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Abstract 
Aspiring to become a surgeon is said to be akin to following a calling91 or realising a 

dream. However, passion for achieving this goal is not enough to guarantee a future as 

a surgeon. There are many occasions along the journey of a surgical aspirant at which 

the candidate is evaluated to determine whether he or she is meeting the standards of 

this profession, in other words, whether the aspirant is ‘making the cut’. 

Of crucial importance is surgical education.  

In Australia and New Zealand, surgical education comes under the governance of 

RACS. For a recently graduated local doctor the pathway to becoming a surgeon is via 

successfully completing the RACS Surgical Education and Training (SET) program. 

The College’s stated aim is to conduct “selection, training and assessment to ensure 

that surgical trainees become competent surgeons who provide safe, comprehensive 

surgical care of the highest standard to the communities we serve”.1 

It is beyond argument that the first step towards successfully completing SET is being 

accepted into the training program. This raises the Selection Process to a status of 

unsurpassed importance.  

In recent years, there has been informal discussion around what is perceived to be 

shortfalls in the selection process. An application for acceptance into SET occurs after 

the completion of a Medical Degree and a period of prevocational training as a service 

registrar in a hospital. It is important to note that in the years leading up to an 

application for surgical training an aspirant is not under the jurisdiction of RACS, but 

rather is under the jurisdiction of their employing hospital. Thus at the time aspirants 

apply for SET their skill levels may vary considerably through no fault of their own. 

Success, or otherwise, in the application process has life-changing implications for a 

surgical aspirant. It is important to know whether aspirants perceive the Selection 

Process to be fair and equitable. There are documented criteria of skills development 

that may, or may not, have been prioritised by their employing hospital in the face of 

overextended service needs. Arguably more worrying, is whether there is a perception 

of the existence of undocumented beliefs that may, or may not, result in a biased 

assessment of the suitability of the aspirant to join the surgical profession.   

It is important to know whether surgical aspirants perceive that they will be given a fair 

chance to succeed in the quest for a surgical training place. If they perceive that ‘the 

cards are stacked against them’, they may self-select out rather than risk failure. If so, 

the future surgical workforce will be deprived of otherwise suitable, even good, 
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candidates and may be less able to meet the RACS aim of providing ‘surgical care of 

the highest standard’.  

Aim: The aim of this study was to ascertain the views of service registrars seeking to 

advance in their career path towards becoming a surgeon.  In particular, whether they 

sense an open playing field in the SET selection process or whether they perceive 

unreasonable or irrelevant barriers may affect the outcome of the intake process.  

Method: A mixed method study involving both quantitative and qualitative approaches 

was undertaken. Junior doctors were asked to respond to direct questions and were 

also given the opportunity to provide free-text comments. The survey was distributed to 

140 Prevocational Surgical Registrars and 132 responses were returned. The title of 

the survey was ‘SET – how to make the cut’ and the response rate of 94% is thought to 

have signified a high level of interest in this topic. 

The study sought to gain the following insights:  

1. Is there perceived organisational support available to surgical aspirants? 

2. Is there an employer-initiated well-being program for the surgical aspirants? 

3. Is there a perceived work-life balance among the surgical aspirants? 

4. Is there a perception of barriers to surgical intake among the surgical aspirants? 

Results: The responses from the participants confirmed factors identified during the 

literature review. Although there was some degree of variation in responses to the 

questions, respondents generally recorded negative views of the experiences 

encountered by surgical aspirants.  

In relation to the perception or otherwise of organisational support, 67% felt that their 

employing hospital did not allow them adequate theatre time; although around half the 

respondents were aware of the existence of employer-initiated well-being programs 

some felt wary that accessing such programs would have negative consequences in 

the future; with respect to work-life balance, 60% identified a poor work-life balance; 

finally, regarding the perception of barriers, 92% of respondents affirmed their belief 

that there were barriers, either documented or undocumented, in the intake process.  

Conclusions: The above results provide confirmation of the existence of fears of 

inequity. Moreover, the responses from the quantitative approach and the qualitative 

approach aligned to reveal worrying trends. The study has provided a framework 

through which to interrogate organisational cultural, the degree of holistic support, the 

commitment to merit-based entry and equality of opportunity for surgical aspirants.  
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Chapter One: Introduction 
 

Becoming a surgeon is a journey and should not be thought of as a one-off event. 

There are many occasions in the journey of a surgical aspirant at which the candidate 

is evaluated to determine whether he or she is meeting the high standards required in 

this profession, in other words, whether the aspirant is ‘making the cut’.  After gaining 

entry to, and successfully completing, Medical School, a surgical aspirant must spend 

time in a hospital service position and meet the variable requirements of that employer. 

After completing the loosely structured pre-vocational phase, the surgical aspirant must 

engage in a competitive selection process for one of the highly sought-after training 

places in the specialty of their choice.  

In Australia and New Zealand, entry into surgical training comes under the governance 

of the Royal Australasian College of Surgeons (RACS).  It is acknowledged that the 

practice and pedagogy of surgical training has been through many iterations over the 

years, the current standard is now via the successful completion of the Surgical 

Education and Training (SET) program. Surgical aspirants know that securing a SET 

training place is of paramount importance, but they also know that the chances of 

success are slim - the number of applicants will far exceed the number of training 

places offered. According to RACS, a total of 892 applications for the 2021 SET intake 

were received by the surgical specialties in 2020. From these applications 244 offers 

(included deferred offers) were made. A success rate of only 27% makes for a fraught 

view of any perceived deficiencies in the selection process.2  

Over time, surgical training has become an increasingly expensive and time-consuming 

exercise. There is a need to ensure the utmost quality of the upcoming surgical 

workforce and this aim must be underpinned by the integrity of RACS processes 

regarding selection, training, and assessment. 

The scope of surgical practice has widened dramatically over the centuries and in 

response the profession has come to value a wider range of qualities in the surgical 

practitioner. Factors such as the increasing complexity of diseases and diagnoses, 

decreasing working hours and increasing adoption of technology have resulted in a 

dramatic expansion of the skillset required of a surgeon. For a surgical training 

program to be valuable it should be borne of necessity and be developed through 

extensive research, discussion, and consensus to ensure the selected trainees are 

capable of providing high-quality care throughout their professional lives. With surgery 

being an evolving science with many variables, it is difficult to streamline this process 

into rigid frameworks that find the right trainees and provide them with the proper 
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training to ensure they serve their patients as well as, or better than, the surgical 

professionals who came before them. It is understandable that the scope of surgical 

training will require modernisation to keep up with the era, generation, culture, and 

social emphasis of each new period. The cultural changes of valuing diversity, 

promoting inclusivity, and overcoming barriers are welcome developments. However, 

through all the changes, it is crucial to ensure that the quality of care is never 

compromised. Moreover, surgical aspirants need to retain confidence in the processes 

of the system in order to sustain motivation for the provision of, at-times exhausting 

levels of service. 

 

1.1 Medical career pathways in Australasia 

In Australia medical education moves through the phases of basic medical education, 

prevocational training, vocational training and continuing professional development.  

Upon completion of their medical degree (undergraduate or postgraduate), Interns 

enter medical practice under supervision. After meeting the requirements of the 

Australian Health Practitioner Agency (Ahpra), they are granted general registration. 

Once General Registration is attained, they step up as a Resident Medical Officer. The 

next step is obtaining a Registrar position in a specific specialty. There is no fixed 

timeframe for a junior doctor to progress from a Resident to a Registrar; nor is there a 

cut-off as to how long a doctor will remain in the role of resident or unaccredited 

registrar. A junior doctor needs to decide the field in which they wish to specialise and 

take steps to meet the specialty college requirements. The following figure depicts the 

basic career progression, although depending on the requirements of each specialty 

college, it is to be noted that not all registrars will gain accreditation. 
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Figure 1: Medical career pathway3 

 

1.2 Surgical aspirants 

The current research project focuses on surgical aspirants – all those who are keen to 

be trained up for independent practice as a surgeon. This group is primarily comprised 

of service registrars. 

A service registrar in surgery is a medical graduate who is in the phase of prevocational 

training. He or she may aspire to a career in a particular field of surgery and will 

generally be planning to apply for selection into the SET program for that specialty. 

Their job practice may entail the same scope of service provision as those who have 

been accepted into RACS surgical, but they are not as yet on a RACS approved 

pathway. They are recruited and managed by their employing hospitals. Each 

employing hospital is responsible through their Department of Surgery to appoint 

supervisors to oversee the professional and skills development of service registrars. 
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However, the opportunity for, and commitment to, supervision and training can vary 

from hospital to hospital.  

It has long been recognised that this may result in large gaps in generic and specific 

training. As early as 1993, Dr. Luisa Dillner, referring to similar posts in the British 

environment, referred to this cohort as “Senior house officers: the lost tribes” and 

claimed that no-one was responsible for their training, career structure or working 

conditions.4 

In an attempt to address this lack of governance over the activities and well-being of 

service registrars in the Australian environment, the Postgraduate Medical Education 

Councils developed an Australian Curriculum framework for junior doctors.5 This 

framework was designed to guide the junior doctors in self-directed learning. 

The service registrars do not have a linear career progression. Depending on their 

individual field of interest they may apply for specific posts offered in a range of hospital 

locations. They need to build up a portfolio of generic skills prior to putting forth their 

expression of interest for surgical training. To maximise their chances of securing a 

vocational training post the service registrars may invest time into surgical science 

examinations, audits, presentations, publications, and RACS accredited courses. Some 

even do further post-graduation degrees from graduate certificate to PhDs. All of these 

involve time and monetary pressures on the service registrars. And even after doing all 

these there is no guarantee that they will be offered a training place in their desired 

surgical specialty. If, at first, they do not succeed they may make a second or 

subsequent application, at further cost. However, it is to be noted that putting in 

applications has boundaries. Certain colleges only permit a maximum of four attempts 

at securing a training post. The aim of this regulation is to prevent bottlenecks and 

make space for newer service registrars to apply. The lack of certainty regarding the 

award of training places causes considerable anxiety. Having mentorship, guidance 

and a structured approach could help alleviate some of these anxieties.   

 

1.3 The SET selection process 

In 1998 RACS endorsed the Best Practice Framework for Trainee Selection which later 

became known as the Brennan Principles. This merit-based approach sought to ensure 

that, as far as possible, the selection process was free of bias and, moreover, was 

quantifiable. The candidates were required to meet generic eligibility criteria before 

registering their intention to apply. 

This generic eligibility included permanent residency or citizenship of Australia or New 

Zealand; General (unconditional) Registration in Australia; General Scope or Restricted 



5 

General Scope in New Zealand; successful completion of the RACS-specified Hand 

Hygiene online module; successful completion of the Operating with Respect e-module 

and the achievement of a passing grade in the Generic Surgical Science Examination 

(GSSE).6 

In addition to the above, each of the surgical specialties may have additional 

requirements, with which candidates need to make themselves aware.6 While some 

specialties accept application through RACS; others, such as General Surgeons 

Australia, have a separate application process through their specialty society.7 

After the application, there are five stages: selection registration; selection application; 

referee report collection; interviews; and finally, the announcement of offers.8 

 

1.4 The SET program 

After acceptance into SET, this cohort is known as surgical trainees. The training is 

usually comprised of a series of six-month attachments. Trainees are expected to gain 

experience and technical skills in dealing with both emergency and elective cases. 

They are expected to follow the ‘Surgical competence and performance guide’ to map 

out their progress with MALT logbooks. During their placements, they are assessed by 

work-based assessments as well as examinations. The work-based assessments 

involve training evaluation, mid-term review, end of term assessment, logbooks, Direct 

observation of procedural skills (DOPS), and/or Mini clinical examination (Mini-CEX). 

There are prescribed rates of mandatory teaching session attendance, trainee day 

attendance, and research output before being eligible for the exit examination to 

become a fellow of the college. After this, the doctor is free to sub-specialise further if 

desired. The table overleaf shows the training requirements for General Surgery 

Australia. 7 

During the SET years the surgical trainees have the support of RACS and their 

specialty college. There is support in regard to attending teaching sessions to improve 

skills and prepare them for the fellowship exams. 

After attaining fellowship, the fellows are required to engage in Continuing Professional 

Development (CPD) to maintain their competency and keep themselves up to date with 

recent advances in surgery. 
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Table 1: Training requirements for General Surgery trainees7 

 SET 1 SET 2 SET 3 SET 4 SET 5 
SURGICAL ROTATIONS      
General Surgery Training      
ASSESSMENT      
In-Training Assessment 
Forms 

     

Logbook      
Research Requirement      
SEAM      
Content and Assessment 
Modules 

     

EXAMINATIONS      
Fellowship Examination      
COURSES      
ASSET Course      
CCrISP Course      
CLEAR Course      
EMST Course      
EDUCATIONAL SESSIONS      
GSA Trainee’s Day (AU)      
 

 

1.5 Research purpose  
The purpose of the current research project was to analyse the perceived barriers 

pertaining to meeting the criteria for acceptance into surgical training. Such perceptions 

may concern several dependent or independent factors. A survey instrument requiring 

answers to specific questions as well as providing the opportunity for free-text 

comment was developed from the literature. Also important was a review of the 

questions by experts in the field. The author is seeking to answer the following 

research questions: 

1. Is there perceived organisational support available to surgical aspirants? 

2. Is there an employer-initiated well-being program for surgical aspirants? 

3. Is there a perceived work-life balance among surgical aspirants? 

4. Is there a perception of barriers to surgical intake among surgical aspirants? 
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Chapter Two: Literature review 
 

To develop a deep understand of the issues at play in the pathway to becoming a 

surgeon, an analysis was conducted on a wide variety of global literature, dissertations, 

position papers released by surgical societies, opinions expressed on social media 

platforms, and trusted government websites. 

