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EVALUATION AND INNOVATION

Professional identity formation in becoming a GP trainer: barriers and enablers
Kevin McConville

Undergraduate General Practice, School of Medicine, University of Dundee, Level 6, Room L6 242, Ninewells Hospital, Dundee DD1 SY, 
Scotland

ABSTRACT
Background: Policy promotes students and doctors becoming GPs, yet there exists little focus on 
GP trainers’ recruitment and retention.
Aim: To explore barriers and enablers facilitating the professional identity formation of a GP 
becoming a GP trainer.
Design and Setting: A qualitative case study within one training programme of the Scottish 
Deanery.
Method: Data were collected between January and November 2018 via semi-structured interviews 
with 16 GP trainers and 79 regulatory and policy documents. Thematic analysis was applied whilst 
a reflexive stance as a previous GP trainer was maintained.
Results: Findings indicate GPs become GP trainers through experiences and events across three 
predominant identities: ‘Becoming a Doctor’, ‘Becoming a GP’ and ‘Becoming a GP Trainer’. 
Impediment at any of these stages acts as a barrier. The GP trainer role suggests tendencies for 
clinicians to be understated in their achievements and abilities. GP trainers dually enact and role 
model that of clinician and teacher; time acts as a significant barrier. The Scottish Prospective 
Educational Supervisor Course (SPESC), or previous iterations, is a significant enabler. Royal College 
of GP’s contributions towards GP trainers is absent. GP trainer associations with out-of-hours 
services have changed over time. GP trainer/trainee relationships are essential enablers to 
a continued GP trainer professional identity.
Conclusion: The role of the GP trainer as a teacher needs highlighting. Processes that protect and 
maximise this role may enhance the positive contributions of being a teacher. Understanding these 
themes may enhance recruitment and retention of GP trainers.
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Introduction

Within medicine, and medical education specifically, 
the concept of professional identity (PI) and its forma-
tion is an area that has gained attention in recent years 
[1]. Currently, there exist several key influencing factors 
in the United Kingdom (UK) which are set to drive 
forward the engagement of the availability of general 
practitioners (GPs) and, more specifically, GP trainers 
for the future. The Royal College of GPs (RCGP) had set 
out a blueprint ‘ . . . to reverse the impacts of the increas-
ing problems of workload and recruitment on the ability 
of GPs to deliver excellent patient care . . . ’ [2, p.2]. One 
element of their argument was to expand the number of 
GPs, balanced by their concerns that 20% of the current 
workforce may retire in the next five years. It therefore 
makes sense, to establish what may be needed to encou-
rage new, as well as retain existing GP trainers, in order 
to promote the continuation of the GP profession.

More recently, locally, RCGP Scotland had also pro-
vided a reinforcing message of the need to enhance the 

workforce target by 2024/25 that was based on whole- 
time equivalent figures and not just a headcount, thus 
effectively again seeking to call for a growth in GP 
numbers [3]. A snapshot taken from the medical profes-
sion’s governing body, the General Medical Council 
(GMC), indicates that of the 289,115 registered doctors 
in the UK only 25% of these (72,318) are GPs, with GP 
trainers a smaller subset, 8035 (i.e. approximately 11% 
of the GP population) [4]. Thus, it is imperative to 
ensure a match between creating new GPs whilst having 
sufficient trainers to implement such processes.

Whilst previous research has sought to examine the 
traits of GP trainers or their motivations in the past [5,6] 
there exists little evidence of current trainers’ percep-
tions of their workload and none via the lens of profes-
sional identity formation. Thus, the main aim of this 
study was to address the research question regarding 
‘What are GPs’ barriers and enablers to becoming a GP 
trainer?’ In doing so, I have adopted a theoretical lens 
that applies the process of Symbolic Interactionism (SI) 
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[7]. SI can be described as, ‘ . . . how people act toward 
things based on the meaning those things have for them, 
and these meanings are derived from social interaction 
and modified through interpretation . . . ’ [8, para 1]. In 
other words, in exploring the professional identity of the 
GP trainer or the becoming of a trainer, I was keen to 
move beyond the psychological world of traits and states 
into a socially interactive world [9]. A world in which 
the GP already has a strong foothold when currently 
considered regarding doctor-patient collaborations [10] 
and the social contracts we hold as key [11]. Thus, by 
applying a reflexive thematic analysis with respect to 
informing policy and practices that influence GP trainer 
training, combined with semi-structured interviews of 
GP trainers, recommendations regarding the recruit-
ment and retention of GP trainers can be outlined.

