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ABSTRACT

Introduction: Recruitment and retention of doctors to rural and remote areas is a well-known problem to which very few
countries are immune. Planning effective interventions to enable appropriate recruitment to rural areas requires an understanding of
the specificities of each country and region, understanding 'what works' and 'why' in each specific context and then consideration of
what that might mean in the context of neighbouring countries. In order to inform local policy makers and stakeholders, this study
aimed to investigate 'how and why students elect to study in Wales, UK' and, more importantly, 'what influences students’ choices
about either staying, or leaving Wales, after graduation'. 'Our hinterland’, in the title of this article, refers to the more rural parts of
the country.

Methods: Two cohorts of medical graduates at different stages of their training (one cohort approaching the first year and the
other approaching the third year of postgraduate training) were recruited as participants. A mixed-method, sequential study was
conducted by means of an online questionnaire (phase 1) followed up by semi-structured telephone interviews (phase 2). Phase 1
results informed the interview schedule for phase 2. A thematic analysis of the interview transcripts was conducted using QSR
NVivo v10.

Results: The results show that students elect to study in Wales (Swansea in this case) for a variety of reasons that include liking key
features of the course, the attractive location and being able to pursue and maintain ties with family and others. Despite some
identified challenges for long-term career prospects, early exposure to clinical placements in rural areas seems to be regarded as a
rich, enjoyable learning opportunity that can constitute valuable preparation for future practice as a doctor. Participants also

revealed how their choices were made as a result of balancing career aspirations, perceived opportunities and personal factors or
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circumstances. All seem to be determinants for medical career decision-making and reveal the complexities underlying these life
choices.

Conclusions: Despite the many positive aspects of studying in Wales and of having placements in rural areas emphasised by study
participants, the prospect of entering postgraduate training in those regions is, for some, inhibited by feelings of social isolation and
lack of opportunities. Some students still perceive rural locations as a backward step in the natural progression of their work and
career. Graduates are concerned about discontinuity with family ties (for example stemming from the unpredictability of job
allocation) and tend to gravitate to where family members, including life partners, reside. In line with international concerns and
local efforts about these issues, the Swansea Graduate Entry Programme in Medicine will continue to monitor students’ opinions
and attitudes towards career pathways and training locations to maximise the likelihood of high-quality healthcare provision to rural

communities.

Key words: career choice, medical education, medical graduates, mixed methods, rural medical workforce, Wales.
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influencing students’ and early career doctors’ career

destinations.
In 2010, the World Health Organization noted that half of the

world’s population lives in rural and remote areas and only 24% of ) ) s
. Wales has a population of slightly over 3 million” dispersed over an

doctors practise in these regions’. Difficulties in recruiting and ) o )
area of almost 21 000 km’. Although it is not as geographically vast

retaining healthcare professionals, especially doctors, in such areas ) )
ol o th ity of. and bealih as, for example, remote regions of Canada or Australia, the
seriously compromises the quality of, and access to, healthcare
Y P quality 2 ’ ’ variability in population density, extent of rurality and the difficult
provided to these population groups ™.

terrain make it susceptible to the same problems in recruitment

and retention of healthcare professionals’. Cardiff, the capital city
Although information about measures that can have an ) ) .
of Wales, has 2482.5 inhabitants per square kilometre, whereas
positive impact on increasing recruitment and retention in Lo L
Powys — the largest local authority in Wales and a primarily rural
these regions is mounting, more research needs to be 5 .
" ) o ) county of more than 5000 km", accounting for a large part of the
conducted . Research carried out in different countries and ) - )
mid-west of the country — has 25.7 inhabitants per square
contexts suggests that some undergraduate interventions can . 5
kilometre’.

assist recruitment and retention in rural and remote areas.

