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GENERAL COMMENTS This is a qualitative research report, and does not require statistical 
review. It does require review by someone trained in qualitative 
research, and I have performed this review. 
 
This manuscript is well-written, and at its core, may be a useful 
incremental addition to the literature on rural medical training in 
general, and on the use of technologies to facilitate such training in 
particular. The length of my comments below should be taken as 
encouragement to move forward, and I believe all revisions I 
suggest below would be things the authors could address quickly.  
 
There are several areas for improvement, which I believe constitute 
almost-minor revisions, in that I don‟t believe anything like a 
reanalysis or additional data collection is required. Nevertheless, 
there are some substantial changes in writing that I believe will make 
a stronger manuscript, which are absolutely addressable by the 
authors, but major. I will first address the primary issues of concern, 
and then discuss some points in the writing that are smaller issues.  
 
Primary Issues:  
1. The results are presented by theme, which is certainly one way to 
approach this paper. However, there are both advantages and 
disadvantages to the adaptation of teleconferencing for rural 
supervision drawn out by this study. Presentation by theme muddles 
advantages and disadvantages together. Organizing both the 
narrative results and Table 4 so that the advantages (or benefits) 
can be weighed against the disadvantages (or costs) would be 
extremely helpful. I think this would involve only a re-organization, 
shuffling existing text under additional subheadings, etc. I would 
leave it to the authors to work out how best to better call out both 
sides of the findings.  
 
2. I have a particular concern about most of the text regarding the 
theme entitled “Costs.” The entire description of the theme (on page 
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15) is written as though the authors found out something about the 
cost savings realized through teleconferencing, and most particularly 
the last sentence (“This benefit is passed to patients…”). See also 
Table 4, and the paragraph devoted to this subject in the discussion 
section, spanning page 18 (bottom) to 19 (top). I would urge the 
authors to fully recognize that they have not done anything to make 
any statement about actual cost.  
 
a. They have only asked practicing physicians about their 
perceptions of costs. There is no reason to believe, from the existing 
text, that these individuals have any expertise or knowledge of data 
regarding the economic costs and benefits of teleconferencing for 
this purpose.  
b. Nor have the authors collected economic or financial data.  
c. Moreover, it is not even clear what “Costs” are actually taken into 
consideration.  
 
3. Stemming from Comment #2, the authors have apparently taken 
the interviewed physicians‟ words at face value on cost, which is a 
fundamental mistake in qualitative research. What shines through is 
the possibility that the physicians have overvalued their own time, 
and undervalued the costs of equipment, IT support, data streaming, 
etc. Moreover, a separate comment that “administrative and nursing” 
support is necessary to make the best of teleconferencing 
undercounts the cost of pulling these individuals into the supervision 
experience as well.  
 
4. Finally, the theme “Positive Learning Environment” seems to start 
off talking about a generally positive learning environment (as the 
name suggests), but veers off quickly (especially in the quotes 
included in Table 4) into the personal characteristics required for 
successful participation (and it is not clear who should have these 
attributes – supervisors, learners, or both). This strikes me as 
something which is less about a global statement that 
teleconferencing leads to a positive learning environment (which I 
think is what the authors want us to take away), and much more that 
it is entirely participant –dependent. Essentially, it seems posed in a 
positive tone, but it is actually a comment on the need for specific 
conditions for teleconferencing to be successful.  
 
As a meta-comment, the authors seem very positive about the use 
of teleconferencing for rural medical supervision, but that positivity 
seems to be coloring the report. That is not fatal to the study, but it 
fatal to the current organization of the manuscript. I believe the 
authors should take these first four comments, along with the meta-
comment/observation about the coloring of the report, and think 
deeply about how to recitify.  
 
Issues of writing (in order of the text):  
 
1. The abstract should be re-visited, AFTER all following revisions 
are addressed, as some points may require changes to the abstract.  
 
2. The first paragraph of the introduction bounces from sentence to 
sentence without good transitions between each point. Transition 
words (“Also,” “Additionally,” etc.) would help the flow and readability 
of this first paragraph tremendously.  
 
3. The description of the Townsville Teleoncology Model drops into 
the end of the introduction in an awkward fashion. This paragraph 
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ought to either blend into the rest of the introduction more 
seamlessly, perhaps offering the reasons for its creation and 
implementation; or it should be incorporated directly into the 
methods section (perhaps as a first subheading – “Context”; or in 
whatever spot one might put a description of an intervention).  
 
4. The aim about exploring “the perspectives of both junior doctors in 
rural areas and their supervisors” is very loose. At minimum, the 
authors were exploring the perspectives on teleconferencing 
technology for supervision (specifically), but I think the authors can 
articulate their principal aim more precisely. The sub-questions can 
be a bit more precise as well. I recognize that this was largely a 
descriptive and open-ended qualitative study, but a bit more 
precision in the research aims would be an improvement.  
 
5. A bit more description about the use of templates would be helpful 
in the design section. This does not have to be belabored, but the 
design sub-section could be expanded to include a bit more detail 
about the development of the analysis framework, the use and 
development of templates, etc.  
 
6. I am also not convinced that the authors used “semi-structured” 
interviews, as they refer to an open process and emerging themes 
that are explored in subsequent interviews. The later text seems to 
imply that the study design relied upon open-ended interviews with 
guide questions, as opposed to a truly semi-structured process. This 
issue re-appears at several points, but my overall question – if there 
was an open process with an evolving set of guide questions, isn‟t 
this a modified form of Grounded Theory? This is a question, not an 
absolute statement, but if this is an application of some form of 
Grounded Theory, then there are missing references.  
 
7. The authors make clear that the study was based upon interviews 
with 20 (10+10) physicians, but it is not clear what the total sampling 
frame was. While a “response rate” is not exactly appropriate for this 
study, having some idea about how many responded vs. the total, 
and who they were in relation to the larger groups, is vital in 
assessing any bias imparted by the creation of the sample.  
 
8. Data collection (page 6, line 35): Data is plural (“This data was 
analysed…” should be “These data were analysed…”).  
 
9. Data collection – who actually conducted the interviews, and what 
qualifications do they possess? How many different people 
conducted interviews?  
 
10. Data Collection – “…coded, and uploaded into QSR NVivo….” – 
wouldn‟t you upload first, and then code within NVivo? Simple 
sentence structure change. Also – NVivo version number is 
appropriate to include.  
 
11. Data Analysis – similar to who conducted the interviews, who 
performed the initial coding, and what qualifications do they 
possess?  
 
12. Nowhere in methods do the authors consider their own potential 
biases; some qualitative papers put this in the methods section, 
some in the limitations, some both. For this paper, I would 
recommend it appear in both places.  
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13. Results: Tables 2 & 3 should be combined, to allow side-by-side 
comparisons of the senior and junior participants.  
 
14. Discussion – the overall discussion should be re-visited after the 
points raised about the methods and results are addressed. A few 
key points that need more information, other than what is implied by 
previous statements:  
 
a. The limitations section is far too short. Nothing mentioned about 
biases of the researchers, who didn‟t respond, what limits were 
imposed by the core methodology used etc.  
b. Final conclusion, that “This study demonstrates that support, 
education, and supervision through teleconferencing may be a key 
to relieving doctor shortages in rural areas and support junior staff 
who are likely to be placed within rural facilities in the future.” – this 
is far too strong a statement for a small qualitative study of 10+10 
respondents, especially in light of the critique that the advantages 
and disadvantages are not really balanced in the presentation (see 
earlier point).  
c. The point that further research into cost-effectiveness is required 
is appreciated; however, this implies that these authors conducted 
research on cost-effectiveness. They did not – they conducted 
research on physician opinions. It is not the same thing at all.  
 
