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Abstract

medicine.

Background: HIV has become a chronic manageable infection in the developed world, and early and lifelong
treatment has the potential to significantly reduce transmission rates in the community. A skilled and motivated HIV
medical workforce will be required to achieve these health management and prevention outcomes, but concerns
have been noted in a number of settings about the challenges of recruiting a new generation of clinicians to HIV

Methods: As part of a larger qualitative study of the HIV general practice workforce in Australia, in-depth interviews
were conducted with 31 general practitioners accredited to prescribe HIV medications in community settings. A
thematic analysis was conducted of the de-identified transcripts, and this paper describes and interprets accounts
of the rewards of pursuing and sustaining an engagement with HIV medicine in general practice settings.

Results: The rewards of initially becoming involved in providing care to people living with HIV were described as
interest and inspiration, community calling and right place, right time. The rewards which then supported and
sustained that engagement over time were described as challenge and change, making a difference and enhanced
professional identity. Participants viewed the role of primary care doctor with special expertise in HIV as occupying
an ideal interface between the ‘coalface’ and the ‘cutting edge’, and offering a unique opportunity for general
practitioners to feel intimately connected to both community needs and scientific change.

Conclusions: Approaches to recruiting and retaining the HIV medical workforce should build upon the intellectual
and social rewards of this work, as well as the sense of professional belonging and connection which is imbued
between both doctors and patients and across the global and national networks of HIV clinicians. Insights regarding
the rewards of engaging with HIV medicine may also be useful in enhancing the prospect of general practice as a
career, and strengthening retention and job satisfaction among the existing general practice workforce.
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Background
HIV, I find, is a fascinating infection. (GP_16)
The history of HIV medicine continues to feature re-

markable turning points [1]. When the first cases were di-
agnosed in developed nations in the early 1980s, clinicians
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were called upon to contribute both specialist and genera-
list care in the acute management of HIV infection, par-
ticularly those relating to opportunistic infections, and all
too often, palliative care [2]. The progressive introduction
of combination antiretroviral therapy (ART) from the
mid-1990s marked a significant milestone, although one
accompanied by uncertainty about the best ways to make
use of the new treatments [3,4]. HIV medicine today tends
to be described — in developed nations at least — as chronic
illness management, with a particular focus on ART deli-
very and monitoring alongside the management of a range
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of co-morbid and psychosocial impacts associated with
living with HIV long term [5]. Recent research further sug-
gests that timely treatment of HIV may have the potential
to decrease rates of new infections in the coming years,
which could again transform the role that HIV plays in
shaping both public health agendas and the lives of affected
communities [6,7].

In the early years of the HIV epidemic, considerable
research attention was paid to the experiences of the
clinicians who were critically involved in shaping and
providing HIV medicine. For example, the impacts and
stressors of providing acute and palliative HIV care were
well recognised across the health and medical profes-
sions [8,9]. The workforce implications of the introduc-
tion of effective treatments in the 1990s also received
attention, including speculation about what the transform-
ation of HIV medicine might mean for the relationship
between clinicians and people living with HIV (PLHIV)
[10,11]. However, in more recent years, despite a complex
new set of social, economic and political dynamics be-
coming apparent that will affect the engagement of the
medical workforce with HIV medicine [12], only a limited
amount of research has addressed HIV health workforce
issues in the developed world [13-16]. For example, there
is evidence to suggest that clinicians who were involved in
providing HIV care from the ‘early years’ are now heading
towards retirement [1,17-19] and that the recruitment and
retention of trained clinicians may prove increasingly diffi-
cult [15,20-22], particularly in light of the more multi-
disciplinary and primary-care focused models of health
service delivery being promoted in this new ‘chronic ill-
ness’ era of HIV medicine [1,23,24].

HIV medical care is accessed in a range of settings in
Australia, including publically funded hospitals and sex-
ual health centres, but a particular feature is the role of
the skilled and accredited medical practitioner working
in private general practice in the community [23,25-27].
[The medical specialty of general practice in Australia is
similar to what is known as family medicine in some
other countries, especially in North America.] The bene-
fits of managing HIV in primary care settings have been
recognised for some time in Australia, with general
practitioners (GPs) permitted to pursue accreditation to
prescribe HIV medications (restricted in Australia under
Section 100 of the Highly Specialised Drugs Program)
[2,28]. At the time of publication, an estimated 123 GPs
were ‘active’ HIV s100 prescribers around Australia, with
most participating in the accreditation programs ope-
rated by the Australasian Society for HIV Medicine
(New South Wales, Victoria, South Australia, Australian
Capital Territory), and the University of Queensland
(Queensland) [29,30]. As approximately 25,000 GPs were
providing health care in Australia in 2012 [31], this
suggests that less than 0.5% of GPs were accredited to
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prescribe HIV treatments at that time, and the majority
of those were based in central urban areas. These work-
force distribution issues were noted in the Sixth National
(Australian) HIV Strategy (2010-2013), with particular
reference to the ‘fluctuating distribution of Section 100
prescribers ... [and] the recruitment and retention diffi-
culties for Section100 GP prescribers and clinicians with
an interest in HIV’ [32: 47]. More recent research con-
firms that as demand for HIV clinical services is increasing
in Australia, supply is decreasing [33]. As ART becomes
further consolidated as central to both the health of in-
dividuals living with HIV and the prevention of ongoing
transmission in the community [7,34], the need for a
greater number of skilled and motivated s100 GP pre-
scribers is likely to continue to grow.

However, recent years have also seen an increase in
the number of new infections in Australia, and a gradual
increase in the proportion of people living with HIV
who identify as heterosexual, and/or who were born
overseas or have partners born overseas [35]. The geo-
graphic distribution of where PLHIV live shows a grad-
ual dispersal to outer urban and regional areas, away
from the traditional concentration in the main capital
cities [36,37]. The effective treatment of HIV also means
people are living longer, and are therefore facing a new
range of health issues related to ageing with HIV
[38,39]. In addition to these new challenges for the deliv-
ery of HIV clinical care, the Australian medical profes-
sion is itself undergoing transformation, particularly
through the ageing, feminisation and internationalisation
of the workforce [40]. This combination of factors has
inspired a process of reflection and renewal amongst the
professional and advocacy organisations working in this
field regarding their understandings of and approaches
to engaging clinicians with HIV medicine.

While there is almost no published research related
this topic, the final report of a project conducted by
the Australasian Society for HIV Medicine on ‘Models
of Access and Clinical Service Delivery for HIV Positive
People in Australia’ described key barriers to attracting
and retaining graduate doctors to HIV or sexual health
medicine as ‘limited postgraduate training opportunities,
fear of the complexity of care required for those living
with HIV (co-morbidities, drug toxicities and side ef-
fects), irregular support and mentoring of practitioners
and incongruent financial benefits to the level of care
required’ [23: 72]. It should be noted that accreditation
to become an s100 HIV community prescriber typically
involves completing a training course (or having prior
learning recognised), demonstrating knowledge of relevant
state/territory guidelines, having access to appropriate
support from senior clinicians working in a designated
inpatient HIV unit in a public hospital, and demonstrating
a commitment to ongoing HIV specific medical education
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[41]. This last criteria is often claimed to be a potential
disincentive to both pursuing and maintaining HIV pre-
scriber rights, as these continuing medical education re-
quirements tend to be additional to the requirements for
maintaining general practice accreditation [12]. Other bar-
riers noted in this report to the retention of the existing
cohort of high HIV-caseload s100 prescriber GPs include
‘ageing, work-life balance, inadequate remuneration and
recognition and professional burnout’ [23: 33].

Although the available literature on the involvement of
family doctors in the care of PLHIV is typically too
specific to the particular health system conditions and
contexts in which they operate to be easily translatable
to the Australian setting [42,43], there are general in-
sights that are also worth noting here. HIV medicine has
historically been the purview of specialist disciplines
across much of the world, with the role of primary care
in the prevention, diagnosis and management of HIV
infection often unclear or contested [43]. The issue of
ART prescribing appears to be one that is most differ-
ently managed in different developed world countries. In
many countries, the initiation and monitoring of ART is
restricted to specialist clinicians, with generalist care and
coordination a shared responsibility with primary care
clinicians [44,45]. UK GPs have been shown to support
this distinction, having demonstrated little interest in
pursuing what is perceived to be a complex and rapidly
changing field of knowledge [16]. However, as the num-
ber of people on ART increases and their care needs
become more chronic rather than acute, the potential
value of better integrating primary care providers into
the care of PLHIV has become increasingly recognised
[1]. Research on the most effective models for sharing
care between primary and specialist clinicians is limited,
but evidence is now emerging on how quality of care
can be improved by integrating primary care [1,46,47].
Much of this is literature is organised around the
principle of establishing ongoing and trusting relation-
ships between PLHIV and their primary care providers
[48-51]. As Wong et al. recently put it, ‘GPs have advan-
tages in providing HIV services because of their position
as trusted, community-based, long-term advocates for
their patients’ [52].