Method

Design

Qualitative methodology positioned this research as 
a type-2 case study [12], with the evidence aligning 
with qualitative reporting guidelines [13]. The premise 
of a type-2 case study is that the case under examination, 
once contextualised, is considered through multiple 
units of analysis. In this case, the context was that of 
the Scottish Deanery, drawing on geographical bound-
aries of one educational GP training programme as the 
case.

To place this in perspective, NHS Scotland, and by 
default the deanery, consists of 14 territorial health 
boards, and 7 special health boards (1 of which is NHS 
Education for Scotland (NES)) together with 5 Scottish 
medical schools [14]. Geographically, the programme 

area spanned a region approximately 35 miles in radius 
from its central point, including both urban and rural 
GP populations as well as coastal and inland locations.

Data collection

There were two embedded units of analysis, namely: 
participant (GP trainer) interviews, and documentary 
sources, which were linked to GP trainer’s experiences 
past, present and future. Regarding participants as a unit 
of analysis, GPs belonging to any of the four categories 
in Figure 1 and having practised medicine within the 
programme area of the Scottish Deanery selected were 
eligible for inclusion. Thus, mixed, purposeful recruit-
ment was performed [15] bearing in mind these latter 
criteria. Participants were invited via an email and pub-
licity leaflet that was sent on my behalf, by the local 
programme administrative team who agreed to act as an 
intermediary. Sixteen GPs indicated an interest; all 
respondents were followed up to arrange a one-to-one, 
semi-structured interview with me that was audio 
recorded. Their characteristics are summarised in 
Table 1. The interview guide (Table 2) was initially 

Contemplating the process of 
becoming a GP trainer GP trainer training

Being a GP trainer Cessation of being a GP 
trainer

GP Trainer 
Identity

Figure 1. Participant selection.

Table 1. Summary of participants pre-interview data.

Participant Age Gender Ethnicity
Holds 

MRCGP
Holds 
FRCGP

Number of years as 
a trainer

Commenced GP training at established GP trainer 
practice

1 57 Male British Asian Yes No >10 Yes
2 39 Male White British Yes No <5 Yes
3 34 Male White British Yes No Contemplating Practice not a training practice
4 61 Male White British Yes Yes >10 Yes
5 34 Male White British Yes No TT Yes
6 43 Male White British Yes Yes >10 Yes
7 40 Female White British Yes No 5–10 No†

8 57 Female White Scottish Yes No 5–10 No†

9 70 Male White British Yes Yes >10 No†

10 51 Female White British Yes Yes >10 Yes
11 70 Male White Scottish Yes Yes >10 Yes
12 41 Male White Scottish Yes No 5–10 No†

13 80 Male White British Yes No >10 No†

14 42 Female White Scottish Yes Yes 5–10 Yes
15 51 Female White British Yes Yes <5 Yes
16 42 Female White British/ 

Irish
Yes No 5–10 Yes

TT, Trainer Training in progress. 
† Indicates participant.
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piloted by two members of a GP academic department 
with no changes required. The interview schedule 
sought to align with characteristics of a doctor’s career 
pathway before moving towards questions of a GP trai-
ner’s identity that aligned with SI theory.

In considering SI theory, Serpe and Stryker remind us 
that the concept of SI emerged latterly via Blumer, who was 
actually describing the ideas of Mead [7]. SI can be said to 
build on the premise that the state of human nature is 
a social one. That society is created via social relationships, 
communication and interaction based on sociability, with 
society being a mirror in which people see themselves. The 
essence of structural SI allows for the examination of the 
role of social structure in life, understanding that actors and 
social structure relate to one another with self as a conduit 
through which we express ourselves [7]. Importantly, SI 
identity theory can be summarised succinctly, in that 
‘society’ impacts ‘self’ while in turn ‘self’ impacts ‘society’; 
a theory fitting through which to examine the social posi-
tion of the GP trainer.