15. Word choices – several vernacular uses of terms seem to have 
crept into the manuscript:  
a. The term “doctor” is used throughout the manuscript. However, 
doctor is an imprecise term. The manuscript is not discussing the 
training of professors of history, biologists, chiropractors, or 
psychologists in rural areas; this paper is specifically discussing the 
supervision of physicians. The word physician should be substituted 
for the word doctor throughout.  
b. At several points, particularly in the discussion, the term “holistic” 
is used to describe the training. I am not sure what the authors mean 
by this term, as the word gets thrown around a lot, to mean many 
things. I would suggest the authors either define how they are using 
the concept, or drop it.  
 
16. Finally, the discussion and references are a bit dated, and at 
least one area seems to be missing.  
a. Most of the references date back to 2012 or before. I believe there 
are updates that could be made. For example, there are at least five 
articles I am aware of from 2013 & 2014 that seem to be relevant:  
Daly M, Perkins D, Kumar K, Roberts C, Moore M. What factors in 
rural and remote extended clinical placements may contribute to 
preparedness for practice from the perspective of students and 
clinicians? Med Teach [Internet]. 2013 Nov;35(11):900–7.  
de Mello G, Fraser F, Nicoll P, Ker J, Green G, Laird C. Mental 
health care training for practitioners in remote and rural areas. Clin 
Teach [Internet]. 2013 Dec;10(6):384–8.  
Moran AM, Coyle J, Pope R, Boxall D, Nancarrow SA, Young J. 
Supervision, support and mentoring interventions for health 
practitioners in rural and remote contexts: an integrative review and 
thematic synthesis of the literature to identify mechanisms for 
successful outcomes. Hum Resour Health; 2014 Jan;12:10.  
Mpofu The Late R, Daniels PS, Adonis T-A, Karuguti WM. Impact of 
an interprofessional education program on developing skilled 
graduates well-equipped to practise in rural and underserved areas. 
Rural Remote Health; 14(3):2671.  
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Wearne SM, Teunissen PW, Dornan T, Skinner T. Physical isolation 
with virtual support: Registrars‟ learning via remote supervision. Med 
Teach; 2014 Aug 26;1–7.  
b. There is also a body of literature that discusses what types of 
medical practitioners are attracted to rural locations, what influences 
their decisions, etc. Given that the “type” of person is important to 
the success of telesupervision, the type of person who would be 
training or working in a remote rural area also seems important, but I 
don‟t see that conversation as fully developed here. This is an 
optional thought for the authors to consider.  

 

REVIEWER Richard E. Scott 
Director, Office of Global e-Health and Strategy  
University of Calgary, Canada 

REVIEW RETURNED 22-Sep-2014 

 

GENERAL COMMENTS Although some currently dated references are presented, many of 
the references are from the period 2000-2010, and more recent 
research around the value and impact of teleconsultation and its 
educational / clinical benefit could have been used. 
 
The two primary drawbacks to the paper as currently presented are: 
1. lack of definition and differentiation of „telesupervision‟ by the 
study design, and 2. Use of the term „telesupervision‟:  
 
1. Lack of differentiation of „supervision‟ by the study design:  
On p5, the authors slip from use of the term „telemedicine‟ to 
„telesupervision‟ in relation to their teleoncology training program 
and speak of a range of services that include “specialist clinics on 
demand, patient reviews, chemotherapy regimens and referring for 
inpatient admissions” – all of these activities are associated with the 
regular practice of teleconsultation! If indeed there is something 
special about how “Senior specialists provide one-on-one 
supervision via videoconferencing to junior doctors during and after 
consultations”, then this needs to be clearly described to the reader, 
otherwise it is assumed this is merely something that will occur 
inherently or coincidentally as a result of the routine teleconsultation 
process.  
 
To examine „telesupervision‟ specifically, the study design and 
formulation of the questions would have had to change. For 
example: It would have been necessary to direct participants to 
consider in their responses ONLY aspects unique to the 
telesupervision component (if indeed there was such a definitive 
thing). As the study questions currently stand, they are all generic 
questions which relate to teleconsultation in general, not 
telesupervision specifically. It is stated “The interview guide explored 
experience with telemedicine, technology, engagement, confidence, 
professional development, support and supervision, improvements, 
costs, and challenges”, and although reference is made to „sub-
questions‟ around „telesupervision‟ unless this is defined and 
participants are directed to address their responses specifically to 
that aspect, then I believe the study as described cannot identify 
findings related to any „telesupervision‟ aspect, and is flawed.  
 
2. Terminology.  
Is „telesupervision‟ adequately defined and appropriate? No 
definition of „telesupervision‟ is provided. The Merriam-Webster, 
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Oxford English, and Cambridge Dictionaries Online each provide 
similar definitions of „supervision‟. For example - “the action or 
process of watching and directing what someone does or how 
something is done”. Inclusion of the word „directing‟ implies some 
responsibility of the supervisor, which in a clinical setting begs the 
question – who is clinically responsible for the care of the patient? In 
telehealth, this usually falls to the proximal clinician. It was not made 
clear in the paper if any pre-existing hierarchical supervisory 
relationship exists between „Junior Doctors‟ and „Senior Doctors‟ 
which may supercede this, therefore this remains unresolved, which 
is a concern. The default must be the proximal clinician. Even if 
junior, the clinician onsite dealing directly with the patient usually has 
all of the facts and has ultimate clinical responsibility, therefore the 
concept of „telesupervision‟ (where someone else has responsibility) 
would be incorrect in principle.  
Furthermore, the telehealth literature is already littered with many 
phrases and terms introduced in an ad hoc manner. Throwing „tele‟ 
in front of any word is not appropriate. There must be a clear need 
for a uniquely defined term. „Telesupervision‟ has been shown above 
to be an inappropriate concept, and should not added to the already 
long list of words and phrases. The term is unnecessary and its 
application would be unhelpful, causing confusion rather than 
bringing clarity. The authors should continue with the practice they 
themselves began; using the phrase „supervision via 
videoconferencing‟, and not „telesupervision‟.  
 
Summary:  
 
Had the authors provided much more context regarding their 
Townsville teleoncology training model for junior doctors in rural 
areas (e.g., insight around sites, activity, historical outline), and 
discussed their activity in the frame of an evaluation of a 
videoconference-based „training model‟, then it would have been 
more appropriate. As presented (introduced and framed in the 
concept of „telesupervision‟) the paper seems gratuitous.  
 
In the discussion it is stated “While some themes arising from this 
study are similar to those reported previously, this study identified 
additional aspects of telesupervision which must be explored 
further.” I cannot concur with this statement. I believe the findings 
“similar to those reported previously” can be attributed simply to the 
common practice of teleconsultation (of which much is published, 
with results similar to those found in this study), and that no 
“additional aspects of telesupervision” were found as the study 
design did not describe what exactly this was, and did not allow 
adequate differentiation of this aspect. The authors seem hesitant in 
their own writing, e.g., stating in regard to their own program on p19 
“This was seen as important for further learning and would help with 
aspects of teaching, particularly those associated with physical 
examinations”; i.e., nothing in relation to „supervision‟  
 
The findings effectively validate the current teleoncology model for 
the training of junior doctors in rural areas of North Queensland, 
Australia. Framed in this fashion, it would be a valuable contribution 
worth consideration for publication after revision. However, framing 
this in terms of a „telesupervision‟ model (as is currently done) is of 
concern due to the lack of focus on this aspect in the study design, 
and concern over introduction of a potentially inappropriate and 
certainly undesirable term to an already overburdened lexicon.  
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Although some currently dated references are presented, many of 
the references are from the period 2000-2010, and more recent 
research around the value and impact of teleconsultation and its 
educational / clinical benefit could have been used.  
 