Inspired by the complexity and urgency of these health
service issues, the research on which this paper reports
sought to better understand the professional rewards
for GPs of engaging with HIV medicine. A paper that
we published from the first phase of data collection
addressed some aspects of this, describing what a group
of Australian policy key informants believed was ‘mo-
ving’ GPs to provide specialist HIV care in the commu-
nity [12], with identified themes organised around the
clinical, professional and political dimensions of the role
of the HIV general practice doctor. More specifically, the
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willingness of individual clinicians to become involved
was seen to be shaped by the representation or ‘social
construction” of HIV medicine; the balance between the
professional opportunities and obligations offered by
HIV medicine; and the ‘fit’ between the politics of HIV
medicine and clinicians’ personal beliefs. The ASHM
report mentioned above also speculated on professional
motivations, surmising that ‘the many health professionals
working in these areas of HIV medicine and with
marginalised communities ... remain there because of a
personal commitment and passion. There is evidence that
this situation will not continue indefinitely’ [23: 25]. Our
research sought to provide first-person accounts from the
GPs who provide HIV care in Australia regarding what
they believe motivates and sustains their engagement.
What can be learnt from the perspectives of these experi-
enced clinicians about the rewards of providing HIV care,
and how might those insights be used to inform the en-
gagement of a new generation of GPs and other primary
health care practitioners with HIV medicine?

Methods

The HIV General Practice Workforce Project was a
three year study funded to explore the factors that shape
GPs’ decisions to pursue the training and accreditation
required to prescribe HIV medications in Australia, and
to also build knowledge on the broader role of GPs in
maintaining and enhancing the health of PLHIV. Data
for the study included interviews with key informants
[12,28] and with clinicians with experience in providing
HIV care in different caseload and geographical general
practice settings across Australia. Ethics approvals were
received from the National Research and Evaluation Ethics
Committee of the Royal Australian College of General
Practitioners and the Human Research Ethics Committees
of the participating universities.

This paper reports on the analysis of in-depth interviews
conducted with 31 GPs who were (at the time of inter-
view) actively engaged in providing HIV medical care in
private general practice clinics and who had also received
special accreditation to prescribe HIV medications in
those settings. Participants self-selected (contacting the
study coordinator to arrange an interview time) after
they received information on the study via the electronic
newsletters of the professional organisations representing
Australian health and medical practitioners caring for
people living with HIV, or via email distribution of the in-
formation flyer by members of the study’s Expert Advisory
Committee (see Acknowledgements). The study team
aimed to interview GPs based in different regions of
Australia, both urban and rural locations, and in areas of
high and low HIV caseload. We also aimed to achieve
demographic diversity in the gender, age, and cultural pro-
file of participants. However, to a certain extent, we were
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limited in our capacity to influence the study sample,
because we were reliant on participants self-selecting
rather than being directly invited to take part. Participants
were advised that the semi-structured question guide was
open-ended, and the interview questions would explore
a range of issues relating to their personal and professional
experiences, with particular reference to the field of HIV
medicine. Before the start of each interview, written
consent was secured from the participants who were
interviewed face-to-face, and verbal consent (following a
structured protocol) from the participants interviewed by
phone. Interviews lasted between thirty minutes and two
hours, with the average length of interview being around
forty five minutes. All participants were offered AUD$150
reimbursement, in recognition of lost income for these
GPs who were working in private practice settings.

The data analysis was informed by best practice guide-
lines for thematic analysis [53], which involved identifying
recurrent patterns in the data and testing these through a
process of constant comparison with variations within
potential themes and then across the whole set of data. A
coding framework was developed and discussed by the
writing team, drawing on the areas of expertise of each
researcher including HIV prevention, care and treatment,
HIV patient advocacy and community histories, and expe-
riences of living with HIV. One of the most consistent
codes was that of ‘rewards; and this captured data describ-
ing the motivations, satisfactions and passions attached to
an engagement with HIV medicine. A second round of
analysis then examined this data in more detail, resulting
in six themes, each of which is discussed in detail in this
paper. Rigour was established through an iterative process
of discussion and revision, both within the research team
and in consultation with members of the study’s broader
Expert Committee, which also includes representatives of
Australia’s peak HIV and general practice organisations.
All interview extracts have been reproduced here with a
numbered code to protect participant confidentiality.

Results

Participant profile

Interviews were conducted either in person (21) or by
phone (10) between September 2010 and October 2011.
Participants included 19 men and 12 women. Although not
requested, more than half (n = 18) offered a description of
their sexual identity as gay (n = 12) or heterosexual (n = 6).
More than half the participants were aged 50 and over with
an age range of 32—62 years; most (n = 24) self-identified as
Caucasian and nine as Asian, European or Middle Eastern
in cultural heritage. All but one received their medical
training in Australia, with the one exception also trained in
an English-speaking developed country. As a group, these
participants were able to describe experiences of providing
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HIV care across each of the Australian states and territo-
ries, but mainly in New South Wales, Victoria, Queensland
and South Australia. Almost all (n=27) were based in
urban metropolitan settings, with the remaining partici-
pants based in regional Australia. Just over half (n=18)
reported a high caseload of HIV positive patients (ie.,
representing a significant component of their clinical
work), with the remaining (n = 13) participants reporting a
low or medium caseload. Participants first became in-
volved in different decades of the thirty year history of
HIV medicine: 1982-1989, following the start of the epi-
demic (n = 6); 1990-1999, the decade when effective com-
bination HIV treatments were introduced (n=12); and
2000-2008, when HIV had transformed into a serious,
chronic but manageable condition in many developed na-
tions for many people (n =13).

The rewards of pursuing an engagement with HIV
medicine

Interest and inspiration

Scientific curiosity was a consistent theme in descrip-
tions of the factors that motivated an initial pursuit of
HIV medicine:

I became very good at death, palliative medicine . .. So
that was pretty horrible. But that was, again, solved by
the, [by] how interesting it just all was. You know, these
most obscure infections that the infectious disease
people wouldn't see in their lifetime we’'d be seeing day
in and day out. (GP_02, started in the 1980s)

I was attracted to it because I love the science,
primarily, of infectious disease and I love the science
of virology and HIV. (GP_07, started in the 2000s)

It’s nice to be at the coalface of something and at the
cutting edge as well. So you're not only aware of the
latest breaking drugs but you're able to prescribe
them to people. (GP_28)

HIV medicine is invested here with a sense of excite-
ment and dynamism. This is ‘cutting edge’ science, with
a constantly changing knowledge base. HIV is seen to
represent an inspiring model of medicine, particularly
for GPs with the opportunity of putting scientific know-
ledge into practice at the ‘coalface’. Even the horror and
stress of the early years, when little was available in the
way of treatment, is seen to be countered by ‘how inter-
esting it just all was’.

Feeling inspired by others was also described as central
to how this group of GPs became involved, particularly
for those starting out in practices alongside more experi-
enced clinicians:
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When I started out as a GP registrar ... my very first
supervisor was an HIV prescriber. So that was sort of,
it was like, “Oh wow, HIV!” So. .. very exciting, a bit
daunting. (GP_08, started in the 2000s)

Having an enthusiastic and passionate mentor, as well
as the other doctors, was important, to have that lead
in time with people who knew a lot and were very
supportive. (GP_12, started in the 2000s)

I think probably it was the enthusiasm of the other
doctors ... they just seemed like a really passionate
group of people, about what they did. And that’s kind
of inspiring. (GP_23, started in the 2000s)

The key words here are enthusiasm, passion and excite-
ment. Clearly, having access to the support of clinicians
who had found a way to maintain their interest and inspir-
ation in HIV medicine over time was of critical importance
in translating that initial flare of interest into a sustained
series of decisions to pursue the field.

Community calling

A second theme was feeling ‘called’ to pursue HIV medi-
cine by the communities most affected by HIV, which in
Australia were (and are) mainly gay men. Among the 31
active-prescriber GPs we interviewed, 12 offered an
unprompted description of themselves as gay (all of
them men), and described a deep identification with the
gay community:

My peers were dying, I guess, was the major influence
there. And identifying with the community that was
affected seems something that, you know, there wasn’t
really much choice in not doing it.

(GP_01, started in the 1990s)

I suppose also with my sexual orientation, there was
always some risk that [but] for the grace of God, that
could be me, the person there with HIV. So ... that
was another driver as well, that I could identify with
these guys ... outside of medicine ... [I]f I wasn’t
doing it, I would feel that I was letting the team
down. (GP_16, started in the 1990s)

There is a consistent message being conveyed here, re-
garding how personal connection and loyalty to the gay
community inspired a sense of responsibility to acquire
clinical skills in HIV care and treatment, particularly in
the early years of the epidemic.

Another aspect of this notion of feeling ‘called’ was de-
scribed by other GPs who felt a sense of obligation to
provide HIV care for people affected by social marginali-
sation and ostracism:
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[People living with HIV have] had more than enough
to deal with through whatever they've been through
and they needed a safe place. They needed an
understanding environment. They needed somewhere
that they could feel comfortable.