For example, there is good evidence that when students from . . ) .
) Vacancies are a particular problem in some medical grades,

rural areas are trained in schools also located in rural areas, o ) ) o )
} ) specialties and geographic locations. This is particularly the
using curricula that are adapted for rural health needs, they ] ) )
3 case in more rural settings such as the west, north and mid-
are more likely to return to work in those areas, although 6 o N )
Wales™. A 2012 review identified that the current growth in
other factors (such as gender) also play a role. Measures such o . L .
. general practice in Wales was insufficient to meet predicted
as carly and frequent exposure to rural programs™, or ) o ) o )
) ) ) - need with other specialties at high risk, including emergency
locating schools outside major cities, appear to have some o o - )
) ; ) ) medicine, paediatrics, general medicine, obstetrics and
impact’. Healthcare education, workforce planning and T
gynaecology, and psychiatry”.

policy development often take place at a regional or

subregional level, therefore understanding 'what works', ) L, o
The medical program at Swansea University’s College of Medicine
'how' and 'why' in specific contexts is helpful. This article . .
is relatively new. The 4-year Graduate Entry Programme (GEP)

reports on a study carried out in Wales that aimed to identify - Medici launched in 2004 in collaborati th Cardiff
in Medicine was launched in , in collaboration with Car:
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University. This enabled students to study at Swansea for the first
2 years before transferring to Cardiff for the final 2 years. On
graduation, in common with all doctors in the UK, newly
qualified doctors undertake a 2-year foundation (internship)
program comprising the F1 year (after which doctors are fully
registered by the General Medical Council) and the F2 year (which
primarily prepares doctors for specialty training). This is usually
followed by postgraduate training, the nature and length of which
varies according to specialty. GEP has a strong local ethos, with a
focus on providing early exposure to clinical practice across a
range of healthcare settings, including varied exposure to rural
environments in west, north and mid-Wales. An aim of this
approach is to contribute to an increase in retention of medical
graduates in the more rural areas of the country, regarded as 'our

hinterland'.

The present study aimed to gain further understanding about
GEP  students’ decision-making processes surrounding
educational and training pathways, from initial choice of
location to study medicine, to subsequent decisions around
location and specialty for postgraduate training posts. Central
to the study was also the desire to understand the views of
these graduates regarding practising as a doctor in Wales, and
how their perceptions and future career options were

affected by contact with practitioners in rural environments.

Methods

The study aimed to investigate the following questions: 'How
and why do students elect to study in Wales and GEP?', 'How
do students view their time on the GEP programme?' and
"What influences students’ choices about either staying in, or

leaving Wales, post-graduation?'.

The study was carried out between February 2012 and February
2013, focusing on the GEP students who graduated in 2010 and
2012. The former cohort was chosen because at the time of the
study they were completing their second year of foundation
training (F2) and were about to embark on their specialty training.
The latter cohort was chosen because they had submitted their
applications to start their first year of postgraduate training

(commencing in August 2012). These were the decision points of

most interest to this study. Table 1 presents the demographic
characteristics of the sample for both phases.

A mixed-method, sequential, exploratory study7 was
conducted by means of an online questionnaire followed by
semi-structured telephone interviews (Figl and Appendix I).
The questionnaire consisted of eight or nine open-ended
questions (the 2006 cohort had an additional question
regarding whether they were still in contact with colleagues
from the course), followed by four demographic questions.
The replies were analysed by the research team to gain an
initial understanding of issues relevant to a larger sample of
graduates, and define the interview schedule that would
explore these further. This type of mixed methods design was
particularly appropriate for this study as it allowed the
research team to build an overall picture of the issues and

then follow up issues with both cohorts in more depthg’g.

Recruitment for the questionnaire was carried out through
individual emails (either university or, because of data
protection legislation, via a third party) to all identified
students and doctors in training. Invitations to participate
were also posted on Facebook and sent via Twitter, with a
free entry into a prize draw as an incentive to participate.
Respondents to the online survey who indicated they were
happy to be contacted for the phase 2 telephone interviews
were then contacted by telephone and email. Interviews were

audio-recorded and professionally transcribed.