 

2.1 History of surgery 

Examples of rudimentary surgery have been reported from as far back as 6,500BC. 

Human skulls from this period have been found with holes drilled in them – a technique 

called trepanation.9 However, surgeries such as this were probably undertaken out of 

desperation rather than arising from a formal teaching effort. It is likely that training in 

surgical practice was initially unstructured and ad hoc in nature.9 

From Cumstron’s references to Henry De Mondeville’s writing, we learn of the various 

groups practicing surgery in the early 1600s. He refers to three main groups: the 

physician-surgeon clerks (medical graduates); independent surgeons and barber-

surgeons.10 

The Guild of Surgeons, formed in 1423 by the surgeon to Henry V was the first of its 

type.11 After this, there were few significant developments in surgical training for the 

next 400 years. The Royal College of London was formed in the early 1800s and later 

became the Royal College of Surgeons of England.12 This latter gave birth to the 

Australian organisation; the College of Surgeons in 1927, which in 1931 became the 

Royal Australasian College of Surgeons.13 

 

2.2 History of surgical training 

Surgery has always followed the apprenticeship model thus lacking structure. The 

Society of Apothecaries seemed to examine Latin before granting apprenticeship. One 

would become an ‘apprentice’ to an established practitioner and be legally bound to 

this ‘master’ for five to seven years of training. After this period, the apprentice was 

rewarded with a certificate confirming the satisfactory completion of training. The 

candidate would then join the Society of Apothecaries or the Surgeons’ Company. 

Before the commencement of independent practice, there seems to have been the 

concept of a ‘Fellowship’ during which the junior would travel abroad or work in a 

different hospital for six months. 
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Between 1815 and 1858, as per the Apothecaries Act, all general practitioners were 

required to register with the Society of Apothecaries. The teaching methods seemed to 

involve bedside teaching, academic lectures, and hands-on training. They also had to 

pass through accreditation prior to becoming a registered member. 

There are mentions of European universities offering medical degrees, albeit 

unstructured. The examination process focused on the presentation and acceptance of 

a thesis. Of more concern is the claim that degrees could be bought for a few 

shillings.14 

In contrast, from the writing of Edward Browne in 1663, we learn that medical degrees 

conferred by Cambridge required six years of study, attendance at numerous lectures, 

and the achievement of a passing grade in examinations. Similar exit examinations are 

mentioned for the Company of Barbers and Surgeons. The apprentices were examined 

on Surgery and Pathology. From the 18th century the Royal College of Physicians 

required that strict criteria be met and that a fellowship examination be undertaken.14 

Halsted is said to be the founding father of the surgical residency program, which 

commenced around 1889. Before that, it had been a haphazard collection of 

preceptorships followed by independent practice at the supervisor’s whim. Halsted 

believed that surgical training should be within a set period, involving increasing 

responsibility and complexity to lead towards a competent, independent way of 

practice.15 This system was widely accepted and remains the foundation of 

contemporary surgical training. 

 

2.3 Royal Australasian College of Surgeons (RACS) 
The Royal Australasian College of Surgeons is a non-profit, non-government 

organisation which delivers governance of surgical training in Australia and New 

Zealand. RACS supports the ongoing training, maintenance, and continuing 

professional development of more than 7,000 surgeons and 13,000 surgical trainees 

and international medical graduates. The college mandate is to promote, teach, and 

assess standards across nine surgical specialties based on ten surgical 

competencies.16 The aim is to achieve the highest standards of surgical care, 

professionalism, and surgical education. 

 

2.4 Surgical training in the United States and the United Kingdom 

Dr. William Stewart Halstead was an American surgeon who established the first 

surgical school in the United States at Johns Hopkins University, Baltimore. Although 
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Dr. Halsted espoused the idea of a residency program, it was, in its essence, a 

formalised apprenticeship with progressive independence towards the end of it. It was 

science-based but highly pyramidal in structure. A limited number of apprentices were 

accepted each year and, after long periods of intensive training more than half of them 

exited the program before completion – either voluntarily or by dismissal. Moreover, the 

competency was decided by Dr. Halsted himself without many details as to the means 

of assessment. Concerns around this lack of formal assessment criteria led to 

Dr. Edward Churchill developing the ‘Rectangular residency,’ which involved a 

predetermined timeframe of training. Nevertheless, it took more than five decades 

before any formalised residency program came to be viewed as the pinnacle of the 

training regime. The next significant development was the emergence of surgical 

specialisation, which came to prominence in the 20th century. Before this the 

underpinning concept was of training to produce a generalist surgeon who would 

perform all types of surgery. New surgical societies arose offering training not only for 

general competencies, but, in addition, offering more detailed specialty-specific 

training.17 

The England, surgical training was structured in an Uncoupled or Coupled pathway. In 

the Uncoupled process, the junior doctor would undertake two years of foundation 

training, where they rotated through different specialties to ensure their necessary 

medical management skills. Most would attempt to undertake an emergency medicine 

or critical care rotation during their second year of foundation training. After these two 

years of foundation training, they sat a competitive selection process, and the 

successful candidates embarked on another two-year core training termed CT1 and 

CT2. After finishing this, they participated in another competitive selection process and 

started their specialty training, which is then counted as ST3, ST4, and so on to denote 

their seniority and experience. Thus, with the Uncoupled process, there are two 

competitive selection events and a higher attrition rate. The higher attrition rate was 

due to some aspirants being stalled doing service jobs or research jobs while waiting to 

enter specialty training. However, one benefit of this pathway was that non-progressing 

trainees were detected. 

As a somewhat different pathway, the Coupled pathway, a candidate only had to sit one 

competitive selection process, and that occurred after the two foundation years. With 

the run-through (coupled) pathway, there was increased continuity but problematically 

a failure to detect non-progressing trainees. This highlighted the importance of the 

selection process to ensure that well-suited candidates were chosen in the beginning. 

Also, that progression to the next stage should be competency-based rather than 

time-based.  
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The preferred iteration was comprised of two years of foundational training, which 

involved rotating through different specialties and then 7-8 years of specialty training.18 

 

Figure 2: Uncoupled and coupled pathways of training18 

 

2.5 RACS and the evolution of selection processes and surgical training 

It proved to be challenging to find open access literature on RACS and its history. The 

better part of this section is derived from the Ph.D. thesis of Dr. S D Wilde on Practising 

Surgery: A history of surgical training in Australia, 1927-1974.19 

Surgery being a craft specialty relies on practice to acquire the requisite level and 

scope of skills. Therefore, the apprenticeship model has been the basic template for all 

training schemes in the past. 

 Following the global trend, RACS constructed surgical training based on the 

apprenticeship model in the 1930’s. However, in contrast to their British or American 

counterparts, RACS holds complete autonomy upon selection, training, accreditation, 

and re-accreditation. 

In her Ph.D. dissertation Dr. Wilde questions whether this control is the best way to 

maintain the clinical standards. Similarly, whether the development of 21st Century 

surgical training programs is the result of conscious policy decisions or whether the 

current regime is instead a combination of historical accidents, conflicting agendas, and 

compromise.19 

The Health Insurance Act in 1973 states that a specialist is a medical practitioner who 

has undergone an appropriate course of study and has a relevant qualification from a 

relevant organisation.20 
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RACS has been vocal about the particulars of training surgeons since its inception in 

1927. This is depicted in clause 5 of their exordium “the Public should be educated to 

recognise that the practice of surgery demands adequate and special training.” 

Although this was eventually dropped in the face of controversy, it showcased the 

colleges’ intent to uphold the quality of care in the interest of public health. 

In arranging admission to RACS, the college derived some inspiration from their United 

States counterparts and allowed experienced surgeons entry. For the first five years, 

this was without any examination. This later changed to follow the British system, and 

stringent exams were set to test proposed fellows. This occurred in 1932 when RACS 

arranged for their fellows to sit a primary examination on anatomy and physiology and 

a final examination on Surgery, Surgical anatomy, and surgical pathology. 

Up to the mid-1940’s the universities would arrange surgical education, and RACS 

would grant accreditation. This changed when the University of Sydney became the 

only university to continue to provide dedicated surgical education, with others only 

agreeing to arrange education on anatomy. In 1926, Dr. Robert Gordon Craig 

organised a training position in urology with an arrangement between the University of 

Sydney and Royal Prince Alfred Hospital. This involved both surgical training and 

research. Nevertheless, even during the 1930s and 1940s, most trainees travelled to 

England to sit the FRCSEng to start their independent surgical career. Hence the 

transfer of responsibility for postgraduate medical education to the surgical societies 

came about by default rather than by design.19 

By 1950, a pattern of training analogous to residency was beginning to take a dominant 

form. This resonates with Dr. Christopher Lawrence’s mention of “incommunicable 

knowledge” in the 1930s, which he defines as the knowledge gained from experience 

while working as a practicing physician. From 1962, RACS started taking responsibility 

to arrange didactic lectures to help with preparation for the primary examination. These 

lectures were mostly held after hours. However, the actual hands-on technical 

experiences were still something the trainees needed to seek for themselves. 

In the 1950s and 1960s, there were registrar positions set up in the hospitals. However, 

these were more for the hospital to be helped with their workload than the registrars 

being trained in an organised manner. Here the registrars would learn more by 

observing and assisting. There is an increasing mention of registrars taking on more 

hands-on experience. However, there was minimal supervision involved to assess 

performance or train to improve skills. This seemed to be due to multiple factors, 

including long theatre lists, trainees taking longer to perform operations, and the 

supervisor’s impatience. Around the 1960s, mentions of training positions in some 

prestigious hospitals began to occur. Anecdotally, securing jobs in them appeared to be 
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based on one’s reputation or networking abilities. It is noted that trainees worked long 

hours, making it difficult for them to study for exams. However, perhaps, their diligence 

was paid off by allowing them to operate. It is noted that the senior surgeon would sit 

down with the patient’s files and distribute cases based on individual whim and 

seniority of the staff. There seem to be many stories of surgeons traveling to England 

to get more hands-on experience. Finally, in February 1968, the council stated the 

need for an organised training program across Australasian hospitals. 

Furthermore, around 1969-1973, they introduced their training program. In 1970, RACS 

issued logbooks for their trainees to note the procedures they have undertaken, 

including their role (Assisting surgeon, assisted surgeon, or a sole surgeon) and name 

of their supervisor. A trainee could finally get into advanced training in one of the nine 

specialties of their choice after passing the primary examinations. 

In 1975, a new change was seen after the Medibank legislation, which assured free 

access to public healthcare. This has directly or indirectly benefitted the trainees by 

gathering increasing access to hands-on experience. 

In 2005, after almost 30 years of trial and error of various training models, RACS 

implemented the Surgical Education and Training (SET) program. This breaks away 

from the uncoupled pathway of basic and specialist components and their individual 

selection. This SET pathway directly enrolls a trainee to their specialty of choice after a 

single merit-based national selection. The training is of predetermined duration (shorter 

than before) and focuses on the trainee’s competency. This pathway trains the trainees 

as per the set curricula and assesses them on surgical competencies throughout their 

clinical placements.21 

General Surgeons Australia have advised of their intention to change the training 

program from 2022. This will be named ‘General Surgery Education and Training 

Program’ (GSET) and will be a five-year training program divided into core and 

principal training. They also mention the notion of entrustable professional activities.23 

A recent initiative from RACS is the implementation of the JDocs framework.22 This is 

framework that describes the many tasks, skills and behaviours that should be 

achieved by doctors at defined early post-graduate year levels, and the aim of the 

intervention is to assist surgical aspirants in their development towards a career in 

surgery and/or other proceduralist careers. This helps to guide junior doctors in 

planning their basic science studies and acquiring non-technical skills. This framework 

is based on the ten RACS competencies. The framework also provides assessment 

tools, logbooks, and other resources such as surgical skills videos.  
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Figure 3: GSET Program23 

 

From the above discussions, we can see that even after many centuries of the 

apprenticeship model it remains highly regarded. Nevertheless, to be an effective 

education paradigm, it needs to change to fit the future generation. 

Although it has over an extended period conferred benefits, it is now seen to have 

shortcomings. It has the disadvantage of being hierarchical, with the apprentice 

dependent on the ‘master’ for their assessment of the juniors’ skills and the preparation 

of references. This need to impress the referee may work against juniors approaching 

senior practitioners for advice. As education, and in particular training in surgical skills, 

has moved more towards competency-based training there has been somewhat of a 

shift towards more documented, transparent, and reproducible assessment methods. 

There has also been a shift towards viewing senior practitioners or mentors as a 

support to learning rather than as punitive overseers. In educational theory this is 

colloquially referred to as the guide on the side rather than the sage on the stage. 

Freeman commented that having access to a mentor increased well-being and reduced 

stress.24 This is far removed from the traditional perception of the role of a ‘master’. 

 

2.6 Choosing the best trainee 

Selecting suitable trainees is one of the essential tasks of the specialist colleges. 

Despite trying various strategies, this is still an inexact science. There has been a clear 
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realisation that surgical trainees’ selection should be competitive, transparent, and 

merit-based. However, the process itself is fraught with challenges, and no particular 

mode is yet to prove the best. 

The selection process is a transition point from being a junior prevocational doctor to a 

surgical trainee. The role of the selection process is to ensure the identification of those 

candidates most likely to progress well, complete the training and become competent 

surgeons. 

