 55 37.9
teaching GP - =515 Vears 18 23.4 17 25.0 35 24.1
registras
More than 10
28 36.4 27 39.7 55 37.9
years

*total may not equal subtotals due to missing data on practice location

Teaching activities

The following tables present the time spent activities associated with teaching for different levels of GPR training
reported by GPsand PMs across semesters for 1.0 FTE GPR. The estimated bootstrapped mean time for these a
and corresponding confahce intervals are in Appendix

Both PMsand GPSreported that the average time on most teaching activities decreased with the seniority of the Gl

The average amount of time spent on gskacement activities and orientation by GPs and other practice staff decrea
as the GPR moved throughet training levelsTablel5). PMs reported they spent more time on goacement and
orientation activities than GPS and this time was highestédomTl GPRs.

In terms of direct teaching activities, GR&ported spending most of their time on opportunity or corridor teaching an
teaching within the consulting room for all the training levels. However, this time was highest for Term 1 GPRs, m
than double the other training termgd @blel5). As with the preparation and orientation activities, time spent on direc
teaching decreased across ttegms, with the least time spent on these activities in Term 4 GPRs.

For assessment tasks related to GP training s&®rted spending more time on these than PMs. PMs reported mo
than double the amount of time on administrative activities than &®R8h these being highest for Term 1 and 2 GPRs
(Tablel5). The reported time spent on teacher upskilling by &8 PMs was more consistent acrole training

levels.

The combined GPS and PM mean time spent on the various types of teaching activities is sfiguedn This clearly
illustrates that for most activities, the time reduces with the increasing seniority of the GPR. The exception is time
on direct teaching activities for GPR in Term 5.

The pattern of time spent on teaching activities reported by &l PMs was similar for rural and urban based
practices, although there were some differenc@alfle16 and
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Tablel7). Rural GB&nd PMs reported a larger amount of time spent on-preparation activities for Term 4 GPRs
than urban practies (9.4 hours versus 4.3 for GPS and 15.6 versus 8.6 hours for PMs, respectively). SaabiGRIS
much greater time spent on direct teaching activities, particularly teaching that occurred outside the clinic, speciali
teaching and other activitiesompared to urban GR&cross all training levels. Additionally rural PMs reported spend
more time on administrative activities than their urban counterpaftak{le16 and
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Tablel?).
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Tablel5: Averageweightedtime (hours)spent bypracticeson activities associated with teaching GRegistras per semester by training leved all respondents

Category Mean (SD) Term 1 Term 2 Term 3 Term 4 Other term
Hours per semester N Mean N Mean N Mean N Mean N Mean
(SD) (SD) (SD) (SD) (SD)
Range Range Range Range Range
Pre GP time 48 9.6 67 7.0 65 6.4 67 6.8 21 4.6
placement (15.0) (13.8) (14.2) (14.4) 6.3)
1-100
0-100 0-100 0-104 0-30
33 19.2 42 12.8 35 10.0 42 11.5 5 8.0
Practice manageime
(27.0) (14.2) (7.8) (15.1) (4.8)
¢ reported by PMs
1-130 1-80 2-30 0-80 3-15
Practice 46 15.6 67 9.3 65 8.5 66 6.5 21 7.9
Orientation | &p fime (22.9) (14.0) (15.8) 9.8) (14.8)
1-100
0-96 0-96 0-52 0-52
. : 44 6.3 66 6.1 61 5.4 62 4.8 21 3.2
Practice Nurse timg
reported by GP (7.2) (8.6) (7.5) (7.8) (3.6)
supervisors 0-30
P 0-40 0-30 0-52 0-13
Practice manageime 33 18.5 42 19.2 36 10.4 42 15.1 5 7.2
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(27.3) (28.3) (14.2) (18.5) (4.9)
1-130 0-130 0-80 0-80 2-15
32 12.2 40 141 36 7.7 42 9.2 5 6.6
Practice Nurse time
(16.9) (27.3) (14.7) (14.7) (2.4)
reported by PMs
2-80 0-150 0-80 0-80 4-10
Direct teaching 25 28.8 38 25.6 27 28.8 36 23.2 11 18.6
activities Preparation time (21.8) (27.9) (42.5) (26.7) (22.5)
0-104
0-130 0-195 0-104 0-65
26 45.4 40 46.5 31 40.1 38 32.8 11 59.5
Opportunistic/corridor
. (30.4) (31.5) (27.6) (19.3) (88.7)
teaching 13130
13130 3-130 6-78 16-325
Al other teaching & 26 74.3 40 51.2 30 47.9 39 26.8 12 56.6
supervision in the (53.5) (43.7) (50.5) (22.6) (36.8)
ractice room 13195
P 0-217 3-260 0-130 29130
23 15.7 32 26 25 21.3 33 17.7 10 | 84.5(193.5)
Teaching time outside
(22.7) (70.6) (56.7) (61.3) 0-264
the GP clinic 0-104
0-390 0-260 0-347
23 20.4 32 17.8 26 18.8 32 10.3 10 8.0
Specialist teaching
(24.0)
outside formal teaching 0104 (23.00 (29.1) (15.3) (13.2)

73



087 0-130 052 033
24 243 37 316 30 378 35 24.0 11 29.5
Other supervision
o (21.4) (27.8) (24.0) 17.1) (18.4)
activities 0-104
0-130 3130 0-65 0-65
Assessment 22 193 36 37.0 29 30.9 35 28.8 10 23.0
tasks GP time (11.8) (74.6) (40.6) (42.2) (21.9)
052
0-433 0-195 0217 0-65
33 10.3 41 20.6 36 16.3 42 8.4 5 22.7
Practice managdime (10.1) (50.9) (100.6) (10.0) (25.7)
0-40 0-300 2200 0-48 667
Other 33 | 50.8 (167.9)| 40 49.4 37 43.9 41 224 4 17.8
administrative | b ice manageime 2975 (107.9) 0 (60.5) (28.2)
activities
0-500 2390 0-390 2-60
47 183 66 165 63 185 66 9.5 20 143
. 39.1
GPS time (29.2) (27.9) (12.1) (14.1)
(1-251)
0-205 0-180 0-60 0-50
Upskilling 47 10.7 67 13.5 66 9.6 66 7.6 19 7.6
GPSime (7.3) (17.4) (7.1) 6.4) (5.0)
1-35
1-120 2.33 0-40 0-20
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Practice manageime

33

10.2
(9.5)

0-50

41

11.2
(9.9)
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0-25
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7.4
(7.9)

0-20
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Figure5: GPsupervisorand Practice managecombined weighted mean times spent on teaching activities by term and activity type for 1.0 FTE GPR
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Tablel6: Averageweightedtime (hours)spent bypracticeson activities associated wit teaching GRRegistras per semester by training levei urban respondents

Category Term 1 Term 2 Term 3 Term 4 Other term
Hours per semester N Mean N Mean N Mean N Mean N Mean
(SD) (SD) (SD) (SD) (SD)
Range Range Range Range Range
Pre GPS time 24 11.3 28 4.3 36 7.5 34 4.3 3 2.0
placement (20.3) (7.0) (17.1) 6.3) (1.0)
1-100 0-35 0-100 0-30 1-3
11 17.5 20 10.1 15 8.5 25 8.6 1 8
Practice manageime
(21.6) (9.3) (6.6) (9.0)
¢ reported by PMs
375 3-38 2-20 0-38
Practice 24 18.1 29 5.2 36 4.7 34 4.6 3 4.7
Orientation | g ime (29.3) (6.4) (7.2) (5.7) (3.5)
1-100 1-25 0-40 0-30 1-8
. . 24 5.8 28 2.3 33 2.9 31 3.2 3 1.7
Practice Nurse time
reported by GP (8.0) (2.0) (3.9 (3.5) (0.6)
supervisors 1-30 0-10 0-20 0-16 12
Practicemanagettime 11 22.6 20 21.6 16 6.4 25 12.4 1 8

77



(37.2) (34.6) (6.4) (13.9)
1-130 2-130 0-26 0-50
11 11.6 19 15.6 16 4.3 25 7.3 8
Practice Nurse time
(18.1) (35.4) (6.5) (11.3)
reported by PMs
2-65 1-150 0-26 0-50
Direct teaching 12 33.4 16 20.9 15 16.8 14 16.8 16.3
activities Preparation time (26.6) (24.6) (14.5) (19.8)
0-104 0-104 0-52 0-52
14 53.7 18 40.5 19 42.4 16 31.4 16.3
Opportunistic/corridor
. (26.4) (18.6) (24.1) (21.7)
teaching
14-104 1378 10-108 6-78
Al other teaching & 14 102.7 17 40.7 19 41.9 17 23.6 81.3
supervision in the (54.8 (40.3) (27.2) (15.2) (69)
practice room 29-195 0179 7130 052 33130
12 16.5 12 3.1 14 5.6 12 0.00 -
Teaching time outside
(30.0) (9.4) (12.7) (0.00)
the GP clinic
0-104 0-33 0-43 0
outside formal teaching (30.9) (15.3) (15.3) (16.1)
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0-104 0-43 0-43 0-52
13 35.7 17 29.4 18 37.2 14 21.1 325
Other supervision
o (24.7) (16.6) (31.0) (14.7)
activities
13104 8-65 2-130 0-52
Assessment 11 33.0 15 48.1 17 234 14 15.2 -
tasks GPS time (26.0) (107.5) (13.9) (17.1)
13104 0-433 0-52 0-52
11 12.7 20 8.0 18 14.3 25 8.8 66.7
Practice managdime (10.0) (8.8) (28.1) (11.9)
2-30 1-40 0-120 0-48
Other 11 29.1 19 29.0 19 23.8 24 16.8 -
administrative | b ice manageime (35.1) (36.9) (28.6) (20.8)
activities
3-130 0-130 2-120 0-83
24 25.9 29 16.5 36 15.7 34 9.4 9.6
GPS time (50.6) (38.3) (20.6) (14.2) (13.4)
2-251 0-205 0-75 0-60 1-25
Upskilling 24 12.0 28 9.6 37 9.5 33 7.9 9.0
GPS time (6.9) (6.4) (6.9) (7.6) (7.5)
2-30 1-25 2-30 0-40 1-16
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Practice manageime

11

6.9
(3.6)

2-10

19

8.5
(5.1)

2-20

15

8.4
(6.6)

0-20

24

9.4
(7.3)

2-30

20
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Tablel7: Averageweightedtime (hours)spent bypracticeson activities associated with teaching GRegistras per semester by training leved rural respondents

