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ABSTRACT 

Introduction. Patient encounter tools provide feedback and potentially reflection on general 
practitioner (GP) registrars’ in-practice learning and may contribute to the formative assessment 
of clinical competencies. However, little is known about the perceived utility of such tools. Aim. 
To investigate the perceived utility of a patient encounter tool by GP registrars, their supervisors, 
and medical educators (MEs). Methods. General practice registrars, supervisors and MEs from 
two Australian regional training organisations completed a cross-sectional questionnaire. 
Registrars rated how Registrar Clinical Encounters in Training (ReCEnT), a patient encounter 
tool, influenced their reflection on, and change in, clinical practice, learning and training. 
Supervisors’ and MEs’ perceptions provided contextual information about understanding their 
registrars’ clinical practice, learning and training needs. Results. Questionnaires were completed 
by 48% of registrars (n = 90), 22% of supervisors (n = 182), and 61% of MEs (n = 62). Most 
registrars agreed that ReCEnT helped them reflect on their clinical practice (79%), learning needs 
(69%) and training needs (72%). Many registrars reported changing their clinical practice (54%) 
and learning approaches (51%). Fewer (37%) agreed that ReCEnT influenced them to change their 
training plans. Most supervisors (68%) and MEs (82%) agreed ReCEnT reports helped them 
better understand their registrars’ clinical practice. Similarly, most supervisors (63%) and MEs 
(68%) agreed ReCEnT reports helped them better understand their registrars’ learning and 
training needs. Discussion. ReCEnT can prompt self-reflection among registrars, leading to 
changes in clinical practice, learning approaches and training plans. Reaching its potential as an 
assessment for learning (as opposed to an assessment of learning) requires effective engagement 
between registrars, their supervisors and MEs.  

Keywords: clinical practice, general practice registrars, health care education, patient encounter 
data, performance and evaluation, primary health care, professional education, programmatic 
assessment, reflective practice. 

Introduction 

In Australia’s apprenticeship-style model of general practitioner (GP) training, registrars 
(trainees) work under the guidance of an experienced GP supervisor within a broader 
education program delivered by regional training providers.1 There is a strong emphasis 
on development and assessment of clinical competencies to be a GP,2 and in-practice 
learning is central to developing these competencies.3 An important feature of in-practice 
learning is feedback and reflection on registrars’ clinical practice as well as follow-up of 
this feedback and reflection with a mentor (clinical supervisor and/or medical educa
tor, ME).4,5 

In 2019, as part of an Australian national framework for programmatic assessment 
within general practice training, one recommendation was that all registrars complete a 
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patient encounter tracking and learning (PETAL) tool across 
their training terms.6 Such a tool could form a low-stakes 
assessment for learning in various proposed domains of 
competency (eg medical knowledge, patient care, communi
cation skills, practice-based learning, etc).7 Acknowledging 
that there are tensions in ‘simultaneously stimulating the 
development of competencies and assessing its result,’8 edu
cators argue that competency-based medical education 
requires assessment for learning as well as assessment of 
learning, with information and documentation to support 
this.9 PETALs encompass an audit of consecutive patient 
consultations, leading to feedback and, thence, prompting 

reflection on practice and learning. Such tools can be impor
tant in assessing registrars’ in-practice clinical exposure, which 
is accepted as an important determinant of learning.10,11 Yet, 
there is little published evidence underpinning the use of 
patient encounter tools within general practice training. 

The audit literature provides some evidence of the bene
fits of feedback and reflection processes that are applicable 
to PETALs. Typically, audits focus on a particular issue 
(eg diabetes management) with comparisons made to exist
ing guidelines. Feedback and reflection cycles within audit 
processes can improve quality and safety, clinical judgement 
and self-confidence among physicians, particularly when 
targeting specific practices (eg test ordering).12,13 A recent 
qualitative study of GPs highlighted the importance of audit 
and feedback for changing GPs’ practice behaviour and 
emphasised the added value of formally discussing feedback 
with other GPs.14 Discussion with peers motivated reflection 
on change in clinical practice by providing insights into the 
possible outcomes of change.14 