(GP_03, started in the 1980s)

I guess I felt quite strongly that there, you know, that
gay people were marginalised enough as it was and
here was a disease that sort of marginalised them
further. (GP_24, started in the 1990s)

I'm not rightwing, [but] I do believe the Bible and I
believe in the dignity of people and that people should
be treated with respect. And I thought, “Well look, if I
am a Christian who believes that people have a right
to be treated with respect, then the least I can do is
offer a GP service for people who may find it difficult
to get a GP.” (GP_26, started in the 2000s)

These quotes suggest that it was not only gay doctors
who felt moved by a sense of personal duty in responding
to the ‘call’ for clinicians to help. While the notion of com-
munity obligation may have a different resonance for GPs
caring for lovers, partners and friends, these extracts point
to a broader range of motivations among clinicians who
pursued specialist training in HIV medicine than only per-
sonal identification.

Several of the clinicians did note, however, that the pol-
itics of engagement in which doctors who are gay once felt
obliged to get involved no longer apply, opening up new
questions about the dynamics between sexual identity and
choice of specialisation in general practice medicine. As
one GP put it:

I'm not a gay male so I don’t have the, you know, the
burning passion ... But then I know a lot of gay men
that don’t, so yeah ... who'’s going to look after HIV?
(GP_29)

Right place, right time

Several GPs described their experience of becoming in-
volved in HIV medicine as an unplanned confluence of
events:

When HIV first came around, first of all some of
my patients were affected. And also in the early
stages, the hospitals didn’t want to have anything
to do with HIV because there was a lot of stigma
about HIV and AIDS. And so there were, well
number one is there were too many patients for
them to manage anyway. They couldn’t cope. And
so we got to manage more and more of their
patients’ care. (GP_10, started in the 1980s)
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It was back in the mid eighties. I was just working
in a country town and there was nobody else who
did it and a friend of mine had HIV, and just one
thing led to another, to another, to another, to
another and there you go. (GP_27, started

in the 1990s)

These GPs see the role of the doctor as being respon-
sive to the needs of the patient in their community.
Whether in urban or regional Australia, the GP is
viewed as holding a professional obligation to recognise
that a new health issue is at their doorstep, and that
there is a gap in the available primary care medical ser-
vices to address that new need.

Even though all of these GPs at some point made de-
liberate choices to become and stay involved in this field,
particularly in pursuing training and accreditation to
prescribe HIV medications, several drew upon the meta-
phor of an ‘historical accident’ to explain the initiation
of this sequence of events:

I didn’t stop to think about it. It was like this, you
know, tidal wave of stuff happened and we were there,
and so we just did it ... It’s all just been an accident.
Because people often say to me, you know, “You've
planned your career so well and blah, blah, blah,” and
it hasn’t been planned. Nothing has been planned.
(GP_11, started in the 1980s)

Really by sheer accident ... I got in touch with a drug
rep who ... was just wondering if I was interested in
doing any of the HIV medicine, because I think they
were looking for doctors around this area ... So I
thought, “Okay. You know, I might look at it.”
(GP_08, started in the 2000s)

It was completely by accident, of course ... I've been
in hepatitis C for many, many years and that was a
natural progression when I realised I had some co-
infected patients. And then this became very
important when I started up with the current practice
I'm working in, which has quite a few HIV patients.
And the opportunity came my way to do the training.
(GP_13, started in the 2000s)

This metaphor of ‘accident’ was expressed by clini-
cians who became involved in HIV medicine in the early
years, with the introduction of effective treatments, as
well as in the past decade. This suggests that for many
clinicians, their experience of pursuing HIV medicine
initially featured a considerable element of chance and
serendipity, even if this field had latterly come to repre-
sent a significant and meaningful dimension of their
working lives.

Page 6 of 14

The rewards of sustaining an engagement with HIV
medicine

Challenge and change

The most common way of articulating the rewards of
providing HIV care in general practice was to describe
this as an ‘intellectually stimulating’ field of practice, and
one which was consistently challenging:

The medicine’s quite demanding and requires a high
degree of understanding. And I think that’s a very
rewarding thing in itself to actually be able to master
the difficult signs associated with the disease, per se,
and the responses to the disease ... I like having that
intellectual challenge, you know, with HIV ...
Looking for the answer and working it out, and
getting someone better. It's good. (GP_06, started in
the 2000s)

Look, medically it’s very rewarding. It is so interesting.
It’s cutting edge ... HIV news makes front page news
and it’s a really interesting field to work in ... So
medically I find it very stimulating . .. because it does
branch into every aspect of life ... it’s a bit of sexual
health, it’s a bit of public health, it’s a bit of medicine,
it’s a bit of, you know, social work ... [and] there’s a
bit of fun involved. (GP_23, started in the 2000s)

These GPs valued the experience of feeling tested, of
being required to think through the many and varied as-
pects of this condition in order to come up with ‘the
answer’ for each of their individual patients. The medi-
cine is constructed as fascinating, interesting, diverse
and stimulating, and these characteristics are linked to
the belief that it is ‘good’ and ‘rewarding’ and ‘fun’ to feel
pushed to the limits of knowledge, to know that the in-
tellectual demands of the work are a challenge.

The second aspect of this theme drew upon a metaphor
of ‘constant change’ in relation to the field of HIV medi-
cine. For GPs involved from the early years of the Austra-
lian HIV epidemic, this was described as the experience of
literally living through the making of medical history:

I've been [involved] since the very beginning. And like
no other major health advance which has resulted in
peoples’ lives being saved, you help the generation
that were sick. It isn’t like, you know, curing polio or
curing other infectious diseases in the past where you
stopped the next lot of patients getting it; you actually
turn the lives around of the people who have the
infection. (GP_02, started in the 1980s)

I can’t think of one other disease that it's been so
rewarding to be involved with, in a way, because I mean
we've had a turnaround that you would never have
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envisaged. And I mean that’s been, that’s been the
exciting thing about it. (GP_30, started in the 1980s)

All of these clinicians have had the opportunity to work
at the ‘coalface’ of the response to HIV, but describe this
as having far more significance than only managing indi-
vidual patients. These narratives place the community
HIV prescriber at the forefront of history, contributing
to a major new turn in scientific knowledge, and having
firsthand experience of giving new life to a generation of
patients.

GPs who became involved since the introduction of
effective treatments in the mid to late nineties were
more likely to describe feeling drawn to the rapid pace
of scientific change in this field:

It’s such an interesting area to work in and such a
rapid turnover . .. things are always changing ... You
know, they’ll often say by the time an HIV textbook
comes out, it’s already a little bit out of date. (GP_08,
started in the 2000s)

It is challenging because it’s such a fast moving area.
You know, there’s plenty of challenge there. And that
I think is an attraction if you want challenge. (GP_26,
started in the 2000s)

HIV medicine’s intellectually stimulating. It's a new
field. There’s always new stuff coming through. It keeps
you a bit on your toes. (GP_24, started in the 1990s)

This group of GPs, some of whom have been engaged
with HIV medicine for up to thirty years, described the
breadth of knowledge and pace of change in this field as
providing a rewarding experience for the GPs who prac-
tice it. This was often based upon feeling intellectually
stretched — being ‘kept on your toes’ — but there is also
a persistent sense here that these community-based GPs
feel intimately connected with the unfolding of new
knowledge over time, of being part of history.

Making a difference

Another reward of providing HIV care in general practice
was described as making a genuinely significant contribu-
tion to making and keeping patients well. This was some-
times contrasted with the days before effective treatments
were available:

I was very fortunate to be around a lot of people we
diagnosed way back in the early eighties who are still
with us and it’s been my privilege, if I can say that, to
be there for them but equally still looking after them
now ... how lucky can you be? (GP_03, started in the
1980s)
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The medication [generated] a lot of hope and a lot of
potential to say to someone, “Hey, I can change your
life.” And that is a really fantastic feeling. And
reflecting with patients when they were in [intensive
care] and now they’re back at work and stable is,
doesn’t happen that often in other areas of medicine.
(GP_20, started in the 1990s)

A key dimension of contributing to successful patient
outcomes was identified as the continuity of care that is
made possible by being based in community-based health
service settings:

It’s lovely because you sort of grow and age with them
and get to know them quite well. Seeing the
medications get better and seeing people live much
longer than you thought were going to is very
rewarding. (GP_01, started in the 1990s)

And because there’s that continuity of care, you have
the luxury of seeing people on a regular basis, an
ongoing basis ... [and] you can sort of explore a bit
more of their past history, you know, family history
... work history, social history ... that specialists
might not actually get into ... You really get to know
them. (GP_08, started in the 2000s)

Travelling the road with patients. .. it's been
rewarding in seeing people change and evolve, and
accept their HIV, and partnerships. And in women
have children and become pregnant, and have
uninfected children and relationships. (GP_31, started
in the 1990s)

These quotes suggest that there is mutual benefit to be
gained through building close and longstanding relation-
ships between doctor and patient in this setting. The GPs
get to know and ‘travel with’ their patients in a more
sustained way than is perhaps typical, witnessing change
and evolution in people’s lives over time, while patients
have the opportunity to receive care from someone who
can appreciate the fuller and more complex picture of
their concerns and priorities.

