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Exploring opportunities for
general practice registrars to
manage older patients with
chronic disease
A qualitative study
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Background
General practice registrars see fewer older patients with
chronic disease than established general practitioners
(GPs). Furthermore, registrars have fewer opportunities
to be involved in continuity of care for older patients.
Objective
The aim of this study was to explore the experiences
of general practice supervisors and registrars when
providing in-practice care for older patients with
chronic disease.
Methods
Three focus groups and 21 interviews (18 supervisors,
17 registrars) were conducted, recorded and transcribed.
The main themes were derived using thematic analysis.
Results
Three main themes were reported: context influences
registrars’ exposure to older patients; opportunities
for continuity of care need ongoing negotiation and
communication; registrars are competent – trust and
confidence follows.
Discussion
Developing tailored models of shared patient care that
suit different practices and supervisors will require
ongoing negotiation and communication. This study
confirms the need to enhance exposure for general
practice registrars in ways that build on the competence
of registrars and the trust in registrars by older patients
and supervisors.
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AN AGEING POPULATION with a higher prevalence of multimorbid
chronic conditions is placing pressure on general practice to provide
optimal care to older Australians.1 Yet general practice registrars see
fewer older patients with chronic disease than established general
practitioners (GPs).2,3 Furthermore, registrars have fewer opportunities
to be involved in the continuity of care needed for older patients with
chronic disease.4
The Registrars’ Clinical Encounters in Training (ReCEnT) project5
demonstrated that general practice registrars have relatively limited
exposure to older people, particularly older peple with chronic
conditions.2 Moreover, continuity of care in Australian registrars’
training experience is modest,4 yet older patients are willing to see a
general practice registrar,6 especially when given relevant information.7
The challenge is how to increase exposure to aged care and chronic
conditions by general practice registrars and, at the same time,
maintain continuity of care by the patient’s regular GP. Models for
registrars’ management of complex problems are needed to address
gaps in aged care management and teaching in general practice.8
The data in this article are drawn from a qualitative study that
explored approaches to in-practice aged care teaching and exposure
by registrars to older patients in general practice. This article presents
findings from interviews and focus groups with supervisors and
registrars regarding their experiences of registrars’ exposure to,
engagement with, and continuity of care for older patients with chronic
disease, with the goal of eliciting ideas for shared patient care models.

Methods
We used purposive sampling of general practice supervisors and
registrars in Tasmania to explore supervisors’ and registrars’ views
across the state and at regional levels. We chose an interpretivist
perspective as an appropriate theoretical position to understand and
explain these views.9 We chose interviews and focus groups as relevant
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methods. One-on-one interviews are
appropriate for participants who may not
be comfortable expressing their views
in a group setting. Focus groups allow
participants to generate and develop
ideas that might not emerge from single
viewpoints expressed in one-on-one
interviews. Additionally, participants
who are reluctant to be interviewed on
their own or feel they do not have much
to say can be more comfortable in a
group setting.10
We did not set a particular age range
but explained in the interviews/focus
groups that we were interested in the
‘older patient with chronic disease(s)’.
This was clarified in the focus groups as
generally ≥75 years, although ≥65 years
is considered ‘older’ when chronic
conditions/multimorbidity is present.
Interview/focus group schedules were
derived from the literature and from
the experience of the research team.
Box 1 details the interview schedule
for supervisors. All interviews were
conducted by the lead author (MB – an
experienced health services researcher).
Focus groups were facilitated by two
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authors (MB – a male researcher, and FS
– a female registrar). All interviews and
focus groups were audio-recorded and
transcribed verbatim.

Analysis
An interpretive thematic analysis of the
interviews/focus groups was undertaken,
focusing on the phenomenon of interest,10
which in this case was the experiences
of supervisors and registrars of exposure
to older patients with chronic disease.
Transcripts were independently coded by
two researchers (MB, and RK – a male GP
and medical educator) who then met to
discuss their analyses and interpretations.
Negative cases were sought and examined
particularly closely.11 The themes were
refined by three researchers (MB, FS,
and EH – a female health sociologist).
The other researchers (RK, PM and AB
– two experienced male GP academics)
provided feedback on this analysis. The
final set of themes was organised by
group (supervisors/registrars) to allow the
themes to be compared and contrasted.11
Researchers discussed the findings,