Category Term 1 Term 2 Term 3 Term 4 Other term
Hours per semester N Mean N Mean N Mean N Mean N Mean
(SD) (SD) (SD) (SD) (SD)
Range Range Range Range Range
Pre GPS time 24 7.8 39 8.9 29 5.0 33 9.4 18 5.1
placement (6.4) (17.0) (9.4) (19.3) 6.7)
1-20
0-100 0-50 0-104 0-30
22 20.1 22 15.3 18 114 17 15.6 4 8.0
Practice manageime
(29.8) (17.4) (9.0) (20.8) (5.6)
¢ reported by PMs
1-130 1-80 2-30 2-80 315
Practice 22 12.9 38 12.4 29 13.2 32 8.5 18 8.4
Orientation | &p fime (12.9) (17.2) (21.5) (12.6) (16.0)
2:52 0-96 0-96 0-52 0-52
. : 20 6.9 38 8.9 28 8.4 31 6.4 18 35
Practice Nurse time
reported by GP 6.2) (10.3) (9.5) (10.4) (3.8)
supervisors 0-24
P 0-40 0-30 0-52 0-13
22 16.5 22 171 18 14.8 17 19.2 4 7.0
Practice managetime (21.6) (21.6) (18.4) (23.6) (5.6)
2-80 0-80 3-80 0-80 2-15
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21 12.5 21 12.7 18 114 17 12.0 4 6.3
Practice Nurse time
(16.7) (17.9) (19.4) (18.7) (2.6)
reported by PMs
2-80 0-80 0-80 0-80 4-10
Direct teaching 13 24.5 22 29.0 12 43.7 22 27.2 10 16.7
activities Preparation time (16.0) (30.2) (59.7) (30.0) (123.7)
1-96
0-130 0-195 0-104 0-65
12 35.7 22 51.5 12 36.5 22 33.8 10 63.8
Opportunistic/corridor
. (33.0) (38.7) (33.3) (17.9) (92.2)
teachlng 13130
13130 3-130 7-65 22-325
Al other teaching & 12 35.7 23 59.0 11 58.3 22 29.2 10 51.6
supervision in the (33.0) (45.2) (76.7) (27.1) (31.0)
ractice room 13130
P 5-217 3-260 0-130 29-130
11 14.8 20 39.8 11 41.4 21 27.9 10 84.5
Teaching time outside
o (11.7) (86.9) (82.0) (75.6) (193.5)
the GP clinic 0-26
0-390 0-260 0-347 0-624
11 14.0 20 21.2 12 27.2 20 11.7 10 29.2
Specialist teaching
. . (11.2) (26.4) (38.8) (15.0) (19.4)
outside formal teaching 0-29
0-87 0-130 0-52 0-65
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11 20.5 20 335 12 38.8 21 26.0 10 87.0
Other supervision
o (18.2) (34.9) (36.0) (18.6) (21.9)
activities 0-52
0-130 3-130 0-65 0-65
Assessment 11 15.5 21 29.1 12 41.5 21 37.9 10 23.0
tasks GPS time (10.5) (38.7) (60.8) (51.2) (17.1)
0-29
0-144 0-195 0-217 0-52
22 8.0 22 14.2 18 7.5 17 6.8 4 9.8
Practice manageime (9.9) (17.9) (10.1) (6.8) (10.2)
0-40 0-72 0-40 2-26 2-24
Other 22 51.3(164.0)| 22 36.8 18 375 17 37.6 4 17.8
administrative Practice manageime 2-780 (80.9) (89.3) (92.2) (28.2)
activities
2-390 2-390 2-390 2-60
23 10.4 37 16.5 27 224 32 9.7 17 15.2
GPS time (19.7) (20.0) (35.6) 9.5) (14.5)
1-96
0-80 0-180 0-36 0-50
Upskilling 23 9.3 39 16.3 29 9.8 33 7.3 16 7.4
GPSime (7.6) (21.8) (7.6) (5.0) 4.7)
1-35
1-120 2-33 0-20 0-20
Practice manageime 22 11.9 22 135 17 9.4 16 10.7 4 4.3
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(11.0)

0-50

(12.3)

0-56

(7.7)

0-25

(9.0)

0-36

(4.2)

0-10
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In addition to the time spent on teaching activities each semesters@mbEPMs reported the time they spent on
periodic activities related to teaching such as preparation for accreditation for teachatde( 8). On average, GBS
spent 10 hours a year on these activities, and this was similar for both rural and urban®sSreported spending
more time than GPRSn theseactivities (16.1 hours a year) and rural £8ppent more time than urban PMs (23.6 hours
versus 10.2 hours a year, respectively).

Table18: Average number of hours spent gueriodic activitiesindependent of training leveby type d respondent

Category N Mean SD Range

All respondents | GPsupervisor
time (hours per 145 9.9 15.3 0-120

year)

Practice manager
80 16.1 24.4 0-156
(hours per year)

Urban GPsupervisor
respondents time (hours per 72 9.7 14.2 0-100

year)

Practicemanager
42 9.9 16.9 0-100
(hours per year)

Rural GPsupervisor
respondents time (hours per 73 10.2 16.5 0-120

year)

Practice manager
37 23.6 29.6 0-156
(hours per year)

Financial support for teaching

GPSand PMs were asked to rate the adequacy of the current support provided to practices for GPR teaching by F
In terms of practice reimbursements, 64% of &Rported that practice reimbursements were inadequate and 71%
reported that teaching allowansewere inadequate to compensate for the teaching they undertd@ble19).

Compared to urban GBS higher proportion of rural GBfted the practie reimbursements (73% versus 52%
respectively and the teaching allowance (76% versus pe¥%pectively as inadequate.

Overall, a lower proportion of PMs rated the reimbursement (38%) and allowance (46%) as inadequate compared
GPS. However50% ofural PMsrated the practice subsidy as inadequate compared to 26% of urban PMs, while o\
half the urban and rural P&teported the teaching allowance as inadequat@lfle19).
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Table19: Adequacy of financial support for teaching by practice location and role

(1=inadequate, 5=adequate)

Role

Practice

Reimbursement

%

Teaching Allowance

%

All GPsupervisors 1-2 (inadequate) 64.0 70.7
3 16.8 14.6
4-5 (adequate) 19.2 14.6
Urban GRupervisors 1-2 (inadequate) 51.9 64.2
3 22.2 17.0
4-5 (adequate) 25.9 18.9
Rural GBupervisors 1-2 (inadequate) 73.2 75.7
3 12.7 12.9
4-5 (adequate) 14.0 11.4
All Practice Mangers 1-2 (inadequate) 38.2 46.1
3 32.9 31.6
4-5 (adequate) 29.0 22.4
UrbanPractice manage) 1-2 (inadequate) 26.3 52.8
3 36.8 25.0
4-5 (adequate) 36.8 22.2
RuralPractice manager 1-2 (inadequate) 50.0 57.9
3 29.0 26.3
4-5 (adequate) 21.1 15.8
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Cost and revenue analysis

The financial costs and revenue associated with teaching a 1.0 FTE @Rl Practicare shown irirable20,
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Table21 and
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Table22, and in

Figure6, Figure7 and
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Figure8.

Financial costs

The greatest costs for teaching across training levels were for direct teadhivigies (Table20), with highest costs
occurring in Term 1 ($43,998) and reducing to $28,814 per semester for Term 4.

The opportunity cost of using@nsulting room for training rather than being used by a qualified GP was the next
highest cost associated with teaching. While this cost reduced as the GPR became more experienced, the costs |
from $35,344 in Term 1 and 2 to $21,972 in Terms 3 and 4

The GPR costs to the practice for times when the GPR was less productive was also a high cost in Terms 1 and 2
and $14,459, respectively) but had reduced by Term 4 ($13,197).

Administrative costs associated with teaching for &8l PMs was siitar across Terms 1 to 3 before decreasing in
Term 4 Table20). The lowest costs per semester were associated with periodic costs such as accrealitdtion
upskilling of GPssand PMs.

The highest total cost to practices for teaching GPRs occurred in Term 1 ($124,889) and the lowest costs were in
($85,262) (

Figureb).

All the activities associated with teaching in a rural location were associated with a higher cost than teaching in an
practice (
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Table21 and
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Table22, respectively). For both settings, the costs reduced over the trainingsterm

Revenue

For practices the highest revenue source was income generated for the practice by thEabRRO(and

Figure6). This revenue increased with the terms, with the lowest income generated in Terms 1 and 2 ($46,862 per
semester) and the highest in Terms 3 and 4 ($60,234 per semester). Teadwances and practice subsidies
provided by RTOs were highest in Term 1 and lowest in TefrableR0).

Teaching allowance and practice subsidiesentgghest in Term 1 ($10,561 and $14,070, respectively), reducing eact
term to the lowest in Term 4 ($492 and $0, respectively).

Overall, total revenue from teaching for a practice was highest in Term 1 ($72,129) and lowest in Term 2 ($60,241
(Table20). The revenue generated by teaching was the same across urban and rural locations (
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Table21 and
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Table22, respectively).

Net financial effect

There was a net financial loss for practices teaching @éss alterms and locations. The largest net financial loss w
associated with teaching TertlnGPRs-$60,530 per semester) and the smallest net financial loss was associated wit
teaching Term 4 GPR$23,900 per semesterYéble20and

Figure6).

The pattern of losses for urban and rural teaching practices differed for teaching terms. For example, for Term 1,
practices had a greaterds than rural practices§64,784 versus$40,087, respectively) (
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Table21 and
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Table22). For rural practices, the net financial loss was greatest in Term 2, nearly twice tinairbga practice {
$80,202 versus$41,289 respectively) (
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Table21 and
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Table22 andFigure7 and
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Figure8). For both locations, the net financial effect reduced across the training terms, with the smallest loss fount

Term 4.

Table20: Costand revenueper 1.0 FTEegistrarby training leve per semesterg prices ($), all locations

COSTS GPT1 GPT2 GPT3 GPT4
Preplacement & orientation
activities 11630 8211 6536 6825
Direct teaching activities 43998 41843 41691 28814
Assessment activities 6112 9560 7938 7060
Administrative activities 6796 6131 6499 3591
Upskilling activities 3013 3667 2663 2247
GPR costs 16440 14459 13316 13197
Opportunity costs 35344 35344 21972 21972
Accreditation costs 1556 1556 1556 1556
Total costs 124889 120771 102176 85262

REVENUE
GPR income to practice 46862 46862 60234 60234
Teacher CPD support 637 637 637 637
Teaching allowance 10561 5625 1713 492
Practice subsidy 14070 7118 156 0
Total revenue 72129 60241 62738 61362

COSTREVENUE
Total revenue 72129 60241 62738 61362
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Total costs

124889

120771

102176

85262

Net financial effect -52760

-60530

-39438

-23900

Figure6: Financial costs and revenue for practices teaching GPRs by training term ($ per semgalieigcations
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Total costs mTotal revenue B Net finanancial effect

$85,262

$61,362

-$23,900

Term 4
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Table21: Costand revenueper 1.0 FTEegistrarby training level persemesterg prices ($), urban locations

COSTS GPT1 GPT2 GPT3 GPT4
Preplacement & orientation
activities 12383 6200 5189 4938
Direct teaching activities 58688 31154 33496 20731
Assessmendctivities 8246 11470 6118 3950
Administrative activities 7438 5277 4815 3019
Upskilling activities 3383 2635 2607 2291
GPR costs 16440 14459 13316 13197
Opportunity costs 28975 28975 15603 15603
Accreditation costs 1361 1361 1361 1361
Total costs 136913 101530 82504 65089

REVENUE
GPR income to practice 46862 46862 60234 60234
Upskilling support 637 637 637 637
Teaching allowance 10561 5625 1713 492
Practice subsidy 14070 7118 156 0
Total revenue 72129 60241 62738 61362

COSTREVENUE
Total revenue 72129 60241 62738 61362
Total costs 136913 101530 82504 65089
Net financial effect -64784 -41289 -19766 -3727
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Figure7: Financial costs and revenue of teaching GPRs by training term ($ per semesi#mn locations
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Table22: Costand revenueper 1.0 FTEegistrarby training level persemesterg prices ($), rural locations

COSTS GPT1 GPT2 GPT3 GPT4
Preplacement & orientation
activities 10716 9785 7683 9166
Direct teachingctivities 29308 50209 54666 35060
Assessment activities 4040 8348 10345 9117
Administrative activities 3110 7238 8075 4388
Teacher CPD activities 2626 4427 2722 2217
GPR costs 16440 14459 13316 13197
Opportunity costs 44233 44233 30861 30861
Accreditation costs 1744 1744 1744 1744
Total costs 112217 140442 129412 105750
REVENUE
GPR income to practice 46862 46862 60234 60234
Upskilling support 637 637 637 637
Teaching allowance 10561 5625 1713 492
Practice subsidy 14070 7118 156 0
Total revenue 72129 60241 62738 61362
COSTREVENUE
Total revenue 72129 60241 62738 61362
Total costs 112217 140442 129412 105750
Net financial effect -40087 -80202 -66674 -44388
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Figure8: Financial costs and revenusf teaching GPRs by training term ($ per semestamral locations
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Sensitivity analysis

The two scenarios used in the sensitivity analysis that varied the GPS hourly wage rate are shown in
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Table23. These analyses show that an increase in the GPS salary of 30% and 40% produces a large increase in 1
financial loss for a teaching practice. The sensitivity analysis for urban and rural pracsicesn iPAppendix8. For
scenariol, the impact of the80% increase as shown by percentage difference in the NFE, shows that the financial |
to a practice increased by 38% for Term 1 and up to 58% for Term 4. For scenario 2, this impact waatevewith

an increased loss of 51% in Term 1 and 77% in Term 4 (
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Table23).
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Table23: Sensitivity analysiby training level persemesterg prices ($), all locations

COSTS GPT1 GPT2 GPT3 GPT4
BASE MODEL
Total revenue 72129 60241 62738 61362
Total costs 124889 120771 102176 85262
Net financial effect -52760 -60530 -39438 -23900

SCENARIOQ30% INCREASE GPS
HOURLY RATE

Total revenue 72129 60241 62738 61362
Total costs 145179 140244 120822 99132
Net financial effect -73050 -80003 -58084 -37770

Sensitivity (% difference
between base model NFE and 38.5% 32.2% 47.3% 58.0%

scenario 1 NFE)

SCENARIOQ40% INCREASE GPS
HOURLY RATE

Total revenue 72129 60241 62738 61362
Total costs 151942 146735 127037 103755
Net financial effect -79813 -86494 -64299 -42394

Sensitivity (% difference
between base model NFE and 51.3% 42.9% 63.0% 77.4%
scenario 2 NFE)

NFE=Net financial effect

Summary

This analysis has shown that when comparing the costs and revenue of oteaGig 1.0 FTE GPR, there was a net
financial loss for teaching practices. These losses varied by training level and also differed between urban and ru
practices. This study built on previous research in this @#é43% %and expanded to incorporate the role of PMs in

teaching GP&by estimating the cost, in time and resources, for their contribution to training. It also estimated othe
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costs not previously included such as reduced productivity of GPRs when commeractagadhing practice and
attendance at internal and external training sessions.