Providing the main point of connection and coordination
was a key dimension of the rewards these GP described,
with an understanding that this again required an appreci-
ation of complexity:

Being involved [with] patients with a chronic
condition, managing them holistically . .. has been a
really rewarding sort of experience ... that model of
chronic care, being the care coordinator of the
patients ... I think is rewarding. (GP_10, started in
the 1980s)
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I'm often the person that will be delivering a
diagnosis. And for me it’s a privilege to be able to give
that diagnosis and then say, “But ... I can help you to
look after this and we don’t have to send you off to
someone else” ... So it can all just be ... like a one
stop shop for me, for my patients. (GP_28, started in
the 2000s)

Many of our participants valued this experience of be-
ing a ‘one-stop shop’ or ‘drawing the dots together, and
viewed this as essential to making a difference in pa-
tients’ lives in the context of what could sometimes be a
quite complex set of health and social issues.

Enhanced professional identity

The final reward articulated by these GPs related to pro-
fessional identity, with a particular focus on the potential
for increasing job satisfaction through pursuing a special
interest in HIV medicine:

Being stuck in general practice with, it’s either coughs
and colds or a lot of chronic illness. And if you feel a
bit specialised . .. particularly if other people perceive
it as difficult, I think there’s some kudos in that.
(GP_11, started in the 1980s)

I think you sort of feel a little bit like a sort of a ‘mini-
specialist’ if you like. You feel like you, it’s a sub
specialty and it sets you apart a little bit from the
other GPs. And being able to be an s100 prescriber
gives you more sort of power and rights, and so on.
You feel like, “Okay, I'm a little bit different.”

(GP_08, started in the 2000s)

I'm so glad I've got this as a focus ... I think I'd be
really tiring of general practice now if it wasn't for
this focus. So I'm really grateful to have found it.
(GP_04, started in the 2000s)

For these GPs, HIV medicine offered a way to ‘moder-
ate’ the more quotidian dimensions of general practice by
developing a set of particular skills and areas of clinical ex-
pertise. This is seen to generate ‘kudos; to set the HIV GP
apart from others, to feel ‘a little bit different’. Importantly,
these processes are also seen to be strengthening their
capacity to remain engaged with general practice over the
course of their medical careers.

Also strengthening the professional identity of the GP
was the satisfaction they gained from feeling they were
providing a service to a group of patients who may be
marginalised and underserved:

I get a level of satisfaction from providing a service
that people can’t access any other way ... So I
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suppose right back to my radical student days I'm
looking after the people that fall off the edges of the
other services. (GP_21, started in the 1980s)

I look at my peers and it'll come back to money, [but]
generally doctors working in this area, my experience
is we're on a lower salary and much is done through
genuine care for our patients. (GP_20, started in the
1990s)

This field I think really brings in really disadvantaged
patients ... And I don’t know if other fields of
medicine can do what this field of medicine does in
terms of helping people. (GP_05, started in the 2000s)

These extracts construct the role of the GP as one
which is perfectly placed to facilitate both medical and
social change. It is interesting to note that GPs who be-
came involved in this area of practice at different points
of the epidemic shared this investment in the social just-
ice dimensions of the role.

Finally, there was a consistent theme expressed through-
out these interviews on the collegiality and support which
could be accessed through professional networks within
the HIV sector:

[TThe collegiality of the area is far and away what’s
kept me in it ... I think it’s all a bit of a club and
we're all on the same side. And we share knowledge
and we debrief. (GP_31, started in the 1990s)

I wouldn’t know a handful of general practitioners
from my area but I know about fifty HIV GPs because
we all see each other a lot. And ... that’s a very nice
part I think. There’s a bit of a club feel. (GP_30,
started in the 1980s)

[I]t’s also rewarding to be involved with other health
professionals that are highly motivated to engage in
an area of challenge and significant difficulty. .. I
think there’s quite a degree of collegiality or
camaraderie amongst fellow prescribers. (GP_06,
started in the 2000s)

There is clearly a deep and enduring sense of profes-
sional connection that has developed over time in this
field, at least among the GPs we interviewed, who felt they
formed a part of the ‘sub-speciality’ of HIV prescribing in
general practice. Some of the features of this ‘club’ include
collegiality, motivation and interest, a willingness to share
information and support each other, and an ease in deve-
loping trust and camaraderie. This was described as a
typical in general practice, and as something to particu-
larly cherish and appreciate.
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Discussion

This qualitative analysis described a series of profes-
sional rewards which can be seen to shape the capacity
and willingness of general practice doctors to provide
care to people living with HIV today, in an era of
chronic disease management. The themes which were
identified in these interviews provide an account of the
rewards that both inspired and sustained these GPs in
engaging with HIV medicine as an area of special inte-
rest, and enriched their experience of general practice
more broadly. Our use of qualitative methods means our
findings cannot be claimed as generalisable, and our
focus on the Australian setting somewhat limits its rele-
vance to other developed nations, particularly those
where HIV medications are relatively accessible and af-
fordable. However, despite the particular focus of our
study data, we believe there are important insights to be
gained here regarding the rewards of engaging with HIV
medicine in a broader range of health service and coun-
try settings, as well as for enhancing the value of the
medical specialty of general practice as a career.

Our analysis suggests that, for these GPs, the rewards of
initially pursing HIV medicine were ‘interest and inspir-
ation, ‘community calling’ and ‘right place, right time’.
These findings partly reflect what Gerbert et al. have des-
cribed as ‘the dual faces of passion: challenge and calling’
among physicians with HIV expertise in the United States
[54]. In their paper, HIV clinicians are described as being
motivated by a passion for both the science of HIV and
for serving the populations most affected, and this does
indeed seem to complement what our participants were
suggesting. The idea that clinicians might be motivated to
pursue particular areas of professional interest because
they are interested in the science or connected to the po-
pulations affected is not new. For example, research
conducted before the introduction of combination ART
reported that clinicians who had a personal connection
to patients or friends who were gay and/or HIV-positive
reported an increased willingness to care for PLHIV
[55-57]. However, what is new in our analysis is the add-
itional or alternative explanation that sometimes profes-
sional passion can be inspired through the serendipitous
happening upon a new and unexpected area of medical
need. This possibility suggests that focusing attention only
on those clinicians who have a burning desire to pursue
this work, for either intellectual (e.g., ‘I love the science of
virology and HIV: GP_07) or socio-political (e.g., Tm
looking after the people that fall off the edges: GP_21)
reasons, may limit the range of opportunities for new and
continuing professional engagement in this field, particu-
larly among medical students and practitioners who may
feel less clear about where their passions might lie. As
noted in recent research, the reasons why doctors find
particular specialities attractive or not are incredibly di-
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verse, which should be viewed as enriching our under-
standing of medical workforce engagement, rather than
complicating it [58]. Aiming to achieve workforce diversity
as not only a social ‘good’ but also to enhance under-
standing of professional motivations in general practice
opens up rather than closes down new opportunities for
engagement.

The rewards that sustained engagement with HIV medi-
cine over time were described by our participants as ‘chal-
lenge and change, ‘making a difference’ and ‘enhanced
professional identity’. What becomes clear in this analysis
is that little significance was explicitly placed — by these
clinicians at least — on financial or other economic incen-
tives for providing HIV care. While beyond the scope of
this paper, a range of challenges were also identified by
these participants as barriers to caring for PLHIV in gen-
eral practice settings. In particular, reduced remuneration
for longer consultations was described as something that
most of these GPs had come to believe was an unavoida-
ble cost of choosing to be an HIV prescriber. It is interes-
ting to note, therefore, that an alternative, more social,
rendering of the concept of rewards was articulated here,
whereby the choice to pursue HIV medicine was viewed
as providing the clinician with a deeper sense of profes-
sional purpose and meaning than financial reward alone
could provide. We can assume that this would have been
shaped at least in part by the desire to present a positive
self-image in the research interview, particularly in the
participants’ deliberate contrasting of their own philoso-
phies of doctoring with what they perceive as a ‘dollar-
driven’ approach. Nonetheless, it is useful to recognise
that in the case of HIV medicine, the recruitment and re-
tention of clinicians may be strengthened if a broader,
more socially organised, conceptualisation of the personal
and professional rewards of this work is promoted.

In the absence of a sustained body of research on en-
gaging clinicians with HIV medicine, the literature of most
relevance to our findings is that which seeks to under-
stand what motivates medical students and trainees to
pursue general practice medicine as a career. General
practice tends to be one of the fields of medicine which
has faced persistent workforce shortages, and this has
certainly also been the case in Australia, particularly in
rural and remote areas [59,60]. Many studies have been
conducted around the world in recent years to understand
the factors that might more successfully promote general
practice as a satisfying and rewarding medical career
[61-66]. Although there is some variability, general prac-
tice (and family) medicine is often reported in this litera-
ture to hold lower levels of interest and prestige in the
eyes of medical students than the other speciality fields
[67]. Particular barriers compound these more genera-
lised concerns about the image of general practice; for
example, a recent survey of Australian general practice
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trainees identified increasing bureaucracy, workforce shor-
tages, and poor remuneration as potential deterrents to a
future career in general practice [68]. A conclusion often
reached in this literature is that the attractions and re-
wards of general practice need to be better articulated and
promoted to those who might consider joining the profes-
sion [69,70].

