GP Supervisor Guide

Managing Uncertainty
in General Practice

About this guide
The transition from working in the hospital to the community setting is highly challenging for the new GP
registrar. The general practice environment is characterised by a wide breadth of (often unfamiliar) clinical
problems; complex and chronic disease management; relative independence of decision-making; time
pressures; complex practice systems; and financial and billing issues.2 On top of all of this, GP registrars must
also learn how to manage uncertainty, one of the defining features of general practice.
If there is one certainty in general practice, it is the inherent presence of uncertainty. Undifferentiated
presentations are very common in primary care and a firm diagnosis is elusive in many encounters.3
Symptoms are often vague, examination findings unclear, investigation results conflicting, and response
to treatment inconsistent. Guidelines may be irrelevant or non-existent. Clinical decision-making may be
compromised for a myriad of reasons. As a result, uncertainty is intrinsic to the general practice encounter.
Indeed, it has even been proposed that managing uncertainty is the ‘specialty’ of general practice.4
Not surprisingly, (in)tolerance of uncertainty varies from doctor to doctor. The ability to manage uncertainty
has been found to influence a range of patterns of practice, including test-ordering behaviour.5,6 Most
importantly, a lower tolerance of uncertainty has been identified as a cause of stress and burnout in GPs7,
and GP registrars8.
Tolerating and managing uncertainty, while related to the individual doctor’s personality, is also a learned
skill. Management of uncertainty is a core competency of both the RACGP Curriculum Core Skills Unit9 and
the Australian College of Rural and Remote Medicine primary curriculum.10 As part of the apprenticeship
model of Australian general practice training, you can therefore play a critical role in developing this skill in
your registrars.
This GPSA guide aims to support GP supervisors to identify, assess, and facilitate development of, skills in
managing uncertainty.
Thank you to our supporters. General Practice Supervisors Australia (GPSA) is supported by funding from the
Australian Government under the Australian General Practice Training (AGPT) program.
GPSA produce a number of relevant guides for GP supervisors and practices, visit
www.gpsupervisorsaustralia.org.au to view additional guides.
Thank you to Dr Simon Morgan and Dr Justin Coleman for their contributions in writing this GP supervisor
guide.
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Your registrar’s ‘uncertain’ journey
Your registrar’s experience of clinical uncertainty will be shaped by the context of their experience prior to
joining your practice. Though every registrar’s ‘uncertain’ journey will have been different, there are some
common features, especially for more junior registrars.

Common experience of a junior doctor
in their third postgraduate year
•

Jack of all (hospital) trades, master of none
Most registrars will have gained general experience in a variety of hospital terms,
including ED, medicine, surgery and paediatrics. However, this is often relatively
superficial, and sometimes more ‘administrative’ than ‘clinical’. Although they
now know how the hospital hierarchy works, who is who, and whom to call, they
are still very much a novice in the art and science of doctoring.

•

No general practice experience
General practice is a very different beast to hospital medicine. Serious disease
is much less common. Patients present early in the development of their illness.
Patients may be less clear about what they are suffering, or if there is any
connection between multiple symptoms. The opportunity to do general practice
terms as a junior doctor is very limited, and therefore the nature of general
practice medicine is usually very foreign to the junior doctor.

•

Familiar with being part of a larger team, rather than flying solo
Typically, all major diagnosis and treatment decisions made by the registrar
will have been in the context of oversight by a broader team. This is in stark
contrast to general practice, where registrars operate relatively independently.
Although GP supervisors offer mentorship and support, general practice involves
the registrar ‘flying solo’, which can be especially unsettling in the context of
ambiguous or unfamiliar symptoms.

•

Used to seeing the acute phase of illness
Hospital and ED patients tend to have more acute illness than those in general
practice, and junior doctors are often encouraged to perform a ‘complete
workup’ before involving the consultant. This can contribute to registrar anxiety
in general practice, where immediate testing may be less available, and indeed
unhelpful in resolving the uncertainty inherent in many low acuity consultations.
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•

Emerging diagnostic and clinical reasoning skills
After only two post-graduate years, the registrar’s diagnostic skills are still on
a steep upward trajectory. So, when presented with the uncertainty of general
practice encounters, the fall-back position is often to consider, test and discount
every possibility so they ‘don’t miss anything’.