Grammar / spelling / editorial issues:  
Several items were noted during review, as follows:  
P2, l31. In qualitative research items are not „measured‟ but 
examined or assessed.  
P5, l35. Change „regimes‟ to „regimens‟, and „impatient‟ to „inpatient‟.  
P5, l45. Change „teleonchology‟ to „teleoncology‟.  
P12, l55. Change „clinicaelationship‟ to „clinical relationship‟.  
P13, l35. Do not begin a sentence with a number.  
P16, l33. Rephrase the sentence ending “…or utilise zoom capability 
view physical signs”, which currently does not make sense.  
P17, l6-15. This segment appears contradictory and confusing. Re-
write.  
P18, l50. Change „considerable paucity‟ to „a paucity‟. 

 

REVIEWER Maurice Mars 
Professor of TeleHealth  
College of Health Sciences  
University of KwaZulu-Natal  
South Africa 

REVIEW RETURNED 22-Sep-2014 

 

GENERAL COMMENTS The paper investigates doctors‟ perspectives of telesupervision in a 
teleoncology service in rural Australia. There is a fundamental 
problem with this paper: the terms telesupervision and supervisor 
have not been defined. (See comments to the author). What is 
described can be considered to be a telemedicine (supervision) 
referral service to a specialist oncologist (supervisor). What is being 
described as supervision appears to be the educational benefit of 
participating in a specialist oncology tele-referral service. Whether 
this was planned or not is unclear as there is no mention of the 
development of a telesupervision model. The semi-structured 
interview is in some instances superficial or weak and leaves 
unasked questions which might influence the findings. 
 
My initial response was to reject this paper but there is an important 
finding: some junior doctors feel that they have been advantaged by 
participating in a rural telemedicine service. This is something that 
has been suggested by others, but to my knowledge not confirmed 
or supported with any evidence. With suitable revision and 
subsequent review this interesting and important finding may 
emerge. In its current form I do not feel that it can be published. 
 
Thank you for the opportunity to review this paper from the 
Townsville Teleoncology Service. The paper needs to seen in the 
context of several other papers by Sabesan and others describing 
the evolution of this service. The Townsville service provides 
specialist consultation by videoconference between rural hospitals 
and Townsville for initial and follow-up consultations, urgent ward 
and emergency consultations and supervision of chemotherapy 
regimens of most types of solid tumour. We are told that the model 
relies on “the capabilities of local, rural health professionals.  
 
The current paper focuses on telesupervision and is a qualitative 
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study of doctors‟ perspectives of the “Townsville teleoncology 
supervision model for the training of junior doctors in rural areas”. 
Unfortunately we are not given a definition of telesupervision or a 
clear description of the supervision model.  
 
Supervision has different connotations. Are the authors referring to 
doctors in specialist training who are required to be formally 
supervised during their training; supervision of the diagnosis and 
ongoing clinical management of oncology patients by a specialist 
and supervision of chemotherapy if relevant; or supervision of 
continuing professional development as part of the teleconsultation? 
Part of the understanding of supervision depends on whether the 
rural doctors are trainees and who takes clinical responsibility for the 
patient‟s care, the specialist to whom the patient is referred by 
videoconference or the rural doctor. What is being supervised, 
patient care, doctor training or continuing professional education?  
 
It would seem that in many places in the paper the word supervisor 
could be replaced with consultant or specialist and in some places 
supervision with telemedicine, and still have the same meaning. Is 
this model different to many other videoconference based 
telemedicine services around the world?  
 
It appears that a doctor at the rural site is present during the 
telemedicine consultation with the specialist, may or may not present 
the patient‟s history and clinical findings to the specialist, can 
participate in the encounter, and can discuss the case thereafter 
with the “supervisor”, who would be the specialist consulted. Again 
this is little different to many existing telemedicine services with 
doctors in remote areas participating in and learning from 
videoconferenced telemedicine consultations. Although there are 
few formal reports of learning through participation in clinical 
telemedicine, it is mentioned in several papers reporting doctors‟ 
satisfaction with telemedicine.  
 
The design of the semi structured interview schedule leaves several 
potentially important questions unanswered:  
 
• No information is provided on the experience of either the senior or 
junior doctors in teleoncology consultations eg. the number of 
consultations undertaken, and whether the doctors had other 
exposure to videoconference based education or other clinical 
services during their undergraduate or post qualification experience.  
 
• Of the 20 rural sites served by the Townsville Teleoncology 
Service how many were covered by the 10 junior doctors 
interviewed?  
 
• Were the patients seen by the same consultant and junior doctor 
on each occasion?  
 
• Were the junior doctors interviewed “supervised” by the senior 
doctors interviewed?  
 
The possible influence of any of these questions should be 
considered.  
 
Further points requiring clarification  
 
Is the “Townsville teleoncology supervision model for the training of 
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junior doctors in rural areas” part of a formal, qualification or 
registration linked education or training programme? If so, how is it 
planned, monitored and regulated? If it is not, was supervision 
planned as part of the overall teleoncology service or was it an 
incidental finding that participation in a telemedicine service, be it 
videoconference or store and forward, has an educational benefit, as 
noted by others? Colven, for example, describes the educational 
benefit of participating in store and forward teledermatology with 
statistically significant diagnostic improvement after referring nine 
cases.  
 
The study involves interviews with 10 junior and 10 senior doctors (5 
consultants and 5 senior medical officers). It is not clear if the senior 
doctors were all at the tertiary site or if some of the senior medical 
officers were at rural sites. In the section Isolation, it is reported that 
four senior doctors felt less isolated. Is this because they were in 
rural areas, because they were interacting with junior staff, or 
because they were interacting with staff at other tertiary centres?  
 
Under Motivates self-directed learning, were there set supervision 
and teaching sessions other than the clinical encounters and 
subsequent discussion involved with patient management? If so, 
these have not been described.  
 
There are a number of errors in the references, with authors‟ names 
omitted and incorrect capitalization of journal titles.  
 
Summary:  
 
The novel outcome of this qualitative study is that some junior 
doctors felt that teleconsultation and the associated interaction with 
the consultant provided them with a learning experience which they 
would probably not have been able to gain in an urban hospital. This 
is an important observation and requires further investigation in 
other environments and disciplines.  
 
There are a number of shortcomings. The paper would benefit from 
substantial revision to enable the reader to better understand the 
setting, the meaning of terms used and their relevance, how the 
supervision model was developed and how the junior doctors are 
actually supervised.  

 

REVIEWER Scott Kitchener 
Griffith University School of Medicine  
Queensland Rural Medical Education 

REVIEW RETURNED 14-Oct-2014 

 