To that end, it is useful to consider how the rewards
of engaging with HIV medicine identified in this paper
might inform more general understandings of the re-
wards of pursuing a career in general practice. The first
such contribution relates to the ‘intellectual’ rewards of
general practice. Not only did many of the GPs we
interviewed characterise HIV medicine as intrinsically
interesting, they also viewed the ‘challenge and change’
involved in keeping up with scientific and clinical deve-
lopments in this field as one of its major rewards. These
accounts provide a counter perspective to the research
literature which has consistently reported that medical
students view general practice as offering insufficient
‘scientific-technical interest’ [63] or ‘intellectual content’
[71]. For example, a qualitative synthesis of the literature
on choosing general practice reported a recurrent belief
that general practice was less intellectually challenging
than other areas of medicine, tending to treat only ‘com-
mon disease’ [67]. The evidence that our participants
achieved great professional satisfaction in acquiring par-
ticular and additional forms of expert knowledge on the
management of HIV infection challenges the perception
that general practitioners and other primary care physi-
cians manage the least exciting aspects of medical work.
On the contrary, the GPs accredited to prescribe HIV
medications describe their work as both ‘at the coalface’
and ‘cutting edge’. Shadbolt and Bunker have argued
that ‘although flexibility and work-life balance are im-
portant motivators [of choosing general practice], more
important is the perceived intellectual challenge of the
career’ [66: italics added]. With this in mind, we propose
that GPs with a special interest in HIV medicine provide
an exemplar case to demonstrate how general practice
can typically feature both ‘interest and inspiration’ and
‘challenge and change; and can offer clinicians the op-
portunity to develop particular areas of interest flexibly
over time.

Our second contribution relates to the ‘social’ rewards
of general practice. The GPs we interviewed were keen
to stress how much they valued ‘making a difference’ in
the lives of their HIV positive patients, particularly in
providing continuous and ‘whole-person’ care — inclu-
ding the prescription of restricted pharmaceutical treat-
ments — in the community. This way of conceptualising
the role of general practice is by no means unique to the
management of HIV. As has been reported in research
on chronic illness care: ‘GPs saw themselves as coor-
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dinators of care as well as advocates for patients, inclu-
ding educating them about their illness, helping them to
understand specialist recommendations and working in
partnership with them’ [72: 31]. Medical trainees who
decide to pursue general practice have also been shown
to prioritise ‘variety’ and ‘continuity of care’ as major
motivating factors in their decision [73]. And continuity
of care was also recognised in Canadian research on the
rewards of general practice, in addition to ‘having rela-
tionships with patients and their families’ and ‘being an
immersed witness to the human condition’ [70]. This
brings us to our next contribution, which is to suggest
that the rewards of HIV care work also demonstrate that
engaging with a special interest can have social or politi-
cal impacts in addition to clinical and public health out-
comes. Clinicians drawn to general practice have been
shown to typically feature a ‘patient orientation’ [62], or
‘social orientation’ [66], and to feel a deep pride in their
‘social mission; and in ‘making a greater contribution to
society’ [74: 142]. Our research suggests that this ethos
of social engagement can also develop into a strong and
long-term alliance between a community affected by a
particular illness and the group of clinicians who care
for them.

The third contribution relates to the ‘professional’ re-
wards of general practice. These GPs valued the relation-
ships they were able to develop through HIV medicine,
not only with patients, but also with peers. The sense of
professional belonging and connection imbued among
the community of HIV medical practitioners was viewed
as uniquely traversing geographical and demographic
differences. However, these rewards were very much
seen to be associated with pursuing a ‘special interest’ in
HIV medicine, and gaining ‘special rights’ to prescribe
HIV medication, attracting ‘kudos’ in a medical commu-
nity that is still seen to ascribe a greater degree of pres-
tige to specialists [75]. Although research from Australia
has found moderate to high rates of job satisfaction
among GPs [76-78], the international research has often
reported a pattern of longterm decline [79,80]. Much
has been made in the UK [81,82] and Australia [83,84]
of the potential for the model of ‘General Practitioner
with Special Interests’ (GPSI) to challenge this by in-
creasing the intellectual rewards of general practice work
for the existing workforce and enhancing the prospects
of a satisfying career in general practice for interested
students and trainees [81,85]. What has been less well
documented is the potential for GPSIs to also create
new opportunities for professional networking and col-
laboration, organised around a shared set of intellectual,
social and professional priorities which extend beyond
the parameters of general practice medicine. Having
regular contact with likeminded colleagues has been
shown to increase job satisfaction among GPs [86],
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particularly those based in urban areas who are more
likely to view competition as a barrier to professional
networking [87]. Supporting the career development of
GPs has also been argued to be essential for retaining
mid- to late-career clinicians [88]. And it has been re-
peatedly shown that interactions with senior doctors
have a major influence on choice of specialty for medical
students [61,89,90], including those who end up choos-
ing general practice [67,91]. We also know that one the
most consistent rewards for GPs in their experience of this
field of medicine is in teaching and sharing knowledge
and gaining experience in mentoring [70]. Therefore, we
feel that our findings confirm that celebrating and
supporting opportunities for this kind of mutual exchange
between senior and junior doctors, and the creation of a
‘sub-speciality’ camaraderie between likeminded clinicians,
is therefore likely to not only increase the numbers of GPs
willing to pursue and sustain their engagement with HIV
medicine, but also those committed to pursuing a career
in general practice more broadly.

Our analysis also provides a useful set of insights for
contemporary health policy. The transformation of HIV
from an acute to a chronic illness in most developed na-
tions, and the associated policy shift to favour a greater
proportion of HIV care being provided in community
rather than specialist or hospital settings, will require
clinicians to be willing and able to take on the work of
providing that care. Our analysis provides guidance for
ways to promote this work and engage a new generation
of clinicians with HIV medicine. In addition, HIV treat-
ment is becoming increasingly viewed as essential to not
only the long-term health of HIV-positive people, but
also as a (proposed) component of preventing the on-
going transmission of HIV infection. The emerging evi-
dence, in combination with recent guidelines in the
United States, is currently propelling a move towards
‘treatment-as-prevention, based on the notion that anti-
retroviral treatment (ART) substantially reduces the risk
of HIV transmission and, particularly when introduced
early, may significantly affect the course of the HIV epi-
demic in a community [6]. Much debate is ongoing
internationally regarding the potential and challenges of
treatment for HIV prevention [92-94], and it is yet to be
seen what this might imply for the methods and sites of
HIV care delivery in the future. Increasing attention will
have to be paid in coming years to the ways that HIV
treatment is made available to those who need it, and
this includes the capacity and willingness of skilled pri-
mary health care professionals to facilitate and support
the evolving role of ART, particularly in general practice
settings. This paper contributes to these debates by pro-
posing that a focus on the rewards of engaging with HIV
medicine can strengthen the capacity of primary care sys-
tems to deliver HIV care and treatment, and to enhance
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more broadly the professional cultures and collaborations
between HIV and general practice medicine.

Conclusion

The interviews we conducted with GPs suggest that an en-
gagement with HIV medicine enables clinicians to develop
strong and long-term relationships with and expertise
about the care needs of people living with HIV ‘at the
coalface, while also feeling connected with a broader
network of medical practitioners and other professionals
concerned with and contributing to the ever-changing
world of science: ‘the cutting edge’. The general practice
HIV prescriber is being modelled here as the interface bet-
ween these two worlds, offering a rewarding opportunity
for general practitioners to feel intimately connected to
both community needs and scientific change.

Authors’ contributions

CN led the conception and design of the study, conducted or coordinated
all forms of data collection and analysis, and led the drafting and revision of
the manuscript. AP contributed to the analysis of the project data, and
provided critical input into the drafting and revision of the manuscript. JAW
participated in the design of the study, advised on all stages of data
collection and analysis, and contributed to the drafting and revision of the
manuscript. RR advised on the design of the study, the collection and
analysis of data, and contributed to the drafting and revision of the
manuscript. PC advised on the design of the study from the particular
perspective of a consumer advocate for people living with HIV/AIDS, advised
on the collection and analysis of data, and contributed to the drafting and
revision of the manuscript. SK advised on the design of the study, the
collection and analysis of the data, and contributed to the drafting and
revision of the manuscript. MK participated in the design of the study,
advised on all stages of data collection and analysis, and contributed to the
drafting and revision of the manuscript. All authors read and approved the
final manuscript.

Authors’ information

CN (BA, PhD) is Senior Research Fellow at the National Centre in HIV Social
Research, in Sydney, where she conducts qualitative research on social
aspects of health and health care, with a particular focus on the lived
experience and clinical management of HIV. Her current research explores
the needs and experiences of the health and medical workforce in general
practice settings.

AP (BA, PhD) is a social anthropologist and Research Fellow at the National
Centre in HIV Social Research at The University of New South Wales. Since
2001, her research has primarily focused on ‘living with HIV', including living
heterosexually with HIV, children growing up with HIV, couples with mixed
HIV status, and cultural discourses of health and illness.

JdW (MSc, PhD) is the Director of the National Centre in HIV Social Research
and is an international expert in the social psychology of health and
sexuality, with a particular contribution to the field of HIV prevention. His
cross-disciplinary research interests encompass basic and applied social
science research and focus on strengthening theory-informed and evidence
based understandings of health promotion policies and programs.