All data were anonymised, and databases linking personal data
with unique identifiers were stored on a separate, password-
protected computer drive. Thematic analysis of the data was
conducted and managed by QSR Nvivo v10 software (QSR
International;  http://www.gsrinternational.com/ default.aspx).
The anonymised data were analysed inductively following the
method advocated by Miles and Huberman'®. Three streams of
activity — data reduction, data display and the drawing of
conclusions — form an interactive, cyclical process. Following an
initial phase of open-coding by the study researchers (SE and
ADS), identified themes were discussed and refined by the wider
research team through multiple group analysis meetings. As a

consequence, thematic hierarchies were identified.
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Figure 1: Overview of the study methodology.

Ethics approval

Ethics approval was granted by Swansea University and by
Cardiff University.

Results

The results are presented in two parts: responses to the
survey and analysis of interview transcripts, with verbatim

quotes illustrative of identified themes.
Phase 1 — online survey by questionnaire
The online questionnaire aimed to gauge the views of a larger

sample of respondents regarding studying and working in

Wales, and to identify key aspects to be explored in detail by

follow-up interviews. The final valid response across both
cohorts for the questionnaire was 30% (n=42/138). Refer to
Table 1 for this and the demographic characteristics of the

respondents.

Three main themes were identified as being important for,
and having impact on, respondents’ career decision-making:
carly clinical exposure, personal relationships and financial
considerations (Table 2). At different stages of their careers,
respondents from both cohorts seemed to share views across
each of the themes. Phase 1 highlighted that career and
training decisions are highly dependent on a complex
multifactorial relationship between different factors relating
to individual circumstances and ‘life stage’, availability of
jobs/training posts and location. Such relationships were

further explored in the subsequent interviews (phase 2).
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Table 1: Sample characteristics and demographic data

Entry cohort

Phase 1 response (%)

Phase 2 participants
(% of agreeing respondents)

2006 (n=65)

Male: 46; female: 19

Mean age: 25 years

Age range: 21-38 years

Ethnic self-identity Welsh: NAT

Proportion working in Wales:
25% (16/65)"

19 (29.2%)

Male: 16; female: 3

Mean age: 31.6 years

Age range: 27-40 years
Ethnic self-identity Welsh: 2

6 (46.1%)

Male: 5; female: 1
Mean age: 33.0 years
Age range: 29-40 years
Working in Wales: 1

Proportion working in Wales:

17% (1/6)

2008 (n=73)

Male: 34; female: 39;

Mean age: 25 years

Age range: 2140 years

Ethnic self-identity Welsh: NaT

Proportion working in Wales:
51% (37/73)"

23 (31.5%)

Male: 14; female: 7; unrecorded: 2
Mean age: 28.0 years

Age range: 2434 years

Ethnic self-identity Welsh: 9

11 (78.6%)

Male: 8; female: 3
Mean age: 28.0 years
Age range: 2534 years
Working in Wales: 9

Proportion working in Wales:
81% (9/11)°

Combined (n=138)

Male: 80; female: 58

Mean age: 25 years

Age range: 21-40 years

Ethnic self-identity Welsh: NAT

42 (30.4%)

Male: 30; female: 10; unrecorded: 2
Mean age: 29.6 years

Age range: 2440 years

Ethnic self-identity Welsh: 11

17 (62.9%)

Male: 13; female: 4
Mean age: 29.8 years
Age range: 25-40 years
Working in Wales: 10

Proportion working in Wales:
38% (53/138) "

Proportion working in Wales:
59% (10/17)"

T As of 29 November 2012. 'Graduate entry medical program does not routinely ask its applicants for ‘ethnic self-identity Welsh” as part of the

admissions process therefore no cohort data is available

Phase 2 — follow-up interviews

The phase 2 follow-up interviews began 6 months after the
phase 1 survey closed. Twenty-seven participants indicated
willingness to participate in interviews, but recruitment
proved difficult (see discussion), particularly for doctors in
training, and ultimately semi-structured interviews were
carried out with 17 participants (6 from cohort 1 and 11 from
cohort 2). When interviewed, all the participants were in
postgraduate training positions. The 2008 cohort participants
had started their foundation training and were largely in
Wales (9/11), and the 2006 cohort participants had taken up
specialty training positions but mainly outside Wales (1/6;
Table 3). Even so, no noticeable differences were found

between these two cohorts’ views.

