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SUMMARY

In this article, the author sketches the
rural family-practice setting and outlines
the postgraduate educational needs of
rural family physicians. He then identifies
some of the problems and deficiencies that
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currently exist and puts forward some
recommendations. (Can Fam Physician
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HE POSTGRADUATE education

needs of rural family physicians is
a timely topic. This article is based on a
study of rural family physicians done in
the Spring of 1987,1 a review of the
literature, my personal experience, and
the consensus of a wide range and large
number of practising rural family phy-
sicians, including the executive of the
Ontario Medical Association’s Section
on Rural Practice. While I have made
every effort to canvass as broad a seg-
ment of opinion as possible, the views
expressed are my own and do not nec-
essarily reflect the official position of
any organization.

The Rural
Family-Practice Setting

Rural family practice is a challeng-
ing and rewarding career, quite distinct
and different from family practice in a
large urban centre. Each rural-practice
setting is unique. In general, rural fam-
ily physicians have more hospital re-
sponsibility for patients in all kinds of
situations, with little specialist back-
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up. Available referral sources are
fewer and more distant.

Rural hospitals do not usually have
FRCS obstetricians or FRCS anesthetists
or full-time emergency physicians.
This circumstance is unlikely to change
in the foreseeable future. Even if all de-
liveries in one area were turned over to
an obstetrician rather than to family
physicians, one obstetrician could not
possibly provide the necessary
24-hour-a-day, seven-day-a-week cov-
erage that several family physicians do-
ing obstetrics can provide by working
together. Similarly, if all anesthetics in
a given area were administered by one
full-time FRCS anesthetist, 24-hour-a-
day, seven-day-a-week coverage of an-
esthesia for emergencies such as ob-
stetric deliveries, trauma, or even rou-
tine appendectomies could not be pro-
vided as readily as by three or four gen-
eral-practice anesthetists working to-
gether. Except in busy summer holiday
months in resort areas, most commu-
nity-hospital emergency departments
inrural areas lack sufficient numbers of
patients to justify the cost of keeping
full-time emergency physicians on
staff. Fortunately, most rural physi-
cians do emergency medicine rotations
and obstetric deliveries, while a signifi-
cant number do GP anesthesia. These
services are vitally important to their
communities.

In order to predict physician-training
needs for the rural parts of the country,

Dans cet article 1’auteur esquisse la pratique familiale
en milieu rural et décrit les besoins éducationnels
postdoctoraux du médecin de famille en milieu

rural. Il identifie ensuite certains problemes et
déficiences que 1’on constate actuellement et
propose quelques recommandations.

it is important to know physician-dis-
tribution data, including the proportion
of rural physicians who do select activi-
ties such as obstetrics and GP anesthe-
sia, and awareness of which of these
services are in shortest supply. Unfor-
tunately, the literature is limited. The
CMA Databank survey of 19822
showed that 12.2% of Ontario GP/FPs
and 2.5% of Ontario specialists prac-
tise in rural communities, defined by
Stats Canada as those communities
with a population under 10 000. A sur-
vey of Ontario family physicians made
in 1987 found that 17 % practise in com-
munities of under 10 000 population. 3
A 1987 survey of full-time rural fam-
ily physicianst found that 93% do
emergency medicine rotations, 77 % do
obstetric deliveries, and 37 % do GP an-
esthesia. Their postgraduate training
averaged 2.5 years. One-third had
completed specific family-medicine
training programs, while a further one-
third had achieved their CCFP as prac-
tice-eligible candidates. By contrast, a
broadly based Ontario study? con-
ducted in 1987 found that only 40% of
Ontario family physicians in active
practice do obstetrics. Further analysis
of the data showed that 58% of family
physicians in communities of fewer
than 10 000 persons practise obstetrics.
The cMA Databank survey of 1982
found that 7.4 % of all GPs do GP anes-
thesia. 2 A report tabled in 1982 of 35
Northern Ontario hospitals with fewer
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than 100 active beds demonstrated a
definite need for more GP anesthe-
tists. 4 In the past, many rural Gps did
both obstetrics and GP anesthesia.
Now many rural physicians are
choosing to do either GP anesthesia or
obstetric deliveries, but less often both.
Given the effect of lifestyle factors, this
trend is likely to increase and might
lead to figures such as the following:
66% doing emergency medicine rota-
tions, 50% doing obstetrics, and 25%
doing GP anesthesia. This projection
may be overly optimistic, given the
general exodus of family physicians
from obstetrics and the disappearance
of GP anesthesia training positions.
Very few rural GPs do any major surgi-
cal operations now. This feature of
practice is becoming limited to very re-
mote areas, and the trend is unlikely to
change. A major study of these physi-
cian manpower issues in rural Ontario
hospitals is now being planned.

