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Leading the rebirth of the rural obstetrician
Abstract 
Objectives: To understand the factors influencing the decisions of rural general 
practitioners and GP registrars to practise obstetrics, and to understand the 
impact on these decisions of an innovative obstetric training and support 
program in the Gippsland region of Victoria.

Design, setting and participants: Qualitative approach using semistructured 
interviews conducted in July and August 2013 and inductive content analysis. 
Participants were identified from training records over the previous 5 years for 
the Gippsland GP obstetric training and support program. Two questions were 
posed during interviews: What challenges face rural GPs in practising obstetrics? 
What impact has the Gippsland GP obstetric program had on GP obstetric 
career decisions? 

Results: Of 60 people invited to participate, 22 agreed. Interviews ranged 
in duration from 40 to 90 minutes. The major themes that emerged on the 
challenges facing rural GPs in practising obstetrics were isolation, work–life 
balance and safety. The major themes that emerged on the impact of the 
Gippsland GP obstetric program were professional support, structured training 
and effective leadership.

Conclusion: Rural GP obstetricians are challenged by isolation, the impact of 
their job on work–life balance, and safety. The support, training and leadership 
offered by the Gippsland expanded obstetric training program helped doctors to 
deal with these challenges. The Gippsland model of training offers a template 
for GP obstetric procedural training programs for other rural settings.

I
n 2002, 30% of all Australian births 
occurred in non-metropolitan hos-
pitals, and 57% of these hospitals 

did not provide specialist obstetric 
cover.1 Antenatal care led by general 
practitioner obstetricians is offered 
in 50% of South Australian and 
Victorian public hospitals and is the 
only public sector model in most non-
metropolitan hospitals.2 GP obstet-
ric care has been shown to provide 
safe care for pregnant women at low 
risk of complications, and access to 
such services in rural Australia is 
essential.3-8

A looming crisis in the provision of 
rural obstetric services in Australia 
was identified in 2007.9 An important 
study of survey data from 2003 report-
ed that Victorian GPs were becoming 
less likely to provide obstetric man-
agement and that half of the existing 
GP obstetricians intended to cease 
practising in the next 5–7 years. In 
addition, they found that 71% of GPs 
who completed a Diploma of the Royal 
Australian and New Zealand College 
of Obstetricians and Gynaecologists 
(DRANZCOG) did not then go on to 
practise independent procedural gen-
eral practice obstetrics.9

Factors contributing to the fore-
cast deficit in GP obstetric services 
included a rise in specialisation, 
centralisation of services, concerns 
regarding indemnity and litigation, 
rural workload and difficulty main-
taining competence.9,10-13 The problem 
of maintaining competence in rural 
environments has been compounded 
by reported difficulties in accessing 
appropriate locum coverage to allow 
attendance at upskilling courses, in 
addition to the time and travel re-
quired to participate.10

The impending shortage of GP 
obstetricians and the need for strat-
egies to train, retrain and retain GP 
obstetricians in rural practice have 
been the integral considerations in 
developing a comprehensive training 
and support program offered in the 
Gippsland region of rural Victoria. 
The Gippsland region lies east of 
Melbourne, covering a land mass of 
41 524 square kilometres, and has a 

population of around 240 000.14 The 
program by Southern GP Training 
(SGPT) combines training for reg-
istrars and upskilling of GP obste-
tricians with strategies aimed at 
overcoming the professional isola-
tion confronting rural GP obstetri-
cians. The program (outlined in the 
Appendix; online at mja.com.au) 
expanded registrar training at the 
larger regional (specialist-led) units 
to include a 3-month rotation on se-
condment to a metropolitan hospi-
tal. Further training was extended 
to include a state government-funded 
6- or 12-month placement in a GP-led 
obstetric practice (bridging post) with 
secondments to larger centres; provi-
sion of a clear, individualised post-
diploma pathway with supported 
placement in a GP-led, community-
based obstetric practice; continued 
professional development; upskilling 
of existing GP obstetricians through 
the DRANZCOG Advanced qualifi-
cation, which includes competence 
in performing caesarean sections; 
regular GP obstetrician meeting days 
attended by both registrars and prac-
tising GP obstetricians; specialist-led 
support and mentoring through a 
regular email forum; and special-
ist involvement in subregional GP 

perinatal education and morbidity 
meetings. In this way, the model 
provides a supported transition from 
specialist-led hospital obstetric units 
to GP-led, community-based obstetric 
services and integrates this with sup-
port for practising GP obstetricians.