Box 1. Interview/focus group schedule for supervisors
What is your practice’s approach to aged care in practice teaching?
How are registrars in your practice exposed to aged care patients and chronic disease
management in older people?
• What does your practice understand are the roles/needs of the registrar?
• How do the reception staff and nursing staff understand their roles? In what ways do they
explain to patients the role of a registrar?
• How do older patients respond to being seen by a registrar?
• What do you consider to be the barriers to engaging registrars in care of older patients?
Tell us about the amount of exposure that registrars you supervise have to older patients with
chronic disease.
How do you think the amount of exposure to aged care patients compares with vocationally
registered general practitioners (GPs)? Do you think the amount of exposure should be more
or less or is about right?
If older people are seen by a registrar, how is the quality (and continuity) of care maintained?
To what extent do registrars engage with management or defer decisions until the patient
sees the supervisor/other senior GP?
In what ways have you been able to gauge the registrars’ actions in regard to their
engagement with older patients? (Prompt: based on ReCEnT? Or from elsewhere, your
assessment of what you read in the consultation notes, or what patients tell you?)
Discussion of the challenges, risks and benefits relating to aged care teaching and aged care
exposure for GP registrars.
• How can we maintain relational and informational continuity with older patients’ ‘regular’
GPs and still ensure that registrars are adequately engaged in treating older patients?
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considered alternative explanations, and
used constant monitoring of analysis and
interpretation to ensure rigour.
Research team and reflexivity

An interprofessional team with diverse
professional backgrounds and experiences
conducted the study. At all stages a process
of reflexivity was followed to minimise
potential bias in the conduct of the study.12
For example, a non-clinical researcher
conducted the interviews, and worked
with a medical educator, a registrar and
health sociologist on the analysis, with
two experienced GP academics providing
external checking on the interpretations.
In this way, the team were able to bracket
any assumptions.10
Ethics

Ethics approval was granted by the
Tasmania Social Sciences Human
Research Ethics Committee (reference:
H0016418). Supervisors and registrars
were reimbursed for their time.

Results
One hundred and seventy-one supervisors
and 92 registrars were invited to
participate in the study. From the 55 who
consented to participate, three focus
groups and 21 interviews were conducted,
involving 18 supervisors and 17 registrars
(Figure 1).
The main themes were grouped as:
context influences exposure to older
patients; opportunities for continuity
of care need ongoing negotiation and
communication; registrars are competent –
trust and confidence follows.
Context influences exposure to
older patients

Registrars entering general practice
training have recent hospital experience
and, while they are familiar with ward
environments, they find older people with
chronic conditions living in the community
are different to patients in hospital.
You get an idea of who requires admission
to a nursing home versus who is actually
appropriate to be independently living.
I don’t think that’s an easy thing to do
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coming from hospital where you see people
in such awful states. (Registrar, female,
region C focus group)
In the practice, particularly in their early
placements, registrars often manage
more acute ‘walk-ins’, mostly children
and younger patients but also some older
patients. When they do see older patients,
it is often for pressing concerns rather than
the patients’ ongoing conditions.
Older patients [are] more likely to have
an established GP. Registrars … often get
more acute presentations … and they often
would be younger patients. (Registrar,
male, region A interview)
Even if [older patients] see the registrar,
they’ll usually see them about some acute
problem … but not for the chronic ongoing
management of that chronic problem.
(Supervisor, female, region C focus
group)
Most participants agreed that placement
lengths can be too short for continuity
of care.
Most people prefer to see their usual doctor.
They have more confidence in someone
who’s known and seen them over a period
of time. The registrars, by definition, aren’t
going to have as many, if any, chronic
disease management patients, because
they’re just there for six months and
then gone. (Supervisor, male, region B
interview)
Some smaller practices have a more
explicit team approach to older patients.
Nearly all our doctors work part time, and
so every now and then the continuity of care
issue comes up, of course, and so we have to
talk about how we work as a team. We’ve all
got everyone’s notes, we speak to each other
… we have a good messaging and follow-up
with pathology system, and patients accept
that’s just how it is. (Supervisor, female,
region C focus group)
We’re a smaller practice … and I feel like
it’s a very tight team … it’s like, I don’t have
time to do it, so you can go ahead and do
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the review this time, and just tell me if you
notice anything that I might have missed
because I have been seeing this person
for 20 years. (Registrar, male, region B
focus group)
Practice nurses have a useful role in
supporting registrars in chronic disease
management.
[The registrar] does get support though
through … a nurse practitioner [with]
special interest in training in general
practice and chronic disease management.
(Supervisor, female, region C interview)
We have some [nurses] that are specifically
advanced chronic disease management
nurses ... so, the chronic disease nurses are
very in tune with that area. (Registrar,
female, region B focus group)