RR (BA, PhD, MCouns) is an Associate Professor of Modern History and
Associate Dean of Higher Degree Research in the Faculty of Arts, Macquarie
University, Sydney. He is the author of two monographs on Australian gay
life post 1970 and a psychotherapist in private practice.

PC (Dip. Comm Services) is an independent consumer advocate for people
living with HIV in Australia. He has been closely involved in HIV education
and advocacy since the start of the Australian epidemic. He has held a
variety of positions over many years with the peak-organisation National
Association of People Living with HIV/AIDS, including as President.

SK (BA, PhD, FASSA) is a social researcher of international standing with over
twenty years' experience and an extensive track record in sexuality and illicit
drug use research and, more generally, the interface between social aspects



Newman et al. BMC Family Practice 2013, 14:39
http://www.biomedcentral.com/1471-2296/14/39

of health and illness and clinical practice. She is a Fellow of the Academy of
the Social Sciences in Australia.

MK (AM MD FRACGP) is a General Practitioner, Executive Dean of the Faculty
of Health Sciences (including the School of Medicine) at Flinders University
in Adelaide, South Australia, and Chair of the Australian Government's
Advisory Committee on Blood Borne Viruses and Sexually Transmissible
Infections.

Acknowledgements

Many thanks to the clinicians who agreed to take part in interviews for this
project. Thanks also to our Expert Committee members including Ms Levinia
Crooks AM, Dr Ronald McCoy, Ms Linda Forbes, Mr Tim Stern, Dr Catherine
Pell, Mr Scott Lockhart, Dr Jeanne Ellard (who also conducted some of the
interviews), Dr Max Hopwood, Dr Mark Bloch, Associate Professor Marilyn
McMurchie OAM, Dr William Donohue and Dr David Ellis. Thankyou in
particular to Mr lan Watts whose advice has shaped many of the ideas
discussed in this paper. Associate Professor Jonathan Anderson provided
early contributions to the project design and funding applications.
Participant recruitment was facilitated by Mr David McGuigan (formerly) of
the Australasian Society for HIV Medicine, Mr Sénke Tremper of General
Practice Victoria Ltd, and Mr Stephen Lambert of HIV & HCV Education
Projects at the School of Medicine, The University of Queensland. The study
was funded by a Project Grant (568632) from the Australian Government's
National Health and Medical Research Council. In addition to competitive
grant funding schemes, National Centre in HIV Social Research projects are
partly or fully funded by the Australian Government Department of Health
and Ageing.

Author details

'National Centre in HIV Social Research, The University of New South Wales,
Level 3 John Goodsell Building, Sydney, NSW 2052, Australia. “Department of
Modern History, Politics and International Relations, W6A, Macquarie
University, Sydney, NSW 2109, Australia. *Consumer advocate (independent)
for people living with HIV in Australia, 14 Napalle Street, Warana, QLD 4575,
Australia. “Social Policy Research Centre, The University of New South Wales,
Level 2 John Goodsell Building, Sydney, NSW 2052, Australia. *Faculty of
Health Sciences, Flinders University, GPO Box 2100, Adelaide, SA 5001,
Australia.

Received: 27 September 2012 Accepted: 6 March 2013
Published: 21 March 2013

References

1. Chu C, Selwyn PA: An epidemic in evolution: The need for new models
of HIV care in the chronic disease era. J Urban Health 2011, 88(3):556-566.

2. Kidd M: Learning As We Go: Lessons for Australian General Practice after
25 Years of HIV/AIDS. Health Issues 2008, 83:26-30.

3. Newman C, Persson A, Ellard J: ‘We just don't know’: Ambivalence about
treatment strategies in the Australian community-based HIV media.
Health 2006, 10(2):191-210.

4. Lowth A, Yallop S, Reid J, Fitzgerald M: Looking beyond the optimism
surrounding new treatments: issues for HIV service providers and people
living with AIDS. Australian Social Work 1999, 52(3):31-36.

5. Buchacz K, Rangel M, Blacher R, Brooks JT: Changes in the clinical
epidemiology of HIV infection in the United States: Implications for the
clinician. Curr Infect Dis Rep 2009, 11(1):75-83.

6. UNAIDS: Getting to Zero: 2011-2015 Strategy. Geneva Joint United Nations
Programme on HIV/AIDS. 2010. Available at: http://www.unaids.org/en/
media/unaids/contentassets/documents/unaidspublication/2010/
jc2034_unaids_strategy_en.pdf.

7. Cohen MS, Chen YQ, McCauley M, Gamble T, Hosseinipour MC, Kumarasamy N,
Hakim JG, Kumwenda J, Grinsztejn B, Pilotto JHS, et al: Prevention of HIV-1
Infection with Early Antiretroviral Therapy. N Engl J Med 2011, 365(6)493-505.

8. Haviland ML, Healton CG, Weinberg GS, Messeri PA, Aidala AA, Jetter D,
Jessop D, Nelson K: Delivering HIV/AIDS services: the professional care
provider speaks out. Am J Prev Med 1997, 13(6 Suppl):12-18.

9. Bellani ML, Furlani F, Gnecchi M, Pezzotta P, Trotti EM, Bellotti GG: Burnout
and related factors among HIV AIDS health care workers. AIDS Care 1996,
8(2):207-221.

10. VYallop S, Lowth A, Fitzgerald MH, Reid J, Morelli A: The changing world of HIV
care: the impact on health professionals. Cult Health Sex 2002, 4(4):431-441.

20.

21.

22.

23.

24,

25.

26.

27.

28.

29.

30.

32.

33.

Page 12 of 14

Gerbert B, Bronstone A, Clanon K, Abercrombie P, Bangsberg D:
Combination antiretroviral therapy: Health care providers confront
emerging dilemmas. AIDS Care 2000, 12(4):409-421.

Newman CE, Kidd MR, de Wit JB, Reynolds RH, Canavan PG, Kippax SC:
What moves a family doctor to specialise in HIV? Interviews with
Australian policy key informants. Cult Health Sex 2011, 13(10):1151-1164.
Worthington C, O'Brien K, Myers T, Nixon S, Cockerill R: Expanding the lens
of HIV services provision in Canada: results of a national survey of HIV
health professionals. AIDS Care 2009, 21(11):1371-1380.

Adams J, Chacko K, Guiton G, Aagaard E: Training internal medicine
residents in outpatient HIV care: a survey of program directors.

J Gen Intern Med 2010, 25(9):977-981.

Culyba RJ, McGee BT, Weyer D: Changing HIV Clinical Knowledge and Skill
in Context: The Impact of Longitudinal Training in the Southeast United
States. J Assoc Nurses AIDS Care 2011, 22(2):128-139.

Defty H, Smith H, Kennedy M, Perry N, Fisher M: GPs’ perceived barriers to
their involvement in caring for patients with HIV: a questionnaire-based
study. Br J Gen Pract 2010, 60:348-351.

Anonymous: HIV physician shortage may cause increased access
problems. AIDS Alert 2009, 24(1):1.

Bardi J: The Coming Dearth of Doctors who Specialize in HIV/AIDS. 2011.
Available at: http://www.ucsf.edu/news/2011/12/11065/coming-dearth-
doctors-who-specialize-hiv-aids (accessed 4 September, 2012).

Britton C: Seattle Meeting Focuses on Ideas to Strengthen the HIV Workforce.
In The Body: The Complete HIV/AIDS Resource. New York: Remedy Health Media;
2011. Available at: httpr//blog.aidsgov/2011/10/seattle-meeting-focuses-on-ideas-
to-strengthen-the-hiv-workforce html (accessed 4 September, 2012).
Bradley-Springer L: Of Provider Shortages and Immodest Proposals.

J Assoc Nurses AIDS Care 2007, 18(1):56-58.

Grossman HA: Addressing the need for HIV specialists: The AAHIVM
perspective. AIDS Read 2006, 16(9):479-486.

Carrascal AF, Kathi M-O, Joseph R, Bruce DA: Training HIV Clinicians and
Building a Clinical Workforce: The Experience in New York State. AIDS
Public Policy J 2005, 20(3/4):102.

Savage J, Crooks L, MclLean S: Models of access and clinical service delivery for
people with HIV in Australia: final report. Sydney, NSW: Australasian Society
for HIV Medicine; 2009. Available at: http://www.ashm.org.au/images/
resources/policy/macsdfinalpaper.pdf.

Sosman JM: Optimizing HIV care: policy implications. Am J Manag Care
2010, 16(13 Suppl):5339-5344.

Pell C, Donohoe S, Conway D: Health care services for men who have sex
with men in different Australian states and territories since the
emergence of HIV. Sex Health 2008, 5(2):161-168.

Grierson J, Power J, Pitts M, Croy S, Clement T, Thorpe R, McDonald K: HIV Futures
Six: Making Positive Lives Count. Melbourne: The Australian Research Centre in Sex.
Australia: Health and Society, LaTrobe University; 2009. Available at: http//www.
latrobe.edu.au/arcshs/downloads/arcshs-research-publications/Futuresé.pdf.
Saltman DC, Newman CE, Mao L, Kippax SC, Kidd MR: Experiences in
managing problematic crystal methamphetamine use and associated
depression in gay men and HIV positive men: in-depth interviews with
general practitioners in Sydney. Australia. BMC Fam Pract 2008, 9(1):45.
Newman CE, de Wit JBF, Kippax SC, Reynolds RH, Canavan PG, Kidd MR: The
role of the general practitioner in the Australian approach to HIV care:
interviews with 'key informants’ from government, non-government and
professional organisations. Sex Trans Inf 2012, 88(2):132-135.

