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Abstract
Objective: Expansion of opportunities for ophthalmology training beyond the 
‘big smoke’ is anticipated to support the future distribution of ophthalmologists 
in regional, rural and remote areas of Australia. However, little is known about 
what enables supervision outside of metropolitan tertiary hospital settings that 
would contribute to positive training experiences for specialist medical trainees 
and encourage them to leave the ‘big smoke’ once qualified. The aim of this study 
was therefore to explore the perceived enablers of ophthalmology trainee supervi-
sion in regional, rural and remote health settings across Australia.
Setting: Australia.
Participants: Ophthalmologists working in regional, rural or remote health 
settings with experience and/or interest in supervising ophthalmology trainees 
(n = 16).
Design: Qualitative design involving semistructured interviews.
Results: Seven key enablers of ophthalmology trainee supervision in regional, 
rural and remote health settings were identified: adequate physical infrastruc-
ture, resources and funding to host a trainee; availability of online curriculum 
and teaching resources so as to ensure equity of training opportunities; pre- 
established training posts, driven by supervision ‘champions’; a critical mass of 
ophthalmologists to help share the supervisory load; relationships and support 
between training posts, the training network and the Specialist Medical College; 
alignment of trainee competence and attitude with the needs of the training set-
ting; and the recognition of reciprocal benefits for supervisors through supporting 
trainees, including workforce support and renewal.
Conclusion: With training experiences beyond the ‘big smoke’ anticipated to 
influence future ophthalmology workforce distribution, implementation of ena-
blers of trainee supervision should occur in regional, rural and remote health 
settings wherever possible.
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1  |  INTRODUCTION

Despite higher rates of eye disease and vision loss, 
Australians living in rural and remote areas have poor 
access to ophthalmologist consultations and surgery.1– 4 
Largely, poor access reflects maldistribution of the oph-
thalmic workforce, with 76% of ophthalmologists practis-
ing in metropolitan cities.5 Although there has been some 
evidence of outward migration of ophthalmologists over 
the past decade,5 the projected undersupply of ophthal-
mologists in future, especially in rural and remote areas,6 
highlights the need to further grow the ophthalmology 
workforce outside of metropolitan cities. This growth is 
anticipated to result from a redesign of traditional met-
rocentric specialist medical training programs to include 
a broader range of training experiences in regional, rural 
and remote areas.7– 10

Ophthalmology training in Australia comprises a 5- 
year vocational training program which has historically 
been delivered in Australia by one of six training net-
works, in training posts based predominately in metropol-
itan tertiary hospitals. However, in recent years, the Royal 
Australian and New Zealand College of Ophthalmologists 
(RANZCO), with support from the Commonwealth 
Government Department of Health, has worked to increase 
vocational training capacity in regional, rural and remote 
areas.10 The Commonwealth Government Department of 
Health Specialist Training Program (STP) is a collabora-
tion between the Department of Health, specialist medi-
cal colleges, health departments and public/private health 
settings.10 The STP focuses specifically on the issue of 
workforce maldistribution, with a key objective to influ-
ence future workforce distribution towards current areas 
of unmet community need, including rural and remote lo-
cations, by providing positive clinical training experiences 
in regional, rural and remote settings. Implementation of 
the STP, together with the recent introduction of a sev-
enth separate nontertiary Regionally Enhanced Training 
Network for ophthalmology,11 has fostered the expansion 
of supervisory roles to include ophthalmologists working 
in regional and rural hospitals, private practices and out-
reach services. Accreditation requirements specify each 
ophthalmology training post must be supported by a min-
imum of one supervisor (to facilitate trainee development 
and provide support) and two clinical tutors (to monitor 
trainee performance in the clinical setting), although pro-
vision for remote supervision has been made to facilitate 

training in settings where there may not be enough oph-
thalmologists to supervise trainees locally.11

Effective supervision is essential to develop excellence 
in the knowledge and skills of ophthalmology trainees 
and to ensure safe and competent future practice.11 To 
date, scholarly papers on medical trainee supervision in 
rural and remote Australia have focused on supervision 
provided to junior doctors in rural hospital settings,12 and 
supervision of general practice (GP) and rural generalist 
registrars.13– 25 While international research has sought to 
describe the characteristics of effective supervisors and 
supervision models for specialist trainees,24,25 few stud-
ies have investigated the supervision of specialist trainees 
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What is already known?