While this study focused on in-practice
aged care, many participants commented
on exposure to patients in residential
aged care facilities (nursing homes).
Participants reported positive and negative
experiences of visiting residential aged
care facilities.
Helping out with nursing homes cover
is a way of getting more geriatric care.
They mightn’t be doing plans as such, but
they would be getting … a lot of exposure
relatively quickly in a short period of time.
(Supervisor, male, region B interview)
We were given nursing home patients in
my General Practice Training 1 (GPT1)
Term at the nearby nursing home with not
a lot of guidance. I found that extremely
stressful and have completely avoided aged
care until now where there’s a completely

Supervisors

Registrars

171 supervisors invited;

92 registrars invited;

33 consented (19%), 1 withdrew

23 consented (25%)

Availability:

Availability:

6 unavailable; no response from 8

1 unavailable; no response from 5

1 focus group (n = 5);
13 interviews

2 focus groups (n = 9);
8 interviews

Location: urban = 7;
regional = 8; rural = 3

Location: urban = 7;
regional = 5; rural = 5

Female = 11; Male = 7

Female = 13; Male = 4

Fellowed year range:

Graduation year range:

1974–2015

2009–2013

Figure 1. Recruitment, consent and participation of general practice supervisors
and registrars
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different approach to how I get to interact
with older patients. (Registrar, female,
region C focus group)
However, not all practices visit residential
aged care facilities.
The main idea was to be helpful and to
have exposure to nursing homes, which
is not that easily available to everybody,
because not every GP does nursing home
visits … a lot of practices are just not that
interested in doing it. (Registrar, male,
region B focus group)
Opportunities for continuity of
care need ongoing negotiation
and communication

Selecting older patients to follow during
placement needs to be negotiated, and
communication with older patients is
important.
I have had a few patients where … perhaps
they couldn’t get in to see me, they’ve gone
over to see the registrar and we’ve had a
chat, and they’ve said, maybe I’m happy
to take them on if you want. In some cases,
I’ve taken back a few patients, and in other
cases I’ve just supported [the registrar] in
continuing to see them. Because obviously
there’s a lot to be gained in having the
challenging patients. (Supervisor, female,
region C interview)
I think it was a good idea for [my
supervisor] to hand over some of his
patients, explain to them that he was
taking a step back, which he did with
quite a few of them. And that gave us the
opportunity to look after old patients
that he’d had for a long time. (Registrar,
female, region C interview)
When there is shared care, it tends to be ad
hoc and informal.
There’s a bit of shared caring that seems to
happen a little bit … hopefully that means
that you can still be involved in the care
of an older patient but there’s a long-term
doctor to see them through that they
can go back to who is also familiar with
their care. (Registrar, female, region C
focus group)
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There may be advantages for older
patients in being seen by registrars, who
can bring a fresh perspective to seeing
older patients.
There were [other patients] who were
really excited to have a new set of eyes
and someone more up to date. (Registrar,
female, region C interview)
However, many supervisors felt that not all
patients are deemed suitable for sharing
with registrars.
We try and keep our elderly people with one
doctor if possible, so the registrars probably
don’t get as many as they might do, but I
don’t think it’s fair on the patients to be
expecting them to see a different doctor
each time. (Supervisor, female, region C
focus group)
Yet registrars often see older patients while
the regular GP is away. Here, good-quality
case notes on complex comorbidities help
the supervisor and registrar.
I’m pretty fastidious about doing
management plans and keeping track
of what’s due with people … so I’ve had
some pleasant surprises, really, when I’ve
reviewed the notes and gone, well I’m glad
that [the registrar] did that, they’ve picked
up on that and they’ve changed that, and
I haven’t had any problems with what any
of them have done. (Supervisor, female,
region C focus group)
Keeping past histories up to date would
be really helpful and not with stuff that’s
completely irrelevant in the active past
history. (Registrar, female, region C
focus group)
Notwithstanding the challenges of
maintaining continuity of care for older
patients, supervisors and registrars can still
take the initiative in creating opportunities
for aged care exposure.
Asking the supervisors to be on the lookout
for specific aged care consults that they have
and to either call a registrar in, or to discuss
it during the lunch break on that day.
(Registrar, male, region C interview)