We found that the greatest costs for teaching practices was the time spent lg/o@BRIBect teaching activities, which is
not a surprising result. The other large cost for pnactice was the opportunity cost of using a room for GPR training.

It is clear from this study that the highest costs for a practice occur in Term 1 of GPR training, where time spent or
supervision and practice support is the highest and practice revgenerated by the GPR is the lowest. However, the
impact on GPS and PM productivity reduces as the GPR moves towards more independent practice and requires
adzZLILI2 NI YR &dzZLISNIAAAZ2Y D ¢ KAa NIBa&dz ( Sauth AustilédYand | NJ
Western Australid.

We also found that costs and revenue varied between locations, with higher costs estimated for practices located
rural locations compared to those in urban settings. This is not surprising in thatafcapal practice and teaching
requirements differ to those of urban practices. For example, rurab@p8rted spending more time on specialist
teaching and teaching time outside the practice, reflecting emergency and procedural training and supeeésied in
a rural area and the hospital workload. Qualitative data from interviews (Batso showed that rural practices
discussed additional scheduling and administration associated with work across multiple sitesaaildasrnwvell as
often additional orientation to the local community.

The wide amount of variation reported in time spent by stakeholders supportinGi#iResnay be attributable to
different requirements across states and RTOsdgistrartraining. As we progress to a nationally s@tent model of
training, there is opportunity tetandardise baseline expectations for practices to inform future reviews of practice
payments. However, in addition to the variation at a state level, it was also noted in the interviews that practices
reported a wide variety of models for supporti@PRplacements which aligned with their individual business models,
and their practice culture. These could be above and beyond the minimum standards and requirements set.

The findings also highlight thmportant role PMs have in supporting GP training in a practice and this study is the fi
to document their contribution in terms of resourcing. This role is particularly high duringlacement and
orientation, as well as the ongoing administrativaigities that occur during a term.

The analysis also highlighted the revenue generated by subsidies and allowances to support practéReSsandlved
in GPR training, but showed that these did not offset the costs sustained by a teaching practieevevidhe standard
rate of these subsidies across all teaching practices does not account for the much higher costs incurred by rural
teaching practices, suggesting the need to change the currenhuodel fits all approach to practice support for GP
training.

Limitations

This analysis has several limitations. This study only focused on teaching GPRs through the AGPT Training prog!
did not include other levels of training (such as medical students or interns) that a practice may be involved in. It
possible that the involvement of different levels of training may lead to efficiencies in teaching that may reduce the
and increase the revenue for a practice.

In addition, this analysis assumed a fegjistrarto supervisoratio and it is acknaledged that often practices will have
multiple registrais which could lead to efficiencies in teaching and reduce the costs.

Data was collected for this analysis through a survey and the response rate was low. The low response rate was
unexpected ashe survey coincided a period when GPs and practices were under increased workloads due taCO\
Moreover, GP responses to surveys are traditionally low. Despite the low response rate, we received good
representation from urban and rural practices.

The costing analysis was based on-sefforted data by GB%&nd PMs; accordingly, estimated time on activities
associated with teaching may be over or undstimated. The scope of the study did not allow for a formal
triangulation of the results usingtane and motion study. This needs to be considered when interpreting the results
| 26 SOSNE GKS RIFEGF g1 a NBOASHOSR o0& (GKS addzReQa {GSS|
valid.
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While this study endeavoured to capture all tbests and revenue associated with teaching GPRs in a practice, some
costs and revenue were not included due to difficulties in obtaining data from practices and allocating a proportion
costs and revenue to GPR training. As such the results may uridexesall the practice costs and revenue associate(
with teaching a GPR. Also, some costs could not be attributed to a training term and so a flat rate was used whicl
may not reflect the variation that occurs in a practice by training term.

Finally the analysis did not include the intangible benefits or costs of teaching for a practice and GPS. For exampl
stakeholder interviews reported the benefit of training a future GP for the practice and the resultant savings in
recruitment costs. The a@tusion of longerm benefits would be worthy of consideration in any future study on the cos
and revenue of teaching GPRs.
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5. Stakeholder feedback

Supervisas and practice manageswho participated in interviewor indicated an interest in further involvement
through the surveywere invited to attend a webinar where key results from the qualitative work, the costing
method and the final costing model were presented. Stakeholders were asked to reflect on:

1 A desciption of whetherthe model resonated with their experience

1 Areas of variation between the model and their experience

1 Feedback on the trends observed overall and across rural and prbatices

Key messageagcordedfrom this groupwere as follows
1 Overall the model resonated with the participants experieraed they felt:

(0]

(0]

The modeprovided afair, generic description of the costs associated with teachi@P& but it was
emphasized that the time invested and costs varyoss practices

It wasgood that the modetovered costs not typically recognized such as time taken intervieBRigs
before the placement anthe impact ofassessmentsuch as direct observation visits and completion of
patient encounter tracking ankbarning tools (such as RENT.)

The overalltrends observedwith mostnet lossto the practicein GPTland least irfGPT4 resonated with
the participants

The trend of increasing net loss in GPT2 for rural practices was suppmtedise it was thought thait
this stage the wdt associated with supporting@PHRs still significantbut the payments to support this
work reduceln addition it was felt that practices would typically valgeaalitytraining and safety over
income, and would not expe&PR to see more patients thmathey are ready for to increase the income.

1 Suggestionglentified by participants to backnowledgd in the finaldiscussion

(0]

The report should acknowledge that thests of running a practicéncludinginfrastructure costs) araot
included in themodel. This cost would be paid by the governmienthe context of other hospitabased
specialist training.

Opportunity cost may not be a cost for all practioebo may not be able to attra@nother fulktime GP
easily. This should be acknowledgbdt it is important to consider

Some practicethat are supportive, high quality teaching practices tend to att@BtR that need additional
support such agart-time GPR, GPR withpoor wellbeingor requiring additional teaching to develop
competence Therefore, they may tend to have additional costs compared to those practices who are n
typically approached to suppo@PR requiring additional investment

The intangiblebenefits as well as the cost teachingshould be acknowledge®ractices daot just teach
GPR WT2NJ GKS Y2ySeQd t NIOiGAOSa R2 t20S (2 GSI (
practice motivation to teach in a landscape where there are mounting costs to a practice to sug®R a
placement, is the ability for practs to trialGPR within the practice during training, and to retain good
doctors, who are suited to the practice culture, after Fellowship. Where this is achieisd benefit to the
practice. Barriers to achieving this can be if the practice hatelingontrol overGPR, and a good fit
between the practice and th&PRcannot be achieved. Where practices are not se&RiR choose to stay
after Fellowship, the investmern teachingseems less sustainable.

There is political pressure on rural pracgde host trainees across all levels, (eg. medical students,
prevocational doctorsand GPRyand they do not get the same level of uptake of Fellows choosing to wc
there post training.

The idea that investing time in interviewing to get the ri@RKit for the practice wagmphassed, to

reduce the effort required during the placement and to increase the potential for retaininGBfeafter
Fellowship.

Parttime GPRsvere thought to ke more timeto support compared to fultime GPRs

The impact on a business of continually having changeoveP&should be acknowledgeahd include
consideration of thegpatient responsend consequentinancial impacbn the practice While it is difficult to
cost it may impact the bottom line.
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0 As wesee increasing numbers of practices where &% are not owners of the practice, it becomes
increasingly important to acknowledge that there isostcto theGP$and a cet to the practicefor
supporting aGPRThey are separate costs.

o Twelvemonth placements may benore costefficientbecause &GPRhas settled in and éentation is not
required again after six months.

1 Practicarecommendations discussdxy the stakeholder group included

0 There was a desire that this research be used for advocacyci@aising practice suppofbr practices
going forward.

o0 Tailored subsidieshould be offeredor rural and urbarpracticesbecause of different scope of practice
requiring supervision

o The report should also include recommendations to ensure there are other enadbils, frompractice
and teaching funding incorporated into the future model of AGPT (eg. placement process maximising 1
opportunity for GPR/practicédit).

1 Futureresearchcould include:

o Costmodellingfor part-time GPRs

o Determining the cosbenefit if aGPRs retainedpost Fellowship

0 Understanding the difference in cost ifaPRs retained for a 12Znonth placement

0 Teasing out the cost to theP$eparately to the codb the practice.
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6. Summary, Key Findings and Recommendations

Key findings

Drawing together each of the three parts of the project (interviews, suraag cost model)the key findingsare
summarised below.

The GPRSupervisor Practice managerand the practice team suppontegistrar placements

1
1

f

GPSinvest a substantial amount ofie each semester supportigPRplacements. We found that the
greatest costs for teaching practices was the time spent bys GiP8irect teaching activities.

This staly also highlights the iportant role PMshave in supporting GP training, not acknowledged in
previous studies. The PMs involvement was patrticularly high duringlpoement and orientation, as

well as through the ongoing eardination and administrativactivities that occur during a placement.

The qualitative component of this research revealed that while the GPS and PM were most involved in
supporting theregistrarplacement, that often contributions would also be made by the broader practice
team incluing: other doctors, practice nurses, practice owners, reception and admin staff, and other
allied health staff.

A teambased culturesupportive of teaching and learningas described across interviews.

Arangeof costs and revenue have beedentified and included in the modelling

1
1

1

The cost modelling template used in this project incorpora@geraimportant factors for practices to
consider when calculating the cost of hostinGBRplacement.
The cost modelling process included costs assed with:
o0 GPS, PMand practice nurse time invested in supportinGBRplacement,
0 GPRsalary and entitlements, including estimates for reduced productivity of GPRs when commencing i
teaching practicetaking paid leaveand attendnginternal and external training sessions.
o0 The missed opportunity cost resulting from hostinGRRnN practice instead of a vocationally registered Gl
Therevenueconsidered in the cost modelling included:
0 GPR income to practice,
0 GPSrofessional developent support payments,
o Teaching allowance and practice reimbursement payments.

Costmodelling indicateghat practices supporting a registrar placemeakperiencea net financial loss

1

= =

The cost modelling shows that despite current subsidies, on average, practices experience a net financial
loss by supporting a registrar placement across all training terms, albeit at a reduced rate over time.
Overall, this ranged from a net financial lags$52,760 for a practice hosting a ftithe GPT1 registrar, to

a loss of $23,900 for a practice hosting afintle GPT4 registrar.

The greatest costs for teaching practieesre the time spent by the GPS on direct teaching activiileis
ranged from$43,998 for GPF1$28,814 for GPT4Yhe other large cost for the practice was the
opportunity cost of using a room for ®Braining (this ranged from $35,344 for GRTR1,972 for GPT4).
The hghest revenue to the practice wése registrarincome(thisranged from $46,862 for GPT1

$60,234 for GPT4PMs and GPSpoke about supportingegistras to learn to ethically bilbut it was

noted that GPRsare still developinghis skill early in trainingvhich impactsevenue.

It is clear from this study thidhe highest costs for a practice occur in Term 1 dR@G&ning, where time
spent on supervision and practice support is highest and jm&cévenue generated by the GRRowest.

The net financial losgaried by training level and differed betweerban and rural practices.

Costs were higher for rural practicasd thus et financial losses/ere greater thanfor urban practices

with the greatest loss being reported in Tern@$80,202) This resonated with thetakeholder group and
Steering Group

A number of evidencbased assumptions were made to inform ttiearge out ratesised within the

costing model, but results should be viewed in the context that there can be a large amount of variation
in regard toindividualGPS and PM timiavestment andcharge out rate.

112



)l

It is acknowledged that this cost model did not include a portion of practice running edsts would
increase thecost to the practice.

This model did include an pprtunity cost for the practicewhich may not be a real cost if thegmtice
was unable to fill the consulting room used by tBERwith another vocationally registered GIRowever,
evenwith opportunity costremoved from the model, there remaimsnet loss to the practice for GP12
and 3.