•

Limited experience of prescribing
Acute hospital admissions tend to be short, and while medication prescription
is common, drugs are usually initiated by others. In contrast, general practice
problems often require commencement of long-term medications which
commonly need to be increased over repeat visits. Other sources of treatment
uncertainty include: pressure from patients to prescribe a ‘quick fix’ rather than
give lifestyle advice; unfamiliarity with available medications; and what constitutes
a reasonable threshold for prescribing at all.

Experienced GPs may forget how difficult it is to, for the first time, take just 15
minutes to take a good history, perform a thorough examination, come up with a
diagnosis and treatment plan and explain it all to the patient, use unfamiliar medical
technology to implement and record it, and oh… tick, tock… the next patient is
waiting!
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Signs of a registrar
struggling to manage uncertainty
In a perfect world, a registrar would tell their GP supervisor up front if they needed help managing uncertainty.
However, this requires a certain degree of insight and such difficulty is often either unrecognised or undisclosed.
GP supervisors can, however, use proxy indicators to help identify a registrar who may be struggling with
managing uncertainty. These include:

Long consultations and few patients

Non-rational prescribing

For many reasons, patient consultations take
considerably longer during the first six months of a
registrar’s career in general practice. These reasons
are well known, and include: the registrar having a
lack of ‘general practice’-specific clinical knowledge;
learning computer and other administrative systems;
learning to structure their consultations; seeking GP
supervisor support; and appropriately documenting
the encounter. This all takes time, and is often
reflected in a first-term registrar’s patient bookings
(and Medicare billings!) during the first few weeks.

Similarly, conducting a prescribing audit of your
registrar’s clinical notes13, and exploration of the
underlying decision-making processes, is a valuable
way of assessing tolerance to uncertainty. Nonrational prescribing may indicate discomfort and fear
of missing serious disease e.g. antibiotic prescribing
for simple viral URTIs.

Seeking GP supervisor help
frequently
As a GP supervisor, you can expect to be interrupted
and it is important to talk to your registrar about
how you will both manage this. You can also expect
the impost on your time to progressively reduce as
the registrar moves through the training program.
A registrar who constantly seeks verification of their
diagnosis and treatment plan may be an indicator for
difficulty managing uncertainty.

There is significant variability in the numbers of
patients seen by GP registrars at various stages of
training, so it is hard to be proscriptive. However,
most registrars would progress to seeing 3 patients/
hour in the first months of GPT1, and many are
seeing 4 patients/hour in GPT2. Excessively long
consultations and an unwillingness to increase the
number of patients seen are both potential indicators
of a registrar struggling with managing uncertainty.

Professionalism issues

Non-rational test ordering

There are a number of ‘professionalism’ issues which
may indicate that your registrar is struggling with
uncertainty, or feeling burdened by anxiety. These
include lateness coming to work or absenteeism,
irritability or brusqueness with staff (and possibly
patients), refusal to see ‘fit-ins’, delays in checking
results or report writing, and lack of contribution to
the practice team.

A review of the investigations your registrar has
ordered can provide great insight into their clinical
reasoning and their ability to manage uncertainty.
Anxiety about ‘missing something’ and fear of a
bad outcome can lead to a ‘scattergun’ approach
to test ordering. Random case analysis11 and formal
pathology inbox reviews12 are excellent supervision
tools to appraise test ordering practice, explore
clinical reasoning and assess tolerance to uncertainty.
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Strategies for managing uncertainty
Numerous strategies have been described for managing uncertainty in the general practice setting.14,15,16
For the purposes of this guide, these have been synthesised into seven broad strategies, as below.

STRATEGIES FOR MANAGING UNCERTAINTY IN GENERAL PRACTICE
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Accept that uncertainty is inevitable

Identify the patient’s agenda

As in life more broadly, uncertainty in clinical
medicine is inevitable and unavoidable. However,
many doctors find this uncertainty discomfiting, and
feel driven to seek greater clarity in situations where
this may not be possible. This can lead to stress
for both doctor and patient. A greater acceptance
of the inevitable lack of diagnostic certainty in
general practice can be beneficial in managing
undifferentiated presentations.