Educational Needs
of Rural Family Physicians

Given the rural Ontario setting, what
training is required to produce compe-
tent, confident, rural family physi-
cians? One frequent, though impracti-
cal, response is the suggestion that a
“comprehensive rural family-medi-
cine training add-on program’ be de-
signed. Such a program might take
some such shape as this: the standard
two-year family-medicine program
plus a one-year emergency-medicine
(CCFP(EM)) program, plus a one-year
course in anesthesia, including pediat-
ric and ICU anesthesia, plus an addi-
tional six months training in obstetrics,
plus a three-month rural practice ap-
prenticeship, and a final three-month
period of elective study. Total time:
five years! Although such a course
would satisfy almost all training re-
quirements, it is clearly unnecessary,
undesirable, and impractical. Such a
requirement would effectively extin-
guish any prospective interest that
residents might have in practising in a
rural setting.

The postgraduate educational needs
of rural family physicians can be better
met by a compact, flexible, integrated
training program rather than by an
“add-on”’ model.

Emergency medicine

Emergency medicine is a basic part
of rural family practice. Training in
both adult and pediatric emergency
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medicine, preferably with some inten-
sive care-unit (ICU) experience, is a ne-
cessity. Advanced cardiac life-support
(ACLS) training and, preferably, ad-
vanced trauma life-support (ATLS)
training should be included. This is par-
ticularly important because small com-
munity hospitals lack the specialist
back-up available to emergency physi-
cians in urban settings.

Obstetrics

Despite policies of transferring high-
risk pregnancies to tertiary-care set-
tings when possible, unavoidable and
unexpected difficulties and complica-
tions often arise during labour and de-
livery. In this situation, the rural family
physician turns to another rural family
physician for consultation. Minimal
training in obstetrics is not enough for
physicians practising in this setting.
For obstetrics, quality in terms of expe-
rience and skills in such techniques as
the use of forceps is more important
than the length of time spent in training.
Ideally, six months’ training, including
neonatology, would be provided for
prospective accoucheurs.

The issues of training and other fac-
tors surrounding FP obstetrics are com-
plex and have been addressed by vari-
ous groups. The Report of the Ad Hoc
Committee on Training Programs in
Canada in Obstetrics and Gynaecology
for Primary Care Physicians, for in-
stance, is an excellent source of infor-
mation.5 Dr. Michael Klein and col-
leagues also discussed these issues in
detail and recommended increased in-
volvement of family-physician role
models and community hospitals in the
teaching of obstetrics.® The report of
the Canadian Medical Association on
obstetrical care in Canada recommends
more ‘‘hands-on’’ experience in obstet-
rical training through greater use
of community hospitals.” All three
groups support the idea of six months of
training, including neonatology. This
training period could consist of *‘three
months combined in the clerkship and
internship level followed by three
months in an appropriately structured
residency position” .57 This level of
training would be ideal for most rural
family practitioners.

Anesthesia

As well as administering epidurals
for obstetrics and general anesthesia
for elective and emergency operations,
the GP anesthetist is often called in to as-
sist cases of life-threatening trauma and

medical cases. This is because of his/
her anesthesia/ICU experience. Ideal
training would last one year and would
include active ICU experience and pedi-
atric anesthesia, along with a core of at
least six months general adult anesthe-
sia, including obstetric anesthesia. A
good quality GP anesthesia program
with six months anesthesia training
should be adequate, particularly for ex-
perienced physicians who wish to re-
turn to residency to develop this addi-
tional skill. A longer requirement
would effectively eliminate this pro-
gram as a realistic option.

General

The rural family physician should
also have specific education and train-
ing in public health and community
health/disease patterns particular to ru-
ral practice. This education should in-
clude a working knowledge of occupa-
tional and environmental agricultural
health problems relating to matters
such as farm accidents and safety.
These topics are not generally included
in medical education, although journal
and textbook references are avail-
able. 3 ° Of course, in addition to these
special training needs, the rural family
physician requires a firm foundation in
geriatrics, pediatrics, internal medi-
cine, surgery, and psychiatry. Hands-
on experience in responsible residency
positions is essential.

Specific training in family medicine
should remain a cornerstone of all fam-
ily doctors’ education. The resident
should spend some of the training time
allotted to family medicine in a rural-
practice setting. This arrangement
would allow the resident to experience
the pleasures and difficulties of rural
practice in an appropriate learning
environment. Close attention should be
given to the development and co-ordi-
nation of flexible integrated programs,
ideally through university Departments
of Family Medicine.

Problems with
Existing Programs

Examination of some of the existing
problems with training may suggest ap-
propriate solutions. Generally speak-
ing, there is a lack of training in skills
needed for rural practice. Often feel-
ings of inadequacy result from a lack of
hands-on training and from holding
subordinate, rather than responsible,
residency positions. One-year rotating
internships often lack a specific family-
medicine training component and allow
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too little time for specific skills training
for rural practice.