Costs varydepending on factorselated to theregistrar, practice and training context

1

Practices reported a wide variety of models for supportB®Rplacements, which aligned with the
ACRRM and RACGP standards, the policies set by the DoH and Regional Training Organisatjdmg (RTOS)
also with the practices individual business models, and their practice cultures.

There was variatiomcross practices thetype of activities reported and the time invested in these
activities.This was clear from both the interviews and survey.

Fram the interviewsit was clear that variation in cost depended on BEPRthe practiceand the
training context.CommonGPRactors which resulted in variation includettie GPRevel of confidence
and competence, their identified needs, stage of tragniacope of practice, previous experience, and
wellbeing.Variation was also observed at the practice level in regard to activitisss and personnel
involved. Finallyvariation emerged at the training conteandlevel and this included: the practice
location, training requirements and support structure of thEdRthe local services available to the
practice and scope of practice (eg. hospital, nursing home).

We also found that costs and revenue varied between locations, with higher costs estifoafgectices
located in rural locations compared to those in urban setti8gmne additional activitieig rural practices
included: assistin@GPRgo find accommodation and settle into the communityjentation and support
with hospital work, and oitall and time spent to travel to RTO training @PSsnd PMs.

It should be noted that individual practice costs will vary, and that understanding the actuaifcost
trainingto any practice would need toe calculated on an individual practice and placement basis.

There is a low level of satisfaction associated with current financial support

1

Allinterview participantdelt that practices andsPSsvear costs for unfunded activities and resources.
Some paticipants also felt that practice arntdachingpayments should be improvethat practices do
not make morey fromGPRplacementsand that the current modedf fundingmay not be sustainable
From the survey, therevas low satisfaction with the current teling allowance and practice
reimbursements. Sevenigne percent (71%) dbPSand 46% of PMfelt the teaching allowance was
inadequate. Sixtyour percent (64%) c6PSand 38% of PMtelt the practice reimbursement was
inadequate. RurabPSand PMs were more dissatisfied with the current payment scheme.

Teaching pactice sustainabilityis questioned andpportunities are identified for support

1

The data suggest the perceptitimat supportingGPRplacementds sustainablef it will reap rewards for
the practice in the longer terpwith GPRstaying on after training. Howevet,can takeatoll on
practicesif GPR&re not retained despite the ongoing financial and emotional investment.
In a future model of AGR$takeholders would like to see the timequiredby practices in administration
related to training reducedrhis would reduce the workload associated wBRRplacements and
increase the intrinsic motivation.
There are als@everalbarriers(andenablerg which can mitigate additional cosfBhese vere at a
o0 System level GPR/practicdit and 12month placement optionsproviding a suite of resources to support
teaching and placements, and providing practices opportunities to host mupRs and
o Practice level (strength of relationship witBPRappropriate patient scheduling, teaching of ethical billing
early on and developing and maintainiag experienced practice team a@&PS).
Implementation of a placement process that gives practecelsoie of GPR$o givebestpossible
opportunity for GPR/practicdit, decreasing practice burdeand increasing the chance of sustaining
GPRasfter training is seen as important.
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I Teaching practices are also impacted by the bro&kemeral Practiceontext andchallenges, and to
improveteaching practicesustainability advocacy for the broader challenges facibgneral Practices
also important.

Recommendations

The following recommendations are made in response to the findings from this report:

Fundingfor practices

1 Review opportunities toeward practices better financialfpr investment in training, while also
maintaining a consistent stream of qualBPR¢o fill teaching practice placements tminimisecosts and
stress associated with unfilled gkes and reduced opportunities to attragistrais to stay at the
practice post Fellowship.

9 Funding to practices needs to consider that costs vary accorditig 8 PR pradice, and training
context While not all of these differences can be catefedin a national funding model,gyments for
differing scope of practice in both rural and urban environments should be recogmisaddition there
shouldbea? LILJI2 NIidzy A i@ F2NJ LIN} OGAOSa G2 | GCORBEiskQ® RRA G A

9 Financial recognition for practices who consistently provide quality experienc€&i@sbut who do not
retain GPRshould be considered.

9 Time spent to orientate and assess the safety of a G&Jidtrarshould be acknowledged.

Practice nonrfinancial sipport
9 Practices should be supported to understand their actual costefgistrartraining. Thiswould need to be
calculated on an individual practice and placement basis. A cost calculator, based on the variables
identified in this project, should be deloped to assist practices to understand and calculate their own
costs for supportingsPRolacements.
LYO2N1LER2NIGS GNIAYAYy3 2y GKS LINI Ol A OSGP®Beyitations.S N&E Q
Emphasise the importance of establishing stroelgtionships between th6&P &, the GPRand also the
practice team by providing Frameworks (suctGRCLE training and tools (such as ti&RSRMRand the
GRSRM$}to practices an@GPRs
1 Continue to share resources and training &PSsandPMsto assisthe delivery of safe anchighquality
GPRplacements. Current RTO resources should be collated, curated and managed in an easily accessible
and useffriendly environment. This will mean each new practice does not need to invest as mudh time
developing and maintaining their own resources.
o0 Ensue practices have resources to support teaching of ethical billitgRtR®arly on in their placements
0 Support practices to develop and maintain an experienced practice tearGB&by continuing to ffer a
repository of resources and training to né@aching practicestaff: this includes newsPSraining, new
teaching practicé®M training and practice staff training and resources.
1 Support practice to develop and sustain a tealbased culture which values teaching and learning by
using Frameworks such &P CLE and providing related resources and support.

= =

Other recommendatiors for a future AGPTiraining modet
1 A placement process needs to be implemented which consitierseeds of the practices th&ave
emerged through this research including:

0 Aplacement process that gives practiasd GPRs choice of placemerghould be implementetb give

the best possible opportunity foGPR/practicdit to be achieved.

0 GPRnterviews are important in optimising the chance for a successful placement agtit.
Appropriate timeneeds to begiven to arrange interviews witBPRgrior to selection, because interviews
are time consuming to schedule.

Quality training practices should bewarded withGPRsupply during the placement process.
0 Explore optionsdr sharingGPRsvho require additional investment across practices

o
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PrioritiseGPRgor placements where there is a clear intent Staying on after Fellowship.

Enable 12month placements where mutually agreed to by the practice @RR

Providepracticeswith opportunities to host multiple&GPRswhere desired and practical

Consider registrar placement continuity for practices and work with practices to attract and sustain a

continuous pipeline of GP registrars.

1 Reducehe administrativeburdenon practices where possible, including reporting, forms and user
friendly IT solutions.

1 Consider the time already invested in activities by practices in the design of txaieing model and
workplacebased assessment frameworkny increase in requireménof training practices and
supervisors is likely to increase the financial loss to the practice or supervisor, and may impact practice
sustainability.

9 Itis important that practice quality is considered in the selection, accreditation, feedback, trainithg
support of AGPT teaching practices. Existing practices who consistently demonstrate a positive practice
culture should be recognised, rewardethd invited to share their experiences.

O O oo

Strengths,Limitationsand Future Research

While this research wasompletedduringthe COVID pandemic, whitlas impacted research participatiovithin
General Practicaeasonable participation in both the qualitative and quantitative elements of research have been
achievedA high level of intercoder agreement was achieved in the qualitatarelysis and the finatostingmodel has
been supported by the stakeholder group as a realistic representation of their experience.

A strength of this research is that it has used interviews to initiadtyrin the development of a survey to quantify time
investment and development of a costing modehis enabled development of a comprehensive survey to gather dat:
inform the costing modelThis qualitative work has also assisted to interpret and explee results.

This study has built substantially on the costing models previously publishetwtlByingPMs within the interviews
additional activities and information eve able to be considered within the modelling. For example, time estimates fol
activities undertaken byPMs and practice nursesve included in this cost modéh addition, theproject hascollected
data across a wide range of practices and regions natiotiafiyt from acommitted Steering Grougncluding expertise
in GP supervisim practice management, practice finance, delivery of Australianeral Practic&aining and research
has enabled a blended skiket and knowledge tinform the final model. As a result, a more comprehensive list of cos
and revenue have been includedthin this mode| compared with previous studies.

Theauthors acknowledge thahe costs of running a practice are not included in the modhis is an important cost to
consider in the future because it would paid by the governmennithe context ofother hospitalbased specialist
training. In addition there may be other potential revenue such as Wit#sich were unable to be included due to
difficulty in collecting or accessing already published data. Future research should consider this addisioaad
revenue.

This costing model includes time invested by @&, PMs and practice nurse as reported in the surveys. However, i
acknowledged through the qualitative interviews that other team members such as reception staff, practice owhers
allied health were mentioned as contributing at various stagesRéplacements. While thewere discussed as having
more minimal involvementt is important to acknowledge that this time may not have been captured. A future time i
motion study coulde done to capture a more detailed description of time and other costs investedsatresvhole
practice team. To complet® time and motion study that would capture the breadth@éneral Practicen Australia was
impossible within the time and financiebnstraints of this research.

It is acknowledged that thepportunity cost may not beraactualcost for all practicesSome practices mayot be able
to attract another fulitime GP easily and have a choice to use their resources to support a Gl ios&aPR It is
however important revenue foregone to consider for many practices.

It has been highlighted by the stakeholder group tha tmpact on a business of continuaiyanagingGPRchangeover
should be acknowledgedhis study does not accourdrfthe financial impact that regul@&PRurnover, based on 6
month placementsmay have for a practice. This should be a focus for future research.
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It has been suggested by the stakeholder group that-paré GPRsnay cost moreeompared with a fultime GPR
Future research should determine comparative cost modelling forjoag GPRs

Participants and the stakeholder group spoke about the hope of retalaiPigsfter Fellowship as a motivator f@PR
teaching. This retention may also save the practicgt i the longer term, which has not been factored into this mode
and could be explored in future research.

Stakeholders commented that this research daesseparate out the cost to th&PSas separate from the cost to the
practice. In the changin@P landscape where @%are not always practice owners, separating out these costs to
understand the comparative effect on both the practice and @RSwill be an important question for future research.

Finally,it was clear from the interview and survey analysis that there was broad variation in the time invested and <
involved across practices. The costing model flattens this variation. While modelling was performed across rural ¢
urban practices, it igriportant to acknowledge that there will keeveralother variables which are likely to provide
different costs, which have not been calculated within the scope of this prdfestiould be noted that individual
practice costs will vary depending on a raraf factors, and that understanding the actual cost to any practice would
need to be calculated on an individual practice and placement basis.

Conclusion

This research is the most current and comprehensive project the authors are aware of tlzitdmagted to identify,
describe and quantify the actual costs, revenue andomeforegone associated with supporting a gftacement. A
strength of this study has been the inclusion of a qualitative element to initially identify the activities andl¢osts.
qualitative part of the research has also enabled a richer discussion of the context and caveats attached to the fin:
models.

This study has confirmed that it is important to acknowledge that the whole practice team are involved in supportir
GPRplacements, with significant contributions frorhe GFSand PM.

A range of costs and revenue were identified and included in the mode@iogts includeGPS, PM and practice nurse
time, GPRsalary and entitlementéncluding estimates for reduced produnty of GPregistran, and themissed
opportunity cost resulting from hosting@PRn the practice instead of a vocationally registered. ®venue includes:
GMRRincome to practiceGPSrofessional development support payments, teaching allowance aactipe
reimbursement payments.

The cost modelling shows thdéespite current practice and teaching paymerdaa averagepracticesexperience a net
financial loss by supporting@PRplacement Overall, this reduces over training terms. The cost modedlogvs that
rural practices have higher net financial lessompared with urban practice#.is acknowledged that this cost model
did not include a pdion of practice running costs, which may result in an underestimatbeotost to the practice.
However this model did include an opportunity cost for the practiadich estimated income foregone by hosting a
registrar rather than a GP. It is acknowledged that thég/ notalwaysbe a real cosbecause there are likely examples
where apractice wasunable to fill the consulting room used by thegistrarwith another vocationally registered GP.

There was wide variation in costs reported by the practices within both the interviews and the SDosty vary
depending on th&sPRthe practice and traning context Understanding the actual cost to any practice would need to |
calculated on an individual practice and placement basis.