Several highly regarded ‘master’ surgeons have outlined their opinions of the critical 

competencies that a surgical trainee should have. These include – but are not limited to 

– cognitive skills, communication skills, clinical knowledge, dexterity/technical skills, 

personality skills (decision-making skills, insight, mental stability, team spirit), cultural 

competence, and experience (in health advocacy, research, leadership, management, 

and teaching).25,26,27 

Identifying whether a surgical aspirant is a suitable candidate for surgical training 

through a single national merit-based application process can be challenging because 

the process must be transparent and reproducible. However, effort has gone into 

developing quantifiable solutions. Studies showing previous higher scores and specific 

exams undertaken indicate higher rates of completion of the training program.28 There 

are now some assessment tools available to score technical and non-technical skills. 

These include the Objective Structured Clinical Examination (OSCE), the Objective 

Structured Assessment of Technical Skills (OSATS), the Patient Assessment and 

Management Examination (PAME), and Non-Technical Skills for Surgeons (NOTSS). 

Although NOTSS has mostly been used for individual surgeons in simulations, they 

require more prolonged involvement. These could be potentially utilised during the 

training process.29 Interviews seem to be an outdated mode but are still thought to be 

useful in assessing areas of personality. However, it is too much to expect that an 

interview will predict a candidate’s future performance or risk of attrition.30 

 

2.9 Perceived barriers to training intake and progress 

In 1998, K Patricia Cross introduced the concept of a role for interpersonal support in 

education; “People do grow, learn, thrive and excel when organisations make provision 

for particular and specific interpersonal support at key times”.31 The introduction of 

organisational support into the prevocational phase may result in fewer good 

candidates unnecessarily abandoning their dream of a surgical career because of fear 

of failure.  
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There has been a considerable amount of research into perceived obstacles to the 

completion of surgical training, but few studies into perceived barriers inherent in the 

training intake process. Furthermore, in the main, studies into apparent intake barriers 

have been focused on obstacles perceived by female surgical aspirants. However, it 

can arguably be contended that some male aspirants also perceive similar barriers in 

the intake process. A further confounding factor is that much of the data is from surveys 

of disaffected candidates who have chosen to self-select out rather than risk being 

labelled a failure. Judging the selection process from this data is problematic because 

the perceptions of barriers identified by those aspirants who have not successful in 

gaining a training place may be different to the views of those who have been accepted 

and have commenced surgical training. Also, the reliability of historical perceptions 

declines over time and may also be influenced by a desire to ‘save face’.  

A cross-sectional survey amongst 639 medical students from 75 countries through the 

IFMSA’s (International Federation of Medical Students’ Association) Global Surgery 

working group, showed high workload and extensive study to be perceived as 

significant obstacles. Significantly, the survey also postulated that women’s perception 

of access barriers to postgraduate study made them 60% less likely to apply. The 

students surveyed were from both high income and low-income countries across Asia, 

Africa, Europe, and the United States.32 

Even after the completion of surgical training, there may still be perceptions of barriers 

in the surgical career. A study of 225 female surgeons in Japan, USA, Finland, China, 

and Hong Kong investigated perceived barriers to maintaining a career as a surgeon. 

American surgeons identified gender, whereas Japanese surgeons blamed a lack of 

family support.33   

Reviewing those who dropped-out from Core Surgical training in England, it emerged 

that the leading causes identified were health and burnout, the inflexibility of training, 

the inability to plan their personal life, the perception of a hostile culture and concerns 

about inadequate technical experience.  The authors concluded that the results 

demonstrated that it was important to endeavour to provide more support and guidance 

for those embarking on surgical careers.34  

Recent research from general surgeon Dr. Rhea Liang provides insights into why so 

many women walk away from the surgical career they may aspired to from childhood. 

The study mentions that even though 60% of medical students are women only 11% 

become consultant surgeons. The study takes a novel approach to portraying the issue 

of female trainees leaving surgical training prior to completion. It conceptualises the 

barriers as a stack of blocks. Each block builds up with different drivers and barriers. 

These blocks are stacked up in a delicate balance, akin to the classic strategy game of 
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‘Jenga’, where the addition of one more component may or may not cause the stack to 

fall. Depending on the components, in some circumstances, instead of causing a 

topple, one more block may give the stack more stability. Indeed, Dr. Liang asks if it is 

possible that with experience, time, and support (flexible training options, access to 

leave, supportive work environments), it may be possible to unstack the blocks?35 

Dr. Liang found the main reasons for women leaving surgical training were insufficient 

role models, inadequate institutional support, gender discrimination and harassment, 

sleep deprivation, adverse interactions with seniors, pregnancy, and childbirth. 

Interestingly, Dr. Liang pertinently points out that except for pregnancy, all the other 

factors may also be valid concerns for male trainees and submits that the perceptions 

of male trainees should perhaps be the next focus for research.35 

 

 

Figure 4: The tower of blocks35 

 

In studies in the United States, similar deterrents have been identified, such as a 

hostile culture, the perception of surgery being an ‘old boys club,’ the expectations for 

the surgical personality and lifestyle plus gender discrimination.36 

Most of the deterrents described above could be addressed through organisational 

support initiatives by surgical societies and employing hospitals. 

Surgery has always been thought of as a field dominated by older white males. This 

view results in perceived and actual barriers to surgical training intake/uptake and 
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progression for females and people from minority groups. There have been comments 

regarding surgeons needing to be of a certain age. However, some studies have 

challenged this view, stating that if clinicians are ‘older,’ they are less likely to engage in 

lengthy additional training to become a specialist.37 

For Australia, the 2015 national report revealed that there has been a steady increase 

in female medical graduates. Another finding was that a growing number of medical 

graduates are in the age range of 20 to 34 (53.4%), with only 27.2% being older than 

55 years. The number of Aboriginal and Torres Strait Islander doctors has increased 

slightly from 0.3% to 0.5%. Of the research cohort, two thirds of the doctors were 

Australian graduates, with the majority also gaining their specialist degree in Australia. 

Of the specialists who earned their degree outside Australia, most were from the UK, 

followed by India and New Zealand.38 The national report also provides information 

regarding working hours. Total working hours averaged 42.4 hours per week; with men 

averaging 44.9 hours and women averaging 38.6 hours.38 

The author does not think this is an entirely accurate reflection of different specialty 

groups. It is noted from Dr. Yumiko Kodota’s independent accounts that one female 

surgical registrar talks about continuous on-calls of 80 hours with up to 120 hours in 

total for the working week. In her opinion this was the main factor that brought on an 

episode of burnout. Of more concern is that these hours are not thought to be isolated 

incidents.39 

Surgery being an apprenticeship model, it is hard to accumulate knowledge or gain 

skills without being at work. It has been stated that 10,000 hours of practice are needed 

to master any skill.40 Obviously, if trainees are not on-hand to work a significant number 

of hours, then it will be difficult to master the requisite skills. Moreover, the thorny issue 

to be considered is the availability in the clinical environment for supervision during 

those hours to facilitate appropriate assessment, feedback and improvement. Mindless 

service without supervision will not help to improve surgical skill, but instead could 

negatively impact mental health and job satisfaction, ultimately leading to burnout.41 

There has been much debate about the access to leave for surgical aspirants. 

Moreover, Dr. Liang’s study shows that there were perceptions that the reason leave 

was requested were not being taken into consideration or validated by the employing 

organisations.35 In some surgical specialties, trainees need to move between states to 

continue their training. Furthermore, each trainee is then bound by the employing state 

law regarding leave, especially surrounding paid maternity leave. The NSW 

government has only recently come forward and heralded the path for others to follow 

in this respect. They have advised that they are willing to arrange paid maternity leave 

for returning trainees to NSW. Previously this was difficult as most states recommend 
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that the doctor be employed full time in that state before accessing any such leave.42 

Even now, with SET regulations, a trainee can only take a maximum of six weeks’ 

leave in a six-month term that counts towards fellowship requirements.43 

Flexible training could be in the job-share model or part-time job model. The multiple 

reasoning that came up for flexible training included examination preparation, childcare 

responsibilities, personal health, managing work-life balance, completion of 

higher/postgraduate degrees.44 Research has identified benefits for the employee: 

decreased tiredness, increased enthusiasm for work, improved work-life balance, and 

enhanced inclusivity. Research has also identified benefits for the employer: reduced 

cost of overtime, increased staff satisfaction and retention, increased staff loyalty, 

decreased sick leave, decreased staff burnout, increased prestige for the organisation, 

increased flexibility in rostering, and an expanded pool for leave cover.44,45 

Despite such benefits, there is only mention of 0.3% of trainees availing themselves of 

these flexible practices in 2010. In 2012, Tomlinson delved further into the reasons for 

limited uptake of flexible positions. The low uptake is because of difficult logistics and 

organisational complexity, resulting in organisations not being able to work together 

due to their distinct and/or conflicting policies. Tomlinson talks about how the trainee 

otherwise needs to find a suitable flexible job position and apply to the specialty board 

six months in advance and await their accreditation.45 Now General Surgeons Australia 

has attempted to arrange some accredited places that mostly work as a job share 

model of one week on and one week off in selected hospitals. However, these positions 

are not available in every state.46 

Diversity is not a new concept. Nevertheless, it has somehow been reduced to merely 

referring to gender or other easily visible aspects of difference. Rather than 

encompassing a broad scope, the figure below shows that what we classify as 

‘diversity’ is only the tip of the iceberg. 
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Figure 5: Diversity – the tip of the iceberg47 

RACS has taken a leadership role and prepared a ‘Diversity and Inclusion Plan’ which 

was published in 2016. Specifications were made regarding promoting a culture of 

diversity and inclusivity. The aim is to prevent discrimination on the basis of certain 

protected attributes including gender, age, ethnicity, religious affiliation, race, sexual 

orientation or disability.48 

In recent years, the surgical colleges have experienced a backlash related to bullying 

and harassment. This occurred in 2015 after a surgical registrar made headlines for 

making a complaint about sexual harassment.49 Even now, when doctors hear about a 

case of discrimination, bullying or harassment, they merely sigh, saying this is ‘deeply 

ingrained in the culture of medicine’ and move on.50,51 

A survey of 7,409 residents in 262 residency training programs across the United 

States found the most common workplace mistreatment was sex discrimination (32%), 

verbal abuse/bullying (30%), racial discrimination (16.6%), and sexual harassment 

(10.3%). This survey also pointed out that women were 33% more likely to report 

burnout symptoms. Another independent committee survey showed that 49% of RACS 

surgeons and trainees had experienced workplace bullying, discrimination, and sexual 

harassment. Furthermore, workplace mistreatment showed to be the biggest driver for 

burnout amongst the doctors.52,53,54,55,56 

In the academic literature, and also on social media, concerns have been expressed 

about the level and implications of burnout in the medical profession and in particular, 

in the surgical workforce. Burnout is defined as a syndrome of emotional exhaustion, 
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cynicism, and reduced effectiveness at work.56 The level of burnout can be identified by 

the Maslach Burnout inventory.61 

Similarly, concerns around the issue of resilience have been raised. Resilience is 

defined in Psychology today as “the psychological quality that allows some people to 

be knocked down by the adversities of life and come back at least as strong as before. 

Rather than letting difficulties, traumatic events, or failure overcome them and drain 

their resolve, highly resilient people find a way to change course, emotionally heal, and 

continue moving toward their goals”.57 But as Arnold-Forster aptly declares, resilience 

should not be relied upon as the solution to inadequate working conditions, work-

related fatigue, or poor work-life imbalance.58 

It is important to acknowledge that burnout has immense consequences on the health 

of the practitioner and consequently on the quality of care received by the patients they 

treat. Burnouts have been linked with depression, alcohol and drug abuse, relationship 

breakdowns, suicide, and impaired patient care.59 Dr. Jacob Moalem explains how 

burnout would cause a clinician to have emotional exhaustion, depersonalisation, and a 

low sense of self-accomplishment, along with chronic occupational stress.60  

In a meta-analysis done in 2018, 16 cross-sectional studies were taken with 3581 

surgeons. This revealed 34% felt emotional exhaustion, 34% felt depersonalisation, 

and 25% had a reduced sense of personal accomplishments. Furthermore, 3% had an 

extreme form called the ‘burnout syndrome,’ with an overall 34% showing burnout 

signs.62 An anonymous survey done in the United States in 2011 showed 501 (6.3% of 

respondents) surgeons had felt suicidal ideation in the last twelve months. Of these, 

only 26% sought active psychiatric help. The remainder feared repercussion and losing 

their medical license and avoided seeking help.63 Other data suggests that 15% of all 

clinicians will be impaired at some point in their working life.64 

Charles M Balch states that although surgeons are believed to be more resilient than 

many other specialties, the stressful surgical work environment puts surgeons at risk of 

work-life imbalance and burnout.59 The stress may also be the reason for the 

increasing rates of alcohol dependence. In one study, 7.5% of surgeons showed signs 

of alcohol dependence, which contributed to their attrition from independent practice.65 

Surgeons also seemed to have higher rates of relationship dissolution, only second to 

psychiatrists. The rate for surgeons was 50% compared with 33% amongst physicians. 

The main reasons given for divorce were communication style and work-related stress, 

rather than the expected issue of overly long working hours.59 

A systematic review was done in 2017 to review the relationship between physician 

burnout and healthcare quality in terms of safety. This research study reviewed 12 

http://www.psychologytoday.com/gb/basics/trauma
http://www.psychologytoday.com/gb/basics/motivation


21 

articles out of 4,114 citations.66 As well as acknowledging the effect of burnout on the 

physician, the research focus on patient care-related quality measures highlighted 

ways that physician burnout affects the healthcare system. These studies can help to 

inform decisions about how to improve patient care by addressing physician burnout. 