Fundamental to moving from feedback to change in 
practice is reflection. Although many factors may influence 
whether feedback is used or not,15 self-reflection and 
facilitated reflection are viewed as a key component of 
decision-making toward change.16 Reflection is a ‘strategy 
for learning’,16 a key intellectual activity that leads to new 
understanding and appreciation of experience as shown 
through feedback.17 

The Registrar Clinical Encounters in Training (ReCEnT) 
project is an ongoing (2010–present) educational and 
research project conducted in Australian GP training. Its 
principal function is educational as a PETAL. ReCEnT pro
cesses are summarised in Box 1 and described more fully 
elsewhere.18 Briefly, ReCEnT assists registrars, in conjunc
tion with supervisors and MEs, to reflect on their practice 

WHAT GAP THIS FILLS 

What is already known: In-practice learning is central to GP 
registrars developing competencies within the apprenticeship- 
style model of GP training. Feedback followed by reflection 
isare important for GP registrars’ in-practice learning. Patient 
encounter tools can provide clear in-practice feedback to 
registrars, yet little published evidence is available to support 
the use of such tools within general practice training. 
What this study adds: This study demonstrates that patient 
encounter tools, such as ReCEnT, can be useful for registrars’ 
self-reflection on their clinical practice and can lead to changes 
in practice and learning approaches. The relative lack of 
engagement between numerous registrars and their supervi
sors or MEs on ReCEnT feedback reports indicates a missed 
opportunity for supported reflection and suggests more work 
is needed on effective engagement for ReCEnT to be used as 
an assessment for learning in general practice training.    

Box 1. The Registrar Clinical Encounters in Training (ReCEnT) project 

Data collection 
Each registrar completes details of 60 consecutive consultations in each of their three 6-month mandatory general practice training 

terms, documenting information in categories about:  

• the registrar (eg age group, gender),  
• their patients (eg age group, gender, Indigenous status, primary language),  
• the encounter (eg consultation duration, presenting problems, investigations, management, procedures and learning goals). 

Only office-based consultations are recorded (not home visits, etc.) and not within-practice clinics (eg immunisation clinics). 

Report 
In each term, registrars receive an individualised feedback report summarising the information, along with ‘prompts to reflection’ related 

to most feedback topics or areas. The report provides comparisons of a registrar’s results with:  

• their own results over time (ie term-to-term),  
• aggregate registrar data,  
• previously published national data for established GPs where available. 

A de-identified copy of an individualised ReCEnT report is available online (see Supplementary File S1).   
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and educational needs, and encourages quality improve
ment.18 Data reporting by registrars takes approximately 
2 min per patient on average, cumulatively about 2 h for 
60 patients. Currently, ReCEnT is completed by 44% of all 
Australian registrars in each of their three 6-month manda
tory general practice training terms.19 

ReCEnT provides multiple opportunities for reflection: 
during practice when completing the patient encounter 
data collection for each patient; individually following 
receipt of the feedback report; and in discussion with super
visors and MEs.20 An example ReCEnT report is provided as 
supplementary material online (see Supplementary File S1). 
Registrars are encouraged to reflect on whether the findings 
are valid in the context of their usual practice and demo
graphic profile of their patients. Repeating the process in 
three terms allows registrars to consolidate their clinical 
experience, providing a valuable ‘time-in-context’ develop
ment of competence.21 Educationally, the goal is for regis
trars to reflect on their clinical experience gaps, clinical 
behaviours and learning needs,9 which may in turn prompt 
action and change.20 

As ReCEnT has the necessary educational features to 
enhance learning (ie clear cycles of data collection, feed
back, reflection and discussion),20 a case can be made for 
inclusion of this PETAL within a programmatic assessment 
framework as an assessment for learning rather than an 
assessment of learning.4,22 However, there is a gap in 
knowledge regarding the extent to which ReCEnT is used 
by GP registrars or by their supervisors and MEs. Indeed, 
there is a lack of published evidence for the utility of any 
PETAL as a reflective tool to enhance educational outcomes 
and improve practice. We aim to address this gap by assess
ing perceptions of registrars, supervisors and MEs regard
ing the effectiveness of ReCEnT as an educational tool for 
registrars to enhance reflection and influence change in 
practice. 