While participants flagged the nefinancial motivators to teach registrars, such as fulfilling the love of teaching and
gaining satisfaction from investing in the next generation of GPs, participants also ftagegbns around
sustainability of teachingzinancial and emotional investment in GPR training were both discuBserke was dow level
of satisfaction assodied with current financial supporcross practices and questions raised about practice
sustainability. This was particularly apparent for those practices that did not réfaRs(fter training which is
perceivedas a longeterm benefit of the investmehin training.

Thepractice and teachingubsidiescurrently provided donot reflect the variation of training at different levels and in
different locations Moving away from a onsizefits-all subsidy to account for variation in costs to practices is
recommended, particularly across rural and urban based practicglsould also be noted thatngy increase in
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requirements of training practices and supervisar$uture training models may increase tfirancial loss to the
practice

There are opportunities for improving practice sustainability in a future AGPT model through: opti@iRrigracticdit
through implementation of a fifor-purpose placement process, ensuring continuity of quality registrars for placeme
considering 12Znonth placements, training and resourcing practices to implement pratised enablers, and
continuing to advocate for the broader challenges facing General Practice.

The future model for delivery of AGPT should consider the findings from this reseatsbhekopportunities to improve
financial support to teaching practicendaprioritise system level enablers (including implementation of a placement
process aimed to maximigePR/practicdit and continuity of quality registrar placements).
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Appendix t Interview participant prompt sheet

The financial costs and revenue associated
with teaching and supervision in general
practice: Interviewpre-briefing

Background

Thank you for agreeing to participate in an interview for this project. Because we understand that
developing a complete picture of the direct and indirect costs associated with teaching and
supervision is complex, we provide thiandout prior to the interview to enable your thoughtful
consideration. This handout provides an overview of the types of questions we will cover during the
interview. You may find it helpful to speak with others in your practice to assist you to prepare.

Our objectives by the end of the interview are to understand:

9 Direct and indirect activities/ costs of teaching a registraractice.
1 How activities and costs may vary between levels of registrar/ typesgidtrar.
1 The range of sources of revenassociated with registrgslacements.

Interview Approach
SECTION Model for supervision and teaching used within the practice

1 How many registrars/learners are in the practice.
1 Who is involved in supervision and teaching.
9 Others involved in supportinidne registrar placement.

SECTION Description of the activities/costs required to facilitate a registrar placement.

I What are the activities required.
o Prior to placement, during placement, after placemesee Table over page with prompts.
0 Are thereother activities occurring that the interviewee is not a part of
What needs to be done to complete each activity.
Others involved in these activities and supporting a registrar placement.
0 Who and what do they do.
Variation depending on the type odgistrar (eg. GPT level, struggling registrar).
Other things that might impact on these activities and how (eg. COVID).
Activities currently done that are not perceived by supervisors to be valuable for the placéiiey®
Activities not currently done wibh would be beneficial to the quality of the teachiMyhy?
0 What are the currenbarriers?

= =
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Table 1. Prompts for possible activities / costs to consider

Possible activities and costs

Before the placement starts | § Selection ofegistrar for thepractice
1 Precommencemenpaperwork
1 Preparing the clinic for a nexggistrar
1 Other
Orientation phase of the 9 Orientation ( practice, clinical, educational, communiityspital)
placement 9 Planning fotearning
i Other
Teaching andupervision 1 Teaching (formal/ informal/ ad hoc)
(direct) 9 Supervision (during consulting/ afteours)
1 Observation andeedback
1 Completing other assessments degdback
1 Meeting with Medical educators (eg. After a direct observatiisit)
9 Hospital/community exposure to registrars (e.g. Nursing hassés)
1 Other
Teaching and supervision 1 Supervisor/ Practice manager professiodevelopment
(indirect) 9 Practice and supervisaccreditation
1 GP training communications (R€@mmunications)
1 Otheradministration associated with teaching and supervision (e.g.
Random case reviews, gathering feedback from practice staff,
preparing for teaching, reviewing registrar feedback from MEs and
others)
1 Administration associated with being a training practieg. (Practice
agreements, educational scheduling awpport)
1 Other
Other activities or costs 9 Consulting room andquipment
1 Resources foregistrar
9 Other costs associated with employment afegistrar
 Othercosts

SECTION &alculating revenue

1 Confirming revenue streams gained from having registrar placenseetTable 2 overleaf.
1 Variation depending on the type of registrar (eg. GPT level, struggling registrar)




Table 2. Prompts for revenue streams associated with regispi@cement for discussion

Revenue

Description

Teaching allowance

Allowances paid to the supervisors for direct teaching of registrars

Practice subsidy

Allowance to practice for indirect costs

Teacher upskilling subsidy

Funding for attendance tapskilling workshops/sessions

Income generated for practice

Medicare billings (% retained)
Practice incentives (eg. WIP)
Other?




Appendix 2 Interview Schedule

The financial costs and revenue associated with
teaching and supervision ibeneralPractice
Interview Script/Notes

Introduction

Thanks for your time today. As you know we are really interested in having a chat to better understand the cost of
teaching forSupervisorend General Practice

| have a series of questions today which hélp me to better understand from your perspective

o Direct and indirect activities/ costs of teachingegistrarin practice.
o How activities and costs may vary between level®gistrar types ofregistrar.
0 The range of sources of revenue associated vdtiistrarplacements.

SECTION Model for supervision and teaching used within the practice

1. First | want to ask a few questions to understand teaching and supervision in your practice?
1 How manyegistras?
T Who else in the practice is involved in supervision and teaching?
9 Are there others involved in supporting tihegistrarplacement?



SECTION Rescription of the activities/costs required to facilitate @egistrarplacement.

The next few questions | am going to ask are in an effort to understand the activities involved in teaching and
supervision think about your time

22CANRBRU LQR fA1S @2 Hefoiethegaceimdnt YS G KNRdzZAK FNRY

Overall questionsBefore the placemenstarts Prompts /notes
During this stage what the kinds of activities | Prompts:
that you are involved in? 1 Selection ofegistrarfor the practice

(LetSupervisorespond and probe for more | 1 Precommencement paperwork
detail according to the prompts Interview pre | 1 Preparing the clinic for a nevegistrar
briefing sheet provided) 1 Other

Define the activity:

1 What do you need to do to complete this
activity?

9  Are there others involved in these activities?
Who and what do they do?

1  Are there other activities occurring that you at
not a part of?
o0 What are they and who does them?




3.
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Overall questions Orientation

Prompts /notes

During this stage what the kinds of activities
that you are involved in?
(LetSupervisorespond and probe for more
detail according to the prompts Interview pre
briefing sheet provided)

Prompts:
9 Orientation ( practice, clinical, educational

community, hospital)
1 Planning for learning
M1 Other

Define the activity:

1 What do you need to do to complete this
activity?

1 Are there others involved in these activities?
Who and what do they do?

1 Are there other activities occurring that you at
not a part of?
o What are they and who does them?




4.bSEG LQR fA1S &2 deachihgaadstpervisios in ihekpkhBtideHifg thé seBester and the
kinds of activities that you are involved in.

Overall questions Teaching and supervision Prompts /notes

(direct)

During this stage what the kinds of activities | Prompts:

that you are involved in? Teaching (formal/ informal/ ad hoc)

(LetSupervisorespond and probe fanore Supervision (during consulting/ after hours

detail according to the prompts Interview pre Observation and feedback

briefing sheet provided) Completing other assessments and feedbg

Meeting with Medicakducators (eg. After a

direct observation visit)

9 Hospital/ community exposure teegistras
(e.g. Nursing home visits)

q Other

E RN

Define the activity:

1 What do you need to do to complete this
activity?

1 Are there others involved in these activities?
Who andwhat do they do?

1 Are there other activities occurring that you ar
not a part of?
0 What are they and who does them?




5.bSEI
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& 2 dathér Activitiés fefuired SSupekvid@salzd te piaéti&e that are

indirectly relatedto teaching and supervision in the practice?

Overall questionsTeaching and supervision
(indirect)

Prompts /notes

During this stage what the kinds of activities
that you are involved in?
(LetSupervisorespond and probe for more
detail according to the prompts Interview pre
briefing sheet provided)

Prompts:
1 Supervisal Practice managgprofessional

development

Practice andsupervisoaccreditation

GP training communications (RTO

communications)

1 Other administration associated with
teaching and supervision (e.g. Random ca
reviews, gathering feedback from practice
staff, preparing for teaching, reviewing
registrarfeedback from MEs and others)

1 Administration associated with being a
training pradice (eg. Practice agreements,
educational scheduling and support)

9 Other

1
1

Define the activity:

1 What do you need to do to complete this
activity?

1 Are there others involved in these activities?
Who and what do they do?

1 Are there other activities occurring that you alt
not a part of?
o0 What are they and who does them?




6. Variation:
Thinking about all of the activities we have just discussed, can you reflect on whether any of these might change depending
on the type ofregistrar(GPT level, strugglinggistran?

1  How might they change?
1  What would this mean for your practice investmeéntthe registrarplacement?

Are there other things that might impact on these activities (eg. COVID)?

1 What impact would this have?
What happens when something goes wrong? Do you have an example you can walk me through?

7. Value and barriers:
Are there any of the activities you have mentioned above that you feel are not valuable or required for the placement?

1 Why?
Are there other activities which you think would be beneficial to the quality of the teaching that you would like to de befor
the placement starts but do not currently?

T What are the barriers?

8. Are thereany other activities or costsvhich you would like to add that are required to supporegistrar
placement in your practice?
1 Consulting room and equipment
1 Resources foregistrar
1 Other costs associated with employment afegistrar
1 How does your practice cost this?

SECTION Ralculating revenue

We have listed in the Table on your peading a number of common streams of revenue to suppaoéggstrar
placement:

1 52 (KSasS FftA3dy 6A0K &2 dzNdgiktispladénedS Qa NB JSy dzS
1 Is there anything missing?
1 Is there variation depending on the typerefgistrar(eg. GPT level, strugglinegistra)?

Revenue Description

Teaching allowance Allowances paid to th8upervisorgor direct teaching ofegistrars
Practice subsidy Allowance to practice for indirect costs

Teacher upskilling subsidy Funding for attendance to upskilling workshops/sessions

Income generated for practice | Medicarebillings (% retained)
Practice incentives (eg. WIP)
Other?

Any other commens$




Appendix 3; Tables describing direct and indirect teaching activities

Table24. Description of activities related t@re-placement

Activities noted Staff involved Description v
N
S
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Placement process/ | Y Y Y The cycle for placingragistrarin a teaching practice begins with the placement process.
determining practice Typically, PMs manage the process, paperwork, and communication. Practice capacity fg
capacity registrarplacements igypicallydetermined byGPSand may ben consultaton with practice
owners.
1 Supervisors 2 1
1 Practice manager 6 4
1 Practice owners 3 2
CV Review Y Y Y CV review is typically completed by t&#Sand PM, with occasional input from practice
owners.
1 Supervisors 3 4
1 Practice manager 5 2
2 1

1 Practice owners




Activities noted

Staff involved

Nurses

Description

Discussed in PM interview

Discussed irBupervisor

interviews

Interviews

~<|Supervisor

<Pm

<|Admin staff

< I|Practice owner

There was consensus th@&PSand PMs are involved in conducting interviews. On occasion
practice owners/partners were also involved.

PMs or administration staff were often involved in scheduling interviews, which could be
difficult to find a time suitabldor all parties and may be scheduled outside of typical work
hours in some instances.

1 Supervisor
T PM
1 Administration staff

i Practice owners

N N © ©

N O O ©

Contract
administration

Typically, PMs coordinated contract administration witlgistrais, sometimeswith support by
administration staff. Practice owners may also be involved in oversight and approval of th
process.

T PM
1 Administration staff

M Practice Owner




Activities noted

Staff involved

Nurses

Practice owner

Description

interviews

Precommencement
paperwork

~<|Supervisor

<Pm

<|Admin staff

The PM typically managed thpee-commencement paperwork including Medicare forms,
credentialing etc.

1 Administration staff may also provide assistance.

1 Supervisorsnay also be involved, particularly to sign off the paperwork.

~Discussed in PM interviews

N

9| Discussed irsupervisor

o

Preparing for the
registrararrival and
orientation

There was consensus that the PM and their team managed the planning and preparation
oversight by theGPSvho would also prepare/update the clinical/teaching plan and
educational resources. TH@PSvould also plan orientation tailored to the needs of the
registrar Other preparation and administration activities managed by the PM and supports
by the administration staff and practice nurse/s included: preparing a consulting room,
organising IT setpy ordering new staff resources (eg. clinical equipment or supplies, hame
tags etc), setting up diaries for thegistrar, GPSand other staff to ensure orientation and
other requirements can be met.