GENERAL COMMENTS Opening statements about workforce shortages are misleading and 
probably incorrect. Certainly the unreferenced sweeping statement 
in the second sentence is incorrectly made (doctors/person is not a 
measure of medical workforce) and misleading as the shortage is 
specifically in non-generalist services.  
Points regarding isolation relate to GP trainees and to Canadians. 
There are papers that support this point more correctly and more 
specifically than these - OR the authors could write that they are 
referring to doctors in training being supported by tele oncology.  
Reference is made to general workforce issues with junior doctors 
working in rural areas that are referenced by literature regarding 
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oncology. These are misleading as not generalisable to junior 
doctors working in (general) rural medicine. The paper should be 
more specific when referring to oncology services using 
telemedicine.  
Referencing of Health Workforce Australia is incorrectly placed.  
The arguments are nonsense: too many medical graduates leads to 
too many junior doctors seeking specialist training positions, 
therefore they will need to work in rural areas. This is a patronising 
of the use of rural training positions for junior doctors for which no 
amount of piped in wisdom on telemedicine will plicate, particularly 
in the absence of any recognition or discussion of the role of actual 
rural doctors supervising and being supported to supervise these 
overflowing, juniors unable to get positions on specialist training 
programs in cities.  
There is no mention of senior rural doctors using tele oncology. A 
reader would be forgiven for thinking that the only doctors in rural 
queensland are junior and dependent upon senior specialists when 
this is not the case. There needs to be some mention of senior rural 
doctors using this service, or not using it - I note that they were not 
invited to join the study.  
These prejudices continue through the reporting of research that 
clearly indicates exclusion of senior rural doctors, for instance the 
apparent realisation that physical examination by "senior 
supervising" specialists is not possible through telemedicine. What 
of the supervisors actually present in the location supervising the 
junior doctors?  
The possibility exists that the junior doctors being supervised by tele 
oncology in this study are actually completely unsupervised locally. If 
this is the case, then there must be discussion of the 
appropriateness of clinical governance of having a junior doctor 
without the level of supervision afforded patients in cities, being 
required to administer oncological management. It would be a valid 
discussion for these authors to regard tele oncology as potentially 
bridging this divide, but only in the context of a divide in clinical 
governance existing - this is not mentioned in the paper.  
In conclusions, senior rural doctors are mentioned as having 
expressed positive attitudes, yet they were not included earlier as 
having been invited to be part of the study. 
 
The information is interesting, but I would recommend the paper be 
rewritten without the tertiary hospital biases and expressing the 
focus on junior doctors rotating out into rural locations. 
 
It would need to have the major revision for my further review.  
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VERSION 1 – AUTHOR RESPONSE 
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Reviewer(s)' Comments to Author:  Reviewer: 1  Reviewer Name Christopher P. 

Morley PhD  Institution and Country SUNY Upstate Medical University  

Department of Family Medicine  Syracuse, NY 

 

Please state any competing interests or state „None declared‟: None Declared.  

Primary Issues:  1. The results are presented by theme, which is certainly one way to 

approach this paper. However, there are both advantages and disadvantages to the 

adaptation of teleconferencing for rural supervision drawn out by this study. 

Presentation by theme muddles advantages and disadvantages together. Organizing 

both the narrative results and Table 4 so that the advantages (or benefits) can be 

weighed against the disadvantages (or costs) would be extremely helpful. I think this 

would involve only a re-organization, shuffling existing text under additional 

subheadings, etc. I would leave it to the authors to work out how best to better call out 

both sides of the findings. 

As we have grouped the findings into themes and subthemes some advantages 

and disadvantages are placed within the results. Therefore in the discussion, we 

have created a paragraph in which advantages and disadvantages are discussed 

separately, which is now a lot more clear.  

2. I have a particular concern about most of the text regarding the theme entitled 

“Costs.” The entire description of the theme (on page 15) is written as though the 

authors found out something about the cost savings realized through teleconferencing, 

and most particularly the last sentence (“This benefit is passed to patients…”). See 

also Table 4, and the paragraph devoted to this subject in the discussion section, 

spanning page 18 (bottom) to 19 (top). I would urge the authors to fully recognize that 

they have not done anything to make any statement about actual cost. 

The costs were based on the „perceptions of costs‟ by physicians and not actual 

figures or numbers. This has been made a lot clearer in the article so as not to 

confuse readers. 

 

Future studies into exact figures is recommended, including the contributions into 

administration and nursing support. 

a. They have only asked practicing physicians about their perceptions of costs. There 

is no reason to believe, from the existing text, that these individuals have any expertise 

or knowledge of data regarding the economic costs and benefits of teleconferencing for 

this purpose.  b. Nor have the authors collected economic or financial data.  c. 

Moreover, it is not even clear what “Costs” are actually taken into consideration. 

These perceptions of costs are based on patient and doctor travel, leave etc. This 

has now been added to in the text so that it is clear. 

3. Stemming from Comment #2, the authors have apparently taken the interviewed 

physicians‟ words at face value on cost, which is a fundamental mistake in qualitative 

research. What shines through is the possibility that the physicians have overvalued 

For the purposes of the study the infrastructure of the videoconferencing was 

already established and therefore this supervision model was in addition to existing 

infrastructure. This has been incorporated into the text of the article and 
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their own time, and undervalued the costs of equipment, IT support, data streaming, 

etc. Moreover, a separate comment that “administrative and nursing” support is 

necessary to make the best of teleconferencing undercounts the cost of pulling these 

individuals into the supervision experience as well. 

recommendations for further research made. 

4. Finally, the theme “Positive Learning Environment” seems to start off talking about a 

generally positive learning environment (as the name suggests), but veers off quickly 

(especially in the quotes included in Table 4) into the personal characteristics required 

for successful participation (and it is not clear who should have these attributes – 

supervisors, learners, or both). This strikes me as something which is less about a 

global statement that teleconferencing leads to a positive learning environment (which I 

think is what the authors want us to take away), and much more that it is entirely 

participant –dependent. Essentially, it seems posed in a positive tone, but it is actually 

a comment on the need for specific conditions for teleconferencing to be successful.    

Further quotes which are more clear have been identified in the analysis process. 

The paper has also been revised to make this themes clearer to readers. The word 

“positive” before learning environment has been removed. Additional information 

such as successful supervision via videoconferencing and the link to positive 

learning environment has been made clearer throughout the body of the text.  

As a meta-comment, the authors seem very positive about the use of teleconferencing 

for rural medical supervision, but that positivity seems to be coloring the report. That is 

not fatal to the study, but it fatal to the current organization of the manuscript. I believe 

the authors should take these first four comments, along with the meta-

comment/observation about the coloring of the report, and think deeply about how to 

recitify. 

The paper has been re written in a number of areas in order to address this 

positivity and potential colouring of the report. Further disadvantages have been 

addressed in the discussion.  

Issues of writing (in order of the text):   1. The abstract should be re-visited, AFTER all 

following revisions are addressed, as some points may require changes to the abstract. 

Yes this has been completed thank you 

2. The first paragraph of the introduction bounces from sentence to sentence without 

good transitions between each point. Transition words (“Also,” “Additionally,” etc.) 

would help the flow and readability of this first paragraph tremendously. 

The introduction has been improved to address this issue 

3. The description of the Townsville Teleoncology Model drops into the end of the 

introduction in an awkward fashion. This paragraph ought to either blend into the rest 

of the introduction more seamlessly, perhaps offering the reasons for its creation and 

implementation; or it should be incorporated directly into the methods section (perhaps 

as a first subheading – “Context”; or in whatever spot one might put a description of an 

This model has now been incorporated into the methods section as suggested. The 

model has also been made clearer as per other reviewers comments.  
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intervention).   

4. The aim about exploring “the perspectives of both junior doctors in rural areas and 

their supervisors” is very loose. At minimum, the authors were exploring the 

perspectives on teleconferencing technology for supervision (specifically), but I think 

the authors can articulate their principal aim more precisely. The sub-questions can be 

a bit more precise as well. I recognize that this was largely a descriptive and open-

ended qualitative study, but a bit more precision in the research aims would be an 

improvement. 

This has been revised to include the specifics regarding remote supervision via 

videoconferencing and training.  

5. A bit more description about the use of templates would be helpful in the design 

section. This does not have to be belabored, but the design sub-section could be 

expanded to include a bit more detail about the development of the analysis 

framework, the use and development of templates, etc. 

This has been expanded and detailed within the methods section to describe the 

template analysis.  