Australasian Society for HIV Medicine: NSW, VIC, ACT and SA ASHM HIV
Community Prescribers. Available at: http://www.ashm.org.au/images/
prescriber/ashmprescribers.pdf (accessed 5 February, 2013).

Australasian Society for HIV Medicine: HIV s100 prescribers in Qld. Available
at: http//www.health.gld.gov.au/sexhealth/documents/s100prescribers0412.
pdf (accessed 5 February, 2013).

Primary Health Care Research and Information Service: PHCRIS fast facts: GP
numbers in Australia, 1999-2000 to 2010~11. Available at: http://www.phcris.
org.au/fastfacts/fact.php?id=6775 (accessed 5 February, 2013).
Commonwealth of Australia: Sixth National HIV Strategy: 2010-2013.
Canberra: Commonwealth Department of Health and Ageing; 2010.
Available at http://www.health.gov.au/internet/main/publishing.nsf/Content/
ohp-national-strategies-2010-hiv/$File/hiv.pdf.

Mallitt K-A, Jansson J, Crooks L, McGuigan D, Wand H, Wilson DP: Demand
for HIV clinical services is increasing in Australia but supply is
decreasing. Sex Health 2012. online early.


http://www.unaids.org/en/media/unaids/contentassets/documents/unaidspublication/2010/jc2034_unaids_strategy_en.pdf
http://www.unaids.org/en/media/unaids/contentassets/documents/unaidspublication/2010/jc2034_unaids_strategy_en.pdf
http://www.unaids.org/en/media/unaids/contentassets/documents/unaidspublication/2010/jc2034_unaids_strategy_en.pdf
http://www.ucsf.edu/news/2011/12/11065/coming-dearth-doctors-who-specialize-hiv-aids
http://www.ucsf.edu/news/2011/12/11065/coming-dearth-doctors-who-specialize-hiv-aids
http://blog.aids.gov/2011/10/seattle-meeting-focuses-on-ideas-to-strengthen-the-hiv-workforce.html
http://blog.aids.gov/2011/10/seattle-meeting-focuses-on-ideas-to-strengthen-the-hiv-workforce.html
http://www.ashm.org.au/images/resources/policy/macsdfinalpaper.pdf
http://www.ashm.org.au/images/resources/policy/macsdfinalpaper.pdf
http://www.latrobe.edu.au/arcshs/downloads/arcshs-research-publications/Futures6.pdf
http://www.latrobe.edu.au/arcshs/downloads/arcshs-research-publications/Futures6.pdf
http://www.ashm.org.au/images/prescriber/ashmprescribers.pdf
http://www.ashm.org.au/images/prescriber/ashmprescribers.pdf
http://www.health.qld.gov.au/sexhealth/documents/s100prescribers0412.pdf
http://www.health.qld.gov.au/sexhealth/documents/s100prescribers0412.pdf
http://www.phcris.org.au/fastfacts/fact.php?id=6775
http://www.phcris.org.au/fastfacts/fact.php?id=6775
http://www.health.gov.au/internet/main/publishing.nsf/Content/ohp-national-strategies-2010-hiv/File/hiv.pdf
http://www.health.gov.au/internet/main/publishing.nsf/Content/ohp-national-strategies-2010-hiv/File/hiv.pdf

Newman et al. BMC Family Practice 2013, 14:39
http://www.biomedcentral.com/1471-2296/14/39

34.

35.

36.

37.

38.

39.

40.

41.

42.

43.

44,

45,

46.

47.

48.

49.

50.

51.

52.

53.

54.

55.

56.

Lima V, Hogg R, Harrigan P, Moore D, Yip B, Wood E, Montaner J: Continued
improvement in survival among HIV-infected individuals with newer forms
of highly active antiretroviral therapy. AIDS 2007, 21(6):685-692.

The Kirby Institute: HIV/AIDS, viral hepatitis and sexually transmissible
infections in Australia: Annual Surveillance Report 2012. Sydney: The Kirby
Institute, The University of New South Wales, Sydney, NSW; 2012. Available
at http//www.kirby.unsw.edu.au/sites/hiv.cms.med.unsw.edu.au/files/hiv/
resources/2012AnnualSurvReport.pdf.

Carman M, Grierson J, Hurley M, Pitts M, Power J: HIV Populations in
Australia: Implications for access to services and delivery. Melbourne, Victoria:
Australian Research Centre in Sex Health and Society; 2009. Available at
http://www.ashm.org.au/images/resources/policy/
hivpopulationsreportarcshs.pdf.

Carman M, Grierson J, Pitts M, Hurley M, Power J: Trends in the location of
the HIV-positive population in Australia: Implications for access to
healthcare services and delivery. Sex Health 2010, 7:154-158.

Denholm JT, Yong MK, Elliott JH: Long term management of people with
HIV. Aust Fam Physician 2009, 38(8):574-577.

Kearney F, Moore AR, Donegan CF, Lambert J: The ageing of HIV:
implications for geriatric medicine. Age Ageing 2010, 39(5):536-541.
National Health Workforce Taskforce: Health Workforce in Australia and
Factors for Current Shortages. Hobart: Tasmanian Department of Health and
Human Services; 2009.

Australasian Society for HIV Medicine: HIV Prescriber Program. Available
at: http://www.ashm.org.au/default2.asp?active_page_id=277 (accessed 5
February, 2013).

Savage J: International approaches to access and delivery of clinical services
for people with HIV. Background paper for the Models of Access and Clinical
Service Delivery Project. Sydney, NSW: Australasian Society for HIV Medicine;
2009. Available at http://www.ashm.org.au/images/resources/policy/
macsdinternationalpaper.pdf.

Wong WCW, Luk CW, Kidd MR: Is there a role for primary care clinicians in
providing shared care in HIV treatment? A systematic literature review.
Sex Trans Inf 2012, 88(2):125-131.

Madge S, Matthews P, Singh S, Theobald N: HIV in primary care. 2nd edition.
London, UK: Medical Foundation for AIDS & Sexual Health; 2011.

Guenter D, Scott S: Short report: Canadian family doctors caring for
people with HIV and AIDS, Canada’s National Family Physicians
Workforce Survey. Can Fam Physician 2004, 50(July):1011-1013.

Ding L, Landon BE, Wilson IB, Hirschhorn LR, Marsden PV, Cleary PD: The
quality of care received by HIV patients without a primary provider.
AIDS Care 2008, 20(1):35-42.

Landon BE, Wilson 1B, McInnes K, Landrum MB, Hirschhorn LR, Marsden PV,
Cleary PD: Physician specialization and the quality of care for human
immunodeficiency virus infection. Arch Intern Med 2005, 165(10):1133-1139.
Beehler GP: Confronting the culture of medicine: Gay men’s
experiences with primary care physicians. J Gay Lesbian Med Assoc
2001, 5(4):135-141.

Huby G, Porter M, Bury J: A matter of methods: perspectives on the role
of the British general practitioner in the care of people with HIV/AIDS.
AIDS Care 1998, 10:583-S88.

Blake BJ, Jones Taylor GA, Reid P, Kosowski M: Experiences of women in
obtaining human immunodeficiency virus testing and healthcare
services. J Am Assoc Nurse Pract 2008, 20(1):40-46.

Huby G, Porter M, Bury J: A matter of methods: perspectives on the role
of the British general practitioner in the care of people with HIV/AIDS.
AIDS Care 1998, 10:583-588.

Wong WCW, Kidd MR, Tucker JD: Mainstreaming HIV services for men
who have sex with men: the role of general practitioners. Sex Trans Inf
2012, 88(8):566-567.

Braun V, Clarke V: Using thematic analysis in qualitative psychology. Qual
Res Psychol 2006, 3(2):77-101.

Gerbert B, Caspers N, Moe J, Clanon K, Abercrombie P, Herzig K: The
mysteries and demands of HIV care: Qualitative analyses of HIV
specialists’ views on their expertise. AIDS Care 2004, 16(3):363-376.
Kopacz DR, Grossman LS, Klamen DL: Medical students and AIDS:
knowledge, attitudes and implications for education. Health Educ Res
1999, 14(1):1-6.

Morin M, Obadia Y, Moatti J, Souville M: Commitment, value conflicts and
role strains among French GPs in care for HIV positive patients. AIDS
Care 1995, 7(Supplement 1):79-84.

57.

58.

59.

60.

62.

63.

64.

65.

66.

67.

68.

69.

70.

71.

72.

73.

74.

75.

76.

77.

78.

79.

80.

Page 13 of 14

Brachman P, Kozarsky P, Cetron M, Jacob MS, Boonitt B, Wongsrichanalai J,
Keystone JS: Knowledge and attitudes of hospital-based physicians and
trainees about HIV infection in the United States, Canada, India, and
Thailand. Arch Intern Med 1996, 156(7):761-766.