Other studies state that physicians’ own emotions will impact their approach to patient 

care. Moreover, if a physician is burnt out or aggravated by patient emotion, this might 

impair unbiased, safe patient care.67 

Of importance is the European Working Time Directive (EWTD), which became a part 

of British law in 1998. This restricted working hours to a maximum of 48 hours, 

including overtime. EWTD attempted to ensure four weeks of annual leave.68 This 

brought forth much controversy regarding the decrease in time for the trainees in 

residency. Before the EWTD, a senior house officer would usually undertake 30,000 

hours in the period before attaining a post as a consultant. As a result of the EWTD, 

this has now been reduced drastically – to between 6,000 and 8,000 hours. This 

reduces the training period to one fifth of the previous level, while still expecting the 

same, if not a better, level of expertise.69,70 

A Dutch study investigated the utilisation of the 55-hour work week and shortened 

training time. An unintended consequence was increased time spent in the operating 

theatre to learn technical skills. However, due to the cap on hours of work, this caused 

a reduction in time spent treating outpatients and emergency cases. This is described 

as ‘the doing’ is safe, but the ‘thinking’ suffers.71,72 

Despite the reduction in training hours, surgical training comes with a substantial 

monetary commitment. A study done in the UK found that the core training costs 

around 10,240 GBP.73 For Australia, Dr. Yomiko Kodota estimates an investment of 

$30,000(AUD) is required for an unaccredited surgical registrar to become eligible for 

application for surgical training.74 

Transitions are always challenging. In a surgeon’s career, there are multiple transition 

points, all of which are important. Nevertheless, finally, getting the fellowship to 

undertake independent practice is one of the most important milestones. However, 

there are increasing reports of surgeons lacking confidence in their ability to undertake 

independent practice at the end of surgical training.75 A study in the USA in 2017 found 

that residents were not universally ready to undertake independent surgery.76 It seems 

that an increasing numbers of fellowship rotations are needed in order to gain the 

confidence required to subspecialise. There is a systematic review of 15 studies 

suggesting a lack of confidence among the newer general surgeons. However, the 

study does propose that it is hard to define ‘confidence’ and suggests a better 
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measurement could be self-efficacy. The authors also hypothesise that there is a 

chance that confidence drops over time, instead of being low from the beginning of 

independent practice. It also broaches that there might be social and political factors 

that may affect self-efficacy rather than attributing all the blame to the training 

paradigm.77 

In 2018, 10 articles were reviewed and two straightforward, yet impressive, conclusions 

were reached. Firstly, that surgical careers are a continuum, with the prospect of 

individual and professional growth over time. Secondly, that learning would be 

enhanced if training was embedded in professional practice, and/or within authentic 

learning environments.78 

With better utilisation of prevocational training, where a candidate is groomed and 

chosen in a merit-based system, there is a chance to cut down on extra fellowship 

placements for confidence purposes. 

RACS has taken the lead in promoting surgery as embodying both Art and Science. 

Furthermore, RACS has emphasised and ensured that surgeons/Fellows continue to 

maintain skills at an optimal level and also keep abreast of emerging developments in 

professional practice. Hence all Fellows of RACS are required to be up to date with 

Continuing Professional Development (CPD).79 There is also a peer support program to 

make available support even after candidates have successfully completed their 

fellowship examinations and begun independent professional practice as a surgeon.80 

However, while well-being resources for surgeons, trainees, and prevocational doctors, 

do exist, few have been promoted adequately. One such program has been developed 

by Converge International, which is an external agency and provides anonymous 

services.81 The benefits of these types of well-being resources have been discussed in 

multiple studies. Further to this, many studies have proposed that employers should 

regularly assess the possibility of burnout amongst their employees and address issues 

adequately. An anonymous program might help to increase interest in accessing a 

wellness plan to combat burnout, but it would be preferable for the employer to take 

steps to ensure the well-being of staff is being addressed appropriately so as to avoid 

employees reaching the burnout stage. Employers should start by providing adequate 

knowledge regarding burnout, so that clinical staff can self-identify and seek help 

advocate both individual steps and organisational steps to ensure wellbeing.  These 

are summarised in the following table.82   
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Table 2: Key elements of a trainee wellness plan82 

 

 

2.8 Summary 

The literature review has revealed several fundamental concerns. The author contends 

that selecting the best trainee is an inexact science. The current method involves 

identifying previous accomplishments and interviewing aspirants to gauge whether the 

ten competencies listed by RACS have been attained. This is the standard method of 

selecting trainees at this time but there is always the opportunity for improvement. 

Nevertheless, it is important to emphasise that selectors must consider utilising all 

available resources to ensure the surgical aspirants are guided, adequately prepared 

and have ongoing mentoring and support. It is hoped that by providing appropriate 

organisational resources to develop skills and demonstrable competencies the 

selection process will not only be perceived as rigorous, transparent, and fair, but will 

facilitate choosing better candidates and reducing attrition later on. 
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Chapter Three: Research Design and Methodology 
 

In this chapter I will elaborate on the research design. The methodology is described in 

detail, along with survey development, distribution, and data collection. For any 

research project to find answers to the research questions it needs to be planned 

thoroughly. This study focused on several key questions and sought to understand 

respondents’ perceptions and attitudes. 

1. Is there perceived organisational support available to surgical aspirants? 

2. Is there an employer-initiated well-being program for surgical aspirants? 

3. Is there a perceived work-life balance among surgical aspirants? 

4. Is there a perception of barriers to surgical intake among surgical aspirants? 

 

3.1 Mixed method research 

A mixed method study involving both quantitative and qualitative approaches was 

undertaken. Junior doctors were asked to respond to direct questions and were also 

given the opportunity to provide free-text comments. The survey was distributed to 140 

Prevocational Surgical Registrars and 132 responses were returned. The title of the 

survey was ‘SET – how to make the cut’ and the response rate of 94% is thought to 

have signified a high level of interest in this topic. 

In this context, the Quantitative approach refers to responses to the direct questions 

that can be counted and displayed as a number or percentage. It is a means of 

displaying a large amount of data in the aggregate. However, it does not give individual 

participants a voice, we only know how many of the participant population hold a 

particular view or belief not why any individual holds a particular view or otherwise. It is 

objective but may not be the view of all participants. The qualitative approach refers to 

analysis of the information provided in the free-text boxes of the questionnaire.  

Qualitative research involves studying a phenomenon in a humanistic manner. It gives 

the participants a voice and assists in understanding their beliefs, experiences, 

attitudes, behaviours, and interactions.83  

Using both quantitative and qualitative approaches can help in understanding the 

phenomenon more fully. Both have advantages and disadvantages and may 

complement each other.  In this context, the quantitative approach was able to reveal 

whether certain beliefs were widespread, and the qualitative approach was able to 

unearth why the respondents’ held this belief.84 



25 

3.2 Research question and design 

A research question refers to the broad question (or questions) used to guide the 

research. A reflective and interrogative process is required to develop effective 

questions. The study interrogates the respondents’ views and highlights variables such 

as social and cultural aspects that influenced the respondents’ opinions. According to 

Agee, the research questions need to articulate what a researcher wants to know.84 

In choosing the study design applicable to this research, the researcher first considered 

the various types of study designs available. The following figure depicts the designs. 

 

 

The current study seeks information on the barriers that surgical aspirants face when 

seeking to attain a place in surgical training and the level of organisational support or 

barriers; hence the researcher adopted descriptive research.  A descriptive research 

study is a process of collecting data to test hypotheses or answer questions concerning 

a subject’s status. Descriptive study designs are used in preliminary and exploratory 

studies to allow researchers to gather information, summarise, interpret, and present 

the interactions. This thesis aims to discuss emergent themes. This may be beneficial 

to policymakers when planning and directing the trainee selection process, or indeed 

the training program itself. This researcher aims to present these findings in a practical 

manner to facilitate implementation. 
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Descriptive research design lends itself to observing and describing a particular 

problem without influencing it in any way. Here both quantitative and qualitative 

approaches are used. The quantitative approach allows the collection of numerical data 

that can be tabulated, on variables such as age, gender, and years of working 

experience. The qualitative method is used here to answer questions regarding the 

scope and reasons for the surgical aspirants’ perceptions. 

 

3.3 Context of research and researcher 
A researcher is part of a complex social and interpersonal world. The researcher 

cannot function in a vacuum. There has been mention of ‘detached objectivity,’ along 

with advice that it is unachievable. This view confirms that the researcher should be 

acknowledged as one of the variables in a qualitative study. 

The research proceeds from the particular theoretical viewpoint of the researcher. This 

is shaped by the past experiences, beliefs, and social and cultural experiences of the 

researcher. 

As per Austin and Sutton, it is important to acknowledge that the researcher will have 

an influence throughout the entire process, stretching from the introduction through to 

the formulation of the research questions, and on to data analysis and the presentation 

of findings. While the research design may mitigate some of the researcher’s influence 

by attempting to make the study more objective, the researcher’s influence cannot be 

eliminated entirely.86 

 

3.4 Survey 

The qualitative research method offers various choices to the researcher based on 

various aspects such as the development of the research questions, the setting, and 

the chosen participants. The researcher needs to choose the best method, which will 

enable the participants to express themselves, and moreover to express their opinions 

without hindrance. Selecting the most viable and straightforward approach is pertinent 

to ensuring quality data can be gathered. 

The quantitative research method uses a survey as a tool for data collection in the 

aggregate. Furthermore, survey research is valuable in answering questions that have 

been raised, establishing baselines against which future comparisons can be made, 

and describe what exists in what amount, and in what context”. 87    

Along with being cost-effective and easy to administer, surveys have the advantage of 

facilitating the gathering of a large amount of data in a relatively short period of time. A 
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survey also makes it easier to preserve the anonymity of participants. However, there 

can also be disadvantages to the utilisation of survey methodology. In survey research 

respondents are almost always self-selected. Not everyone who receives a request to 

complete a survey is likely to answer it, no matter how many times they are reminded 

or what incentives are offered. Although unintentional, this may result in the occurrence 

of bias in the respondent population. Also, the responses may be less accurate when 

there is a long time-lag between the actual event and the completion of the survey. 

Moreover, there may be an element of researcher bias in the way that questions are 

asked, or answers interpreted.   

The quality of the survey and data retrieved from therein is highly dependent on the 

quality of the questionnaire in use. Hence it is essential to ensure the validity and 

reliability of the questionnaire. The knowledge gathered from a survey is meant to be 

representative of the views held by the overall population from which the sample was 

taken. However, the missing data or the respondents’ demographics must be 

considered before purporting such generalisations. 

Closely related to this issue is the response rate to the survey. In the current study, the 

questionnaire was sent out to the proposed participants to complete at their own 

discretion. Hence, the usefulness of the results is highly dependent on the proportion of 

the cohort choosing to respond. Moreover, the validity of the data collected is highly 

dependent on respondents’ completing the questionnaire in an honest manner. 

Consequently, even if the sample population is typical and representative of the 

general population, the data obtained could be undermined by a low response rate for 

the total survey, or for individual questions. There is a possibility that the opinions of the 

non-respondents may be substantially, or even diametrically, different to the opinions 

collected from those who chose to respond.88 

 

3.5 Participants and recruitment 
For this study, it was important to ensure participants were familiar with the 

phenomenon on which they were reporting. Consequently, it was necessary to have a 

list of defining characteristics to describe eligible participants. To fulfil this requirement, 

it is necessary to consider questions such as the following: 

• How the pool of participants should be determined? 

• How easy it will be to access such a pool? 

• Whether engaging formal networks would lead to a larger pool? 

• How to encourage participation? 
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These factors were thoroughly considered prior to commencing this research project 

and during the execution of the survey and data collection phases.88 For this study, the 

researcher attempted to reach a large number of surgical aspirants. The survey media 

used was via email using Qualtrics. As most unaccredited surgical registrars do not fall 

under any specific organisation, it was difficult to have confidence that no-one had 

been missed. To increase the sample size, databases of organisations such as the 

Clinical Training and Evaluation Centre (CTEC), the Royal Australian and New Zealand 

College of Obstetrician and Gynecologists (RANZCOG), General Surgeons Australia 

(GSA), and New Zealand Association of General Surgeons (NZAGS) were accessed. 

Participants were provided with an information pack and an anonymous link to the 

survey [Appendix 1]. Contact details of the researcher, both telephone and email, were 

provided in case any of the participants required answers to queries or clarification of 

requirements. The total number of surveys distributed was 140, with the number of 

surveys returned being 132. However, regrettably some respondents did not answer 

every question. The details of the data analysis are presented in Chapter Four. 

 

3.6 Conceptual framework  
 

 

 

                         Figure 7: Conceptual framework of the study 
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Four broad research areas emerged organically from the literature review of studies 

previously conducted in other jurisdictions and discussion with consultant surgeons, 

peers and juniors. The focus of this study was to check whether the concerns 

expressed in the literature were also perceived in the local jurisdiction (quantitative 

approach) and, if so, to interrogate the data in more depth to understand the concerns 

more specifically (qualitative approach). of the current surgical aspirants of Australia 

and New Zealand. It was hoped that this would shine some light on the actual situation 

as experienced by the current surgical aspirants of Australia and New Zealand.  

Furthermore, to facilitate the development of policies relevant to the current time and 

place. 