Methods 

We invited registrars, supervisors and MEs from two 
Australian regional training organisations (RTOs), GP 
Synergy and General Practice Training Tasmania, to complete 
a cross-sectional questionnaire (including five-point Likert 
scales), designed to address the research aim and tailored 
to each respondent group. Inclusion criteria for participation 
were: all 2020 registrars who had completed two or more 
rounds of ReCEnT and had completed their final round of 
ReCEnT (in General Practice Term 3) prior to the onset of the 
COVID-19 pandemic; and all MEs and supervisors who had a 
registrar(s) complete ReCEnT in 2019. 

With consent, registrars’ questionnaire data was linked to 
their routinely collected RTO and ReCEnT demographic 
and practice data to reduce survey response fatigue. Non- 
consenting registrars were requested to complete additional 
demographic/practice questions to supply this information. 

To maximise the response rate, registrars received invita
tions to complete the questionnaire online via email and 
by hard copy via mail. MEs and supervisors were invited 
via email only to complete the questionnaire online. Email 
reminders were sent 1.5- and 3-weeks post-invitation. 
A $25 gift card was offered to registrars and supervisors 
for questionnaire completion. MEs (RTO employees) could 
complete the questionnaire in work time. 

Registrars’ perceptions of the effectiveness of ReCEnT 
were in six domains: extent to which involvement in 
ReCEnT influenced reflection on their (1) clinical practice, 
(2) learning needs, and (3) training needs, and influenced 
change in their (4) clinical practice, (5) approach to learning 
and/or exam preparation, and (6) training plans (Figs 1 and 2 
contain full descriptors). 

Supervisor and ME perceptions were elicited to provide 
contextual information about the usefulness of ReCEnT 
for themselves in assisting their registrars, specifically the 
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4%
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2%

3%

0% 20% 40% 60% 80% 100%

My training needs (eg identify areas in which I
needed further practical experience or clinical

exposure).

My learning needs (eg identify areas in which I
needed further knowledge or understanding).

How I practice clinically.

Strongly agree Agree Neither disagree nor agree Disagree Strongly disagree

Thinking about your overall involvement in all aspects of the ReCEnT project, including recording your
clinical data, receiving the ReCEnT feedback reports, and any discussions you may have had with your
supervisor or ME, please indicate the extent you agree or disagree with the following statements.

My involvement in the ReCEnT project influenced me to REFLECT on ...

Fig. 1. Registrar participants’ ratings of 
how ReCEnt influenced their reflection , by 
percentage (n = 90).    
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extent to which registrars’ involvement in ReCEnT influ
enced educators’ understanding of their registrars’ clinical 
practice and learning and training needs. 

Data were analysed descriptively and separately for regis
trars, supervisors and MEs. Where summarised, Likert scales 
were dichotomised into agree (Strongly agree + Agree) and 
not agree (Strongly disagree + Disagree + Neither disagree 
nor agree). Categorical variables are presented as frequency 
with percentage and 95% confidence intervals for main 
findings, whereas continuous variables are presented as 
mean with standard deviation (s.d.). Analyses were pro
grammed using STATA 15.1. 

Ethics approval was gained from the University of 
Newcastle Human Research Ethics Committee (HREC), 
approval number H-2020-0103. 

Results 

Registrars 

Questionnaires were sent to 187 registrars, achieving a 
response rate of 48% (n = 90). Registrar participant char
acteristics are presented in Table 1. 

Fig. 1 shows that registrars agreed that their participation 
in ReCEnT helped them reflect on their clinical practice 
(79%; CI: 71–87%), learning needs (69%; CI: 59–79%) and 
training needs (72%; CI: 63–81%). 

Fig. 2 shows that 54% (CI: 44–64%) of registrars agreed 
that they had made changes to their clinical practice, and 
51% (CI: 41–61%) agreed making changes to their learning 
approach, including exam preparation. However, only 37% 
(CI: 27–47%) of registrars agreed that their participation had 
influenced them to make changes to their training plans. 

Regarding engagement with ReCEnT, 89% of registrars 
recalled spending time reviewing their ReCEnT feedback 
report by themselves. About half (51%) of registrars 
reported discussing their report with their supervisor, 
whereas less than a quarter (22%) discussed their report 
with their ME. The remaining 44% did not discuss their 
report with either supervisor or ME. 