In the patient-centred clinical method, the doctor’s
aim is to ascertain the patient’s agenda and to
reconcile this with his or her own to develop a
management plan.18 Patient-centred care has been
shown to enhance patient satisfaction and lead to
better health outcomes.19
Identifying the patient’s agenda is a key strategy in
managing uncertainty. However, hidden agendas
are very common in the general practice setting and
often only emerge late in the consultation, if at all. 20
Pendleton introduced the notion of identifying the
ideas, concerns and expectations of the patient as
key elements of better understanding the reasons
for presentation.21 This can be remembered by the
acronym ‘ICE’, for Ideas, Concerns and Expectations.
Using this framework, useful questions to help
identify the patient’s agenda include:

Gather sufficient data
Comprehensive data gathering is fundamental
to quality care. The old adage, “A good history is
the basis of the clinical examination”17 remains as
relevant in today’s high-tech health care system as
it was in William Osler’s day. In the presence of an
ambiguous presentation, take a comprehensive
history and repeat this each time you see the patient.
In particular, seek appropriate red flags, symptoms or
signs to help identify or rule out a serious condition.
Similarly, performing an appropriate physical
examination (and correctly interpreting physical
signs) is a fundamental element of comprehensive
clinical assessment. Other sources of data to
help minimise diagnostic uncertainty are medical
investigations, specialist and other health
professional assessments, and hospital records.

•

“What do you think is going on?” (ideas)

•

“What are you particularly worried about?”
(concerns)

•

“What were you hoping to get out of the visit
today?” (expectations)

What are you
particularly
worried about?

What do
you think is
going on?

What were you
hoping to get
out of the visit
today?
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Reason analytically
Clinical reasoning is the process of making sense
of the breadth of clinical information related to a
patient’s presentation to decide on the optimal plan
of management. Managing uncertainty is a core
element of effective clinical reasoning. Conversely,
aspects of good clinical reasoning assist in the
capacity to better manage uncertainty.

A number of other specific diagnostic reasoning
strategies, valuable in managing uncertainty are
described in detail in the companion GPSA guide
Teaching Clinical Reasoning and briefly listed below.25
RESTRICTED RULE-OUT (MURTAGH’S PROCESS)
The restricted rule-out is a diagnostic strategy that
identifies the most common cause of the presenting
problem and a list of serious diagnoses that must be
ruled out.26

The literature on clinical reasoning describes a dual
process model of thinking.22 Non-analytic reasoning,
or type 1 thinking, is defined by rapid, intuitive,
and automatic processing, and relies on the use of
cognitive tools such as pattern recognition, spot
diagnoses and heuristics (rules of thumb). Sherlock
Holmes, based on one of Conan Doyle’s medical
professors no less, exemplifies type 1 thinking.

CLINICAL PREDICTION RULES
A number of validated clinical prediction rules can
support the diagnostic process, e.g., Ottawa ankle
rules for exclusion of fracture27, and Wells criteria for
diagnosis of pulmonary embolus.28

In contrast, analytic reasoning (also known as
hypothetico-deductive, or type 2 thinking), is a more
deliberate process of hypothesis generation and
testing. It manifests as detailed history taking, the
specific seeking of confirmatory and contradictory
information, and a deliberate, conscious analysis of
the data. Hercule Poirot is a classic type 2 thinker,
although unlike us GPs, he inevitably achieves a
position of certainty by the final scene!

DIAGNOSTIC PAUSE
The diagnostic pause is a useful tool to aid reflective
practice and minimise diagnostic error.29 This
involves the GP taking a deliberate time-out from the
encounter, e.g., while hand washing. The diagnostic
pause is particularly useful to overcome the inherent
biases of non-analytical thinking.

While type 1 thinking is increasingly common
with greater clinical experience, a challenging
presentation often leads the expert clinician to revert
to a more analytic approach. It has been argued that
managing uncertainty is a type of metacognition. This
refers to the ability to consciously think about one’s
own cognitive processes, particularly one’s subjective
perception of ignorance.23 We should become aware
of, as Donald Rumsfeld famously put it, “our known
unknowns”.

GUT FEELINGS
Responding to gut feelings (a sense of reassurance
or a sense of alarm) can play an important role in
managing uncertainty.30
TEST OF TIME
One reason undifferentiated presentations are
common in general practice is that patients present
early in the course of the illness, when classic
symptoms and signs have yet to develop. As a
result, time has often been described as the best
investigation in general practice.31

One valuable strategy in managing uncertainty is
therefore to consciously revert to a more deliberate,
analytic way of reasoning in the context of an
ambiguous presentation.24
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Share decision-making
Patient-centred care also embraces the idea of
enhanced patient autonomy and engagement
through the process of shared decision-making
(SDM).32, 33

SDM can be negatively influenced by clinical
uncertainty when there is a reluctance to disclose
ambiguity, particularly for less experienced clinicians.
Conversely, however, SDM can be a positive strategy
in managing uncertainty, enabling patients to jointly
deliberate on decision options in the context of
specific unknowns.35 This involves the GP explicitly
sharing diagnostic or therapeutic uncertainty, in
a manner that is not anxiety-provoking for the
patient. One practical tip to reinforce the partnership
approach in management is to use plural pronouns
like ‘we’ and ‘our’, e.g., “Where do you think we
should go from here?”