It’s up to the registrar as well to be
proactive; if you’re not seeing many older
adult patients, it might be [that] the
receptionists aren’t booking them in with
you, and you can have a chat with them
about that, you can have a chat with your
supervisor about it. (Registrar, female,
region B focus group)
Registrars are competent – trust
and confidence follows

Supervisors acknowledged that registrars
are seen to be generally competent but
recognised that registrars need to develop
confidence to take on care of older patients.
I think it’s a common situation where
registrars are less confident with complex
multimorbidity aged care patients.
(Supervisor, female, region C interview)
We’ve usually found that their competence
has exceeded their confidence. (Supervisor,
female, region C focus group)
Confidence to take on care of older
patients comes with time. Supervisors
observed that registrars in later training
terms are more confident, and these
registrars agreed.
The majority seem to increase their
confidence over time. It usually takes
more than that first term … by about the
second or third term, certainly I’d say
my experience is their confidence is up.
(Supervisor, female, region C interview)
In my experience, it’s something that you
very much build up over time, so often in
a month or two I find I see very few older
patients, but then they might come and
see you about a [urinary tract infection]
or something, and then they’ll actually
start coming back to see you about some of
their other chronic conditions. (Registrar,
female, region B focus group)
It was perceived that registrars are trusted
by older patients when these patients
understand the role of registrars.
I don’t think [our patients] have a problem
with seeing the registrar … most of them
don’t understand what [a registrar] is, but
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if they’re not happy with the care they’ve
received they’ll express their concerns to the
next doctor they see. (Supervisor, female,
region C focus group)
… mostly what they say is, are you sure
you’re old enough to be a doctor? And then
you reassure them that you are and they
move on and they’re quite happy, I find.
(Registrar, female, region B focus group)

Discussion
This study accords with the findings
from quantitative research on the limited
exposure of general practice registrars to,
and challenges for continuity of care for,
older patients with chronic disease.2,3,4,6 Our
qualitative study builds on those findings.
We found in this group of supervisors and
registrars that enabling continuity of care
between registrars and older patients is
highly context dependent, requires ongoing
negotiation and matures with the length of
the registrar placement. Still, the challenge
remains as to how to increase exposure
to older patients with chronic conditions
by general practice registrars while
maintaining continuity of care.13
A goal for a model of shared patient
care in general practice would allow
shared chronic disease management
between supervisors and registrars
while maintaining continuity of care.13
However, the findings from this study do
not point to a model of shared patient care
that suits all practices and supervisors.
Shared care requires a high level of trust
and respect between team members and
is ‘highly dependent on how providers
work out their shared arrangement’.14 The
management of multimorbid conditions
in general practice presents challenges
in delivering patient-centred continuity
of care.15 While ideas for shared patient
care – such as maintaining good case
notes, negotiating handover of patients,
and registrars conducting management
plans – are important, relational continuity
between the GP and patient is significant
to care of patients with multimorbidity.15
Many supervisors and registrars in this
study agree that short (6–12 months)
registrar terms limit aged care exposure
and opportunities for continuity of care.
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The involvement of patients in
decisions about shared continuity of care
is crucial.16,17 Trust between doctors,
and in doctors by their patients, is
central to general practice.18 Patients
who have better self-rated health and
trust the practice are more likely to feel
comfortable with registrars’ care.19 Our
participants perceived that registrars
are trusted by older patients when these
patients understand the role of registrars.
Moreover, there is accord that registrars
are generally seen to be competent but
need confidence to take on care of older
patients (some of which comes with time).
While registrars can exercise initiative
in increasing their exposure to older
patients, it remains the responsibility of
supervisors to determine the professional
activities in aged care that can be entrusted
to registrars.18 One way to increase
exposure to older patient could be to
discuss with registrars the importance
of care of older patients with chronic
disease in general practice,19 and to embed
in-practice aged care activities (based on
the registrar’s skills and experience) in
individual learning plans at the outset of
placements in general practice. Entrustable
professional activities (EPA) are being used
in general practice20,21 and offer ‘a means
to translate competencies into clinical
practice’.18 For example, care of an older
patient with chronic disease is an EPA that
requires knowledge, skills and attitudes.20
Developing tailored models of shared
patient care that suit different general
practices and supervisors will require
ongoing negotiation and communication,
particularly given the tension between
providing experiential teaching and
maintaining continuity of care.22 We
recognise a need for further conversations
between regional training organisations,
supervisors and registrars about ways to
formalise exposure by registrars to older
patients with chronic conditions.

levels of general practice training and
were also working in urban and rural
practices. More female registrars than
male registrars participated in the study.
The perspectives of patients were not
part of the study. However, our themes
are accordant with findings from other
Australian studies on older patients and
registrars.16,19,23
The study is specific to the Tasmanian
context. However, the findings accord with
themes of trust and continuity of care from
other Australian studies.2,4,19,24 Thus, the
study offers insights into the challenges
for a shared-care approach to aged care
management in general practice.