In respect of documentary evidence as a second unit of 
analysis, I have drawn from local and national informing 
policies, GP trainer website materials and other supporting 
records linked with GP training. These data sources were 
obtained from a series of websites and organisations and 
comprised policy documents (locally and nationally), leg-
islation, updates and reports from the local deanery. Also 

collected were website snapshots and a set of miscellaneous 
other sources consisting of associated RCGP manifesto 
materials, RCGP communications and primary care work-
force surveys and newsletters. Seventy-nine sources were 
collated and are summarised in Table 3.

Analysis

Interview audio data were transcribed verbatim and 
collated with policy and documentary materials using 
the electronic tool NVivo [16]. Data were scrutinised 
using a reflexive thematic analysis [17,18]. Themes and 
sub-themes were developed on the basis of a reflexive, 
inductive, analytic viewpoint. In aligning with the cur-
rent direction of approaches to such an analysis, the 
codes and themes were driven from an interpretative 
position regarding the concept of information power 
[19], rather than a position of data saturation [20].

A reflexive journal was maintained to aid in the 
charting of the developments of conceptualisations 
and links, thus aiming to imply that the reasoning 
was grounded in data and informed by sensitising 
concepts. Additionally, as the researcher, I sought to 
enhance my own position by undergoing the same 
semi-structured interview that was utilised with the 
participants in order to be appreciative of the nature 

Table 2. Interview schedule.
Provisional rationale/RQ 

link

Opening questions
You’ve told me that you studied at . . . . . . . . . school. What influences if any did this have on your choices to be a doctor? 

Where there any other influences?
Relax the participant

What were the biggest influences on you and your learning and development as a doctor at medical school?
And so following graduation at . . . . . . . . . . University tell me what jobs did you do then?
And so when did you decide to become a GP?
What do you think were biggest influences on you and your development as a GP?

Transition questions
Tell me about your current role is and how long you have been doing that?
What does the term ‘identity’ mean to you, if anything? 
When or where have you heard this term?

Exploring understanding of 
identity

So thinking about identities? When you hear the term ‘GP trainer’ what does being a GP trainer mean to you? Exploring understanding of 
identity

Key questions
How important is your role as a GP trainer? Does it enhance or detract from your role as a GP? Understanding of role 

Salience of role
How has your identity as a trainer evolved over time? Growth and development
What would help strengthen your identity as a trainer? Enablers
What would weaken this identity as a trainer? Barriers
Has GP training changed during your time as a trainer?
● Probes for MRCGP, FRCGP, further Med Ed if not already discussed, MAP
● Probes for established training practice

Future directions

What do you think a GP trainer should be like in the future?
● Probes for sessional commitment

Future directions

Final questions
Of all the points discussed related to the role of a GP trainer which seems the most important to you?
Is there anything else you feel we should talk about in relation to this issue which we haven’t?

Closure
We will have to draw things to a close 
Explain what will happen next – clarify for member checking 
Thank participants

EDUCATION FOR PRIMARY CARE 3



Table 3. Summary of documentary sources.
Document 
type Title Author/Source

Policy A Framework for the Professional Development of Postgraduate Medical Supervisors 
Guidance for Deaneries, Commissioners and Providers of Postgraduate Medical Education

Academy of Medical Educators

Policy Fit for the Future – A Vision for General Practice RCGP
Policy From the Frontline – The Changing Landscape of Scottish General Practice RCGP Scotland
Policy General Practitioner Recruitment and Retention: An Evidence Synthesis – Final Report 

February 2016
Policy Research Unit in Commissioning and 

the Healthcare System
Policy Promoting Excellence: Standards for medical Education and Training GMC
Policy Quality Management of GP Speciality Training in Scotland Terms of Reference and Standard 