The five components of shared decision-making are:
•

defining the problem;

•

providing information;

•

exploring patients’ ideas, concerns, and
expectations (ICE);

•

checking their desire for involvement in a
decision about their health care; and

•

arranging for a future review of the decision.34

DOCTORS
share
information

TOGETHER
they make
a decision

PATIENTS
consider
options
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Seek evidence

Safety net

Evidence-based medicine has been described as
a technique to combine the physician’s clinical
expertise with the best available evidence. Judicious
use of clinical evidence is a core ingredient of quality
decision-making and dealing with uncertainty.
Clinical evidence, in the form of systematic reviews
or guidelines, should be included in decision-making
wherever possible, and the patient’s personal views
incorporated into the management plan.

The term ‘safety netting’ was introduced by
Roger Neighbour as a key strategy in managing
uncertainty.36 It comprises
•

communication of uncertainty

•

advising what to look out for (including red flags)

•

how to seek further help, and

•

what time course to expect.37

Safety-netting is particularly important in the context
of undifferentiated presentations with the potential
for serious illness (febrile child); diagnoses with a
known risk of serious complications (bronchiolitis);
and patients at increased risk of complications (older
age, comorbidities).

“Clinical evidence, in the form of
systematic reviews or guidelines,
should be included in decision-making
wherever possible, and the patient’s
personal views incorporated in the
management plan”
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Strategies for teaching skills
in managing uncertainty
GP supervisors can use a variety of approaches to assess and teach skills in managing uncertainty (see below).

Strategies for assessing and teaching skills in managing uncertainty
•

Incorporate management of uncertainty into teaching:
–

Foster tolerance of uncertainty

–

Use consultation analysis.

•

Develop clinical reasoning and decision-making skills.

•

Use role modelling.

•

Support evidence-based practice.

Incorporate managing uncertainty into teaching
FOSTER TOLERANCE OF UNCERTAINTY

registrars can be reminded that the probability of
serious disease in general practice is considerably
lower than in hospital. In particular, GP supervisors
need to reflect on their own attitudes to uncertainty,
and communicate this to their registrars.

The concept of managing uncertainty and its
application to general practice is likely to be
relatively unfamiliar to GP registrars. Traditionally,
doctors are trained to seek certainty in diagnosis
and management − indeed managing uncertainty is
arguably a neglected area in undergraduate medical
curricula.38 The GP supervisor should therefore
explicitly articulate the nature of clinical uncertainty
as an inevitable element of general practice.

CONSULTATION ANALYSIS
Assessment and teaching of skills in managing
uncertainty can be performed as part of standard
methods of consultation analysis, such as problem
case discussion, random case analysis and direct
observation. In relation to data gathering, GP
supervisors can observe and provide feedback on the
comprehensiveness of history taking and examination.
While perhaps regarded as basic undergraduate skills,
the international literature has described a decline in
the consultation and physical examination skills of
doctors over recent years.39, 40

Discussing concepts related to ambiguous
presentations may help foster a greater tolerance to
uncertainty in registrars. For instance, it is possible to
have certainty, even in the presence of uncertainty,
i.e., there may be some aspects of the presentation
about which one can be certain (e.g., the patient
is safe, the diagnosis is not meningitis). As well,
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Additionally, the appropriateness of investigations
can be assessed. The ability to manage uncertainty
in the general practice consultation appears to
influence test ordering behaviour41, and doctors with
higher anxiety about uncertainty have higher costs of
investigation and treatment.42 While ordering tests is
an important element of the diagnostic process and
in managing uncertainty, tests can also be unhelpful,
and on occasions even harmful to the patient. A
judicious approach to investigation ordering is
therefore recommended.43

Fatigue is the most common unexplained complaint
presenting to GPs and an excellent clinical topic
to explore strategies to manage uncertainty.44 As
well, the potential for diagnostic uncertainty is
compounded by somatisation, when psychological
conditions, e.g., anxiety, present as physical
symptoms. Such presentations make great tutorial
topics.