I  Supervisor
T PM
1 Nurses

1 Adminstration staff




Activities noted Staff involved Description
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Supporting the Y PMs from rural practices reported helpinggistrass find accommodation and assisting them | 1 2
registrarto come to with other information and support required to enable them to move to, and integrate into
the community the community(such as joiningportsclubs.
Liaison with RTO Y PMs typically liaise with the RTO amgjistrais about the placement process, conversations | 8 4

and/or registrars

related to preplacement administration, and contracts and preparing to begin the placeme




Table25. Description of activities related toegistrarorientation.

Activities noted

Staff involved

Nurses/other allied health

PM

Other doctors

Description

Practiceorientation

<| Supervisor

<| Admin staff

Often thePMwould lead and cerdinate the orientation to the practice and this could also
involve other administrative members of the practice team. Participants talked about the
orientation including an introduction to the buildintesources and team. A standard
orientation checklist was often spoken about to ensure that all relevant policies, informatic
and procedures were included. An IT orientation wk®often spoken aboutwhich included
an introduction to the systems. Oftean introduction to billings and the business@éneral
Practicewas also discussed. In some caSapervisorsvere also involved in aspects of the
practice orientation, including use of systems and billings.

©Discussed in PM interviews

®| Discussed irBupervisorinterviews

Clinical orientation

Participantsspoke about the GPS orientatititg registrarto the clinical aspects of working in
the practice, and otheassociatedtlinical sitegsuch as nursing homes or the Hospital
Participants spoke about covering things such as: the consultation procestingcmathology
referrals, referral pathways etc. Other doctors with special skills in certain areas may also
involved in the orientation.

Orientation to the
nurse role

The majority of participants talked abotggistras having armrientation to the nurse role.
This may include sitting and observing the nurse/s, an introduction to care plans and the
treatment room, and exposure to practical skills such as blood taking.




Activities noted

Staff involved

Description
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Orientation to the Y |'Y Y An orientation to the local community was spoken abouiniyst practices and this was 5 7
community predominantly mentioned by rural participants. Typically, this involved drivingebistrar
around the local community to ensure they knew the local services that plagients may
experience. It could include visiting the nursing home, Hospital or other key clinical sites
associated with the placement. In additidn rural practices introduction to the
accommodation and local services ttegistrarwill need to use sth as shopping centres,
cafes etc.
Registrarsits in with Y Y | Participants frequently talked abouggistrars sitting in and observing theBPSand in some 7 6
the Supervisofother cases other doctors in the orientation to learn through observation how the processes an
doctor systems worked in the practice and to prompt questions, beforeréggstrarbegan their own
consulting. This practice was discussed as slowing dowrateef theSupervisoRa 02 y
Supervisorsits in with Y A number of participants spoke about t&P Ssitting in with theregistrarearly on in the 2 4
the registrar placement This gives theegistrarbackup for consulting and assistancel@arnhow to
consult in that practice environmepand how to access and use the resources they require
also enables th6&PSo gauge theaegistrarsafety and skill.
Monitoring and Y |Y Y | BothPMsandGPSpoke about both roles monitoring and identifyiregistrarneeds during 4 2

identifying registrar
needs

the orientation. Needs may include monitoring if the pace of the information giving was
appropriate, whether theegistrarwas ready to begin consulting, whether the time allocate
to registrarconsultations was reasonable and they were managing etc.




Activities noted Staff involved Description
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Debriefing Y |Y Both thePMsand theGPSpoke about both roles paying attention to debriefing with the 3 2
registrarduring their orientation to seek feedback and provide encouragement and suppo
Regular checking in ang Y Y | Both participant groups spoke about ti&PSegularly checking in with theegistrarand
responding toregistrar respondng to clinical queries during orientation. This may be to provide input during
clinical queries consultationgif needed by theegistrai, or to troubleshoot clinical queries during breaks of

corridor consultations.




Table26. Description of activities related to theegistrar placement

Activities noted

Staff involved

PM

Nurses/other allied

Admin staff

Other doctors

Description

interviews

Planning forteaching

<| Supervisor

Supervisorsypically invested time in planning for teaching. Some spoke about having existing teach
plans, lessons manuals and resources that could be drawn on, as weliessingxternal teaching
resources (such as GPSA teaching pladfae experiencedupervisorsndicated the spent less time on
preparation. They usually had built up their own library of resources to draw on, reducing preparatio
required.

©| Discussed in PM interviews

9| Discussed irBupervisor

Formal teaching

Supervisorsleliver thevast majority d teaching in the practice. Additionally, in many cases, several ot
members of the practice team also contribute specialist knowledge or skills and help spread the loa
These include other doctors, othspecialist doctors, nurses, pharmacists, or other allied health
professionals. The types of teaching described in the interviews included: tutorials, case discussion
preparation support, observation and feedback, procedural skills teaching, addmanase analysis. PM
were involved teaching practie®lated topics such as the business of GP and Medicare billings.
Observation of thesupervisoor other doctors was also discussed as a teaching technique.

Formal teaching provided BgPSwvas discussed in all interviews (82 coding references)

Teaching provided by other doctors

Teaching provided bigractice manager

= =4 =a -2

Teaching provided by nurses or allied health




Activities noted
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PM

Nurses/other allied health

Admin staff

Description

Discussed in PM interviews

Discussed irsupervisor

interviews

Corridor or
opportunistic teaching

~<|Supervisor

< Other doctors

There was consensus that corridor or opportunistic teaching was mainly completed BpPthe
Additionally, in several practices other doctors were also willing to suppontethistraras needed.
During orientation Supervisorsalked about regular checking in and respondingegistrarclinical
queries. Time spent engaged in corridor or opportunistic teaching continued throughout the placen
and was difficult to quantify but perceived as time consuming. In some practicestea was drawn up
so that theregistrarwould know which doctor to approach with their ongoing clinical queries arising
from consultations.
1 Supervisorsnvolved in corridor/opportunistic teaching

9 Other doctors involved inorridor/opportunistic teaching

Assessments

Supervisorgliscussed théime they spent to completeegistrarassessments.

PMs typically reported leading the multisource feedback assessment. The practice team, which m
include otherdoctors, nurses and administration staff, would provide feedback.

BN w| o1

N| O N N

Administration staff were involved in emrdinating consent from patients for direct observations, the
logistics behind video reviews, and/or providing feedback.

Some participants noted that the obligatory external direct observation visits impacted on the prac
team in terms of liaison with the RTO, juggling scheduling, consenting patienGR&ohd PM time
during the visit.
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Pastoral care Y |Y Supervisorand PMs reported having substantial involvement in pastoral care, which was describe
showing empathy and care for the wellbeing or mental health ofrdwgstrars. This included both
checking on how theegistrarwas copingproviding social supporind assisting them to manage their
wellbeing.
1 PMs checking in withegistrais and adapting their workloads to meet their wellbeing needs | 7 2
1 Supervisorghecking in withregistrais, and providing social support 3 6
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Seeking out and Y PMs spoke about being actively engaged in seeking out and respondiegistrarneeds, such as 6 0
responding toregistrar inquiring about their training needs/requirements, satisfaction with patient load and diversity etc.
needs
Liaising with the RTO Y |Y PMs andGPSseported liaising with RTOhroughout the semester to discuss training requirements an( 5 1
processes, which intensified when issues or difficulties emerged in the placement (examhldsd
exam failureregistrarpractice conflict)PMs also spoke about submittjneports to the RTO (such as
patient logs).
Supervision outside of | Y Y Participants spoke abo@upervisorand other doctors takingegistrais out of the practice and 4 1

the practice

supporting their exposure tbospital ornursing home visits.
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Monitoring registrar Y Supervisorsalked about monitoringegistrarprogress and identifying their needs. This was donein | 6 5
progress and needs several ways including seeking feedback from staff and patients, random case audits/reviews and
identification observing interactions with theegistrar.
Providing feedbackto |Y |Y |Y Y | Y | While theregistrarwas given feedback from theupervisor often feedback was gathered from patienty 3 1

the registrar

and across the team.
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Coordination, Y Y PMs were typically involved in @dination, administration, and scheduling activities throughout the| 8 5

administration, and
scheduling Practice
managers

placement. Coordination and scheduling activities may be prompted by: identifyingewgstrarneeds,
receiving new information from the RTO regardiegistrarrequirements, or release from practice, or
receiving feedback from theegistrarin regard to any difficulties experienced, patient load or diversity
requirements. PMs typically had an important role as a central communication higufmervisors
registrais, and other team members to ensure a smooth placement.

PMs also make logistical arrangements to adapt and provide additional support, and supervision v
needed.




Activities noted

Staff involved

Supervisor

PM

Nurses/other allied health

Admin staff

Other doctors

Description

interviews

Coordination,
administration, and
scheduling
administration staff

Reception staff also help juggle patients/appointments, be mindful of booking a diversity of patient
the registrais appointment book, supporegistraradditional administration, follow up and piterief
registrais prior to appointments with specifielevant patient details.

* IDiscussed in PM interviews

©| Discussed irsupervisor




Table27. Description of indirect teaching activities

Activities noted Staff involved Description "
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Communications with Y |Y A number of participants also mentionedéping up to date with communications from RTOs and ot
RTOs and other training stakeholders related toegistrartraining- but not related to theregistrarplacement(eg. GPSA, RDWA)
related stakeholders 1  Supervisors 0 3
9 Practice manager 2 0
RTO required training | Y |Y Supervisorand PMs spoke about training including workshops (face to face and online) and other
online training required to be completed for the RTO.
1 Supervisors 6 9
9 Practice manager 7 1
Practice accreditation Y |Y Supervisoraind PMs spoke about being involved in activities associated with accreditation of the
practice as a teaching practice (n®@eneral Practicaccreditation).
7 Practice manager 4 2
1 Supervisor 2 2
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Quiality improving the Y |Y Supervisorand PMs spoke about being involved in seeking feedback ffegmstrais and using it to
teaching practice quality improve the training practice. This included activities such as completing exit interviews wi
registrars, staff feedback and training andrdinuously updatig resources and manuals.
1 Practice manager 3 0
9  Supervisor 1 2
Networking and Y |Y PMs andSupervisorsliscussed using online portals, networks and/or other activities to network an
support activity support them to supportegistras. This included nomandated professional development
1 Practice manager 1
9 Supervisor 1
Managing risks Supervisoraind PMs provided some examples of risks associated with havegisérarwhich required
management and time investment. These included managing practice reputation and patient
complaints.
1 Practice manager 1 0
1 Supervisor 0 3
Supervisorsalked about the additional workload associated with training /mentoring r&wpervisors | 0 4

Training and supporting
new Supervisors




Appendix 4 GPSupervisorquestionnaire

Introduction

GP Supervisor Survey

Thank you for clicking on the link to complete the survey for the financial costs & revenue associated with
G§SIFOKAYy3 Dt NBIAAGNINEQ adddzRe ®

Further information on the study is available on the Participant Information Sheet which is available by clicking on
this link

Consent

By completing and submitting this questionnaire, | understand that | am consenting to participate in the research.

| agree (1)


https://resources.gpex.com.au/gpex-resources/supervisor-information-sheet-cot/

Extended consent

L KSNBoeé LINRPOPARS WSEGSYRSRQ O2yaSyd ¥2N G6KS dzas 27
Yes (1) No (2)

(i) an extension of, or closely

related to, the original project:

(1)

(i) in the same general area of

research (eg GP teaching): (2

Information

Purpose of this questionnaire

The aim of this questionnaire is to gain information on the teaching and administrative activities associated with
teaching GP registrars your practice and the time you spend on these activities. The information gained from
this survey will be used to inform the ceasiodelling of these activities. The results from this project will be

shared broadly with the aim to inform future discussi@agarding practice support for GP training.

Management and Security of Data
The information that you provide in this questionnaire is entirely confidential. Data will only be accessible to
project staff and results will only be reported in an aggreddtamat. At no time will identifiable individual data

be reported.

Consent
Your participation is voluntary and your consent to participate in this study is implied by the submission of this

questionnaire.



Instructions
This questionnaire has two maparts. The first part relates to information on your practice as a whole. The

second part relates to the teaching and the activities associated with this.

The questionnaire should take approximately 15 minutes to complete.

If you have any querieplease do not hesitate to contact Taryn Elliott ph: (08) 8490 0400 or email:

taryn.elliott@gpex.com.au

This study is being undertaken by GPEX, in association with the University of Adelaide and GPSA. This research
project is supported by The Royal Aadititn College of General Practitioners with funding from the Australian

General Practice Training Program: An Australian Government initiative.