Analysis of the interview data identified four main themes:
studying at Swansea, education highlights, preparedness for
practice, and recruitment and retention. Together these
themes provide clarification of the underlying factors

associated with the study’s research questions.

How and why did students elect to study in Wales

and Swansea?

Studying at Swansea: Participants recorded first and
foremost being motivated by their passion for medicine.
Therefore being offered a place was an important driver for
their decision to study at Swansea. Other reasons related to
personal relationships, location and the potential lifestyle that
the location offered to them and their families. The

friendliness and ambience of the college and the course
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structure were also influential in participants’ choice of the
Swansea medical program. Although there was a great deal of
individual variability in the data, some polarisation between
participants’ views was noted, with two groups emerging:
those wishing to return to Wales and those from elsewhere

wanting to discover Wales.

I’'m a local boy, I wanted to come home so ... (2008 cohort

student)

. dfter the interview, or before, I can’t remember, I just, I
walked out to the campus and then realised you could see the
beach and stuff [laughs].

[Interviewer: And you were sold, were you?]

Yes, yeah, I just thought it would be a nice place to spend
some time. And I kind of thought that I would get a medical
degree either place and that just seemed like a nice thing to

happen at that time. (2006 cohort student)
How did students view their time on the GEP?

Education highlights and preparedness for
practice: These two themes revealed that medical
education at Swansea was regarded positively when
participants reflected back on their actual educational
experience. There was a clear appreciation of the various
teaching methods used: combination of lectures, Learning
Opportunities in the Clinical Setting (LOCS) and Integrated
Clinical Method (ICM), as well the early clinical exposure.
The exposure to various locations, both rural and urban, was
also appreciated as a very positive and unique aspect of this

course.

. in terms of seeing different places and how different
hospitals do things and you get different experiences. (2008

cohort student)

Such aspects were seen as important to make students feel
better prepared for their foundation positions. However,
some variability linked to individual experience and/or

individual inclination was noted.

... looking back now, my preparation for foundation training
wasn’t as good as perhaps it could have been because I don’t
think we were encouraged to be part of the team ... (2006

cohort student)

... I was one of those that did quite a lot on the wards when 1
was a student so when it came to being a doctor and doing it
for real, it didn’t feel like too much of a change, you know.
(2008 cohort student)

... I felt I think as well prepared as most people. (2008

cohort student)

What inﬂuences students’ choices to stay in or leave

Wales, post-graduation?

Recruitment and retention: This theme focused on the
reasons participants wanted to stay in Wales and students’
suggestions for improving recruitment. Rural working was
viewed very positively as an opportunity to develop specialist
skills and independence without the benefit of specialist

services on the doorstep.

. the more remote you are the more medicine you have to
practise and I think you know, that’s an angle to sell ...
(2008 cohort student)

Accordingly, many graduates see ‘rurality’ as a beneficial
opportunity to develop new skills. Nonetheless, the issue of
isolation and lack of opportunities outside of the professional

domain was mentioned by several participants.

. it can be quite isolating as well ... if you’re not from
there, you’ll tend to make friends who are related to the
medical side of things, and there’s not so much going on in
the city as perhaps in bigger cities, so it’s kind of hard to get
awa)/from it. ... But medically, I'd say it’s —it’s good in
that, I thought it was ... quite captivating. (2006 cohort

student)
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Table 2: Summary of themes of phase 1

Theme Summary/description
Early clinical exposure and Early exposure to different specialties and locations during their GEP undergraduate medical
GEP experience education as something positive and one of the reasons for choosing this program. However, the

relationship between these early experiences and future career choice is not direct or simple. For
some respondents, clinical exposure enabled them to confirm previous career preferences; for
others, it led to a change in career choice.

Personal relationships and As graduate entry students are typically older than other medical undergraduate students
individual circumstances personal and family commitments seem to play a greater role in career decision-making. For
some respondents, a desire to work outside Wales was influenced by concerns around the
perceived unpredictability regarding allocation to geographically distant foundation training
posts, which could lead to family separation; others wanted to leave Wales to return to the
locality where their families lived.

