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Supply and demand mismatch for flexible
(part-time) surgical training in Australasia

urgical training follows an

apprenticeship model, tradi-

tionally involving long hours
of full-time mentored practice over
several years. Recently, this model has
been challenged by several trends,
including working-hour restrictions,
falling case exposure, and a desire for
work-life balance.!” Another chal-
lenge is an increasing demand for
flexible (part-time) training.*>

The Royal Australasian College of
Surgeons (RACS) supports flexible
training by allowing trainees to
accredit part-time work, but it man-
dates a time commitment of at least
50% during any training year.” How-
ever, the opportunity to train part-
time in surgery is also influenced by
hospital employers and supervisors,
and the supply of part-time surgical
training posts is limited.

There are currently no data from
our region regarding the number of
surgical trainees undertaking flexible
training. Our primary aim was there-
fore to define current flexible surgical
training uptake and demand in Aus-
tralia and New Zealand. A secondary
aim was to identify demographic and
work-related factors motivating inter-
est in flexible training.

All 1191 trainees enrolled in an RACS
program during 2010 were identified
through the College’s database and
invited by email to complete an
anonymous online questionnaire,
with weekly reminders over 4 weeks.
Approval was granted by the RACS
Ethics Committee.

The survey comprised four sections
with option buttons. The first section
defined demographic characteristics,
including age, sex, specialty and Sur-
gical Education and Training (SET)
program year. Demographic data
were also analysed to determine

Objectives: To define current patterns of flexible (part-time) surgical training in
Australasia, determine supply and demand for part-time positions, and identify
work-related factors motivating interest in flexible training.

Design, setting and participants: All Royal Australasian College of Surgeons
trainees (n =1191) were surveyed in 2010. Questions assessed demographic
characteristics and working patterns, interest in flexible training, work-related
fatigue and work-life balance preferences.

Main outcome measures: Interest in part-time training, and work-related
factors motivating this interest.

Results: Of the 1191 trainees, 659 responded (response rate, 55.3%).
Respondents were representative of all trainees in terms of specialty and sex.
The median age of respondents was 32 years, and 187 (28.4%) were female.
Most of the 659 respondents (627, 95.1%) were in full-time clinical training; only
two (0.3%) were in part-time clinical training, and 30 (4.6%) were not in active
clinical training. An interest in part-time training was reported by 208
respondents (31.6%; 54.3% of women v 25.9% of men; P < 0.001). Trainees
expressing an interest in part-time training were more likely to report that fatigue
impaired their performance at work and limited their social or family life, and
that they had insufficient time in life for things outside surgical training,
including study or research (P < 0.05).

Conclusions: There is a striking mismatch between demand for flexible surgical
training and the number of trainees currently in part-time training positions in
Australia and New Zealand. Efforts are needed to facilitate part-time surgical

training.

whether the responding sample was
representative of all RACS trainees.
The second section defined current
working hours, and the third section
rated work-related fatigue. Trainees
were asked if they worked part-time,
full-time or were not currently in
active clinical training (ie, interrupted
or deferred, such as for research or
parenting). Results concerning trainee
working hours and impacts of fatigue
have been reported elsewhere.>” The
fourth section used Likert scales to
ascertain respondents’ perceptions of
their work-life balance and interest in
flexible training. This section included
the question, “Are you interested in
the option of applying for flexible (less
than full time) training during your
surgical training?”. Responses were
assessed for differences between
sexes and specialties. Further analyses
were undertaken to identify whether
interest in flexible training was corre-
lated with working hours or fatigue.

Analyses were performed using
SPSS version 19.0 (IBM), using cross
tabulations with the y? test (threshold
P<0.05).

Of the 1191 trainees, 659 responded
(response rate, 55.3%), and 587
respondents (89.1%) completed all
relevant questions. Respondents were
similar to all trainees in terms of spe-
cialty (P=0.22) and sex (P=0.09). Of
the 659 respondents, 187 (28.4%)
were female, with the proportion of
women differing between specialties
(P=0.02), ranging from 2/19 in
cardiothoracic surgery to 9/16 in pae-
diatric surgery (Box 1). The median
age of respondents was 32 years
(range, 24-50 years).

Most of the 659 respondents (627,
95.1%) were engaged in full-time
clinical training, with 30 (4.6%) not in
active clinical training, and only two
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1 Sex of respondents by surgical specialty
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(0.3%) in a part-time clinical training
position. Both respondents who were
working part-time reported working
40 hours per week, compared with a
median of 60 hours per week for those
in full-time clinical work. The small
number of part-time trainees pre-
cluded further comparisons with full-
time trainees.

An interest in flexible training was
reported by 208 respondents (31.6%),
being more common among women
than men (54.3% [94/173] v 25.9%
[114/441]; P<0.001) (Box 2, A). There
was no statistically significant differ-
ence in interest in flexible training by
state or country (P =0.82) or by hospi-
tal setting (rural, regional, tertiary)
(P=0.07) (data not shown). There was
also no difference in interest in flexi-
ble training by age (P=0.21), but jun-

2 Comparisons of male and female trainee responses to questions about interest in flexible training (A)

and time outside training for other things (B)

A: “Are you interested in the option of
applying for flexible (less than full time)
training during your surgical training ?"*

B: “I have satisfactory time in my life
for things outside of surgical training”*
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*P < 0.001 for male v female. t P = 0.06 for male v female. *
3 Factors associated with an increased interest in flexible training
Factor P*
Fatigue is impairing concentration or performance at work 0.009
Fatigue is limiting participation in social or family life <0.001
Current working hours are in excess of preferred work—life balance <0.001
Perceived insufficient time in life for things outside of surgical training <0.001
Perceived insufficient time for surgical study and research needs 0.003
* Each question was assessed on a five-point Likert scale. P values reflect 42 analyses of Likert response and interest in flexible
training. The full datasets for these analyses are provided as an Appendix (online at mja.com.au). *
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ior trainees were more likely to
express an interest than senior train-
ees (45.8% [60/131] and 38.4% [56/
146] for SET years 1 and 2, respec-
tively, v 24.8% [26/105] and 26.4%
(23/87) for SET years 4 and 5-6,
respectively; P =0.002). Trainees inter-
ested in part-time training were more
likely to express concerns regarding
fatigue impairing their work perform-
ance and limiting their social or family
life, inadequate work-life balance,
and insufficient time for things out-
side surgical training, including study
or research (Box 3 and Appendix,
online at mja.com.au).