Study limitations

Rohan Kerr MBBS, FRACGP, JCCA (Anaes), FARGP,
Senior Medical Educator, General Practice Training
Tasmania, Tas

The strong response to study invitations
allowed for purposive sampling, resulting
in a maximum variation sample with
participation by supervisors from urban
and regional practices with a range of
experience as GPs. Registrars were at all

Implications for general practice
This study highlights the need to create
conversations about formalising exposure
of general practice registrars to older
patients with chronic conditions:
• Regional training organisations,
registrars and supervisors should
formally discuss aged care as an area of
focus early in training.
• Conversations could include developing
agreed strategies based on the
competence of registrars and the trust
in registrars by older patients and
supervisors.
• These conversations can provide a basis
for developing practice-based models
to increase registrars’ exposure to,
engagement with, and continuity of care
for older patients with chronic disease.
• Models that are acceptable to
registrars, supervisors, patients and
practices will need to be tailored
to account for the determinants of
general practice and the context in
which they operate.25
Authors
Michael Bentley BSc, MA, DrPH, Research Officer,
General Practice Training Tasmania, Tas. Michael.
Bentley@gptt.com.au

Fiona Scott MBBS, FRACGP, General Practitioner,
formerly Registrar Medical Educator, General
Practice Training Tasmania, Tas
Emily Hansen BA (Hons), PhD, Senior Lecturer in
Sociology, School of Social Sciences, University of
Tasmania, Tas

AJGP VOL. 48, NO. 7, JULY 2019

|

455

FOCUS | RESEARCH

Parker Magin MBBS, PhD, MFM (Clin), MGPP (Clin),
GradDipClinEpi, DPD, FRACGP, Conjoint Professor,
School of Medicine and Public Health (General
Practice) University of Newcastle, NSW; Director,
NSW and ACT Research and Evaluation Unit, GP
Synergy, NSW
Andrew Bonney MBBS (Hons), MFM (Clin), PhD,
DRANZCOG, FRACGP, Professor of General Practice,
School of Medicine, University of Wollongong, NSW
Competing interests: None.
Funding: This research project was supported by the
Royal Australian College of General Practitioners with
funding from the Australian Government under the
Australian General Practice Training Program.
Provenance and peer review: Not commissioned,
externally peer reviewed.

References
1.

Harris MF, Zwar NA. Care of patients with chronic
disease: The challenge for general practice. Med
J Aust 2007;187(2):104–07. doi: 10.5694/j.13265377.2007.tb01152.x.

2. Morgan S, Henderson K, Tapley A, et al. Problems
managed by Australian general practice trainees:
Results from the ReCEnT (Registrar Clinical
Encounters in Training) study. Educ Prim Care
2014;25(3):140–48.
3. Bonney A, Morgan S, Tapley A, et al. Older
patients’ consultations in an apprenticeship
model-based general practice training program:
A cross-sectional study. Australas J Ageing
2017;36(1):E1–7. doi: 10.1111/ajag.12364.
4. Pearlman J, Morgan S, van Driel M, et al.
Continuity of care in general practice vocational
training: Prevalence, associations and implications
for training. Educ Prim Care 2016;27(1):27–36.
doi: 10.1080/14739879.2015.1101871.
5. Morgan S, Magin PJ, Henderson KM, et al. Study
protocol: The Registrar Clinical Encounters
in Training (ReCEnT) study. BMC Fam Pract
2012;13(1):50. doi: 10.1186/1471-2296-13-50.
6. Bonney A, Jones SC, Iverson D. The older
patient, the general practitioner and the
trainee: Patients’ attitudes and implications for
training. Educ Prim Care 2012;23(3):186–95.
doi: 10.1080/14739879.2012.11494102.
7.

Bonney A, Phillipson L, Jones SC, Hall J, Sharma R.
The brave new world of older patients: Preparing
general practice training for an ageing population.
Prim Health Care Res Dev 2015;16(6):578–88.
doi: 10.1017/S1463423614000589.