Financial considerations Many respondents reported high levels of debt and various levels of financial hardship as a result
of having embarked on a medical degree, especially if they also had family commitments.
Financial considerations played a very important role in their career decision-making, where
specialties and training posts with shorter training periods (eg family medicine) or located closer
to relatives became more appealing. Often long-term ambitions would be ‘put aside’ due to
these kinds of practical considerations.

Experiences and Although not identified as a specific theme but present across all the above, the participants
perceptions of Wales and reported that they had enjoyed their experiences in Wales and GEP. There was a strong regard
GEP for Swansea University’s GEP, also noting that senior colleagues and employers had a positive

regard for Swansea GEP students. Camaraderie within cohorts appeared high, with participants

commenting on continued contact with fellow GEP students, primarily for social reasons.

GEP, Graduate Entry Programme — Medicine

Table 3: Interview schedule (phase 2)

Phase 1 theme Follow-up questions in interview schedule (phase 2)
Early clinical exposure and What do you think about your undergraduate medical education?
GEP experience What does GEP means to you? Do you feel well prepared for your foundation training?"'

What did you most like about your undergraduate medical degree? And why?

What could have been improved about your undergraduate medical degree to help with your future carcer
decisions?

If you were giving advice to someone wanting to study medicine in Wales what would you say? Would you

recommend Swansea/ Cardiff?

Personal relationships and What influenced your decision to study GEP at Swansea? Location? Family commitments? (What were/are
individual circamstances these)? Did you consider other graduate entry courses? University/program reputation? Anything else?
Do any of these influences impact on your choice of work location and specialty as well?
Financial considerations How important are fee levels for financing your medical degree? Are these likely to impact your future career
choices?

Experiences and perceptions | What is your perception of foundation training in Wales?

of Wales What are your views as a place to practice as a doctor ?

Welsh government is currently trying to improve recruitment and retention of doctors in north and west
Wales; what advice and suggestions would you give them?

Camaraderie within cohorts Since the GEP, have you stayed in touch with other graduates, and if so how, and for what purpose?

and final remarks Is there anything else you would like to say/comment on before we finish this interview?

GEP, Graduate Entry Programme — Medicine
T This refers to student perception; at the time of the interviews the students had just started their foundation training.
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They also highlighted the need to market and promote Wales

and rural working effectively, so that Wales and rural
medicine are regarded not as a dead-end career choice but as
anew opportunity:

. should really sell the place more on ... the amount of
research that’s done in Wales and the amount of
opportunities for learning and ... [sighs| ... trying to show
that it’s a contemporary, ... quite modern place with ideas
and opportunities, not ... a sleepy little place where nothing

really happens. (2008 cohort student)

The respondents also point out the value of incentives for

retention across all career stages and grades.

I think to attract non-Welsh people to there, you probably
need to offer more money and it comes down to that ...

(2008 cohort student)

Participants from the 2008 cohort were more likely to refer
to the incentivising nature of the free accommodation,
perhaps reflecting wider economic conditions in the UK or
because they themselves were benefiting from it. This could
explain why 9 out of the 11 2008 interviewees from the 2008
cohort chose to do their F1 year in Wales.

... foundation training is better in Wales because ... they
still have the first year’s accommodation on-site for free at
most hospitals ... but it does save a large chunk of money
which you can then use to either start paying off the loans ...
(2008 cohort student).

Discussion

Crucial to the planning of effective interventions to enable
appropriate recruitment to rural areas is an understanding of
'what works' and 'why' in a specific context — in this case,
Wales. This study was designed on that basis. Respondents’
answers revealed a complex, multifactorial relationship of

opinions with high individual variability. A number of clear

themes emerged which will inform Swansea GEP regarding
some factors influencing students’ decisions to study in Wales
(specifically Swansea in this article), their learning experience
in this context and, more importantly, their choices about

either staying in, or leaving, Wales after graduation.

The major strength of this research lies in its ability to capture
the views of Swansea University’s medical graduates about
their education and career choices early in their medical
training and careers, thus limiting the risk of recall bias. This
study was the first of its kind to achieve external funding to
track Swansea’s medical graduates and how the process of
keeping in contact with graduated students can be improved.
The study informs a wider understanding of both generic and
specific factors affecting career choice, particularly in rural

areas.