 

3.7 Data Collection 

Data collection is aimed at obtaining useful information in order to enable the 

researcher to analyse the situation and, flowing on from the responses to the research 

questions, make better decisions, and solve problems.86 

The data was collected through the Qualtrics platform via UWA. The Qualtrics tool 

collects, summarises, and organises data, thus aiding the researcher in the 

presentation of accurate results and highlighting emerging trends. The decision was 

made to use Qualtrics to ensure respondents’ anonymity and enable the researcher to 

reach a broader understanding in a short time, moreover, using minimal resources. 

To help explore the study objectives, the questionnaire was structured in six main parts 

with a total of twenty-four questions. The first part covered the respondents’ 

demographics. The second part focused on organisational support. This was divided 

into sections, with questions on appraisal of technical and non-technical skills, term 

allocation and rosters. The next part covered the perception of work-life balance. 

Finally, the last part asked questions on perceived barriers to acceptance into the 

RACS SET surgical training program. 

The survey included both structured and unstructured questions. In some instances, 

the structured questions asked participants to select from a set list of options. In other 

instances, participants were asked to specify a value on a Likert scale [Appendix 2]. 

The unstructured sections provided a text box to allow the respondents to share their 

personal stories. 
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3.8 Data processing and analysis 

The Qualitative approach is focused on interpreting experiences and interactions. 

Thematic analysis is an integral part of a qualitative study. It is described as “a method 

for identifying, analysing, organising, describing, and reporting themes found within a 

data set’’.89 Here, thematic analysis was used to draw patterns, themes, and interesting 

observations (Figure 8: Conceptual framework). Data were analysed using Qualtrics. 

 

3.9 Rigour 
Rigour in research refers to the validity and reliability of the study. It can be further 

conceptualised as revealing the strength of the study. The selected survey instrument 

needs to be reliable and valid. Reliability is the extent to which the survey instrument 

will give similar results over several trials, while validity measures how the instrument 

meets the intended goal. Then the researcher needs to ensure survey data validity. As 

surveys are associated with efficiently gathering a wide range of information in a short 

period from a large population, this data is always susceptible to inaccuracies 

introduced by the procedure’s reliance on self-reporting. Even systematic designing of 

the questionnaire cannot eliminate this threat. A proper sampling procedure facilitates 

transferability and repeatability for the continuation of research on the topics under 

consideration. Finally, the presentation must be carefully scrutinised to ensure 

objectivity.90 

 

3.10 Ethical considerations 

Research is the systematic process of collecting and analysing information to increase 

understanding of a phenomenon of interest and communicate the discoveries to the 

broader community. Despite research having different methods and outcomes, the one 

crucial construct is strict adherence to the highest standard of Research Ethics.  

In the current context, the researcher undertook to explain the purpose of the study and 

gave any information which was felt may be needed by the surgical aspirants. The 

researcher addressed participant confidentiality by providing anonymous links and 

gave participants a guarantee that the details of the study would be used for academic 

purposes only, with information about individuals to be treated with the utmost 

confidentiality. The study was approved by UWA’s Human Research Ethics Committee 

(RA/4/4417). 
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3.11 Conclusion 

Appropriate planning of a research project is necessary to ensure that quality data is 

collected, interpreted without bias, and presented in a way that will inform stakeholders, 

decision makers, and indeed the wider community. 
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Chapter Four: Data analysis, presentation, and interpretation 
 

This chapter concentrates on the analysis of all data gathered throughout the research 

study. The chapter examines the responses to the research questions that guided the 

study. The research sought to investigate whether surgical aspirants perceived a lack 

of organisational support by their employing hospitals, a lack of access to well-being 

resources, a lack of work-life balance, and finally whether there were perceived barriers 

to surgical training intake. Moreover, whether such perceptions were widespread. The 

analysis of the data is presented by frequency distribution tables, percentages, and 

graphs. The first section offers information about the respondents’ demographics. This 

part also delves into the objective of the research study. This enabled the researcher to 

get a deep understanding of respondents’ views on the perception of organisational 

support, access to well-being resources, work-life balance, and barriers to intake into 

surgical training. 

The researcher prepared and issued a survey to 140 junior doctors via Qualtrics.  Of 

these, 132 were returned, thus confirming that the topic was of interest to the survey 

population and suggesting that the responses would be representative of the study 

population. 

 

4.1 Information on demographics 

The study found that of the 132 respondents 15 (11.36%) were in the age range of 20 

to 25 years; 71 (53.79%) were in the range 26 to 30 years; 36 (27.27%) were in the 

range 31 to 35 years; and the remaining 10 (7.58%) were 36 years or older. It was 

established that female respondents, 74, accounted for slightly more than half of the 

survey population (56%). In addition, 53 (40.77%) of the respondents were working in 

Western Australia, and 26 (20%) were working in New Zealand. 

It was established that 17 (12.88%) were in their first year of postgraduate study, 33 

(25.00%) in their second year, 13 (9.85%) in their third year, 23 (17.42%) in their fourth 

year, and 46 (34.85%) in their fifth year or above. 
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Figure 8: Geographical workplace location 

 

 

Figure 9: Allocated clinical term 

 

Of the 112 respondents who answered the question relating to their present clinical 

term, 88 (78.6%) were in a Surgical term; 6 (5.35%) in a Critical Care term, 6 (5.35%) 

in their ED term and 12 (10.7%) in a variety of other settings.  

 

4.2 Objectives of the study 

Thematic analysis was used to assist in answering the study’s four research questions. 

For thematic analysis the researcher needs to understand and be familiar with the 

questionnaire. This is to identify, analyse, and interpret the themes or patterns in the 
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data. Thematic analysis is a technique or method identifying, analysing, and 

interpreting patterns in data.89 

 

4.2.1 Is there perceived organisational support available to surgical 

aspirants? 

To help determine whether organisational support is provided to surgical aspirants by 

their employing hospital, the survey asked about their self-appraisal of technical skills. 

Then it went deeper by asking about their share of protected, supervised operating 

theatre time and rostered admitting hours. 

 

Figure 10: Percentage of protected operating theatre time in the last month 

 

For the purpose of this study, theatre time of 15% or less was deemed to be 

inadequate. This criterion was chosen after consultation with well-respected and 

experienced academic surgeons. It approximates to theatre time on around one day of 

each working week. 

A majority (67%) felt they had less than 15% protected theatre time in which to improve 

their technical skills under guidance and supervision. 
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Figure 11: Percentage of rostered admitting shifts in the last month 

 

This figure shows that most junior doctors had an opportunity for exposure to 

supervised theatre shifts. It also shows that most respondents were also undertaking 

emergency admission shifts and night shifts, presumably unsupervised, in contrast to 

dedicated, supervised theatre shifts. Some might argue that this helps them with their 

clinical exposure, but this is not always preferable to a measured and planned 

education program. 

 

When asked about mentorship, only 59 (54.6%) said they had mentors. Of further note 

is that the majority of those with mentors advised they acquired their mentors 

personally via acquaintances and professional contacts rather than through 

organisational programs. Indeed, only 11 were acquired through the efforts of the 

employing hospitals and none through RACS. 

 

When asked about the availability of non-technical courses, 71 (67.6%) responded that 

they were aware of such courses. The 71 who were aware of courses listed TIPS, 

CDM, NOTSS, and some courses offered by CTEC and GSA. In hindsight, it is 

regrettable that the survey did not interrogate further to ascertain whether the 

respondents had undertaken any of the courses they had identified. 
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4.2.2 Is there an employer-initiated well-being program for surgical 

aspirants? 

Three main questions guided in answering the above questions. First, the respondents 

were asked whether they exercised. Here 57.69% stated that they did while the 

remaining 35.58% stated they did not exercise. The survey population was asked if 

they had access to employer-initiated well-being resources or support services. The 

data indicated that 59 (57.28%) did have access to such services/resources. To explore 

more deeply, the cohort was asked if they would access such services if ever required. 

A majority responded that they would, but a minority (28%) responded that they would 

not take up the offer of well-being services due to fear of damage to their prospects of 

a surgical career. 

 

There was text box to better understand the respondents’ opinions on the matter of 

accessing the services. This shed light on the reasons why respondents had 

reservations about taking up the available support. Reasons ranged from fear to 

mistrust. Those who expressed fear were mainly concerned about being viewed 

negatively and/or being viewed as weak. Because of the fear of stigma, they felt more 

comfortable seeking supports outside the workplace. They also felt that their 

confidentiality would not be maintained, and they would then become outsiders to the 

longstanding image of the resilient doctor who prevails against tough and long working 

hours without complaint. 

 

In summary, the survey revealed the existence if employer-initiated well-being 

resources/services. However, in a minority of instances respondents expressed the 

view that even if a situation arose when they needed support, they would not access 

such programs. This group had reservations about the possibility of negative 

consequences. 

 

4.2.3 Is there a perceived work-life balance among surgical aspirants? 

The research asked how the respondents would rate their work-life balance. This was 

on a Likert scale of 0 to 10, with 0 representing no work-life balance and 10 

representing excellent work-life balance. 
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Figure 12: Perceived work-life balance on Likert scale 
(0 = No work life balance, 10 = Perfect work life balance) 

For interpreting the results, 0-5 on the Likert scale was coded to represent a low 

work-life balance and 6-10 to represent a high work-life balance. Of the total, 60.20% of 

respondents fell in the lower scale between 0-5, while 39.80% of the respondents fell 

between 6-10 representing high work-life balance. Thus, a majority of the respondents 

felt they had a poor work-life balance. 

 

4.2.4 Is there a perception of barriers to surgical intake among surgical 

aspirants? 

To lay the groundwork for this question, the respondents were asked to check against 

an anecdotal list of some possible barriers, including age, sex (gender), race, foreign 

graduate, marital status, being a parent, inappropriate term allocation, and inadequate 

operative experience. Inappropriate term allocation was perceived to be the most likely 

barrier, followed closely by inadequate operative experience. Sex (gender) ranked third 

amongst the barriers. Age was fourth, being a parent was fifth, followed by being a 

foreign graduate. Marital status was judged to be the least likely barrier by the 

respondents of this survey. 
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Figure 13: Perceived barriers to surgical training intake 

 

A high number of respondents (92%) believed there are barriers to surgical training 

intake. When asked to expand on their thoughts in an open text section, the following 

comments were made: 

• Too much emphasis on ‘points’ 

• Huge monitory requirement 

• Limited support 

• Focusing on the wrong things. We are expected to do the courses for the sake of 

doing them with no clinical impact and sit GSSE just to be CONSIDERED for an 

interview. The financial burden this creates is massive. There seems to be little 

consideration for the actual quality of the candidate. References have become 

meaningless, given that only perfect assessments are useful. 

• Lack of understanding of adult education techniques by trainers 

• Lack of recognition of previous training 

• Lack of surgical streaming from early in the career 

• No structured, protected surgical teaching 

• No protected theatre time as a junior doctor 

• CV requirements that are not related to competency as a surgical candidate 
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4.3 Summary 

In this research, both a quantitative approach and a qualitative approach were used to 

develop an understanding of the perceptions of those in the prevocational phase. It 

was revealed that these junior doctors believe that in their quest for a place in the 

RACS SET vocational training program they will encounter both documented and 

undocumented barriers. In addition, they do not feel fully supported by their employing 

hospitals when it comes to protected supervision arrangements and are already feeling 

dissatisfied with their work-life balance. These sentiments may lead them to consider 

whether they should abandon their aspirations for a career in the surgical profession.   
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Chapter Five: Discussion 
 

Committing to becoming a surgeon is said to be akin to following a calling.91 

Nonetheless, an individual’s passion and dedication to the profession are not the only 

factors predicting success in realising the dream of becoming a surgeon. Achieving this 

ambition requires support from surgical colleges, surgical societies, and employing 

hospitals.59 

Here we will review the survey responses and match the findings with the literature 

review. In addition, we will investigate what plans have been put in place to improve the 

experiences of surgical aspirants. Finally, we will postulate how a better result can be 

achieved. There will be a mix of survey results, literature review, and the author’s 

opinions in this chapter. 

 

5.1 Demographics 

Demographic data gives us an overview of the legally protected attributes of the 

respondents. This includes personal characteristics such as age, gender, identifying 

oneself as an aboriginal, or one of different ethnicity. One’s demographic identity does 

not exist in a vacuum. It is more complex, with various issues intertwining. Each 

variable may interact with or influence the effect of another, in either a positive or 

negative way. Thus, instead of a single lock-step action plan, overcoming barriers will 

require a complex, nuanced approach. 

Here we will review the age, generation, gender, indigenous identity, and international 

medical graduate status of the respondents to the current survey. 

With respect to age, we find that around 80% of our respondents were Generation Y 

(also known as Millennials). In addition, the survey revealed around 15% were 

Generation Z (less than 25 years of age)92 thus identifying the possibility of two 

different sets of priorities in the survey population. 

Turning our attention to the results for gender, we see that 56% of the respondents 

were female. It can be observed that for medical schools in Australia and New Zealand 

more than half the graduates are female. However, only around one third of the RACS 

SET applicants are female.93  

Understanding generational culture is essential. For the first time, there will be four 

generations working side by side, Gen Z, Gen Y, Baby Boomers and a small number of 

Builders. Moreover, there has been much talk about cultural competence, an integral 

part of planning diversity, and inclusivity. Taking heed of generational culture is an 
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integral part of understanding why there are differences in work ethics, requirements of 

work-life balance, and preferred educational modalities when comparing those who are 

currently in training with those who completed training in the past. This understanding 

should underpin endeavors to improve educational programs and enhance professional 

capacity.94 

In a study done in 2006, Jovic points towards the generational rift between 

Generation X and Baby Boomers and the influx of females in the workplace. 