Two-year family medicine programs
are often tailored to meet the needs of
graduates planning to practise in urban
areas. Sometimes these programs can
be too rigid to accommodate the spe-
cific training needs of rural physicians.
Fortunately, however, there are some
exceptions. The University of British
Columbia provides one recently pub-
lished example.10. 11

Residency cutbacks have com-
pounded the problems by making it dif-
ficult for graduates to design a personal
year-and-a-half, two-year, or two-and-
a-half year rural training program.
Geueral practice anesthesia has been
particularly hard hit by the cutbacks,
and anesthesia departments now
choose to fund FRCS residents rather
than GP anesthesia positions. In On-
tario, in fact, only the University of
Toronto anesthesia program offers
funded GP anesthesia courses (one
year). The other medical faculties will
consider a GP anesthesia position only if
outside funding is available or if there is
a drop-out spot to fill.

This problem is further compounded
by the refusal of the Ontario Ministry of
Health to fund programs that do not
lead to licensure, certification, or fel-
lowship.

These problems, unless corrected,
will interfere with the provision of
competent, confident, rural family
physicians with appropriate expertise,
particularly in emergency medicine,
obstetrics, and GP anesthesia.

Recommendations

The Report of the CMA Task Force
on Education noted the need for special
training for physicians planning to
practise in rural and remote areas. Rec-
ommendation VII proposes:

That sufficient extra residency train-
ing positions be funded to allow
some family physicians to develop
areas of special competence. 2

In August 1987, the CMA General
Council passed the following recom-
mendation:

That appropriate training in specialty
areas of medicine be provided to fam-
ily medicine residents within the ex-
isting two years of residency training
program where possible éand asked
fort enough flexibility within
prelicensure clinical training pro-
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grams to prepare physicians for a va-
riety of practice situations in Canada
(e.g., rural, isolated, urban) without
undue prolongation of the training pe-
riod. 13

It should be possible to integrate
most of the training for rural family
physicians into a flexible two-year fam-
ily-medicine program with the possible
addition of a further six to 12 months
training as needed. Specific training in
family medicine should include some
time spent in a rural family-practice
setting. Rural occupational and envi-
ronmental medicine should be included
in the family-medicine curriculum.
Adult- and pediatric-emergency train-
ing is essential with, ideally, some ICU
experience. Residents might choose
‘“an obstetrics stream’” in which more
extensive hands-on experience pro-
vides a period of six months training in
obstetrics and neonatology that is inte-
grated into the family-medicine pro-
gram.

It should be possible to choose a ““GP
anesthesia stream’’ which would allow
three to six months training in anesthe-
sia during the senior family-medicine
year, followed by a further six-month
anesthesia block. This program would
allow time for ICU and pediatric anes-
thesia, in addition to general adult and
obstetric anesthesia within a two-and-
a-half-year family-medicine program.
Many physicians consider that a high-
quality six-month anesthesia program
should be adequate. The College of
Family Physicians of Canada’s Board
of Directors addressed this issue in No-
vember 1986, and passed the resolution
that ““good quality family practice an-
esthesia training programs, specifically
six month training programs, continue
to be available.” Funding arrange-
ments should be addressed. Given the
present residency-program cutbacks, it
is unlikely that anesthesia departments
will resume funding of GP anesthesia
programs. Therefore GP anesthesia
could best be funded specifically and
directly through family-medicine train-
ing programs as a training option.

The importance of hands-on learning
experience must be emphasized. Re-
sponsible residency positions may be
more realistically achieved by shifting
hospital rotations from tertiary univer-
sity-type hospitals to large community
hospitals where there is a smaller su-
perstructure and complement of senior
residents. Consideration could be
given to including more Northern hos-

pitals, such as those of Thunder Bay
and Sudbury, in the new selection. This
change might have the additional bene-
fit of making residents familiar with
more Northern settings and encourag-
ing their return to those areas.
Similarly, it has been shown that
medical students and residents who ex-
perienced some rural family-medicine
training were more likely to return to
that setting to practise.’ Thus, medi-
cal-school curricula could be improved
by incorporating rural medicine.% 15
Appropriate, flexible, integrated,
postgraduate training programs for ru-
ral family practice require careful de-
velopment and co-ordination by uni-
versity Departments of Family Medi-
cine. The appointment of a rural fam-
ily-practice training co-ordinator to
family-medicine programs would fa-
cilitate this process. A syllabus of re-
quired skills should be developed.
Continuing medical education is an-
other important factor in helping all
physicians, including rural family phy-
sicians, to maintain their skills. Univer-
sities might offer support of CME by
such means as the Perinatal Outreach
Program. Programs of this type could
be extended to other fields such as GP
anesthesia and emergency care. Short
refresher modules that are skill- and ex-
perience-oriented and that provide one
to two weeks of training would be of
value, particularly in obstetrics,
neonatology, and anesthesia. ¢

Overview

Rural family practice offers a
unique, challenging, and rewarding
career. Competent, confident, rural
family physicians with appropriate
expertise, particularly in emergency
medicine, obstetrics, and GP anesthe-
sia, are essential to the well-being of
their communities. Therefore their
potential, rural family physicians must
acquire special knowledge and techni-
cal skills. To this end, it is particularly
important that appropriate training
resources be made available. Compact,
flexible, integrated, training programs,
with an emphasis on hands-on training
in responsible residency positions, are
required.
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