Operating Procedures for 
Educational Supervisor and Training Practice Approvals

Regional Policy Management Groups

Policy RCGP Scotland Scottish Blueprint for General practice RCGP
Policy Recognising and Approving Trainers: The Implementation Plan GMC
Policy Shape of Training. Securing the Future of Excellent Patient Care Final Report of the Independent Review Led 

by Professor David Greenaway
Policy SPESC Generic Guide SPESC
Policy The RCGP Curriculum 1: Introduction and User Guide RCGP
Policy The RCGP Curriculum: Core Curriculum Statement 1.00: Being a General Practitioner RCGP
Policy The RCGP Curriculum: Professional & Clinical Modules 2.01–3.21 Curriculum Modules RCGP
Policy The Trainee Doctor GMC
Policy Teaching General Practice – Guiding Principles for Undergraduate General Practice Curricula 

in UK Medical Schools
Society for Academic Primary Care

Legislation GMC Web Clippings on GP Trainer Legislation/Medical Act 1983 GMC
Legislation Medical Act 1983 UK Government
Legislation NHS Vocational Training Act 1973 UK Government
Information 

updates
General Practice Forward View – April 2016 NHS England

Information 
updates

Medical Directorate Education Research and Innovation Group Annual Report 2019 NES

Information 
updates

National Training Survey Scotland 2016 GMC

Information 
updates

National Training Survey Scotland 2016 – Key Findings GMC

Information 
updates

National Training Survey Scotland 2013 GMC

Information 
updates

National Training Survey 2013: Summary Report for Scotland GMC

Information 
updates

National Training Survey 2014 Key Findings GMC

Information 
updates

National Training Survey Key Findings from the Pilot Survey of Trainers GMC

Information 
updates

Postgraduate Medical Education Annual Report 2013 NES

Information 
updates

Postgraduate Medical Education Annual Report 2014 NES

Information 
updates

Postgraduate Medical Education Annual Report 2015 NES

Information 
updates

Postgraduate Medical Education Annual Report 2016 NES

Information 
updates

Postgraduate Medical Education Annual Report 2017 NES

Information 
updates

Postgraduate Medical Education Annual Report 2018 NES

Information 
updates

Quality Annual Report – The Scottish Deanery – 2017 NES

Information 
updates

Quality Annual Report – The Scottish Deanery – 2018 NES

Information 
updates

Scotland Deanery News 2017 NES

Information 
updates

Scotland Deanery News 2018 NES

Information 
updates

Scotland Deanery News Spring 2018 NES

Information 
updates

Scotland Deanery News Summer 2018 NES

Information 
updates

Scotland Deanery News Winter 2018 NES

Information 
updates

Scotland Deanery News Winter 2019 NES

Information 
updates

Local GP Trainers Annual Conference Update NES

(Continued)
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Table 3. (Continued).
Document 
type Title Author/Source