Supervisors and medical educators 

The response rate for supervisor questionnaires was 22% 
(n = 182 of 818 sent). The response rate for ME question
naires was 61% (n = 62 of 101 sent). Supervisor and ME 
participant characteristics are presented in Table 1. 

Fig. 3 shows that 68% (CI: 61–75%) of participating 
supervisors agreed that ReCEnT feedback reports helped 
them better understand their registrars’ clinical practice, 
and 63% (CI: 56–70%) agreed the reports helped them better 
understand their registrars’ learning and training needs. 

Fig. 4 shows that 82% (CI: 72–92%) of participating MEs 
agreed that ReCEnT feedback reports helped them better 
understand their registrars’ clinical practice, and 68% 
(CI: 56–80%) agreed that the reports helped them better 
understand their registrars’ learning and training needs. 

Regarding engagement, 60% of supervisors reported 
reading all their registrars’ ReCEnT feedback reports, 
whereas 27% of supervisors reported reading some and 
13% did not read any. About 48% of supervisors reported 
communicating with all their registrars about ReCEnT 
reports, whereas 35% communicated with some. Typical 
communication was via face-to-face conversations, either 
within a formal scheduled teaching session (76%) and/or 
an informal conversation (85%). Email communication 
was rare (8%). 
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43%
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33%

24%

27%

22%

20%

14%

8%

4%

4%

0% 20% 40% 60% 80% 100%

My training plan(s) in any way (eg choice of next
training practice, seeking exposure to certain types
of patients, attempts to gain procedural experience).

My approach to learning and/or exam preparation
in any way (eg areas of knowledge that required 

study emphasis).

My clinical practice in any way (eg time management,
test ordering, medication prescribing, referrals, other

change).

Strongly agree Agree Neither disagree nor agree Disagree Strongly disagree

Again, thinking about your overall involvement in all aspects of the ReCEnT project
please indicate the extent you agree or disagree with the following statements.

My involvement in ReCEnT influenced me to CHANGE ...

Fig. 2. Registrar participants’ ratings of 
how ReCEnt influenced change, by per
centage (n = 90).    
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Many participating MEs (71%) reported reading all their 
registrars’ ReCEnT reports, 27% reported reading some and 
2% did not read any. Only 34% of MEs reported communi
cating with all their registrars about the ReCEnT feedback 
report, 57% of MEs only communicated with some registrars 
and 8% did not communicate with any. MEs most commonly 
communicated within formal phone conversations (87%) or 
by email (53%). MEs were less likely to report speaking face- 
to-face with registrars regarding ReCEnT feedback reports, 
whether formally (41%) or informally (17%). 

Discussion 

Our study shows that a majority of registrars, supervisors 
and MEs agreed there are benefits from completing ReCEnT 
and/or receiving ReCEnT reports. Most registrars agreed 
ReCEnT helped them reflect on their clinical practice, learn
ing and training needs, and many reported changing their 
clinical practice and learning approaches. Supervisors and 
MEs reported better understanding of their registrars’ clini
cal practice and learning and training needs. 

Table 1. Characteristics of participating registrars, supervisors and MEs.       

Characteristics Class Registrars 
n = 90 

Supervisors 
n = 182 

MEs n = 62 

n (%) n (%) n (%)   

Regional Training 
Organisation (RTO) 

GP Synergy 70 (78) 165 (91) 46 (74) 

GP Training Tasmania 20 (22) 17 (9) 16 (26) 

GenderB Male 34 (38) 96 (58) 13 (22) 

Female 53 (60) 68 (41) 45 (75) 

Prefer not to say 2 (2) 2 (1) 2 (3) 

AgeC Mean ± s.d. 38.4 ± 8.6 51.8 ± 10.2 42.6 ± 10.3 

(Min, Max) (20, 61) (30, 72) (29, 68) 

Country of primary medical 
degree 

Australia 50 (56) 115 (69) 54 (90) 

Other country 39 (44) 51 (31) 6 (10) 

Fellowship FRACGP 86 (97)   

FACRRM 3 (3)   

Training pathway General 40 (45)   