General and orthopaedic surgery
trainees were most likely to report an
interest in flexible training (41.6%
[116/279] and 32.5% [37/114], respec-
tively), while cardiothoracic and vas-
cular surgery trainees were least likely
(6.7% [1/15] and 8.0% [2/25], respec-
tively). Female general surgery train-
ees were more likely to be interested
(65.2% [58/89]) than female trainees
in other specialties (P=0.04).

There was no significant difference
in work-life balance satisfaction
between male and female surgical
trainees with respect to working = 60
or <60 hours per week (P=0.48).
About two-thirds of trainees
reported currently working “too
many” or “far too many” hours in
terms of their preferred work-life
balance (men, 62.0% [259/418] and
women, 65.1% [110/169]). Trainees’
opinions on whether they had satis-
factory time in their lives for things
outside of surgical training are
shown in Box 2, B.

This study demonstrates a striking
mismatch between interest in flexible
training among Australasian surgical
trainees and the number of trainees
currently in a part-time post.
Although 32% of trainees were inter-
ested in flexible training, less than 1%
were engaged in part-time clinical
training.

These results show a previously
undocumented high level of interest in
flexible training among both male and
female trainees. The rate of interest
among men was higher than the 13%
rate reported among male general sur-
gical residents and medical students in



the United States.* The leading factor
known to motivate interest in flexible
training is time for parenting,*® and
the mean age of trainees in our study
(32 years) coincides with the age when
Australians would typically choose to
become parents.” Impact on family life
has been found to be among the big-
gest regrets of US surgeons regarding
their time in residency,* and the Amer-
ican Surgical Association has previ-
ously called for increased flexibility in
training to facilitate parenting.®> Our
results show that similar efforts are
required in Australasia. Limited oppor-
tunities for flexible training may dis-
courage graduates from considering a
surgical career.!012

Our study also found that work-
related factors are associated with
interest in flexible training. On aver-
age, Australasian surgical trainees
work more than 60 hours per week,
and around 75% also perform on-call
duties for a further 28 hours per week.”
A previous study of Younger Fellows of
the RACS showed that those working
more than 60 hours per week were at
higher risk of “burnout”,’® which
could perhaps be mitigated by
increased work flexibility. Factors other
than family and fatigue, such as health
and academic interests, are also likely
to contribute to interest in flexible
training. 314

Barriers to flexible surgical training
that may explain the low uptake in our
study include clinical, supervisory,
trainee and employment factors.121415
From a clinical and supervisory per-
spective, the potential impact of part-
time training on continuity of care, and
the associated need for additional
handovers, is a concern.’® As part-time
training occurs at a lower intensity and
over a longer period, it may also be an
impediment to gaining technical
skills.!® Few educational data are cur-
rently available to assess this, but lim-
ited Australasian experience suggests
quality outcomes can be achieved
within the right model.! Factors deter-
ring trainees from flexible training
include prolongation of training, a
trade-off in salary and benefits, com-
plexities in negotiating a part-time
hospital contract, a perception of
receiving “second-class training”, and
discouragement from supervisors and
other trainees.*'” In addition, the lim-
ited availability of part-time hospital

appointments is a key barrier.!* It may
be difficult in some rotations to provide
trainees with the necessary range of
clinical experience (spanning acute,
elective, operative and non-operative
experience) in a flexible capacity.

Despite these challenges, opportu-
nities exist to enhance the supply of
flexible surgical training posts. Two
possible models are job-sharing and
stand-alone posts, both of which have
successful precedents in Australia.!>
Job-sharing can be facilitated by allow-
ing trainees to “match” into suitable
posts, but this typically must be
planned months in advance and may
be difficult in smaller specialties or
regions. A possible path to advancing
flexible training through a stand-alone
model is through private hospital rota-
tions, which are a focus of increasing
interest in Australasia.'® Private sector
training imposes opportunity costs on
surgeon and hospital income,' which
could be partly offset by these posi-
tions being part-time, if quality operat-
ing exposure could be assured. Job-
sharing in acute surgical units offers an
opportunity to mitigate impacts on
continuity of care, as scheduled
handovers occur continuously during
the 24-hour acute care model.**!

Female students now outnumber
male students in Australasian medical
schools,? and our study suggests the
proportion of female trainees in sur-
gery is also growing. Although only
around 8% of qualified Australasian
surgeons are women,?® we found that
28% of RACS trainees are women,
indicating that a workforce transition is
occurring. As we also found that more
women than men are interested in
flexible training, these demographic
trends are likely to increase pressure
for part-time training opportunities.

A limitation of our study is the sourc-
ing of data from self-survey responses;
however, the response rate was satis-
factory.** Further, a reported interest in
flexible training may not translate into
uptake of flexible training, even if the
opportunities are available.

In conclusion, we believe efforts
should be made to facilitate part-time
surgical training in our region.
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