Information 
updates

The National Training Survey 2015 Infographic Overview GMC

Information 
updates

Training Environments 2017 – Key Findings from the National Training Surveys GMC

Information 
updates

Training Environments 2018 – Key Findings GMC

Information 
updates

Training Environments 2018–4 Country Breakdowns GMC

Website  
information

About Us – Scotland Deanery NES

Website 
information

GP trainer and training practice accreditation NES

Website 
information

Key Dates & Events NES

Website 
information

Quality Management – Trainer Information – Scottish Deanery NES

Website 
information

Quality Management – Trainer and Trainee Surveys NES

Website 
information

Recruitment – Scottish Medical training NES

Website 
information

Scotland Deanery – NHS Education for Scotland NES

Website 
information

Scottish Trainer Framework – Scotland Deanery NES

Website 
information

SPESC – Scotland Deanery NES

Website 
information

SPESC – Orientation NES

Website 
information

SPESC – Application Form NES

Website 
information

Trainer Information – Scotland Deanery NES

Website 
information

Trainee Information – Scotland Deanery NES

Website 
information

www.scotlanddeanery.nhs.scot~quality~approving NES

Website 
information

www.scotlanddeanery.nhs.scot~quality~enhanced-monitoring NES

Website 
information

www.scotlanddeanery.nhs.scot~quality~framework NES

Website 
information

www.scotlanddeanery.nhs.scot~quality~governance NES

Website 
information

www.scotlanddeanery.nhs.scot~quality~improving NES

Website 
information

www.scotlanddeanery.nhs.scot~quality~monitoring NES

Website 
information

www.scotlanddeanery.nhs.scot~quality~quality-workstream NES

Website 
information

Your Development ~ Scotland Deanery NES

Miscellaneous BMA GP Contract 2016 – Principles BMA/Scottish Government
Miscellaneous BMA GP Contract – Joint Letter to GPs BMA/Scottish Government
Miscellaneous By Choice not by Chance Web Final NHS Education for Health
Miscellaneous Gender in the NHS 2018 NHS Employers
Miscellaneous GMC-National-Review – Scotland-national-report-2018 GMC
Miscellaneous NHS Education for Scotland Performance Support Unit NES
Miscellaneous Primary Care Workforce Survey 2017 NHS National Services Scotland
Miscellaneous RCGP Assessment Blueprint June_2012 RCGP
Miscellaneous RCGP Scotland manifesto 2015 RCGP
Miscellaneous Quality Outcomes Frameworks Guidance Documents 2016–17 BMS/NHS
Miscellaneous SAPC Letter EURACT Dec 2018 Society for Academic Primary Care
Miscellaneous Scotland Deanery ES Training Practice Eligibility Criteria NES
Miscellaneous Training Practice Accreditation Application NES
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of the questioning being undertaken and to enhance 
personal reflections of their PI as a previous GP 
trainer [18]. A degree of data analysis triangulation 
was also supplemented by participants who consented 
to member checking (n = 8), using synthesised, ana-
lysed data [21], all whom agreed with the themes and 
sub-themes that had been developed.

Results

Results indicate GPs can arrive at the GP trainer role 
through experiences and events transitioning across 
three predominant identities: ‘Becoming a Doctor, 
‘Becoming a GP’ and ‘Becoming a GP Trainer’. 
Impediment at any of these stages can act as a barrier 
in becoming a GP trainer. For the purposes of this 
article, this writing highlights the core, inner theme 
and six inter-linked sub-themes of ‘Becoming a GP 
Trainer’ which are summarised in Table 4.

External influences

Within this context of external influences, five dimen-
sions affecting the PI of the GP trainer were specifically 
reiterated: the Scottish Prospective Educational 
Supervisor Course (SPESC), the deanery, out-of-hours 
(OOH) GP arrangements, political influences and the 
GP trainer’s group.

Fifteen of the participants spoke about the positive 
influences that SPESC or previous iterations of this had 
on the beginnings of their journey to fulfil a personal 
wish to become a GP trainer,

(P6) ‘ . . . if you’re in a supportive environment, if you’re 
enthusiastic and driven, that’s fine. You can do it. I think 
the SPESC course, from what I’ve seen of it, is pretty 
comprehensive . . . it teaches a lot of good stuff, in terms 
of practicalities but also the theories as well . . . ’

However, opinions were often divisive of the influence 
of the deanery, more so historically than in more recent 
times,

(P1) ‘. . . I mean, I had, I did have an unsettling experi-
ence as well, which actually, made me think twice about 
it, in which, there was an incident with a remedial 
trainee. And, um, where I didn’t feel supported . . . I felt 
let down by my partners at the time . . . also I have to say 
by the deanery as well . . .’

Several GPs were reflective of the fact that within their 
identity as a trainer, delivery of OOH service was an 
important element to take into consideration, perhaps 
more so from the older GP trainer who had been through 
different iterations of this service,

(P9) ‘. . . Well things about out-of-hours are important. It’s 
the same thing and I think one of the things that we 
realised later (handing OOH back in 2004 GP contract 
changes) was that we’d lost something enormous . . . ’

Whilst multiple documentary (n > 20) sources pointed 
towards the influences of policy and practice that under-
pinned the transformations of the PI of the clinicians, 
only three of the trainers alluded to political influences 
directly. RCGP’s influence was not mentioned. 
However, many (n = 10) of the trainers spoke of the 
usefulness of the GP trainer’s group in contributing 
towards their identity,

(P11) ‘. . . the other thing talking about trainers’ courses 
was there’s a very active [place name] trainer’s workshop 
and all the trainers in [place name] met regularly . . . ’

The GP practice

All of the participants (n = 16) spoke of their relation-
ship with their GP practice. They primarily spoke about 
this positively, highlighting the role of the GP trainer 
and what this meant for the practice.

(P5) ‘. . . But I’d seen how enriching it was. I’d seen how it 
was helpful for the business model, I’d seen how it was 
helpful for the, you know, recruitment, I saw it was enrich-
ing for capacity and how it was enriching financially. 
There were lots of benefits to the practice, massively enrich-
ing for the whole education and the ethos and the practice 
culture. So, it was influential, yes, and I can’t envisage a 
practice without trainees you know . . .’