Rural 49 (55)   

Work time Full time throughout 43 (48)   

Part time throughout 11 (12)   

Mix of both 35 (39)   

Registrars supervised in 2019A Mean ± s.d.  1.8 ± 1.01  

(Min, Max)  (1, 8)  

Registrars managed in 2019 Mean ± s.d.   19.7 ± 12.0 

(Min, Max)   (1, 50) 

Practice location Metro/Inner regional 
(RA = 1, 2)  

113 (68) 46 (77) 

Outer regional/Remote/ 
Very remote (RA = 3–5)  

53 (32) 14 (23) 

Experience in rural practice 
(RA 3–5) 

No 52 (58)   

Yes 37 (42)   

Years as supervisor/ME Mean ± s.d.  9.3 ± 8.0 5.7 ± 5.3 

(Min, Max)  (1, 30) (1, 30) 

An = 179 (three supervisors did not provide this information). 
Bn = 166 (16 supervisors did not respond to the demographic and practice characteristics questions). 
Cn = 164 (a further two supervisors did not supply their age).  
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Interpretation of findings and comparison with 
previous research 

Reflection 
The ability to critically reflect increases learning in grad

uate medical education.23 As a reflection tool, ReCEnT was 
highly rated by registrars in helping them to reflect on their 
clinical practice, learning and training needs. In addition, 
ReCEnT helped supervisors and MEs better understand their 
registrars’ clinical practice and learning and training needs. 
Registrars are encouraged to reflect on whether their 
ReCEnT reports represent their usual practice and whether 
particular findings were affected by factors such as the 
demographics of their personal patient population or that 
of their current teaching practice, their personal clinical 
approach, and their training practice procedures or culture. 

The findings support the utility of ReCEnT as an iterative 
process for reflection.24 As there is a gap between submitting 
their information and receiving their report (ie 2–3 weeks), it 
is an example of delayed reflection-on-action,24 which is per
ceived in postgraduate training as aiding self-reflection.25 

Examples of reflection-on-action include attempting to 
select patients with more varied demographic backgrounds, 
address time-efficiency, manage in-consultation help-seeking, 
and place more emphasis on rational test-ordering or pre
scribing.26 Some registrars have reported previously26 that 

in the process of completing a subsequent ReCEnT round, 
they used reflection-in-action, where they can make immedi
ate changes.24 

Engagement 
Registrars were well acquainted with ReCEnT as they 

completed two or more rounds during their training terms. 
Although most registrars self-reflected on their reports, only 
half the registrars discussed their report with either their super
visor, ME or both – indicating the remaining registrars missed a 
key feature of enhancing reflection and change. This variability 
in seeking feedback from a supervisor or ME highlights a need 
to explore how engagement with a patient encounter tool can 
lead to more effective registrar reflection and feedback, rather 
than just being a perfunctory exercise.27,28 

Most supervisors and MEs read all their registrars’ reports; 
however, less than half communicated with their registrars 
about the reports – again missing a key opportunity to 
enhance reflection and change in their registrars. Although 
registrars are encouraged to discuss the feedback with their 
educators, this can be difficult for some registrars to initiate. 
It has been suggested that putting formal processes in place 
at the outset of training could ensure effective use of feed
back through discussion,29–31 ensuring that this key aspect of 
reflection is not missed. 
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58%

27%

25%

8%

5%

1%

1%

0% 20% 40% 60% 80% 100%

Learning and training needs

Clinical practice

Strongly agree Agree Neither disagree nor agree Disagree Strongly disagree

Thinking about you and your registrar(s) involvement with ReCEnT over the past 12 to 18 months,
please indicate the extent you agree or disagree with the following statements.

ReCEnT feedback reports have helped me to better UNDERSTAND my registrars’ ...

Fig. 3. Supervisor participants’ ratings of how 
ReCEnt influenced their understanding of their reg
istrar(s), by percentage (n = 182).    
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0% 20% 40% 60% 80% 100%

Learning and training needs

Clinical practice

Strongly agree Agree Neither disagree nor agree Disagree Strongly disagree

Thinking about you and your registrar(s) involvement with ReCEnT over the past 12 to 18 months,
please indicate the extent you agree or disagree with the following statements.