The program is continuing to 
evolve, with new developments such 
as rotations to the Northern Territory 
and Pacific islands,15 to enrich the ex-
perience of the trainees. The imple-
mentation of this program has been 
matched by a period of recovery for 
Gippsland maternity services with 
an increase from 31 GP obstetricians 
in 2007 to 39 in 2013, including an 
increase from 10 to 23 conducting 
caesarean sections. This represents 
a reversal of the pre-existing trend 
in service closures.9,16 Of the 39 cur-
rently practising GP obstetricians, 18 
received their training in the SGPT 
Gippsland obstetric training pro-
gram.17 Another three trainees went 
on to practise GP obstetrics else-
where, meaning that 21/33 program 
graduands were active in procedural 
practice.17

Recent government initiatives have 
supported GP obstetricians through 
funding professional development, 
incentive payments for upskilling, 
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annual incentives for continuing GP 
obstetric practice and indemnity in-
surance support. These developments 
have removed some of the structural 
disincentives identified as barriers to 
procedural obstetric practice.

The aims of our study were to 
understand the factors influencing 
the decisions of rural GPs and GP 
registrars to practise obstetrics, and 
to understand the impact of this in-
novative GP obstetric training and 
support program on these decisions.

Methods

Our research was conducted in 
Gippsland in July and August 2013. 
Within the region, there are three 
specialist regional centres that offer 
a GP-led model of obstetrics, and five 
hospitals with GP-led services only, 
all with the facilities for caesarean 
sections.

Participants were identified from 
training records and the GP database 
of the past 5 years for the SGPT GP 
obstetrician and registrar training 
and support program. Letters of in-
vitation, explanatory statements and 
consent forms were sent to potential 
participants.

We adopted a qualitative approach 
using semistructured face-to-face in-
terviews.18-20 The research questions 
examined were:
• What challenges face rural GPs in 

practising obstetrics?

• What impact has the Gippsland 
GP obstetric program had on GP 
obstetric career decisions?

A three-stage framework method 
of data analysis (data display, data 
reduction and data interpretation) 
was applied,21 and measures were 
employed to augment the validity 
and reliability of this research. To 
ensure correct and detailed collection 
of participants’ experience and views, 
all interviews were audiotaped, 
and copies of the transcripts were 
provided to participants to check 
for accuracy. Recorded interviews 
were analysed by two researchers 
for credibility and validation of the 
analysis. Analysis of the transcripts, 
once uploaded into NVivo 10 (QSR 
International), was conducted in-
dependently by two researchers to 
check interrater reliability of the 
emerging themes.

Ethics approval was obtained 
from the Monash University Human 
Research Ethics Committee for this 
research.

Results

Of the 60 potential participants con-
tacted, 22 agreed to take part. The 
sample included registrars, GPs who 
were upskilling and established GP 
obstetricians who supported regis-
trars in training. Interviews ranged 
from 40 to 90 minutes in duration.

Six major themes emerged: isola-
tion, work–life balance, safety, profes-
sional support, structured training 
pathway and effective leadership.

The first three themes relate par-
ticularly to the first research question.

The theme of isolation included the 
subthemes of distance from special-
ist services, access to assistance, and 
access to professional development. 
The challenge of isolation came with 
the awareness that it was critical to 
have the confidence and competence 
to handle difficult situations and that 
access to assistance and advice was 
important. When experienced GPs 
talked about the impact of isolation, 
their comments were focused on 
managing a situation, often in the 
context of access to assistance from 
a local team.