However, some participants (n = 9) did comment that 
were mindful about how well their work might not have 
been recognised within the practice environment.

(P6) ‘. . . I think there’s a perception out there that, and 
there’s a bit of reality actually, you know yourself, it is all 
hard work to get there . . .and there’s some, sort of, 
sacrifice in terms of time and effort and . . . but, also, in 
terms of the workplace-based assessment and the amount 
of that that we have to do . . . and some practices don’t 
have the ethos of education. They say they think they 
might, but they don’t . . .’

Characteristics of the GP trainer (self)

This sub-theme focuses on that which is the ‘self’ of the 
GP trainer. All of the participants articulated the concept 
of the GP trainer via characteristics or attributes that one 
might possess or expect to possess. A large number of the 
cohort (n = 11) were understated in their progression 
towards their medical career or their GP trainer persona, 
often speaking about the added value or enrichment that 
the identity brought to their lives.

6 K. MCCONVILLE



(P14) ‘. . . I learn a lot from it, to be honest. It’s a really 
good way of keeping up to date. But also, there’s some-
thing really satisfying about trainees coming in, being not 
sure about what they’re doing, and actually seeing them 
blossom, and become competent, and seeing that progres-
sion . . .’

These commentaries of self-worth worth appeared to be 
reaffirmed irrespective of the gender of the participant 
as P7 echoed:

(P7) ‘. . .Always been a kind of a middle-of-the-road student 
and not . . . You know, I wasn’t in top classes or anything. I 
was just kind of a borderline, okay student. And not that 
anybody ever told me that I couldn’t do it, but, you know, a 
career’s guidance at one stage said that maybe I should look 
at geography and become a weather girl . . .’

Time

Unsurprisingly given the current climate of the NHS 
and GP workload, time was cited as a significant barrier 
in performing the role of the GP trainer by all of the 
participants (n = 16).

(P1) ‘. . . think recognising that it is hard work, and how 
you do that, I don’t know . . . and then valuing that hard 
work . . . somehow almost, I guess, if you could have a 
condition of becoming a trainer or a training practice, is 
that you should ensure that there is dedicated time for 
the trainer . . .’

In some cases, time proved to be the main and signifi-
cant barrier to meaning that a GP trainer ultimately had 
to give up their PI as a trainer:

Table 4. Summary of the thematic analysis.
Theme title Description Example

External influences Key influences out with the GP and their practice namely: 
SPESC, the Deanery, OOH, politics and the GP trainer 
group

‘ . . . the department of general practice [before NES] was, supportive and 
continued to take an interest . . . your GP training came from a mixture 
between the department of general practice and the NHS as it was 
then . . . ’ (P13) 

‘ . . . The new arrangements build on the existing procedures by which we 
approve the GP trainers of GP registrars . . . ’ (Policy – General Medical 
Council (2012)

The GP practice The relationship between the GP trainer and their 
training practice

‘ . . . so it’s the practices, that’s what GP to me means. It means that we are 
getting new people from time to time. From the point of view of 
a recruitment crisis in general practice, it makes a massive difference . . . ’ 
(P12) 

‘ . . . GP Trainees are also hosted within general practices . . . individual 
Training Practice Agreements covering training arrangements. The nature 
of these arrangements require a bespoke QM-QI approach, including the 
requirement for approval by the regulator of both the training 
environment (the training practice) and the educational supervisors 
(ES) . . . ” (Policy – Quality Management of GP Training in Scotland (2015)

Characteristics of 
the GP trainer 
(self)

The GP trainer and their characteristics or attributes that 
they expressed, or are required to demonstrate

‘ . . . I think being a trainer makes you think about very much the way you 
consult as a person and to maintain standards within the consulting 
room . . . but I think originally I was worried that I probably wasn’t clever 
enough . . . ’ 

‘ . . . The General Medical Council’s (GMC) Generic Standards for Training 
requires that: Trainers with additional educational roles must be selected 
and demonstrate ability as effective trainers . . . ’ (Policy -A Framework for 
the Professional Development of Postgraduate Medical Supervisors (2010)