6. I am also not convinced that the authors used “semi-structured” interviews, as they 

refer to an open process and emerging themes that are explored in subsequent 

interviews. The later text seems to imply that the study design relied upon open-ended 

interviews with guide questions, as opposed to a truly semi-structured process. This 

issue re-appears at several points, but my overall question – if there was an open 

process with an evolving set of guide questions, isn‟t this a modified form of Grounded 

Theory? This is a question, not an absolute statement, but if this is an application of 

some form of Grounded Theory, then there are missing references. 

The methods section has now been re written in order to address any confusion 

regarding the interview structure and analysis.  

7. The authors make clear that the study was based upon interviews with 20 (10+10) 

physicians, but it is not clear what the total sampling frame was. While a “response 

rate” is not exactly appropriate for this study, having some idea about how many 

responded vs. the total, and who they were in relation to the larger groups, is vital in 

assessing any bias imparted by the creation of the sample. 

This study did consist of a small sample size as it is in a regional and rural area. 

The sampling frame was a total of 20 participants, with a 100% response rate. This 

has been added to the study.  

8. Data collection (page 6, line 35): Data is plural (“This data was analysed…” should 

be “These data were analysed…”). 

This has been changed 

9. Data collection – who actually conducted the interviews, and what qualifications do This has now been written into the methods section, with qualifications addressed in 
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they possess? How many different people conducted interviews? the contributors statement.  

10. Data Collection – “…coded, and uploaded into QSR NVivo….” – wouldn‟t you 

upload first, and then code within NVivo? Simple sentence structure change. Also – 

NVivo version number is appropriate to include. 

This has been changed and NVivo number version added.  

11. Data Analysis – similar to who conducted the interviews, who performed the initial 

coding, and what qualifications do they possess? 

This has now been written into the methods section, with qualifications addressed in 

the contributors statement. 

12. Nowhere in methods do the authors consider their own potential biases; some 

qualitative papers put this in the methods section, some in the limitations, some both. 

For this paper, I would recommend it appear in both places.   

This has been addressed in the methods section and limitations.  

13. Results: Tables 2 & 3 should be combined, to allow side-by-side comparisons of 

the senior and junior participants. 

This has been combined 

14. Discussion – the overall discussion should be re-visited after the points raised 

about the methods and results are addressed. A few key points that need more 

information, other than what is implied by previous statements:   a. The limitations 

section is far too short. Nothing mentioned about biases of the researchers, who didn‟t 

respond, what limits were imposed by the core methodology used etc.  b. Final 

conclusion, that “This study demonstrates that support, education, and supervision 

through teleconferencing may be a key to relieving doctor shortages in rural areas and 

support junior staff who are likely to be placed within rural facilities in the future.” – this 

is far too strong a statement for a small qualitative study of 10+10 respondents, 

especially in light of the critique that the advantages and disadvantages are not really 

balanced in the presentation (see earlier point).  c. The point that further research into 

cost-effectiveness is required is appreciated; however, this implies that these authors 

conducted research on cost-effectiveness. They did not – they conducted research on 

physician opinions. It is not the same thing at all. 

This has now been rewritten after the methods section has been revised.  

 

Advantages and disadvantages have been made clear in the discussion section.  

 

The conclusion statement has been revised.  

 

Costs have been revised in order not to confuse figures and budgets vs perceptions 

of costs.  

15. Word choices – several vernacular uses of terms seem to have crept into the 

manuscript:  a. The term “doctor” is used throughout the manuscript. However, doctor 

is an imprecise term. The manuscript is not discussing the training of professors of 

The term „medical officer‟ is now used throughout the paper as this is well known 

within an Australian and British context and does not confuse readers.  
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history, biologists, chiropractors, or psychologists in rural areas; this paper is 

specifically discussing the supervision of physicians. The word physician should be 

substituted for the word doctor throughout.  b. At several points, particularly in the 

discussion, the term “holistic” is used to describe the training. I am not sure what the 

authors mean by this term, as the word gets thrown around a lot, to mean many things. 

I would suggest the authors either define how they are using the concept, or drop it.   

 

The term „holistic‟ has now been defined.  

16. Finally, the discussion and references are a bit dated, and at least one area seems 

to be missing.  a. Most of the references date back to 2012 or before. I believe there 

are updates that could be made. For example, there are at least five articles I am 

aware of from 2013 & 2014 that seem to be relevant:  Daly M, Perkins D, Kumar K, 

Roberts C, Moore M. What factors in rural and remote extended clinical placements 

may contribute to preparedness for practice from the perspective of students and 

clinicians? Med Teach [Internet]. 2013 Nov;35(11):900–7.  de Mello G, Fraser F, Nicoll 

P, Ker J, Green G, Laird C. Mental health care training for practitioners in remote and 

rural areas. Clin Teach [Internet]. 2013 Dec;10(6):384–8.  Moran AM, Coyle J, Pope R, 

Boxall D, Nancarrow SA, Young J. Supervision, support and mentoring interventions 

for health practitioners in rural and remote contexts: an integrative review and thematic 

synthesis of the literature to identify mechanisms for successful outcomes. Hum 

Resour Health; 2014 Jan;12:10.  Mpofu The Late R, Daniels PS, Adonis T-A, Karuguti 

WM. Impact of an interprofessional education program on developing skilled graduates 

well-equipped to practise in rural and underserved areas. Rural Remote Health; 

14(3):2671. 

A literature search has been re conducted and where relevant, has been 

incorporated into the paper.  

Wearne SM, Teunissen PW, Dornan T, Skinner T. Physical isolation with virtual 

support: Registrars‟ learning via remote supervision. Med Teach; 2014 Aug 26;1–7.  b. 

There is also a body of literature that discusses what types of medical practitioners are 

attracted to rural locations, what influences their decisions, etc. Given that the “type” of 

person is important to the success of telesupervision, the type of person who would be 

training or working in a remote rural area also seems important, but I don‟t see that 

conversation as fully developed here. This is an optional thought for the authors to 

consider. 

This is a valuable and important area of research. However, this was not the full aim 

of our study. It would be something to expand later in detail in the future and we 

endeavor to look into this in future projects. Thank you.  
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Reviewer: 2  Reviewer Name Richard E. Scott  Institution and Country Director, 

Office of Global e-Health and Strategy  University of Calgary, Canada  Please 

state any competing interests or state ‘None declared’: None declared   

 

Although some currently dated references are presented, many of the references are 

from the period 2000-2010, and more recent research around the value and impact of 

teleconsultation and its educational / clinical benefit could have been used.   The 

stated goal of this paper is to explore the perceptions of doctors regarding 

„telesupervision‟.   The two primary drawbacks to the paper as currently presented 

are: 1. lack of definition and differentiation of „telesupervision‟ by the study design, and 

2. Use of the term „telesupervision‟:   1. Lack of differentiation of „supervision‟ by the 

study design:  On p5, the authors slip from use of the term „telemedicine‟ to 

„telesupervision‟ in relation to their teleoncology training program and speak of a range 

of services that include “specialist clinics on demand, patient reviews, chemotherapy 

regimens and referring for inpatient admissions” – all of these activities are associated 

with the regular practice of teleconsultation! If indeed there is something special about 

how “Senior specialists provide one-on-one supervision via videoconferencing to junior 

doctors during and after consultations”, then this needs to be clearly described to the 

reader, otherwise it is assumed this is merely something that will occur inherently or 

coincidentally as a result of the routine teleconsultation process.   

 

 

 

 

 

 

 

In the methods section the model has now been described in further detail 

addressing the reviewers comments.  

 

I understand that the term „telesupervision‟, while known and used within Australia, 

and recognized by various Australian medical collages, may be confusing in other 

regions. Therefore „remote supervision via videocoference‟ has been used as a 

replacement. Thus making this a lot clearer.  