• Ophthalmologists are maldistributed in 
Australia, with 76% practising in metropolitan 
areas

• Increased vocational training opportunities in 
regional, rural and remote areas are anticipated 
to support future ophthalmology workforce dis-
tribution towards underserved areas

• A minimum of one supervisor and two clini-
cal tutors are required for each ophthalmology 
training post in nonmetropolitan settings, im-
plying a need to enable supervisory capacity for 
regional, rural and remote ophthalmologists

What this paper adds?

• Supervision in regional, rural and remote health 
settings requires adequate physical infrastruc-
ture, resources and funding together with ac-
cess to online curricula and teaching resources

• Supervision champions are needed to develop 
training opportunities, which are best placed in 
areas with a critical mass of ophthalmologists 
to share the supervisory burden

• Relationships and support are critical between 
training posts, networks and Specialist Medical 
Colleges to minimise administrative burden, 
develop supervisory skill and ensure the alloca-
tion of appropriately skilled trainees to health 
settings
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   | 3JESSUP et al.

in regional, rural and remote settings. To the best of our 
knowledge, no study has reported on the enablers of 
ophthalmology trainee supervision in regional, rural and 
remote Australia, although research has described the su-
pervision of remote trainees in internal medicine,26 gen-
eral surgery27 and emergency medicine.28 The aim of this 
study was therefore to explore the perceived enablers of 
supervising ophthalmology trainees in regional, rural and 
remote settings across Australia. The findings will help 
support expansion of training opportunities and the oph-
thalmology workforce outside of traditional metropolitan 
settings.

2  |  METHODS

2.1 | Study design

This study employed a cross- sectional qualitative study 
design, involving semistructured in- depth interviews. 
The Tasmanian Health and Medical Human Research 
Ethics Committee (Project ID: 23059) and the RANZCO 
Human Research and Ethics Committee (Reference 
Number: 113.20) provided ethics approval for the 
research.

2.2 | Participant recruitment

Eligible participants for this study were ophthalmolo-
gists practising in a regional, rural or remote health set-
ting (areas classified as Modified Monash Model category 
2– 7)29 in Australia who had previous experience with, or 
an interest in providing supervision to ophthalmology 
trainees. A total of 134 potential participants identified by 
RANZCO were sent an email invitation by a member of 
the research team (BJ) to participate. A total of 16 ophthal-
mologists who replied to the initial email invitation were 
found to meet inclusion criteria and subsequently agreed 
to be interviewed.

2.3 | Data collection and analysis

All participants engaged in an interview conducted over 
Zoom or telephone at a convenient time. Interviews, con-
ducted by one member of the research team (BJ), were 
completed between October 2020 and February 2021 and 
ranged from 19 min to 67 min in duration (average time 
40 min). Interviews were semistructured, with guiding 
questions used to elicit key information. The key ques-
tion relevant to this paper was ‘what would enable an 

ophthalmologist to become a supervisor in a regional, 
rural or remote setting?’ All interviews were audio re-
corded and transcribed verbatim. Interview transcripts 
were provided to participants to check for accuracy 
and completeness and amended by participants where 
necessary.

Transcripts were imported into NVivo (version 12.0) 
for thematic analysis.30 Individual transcripts were re-
viewed multiple times. The lead author (BJ) used an in-
ductive process to identify and create initial codes as they 
emerged from the text. Codes were then hierarchically 
organised into broader subthemes and then themes as 
coding progressed. The second author (PA) independently 
coded the transcripts using a combination of deductive 
coding based on the codes identified by the first author, 
and inductive coding, where new codes were created for 
themes not identified in the initial coding. Refinement 
of subthemes and themes was achieved through iterative 
discussions with both authors and the broader research 
team. Verbatim quotations were used to exemplify themes 
where appropriate.