Neonatal Emergency Transfer 
Service (NETS) can come down, 
[but due to] the weather, it may 
be several hours before they can 
... the GPs rally around and can 
keep working on the babies, in-
tubate them, and keep breath-
ing for them. It is not ideal, 
but it works well most times. 
(Participant t)

Comments about isolation from 
registrars and GPs who were at an 
earlier career stage focused on how 
access to assistance with the guidance 
and information available through 
the SGPT program ameliorated this 
isolation.

I’ve got someone to call on at the 
drop of a hat if I am out of my 
depth at any point, even if it’s 
just for advice over the phone. 
(Participant e)

The theme of work–life balance 
included the subthemes of impact of 
after-hours call out, the demands of 
emergency situations, dealing with 

scheduled patients at the clinic after 
being at deliveries during the night, 
and family commitments.

Obstetrics interrupts the rest 
of life, both clinical, family 
life, and sleep. You know to 
be woken up in the middle of 
the night ... isn’t a particularly 
pleasant thing, and try getting 
back to sleep after all the excite-
ment. (Participant g)

Being part of a team of GP obstetri-
cians assisted in achieving an accept-
able work–life balance.

The theme of safety was mentioned 
more often by doctors who were at an 
early point on their career trajectory. 
This theme included the subthemes 
of patient safety and practitioner 
safety.  Patient safety was related 
to backup and competence, while 
practitioner safety was about feeling 
supported and having confidence in 
dealing with the unknown. The SGPT 
Gippsland program was seen to con-
tribute to improving safety.

Because (obstetrics) is a high-
risk area and people burn out. 
They [SGPT] don’t want us hav-
ing disastrous situations when 
we are junior. (Participant a)

The second three themes —profes-
sional support, structured training 
pathway and effective leadership — 
relate particularly to the second re-
search question. Professional support 
was mentioned by all 22 participants. 
Participants from all groups within 
the cohort commented on the quality 
and availability of professional sup-
port within the Gippsland program. 
This theme included the subthemes 
of professional backup, professional 
networks and a respectful learning 
culture. With regard to professional 
backup, the availability of backup 
from specialists was described as 
timely and appropriate, as nominated 
mentors assisted with advice on prac-
tice in the clinic, and teams were built 
to support the training experience. 
Doctors in training and doctors in 
independent practice perceived they 
were well supported professionally.

When you are training you 
are always first on call, which 
is fantastic because you have 
to deal with everything that 
walks in the door. But you are 
paired with a consultant on the 
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day. You basically run your as-
sessment with them and see if 
they are happy with your plan, 
and for any instrumental de-
liveries or complicated issues 
you contact them to come in. 
So, it is very well supported. 
(Participant d)

Involvement in the Gippsland pro-
gram made available both formal 
and informal professional networks 
to participants. The professional 
networks provided an environment 
where people at all stages of their 
career received support and timely, 
up-to-date information. Regular 
professional development opportu-
nities were a valuable component, 
strengthening these networks and 
providing opportunities to reflect on 
best practice.

Ongoing professional develop-
ment offered is fantastic, as it 
keeps you abreast of new de-
velopments as well as provides 
an opportunity for professional 
networking. (Participant v)

A respectful learning culture with 
an emphasis on empowering and en-
abling participants was an important 
component of professional support.

Respect is a huge factor; the 
leaders in the program lead 
by example and are very in-
clusive and respectful of indi-
viduals’ experience and needs. 
(Participant u)

The structured training pathway 
theme emerged as an important com-
ponent of the Gippsland GP obstetric 
program. This included the sub-
themes of community-based bridg-
ing posts for registrars; secondment 
for additional experience; and con-
tinuous professional development. 
Registrars rated the bridging posts 
as critical to offering a safe transition.

I think it is about fostering 
supported practice and this 
is a particular time of vulner-
ability in terms of support ... the 
movement from hospital-based 
practice to being a new person 
in community-based practice. 
(Participant g)

The theme of effective leadership 
was apparent across all interviews. 
There was clearly the perception 
of supportive, knowledgeable and 

respectful leadership within the 
program, and this was highly valued.