Generation X respondents were characterised by a need for autonomy, flexibility, 

emphasis on the importance of relationships, challenging the norm, and open attitudes 

towards diversity. However, Boomers were characterised by robust work ethics, 

acceptance of long hours of hard work and unquestioning loyalty to employers. This 

study highlights what we know regarding the differences between the generations in 

their approach to work and defining attitudes. The author opines that if we are to 

modernise the workplace to enhance harmony and achieve an improved working 

environment it is crucial to acknowledge the different attitudes and lifestyle ambitions of 

each generation. Only by acknowledging Boomers unquestioning loyalty to the status 

quo concurrently with Generation X’s need for independence and balancing both 

motivations can we hope to produce a work culture that both groups perceive as an 

improvement. Acknowledging generational drivers is an important tool for bridging the 

gap between the differing weights given to various factors by senior doctors and junior 

doctors. The workforce is not homogeneous, and solutions should not be thought of as 

accommodating a ‘one size fits all’ approach.47 

The current survey did not ask the respondents whether they identified as Aboriginal, 

Torres Strait Islander, or Maori. From the review of the literature, we know that only a 

very small percentage of those who identify as indigenous proceed to a career as a 

doctor, or subsequently as a surgeon. RACS has committed to ensuring increased 

uptake of indigenous doctors as surgical trainees.48 The RACS plans encompass 

measures to increase indigenous surgical trainees and ensure the current trainees and 

fellows are culturally competent and safe. The RACS commitment is demonstrated by 

the fact that a tenth competency has been included in the framework this year.95 This 

not only identifies that being culturally competent ensures better care for patients; it 

also provides a better, diverse, and inclusive workplace culture. 

In order to improve work culture and battle the challenges of workplace discrimination, 

bullying, and sexual harassment, RACS has published a fact sheet96 and an action 

plan. 96,97 This has resulted from implementing the recommendations of the 

independent expert advisory committee investigating discrimination, bullying, and 

sexual harassment in the surgical workplace.98 RACS has also developed a ‘Speak up’ 
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app.99 This app provides the user with a simple step-by-step approach to dealing with 

unacceptable behaviors at the workplace. It also answers frequently asked questions. 

This shows that RACS has taken initiatives to improve the hostile work environment 

depicted as an ingrained culture amongst surgeons. This is undoubtedly a 

commendable step. RACS has arranged for a complaints line via phone or email if 

adequate escalation within organisations fails to eventuate.96 The complainant can 

choose to remain anonymous. RACS commits to investigating if a complaint is made 

but, given that RACS is not the employing organisation, it might prove difficult to 

accomplish disciplinary action in the prevocational phase, even if the accusation is 

proven to be valid. Also, from the literature review, we know that there is a reluctance to 

voice concerns due to fear of career-damaging repercussions.35 

From Australian workforce data, we know that two-thirds of the doctors gained their 

initial medical degree in Australia. Moreover, four in five specialists earned their 

specialist degree in Australia.38 But this reliance on Australian graduates is slowly 

changing, and we have seen a steady influx of foreign graduates and foreign 

specialists awaiting accreditation. In the current survey, 75.19% of the respondents 

were Australian graduates. Looking at this statistic from the reverse angle shows that 

almost a quarter of respondents (24.81%) are international medical graduates. We 

must therefore ensure we implement plans to minimise bias and foster inclusion. RACS 

has published information regarding both groups of doctors – foreign graduates without 

specialisation100 and the more advanced group awaiting accreditation of their specialist 

degrees.101,102 RACS aims to encourage an inclusive and welcoming environment.  

Human factors play an important role in surgical training, particularly regarding patient 

safety and reduction of errors. Human factors cannot be expected to reach a standard 

level according to the age, gender, first language, or skin color of a surgical aspirant. 

Each aspirant will have a different background and experiences. Identification of this 

interplay of factors will assist the profession to understand the current and future 

workforce and their journey. Furthermore, this will enable the profession to better 

structure action plans and better utilise them to foster expanded uptake and the highest 

standard of patient care. 

 

5.2 Clinical service versus professional growth 

To determine how to improve the efficiency and harmony of the workplace, it is 

important to take into consideration the perspectives of the surgical aspirants. They 

believe they are showing commitment and dedication to the organisation by providing 

clinical service. In return, they hope the organisation will demonstrate a commitment to 
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them by enabling their professional growth. However, this is much more complicated 

than it sounds. 

This requires careful planning of term allocation and rostering; allowing flexible work 

arrangements; ensuring supervisors and mentors have the correct attitude; providing 

fair feedback; organising access to leave; making possible dedicated time for 

educational sessions; and much more. 

For term allocation, some hospitals have streamlined basic surgical pathways. 

However, this is not a universal feature of all hospitals in all States. This lack of 

uniformity makes it harder to arrange accreditation. However, achieving this 

streamlined pathway would ensure that surgical aspirants have a better chance of 

choosing their preferred rotation, which should enhance their eligibility to apply for 

future career progression. Furthermore, as well as ensuring better training for 

prevocational doctors, it would also assist in simplifying the training intake process and 

improving the skills of the cohort. In the medium term it may result in less attrition, and 

ultimately lead to more confident RACS fellows.  

There could, however, be unintended negative consequences of such a program. It 

would disadvantage a candidate who has been indecisive during their early years as 

compared to a candidate with a highly relevant concentrated experience. Similarly, it 

could disadvantage international medical graduates who may not have had the 

opportunity to concentrate their attachments prior to coming to Australia. 

RACS has taken the initiative to develop JDocs,103 which provides a framework for 

surgical aspirants and works as a guide for self-paced development and checking 

one’s progress. This is accessible via RACS after paying a membership of $345. This 

is something that could be used to assess the surgical aspirants prior to the point of 

application for vocational training, thus ensuring that they can demonstrate the 

documented criteria required to gain an intake place. This could shape the pathway 

and ensure better trained candidates in the future. This could be used as part of the 

intake application either as a stand-alone factor or integrated into the procedural skills 

and professional capabilities form currently used by GSA.104 This will likely require 

signing off by a supervisor as with the procedural form. This is a resource with 

pronounced potential but one that needs to be better utilised.74  

Multiple factors need consideration in rostering junior doctors – namely, the service 

registrar’s experience, expertise, and preferences. There is an increasing need for 

providing flexible work arrangements to facilitate the retention of the workforce. There 

are resident medical officer positions advertised which state that there is an opportunity 
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for flexible job arrangements, but the flexibility is sometimes hard to organise. However, 

if flexibility does eventuate it is viewed as most welcome by resident medical officers.105 

However, although there are a few flexible trainee spots across Australia, there are not 

many flexible opportunities in the prevocational phase. Furthermore, a fear of 

repercussions may hinder junior doctors seeking flexible work arrangements. It has 

been identified that there is a fear of being deemed weak or irrational for asking for a 

flexible work arrangement. Sentiments such as the criticism implied in comments such 

as “In my generation…..” are not yet fully gone and thus surgical aspirants are 

encouraged to assume they should not ask for special considerations that were not 

available to previous generations. Arguably, if this generation does not ask for 

improvements in the working environment, or take part when improved conditions are 

offered, the employers will not see a need to arrange such considerations for the next 

cohort. It would be beneficial if employing organisations, RACS and surgical societies 

would showcase positive news and possible identify success stories. Studies have 

shown that flexible work models work well where the supervisors are involved with the 

planning and execution. Also, the literature review has shown that with inclusivity 

comes cognitive diversity, which helps inform addressing the next problem to be 

encountered with a unique and maybe never-thought-of approach.106,107,108 

SET trainees have a specific requirement for their roster to ensure they meet their 

MALT (Morbidity Audit and Logbook Tool) criteria to progress to the next stage.109 This 

simplifies the medical administration’s rostering, given that trainees are in one specific 

site for more than six months and have specific regulations to follow.43 However, the 

unaccredited registrars face more of a problem due to variability of their experience, 

expertise, different specialty, acuity of the specialty, and planned or unplanned 

requirement to cover leave absences of others. Rostering to ensure adequate surgical 

service sometimes takes precedence over equitable shift allocation with respect to a 

registrar’s training requirement needs. From the survey, we see that most junior 

doctors were working in a surgical term. It also shows that most respondents were 

undertaking emergency admission shifts and night shifts in contrast to dedicated, 

supervised theatre shifts. Some might argue that this helps them with their clinical 

exposure, but this is not always preferable to a measured and planned education 

program. 

Moreover, adequate technical skills are of prime importance. It is noted that this has 

come up in the survey responses, with respondents expressing the view that 

inadequate technical skills were a barrier to intake to further training. 

The applicants to SET are expected to have done appendicectomies as a primary 

operator. It sounds simple in theory but difficult to achieve for an unaccredited registrar 
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who is almost always on a night shift in a regional hospital with no theatre availability. It 

is harder for them to be a primary operator for an appendectomy without being rostered 

or having supervision to reach that level of expertise.  There needs to be a balance. 

EWTD68, RACS110 and the AMA111 have expressed opinions and circulated policies on 

safe working hours. These have tended to limit a service registrar’s time at work. This 

was done in the hope of improving work-life balance and minimising burnout. However, 

there have been unintended consequences on training opportunities. Such policies and 

practices require more considered implementation to ensure service is duly provided, 

but not at the expense of professional growth. Previously there was an undisputed 

legend that one would need to spend 10,000 hours of practise to master any skill. The 

new data shows one must practise mastering the skill, but the quantum of practise is 

not as onerous as 10,000 hours. Rather the newer view refers to deliberate practise 

and quality of the practise instead of a fixed number of hours of practise.112 The AMA 

has attempted to ensure appropriate rostering to minimise doctors’ tiredness and 

fatigue and has put out a booklet regarding this.113 A balance needs to be struck. The 

author opines that streamlining the aspirants' surgical pathway and ensuring their 

experience is considered along with their timeline of application will ensure better-

trained candidates are put forward for consideration for intake and minimise attrition of 

good candidates prior to completion.114 

Through this vertical integration of technical and/or non-technical skills based on the 

surgical curricula, the surgical aspirants will be able to demonstrate their progress. This 

will help the recruiters assess the experience and allocate terms. This will also allow 

surgical aspirants to objectively assess any deficiencies that might exist in their training 

or competency and address them, rather than fail the application process. 

During the intake process for surgical training, candidates are expected to collect 

references from surgeons that they have worked with.  This can be difficult to achieve. 

Moreover, from the survey, there came comments questioning the validity of such 

references. Not achieving the maximum available score in the referee section may 

result in missing out on getting a trainee position. There are two ways of looking at this. 

Certainly, if an aspirant has not attained the required standard, they should not get into 

training. On the other hand, if a suitable candidate does not receive a good reference 

simply because of negative bias (undocumented criteria), the optimal workforce of the 

future will not be achieved. Also important is how well the referees know the candidates 

and how fair an assessment is given of the documented criteria. There would be some 

value to arranging 360-degree references, thus including peers and other healthcare 

staff who may interact with the candidate more closely. RACS uses multi-source 

feedback for their underperforming trainees.43 Perhaps, they can similarly utilise this 
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tool in the selection process for entry into vocational training. Junior doctors undergo 

mid-term and end-of-term assessments. Ideally, the supervisor should try to get 

feedback from the whole unit, including the ward, emergency team, and theatre team. 

However, sometimes this can be lacking. The author feels that 360-degree feedback 

might be of benefit in identifying a well-rounded candidate who demonstrates the ten 

RACS-endorsed competencies. 

When asked about having mentors, 54.63% advised they did have a mentor although 

most indicated that they had sourced the mentor themselves. Indeed, only 11 (15.28%) 

were sourced by the employing hospital and none through RACS.  

In the current research the surgical aspirants showed proactiveness in relation to 

sourcing a mentor by approaching friends and acquaintances. It has long been known 

that a mentor can provide guidance, act as a positive role model, and help with 

professional development via the tool of the mentor’s own experience. It is 

commendable that surgical aspirants took the initiative to access the benefit of having a 

mentor. At first glance it may seem problematic that the employing hospital did not 

provide mentors for the surgical aspirants. However, some believe that a mentor who 

will be responsible for providing a reference that will have an impact on the mentee’s 

future career advancement is not the best option. Megginson suggests the mentor 

should be someone 'off-line', not a direct line manager/supervisor of the mentee.115 It is 

thought that this may allow the mentee to show their vulnerability and have more 

suitable guidance.  

On the topic of education, there are multiple points for consideration. There is the 

prospect of self-directed e-learning, Virtual reality (VR), simulation, mandatory teaching 

sessions, technical and non-technical courses, and access to resources.  

Surgical aspirants may also have a access to the wealth of knowledge in medical 

libraries. However, they would need to be guided as to which journals to choose and 

how to progress through topics in the most beneficial order.  

There are paid courses such as Critical literature review and research116 (CLEAR) – a  

short course on research education; Care of Critically Ill Surgical Patient117 (CCrISP) – 

a course for educating one on the management of a deteriorating surgical patient; Early 

Management of Severe Trauma118 (EMST) or Advanced Trauma Life Support (ATLS) – 

for education on managing trauma patients and learning emergency skills; Australia 

and New Zealand Surgical Skills Education and Training119 (ASSET) – for learning 

necessary surgical skills and finally, TIPS120  which teaches on non-technical skills. 

Most of these courses are run over full two days and require a commitment of 

approximately $4000. If accepted as a RACS trainee, these courses are mandatory 
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throughout the training period. It is acknowledged that such courses teach valuable 

skills and therefore applicants for vocational training may be more highly regarded if 

they have already completed such courses at their own expense.   