3  |  RESULTS

All 16 interested ophthalmologists (2 female and 14 male) 
completed an interview. Participants were representative 
of five of the seven states and territories of Australia. Most 
respondents (n = 13) were currently supervising trainees 
in a regional, rural or remote health setting, with a fur-
ther two having prior experience supervising in these set-
tings. One participant worked in a regional health setting 
and was interested in becoming involved in supervision 
in future.

Seven key enablers of supervision of ophthalmology 
trainees in regional, rural and remote settings were iden-
tified. These included physical infrastructure, resources 
and funding; online curriculum and teaching resources; 
supervision ‘champions’; critical mass; relationships and 
support; trainee competence, behaviour and attitude; and 
reciprocal benefits.

3.1 | Physical infrastructure, 
resources and funding

Interviewees indicated that taking on a trainee required 
adequate physical space, equipment and support staff 
within an existing practice or hospital. One ophthalmolo-
gist indicated their service was already at capacity physi-
cally and could only accommodate a trainee after the 
retirement of existing staff.
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… I think taking on a trainee would not be 
possible if one of the consultants wasn't retir-
ing as that frees up a room. 

(Participant #2)

For private practice settings, interviewees also described 
the necessity of having access to a public operating list, with 
an efficiently run theatre to maximise the surgical training 
opportunities for trainees.

We could not have another trainee because 
we would not have two operating lists a 
week to teach them on … you can't have 
them doing private operating lists because 
they are private patients. That's what they 
are paying the money for, so I think that's a 
key limitation. 

(Participant #6)

Along with physical infrastructure and resources, 
adequate funding was universally discussed among in-
terviewees as critical in enabling the supervision of a 
trainee. Ophthalmologists in private practices especially 
felt challenged by the need for additional equipment and 
support staff for the trainee. There was also a perceived 
lower throughput of patients because of direct super-
vision constraints, combined with the lack of billing 
capacity of trainees, which led to a reduction in earn-
ing potential while supervising. Supervising ophthal-
mologists in private practice settings also highlighted 
that it took trainees much longer to complete surger-
ies compared with a qualified ophthalmologist, which 
potentially meant additional financial costs in settings 
where theatres were secured through a fee- for- service 
arrangement. While public settings were structured 
to cope better financially with trainees, supervisors in 
these settings highlighted that on- call costs often had to 
be absorbed by the health jurisdictions.

… I mean to be frank, I can work faster than 
the registrar can. I mean they are time con-
suming for me and certainly in the operating 
theatre it takes a lot more time. 

(Participant #3)

One of the problems in the general prac-
tices [is] the limited amount of support for 
people to actually provide support and su-
pervision. It's often expected to be part of 
what you do without any additional funding 
or resourcing to make it possible and that's 
presuming upon people's goodwill and ask-
ing them to do it just for love, which is not 

a properly sustainable situation, nor does it 
really recognise the importance of effective 
supervision. 

(Participant #5)

3.2 | Online curriculum and 
teaching resources

To effectively teach the trainees, interviewees indicated 
that they needed access to teaching resources, including 
a prescriptive curriculum with already developed lectures 
and tutorials on topics that trainees should be learning. 
Ophthalmologists currently supervising highlighted this 
was necessary given the limited time they had to develop 
educational materials.

If we want to give our trainees lectures and 
things, we have to go and write it ourselves, 
find our own images, do it all. This is the prob-
lem. That's what takes the time. If they came 
up with a learning system with all the slides 
they want the registrars to know, the way they 
want the registrars to do particular operations 
or which protocols they want them to follow, 
put that in a nice little package and when we 
teach our registrars we can provide the same 
information across the board, that would be 
a big help. 