They are definitely good men-
tors and good role models and 
that is part of the reason ... to 
want to keep going with this 
pathway. (Participant f)

Discussion

The themes of isolation, work–life bal-
ance and safety for the practitioners 
and patients emerged in our study as 
substantial challenges for rural GPs 
in practising obstetrics. These find-
ings are consistent with the findings 
of other researchers who have stud-
ied the challenges of rural and remote 
medical practice more broadly.22,23 
Work–life balance is particularly 
important for sustainable practice24 
and is vulnerable to the demands of 
isolated obstetric practice. Our study 
indicates that the Gippsland GP ob-
stetric program has contributed to a 
recovery and retention of maternity 
units in Gippsland founded on its 
success in helping doctors deal with 
these challenges.

Participants found the obstetric 
program to be professionally sup-
portive, with meaningful backup, 
advice and support of professional 
development. The program has also 
been instrumental in building and 
supporting professional networks. 
Reliable, relevant backup and advice 
ameliorates isolation and enhances 
patient and practitioner safety. 
Professional networks remove isola-
tion and enable cooperative roster-
ing, which is a means to improving 
work–life balance. In this way, the 
SGPT Gippsland GP obstetric pro-
gram would seem to have become 
fundamental for sustaining GP ob-
stetric practice in Gippsland.

Our study suggests that the struc-
ture of the Gippsland GP obstetric 
training enables its trainees to con-
tinue into active, independent proce-
dural obstetric practice. The bridging 
post after the primary training was 
highly valued. A large decrease in 
use of procedural skills 1 year after 
their primary procedural training 
has been reported previously.9,25 
Supported transition after comple-
tion of hospital-based training has 
been found to be an important factor 
influencing recently qualified GPs 

to continue into independent proce-
dural practice.25 Structured, respect-
ful clinical supervision by senior role 
models is vital to effective postgradu-
ate medical education,26 with the su-
pervision relationship being shown 
to be more important than the super-
vision method.27

Leadership was clearly a major fac-
tor in the impact and success of the 
SGPT Gippsland GP obstetric pro-
gram. This leadership was provided 
by committed specialist obstetricians 
and active GP obstetricians.

There was a notable absence in the 
data of mention of financial disin-
centives to practising GP obstetrics. 
This suggests that disincentives iden-
tified previously1 have been largely 
removed by recent government initia-
tives in this area.

This study was conducted in a 
particular geographic area, so trans-
ferability of the results cannot be as-
sumed. In particular, this program 
was introduced where a shortage of 
GP obstetricians was forecast but not 
yet apparent. The participation of GP 
obstetricians was key to the success 
of the program. Therefore, this pro-
gram design may not be as effective 
where GP obstetrician shortages al-
ready exist. However, themes such as 
isolation, safety and leadership are 
likely to be relevant in most rural 
settings, and the strength of these 
themes across the different practi-
tioner groupings and towns suggests 
that the findings are generalisable. 
The stratified sampling method used 
was a strength of the study.

Our study also suggests that the 
Gippsland GP obstetric program has 
had a substantial impact on trainees 
continuing into active obstetric prac-
tice and on GP obstetricians continu-
ing in their obstetric practice. This 
innovative program was made pos-
sible by state and federal government 
funding, the support of local and 
metropolitan hospitals, and owner-
ship by both specialist and GP obste-
tricians. Leadership, organisational 
support and administrative support 
by SGPT have provided the scaffold-
ing for the program. Key features of 
this training include a supported 
transition into community-based GP 
obstetrics; adequate clinical exposure 
through secondments; a culture sup-
portive of GP obstetrics; building and 
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sustaining professional support net-
works; and inspirational leadership. 
The increase in numbers of practising 
GP obstetricians has enabled more 
acceptable rosters and greater flex-
ibility in accommodating personal 
commitments. These key features 
should be foundational considera-
tions in replicating this successful 
model elsewhere.
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