Goldacre MJ, Goldacre R, Lambert TW: Doctors who considered but did
not pursue specific clinical specialties as careers: questionnaire surveys.
J R Soc Med 2012, 105(4):166-176.

Schofield D, Fletcher S, Fuller J, Birden H, Page S: Where do students in the
health professions want to work? Hum Resour Health 2009, 7(1):74.

Joyce CM, McNeil JJ: Fewer medical graduates are choosing general
practice: A comparison of four cohorts, 1980-1995. Med J Aust 2006,
185(2):102-104.

Thistlethwaite JE, Leeder SR, Kidd MR, Shaw T: Addressing general practice
workforce shortages: Policy options. Med J Aust 2008, 189(2):118-121.
Kiolbassa K, Miksch A, Hermann K, Loh A, Szecsenyi J, Joos S, Goetz K:
Becoming a general practitioner - Which factors have most impact on
career choice of medical students? BMC Fam Pract 2011, 12(1):25.

Zurro AM, Villa JJ, Hijar AM, Tuduri XM, Puime AO, Alonso-Coello P, and for
the Universidad y Medicina de Familia research group: Medical student
attitudes towards family medicine in Spain: a statewide analysis. BMC
Fam Pract 2012, 13:47.

Hogg R, Spriggs B, Cook V: Do medical students want a career in general
practice? A rich mix of influences! £duc Prim Care 2008, 19(1):54-64.
Mariolis A, Mihas C, Alevizos A, Gizlis V, Mariolis T, Marayiannis K, Tountas Y,
Stefanadis C, Philalithis A, Creatsas G: General Practice as a career choice
among undergraduate medical students in Greece. BMC Med Educ 2007, 7.
Shadbolt N, Bunker J: Choosing general practice: A review of career
choice determinants. Aust Fam Physician 2009, 38(1-2):53-55.

Selva Olid A, Zurro A, Villa J, Hijar A, Tuduri X, Puime A, Dalmau G, Coello P,
for the Universidad y Medicina de Familia Research Group: Medical
students’ perceptions and attitudes about family practice: a qualitative
research synthesis. BMC Med Educ 2012, 12(1):81.

Brett TD, Arnold-Rees DE, Hince DA, Wood IK, Moorhead RG: Retirement
intentions of general practitioners aged 45-65. Med J Aust 2009,
191(2):75-77.

Thistlethwaite J, Kidd MR, Leeder S: Enhancing the choice of general
practice as a career. Aust Fam Physician 2008, 37(11):964-968.

Manca DP, Varnhagen S, Brett-MaclLean P, Allan GM, Szafran O, Ausford A,
Rowntree C, Rumzan |, Turner D: Rewards and challenges of family
practice: Web-based survey using the Delphi method. Can Fam Physician
2007, 53(2):277-286.

Schafer S, Shore W, French L, Tovar J, Hughes S, Hearst N: Rejecting family
practice: Why medical students switch to other specialties. Fam Med
2000, 32(5):320-325.

Oldroyd J, Proudfoot J, Infante FA, Davies GP, Harris MF, Bubner T, Holton C,
Beilby JJ: Providing healthcare for people with chronic illness: the views
of Australian GPs. Med J Aust 2003, 179(1):30-33.

Irish B, Lake J: When and why do doctors decide to become general
practitioners? Implications for recruitment into UK general practice
specialty training. Educ Prim Care 2011, 22(1):20-24.

Geneau R, Lehoux P, Pineault R, Lamarche PA: Primary care practice a la
carte among GPs: using organizational diversity to increase job
satisfaction. Fam Pract 2007, 24(2):138-144.

Manca D, Varnhagen S, Brett-MaclLean P, Allan GM, Szafran O: Respect from
specialists: Concerns of family physicians. Can Fam Physician 2008,
54(10):1434-1435.e1435.

McGrail MR, Humphreys JS, Scott A, Joyce CM, Kalb G: Professional
satisfaction in general practice: does it vary by size of community?

Med J Aust 2010, 193(2):94-98.

Harris MF, Proudfoot JG, Jayasinghe UW, Holton CH, Powell Davies GP, Amoroso
CL, Bubner TK, Beilby JJ: Job satisfaction of staff and the team environment in
Australian general practice. Med J Aust 2007, 186(11):570-573.

Joyce C, Schurer S, Scott A, Humphreys J, Kalb G: Australian doctors’
satisfaction with their work: results from the MABEL longitudinal survey
of doctors. Med J Aust 2011, 194(1):30-33.

Goetz K, Campbell S, Steinhaeuser J, Broge B, Willms S, Szecsenyi J:
Evaluation of job satisfaction of practice staff and general practitioners:
an exploratory study. BMC Fam Pract 2011, 12(1):137.

Sibbald B, Bojke C, Gravelle H: National survey of job satisfaction and
retirement intentions among general practitioners in England. Brit Med J
2003, 326(7379):22-24.


http://www.kirby.unsw.edu.au/sites/hiv.cms.med.unsw.edu.au/files/hiv/resources/2012AnnualSurvReport.pdf
http://www.kirby.unsw.edu.au/sites/hiv.cms.med.unsw.edu.au/files/hiv/resources/2012AnnualSurvReport.pdf
http://www.ashm.org.au/images/resources/policy/hivpopulationsreportarcshs.pdf
http://www.ashm.org.au/images/resources/policy/hivpopulationsreportarcshs.pdf
http://www.ashm.org.au/default2.asp?active_page_id=277
http://www.ashm.org.au/images/resources/policy/macsdinternationalpaper.pdf
http://www.ashm.org.au/images/resources/policy/macsdinternationalpaper.pdf

Newman et al. BMC Family Practice 2013, 14:39 Page 14 of 14
http://www.biomedcentral.com/1471-2296/14/39

81. Pickard S: The professionalization of general practitioners with a special
interest: Rationalization, restratification and governmentality. Sociology
2009, 43(2):250-267.

82. Jones R, Rosen R, Tomlin Z, Cavanagh M-R, Oxley D: General practitioners
with special interests: evolution and evaluation. J Health Serv Res Policy
2006, 11(2):106-109.

83. Jiwa M, Ee HC, Beilby JJ: Will promoting general practitioners with special
interests threaten access to primary care? Med J Aust 2007, 187(2):71-72.

84. Spurling G, Jackson C: GPs with special interests: Benefits to patients, GPs
and the community. Aust Fam Physician 2009, 28(5):337-339.

85. Boggis ARJ, Cornford CS: General Practitioners with special clinical
interests: A qualitative study of the views of doctors, health managers
and patients. Health Policy 2007, 80(1):172-178.

86. Van Ham |, Verhoeven AAH, Groenier KH, Groothoff JW, De Haan J: Job
satisfaction among general practitioners: A systematic literature review.
Eur J Gen Pract 2006, 12(4):174-180.

87. Lepnurm R, Dobson R, Backman A, Keegan D: Factors associated with
career satisfaction among general practitioners in Canada. Can J Rural
Med 2007, 12(4):217-230.

88. Piko LM, Phillips CB: General practice as a career: insights for workforce
policy. Med J Aust 2010, 193:99-100.

89. Laurence C, Elliott T: When, what and how South Australian pre-
registration junior medical officers’ career choices are made. Med Educ
2007, 41(5):467-475.

90. Harris MG, Gavel PH, Young JR: Factors influencing the choice of specialty
of Australian medical graduates. Med J Aust 2005, 183(6):295-300.

91. Bunker J, Shadbolt N: Choosing general practice as a career: The
influences of education and training. Aust Fam Physician 2009,
38(5):341-344.

92. Kippax S, Stephenson N: Beyond the Distinction Between Biomedical and
Social Dimensions of HIV Prevention Through the Lens of a Social Public
Health. Am J Public Health 2012, 102(5):789-799.

93.  Adam BD: Epistemic fault lines in biomedical and social approaches to
HIV prevention. J Int AIDS Soc 2011, 14(Suppl 2):S2.

94. Newman CE, Kidd MR, Kippax SC, Reynolds RH, Canavan PG, de Wit JB:
Engaging non-HIV specialist general practitioners with new priorities in
HIV prevention and treatment: qualitative insights from those currently
working in the field. Sex Health. in press.

doi:10.1186/1471-2296-14-39

Cite this article as: Newman et al.: At the coalface and the cutting edge:
general practitioners’ accounts of the rewards of engaging with HIV
medicine. BMC Family Practice 2013 14:39.

Submit your next manuscript to BioMed Central
and take full advantage of:

¢ Convenient online submission

¢ Thorough peer review

* No space constraints or color figure charges

¢ Immediate publication on acceptance

¢ Inclusion in PubMed, CAS, Scopus and Google Scholar

¢ Research which is freely available for redistribution

www.biomedcentral.com/submit

Submit your manuscript at ( BiolMled Central




	Abstract
	Background
	Methods
	Results
	Conclusions

	Background
	Methods
	Results
	Participant profile
	The rewards of pursuing an engagement with HIV medicine
	Interest and inspiration
	Community calling
	Right place, right time

	The rewards of sustaining an engagement with HIV medicine
	Challenge and change
	Making a difference
	Enhanced professional identity


	Discussion
	Conclusion
	Authors’ contributions
	Authors’ information
	Acknowledgements
	Author details
	References