(Participant #16)

Supervising ophthalmologists were also aware of the dis-
connect felt by trainees when rotated to regional, rural and 
remote settings given they could no longer physically attend 
teaching sessions and tutorials available in tertiary hospitals. 
In this sense, supervisors recognised the need for any teach-
ing sessions offered by the training network to be conducted 
online, allowing for equitable access for all trainees, regard-
less of their training location.

I've suggested and will continue to suggest 
that the College moves to more prescriptive 
online education where you have a first- year 
program, a second- year program, a third- year 
program, and that's all online, and no matter 
where you are you can access it. 

(Participant #9)

One thing that we don't have in the country 
but which exists at the [metropolitan hospi-
tal] for the trainees, there's lectures, tutorial 
groups, there's practical sessions and all sorts 
of things, which would be nice to be able to 
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   | 5JESSUP et al.

plug into if you're removed from the large 
training centres. 

(Participant #11)

3.3 | Supervision ‘champions’

Many of the ophthalmologists currently providing su-
pervision indicated that they had commenced in a su-
pervisory role after an accredited training post had been 
established. In each case, interviewees described how 
another ophthalmologist had originally ‘championed’ the 
notion of supervising trainees and had undertaken the lo-
gistical process to develop a training post to realise that 
belief. Several participants indicated that while they were 
happy supervising, they would not have had the time, nor 
drive, to develop the training post. This was reaffirmed by 
other ophthalmologists currently working in regional and 
rural settings who expressed interest in supervising but 
indicated that they would only begin doing so if someone 
else developed the opportunity for them.

It helps a lot to already have the [post] es-
tablished and probably this is fundamental 
… when I joined this practice back in [year], 
it was already taking registrars, so somebody 
[previously] … made the visionary thing that 
we should be taking registrars. 

(Participant #2)

3.4 | Critical mass

Interviewees indicated that supervision came with a 
workload, given the additional administrative require-
ments along with direct supervision. However, interview-
ees consistently described the positive situations of larger 
group practices in hosting trainees, given that supervisory 
responsibilities and administration could be distributed 
across several ophthalmologists. In this respect, it was felt 
that locations where a critical mass of ophthalmologists 
worked were advantageous for ophthalmology training.

If you're in a solo practice, or a practice where 
there might be only one or two practitioners, 
then the supervisory time is only shared be-
tween two people. But the more people you 
have, the more widely it's shared around and 
the lesser a burden it is. 

(Participant #11)

I think we're fortunate because we have a core 
of ophthalmologists in the area, mostly in the 

one clinic, so it does make it easier to coordi-
nate … I feel the term works best in regional 
areas that have a reasonable number of oph-
thalmologists, particularly if they're mostly in 
one centre that sees all comers. 

(Participant #14)

3.5 | Relationships and support

Interviewees outlined that relationships with both 
RANZCO and the broader training network were criti-
cal in enabling supervision. Links to the training net-
work were deemed necessary, as both parties needed 
to contextualise the nature of the training opportunity 
on offer, how it fit into the overall training experiences 
across the training program, and how trainees were per-
forming during their rotations. As one interviewee de-
scribed: ‘We are in dialogue with the parent institutions all 
the time’ (Participant #10). This two- way communication 
was considered particularly important in ensuring the al-
location of appropriately skilled trainees to training sites 
and how to manage trainees that were under performing. 
Interviewees also described how being connected to the 
broader training network fostered a sense of collegiality 
that was often missing for ophthalmologists in more rural 
and remote health settings.

I've only been sitting in on the term training 
supervisor meetings with [network] this year. 
There's a lot of communication between su-
pervisors about how they will manage a par-
ticular trainee if the trainee is not really up to 
the standard they expect … 

(Participant #4)

The biggest difference between me and [met-
ropolitan ophthalmologists] is … I can go for 
3 months without seeing another ophthal-
mologist … I've found that incredibly difficult, 
just virtually no collegiality … 

(Participant #15)

Supervising ophthalmologists indicated that a working 
relationship with RANZCO was equally important given 
accreditation processes and administrative aspects of su-
pervising trainees. Most current supervisors were aware of 
accreditation standards and reporting, but emphasised they 
were inherently clinicians and therefore often needed expert 
support to be provided by RANZCO regarding administra-
tive requirements. Supervisors emphasised the importance 
of administrative support, and the need for administrative 
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burden associated with supervision to be minimised, with 
easy- to- complete forms and reporting processes to help re-
duce the workload.