8. Morgan S, Wearne S, Tapley A, et al.
In-consultation information and adviceseeking by Australian GP trainees from
GP trainers – a cross-sectional analysis.
Educ Prim Care 2015;26(3):155–65.
doi: 10.1080/14739879.2015.11494335.
9. Crotty M. The foundations of social research:
Meaning and perspective in the research process.
Crows Nest, NSW: Allen & Unwin, 1998.

EXPLORING OPPORTUNITIES FOR GENERAL PRACTICE REGISTRARS TO MANAGE OLDER PATIENTS

14. Virani T. Interprofessional collaborative teams.
Ottawa, ON: Canadian Health Services Research
Foundation, 2012.
15. Sinnott C, McHugh S, Browne J, Bradley C.
GPs’ perspectives on the management of patients
with multimorbidity: Systematic review and
synthesis of qualitative research. BMJ Open
2013;3(9):e003610. doi: 10.1136/bmjopen-2013003610.
16. Bonney A, Phillipson L, Jones SC, Iverson D.
Older patients’ attitudes to general practice
registrars: A qualitative study. Aust Fam Physician
2009;38(11):927–31.
17. Dwamena F, Holmes-Rovner M, Gaulden CM,
et al. Interventions for providers to promote a
patient-centred approach in clinical consultations.
Cochrane Database Syst Rev 2012;12:CD003267.
doi: 10.1002/14651858.CD003267.pub2.
18. Cate OT. Nuts and bolts of entrustable
professional activities. J Grad Med Educ
2013;5(1):157–58. doi: 10.4300/JGME-D-1200380.1.
19. Bonney A, Jones SC, Iverson D, Magee C. Trust,
continuity and agency: Keys to understanding
older patients’ attitudes to general practice
trainees. Educ Health (Abingdon) 2014;27(1):39–46.
doi: 10.4103/1357-6283.134308.
20. Schultz K, Griffiths J, Lacasse M. The application
of entrustable professional activities to inform
competency decisions in a family medicine
residency program. Acad Med 2015;90(7):888–97.
doi: 10.1097/ACM.0000000000000671.
21. van Loon KA, Driessen EW, Teunissen PW,
Scheele F. Experiences with EPAs,
potential benefits and pitfalls.
Med Teach 2014;36(8):698–702.
doi: 10.3109/0142159X.2014.909588.
22. Yardley S, Cottrell E, Rees E, Protheroe J.
Modelling successful primary care for
multimorbidity: A realist synthesis of successes
and failures in concurrent learning and healthcare
delivery. BMC Fam Pract 2015;16:23. doi: 10.1186/
s12875-015-0234-9.
23. Bonney A, Magee C, Pearson R. Cross-sectional
survey of older patients’ views regarding
multidisciplinary care for chronic conditions
in general practice. Aust J Prim Health
2014;20(1):27–33. doi: 10.1071/PY12101.
24. Magin P, Morgan S, Henderson K, et al. Family
medicine trainees’ clinical experience of chronic
disease during training: A cross-sectional analysis
from the registrars’ clinical encounters in training
study. BMC Med Educ 2014;14:260. doi: 10.1186/
s12909-014-0260-7.
25. Baker R, Camosso-Stefinovic J, Gillies C, et al.
Tailored interventions to address determinants
of practice. Cochrane Database Syst Rev
2015;4:CD005470. doi: 10.1002/14651858.
CD005470.pub3.

10. Rice PL, Ezzy D. Qualitative research methods:
A health focus. South Melbourne, Vic: Oxford
University Press, 1999.
11. Bazeley P. Qualitative data analysis: Practical
strategies. London: Sage, 2013.
12. Tong A, Sainsbury P, Craig J. Consolidated criteria
for reporting qualitative research (COREQ):
A 32-item checklist for interviews and focus
groups. Int J Qual Health Care 2007;19(6):349–57.
doi: 10.1093/intqhc/mzm042.
13. Bonney A, Phillipson L, Reis S, Jones SC,
Iverson D. Patients’ attitudes to general
practice registrars: A review of the literature.
Educ Prim Care 2009;20(5):371–78.
doi: 10.1080/14739879.2009.11493812.

456

|

AJGP VOL. 48, NO. 7, JULY 2019

correspondence ajgp@racgp.org.au

© The Royal Australian College of General Practitioners 2019