To examine „telesupervision‟ specifically, the study design and formulation of the 

questions would have had to change. For example: It would have been necessary to 

direct participants to consider in their responses ONLY aspects unique to the 

telesupervision component (if indeed there was such a definitive thing). As the study 

questions currently stand, they are all generic questions which relate to 

teleconsultation in general, not telesupervision specifically. It is stated “The interview 

guide explored experience with telemedicine, technology, engagement, confidence, 

professional development, support and supervision, improvements, costs, and 

The interview guide as further described in the table addresses areas relating to 

remote supervision via videoconferencing. The  study design, methods and analysis 

section has been revised as per other reviewers comments to make this clearer to 

readers.  
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challenges”, and although reference is made to „sub-questions‟ around „telesupervision‟ 

unless this is defined and participants are directed to address their responses 

specifically to that aspect, then I believe the study as described cannot identify findings 

related to any „telesupervision‟ aspect, and is flawed.   

2. Terminology.  Is „telesupervision‟ adequately defined and appropriate? No definition 

of „telesupervision‟ is provided. The Merriam-Webster, Oxford English, and Cambridge 

Dictionaries Online each provide similar definitions of „supervision‟. For example - “the 

action or process of watching and directing what someone does or how something is 

done”. Inclusion of the word „directing‟ implies some responsibility of the supervisor, 

which in a clinical setting begs the question – who is clinically responsible for the care 

of the patient? In telehealth, this usually falls to the proximal clinician. It was not made 

clear in the paper if any pre-existing hierarchical supervisory relationship exists 

between „Junior Doctors‟ and „Senior Doctors‟ which may supercede this, therefore this 

remains unresolved, which is a concern. The default must be the proximal clinician. 

Even if junior, the clinician onsite dealing directly with the patient usually has all of the 

facts and has ultimate clinical responsibility, therefore the concept of „telesupervision‟ 

(where someone else has responsibility) would be incorrect in principle.  Furthermore, 

the telehealth literature is already littered with many phrases and terms introduced in 

an ad hoc manner. Throwing „tele‟ in front of any word is not appropriate. There must 

be a clear need for a uniquely defined term. „Telesupervision‟ has been shown above 

to be an inappropriate concept, and should not added to the already long list of words 

and phrases. The term is unnecessary and its application would be unhelpful, causing 

confusion rather than bringing clarity. The authors should continue with the practice 

they themselves began; using the phrase „supervision via videoconferencing‟, and not 

„telesupervision‟. 

I understand that the term „telesupervision‟, while known and used within Australia, 

and recognized by various Australian medical collages, may be confusing in other 

regions. Therefore „remote supervision via videocoference‟ has been used as a 

replacement. Thus making this a lot clearer. 

Had the authors provided much more context regarding their Townsville teleoncology 

training model for junior doctors in rural areas (e.g., insight around sites, activity, 

historical outline), and discussed their activity in the frame of an evaluation of a 

videoconference-based „training model‟, then it would have been more appropriate. As 

presented (introduced and framed in the concept of „telesupervision‟) the paper seems 

gratuitous.    

The model has now been described in a lot more detail to address the reviewers 

comments.  
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In the discussion it is stated “While some themes arising from this study are similar to 

those reported previously, this study identified additional aspects of telesupervision 

which must be explored further.” I cannot concur with this statement. I believe the 

findings “similar to those reported previously” can be attributed simply to the common 

practice of teleconsultation (of which much is published, with results similar to those 

found in this study), and that no “additional aspects of telesupervision” were found as 

the study design did not describe what exactly this was, and did not allow adequate 

differentiation of this aspect. The authors seem hesitant in their own writing, e.g., 

stating in regard to their own program on p19 “This was seen as important for further 

learning and would help with aspects of teaching, particularly those associated with 

physical examinations”; i.e., nothing in relation to „supervision‟   The findings 

effectively validate the current teleoncology model for the training of junior doctors in 

rural areas of North Queensland, Australia. Framed in this fashion, it would be a 

valuable contribution worth consideration for publication after revision. However, 

framing this in terms of a „telesupervision‟ model (as is currently done) is of concern 

due to the lack of focus on this aspect in the study design, and concern over 

introduction of a potentially inappropriate and certainly undesirable term to an already 

overburdened lexicon.    

 

 

Although some currently dated references are presented, many of the references are 

from the period 2000-2010, and more recent research around the value and impact of 

teleconsultation and its educational / clinical benefit could have been used. 

 

 

 

 

 

The terminology regarding telesupervision has been addressed as above and 

therefore further references regarding similarities to other studies has been revised 

within the manuscript. 
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Additional references have been added following a further literature review. 

Grammar / spelling / editorial issues:  Several items were noted during review, as 

follows:  P2, l31. In qualitative research items are not „measured‟ but examined or 

assessed.  P5, l35. Change „regimes‟ to „regimens‟, and „impatient‟ to „inpatient‟.  P5, 

l45. Change „teleonchology‟ to „teleoncology‟.  P12, l55. Change „clinicaelationship‟ to 

„clinical relationship‟.  P13, l35. Do not begin a sentence with a number.  P16, l33. 

Rephrase the sentence ending “…or utilise zoom capability view physical signs”, which 

currently does not make sense.  P17, l6-15. This segment appears contradictory and 

confusing. Re-write.  P18, l50. Change „considerable paucity‟ to „a paucity‟. 

These have been changed thank you.  

Reviewer: 3  Reviewer Name Maurice Mars  Institution and Country Professor of 

TeleHealth  College of Health Sciences  University of KwaZulu-Natal  South 

Africa  Please state any competing interests or state ‘None declared’: None 

declared 

 

The paper investigates doctors‟ perspectives of telesupervision in a teleoncology The term „telesuprvision‟ has been revised as „remote supervision via 
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service in rural Australia. There is a fundamental problem with this paper: the terms 

telesupervision and supervisor have not been defined. (See comments to the author). 

What is described can be considered to be a telemedicine (supervision) referral service 

to a specialist oncologist (supervisor). What is being described as supervision appears 

to be the educational benefit of participating in a specialist oncology tele-referral 

service. Whether this was planned or not is unclear as there is no mention of the 

development of a telesupervision model. The semi-structured interview is in some 

instances superficial or weak and leaves unasked questions which might influence the 

findings. 

videoconference‟ is now used.  

 

The model and the development of the supervision model has now been revised so 

it is described in a lot more detail, making this clearer for the reader. 

 

This is a new area of research and therefore the semi-structured interview needed 

to capture broad topics. Now that there is a body of data, further areas into specifics 

can be explored in future projects.  

My initial response was to reject this paper but there is an important finding: some 

junior doctors feel that they have been advantaged by participating in a rural 

telemedicine service. This is something that has been suggested by others, but to my 

knowledge not confirmed or supported with any evidence. With suitable revision and 

subsequent review this interesting and important finding may emerge. In its current 

form I do not feel that it can be published.   

 

Thank you for the opportunity to review this paper from the Townsville Teleoncology 

Service. The paper needs to seen in the context of several other papers by Sabesan 

and others describing the evolution of this service. The Townsville service provides 

specialist consultation by videoconference between rural hospitals and Townsville for 

initial and follow-up consultations, urgent ward and emergency consultations and 

supervision of chemotherapy regimens of most types of solid tumour. We are told that 

the model relies on “the capabilities of local, rural health professionals. 

This model has been described in more detail to address the reviewers comments. 

The current paper focuses on telesupervision and is a qualitative study of doctors‟ 

perspectives of the “Townsville teleoncology supervision model for the training of junior 

doctors in rural areas”. Unfortunately we are not given a definition of telesupervision or 

a clear description of the supervision model. 