The principal limitation of the study was its relatively small
scale, with a low participation level in the phase 2 interviews.
Recruitment to phase 1 achieved only an overall 30%
response, despite three reminders and an incentive scheme,
which is consistent with other electronic online surveys that

S 11,12
recruit via email

The study identified some of the
difficulties that medical schools have when researching their
graduates without more formal, regulatory or professional
body support or a mandate such as that of the Australian and
New Zealand Medical Schools Outcomes Database
(MSOD)". Tt may be that, as doctors move further away
from their medical school and medical education,
participation in educational research becomes a low priority
in the context of ‘busy lives’. Obtaining permission from
students before they graduate to maintain contact via private
email addresses (rather than mobile telephone numbers,
which may change) may improve future research efforts as it
may enable access to national databases of graduate
destinations (such as those held by postgraduate medical and
dental deaneries or the UK General Medical Council).

Despite the limitations described, these findings indicate that
many GEP students enjoyed studying and working in Wales.

Early exposure to practice and a variety of work locations
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were aspects contributing towards the enjoyment of the
program and the good level of preparation for future
practice. Nonetheless, local recruitment evidence shows that
these graduates still migrate away and many rural positions in
Wales remain vacant. A good learning experience is
important but not enough to retain this new workforce in this
region. Such results are supported by a recent study in
Australia suggesting that early immersion in rural and remote
areas may have a greater effect on those who have already

decided to work rurally”.

The impact of high vacancy levels will soon become more
pressing: currently, 20% of the medical and dental workforce
in Wales are aged over 50 years, of whom only 25% are
female®. If career grade posts are not filled, services will
discontinue when the ageing workforce enters retirement and

rural populations may be further disadvantaged.

Entrants into graduate entry medical education programs are
typically older than most entrants into ‘standard’ medicine
programs, and thus frequently have personal and family
commitments that may constrain career choices. The present
study’s findings resonate with those of Lee et al” who
evaluated the 4-year graduate entry program offered by the
Australian National University. They found that family,
partner and work commitments were disincentives for rural
placements, even in the presence of incentives such as
assistance with relocation. The present study’s findings show
a similar pattern, with respondents modifying location
choices to minimise impact on family life. In Wales,
incentives to retain graduates for foundation positions include
free accommodation and family-friendly policies, which

include less than full-time training posts.

Isolation is a potential barrier to rural work'®"" a finding that
was borne out in the present study. Greenwood and Cheers
found that loneliness has a particular impact on women'®.
With the increasing feminisation of the UK medical
workforce, further consideration of the particular needs of
women is increasingly important for planning future

workforce provision. As medical graduate demography

changes, efforts to address rural recruitment and retention

issues must include measures to support women.

If workforce planning in Wales and other rural and remote
areas is to meet the healthcare needs of the local populations,
emphasis must be given to developing a multi-skilled and
supportive workforce with generalist professional skills.
Strasser and Ncusy19 have indicated that there is a mistaken
assumption that generalist activities in rural and remote areas
are of less importance than those undertaken by specialists in
urban areas. This assumption, combined with educational and
infrastructure resource constraints, limited availability of
library support and unreliable broadband internet access,
might suggest that rural medical programs are also of a lower
quality,  despite clear evaluation data  indicating

1520 The significance of this rhetoric should not

equivalence
be underestimated and particular efforts will be needed to
address the structural shortcomings that limit the ability of
those living and working in rural areas to participate fully in
lives that are technologically equivalent to those of their
metropolitan colleagues. Furthermore, as healthcare workers
often have families to consider, the authors concur with
Lehmann et al”' that planners will also need to take account of

occupational opportunities for partners and educational

opportunities for children.