Having the social side of the registrar taken 
care of, such as the accommodation and their 
pay, is important. We don't have to do any of 
that side of things. This type of support and if 
problems arise is important. 

(Participant #14)

I think their feedback forms, there's nine cat-
egories and I think you could probably cut it 
down to four. I think some of them are a bit 
unanswerable, personally, and that gets a bit 
frustrating, but it doesn't take long. 

(Participant #6)

Interviewees explained that relationships and sup-
port from both the training network and RANZCO were 
also critical in helping address trainee performance 
issues in a timely manner. Supervisors felt that perfor-
mance management was often a delicate situation that 
required: (a) ongoing dedicated training from the col-
lege regarding how to effectively provide constructive 
criticism on training performance; and (b) clear commu-
nication between the supervisor and both the training 
network and RANZCO to ensure appropriate support 
for all parties involved.

There can be a bit of ‘well, it's what we do and 
they just come and watch me’, so a little bit of 
lack of engagement with policies and proce-
dures, particularly with appropriate feedback 
when identifying failing trainees and with 
conflict with trainees … Now the college has 
addressed this by having ‘train the trainer 
sessions’ and lifting the educational abilities 
of supervisors … but I think a commitment 
to training for supervisors in a longitudinal 
sense rather than a ‘Yes, you've got the train-
ing supervisor course, tick that box, off you 
go’. A sort of ongoing engagement [is needed]. 

(Participant #1)

Supervisors are all very well intentioned, they 
do this pro bono, but I think we need to look 
after our supervisors in a way that equips 
them for the job, that protects them from 
making mistakes and properly informs them 
of the changing training environment. 

(Participant #10)

3.6 | Trainee competence, 
behaviour and attitude

Most interviewees highlighted the need for competent, 
advanced trainees to be rotated to regional, rural and re-
mote health settings. This was particularly important for 
private practices due to the increased degree of autonomy 
trainees require in busy clinics, the speed at which surgi-
cal lists needed to be managed and the breadth of patholo-
gies presenting for management. The surgical competence 
of advanced trainees was also emphasised by interviewees 
in settings which did not have tertiary services close by to 
remedy surgical complications.

The registrars we get need to have the ability 
to have a certain amount of autonomy which 
is suitable for their level of training. I think 
we would struggle, for example, in a busy 
private practice where we are all flatstick 
seeing lots of patients all the time, if they 
were a first year, straight out of the starting 
blocks registrar needing to talk about every 
single patient. I think we'd really struggle to 
support that. 

(Participant #11)

To this end, interviewees highlighted the importance of 
having input into the trainee selection process to ensure that 
appropriately skilled trainees were assigned to rotations in 
regional, rural and remote areas. Interviewees felt strongly 
that trainees who may not have passed prior rotations or 
who were under remediation were not amenable to the 
supervisory support typically available in nonmetropolitan 
settings.

It's also a big issue that we are hamstrung by 
whatever [training network] give us. We have 
no say in that. A couple of years ago there 
was an issue where they sent a trainee [here] 
who if they had failed one more term they 
were going to be removed from the training 
program and clearly that's not an appropriate 
trainee to send … out of their inner circle of 
training posts. 

(Participant #8)

Interviewees also discussed the importance of trainee 
behaviour and attitude in facilitating supervision in re-
gional, rural and remote settings. Trainees were described 
as needing to be sufficiently confident to work auton-
omously yet not cocksure about seeking support when 
appropriate. Participants described the challenge where 
there is a mismatch in training expectations, with trainees 
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   | 7JESSUP et al.

focused on surgical numbers without consideration of 
service needs. Interviewees described cooperative train-
ees who demonstrated a sense of humility in accepting 
whatever was on offer in the training setting facilitated 
supervision.