There are other RACS accredited courses121 such as the ones offered at CTEC,122 

including but not limited to JDocs-General Surgical Sciences Training course, 

JDocs-Emergency Procedures Workshop, Core Skills-General Surgery Trainee 

Workshop, etc. 

However, all these courses have a financial burden on the surgical aspirants as well as 

the need to overcome the difficulty of organising study leave. 

Trainees have mandatory teaching sessions that allow for protected teaching time. 

However, unaccredited surgical registrars seem to have disjointed teaching sessions 

arranged by benevolent surgeons or colleagues. Regrettably, the only formalised 

teaching they receive is through junior doctor teaching sessions arranged through Post 

Graduate Medical Education (PGME). The raises the question of whether such 

sessions are pitched at the correct level for those near to the time of applying for an 

intake place for RACS surgical education.  

Some hospital employees access training, such as NEXUS123, free of charge for EMHS 

employees (East Metropolitan Health Services). This is a three-part half-day course 

covering nine modules on non-technical skills. The course is directed towards training 

on human factors and safety in healthcare and is accredited by RACS. 

There are not many free courses such as the above. Furthermore, most of the courses 

focus on technical skills. However, there is an increasing number of courses teaching 

non-technical skills such as CDM, NOTTS, Conflict and You, Process Communication 

Model, The Aboriginal and Torres Strait Islander Health and Cultural Safety eLearning 

Program etc.124 

It is worth noting that RACS provides scholarships for final year indigenous medical 

students and junior doctors interested in a surgical career to manage the finances of 

traveling to conferences and accessing the courses.125 

During the Covid-19 pandemic, the Commonwealth Grant Scheme (CGS) encouraged 

Commonwealth Supported Places (CSP) by subsidising graduate courses at a lower 

fee.126 Research Training Program (RTP) supports some postgraduate research 

positions in various universities, and this will encourage postgraduate studies.127 

Another option for a surgical aspirant to enhance the prospect of success in the RACS 

selection process is completing a postgraduate degree. This has the two-fold benefit of 

formalised education and curriculum vitae points towards the SET intake application. 
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However, again, this opportunity comes with monetary and time burden that some may 

not be able to meet.   

Virtual reality and simulation have been around for some time and have been utilised 

frequently in medical education. An example is the use of a laparoscopic box for 

improving dexterity. This simulation tool is available in most surgical departments. 

However, the box is usually sitting in a corner. This mode of learning would be better 

utilised if the simulation equipment was incorporating into a formalised teaching 

program. This could help to reduce the impact of rostering clashes experienced by the 

surgical registrars. Furthermore, even be of help to trainees.128,129,130 

There are journal clubs set up in some hospitals. Such an opportunity provides a 

wealth of knowledge along with allowing networking for the surgical aspirants. 

However, this is not a universal practice. Moreover, journal club meeting are not usually 

electronically recorded sessions so doctors on call, or on shift, miss out. 

The author believes there should be a formalised, free, mandatory education program 

arranged for the surgical aspirants. This should be guided by the surgical curricula and 

preferably delivered by surgeons or trainees.   

When asked about work-life balance, the survey showed that 60.20% felt they did not 

have work-life balance. As we know from our literature review, work-life balance can be 

negatively affected by deficient rostering; inability to access leave; inability to access 

flexibility at work; or lack of encouragement of job share arrangements. Such 

deficiencies have a detrimental effect on doctors’ health in the short and long term. Of 

more concern is the possibility that this may have a negative impact on the quality of 

patient care. 

When asked about availability and access to well-being resources, 59% of respondents 

advised they did have access to well-being resources.  Pleasingly, 73% stated they 

would access the resources if ever they felt in need of such support. However, it is 

concerning that some intimated they would not access the well-being resources due to 

fear or mistrust. Several issues of concern were identified. Some are quoted below: 

• ‘Black mark as ‘weak’ as seen happen to other regs’ 

• ‘No one wants to hear junior doctors complain of poor working conditions’ 

• ‘In surgery there is the need to be perceived as tougher’ 

• ‘Concern about anonymity’ 

These responses expose the fear of repercussion, as well as mistrust in the system. 

There must be better advertisement of, as well as evidence of, a culture change before 

junior doctors feel safe in seeking help, even if is available. 
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Unsurprisingly, when asked whether they perceive that there are barriers to surgical 

training intake, 93% stated they felt there were barriers. When asked to elaborate, the 

surgical aspirants identified a lack of surgical streaming from early on, competition in 

getting more curriculum vitae points, mistrust in the points awarded for referee reports, 

financial burdens, time constraints, the absence of a mentor, being a female, and the 

employing hospital’s emphasis on service instead of career development of service 

registrars. 

As Dr. Liang has specified in her recent study35 there is no single-step solution to 

overcoming these roadblocks. Addressing these issues will require an intricate 

multilevel plan. Although a complex task, the effort will be worthwhile because solving 

these problems will enable retention of those in danger of unnecessarily self-selecting 

out of the surgical training, while at the same time improving the working life of all. 

The purpose of this research was to understand the perceptions of junior doctors and 

the barriers they foresee or experience in progressing towards a surgical career. 

Single-factor interventions will not work in solving this complex, multivariate, and very 

current issue. 

If the community is to receive the highest possible standard of surgical service in the 

future, it is important for RACS to engage in careful monitoring of surgical practitioners 

and provide continuing professional development to guarantee maintenance and 

enhancement of skills among its fellows.131 

As per RACS workforce data, there were 4089 practising surgeons in 2010. It is 

estimated that the demand for surgical service will increase over time due to a range of 

factors including the aging population and the introduction of new procedures.  RACS 

has estimated that in order to cope with the rising demand, while still maintaining an 

appropriate standard of care, the surgical workforce will need to rise to 4870 by 2025. 

Modelling done by RACS in 2011 concluded that unless there was a substantial 

increase in the number of graduating surgeons, Australia would face a surgical 

workforce crisis. After taking into account factors such as the large number of current 

surgeons approaching retirement age, an expected increase in population and the 

predicted decrease in working hours, RACS estimated that maintaining the current 

level of service would require 264 new surgeons to join the workforce each year.131 

Comparing this number with the more modest increase of 184 in 2010 highlights the 

importance of maximising successful outcomes from the training program.   

A further consideration is the annual cost of providing adequate training for the 

increased cohort of 80 trainees. Increasing the cohort of trainees by 80 each year 

would imply an increase in the budget for surgical education that would be hard to 
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achieve. Improving efficiency, and thus lowering the cost of training, is therefore 

something that the accrediting body – RACS – should seriously consider. 

This literature review has identified social factors causing surgical trainees, with 

otherwise good prospects of success, to self-select out of the vocational training 

program. It is likely that concerns about these same social factors are discouraging 

otherwise good candidates from applying for entry to the vocational training program. 

This should provide an impetus and justification for action to overcome these barriers 

or roadblocks. 

In view of the above-mentioned need to increase the number of well-skilled surgeons in 

practice there is a general desire to find which system will work best to adequately 

prepare a surgical aspirant for independent practice in the least amount of time, and 

with the least amount of expense. This author opines that one strategy that has not 

been given adequate consideration is an increased emphasis on organisational 

support. By addressing the perceived or actual social concerns affecting surgical 

aspirants the working environment would be improved and candidates with good 

prospects of success would be encouraged to apply for – and complete – surgical 

training programs. 

The process of selecting the most suitable candidates for surgical training is not an 

exact science. Over the years, surgical training has tried variations in the intake and 

exit processes and a range of training styles. Furthermore, with an ever-changing 

landscape, it is likely that further modifications to the endorsed training program will be 

needed. It is to be acknowledged that many contemporary influences have had an 

impact on the way that surgical service is conducted. The environment experienced by 

the surgical practitioner has evolved in response to increases in the availability and 

utilisation of technology; improvements in disease identification and the range of 

treatments; alterations in the size and stratification of the population; increases in the 

incidence of co-morbidities and complexity of surgical interventions; and significantly, 

the decreases in the availability of resources in the hospital sector. Also having an 

impact is the expansion of patient knowledge, albeit sometimes flawed, via online 

searches. These influences have had a significant impact on patient expectations of 

surgical best-practice and resulted in changes to the way surgery is conducted. To 

believe that these changes could be addressed without a corresponding change to 

surgical education and practice would be rather naive. 

Despite extensive commentary about the multiple perceived negatives of the surgical 

culture, to date there has been only ever-so-slight improvements. However, it appears 

that the discussions within on-line sites about problematic aspects of the surgical 

working environment, such as absence of equality, non-existent work-life balance, and 
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lack of inclusivity and diversity are gaining momentum. This widespread concern 

signals the coming of the next big step: modernisation of the working environment to 

achieve improved retention rates by ensuring job satisfaction and safe delivery of 

surgical care. 

It appears that the current cohort of junior doctors will be the first generation to 

experience five generations working side by side. This social phenomenon will 

influence the entire medical workforce and indeed have an influence on the community 

response to behavioural practices formally thought to be beyond criticism. There will 

also be a slow, but noticeable, increase in the number of female surgeons and 

surgeons from indigenous and varied backgrounds. In response to local workforce 

shortages, there has been an increase in the number of international medical 

graduates being employed in Australia. A proportion of this cohort come with oversees 

training and experience as surgeons and seek Australian accreditation. A further 

proportion of overseas-trained doctors aspire to a career in surgery, adding to the pool 

of locally-trained surgical aspirants. The enlargement of these previously limited groups 

has changed the demographic composition of the surgical workforce and broadened 

the traditional ‘image’ of ‘the surgeon’. Depending on the direction of responses 

(clinging to entrenched privilege or progressing with the times) such transformations 

may lead to changes in what is considered acceptable or alternatively unacceptable in 

surgical practice.  

It is acknowledged that the working conditions experienced by surgeons has begun to 

change. There has already been a rise in part-time and flexible job arrangements. This 

trend will need to increase in coming years if the image of the culture of surgery is to be 

rehabilitated and the required increase in the number of practising surgeons 

accomplished. 

However, this transformation is not happening as fast as many would like to see. It is 

observed that more than half of medical graduates are female131 yet only around 13% 

of the active surgical workforce is female. Admittedly this is an increase from 8% in 

2018, but many believe there should be further changes to employment policies to 

facilitate more equality in gender representation. Similarly, the 2019 representation of 

indigenous surgical trainees, at 17 Maori and seven Aboriginal and Torres Strait 

Islanders,132 is not likely to be aligned with their representation in the Australian 

population. Indeed, it is probably way out of proportion to the volume of surgical service 

required by the membership of indigenous communities. 

The push for safe working hours has highlighted the need for employing hospitals to 

foster work-life balance by producing sustainable shift work rosters, thus preventing 
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burnout. If not addressed these issues can compound and negatively affect not only job 

satisfaction but also safety of patient care. 

The European Work Time Directive caused waves and forced employers' hand to 

reduce the working hours for doctors. This was followed by AMA and RACS taking a 

stand on “standards of safe working hours and conditions”. This ensured that doctors 

were not forced to work prolonged hours, affecting their work-life balance, and resulting 

in burnout. However, along with this positive innovation for doctors came an unintended 

consequence for those who have not as yet completed training. The traditional very 

close relationship between trainer and novice has been weakened or, in some 

instances, lost. 

Recognising the possible negative impact on surgical education, both RACS and 

RCSEng implemented pilot projects133 to seek to ensure that the quality of surgical 

education did not suffer. 

This resulted in a training program of pre-determined minimum and maximum length 

with graduated supervised progression. This progression is based on competence 

instead of time spent working on term rotations. This was the beginning of the SET 

scheme in 2008. Now the GSA has decided to change to a five-year GSET, a 

combination of three core and two principal years with only one competitive selection 

process. Moreover, the assessment is based on entrustable activities following 

appropriate training. 

Along with this, RACS has released a policy regarding rosters for trainees. The aim is 

to ensure that, despite the time constraints, trainees are given adequate opportunity to 

participate in both elective and emergency operating sessions to maximise their 

supervised upskilling. This brings to the fore the question of the responsibility of patient 

care after hours and over the weekends. Usually, after hours care is provided by the 

unaccredited registrar under the on-call consultant's general direction, when he or she 

is not on site. While this can increase the junior registrar's experience, it also presents 

difficulties for those in surgical training. It is less than desirable for juniors not to have 

direct supervision from seniors and moreover, may result in lack of access to operative 

theatres, especially in regional sites. This will hamper upskilling and may have a 

negative impact on career progression due to inability to meet the eligibility criteria for 

advancement. RCSEng has provided advice on how to maintain safe surgical practice 

while not diminishing training time for registrars. This involves increasing team size to 

ensure adequate cover during teaching times. Other suggestions include better 

utilisation of simulation to expand teaching opportunities. Another proven method is 

involving non-medical personnel in an extended surgical team. This usually involves a 

Nurse practitioner who will act at the level of a junior doctor to review incoming surgical 
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patients and arrange bloods, imaging, and handover to senior surgical team members. 

This has worked well for surgical care in England but has disadvantages. This practice 

reduces the capacity of the nursing workforce to provide nursing care and reduces the 

development of clinical expertise of junior doctors. However, the author feels that, 

through more attention to the designing of rotas, a balance that would provide a better 

model for after-hours care could be struck. The survey has revealed that unaccredited 

trainees feel they are lagging in skills and supervised training. This could be rectified by 

scheduling more daylight hours with their supervisors.133 

This research project surveyed the perception of work-life balance and the responses 

revealed that many of the surgical aspirants felt they did not have adequate work-life 

balance. Sometimes, this is not due solely to the work hours; it could also be due to the 

surgical team to which they are allocated or the amount of shift work. These factors can 

also contribute to burnout. Due to the safe working hours rules the surgical aspirants 

are working fewer hours, but many of them are after hours or on weekends. This is 

particularly problematic because during those hours there is less expert supervision 

and mentoring. As well as affecting career progression this can have a negative effect 

on job satisfaction. 