 

Supervision has different connotations. Are the authors referring to doctors in specialist 

training who are required to be formally supervised during their training; supervision of 

The supervision model has been described in more detail, incorporating the 

requirements set out by the Australian medical colleges for medical training. This 
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the diagnosis and ongoing clinical management of oncology patients by a specialist 

and supervision of chemotherapy if relevant; or supervision of continuing professional 

development as part of the teleconsultation? Part of the understanding of supervision 

depends on whether the rural doctors are trainees and who takes clinical responsibility 

for the patient‟s care, the specialist to whom the patient is referred by videoconference 

or the rural doctor. What is being supervised, patient care, doctor training or continuing 

professional education?   

has been revised in the paper.  

It would seem that in many places in the paper the word supervisor could be replaced 

with consultant or specialist and in some places supervision with telemedicine, and still 

have the same meaning. Is this model different to many other videoconference based 

telemedicine services around the world? 

This is different to other models as it is unique for rural and regional areas. This has 

been described in more detail in the paper.  

It appears that a doctor at the rural site is present during the telemedicine consultation 

with the specialist, may or may not present the patient‟s history and clinical findings to 

the specialist, can participate in the encounter, and can discuss the case thereafter 

with the “supervisor”, who would be the specialist consulted. Again this is little different 

to many existing telemedicine services with doctors in remote areas participating in and 

learning from videoconferenced telemedicine consultations. Although there are few 

formal reports of learning through participation in clinical telemedicine, it is mentioned 

in several papers reporting doctors‟ satisfaction with telemedicine. 

The model is now described in more detail addressing the reviewers comments and 

above comments.  

The design of the semi structured interview schedule leaves several potentially 

important questions unanswered:   

 

 • No information is provided on the experience of either the senior or junior doctors in 

teleoncology consultations eg. the number of consultations undertaken, and whether 

the doctors had other exposure to videoconference based education or other clinical 

services during their undergraduate or post qualification experience.   

 • Of the 20 rural sites served by the Townsville Teleoncology Service how many were 

 

 

 

This information has now been added in the paper. The consultants have had 3-7 

years experience with videoconferencing  
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covered by the 10 junior doctors interviewed?   

 

 • Were the patients seen by the same consultant and junior doctor on each occasion? 

   

 

• Were the junior doctors interviewed “supervised” by the senior doctors interviewed? 

 

 

The trainee doctors were in 5 rural sites. This has been described in the paper 

revision.  

 

Yes on most occasions the same consultant and junior doctor saw the patient and 

this has been added to the paper revision. 

 

 

Yes they were supervised by the senior and this has been described in the revision.  

Is the “Townsville teleoncology supervision model for the training of junior doctors in 

rural areas” part of a formal, qualification or registration linked education or training 

programme? If so, how is it planned, monitored and regulated? If it is not, was 

supervision planned as part of the overall teleoncology service or was it an incidental 

finding that participation in a telemedicine service, be it videoconference or store and 

forward, has an educational benefit, as noted by others? Colven, for example, 

describes the educational benefit of participating in store and forward teledermatology 

with statistically significant diagnostic improvement after referring nine cases. 

Yes supervision of trainees is part of the medical college requirement and this has 

been described in the new revision of the paper. While remote supervision is not 

explicatively required, the act of supervision is required and therefore providing this 

to rural areas fulfils this requirement which is recognized by the Australian medical 

collages, especially given our vast distances of travel.  

The study involves interviews with 10 junior and 10 senior doctors (5 consultants and 5 

senior medical officers). It is not clear if the senior doctors were all at the tertiary site or 

if some of the senior medical officers were at rural sites. In the section Isolation, it is 

reported that four senior doctors felt less isolated. Is this because they were in rural 

areas, because they were interacting with junior staff, or because they were interacting 

with staff at other tertiary centres? 

Some of the medical officers were at rural sites and isolation was relieved because 

they were interacting with the tertiary centres. This has now been made clear in the 

paper revision.  

Under Motivates self-directed learning, were there set supervision and teaching 

sessions other than the clinical encounters and subsequent discussion involved with 

Yes there were more sessions, other than clinical encounters and this has now 
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patient management? If so, these have not been described.   been addressed in the description of the model in the paper revision.  

There are a number of errors in the references, with authors‟ names omitted and 

incorrect capitalization of journal titles. 

These have been addressed and corrected. Thank you.  

Reviewer: 4  Reviewer Name Scott Kitchener  Institution and Country Griffith 

University School of Medicine  Queensland Rural Medical Education  Please 

state any competing interests or state ‘None declared’: None declared 

 

Opening statements about workforce shortages are misleading and probably incorrect. 

Certainly the unreferenced sweeping statement in the second sentence is incorrectly 

made (doctors/person is not a measure of medical workforce) and misleading as the 

shortage is specifically in non-generalist services. 

This has been revised in the introduction to made the reference more clear. 

Points regarding isolation relate to GP trainees and to Canadians. There are papers 

that support this point more correctly and more specifically than these - OR the authors 

could write that they are referring to doctors in training being supported by tele 

oncology. 

These references have been revised in the introduction section.  

Reference is made to general workforce issues with junior doctors working in rural 

areas that are referenced by literature regarding oncology. These are misleading as 

not generalisable to junior doctors working in (general) rural medicine. The paper 

should be more specific when referring to oncology services using telemedicine. 

These references have been revised in the introduction section.  

Referencing of Health Workforce Australia is incorrectly placed. This has been placed correctly. 

The arguments are nonsense: too many medical graduates leads to too many junior 

doctors seeking specialist training positions, therefore they will need to work in rural 

areas. This is a patronising of the use of rural training positions for junior doctors for 

which no amount of piped in wisdom on telemedicine will plicate, particularly in the 

absence of any recognition or discussion of the role of actual rural doctors supervising 

and being supported to supervise these overflowing, juniors unable to get positions on 

specialist training programs in cities. 

This section has been revised in order to capture the information being described. 

The indication for supervision of junior doctors in rural areas and remote supervision 

via videoconfereincing addressing this.  

There is no mention of senior rural doctors using tele oncology. A reader would be The model looked at senior medical officers in rural areas and this was not clear in 

 on M
ay 16, 2023 by guest. P

rotected by copyright.
http://bm

jopen.bm
j.com

/
B

M
J O

pen: first published as 10.1136/bm
jopen-2014-006444 on 20 M

arch 2015. D
ow

nloaded from
 

http://bmjopen.bmj.com/


forgiven for thinking that the only doctors in rural queensland are junior and dependent 

upon senior specialists when this is not the case. There needs to be some mention of 

senior rural doctors using this service, or not using it - I note that they were not invited 

to join the study. 

the original paper. This has now been revised in the description of the model, with 

clarification regarding participants to show that senior doctors in rural sites were 

interviewed. It also shows that junior doctors are supervised by both senior doctors 

at rural sites, when available, as well as senior doctors at tertiary regional centres.  

These prejudices continue through the reporting of research that clearly indicates 

exclusion of senior rural doctors, for instance the apparent realisation that physical 

examination by "senior supervising" specialists is not possible through telemedicine. 

What of the supervisors actually present in the location supervising the junior doctors? 

 The possibility exists that the junior doctors being supervised by tele oncology in this 

study are actually completely unsupervised locally. If this is the case, then there must 

be discussion of the appropriateness of clinical governance of having a junior doctor 

without the level of supervision afforded patients in cities, being required to administer 

oncological management. It would be a valid discussion for these authors to regard tele 

oncology as potentially bridging this divide, but only in the context of a divide in clinical 

governance existing - this is not mentioned in the paper. 

The description of the model and the demographics of the participants is now 

revised to address this comment, incorporating the senior doctors at the rural sites 

in the paper.  