You are dealing with highly trained individ-
uals that you want to know what they are 
doing, and you want to be able to emulate 
what they are doing. Really you should just 
try and put your best foot forward and be a 
nice person and then you will find that some-
body, when you want something, will give it 
to you willingly … 

(Participant #6)

Some registrars are really cautious and kind 
of want to ask about every single thing and 
that can be tricky. But likewise, some regis-
trars are a little bit too cavalier and overconfi-
dent. It's always much easier when you have 
a trainee who is appropriately cautious, but 
also appropriately independent. 

(Participant #11)

3.7 | Reciprocal benefits

Interviewees who had experience supervising described 
the reciprocal benefits which enabled them to continue. 
First, these interviewees discussed their sense of personal 
and professional fulfilment from taking on a supervisory 
role, which had given them an opportunity to share and 
instil in others a genuine enjoyment of ophthalmology as 
a medical specialty. Interviewees especially reflected on 
their own training and those supervisors who were in-
strumental in their professional development, and their 
subsequent desire to replicate these positive training ex-
periences for the next generation of ophthalmologists. 
To this end, these interviewees acknowledged the role 
of prior positive training experiences themselves, profes-
sional dedication and a genuine enjoyment of teaching 
and ophthalmology to enable positive intergenerational 
supervision.

I just really enjoy it. I think it's really reward-
ing to see trainees learn and watch them 
flourish … you remember the ophthalmol-
ogists that really influenced you and passed 
on their wisdom and you are about to do the 
same. 

(Participant #13)

I think you've got to enjoy your subject. I 
think you want to appreciate the impact it 
can have on patients and that allows you to 
communicate a sense of enthusiasm for why 
it's worth doing what we do. 

(Participant #5)

Those interviewees experienced with supervision also 
recognised the reciprocal learning by supporting a trainee. 
Trainees brought with them the latest diagnostic and treat-
ment protocols, which helped to refresh and update super-
visor knowledge. Supervisors also commented that trainees 
were often better skilled at identifying rare pathologies given 
their tertiary hospital exposure, which value added to their 
own personal management of patients.

If you go and talk to any ophthalmologist 
working in general ophthalmology, particu-
larly in the country who's more than 50 years 
old, absolutely, the purpose of the registrar 
being there is at least as much for you to learn 
from them as for them to learn from you, but 
it's a different kind of learning. What you'll 
come across is things that that they know 
about that you've forgotten about because you 
never saw it, or that there's been some update 
that you didn't hear about. 

(Participant #15)

If we have rare and unusual cases come in 
that we don't see very often, the registrars are 
much better at that kind of stuff. There is defi-
nite both clinical value, real clinical value and 
just interest value as well [to supervising] 

(Participant #7)

Finally, interviewees also described the reciprocal ben-
efits of workforce support and renewal. They described a 
much better work– life balance by supervising a trainee, as 
they could reduce on- call responsibilities, take annual leave 
and cut back on work commitments knowing that there was 
an ‘extra pair of hands’ on deck. Some interviewees had also 
experienced workforce renewal, whereby past trainees had 
returned to commence work in either a locum or perma-
nent capacity once qualified. Knowing this was occurring in 
some regional and rural locations was a catalyst for some in-
terviewees to undertake supervision for the first time. These 
ophthalmologists were aware of their advancing age, and 
supervision was seen as an opportunity to develop a connec-
tion with trainees who might be interested in returning to 
their geographical location in future to replace them.
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Another factor that may encourage rural oph-
thalmologists is the experience may facilitate 
a transition to part time or with recruiting if 
the demand grows. We did not consider this 
at the outset; however, we now have a previ-
ous trainee working part time, which helped 
one of the more senior doctors work less. 