Time Time to perform the roles and responsibilities of the GP 
trainer

‘ . . . I think you’ll probably find the majority would probably stop doing it 
because of the huge workload . . . ’ (P16) 

‘ . . . Organisations responsible for managing and providing education and 
training must monitor how educational resources are allocated and used, 
including ensuring time in trainers’ job plans . . . ’ (Policy – Promoting 
excellence: standards for medical education and training (2015)

The relationship 
with the GP 
trainee

The importance of the relationship, often akin to 
apprenticeship between the GP trainer and their 
trainee

‘ . . . he’s got other things going on and that’s been a challenge for us as well 
to think well how we adapt what we’ve been used to and as a trainer I’m 
thinking how would I adapt to that and I know, I think that comes from 
a good relationship with the trainee . . . ’ (P5) 

‘ . . . to provide clinical and educational supervisors with a clear structure for 
identifying and addressing any difficulties . . . ’ Policy – NES Postgraduate 
Med Ed Training Report (2017)

The role of the GP 
trainer

The dual roles, and role modelling of clinician and 
teacher

‘ . . . To a certain extent, I wanted to help other young doctors who maybe 
had a similar experience to me, to understand that medicine is not just 
about the science, it’s all about art. The art of caring for people . . . ’ (P9) 

‘ . . . In addition to providing care and keeping our health services running in 
challenging times, trainers teach, mentor and inspire future generations 
of doctors . . . ’ Policy – NES Postgraduate Med Ed Training Report (2017)
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(P8) ‘. . . Yeah, the workload . . . I was already struggling to 
deal with the tutorial side of it. [GP partner name] used to 
do one tutorial a month. [A different GP partner name] 
did none . . . plus, obviously, extra supervision and things 
. . . And I possibly could have dropped a bit and had a bit 
more protected time, which I didn’t have. But I didn’t 
want to do that . . . Because I thought, well, my patients 
needed me to consult and I was torn two ways . . .’

The relationship with the GP trainee

All of the participants spoke about the importance in the 
relationship, often akin to apprenticeship, that was 
established between themselves and their GP trainee. 
Some comparisons were also made between the ‘good’ 
trainee and the ‘doctor in difficulty’ with many of the 
trainers (n = 12) noting that the latter cohort had the 
potential to be a significant barrier in its own right.

(P3) ‘. . . it’s really no different to an apprenticeship really 
is it, you know. I mean, I see that you’re going to learn 
from somebody who’s been working in that role for . . . for 
a while.’

Knowing when to be nurturing or supportively challen-
ging was key.

(P6) ‘. . . I don’t see it as a hindrance at all. I love the 
feeling of nurturing someone through from virtually . . . 
Not nothing, they’re not, they don’t come with nothing. 
But, you know, rabbit in the headlights of being in GP 
training to confidence at the end of it . . .’

The role of the GP trainer

Lastly, interlinked with the apprenticeship model but 
specific to the GP trainer identity was the concept of the 
trainer undertaking a specific role (often that of the GP 
as a clinician) and modelling it for their trai-
nees (n = 11).

(P3) ‘. . .I’d like to think that there’s more of an empha-
sis on actually just trying to demonstrate doing your job 
to someone else so they can learn. You know, rather 
than being two separate entities, you know, being a 
trainer and being a GP I would like to think that they’re 
not that dissimilar . . .’

However, an important element of this was their very 
specific role in terms of being a teacher, which they all 
(n = 16) highlighted.

(P4) ‘. . . I always felt that, and I always said this to 
everybody I come across, trainees and students, that 
being a doctor meant, meant being a teacher you 
know, because that’s what’s the whole idea . . .’

Discussion

Summary

Participants, combined with policy and practice, in this 
study, suggest that barriers and enablers towards 
becoming a GP training are construed of three predo-
minant themes: ‘Becoming a Doctor’, ‘Becoming a GP’ 
and ‘Becoming a GP trainer’. All three contribute 
towards an embedded structure of PI formation, that 
can exist, from person to person, within the interactions 
that symbolise the GP trainer [7]. The latter theme, in 
particular, holds several overlapping components that 
influence the GP trainer and are key given current 
national directives [2,3,22].