ReCEnT feedback reports have helped me to better UNDERSTAND my registrars’ ...

Fig. 4. ME participants’ ratings of how ReCEnt 
influenced their understanding of their registrar(s), 
by percentage (n = 62).    
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Influencing change 
In conjunction with reflection on and engagement with 

ReCEnT, more than half of registrars agreed they had made 
changes to their clinical practice and learning approach. 
This finding is supportive of ‘deeper’ learning during the 
use of a PETAL, resulting in change.32 Interestingly, far 
fewer registrars agreed that their participation had influ
enced them to change their training plans. Training plans 
are often made earlier in training33 and can be outside of 
registrars’ control. 

Assessment for learning 
Our results show that ReCEnT is perceived as an effective 

tool for registrars, MEs and supervisors in understanding 
registrars’ learning. This is consistent with other research 
showing the value of reflection for learning.34 For ReCEnT 
to be a component of programmatic assessment within GP 
training, it is best used as an assessment for learning rather 
than of learning.7 However, further research is needed to 
better understand how such a patient encounter tool fits into 
a programmatic assessment framework. 

Implications for policy and practice 

This research suggests that ReCEnT can prompt self-reflection, 
and that reflection may lead to changes in clinical practice, 
learning approaches and/or training plans. However, to access 
ReCEnT’s potential as an assessment for learning will require 
more effective engagement between registrars, supervisors 
and educators. This may require enhanced supervisor and 
ME training, as the responsibility for engagement may need 
to come from educators, especially as part of a framework of 
programmatic assessment. 

Implications for future research 

Further research is required to understand in greater detail 
the experiences of registrars, supervisors and MEs in using 
PETAL tools, and the impact they have on building self- 
reflection skills in GP registrars. 

Further research would also assist in developing frame
works for supervisors and MEs in supporting registrar par
ticipation in self-reflection, and how PETALs can be used 
within a programmatic assessment model. 

Strengths and limitations 

A strength of this study is that it was conducted across two 
of the three Australian RTOs involved with ReCEnT. These 
RTOs are responsible for training 36% of all Australian 
registrars in general practice19 and have a demographic 
and geographic presence across the range of Australian GP 
vocational training. 

A significant limitation introduced due to the COVID-19 
pandemic was the registrars available for survey completion. 
The sample frame was restricted to registrars who had last 

completed a round of ReCEnT prior to the pandemic to avoid 
confounding survey responses due to the impacts of COVID- 
19 on GPs in training,35 such as the introduction of tele
health, which would change the patient encounter data.36,37 

Given this limitation, the response rate for registrars (48%) 
was positive for a GP questionnaire.38 By comparison, the 
National Registrar Survey achieved a 28% response rate 
during the COVID-19 pandemic.19 Nevertheless, absolute 
numbers available for analysis were relatively small and 
this limits the precision of point estimates in our findings. 

Although the response rate for MEs (61%) was positive, 
the response rate for supervisors (22%) was small, even 
though consistent with other surveys conducted with 
GPs.38 The relatively low supervisor response rate limits 
generalisation regarding supervisor perceptions. 

Another limitation is that registrars’ recall of their experi
ences with ReCEnT from 2019 (6–12 months earlier) may 
have introduced recall bias. However, most registrars had 
completed three rounds of ReCEnT, which would have 
modulated their knowledge of the process. Recall bias may 
have been less of an issue for supervisors and MEs who 
continued to see registrars who had completed their previ
ous round of ReCEnT in 2019. 

Conclusions 

The positive responses from registrars, supervisors and MEs 
regarding the utility of ReCEnT for reflection and learning 
support its use as an educational patient encounter tool for 
reflection and action (ie change in learning approach and 
clinical practice), and add to the paucity of literature on this 
topic. To reach its potential as a tool for effective feedback on 
registrars’ clinical practice and learning and training needs, 
and thus as an assessment for learning, effective engagement 
between registrars, their supervisors and MEs is required. 
Further qualitative research would provide a deeper under
standing of the potential for using patient encounter tools in 
programmatic assessment of general practice training. 

Supplementary material 

Example of a typical 14-page ReCEnT report for a registrar. 
Supplementary material is available online. 
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