GP supervisors can assess the effectiveness of the
registrar’s identification of the patient’s agenda (“Why
do you think the patient came today?”), and use of the
ICE questions. As well, they can evaluate the extent
to which the registrar shared diagnostic uncertainty
and/or management decisions with the patient. One
of the key tasks of the general practice consultation
is explaining to the patient the provisional and
differential diagnosis, their likelihoods and the clinical
reasoning underpinning this assessment. This is true
even in the context of an ambiguous presentation.
However, saying the equivalent of “I’m not sure” or
“I don’t know” to patients is a challenge for many GP
registrars, and GP supervisors can play a key role in
facilitating skills in this area.

GP supervisors play a key role in the development of
clinical reasoning skills in their registrars, particularly
how to think like a general practitioner.45 Errors
in diagnosis more commonly result from flaws in
thinking than a lack of clinical knowledge.46 These
include cognitive biases, flawed patterns of thinking
by the individual clinician. The most common
cognitive bias leading to diagnostic error, premature
closure, has been described as “the tendency to
end the decision-making process too early, i.e.,
the diagnosis is accepted before it has been fully
verified”.47

Develop clinical reasoning and
decision-making skills

As part of consultation analysis and other teaching,
the GP supervisor can therefore assess the registrar’s
clinical reasoning processes and their impact on
managing uncertainty. This includes identification of
any cognitive biases and use of specific diagnostic
strategies like the diagnostic pause or restricted ruleout.

Arranging timely follow-up for patients is a core
strategy in managing uncertainty but is a skill often
unfamiliar to many registrars, especially those new to
practice. Registrars should be taught to be explicit
about follow-up plans and encouraged to have a
low threshold for asking patients to return. As well,
appropriate and comprehensive safety-netting
should be continually reinforced during teaching.

Assessing and teaching clinical reasoning is explained
in detail in the companion GPSA guide Teaching
Clinical Reasoning.

GP supervisors can undertake specific tutorials
targeting uncertainty as part of in-practice teaching.
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Role modelling
Role modelling has a strong influence on registrar
behaviour and previously has been described as “the
primary teaching strategy of clinical education”48.
Approaches to managing uncertainty can be
effectively taught via the GP registrar sitting in on

the GP supervisor’s consultations. This provides an
excellent opportunity for the GP supervisor to
role model their diagnostic approach, as well as
demonstrate involvement of the patient in the
decision-making process.

Support evidence-based practice
Judicious use of clinical evidence is a core ingredient
of dealing with uncertainty. Clinical evidence
should be accessible to all registrars in training
and GP supervisors should encourage informationseeking both within, and after, the consultation, as
appropriate. However, the availability of evidence
that is recent, relevant and robust is often limited.

of that knowledge base – and it has been suggested
that anxiety stems from not knowing the difference.49
One academic, writing in this area, stated “The limits of
evidence-based medicine and guidelines use in clinical
practice may be found in the grey zones of uncertainty
where science meets art.” The GP supervisor can
therefore play a role in supporting registrars to navigate
this grey zone by helping their registrars bridge the
(scientific) evidence with the (artistic) experience.

Uncertainty can result from limitations in the medical
knowledge base, as well as one’s incomplete mastery
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Teaching skills in managing uncertainty a practical example
You are a GP supervisor in an outer metropolitan
practice and your current registrar is Sally. Sally is
in her second term of training and has been in the
practice for about two months. Sally is popular with
patients and clinically sound but lacks confidence
and frequently asks for your assistance. You sat in
with her early in the term and it was apparent she
found the uncertainty of general practice unsettling.
More recently, you have observed that she seems
to be more anxious about missing something in
ambiguous patient presentations and she is adopting
a more scattergun approach to testing. Last week, at
the end of a busy day, Sally admitted to not sleeping
well on a couple of nights because she was “stewing”
about her patients.

student with fleeting arthalgias and tiredness, and a
probable (hidden) diagnosis of generalised anxiety.
Over the next month or so, your impression is that
Sally seems to be managing uncertainty a bit better
and is less worried about her patients. You have an
opportunity to observe this directly at your next
direct observation session.
A father brings in his six-year-old son, Zac, whom
he has picked up from school early because the
teacher noted he was sleeping at lunch. Sally takes
a comprehensive history and explores red flags. On
examination, Zac’s temperature is 38.7 degrees and
he looks tired but is alert and not dehydrated. Sally
does an appropriate examination to exclude a rash
and any significant ENT, respiratory or abdominal
signs. A urinalysis shows a trace of protein and a trace
of leucocytes. Sally tells Zac’s father that his fever is
confusing but it could be a urine infection, “which
often causes what we call a fever of unknown origin”.
She orders a blood test (FBE, ESR, CRP) and urine
culture, and advises reception will phone when the
results are in to book another appointment.