Drawn from a symbolic interactionism [7] perspec-
tive, the facilitating power that selected components 
direct towards the GP trainer’s professional identity 
(PI) are derived from the meaning and interpretations 
that can be attributed to them. Each of these ascribed 
components act in unison to influence the PI of the GP 
trainer, thus there exists the risk that one or more might 
act as a ‘tipping point’ to influence the GP trainer in 
continuing or relinquishing their role. This is certainly 
more powerful with the current tensions of the 
NHS [23].

Strengths and limitations

A strength of this study is in the contemporaneous 
explorations of GP trainer’s thoughts and feelings, sup-
plemented by policy and practice analysis. GPs have 
been drawn from across the spectrum of those contem-
plating being a GP, to those who have adopted that role, 
and even forgone it. Trustworthiness of this data and its 
transferability to other GP training settings has been 
considered from the outset, as well as the position of 
the researcher [18,24,25]. Considerations were given to 
the geographical locations of these participants but the 
current landscape and urban/rural divides within this 
case study are best bounded by the programme deanery 
as ascribed previously, the geography being too diverse 
and complex [3]. Likewise critical concepts aligned with 
elements of intersectionality [26] were considered in 
analysis, with no overt patterns emerging.

Limitations of this study have arose from analysis 
been attributed to one single researcher, albeit rein-
forced via participant checking [21]. Additionally, 
whilst participants have been selected from a wide- 
ranging area of one programme in the Scottish 
Deanery, nuances that are reflected within other con-
texts of the UK GP trainer population may have been 
overlooked. Data collection was completed before the 
emergence of Covid-19.
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Comparison with existing literature

The importance of these findings’ centres on the latter 
theme of ‘Becoming a GP trainer’ as their relevance is 
unique and key at this time of writing. The former 
themes of ‘Becoming a Doctor’, and ‘Becoming a GP’, 
whilst vital to ensure the sequential development of the 
GP trainer, have been highlighted in the past. Previous 
policy [27], longitudinal processes [28] and newly emer-
ging directions [29] regarding undergraduate processes 
have come a significant way in contributing towards 
identity transformations of students and foundation 
doctors towards GP training.

Whilst evidence has previously acknowledged the 
importance of the GP trainee relationship [30] and the 
connections between the GP trainer and their GP prac-
tice [6], unreported to date is the tendency of the GP 
trainer to be understated in the nature of their achieve-
ments and abilities. This likely professional ‘invisibility’ 
can hide the challenges for the GP educator who juggles 
the roles of the clinician and the teacher [31]. Thus, 
when it comes to bearing in mind how to highlight 
and celebrate the successes that evolve from becoming 
a GP trainer, organisations and individuals need to be 
mindful to encourage and reward such successes. My 
research aligns with current evidence regarding the 
challenges for the GP educator who juggles the role of 
the clinician and the teacher [31]. Whilst the MRCGP 
exam is no longer a barrier to becoming a GP trainer 
per se, the role of RCGP thereafter remains absent of 
contribution.

Implications for research and practice

In terms of future research, it would be viable that 
a number of routes could be explored that might further 
promote the PI of the GP trainer and their associated 
connections. A focus specifically on the value and utility 
of the SPESC course given the changes that have evolved 
within GP trainer training and practice status in the last 
decade may be useful, as well as implementation of 
a standardised GP trainer training model, previously 
recommended, yet still to exist [32]. Attention to the 
lived experiences of GP trainers’ training groups and 
current OOH arrangements would also be vital.

Regarding policy and practice the role of the GP 
trainer as a teacher and medical educator needs to be 
highlighted, beginning from early undergraduate days, 
and building on the descriptions and routes towards this 
professional identity, into postgraduate life. Deaneries 
need to consider emphasising and enhancing the status 
of the GP trainer, especially given the latter’s potential to 
be understated in nature. The RCGP should reconsider 

their position with respect to GP trainers and how they 
might better support them in the role; they currently 
appear as unrecognised as contributing towards the GP 
trainer professional identity. Time remains a significant 
barrier for the GP trainer, processes that protect and 
minimise this are likely to enhance the positive contri-
butions of being a teacher and thus maintaining that 
role. In particular, a realistic workload.
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