Q1.1ABOUT YOUR PRACTICE

Main Practice Postcode:




Q1.2 How many GP's are in your practice?

Number of Full time GP's (0.9 and above FTE) (1)

Number of Part timé&GP's (2)

Q1.3 How many of the GP's are currently participating in teaching and at what level?

Number of GP's (1)

Medical students (1)

Interns (2)

GP Registrars (3)

Total number of GP's involved in teaching (4)



Q1.4 How many years has your practice been involved in teaching?

Q2.1ABOUTYOU

What is your gender?

Male (1)

Female (2)

Other / Nonbinary (3)

Q2.2 Role in your practice

Principal / Partner (1)

Independent contractor / Associate (2)

Other (please specify) (3)




Q23 How many years have you been teaching GP Registrars?

5 years or less (1)

6-10 years (2)

> 10 years (3)

Q2.4 How many hours do you work in clinical practice in a usual week?

Q3.1ABOUT REGISTRAR TEACHING IN YOUR PRACTICE

What percentage of gross billings does your practice typically pay registrars for regular hours (including

superannuation etc.) but excluding hospital hoursgkends and oftall?

N/A (1) % (1) Unsure (1)



Term 1 Registrar
(GPT/ICGT 1) (1)

Term 2 Registrar
(GPT/CGT 2) (2)

Term 3 Registrar
(GPTICGT 3) (3)

Term 4 Registrar
(GPT/CGT 4) (4)

Remediation Registrar

(5)

Q4.1ABOUT YOUR TEACHING OF GP REGISTRARS

This section relates tgour teaching of yourcurrent* or most recentGP Registrar(s)




*If you do not have a registrar placed with you currently, please cortfidéast semester in which you had one

or more registrars placed in your practice.

What level was the GP registrar(s) (select as many as apply)

Term 1 Registrar/s (GPT/CGT 1)-tiuk/part-time (1)

Term 2 Registrar/s (GPT/CGT 2)-thuié/part-time (2)

Term 3 Registrar/s (GPT/CGT 3)-timié/part-time (3)

Term 4 Registrar/s (GPT/CGT 4)-thulé/part-time (4)

Other (e.g. remediation) Registrar/s (5)

Q5.1Time spent on activities associated with teaching current/recent GP Registrars

, 2d2Q@0S AYRAOFUGUSR GKI O &2dz OdzNNEB yEFiek/i}dFerse esthaie NB O S

the amount of time spent on the following activities fost one registrar

Please indicate this registrar's FTE here:

€ 0.1(1)..1(11)

Q5.2In ateaching semesterhow much time do you spend on the following activities for this registrar:




Pre-placement activities

Such as: CV review, interviews, contract administration;pgieement rostering and preparation.

Hours per semester for you as GP Supervisor (1)

Q5.3Practice orientation
Such as: Clinical, cultural, educational, practice, community/health service orientation and other additional

support of new registrar (eg. observation, blocked off consultations).

(1)

Hours per semester for you as GP Supervisor

Hours per semdsr for your Practice nurse/s (2)

Q5.4Administrative activities
Such as: Practice agreements, RTO reporting, reimbursement forms; internal communication & training;
additional employment requirements; monitoring registrar needs & adjusting sugputtregistrasrelated

communications (RTOs/other).

Hours per semester for you as GP Supervisor (1)




Q5.5Upskilling
Such as: Supervisor workshops (preparation, attendance, travel time) and other eduedited to teaching

registrars.

Hours per semester for you as GP Supervisor (1)




Q5.6 In a usual teaching week, how much time do you spend on the folldiwety teaching activities:



Hours per week (11

Preparation timefor teaching e.g. reviewing

learning plans, planning for teaching (4)

Opportunistic or corridor teaching6)

All other supervision and teaching in the

practice(scheduled and atioc) (9)

Supervision and teaching outside the @mnic(on

call, inhospital, nursing home etc.) (7)

Other supervision activitie¢e.g. coaching,
mentoring, debriefing, advocating, consultatior

note reviews, prescribing investigations) (8)

Specialist teaching outside formal teachirfg.g.

procedual skills) (10)



Other assessment task®.g. multisource
feedback, observation and feedback, supervist

feedback reports etc.) (11)

Q6.1 How much time do you spend on periodic activities required for teaching such as

GPEXx/Collegaccreditationadministration for teaching registrars?

Hours per year for you as GP Supervisor (4)

Q7.1ABOUT CURRENT FINANCIAL SUPPORT FOR TEACHING GP REGISTRARS

Are you aware of the financial support provided to supervisors and practices from RTOs to support teaching GP

registrars?

Yes (1)

No (2)

Skip ToQ7.4 If ABOUT CURRENT FINANCIAL SUPPORT FOR TEACHING GP REGISTRARS Are you aware of th

support... = No



Display This Question:

If ABOUT CURRENT FINANCIAL SUPPORT FOR TEACHING GP REGISTRARS Are you aware of the financi

Q7.2How do you rate the adequacy of the current financial support that is paid for teaching GP registrars in your

practice?
Inadequate (1) 2) 3) 4) Adequate (5)
Practice

subsidy
(reqistrars) (1)

Teaching
allowance

(registrars) (2)

Q7.3 Do you have any comments related to your answers in the previous question?

Q7.4 Have you any suggestions on how the reimbursemenehfod GP registrar teaching could be improved?




Q7.5 Please feel free to provide any other comments which you think may be useful for this study:




Appendix 57 Practice manager questionnaire

Introduction

Practice Manager Survey

Thank you for clicking on the link to complete the survey for the financial costs & revenue associated with
G§SFOKAY3I Dt NBIAAGNINAQ &addzRe d

Further information on the study is available on the Participant information sheet which is available iog ditki

this link

Consent

By completing and submitting this questionnaire, | understand that | am consenting to participate in theehesea

| agree (1)


https://resources.gpex.com.au/gpex-resources/practice-manager-participant-information-sheet-cot/

Extended consent
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Yes (1) No (2)

(i) an extension of, or closely

related to, the original project:

(1)

(i) in the same general area of

research (eg GP teaching): (2

Instructions

Purpose of this questionnaire

The aim of this questionnaire is to gain information on the type of teaching and administrative activities
associated with teaching GP registrars in your practice and the time you spend on these activities. The
information gained from this survey will beed to inform the costnodelling of these activitieg he results from
this project will be shared broadly with the aim to inform future discussions regarding practice support for GP

training.

Management and Security of Data

The information thayou provide in this questionnaire is entirely confidential. Data will only be accessible to
project staff and results will only be reported in an aggregated format. At no time will identifiable individual data
be reported.

Consent

Your partigpation is voluntary and your consent to participate in this study is implied by the submission of this

questionnaire.



Instructions

This questionnaire has two main parts. The first part relates to information on your practice as a whole. The
second part relates to the teaching and the activities associated with this. The questionnaire should take
approximately 15 minutes to complete. If you have any queries, please do not hesitate to contact Taryn Elliott ph
(08) 8490 0400 or email: taryn.elli@gpex.com.au

This study is being undertaken by GPEX, in association with the University of Adelaide and GPSA. This research
project is supported by The Royal Australian College of General Practitioners with funding from the Australian

General Praatie Training Program: An Australian Government initiative.

Q1.1ABOUT YOUR PRACTICE

Main Practice Postcode:

Q1.2 How many GP's are in your practice?

Number of Full time GP's (0.9 and above FTE) (1)

Number of Part time GP's (2)




Q1.3 How many of the GRise currently participating in teaching and at what level?

Number of GP's (1)

Medical students (1)

Interns (2)

GP Registrars (3)

Total number of GP's involved in teaching (4)

Q1.4 How many years has your practice been involvéekiching?

Q2.1ABOUT YOU



What is your gender?

Male (1)

Female (2)

Other / Nonbinary (3)

Q2.2 How many years have ybeen supporting GP Registrars?

5 years or less (1)

6-10 years (2)

> 10 years (3)

Q3.1ABOUT REGISTRAR TEACHING IN YOUR PRACTICE

What percentage of gross billings does your practice typipafyregistrars for regular hours (including

superannuation etc.) but excluding hospital hours, weekends anchtifi



Unsure (1) % (1) N/A (1)

Term 1 Registrar
(GPT/ICGT 1) (1)

Term 2 Registrar
(GPT/CGT 2) (2)

Term 3 Registrar
(GPTICGT 3) (3)

Term 4 Registrar
(GPT/CGT 4) (4)

Remediation Registrar

(5)



Q4.1ABOUT YOUR SUPPORT OF GP REGISTRARS

This section relates tgour current* or most recentGP Registrars

*If you do not have a registrar placed with you currently, please consider the last semester in which you had one

or more registrars placed in your practice.

What level was the GP registrar(s) (select as many as apply)

Term 1 Registrar/s (GPT/CGT 1)-thulé/part-time (1)

Term 2 Registrar/s (GPT/CGT 2)-tiuké/part-time (2)

Term 3 Registrar/s (GPT/CGT 3)-thulé/part-time (3)

Term 4 Registrar/s (GPT/CGT 4)-timé/part-time (4)

Other (e.g. remediation) Regrar/s (5)

Q5.1Time spent on activities associated with teaching current / recent GP Registrars

You've indicated that you currently have/mastcently have had one or mof&glm://Field/1} .

Please estimate the amount of time spent on the following activitieguisirone reqistrar

Please indicate this registrar's FTE here:

€ 01(2)..1(11)



Q5.2 In a teaching semester, how much tineeydu (or your delegate)’spend on the following activities for this
registrar:
*We understand that in some practices these tasks may be delegated by the practice manager to other members

of the practice teanplease also include this time.

Preplacement activities

Such as: CV review, interviews, contract administrationpteieement rostering and preparation.

Hours per semester (1)

Q5.3Practice orientation
Such as: Clinical, cultural, educational, practice (eg. systems, billing, HR) community/health service orientation

and other additional support of new registrar/s.

(1)

Hours per semester for you (1)

Hours per semester for your Practice nurse/s (.



Q5.4Administrative activities
Such as: Practice agreements, RTO reporting, reimbursement forms; internal communication and training;
additional employment requirements; monitoring registrar needs and adjusting support and regedased

communtations (RTOs/other).

Hours per semester (1)

Q5.5Upskilling
Such as: Practice manager workshops (preparation, attendance, travel time) and other education related to

supporting registrars

Hours persemester (1)

Q5.6Teaching and assessment activities

Such as: Completion of assessment activities required by the RTO (egsautde feedback).

Hours per semester (1)

Q6.1 How much time do you spend on periodic activities required for teaching such as

GPEXx/Collegeccreditationfor teaching registrars?

Hours per year (1)




Q7.1ABOUT CURRENT FINANCIAL SUPPORT FOR TEACHING GP REGISTRARS

Are you aware of the financial support provided to supervisors and practices from RTOs to support teaching GP

registrars?

Yes (1)

No (2)

Skip To: Q7.4 If ABOUT CURRENT FINANCIAL SUPPORT FOR TEACHING GP REGISTRARS Are you aware of t
support... = No

Display This Question:
If ABOUT CURRENT FINANCIAL SUPPORT FOR TEACHING GP REGISTRARS Are you aabsamidhe finafes

Q7.2 How do you rate the adequacy of the current financial support that is paid for teaching GP registrars in your

practice? (please select the appropriate answer)
Inadequate (1) (2) 3) 4) Adequate (5)
Practice

subsidy
(registrars) (1)

Teaching
allowance

(registrars) (2)

Q7.3 Do you have any comments related to your answers in the previous question?




Q7.4 Have you any suggestions on how the reimbursement model for GP registrar teaching could be improved?

Q7.5 Please feel free to provide any other comments which you thinkomaggeful for this study:




Appendix 6¢Stakeholder Group data collection

STAKEHOLDER DATA

Introduction

To determine the costs and revenue generated by teaching GP registrars, we need to collect data that will be used to inform the costing model used

in the Cost of Teaching Study. T h e S t StedringdGroup and Working group, identified the variables needed for the study and also the method to

be used for calculating key variables. Some of the data has been collected through an Australia wide survey of GP Supervisors, but other data will be

collected from a sample of practices which will be used to calculate particular variables.

All the data we collect will remain confidential and used in formulate key variables based on data collected from the survey. No individual data will be

used only aggregated means.