(Participant #14)

… the natural sort of tendency is to not think 
about going to the bush when you finish your 
training because you have never been there, 
you don't know what it's like, and so our hope 
is that we can expose people who will then 
think about the advantages of rural practice 
and rural life rather than having a very city 
centric sort of focus. 

(Participant #4)

4  |  DISCUSSION

This study identified seven key enablers of ophthalmology 
trainee supervision in regional, rural and remote health 
settings. Some of the enablers of supervision equally 
apply to metropolitan tertiary hospital training settings. 
However, having a critical mass of ophthalmologists 
working within a service, and developing strong relation-
ships and support between the Specialist Medical College 
and the broader training network emerged as critical fac-
tors for success in regional, rural and remote settings. The 
placement of trainees with high levels of competence and 
skills and the benefits of workforce support and renewal 
for supervisors approaching retirement are also likely to 
be more relevant in rural settings where both specialist 
eye services and associated workforce are scant.1– 6,9

Participants noted that physical infrastructure and ac-
cess to resources such as an online curriculum and teach-
ing materials are essential for supervision as supervisors 
do not have the time to develop training materials. With 
increased demand for specialist eye care and limited work-
force in rural and remote areas,1– 6,9 allowing ophthalmol-
ogists in these settings to focus their time and energy on 
seeing patients and directly supervising trainees needs to 
be prioritised. Further, access to teaching sessions regard-
less of training location must be facilitated so trainees ro-
tated away from tertiary hospital settings are not unfairly 
disadvantaged. This is especially important given the in-
creased need for advanced trainees to be assigned to re-
gional, rural and remote training posts who are likely to be 
preparing for final specialist medical examinations.

The financial burden of supervising trainees in pri-
vate practice is common across medical specialities.22,23 

Supervisors in this study similarly described adequate 
funding as critical to enabling quality supervision. This is 
due to the time and cost burdens associated with train-
ing (e.g. the need for additional equipment, support staff 
time and reduced income generation due to training reg-
istrars during surgical lists). Other research has identified 
that adequate support staff26 and protected time24 are 
vitally important enablers of supervision, including the 
need to increase patient consultation times to facilitate 
supervision.14

Participants described strong collaborative relation-
ships with RANZCO and the broader training network 
as essential to enabling supervision. These relationships 
facilitate a cohesive training structure and consistency 
in the delivery of training across health settings. Support 
from the Specialist Medical College was viewed as crucial 
to ease the administrative burden of supervision and pro-
vide information and training to supervisors on how to 
fulfil their role, particularly around trainee progress and 
remediation. This is important for all Specialist Medical 
Colleges, as some supervisors may lack knowledge of the 
current curriculum.13 Colleges need to ensure that super-
visors are provided with curriculum content, guidelines 
and training in order to develop supervision capacity.24

Trainee competence is a universal enabler of super-
vision, yet among ophthalmology trainees in a regional, 
rural or remote setting, this is particularly important due 
to the need for greater autonomy and the lack of access 
to tertiary services to remedy potential surgical complica-
tions. This reinforces the importance of recognising the 
rural context9 and suggests Specialist Medical Colleges 
should work with supervisors and training networks to 
prioritise the placement of advanced trainees, rather than 
basic trainees, in rural and remote settings especially. 
Supervisors also need to be involved in the selection pro-
cess to ensure trainees are a good psychological fit for 
the rural work environment and can hence support, not 
hinder, service provision. It is imperative that trainees as-
signed to rural and remote locations have the appropriate 
personal characteristics and attitudes given the small size 
of health care teams in these settings. Poor trainee per-
formance and the failure to take advice can result in su-
pervision difficulties.24 Research among GP trainees has 
reported that trainee characteristics of insight and situa-
tional awareness, motivation, resourcefulness, maturity 
and resilience are crucial in remote settings.17 A corollary 
of trainee characteristics for enabling effective supervi-
sion is the importance of supervisors possessing the per-
sonal attributes required to build effective supervisory 
relationships.26 Specialist Medical Colleges should ensure 
that supervisors have the appropriate skills, personality 
and training to enable them to provide effective supervi-
sion to trainees.
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Participants described larger group practices as ideal 
environments for enabling the supervision of trainees 
given that a critical mass of ophthalmologists, nurses, 
technicians and administrative staff distributes the 
workload of supervision. This mirrors the findings de-
scribed by O'Sullivan et al.20,22 where the supervision of 
GP trainees in rural areas was associated with practices 
that employed a greater number of GPs. With smaller 
population centres unlikely to sustain a critical mass of 
ophthalmologists, it may be that collaborative arrange-
ments for supervision could be made between private 
providers and local public health services located across 
a broader geographical area. Similarly, remote supervi-
sion is also emerging as an opportunity to support spe-
cialist medical trainees in circumstances where local 
workforce is scant.9 In this case, private practices with 
one or two ophthalmologists may be encouraged to un-
dertake supervision if adequately supported by remote 
supervisory capacity.