You decide to dedicate some time in supporting Sally
to better manage uncertainty. As part of your next
quarantined teaching session, you talk about the
inevitability of uncertainty in general practice and how
you also struggled with it during your early years as a
registrar. You invite Sally to present the patients that
caused her the sleepless nights, and, not surprisingly,
the presentations she describes are typically vague
and ambiguous. You are satisfied Sally has been
comprehensive in her clinical assessment but identify
she is not confident in sharing her uncertainty with
the patient. As a result, you role play such a scenario
to demonstrate how this can be done in a reassuring
way. You then discuss some other specific strategies
you have found useful in managing undifferentiated
illness – asking the patient what they are concerned
about (patient agenda), tapping into your gut
feelings, and thorough safety-netting.

You explore the
case afterwards
with a specific focus
on Sally’s clinical
reasoning and her
management of the
uncertainty, as below
(using the framework
from the GPSA
Guide Teaching
Clinical Reasoning:

You then suggest Sally sit in with you for a few
patients to model some of the techniques you have
discussed. Fortunately, you encounter a wonderfully
illustrative case during the session of a university
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The GP Supervisor Registrar Interaction
The following questions are a sample of the types
of questions you can employ in your teaching with a
registrar applied to Zac’s presentation.

•

“What is the likelihood of a UTI (e.g., out of 10
such presentations)?”

•

“How far should we go to rule out important
alternatives? Is ruling out even possible?”

•

“Where might you seek guidance on how to
investigate and manage this patient?”

OVERVIEW
•

“Please summarise the key features of Zac’s
presentation and your differential diagnosis in
two or three sentences.”

ALTERNATIVE SCENARIOS

DATA GATHERING
•

“What did you understand about the home
situation and the father’s understanding and
capacity?”

•

“Are there any other red flags that you could
have sought?”

•

“Why did you choose these pathology tests?
How will they change your management?”

“How does a temperature of 38.7 influence your
thinking?”

•

“What weight do you put on the urinalysis
result?”

SYNTHESIS
•

“How sick is this child? On what do you base
that impression? What were your gut feelings?”

•

“How might his early presentation have affected
his symptoms and signs?”

“What if the father and son were itinerant, with
no access to a car?”

•

“What will you do if the blood tests come back
mildly abnormal, or the urine shows possible
skin flora contamination?”

REFLECTION

WEIGHTING
•

•

•

“Have you seen many febrile children without
being certain of the diagnosis?”

•

“What might the father have assumed from your
explanation? Could you have improved your
wording?”

•

“How well do you feel that you safety-netted?”

•

“How did being uncertain of the diagnosis in
this case affect you, and what are some ways of
dealing with that discomfort?”

As a result of the case discussion, you identify two
ongoing learning needs – shared decision-making
and comprehensive safety netting – and agree with
Sally to review these again later in the term.
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The good GP never

stops learning
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If you intend
to become a
GP supervisor
we can
support you.

GP Supervisors Australia is all about supporting a sustainable future for GP supervisors and the future
GP workforce. We do this by supporting and representing the views of GP supervisors nationally.
As a grassroots membership organisation we are
interested in our members’ views on a range of topics
including:

As a member you can access:
•

Webinars on a range of
relevant topics for GP
supervisors,

Quality training practices and outcomes,

•

Best practice guides,

•

National employment terms and conditions
for GP registrars, and

•

Independent mentoring for
new GP supervisors,

•

Government and industry policies.

•

Regular eNews updates,

•

Employment contract
templates,

•

Funding submission support,
and legal advice, through our
partner organisations.

•

Red tape reduction,

•

Enablers and barriers to GP training,

•

GPSA ensures these views are used to inform
structural and policy change in the industry by sharing
your experiences with funding and industry bodies,
politicians and ministers.
However our voice, and therefore your voice, is only as
strong as our membership! Membership is free and your
membership details will not be shared.

Becoming a member is simple.
Just visit gpsupervisorsaustralia.org.au and click ‘become a member.’
So what are you waiting for? Become a member today and reap the rewards!
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03 5440 9077

E:

ceo@gpsupervisorsaustralia.org.au

W:

gpsupervisorsaustralia.org.au

A:

PO Box 141, Bendigo North, VIC 3550
facebook.com/GPSupervisors
twitter.com/GPSupervisors