We are asking you to collect data from your practice for four areas:

)l
)l
)l

T

GP hourly wage rate
GP registrar hourly wage rate
Practice manager hourly wage rate

GP Practice nurse hourly wage rate

For each area, we explain the reason we need this information, what is to be collected and where necessary, instructions on how to obtain this data.

Once you have obtained the data you enter it on the tables in the attached data collection sheet.

For some of the data, we are asking for data that reflects a usual practice week in the last two months.



| NSTRUCTI ONS

1. GP hourly wage rate

To cost the time a GP Supervisor spends on activities associated with teaching GP registrars, we need to assign a $ value to their time i that is an
hourly wage rate.

Data to be collected

GP billings and number of patients seen over a 4 week period.

Instructions

For up to five GPs in the practice you will need to record the number of patients seen by each GP and the billings generated for these patients for a 4

week period. Record the results on the Table 1 below

In selecting the 4 weeks, please use a period that reflects your usual in practice consulting and note a period when on leave or away from the practice

or conducting high through put activities such as immunisation clinics.



STAKEHOLDER DATA COLLECTION SHEET

Table 1: GP hourly wage rate data recording sheet

GPin Role in practice GP Number of Week 1 Week 2 Week 3 Week 4 % of
practice Supervisor sessions billings
per week Total Total Total Total Total Total Total Total retained
Patients | Billings | Patients Billings Patients | Billings | Patients Billings by GP
seen seen seen seen
GP1 ] Principal/Partner []Yes
Independent
L1 Indep [ No
contractor/Associate
[JOt her ééééé
GP2 ] Principal/Partner [ Yes
Independent
L1 indep [ No
contractor/Associate
[JOt her ééééé
GP 3 [ Principal/Partner [ Yes
Independent
L1 indep [ No
contractor/Associate
[JOt her ééeééé
GP4 [ Principal/Partner ] Yes




[J Independent
contractor/Associate

[ No

GP5

[ Principal/Partner

[ Independent

contractor/Associate

] Yes

[ No




STAKEHOLDER DATA COLLECTION SHEET

2. GP Registrar hourly wage rate

To determine the revenue generated for the practice by a Registrar, we need to determine an hourly wage rate for GP Registrars.

Data to be collected
GP Registrar billings and number of patients seen over a 4 week period.

Instructions

For each GP Registrar currently in your practice, you will need to record the number of patients seen by each GP Registrars and the billings

generated for these patients for a 4 week period. Record the results on the Table 2 below.

In selecting the 4 weeks, please use a period that reflects your usual in practice consulting and note a period when on leave or away from the practice

or conducting high through put activities such as immunisation clinics.

Table 2: GP Registrar hourly wage rate data recording sheet

Registrar GP Registrar level Number of Week 1 Week 2 Week 3 Week 4 % of
sessions billings
per week Total Total Total Total Total Total Total Total retained

Patients | Billings | Patients Billings Patients | Billings | Patients Billings by the
seen seen seen seen Registrar

GP Registrar [] Term 1 Registrar (GPT1/CGT1)

1 [] Term 2 Registrar (GPT2/CGT2)

[J Term 3 Registrar (GPT3/CGT3)




[] Term 4 Registrar (GPT4/CGT4) or
above

[J Remediation Registrar

GP Registrar
2

[ ] Term 1 Registrar (GPT1/CGT1)
] Term 2 Registrar (GPT2/CGT2)
[] Term 3 Registrar (GPT3/CGT3)

[] Term 4 Registrar (GPT4/CGTA4) or
above

[J Remediation Registrar

GP Reqgistrar
3

[ ] Term 1 Registrar (GPT1/CGT1)
[] Term 2 Registrar (GPT2/CGT2)
[] Term 3 Registrar (GPT3/CGT3)

[] Term 4 Registrar (GPT4/CGTA4) or

above

[[] Remediation Registrar

GP Reqgistrar
4

[ ] Term 1 Registrar (GPT1/CGT1)
[] Term 2 Registrar (GPT2/CGT2)
[] Term 3 Registrar (GPT3/CGT3)

[] Term 4 Registrar (GPT4/CGTA4) or
above

[] Remediation Registrar

GP Registrar
5

[] Term 1 Registrar (GPT1/CGT1)

[] Term 2 Registrar (GPT2/CGT2)




[] Term 3 Registrar (GPT3/CGT3)

[] Term 4 Registrar (GPT4/CGT4) or

above

[] Remediation Registrar




STAKEHOLDER DATA COLLECTION SHEET
3. Practice manager hourly wage rate and GP nurse hourly wage rate
In addition to the time GP Supervisors spend on teaching activities, Practice managers undertake several administrative activities related to GP

registrar teaching. Practice Nurses also have role in the teaching of GP registrar. We need to include this work in included in our costing model

and so we need to assign a $ value to their time 7 that is an hourly wage rate.
Data to be collected
Practice manager and GP Nurse base hourly rates (do not use casual rates) used in your practice

Record the results on Table 3 below.

Table 3: Practice manager hourly wage rate and GP nurse
hourly wage rate recording sheet

Position Level Hourly rate
Practice manager n/a
GP Nurse 1 [ 1 Enrolled

[] Registered

GP Nurse 2 [] Enrolled

[] Registered




Appendix 7¢ Bootstrapped estimated means for teaching activities

Table28: Bootstrapped weighted mean timeper semester on teaching activities by training levelgld all locations- 95% Cls

Activities GPT1 GPT2 GPT3 GPT4
Mean 95% Cls Mean 95% Cls Mean 95% Cls Mean 95% Cls

Pre-placement & GP Supervisors 24.5 16.1-35.4 16.0 11.7-21.5 14.9 9.5-21.4 13.2 8.6-20.0
orientation activities

Practice managers 36.6 24.0-52.3 24.4 15.6-34.8 16.4 10.4-24.3 19.8 14.0-27.7

Practice Nurses 12.2 7.2-18.6 14.1 7.1-23.5 7.4 3.6-12.2 9.2 5.3-14.4
Direct teaching GP Supervisors 145.1- 123.6-
activities 191.2 152.8-234.8 | 181.8 224.7 181.1 252.8 125.2 | 96.4-158.6
Assessment GP Supervisors 24.3 17.1-34.0 37.0 18.8-87.3 30.9 19.0-47.1 28.8 16.7-44.5
activities

Practice managers 10.3 7.0-13.8 20.6 8.7-38.7 16.3 6.2-28.7 8.4 55-11.6
Administrative GP Supervisors 18.3 9.6-31.8 16.5 10.1-25.1 18.5 12.3-26.1 9.5 7.0-12.6
activities

Practice managers 50.8 16.3-115.5 49.4 20.5-87.9 43.9 17.8-79.1 27.5 13.8-48.5
Teacher up-skilling GP Supervisors 10.7 8.7-13.0 13.5 10.0-18.1 9.6 8.0-11.4 7.6 6.2-9.2

Practice managers 7.4 2.0-14.6 11.2 8.5-14.5 8.8 6.7-11.0 9.9 7.6-12.3




Table29: Bootstrapped weighted mean times per semester on teaching activities by training levdis urban locations- 95% Cls

Activities GPT1 GPT2 GPT3 GPT4
Mean 95% Cls Mean 95% Cls Mean 95% Cls Mean 95% Cls

Pre-placement & GP Supervisors 29.4 13.9-47.6 9.4 6.1-13.2 12.2 6.8-20.4 8.9 5.7-13.0
orientation activities

Practice managers 36.8 16.1-65.5 22.3 11.1-35.7 10.2 5.8-15.9 14.7 9.3-21.2

Practice Nurses 11.6 4.5-22.3 15.6 4.3-33.4 3.9 1.8-6.8 7.3 3.-11.8
Direct teaching GP Supervisors 106.9- 118.2-
activities 255.0 203.6-312.2 | 135.3 165.2 1455 174.4 90.1 | 63.0-120.6
Assessment GP Supervisors 33.0 21.6-48.6 48.1 15.3-106.8 234 16.8-29.8 15.2 7.0-24.5
activities

Practice managers 12.7 7.2-18.5 8.0 4.9-12.6 14.3 4.9-27.3 8.8 4.7-13.8
Administrative GP Supervisors 25.9 11.5-49.1 16.5 6.7-31.6 15.7 9.5-22.2 9.4 5.3-14.7
activities

Practice managers 29.1 14.8-50.0 29.0 14.8-46.8 23.8 13.1-38.4 16.8 9.3-25.3
Teacher up-skilling GP Supervisors 12.0 9.5-15.0 9.6 7.5-12.0 9.5 7.4-11.6 7.9 5.7-10.9

Practice managers 6.9 5.0-8.9 8.5 6.3-11.1 8.3 6.0-10.8 9.4 6.6-12.4




Table30: Bootstrapped weighted mean times per semester @aching activities by training levels-4¢ rural locations- 95% Cls

Activities GPT1 GPT2 GPT3 GPT4
Mean 95% Cls Mean 95% Cls Mean 95% Cls Mean 95% Cls

Pre-placement & GP Supervisors 19.6 14.0-26.2 21.0 14.6-26.2 18.2 10.2-27.9 17.7 8.9-28.9
orientation activities

Practice managers 36.3 20.954.8 26.4 14.2-39.8 20.0 11.2-33.0 25.6 14.0-39.5

Practice Nurses 12.5 7.2-20.5 12.7 6.5-21.4 9.7 4.0-17.8 12.0 5.6-21.0
Direct teaching GP Supervisors 152.7- 110.8-
activities 127.3 89.8-171.6 218.1 296.1 237.5 | 101.5-49.0 | 152.3 206.2
Assessment GP Supervisors 15.5 9.7-21.2 29.1 15.5-46.4 41.5 12.2-77.8 37.9 19.3-61.6
activities

Practice managers 9.1 54.-14.0 32.7 10.6-65.0 15.8 4.5-35.2 7.8 5.1-10.9
Administrative GP Supervisors 10.4 4.6-20.2 16.5 10.6-23.3 22.4 11.6-36.9 9.7 6.6-13.0
activities

Practice managers 61.7 12.7-151.6 67.9 19.0-132.4 | 57.6 | 16.5-117.8 | 42.7 13.4-88.0
Teacher up-skilling GP Supervisors 9.3 6.7-12.8 16.3 10.4-23.7 9.8 7.4-12.8 7.3 5.6-9.0

Practice managers 11.9 8.0-16.6 13.5 9.1-18.9 9.1 6.4-12.0 10.7 6.7-15.4




Appendix8 ¢ Sensitivity analysig urban and rural practices

Table31: Sensitivity analysis by training level per semestgprices ($), urban locations

COSTS GPT1 GPT2 GPT3 GPT4

BASE MODEL
Total revenue 72129 60241 62738 61362
Total costs 135024 99641 80077 62661
Net financial effect -62895 -39400 -17339 -1300

SCENARIO 171 30%

INCREASE GPS HOURLY

RATE
Total revenue 72129 60241 62738 61362
Total costs 161102 115795 95240 72670
Net financial effect -88972 -55554 -32502 -11308
Sensitivity (% difference
between base model NFE 41.5% 41.0% 87.5% 770.1%
and scenario 1 NFE)

SCENARIO 27 40%

INCREASE GPS HOURLY

RATE
Total revenue 72129 60241 62738 61362
Total costs 169794 121180 100295 76006
Net financial effect -97665 -60939 -37557 -14644




Sensitivity (% difference

between base model NFE 55.3% 54.7% 116.6% 1026.9%
and scenario 2 NFE)
NFE= Net financial effect
Table32: Sensitivity analysis by training level per semesteprices ($), rural locations
COSTS GPT1 GPT2 GPT3 GPT4
BASE MODEL
Total revenue 72129 60241 62738 61362
Total costs 110328 138554 126985 103322
Net financial effect -38199 -78313 -64247 -41961
SCENARIO 171 30%
INCREASE GPS HOURLY
RATE
Total revenue 72129 60241 62738 61362
Total costs 124784 160762 150823 120296
Net financial effect -52655 -100521 -88085 -58935
Sensitivity (% difference
between base model NFE 37.8% 28.4% 37.1% 40.5%
and scenario 1 NFE)
SCENARIO 271 40%
INCREASE GPS HOURLY
RATE
Total revenue 72129 60241 62738 61362




Total costs 129603 168164 158769 125954
Net financial effect -57474 -107923 -96031 -64593
Sensitivity (% difference

between base model NFE 50.5% 37.8% 49.5% 53.9%

and scenario 2 NFE)

NFE= Net financial effect