As well as identifying the long hours of shift work as detrimental, surgical aspirants 

expressed concern that there were no dedicated surgical aspirant education sessions 

or indeed a structured curriculum for them to follow. They are still assessed by the 

junior doctor mid-term and end-of-term assessment forms, which is utilised by intern, 

RMO and service registrars alike and which are thought to be set at a much more 

junior level. Moreover, there is fear that their limited interaction with the supervisors 

may negatively impact the referee report that is given on their term performance.  The 

referee report is held to be an important component of a training application and fear 

that the referee will deem their progress as inadequate results in considerable stress 

for surgical aspirants. These issues could be addressed by utilising GSA curricula for 

education and RACS JDocs for assessment. This assessment can be done based on 

seniority of SET level hence ensuring an appropriate assessment level. Furthermore, 

the process known as 360degree Feedback could help with assessing whether the 

surgical aspirant is ready for the next step. It is important to ensure the aspirant's 

capabilities are transferable as they progress to higher levels of training as well as 

ensuring that trainers understand and address any particular needs for improvement. 

An issue raised in the literature review was concern about limited access to leave. The 

responses to the current research survey revealed negative perceptions surrounding 

the acceptable indications for leave to be granted and fear of repercussion around 

taking leave or indeed, even around applying for leave. Under safe working hours 
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protocols, adequate leave for doctors is recommended in order to prevent burnout. 

Furthermore, NSW has advised that they are happy to provide maternity leave for 

surgical aspirants even though they may not have worked in NSW for one year prior to 

the application. This brings hope regarding uniform policies and regulations for surgical 

aspirants around access to leave. Under the revised protocol, it is possible to count a 

term as completed if no more than six weeks leave is taken during the six-month 

duration. A survey of surgical fellows conducted in 2019 showed that 25% of female 

fellows returned to work within six weeks of giving birth.134 Given the apprenticeship 

model, this is understandable.  However, with the increase in female surgeons, the 

author opines this is not a gender specific issue; it is a lifestyle issue that effects both 

genders. 

There has been an increase in flexible job arrangements such as part-time or job share 

modes. However, these models of employment have not been as widely taken up as 

hoped. Issues surrounding the lack of uptake are fear of repercussions and delays in 

gaining eligibility to either apply for training or to apply for a training fellowship 

examination. In 2019 only 11 general surgery trainees opted for part-time training 

among a cohort of 124.132. The surgical aspirant's jobs are advertised as having 

opportunities for flexible arrangements, but many decide not to take advantage of these 

opportunities due to negative perceptions about whether doing so will result in indirect 

or hidden discrimination. This discourages the employing hospitals from undertaking 

the logistics and will have a negative impact on the next applicant's chances of availing 

flexible opportunities. There should be an improved campaign regarding the benefits of, 

and employers' enthusiastic endorsement of, flexible job arrangements. 

On the topic of ensuring well-being for surgical aspirants, we found that many 

employers and RACS itself had developed well-being resources. However, 

disappointingly, the uptake of such resources and programs has been limited. Once 

again, this has been due to negative perceptions of future discrimination if supposed 

‘weakness’ is revealed. The emphasis on concealment of mental health issues extends 

also to concealment of physical health issues. The RACS census report134 revealed 

that 24% of fellows had not had a general health check in over two years. Positive role 

modeling and anonymity would assist to alleviate fears of damage to their reputation 

and the possibility of future hindrances to career progression. 
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Chapter Six: Recommendations and Conclusions 
 

The literature review and conduct of this survey confirms the view that it is difficult to 

gain an understanding of issues affecting surgical aspirants because they are 

dispersed individuals rather than a cohesive group. The acknowledgement that it is 

difficult to connect with them renders it even more crucial to address barriers that might 

be affecting their lack of progress in the surgical profession. Other than the AMA and 

PGME, there does not seem to be much of an effort to take responsibility for training, 

guiding, and nurturing this ‘lost tribe’.4 

 

6.1 Recommendations 
After consideration of the results of the survey, along with the advice arising from the 

literature review, the following suggestions are put forward for consideration: 

• Streamlining rostering and term allocation for surgical aspirants, including taking 

their experience and preferences into consideration, and allowing for education 

and supervised operating time; 

• Encouraging educational trainers and motivating them to enhance their 

knowledge and practice of modern educational theory to overcome the noted 

reduction in trainer and trainee contact time; 

• Integrating RACS JDocs trainee logbooks, and assessments to ensure the 

graduated progression of skills acquisition by surgical aspirants – both technical 

and non-technical; 

• Utilising the JDocs framework, including 360-degree feedback, to ensure suitable 

candidates do not experience unwarranted exclusion; 

• Encouraging consultants and senior registrars to take up mentorship roles; 

• Utilising e-learning platforms, VR, and simulation for teaching in order to facilitate 

access for surgical aspirants at various levels of expertise; 

• Increasing positive advertisement by RACS to ensure culturally inclusive and 

diverse role models are put forward as success stories; 

• Increasing positive advertisement regarding flexible job arrangements; 

• Encouraging health advocacy and debriefing by peers and mentors; and 

• Taking the newer generation's entry into the workforce, human factors, and the 

cultural shift into consideration when seeking to make policy improvements. 
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6.2 Conclusions 
This is a wake-up call to stakeholders, including surgical aspirants, surgical fellows, 

RACS, the nine specialty societies, as well as the employing hospitals. To find and 

better prepare the future generation of surgeons, action must be taken now. There has 

been work done on these fronts, but there is more that could be done. Advertising 

widely, so the surgical aspirants are aware of all possibilities, will be important. 

Moreover, there needs to be a concerted effort to alleviate the fear of career damage 

currently attached to asking for help. It is no use asking hospitals to develop well-being 

resources if those who need them are too apprehensive to ‘out’ themselves in this way. 

The surgeons have always been a dedicated group, working in the best interests of the 

community. Now it is time for the community to work in the best interests of the 

surgeons and those who aspire to a surgical career. Surgeons should be entitled to a 

working life that is sustainable, balanced and satisfying.  Moreover, aspirants need to 

be able to see that a positive career environment is typical of a surgical career. 

Otherwise, they will be dissuaded from entering the profession.  

The lessons from this study need to be applied widely and promptly. These actions will 

ensure the current surgeons, and those who come after them, are supported, both 

mentally and physically, to stay on top of the task of providing the highest quality of 

surgical service. This will be crucial to ensuring appropriate personal and professional 

growth in an evolving culture of an increased complexity of operating practices, as well 

as an increased emphasis on safety, diversity, and collegiality. Only then will patients 

be assured of exemplary, indeed exceptional, surgical care. 

 

6.3 Limitations of the study 
The author feels there were several limitations to the study. A larger sample size would 

have given more confidence in generalising the findings to the entire cohort of service 

registrars. Moreover, it is acknowledged that most respondents were from Western 

Australia which raises the question as to whether this has skewed the results. Also, it 

would have been beneficial if more participants were recruited from those Australian 

states with larger cohorts of service registrars. Furthermore, the study's self-select 

nature, whereby only the opinions of those who chose to respond are recorded is 

problematic. The results may be skewed, because the opinions of those who chose not 

to respond may be completely different from those whose opinions have been counted. 

The survey does not ask about the indigenous identity of the respondents. The survey 

asks about foreign graduate identification, but does not ask about the country of birth or 

country in which their qualifications were obtained. Similarly, the survey does not probe 
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whether respondents are foreign graduates only or foreign specialists awaiting 

accreditation. The study population included all surgical aspirants, including very junior 

doctors at the PGY1 level. Given their junior status they may not have had access to 

theatre even if they were on surgical terms. And given their term and job description 

their work life balance may be affected differently.  

The analysis of the literature did not clearly delineate which comments related to the 

experience of surgical aspirants and which comments related to the experience of 

surgical trainees. This differentiation could have shed some light on whether the views 

expressed were applicable to one, or other, of the groups, or both.  

 

6.4 Future directions 
The subject matter of this research topic is of crucial importance to the future direction 

of surgical service and patient care. The data revealed in the survey responses was 

useful but its usefulness could be enhanced by addressing the points revealed in the 

Limitations section. It is therefore suggested that the current study be repeated with the 

following enhancements:  

• Inclusion of subjects from states other than Western Australia, which arguably 

have larger populations of surgical aspirants; 

• Inclusion of a question on whether respondents identify as Aboriginal or Torres 

Strait Islanders; 

• Inclusion of a question on whether the respondent identifies as from a diverse 

cultural background; 

• Inclusion of a question on the country of birth of IMGs; 

• Inclusion of a question in which IMGs gained their medical qualifications; 

• Inclusion of a question on whether IMGs are foreign medical graduates only or 

foreign specialists awaiting accreditation; 

Dr. Liang found the main reasons for women leaving surgical training were insufficient 

role models, inadequate institutional support, gender discrimination and harassment, 

sleep deprivation, adverse interactions with seniors, pregnancy, and childbirth. 

Interestingly, Dr. Liang pertinently points out that except for pregnancy, all the other 

factors may also be valid concerns for male trainees and submits that the perceptions 

of male trainees should perhaps be the next focus for research.35 
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Appendices 
 

Appendix 1: Email for distribution 

 

Dear Dr [Insert name] 

 Are you a junior doctor who is keen on getting on surgical training in Australia? If so, 

we need your help. 

We are conducting a training needs analysis for junior doctors (Interns, resident 

medical officers) and service/unaccredited surgical registrars and how to bridge the 

gap. 

We are asking you to participate in this survey which will take a maximum of % minutes 

of your time. It will allow us to gain valuable insight into areas that need addressing to 

help improve the chances of applicants getting on the training program. 

This research is part of my master’s project with UWA. This is an anonymous survey 

link and your response is automatically de-identified during the data collection process 

and remains confidential. All results will be presented as grouped data and no 

individual respondent’s data will be reported. 

For further details please contact Dr Shabnam Islam (Masters Student, UWA) by phone 

+61469617055 or email: shabnam.islam@research.uwa.edu.au 

Follow this link to the survey: 

https://uwa.qualtrics.com/jfe/form/SV_dbPu2yF1HsV661L 

Regards 

Shabnam 

P:0469617055 

E: Shabnam.Islam@research.uwa.edu.au 

 

https://uwa.qualtrics.com/jfe/form/SV_dbPu2yF1HsV661L
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Appendix 2: Survey 

 

SET: How to make the cut? 

 

Q1 Please choose your age group 

• 20-25 

• 26-30 

• 31-35 

• 36 and above 

 

Q2 What postgraduate year are you? 

• Year 1 

• Year 2 

• Year 3 

• Year 4 

• Year 5 and above 

 

Q3 What is your gender? 

• Male 

• Female 

• Prefer not to say 

 

Q4 Are you an Australian graduate? 

• Yes 

• No 
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Q5 Where are you working at the moment? 

Australia 

• Western Australia 

• New South Wales 

• Victoria 

• Tasmania 

• Australian Capital Territory 

• Northern Territory 

• Queensland 

• South Australia 

New Zealand 

• New Zealand 

 

Q6 What term are you doing currently? 

• Surgery 

• Critical Care 

• ED 

• Other 

 

Q7 What percentage of protected theatre time have you had in the last month? 

Protected theatre time is defined as rostered theatre days where you have proper 

supervision for improving your technical skills. This may be an elective or emergency 

list. 

• 1-5% 

• 6-15% 

• 16-25% 

• >25% 
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Q8 How many admitting shifts have been rostered in the last month? 

We would like to know about your rosters for the last month. What percentage of last 

month did you spend in the following role? 

 

Q9 Do you have a mentor? 

• Yes 

• No 

 

Q10 How did you find your mentor? 

• RACS 

• Hospital allocated 

• Friends/Acquaintance 

• Other 

 

Q11 How frequently do you meet with your mentor? 

• Annually 

• Quarterly 

• Never 

• Other 
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Q12 We are interested in your self-appraisal of your non-technical skills in the following 

domains. 

 

Q13 Are you aware of any courses available for junior doctors to improve non-technical 

skills? 

• Yes 

• No 

 

Q14 If you are aware of available courses for non-technical skills please write the name 

below: 

 

Q15 How would you rate your work-life balance? 0 for no work life balance and 10 for 

perfect work-life balance. As per Kirchmeyer(2000) work life balance is defined as 

“achieving satisfying experiences in all life domains and to do so requires personal 

resources such as energy, time, and commitment to be well distributed across 

domains” 
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Q16 Do you exercise? Exercise is defined as a dedicated physical activity spent in 

pursuit of fitness usually 30minutes of moderate intensity per day for at least three 

times a week. 

• Yes 

• No 

• Other 

 

Q17 Do you have access to employer provided well-being resources or support 

services? 

• Yes 

• No 

 

Q18 If yes, please provide the name below: 

 

Q19 If you ever require well-being support would you access it? 

• Yes 

• No 

 

Q20 If you have replied no could you tell us why? 

 

Q21 Do you think there is barriers to get into surgical training? 

• Yes 

• No 
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Q22 Below are some examples of perceived barriers into successful surgical intake. 

Please check any of the options that applies to you. You can choose multiple options if 

required. 

 

Q23 If you think there are other barriers to successful surgical intake, please write them 

below: 

 

                                   Thankyou for your participation. 