Workforce recruitment and retention for rural healthcare is
an international issue. Evidence from THEnet (Training for
Health Equity Network) demonstrates that training rural
health workers in the rural setting greatly improves
recruitment and retention in rural and underserved areas®.
To some extent this was echoed by participants in this study
who emphasised how rural work can offer a contemporary
lifestyle and unique opportunities for professional learning
and skill development. It is clear that sustained efforts to
present a counter-narrative to the present debate about the
negative aspects of rural medicine are essential if key
healthcare services are to be maintained. As has been
emphasised by Frenk et al., 'connections between [health
professional] education and health systems' are vital if these
systems are to be strengthened in an ‘interdependent

world"”? Promoting the benefits of rural life, from both work
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and leisure perspectives, as well as the promotion, in the
carly years of medical education, of a wide range of possible
working environments and positive rural health educational

experiences, may go some way to assist with this endeavour.

Conclusions

Despite the fact that participants in this study emphasised
many positive aspects of studying in Wales, placement as
students and the prospect of entering postgraduate training in
the more rural parts of Wales are, for some, inhibited by
feelings of isolation and separation from peers and families.
Some students do not want rural placements and see these as
a backward step in the natural progression of their work and
carcer. Graduates are concerned about discontinuity with
family ties (egdue to perceived unpredictability of job
allocation or the inability of partners to find work) and tend

to gravitate to where families reside.

As many studies have evidenced, experience of rural health at
an early stage in a student’s career pathway, aimed at
informing students about both rural and urban health
contexts, ways of working in rural environments and benefits
of rural work and rural lifestyle, help to prepare students for
rural health care and may help to overcome issues and break
down barriers in behaviour and opinion. Efforts to overcome
the demographic divide are essential if the Welsh community,
like other rural communities, is to be appropriately provided
for. Such challenges will continue to exist in line with
changes in contemporary lifestyles. Gaining and sharing a
deeper understanding of issues, strategies and solutions, both
those generalisable across countries and contexts, as well as

those specific to certain contexts, is essential.
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Appendix I: Tracking Our Graduates project (online questionnaire)

Proforma — final year students (V1, 3.10.11)

Please fill in the blank boxes supplied alongside each of the questions in the proforma below. You do not have to complete questions you would not wish to answer. Please use

additional sheets if necessary.

Questions 2006 entry cohort

Questions 2008 entry cohort

1) How has GEP training affected your career choice? Have you changed
your mind on your choice of career since entering medical education?

1) How did GEP training affect your career choices? Have you changed your
mind on your choice of career since entering medical education?

2) Do you think this GEP training affects your job prospects? If so in what
way?

2) Do you think your GEP training affected your job prospects? If so in what
way?

3) Do you think GEP training influences your choice of work location or
speciality? If so in what way?

3) Do you think your GEP training affected your choice of work location or
speciality? If so in what way?

4) Do you plan to stay in Wales following GEP training? What is influencing
your decision?

4) Did you plan to stay in Wales following GEP training? Did you stay in
Wales? Whether you left or stayed, what affected your decision?

5) How do the skills, knowledge and experience acquired in your previous
degree(s) impact on your choice of career path?

5) How did the skills, knowledge and experience acquired in your previous
degree(s) impact on your choice of career path?

6) Are there other influences that are impacting on your choice of work
location and specialty?

6) What influences determined your work location and specialty?

7) What sort of improvements to the GEP could be made to help with
career decisions, according to the following:

a) course placement

b) assessment

¢) mentoring

d) career advice

7) What sort of improvements to the GEP could be made to help with
career decisions, according to the following:

a) course placement

b) assessment

) mentoring

d) career advice

8) Can you tell us something of the continuing economic impact of training
on your life and that of your family?

8) Since the GEP, have you stayed in touch with other graduates, and if so
how, and for what purpose?

9) Can you tell us something of the continuing economic impact of training
on your life and the life of your family?

GEP, Graduate Entry Programme — Medicine

Would you be happy for us to contact you again to take part in a telephone interview?

YES NO

The information you provide below will not be kept with your anonymised proforma.
If you answered YES above, please provide a contact telephone number.

Please tell us your age (optional).........................
Please tell us whether you are male or female (optional)..........

Please tell us your ethnicity (optional)...........................
Please return the proforma by email to [name and email address of researcher]
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