Specialist Medical Colleges may find it difficult to re-
cruit supervisors in rural and remote locations due to con-
cerns about resources, funding and a lack of critical mass, 
rather than a general unwillingness of rural specialists to 
supervise. Indeed, working in a regional, rural or remote 
location itself is a factor associated with current supervi-
sion of trainees.20,22 Participants in this study discussed 
the reciprocal benefits of supervision, and hence their pro-
fessional and personal motivations to supervise. These in-
cluded a consideration for workforce support and renewal 
among consultants approaching retirement which paral-
lels the literature.9 Supervision was viewed as helpful for 
developing relationships in the hope of securing a future 
clinical colleague and ensuring service continuity. Given 
the association of supervision with advanced career,19 
Specialist Medical Colleges should prioritise this group of 
potential supervisors by implementing policies and proce-
dures to maximise supervisor engagement and support.

It is important to note that the eye health workforce 
is comprised of several types of health professionals. 
Optometrists, orthoptists, opticians, nurses, technicians 
and ophthalmologists each play a vitally important role in 
eye care. Ophthalmologists do not work in isolation from 
these other professionals. Therefore, implementation of 
strategies to increase the provision of supervision for oph-
thalmology trainees needs to be considered as part of a 
whole- of- workforce response to improving eye health in 
regional, rural and remote communities.

4.1 | Limitations

This study only recruited a small number of ophthal-
mologists working in nonmetropolitan areas who were 

experienced with providing supervision. Increased partic-
ipation from ophthalmologists working in regional, rural 
and remote settings who were either experienced with, or 
interested in supervision, may have provided further in-
sights into other enablers that were not identified as part 
of this research. Gender- specific enablers may also have 
been overlooked given that female ophthalmologists were 
underrepresented in this sample. The study attempted 
to account for the low response rate by ensuring that all 
motivated participants were interviewed and that oph-
thalmologists recruited were representative of all six oph-
thalmology training networks in Australia.

5  |  CONCLUSION

As training opportunities expand beyond the ‘big smoke’ 
for many medical specialities, so to must supervisory ca-
pacity among nonmetropolitan specialists. This research 
identified seven key enablers of supervision for ophthal-
mology trainees in regional, rural and remote health set-
tings. The findings are applicable for all Specialist Medical 
Colleges implementing rurally enhanced training models. 
Specialist Medical Colleges and health services can de-
velop supervision capacity by improving access to physi-
cal space and support staff, providing enhanced funding 
for supervision, developing online curricula and teaching 
resources, facilitating improved communication about 
the training program, fostering relationships between su-
pervisors, training networks and the Specialist Medical 
College, reducing the administrative burden of rotations 
and managing trainee placements to ensure advanced 
trainees are rotated to rural areas. Targeted recruitment 
and support of late- career specialists working in nonmet-
ropolitan settings would also bode well for harnessing su-
pervisory potential and supporting future rural specialist 
workforce growth.
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