In conclusions, senior rural doctors are mentioned as having expressed positive 

attitudes, yet they were not included earlier as having been invited to be part of the 

study. 

This is now clear through revisions as mentioned above.  

The information is interesting, but I would recommend the paper be rewritten without 

the tertiary hospital biases and expressing the focus on junior doctors rotating out into 

rural locations.   

This has been revised through further descriptions of the model and clarity 

surrounding the senior medical officers in rural sites and the importance of this.  
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VERSION 2 – REVIEW 

REVIEWER Christopher P. Morley 
Department of Family Medicine  
SUNY Upstate Medical University  
United States of America 

REVIEW RETURNED 17-Nov-2014 

 

GENERAL COMMENTS This is a dramatically improved manuscript, and I appreciate the 
efforts made by the authors. There are still a few points that need to 
be addressed, and unfortunately, I don't think one set of comments 
was taken fully seriously, regarding discussion of cost.  
 
1. The first sentence of the Intro is still a bit choppy, owing to comma 
placement. I think there are a few points in the manuscript that suffer 
from a need to smooth transitions. Again, this is a dramatically 
improved paper. However, it could still use a very close read, simply 
for style. This is NOT a major issue. I think the manuscript could 
benefit from one more pass, perhaps from a fresh set of eyes.  
 
2. Of slightly more concern - the authors claim to have defined 
"holistic," and still use it extensively, but I cannot locate the place 
where they have defined how they are using the term, even after a 
find-term search. I apologize if I have missed something.  
 
3. Most seriously - the authors still insist on speaking about cost 
advantages of remote supervision. It is true that in one place, they 
now describe "perceived" costs, and words to that effect.  
 
However, at the risk of repeating myself from the previous review 
(and I will try rephrasing):  
 
- Regarding this aspect, all the authors have done is record that 
medical officers appreciate not having to travel, and that this method 
probably saves the costs of their travel (either their own costs, or the 
reimbursement of their costs). There is essentially NO 
acknowledgement that this is an intrinsically biased view of costs.  
 
- The statement in the author responses that the facility already had 
the necessary equipment and system to allow remote supervision is 
irrelevant in a research paper that strives for any generalizability. A 
different site, reading this paper halfway across Australia or halfway 
around the world, might need to accommodate the costs of a new or 
upgraded system; and even the site that has such equipment 
requires maintenance, upgrades, etc.  
 
- There is additional nursing and administrative time that only gets a 
mention.  
 
In the paragraphs, both existing and new/revised, that discuss cost 
are still far too willing to mention the perception of the medical 
officers who provided responses as having validity regarding the 
overall cost of remote supervision, and far too willing to describe the 
need for "further" study (which implies that the authors here have 
studied cost at all).  
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I believe some version of the following statement is about all the 
authors can state about cost:  
 
"Participants broadly endorsed the concept that remote supervision 
saved their own travel time, which in turn probably results in cost 
savings. These savings must be examined in a future study that also 
takes into account costs associated with increased nursing training, 
administrative time, and equipment purchases, maintenance, and 
upgrades. Cost-effectiveness or true cost-benefit studies of remote 
supervision are warranted, and could include both quantitative 
economic data as well as interviews with nursing, education, IT, and 
other administrative stakeholders."  
 
My intention is not to put words into the mouths (or pages) of the 
authors, although they are free to use this text if they see fit. The 
intention is to illustrate the greatest extent to which I believe the 
authors of this paper, from the data collected in THIS study, can 
speak about cost.  
 
I do not believe I can overstate how serious a flaw this is in an 
otherwise good, useful, and greatly improved manuscript. It is the 
one point that causes me to submit a recommendation of "Major 
Revision;" the prior two points together would have warranted a very 
minor revision, if not for the cost issue. 

 

REVIEWER Maurice Mars 
University of KwaZulu-Natal, South Africa 

REVIEW RETURNED 08-Dec-2014 

 

GENERAL COMMENTS The paper needs to seen in the context of several other papers 
describing the evolution of this service by Sabesan and others. The 
Townsville service provides specialist consultation by 
videoconferencing between rural hospitals and Townsville for initial 
and follow-up consultations, urgent ward and emergency 
consultations and supervision of chemotherapy regimens of most 
types of solid tumour.  
 
The current paper focuses on supervision of junior medical officers 
at rural sites and is a qualitative study of participating doctors‟ 
perspectives of remote supervision of medical training via 
videoconference: a qualitative study of the perspectives of 
supervisors and trainees. The definition of supervision is not given. 
Some definitions are „the action of supervising someone or 
something‟, „the action or process of watching and directing what 
someone does or how something is done‟, „to direct or oversee the 
performance or operation of‟ and „to watch over so as to maintain 
order, etc‟.  
 
As described in the paper, supervision includes telemedicine 
consultations, patient follow-up and dedicated teaching sessions. 
Can a referral by a junior medical officer to an oncologist for 
diagnosis and management be termed supervision? Without 
videoconferencing the patient would have been transferred to the 
tertiary centre for the consultation and the junior doctor would have 
acted on the instructions sent back with the patient.  
 
The situation is further confused as five of the senior medical officers 
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interviewed were based at rural hospitals and supposed to supervise 
the junior medical officers at their sites. From what is presented, the 
senior medical officers at the rural sites also participated in the 
teaching sessions and perhaps other sessions. I feel that the paper 
would benefit from separate presentation of the responses the 5 
oncologists and the 5 rural based senior medical officers some of 
whom appear to have participated in the supervision from the tertiary 
centre.  
 
The design of the semi structured interview schedule leaves several 
potentially important questions remain unanswered:  
 
• No information is provided on the experience of either the senior or 
junior doctors in teleoncology consultations eg. the number of 
consultations undertaken, and whether the doctors had other 
exposure to videoconference based education or other clinical 
services during their undergraduate or post qualification experience. 
What is given in table one is years of experience which appears to 
be the number of years the doctor has been in practice and not 
videoconferencing experience  
 
• Of the 20 rural sites served by the Townsville Teleoncology 
Service only four sites were covered by the 10 junior doctors 
interviewed. What was the reason for this? Could this have 
introduced bias by excluding doctors at sites with poor participation 
in the service?  
 
The possible influence of any of these questions on the findings 
should be considered.  
 
Summary:  
 
The novel outcome of this qualitative study is that some junior 
doctors felt that teleconsultation and the associated interaction with 
the consultant provided them with a learning experience which they 
would probably not have been able to gain in an urban hospital. This 
is an important observation and requires further investigation in 
other environments and disciplines.  
 
The term supervision needs clarification. I feel that the distinction 
needs to be made between clinical telemedicine consultation, 
teaching and possible supervision in post consultation management. 

 

VERSION 2 – AUTHOR RESPONSE 

Reviewer 1 

Reviewer Name   Christopher P. Morley 

Institution and Country Department of Family 

Medicine  

SUNY Upstate Medical University  

United States of America 

 Please state any competing interests or state 

‘None declared’:  None Declared 
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1. The first sentence of the Intro is still a bit choppy, 

owing to comma placement. I think there are a few 

points in the manuscript that suffer from a need to 

smooth transitions. Again, this is a dramatically 

improved paper. However, it could still use a very close 

read, simply for style. This is NOT a major issue. I think 

the manuscript could benefit from one more pass, 

perhaps from a fresh set of eyes. 

The introduction has been changed to make 

this flow more. Please see attached 

changes in mark up.  

2. Of slightly more concern - the authors claim to have 

defined "holistic," and still use it extensively, but I 

cannot locate the place where they have defined how 

they are using the term, even after a find-term search. I 

apologize if I have missed something. 

The term „holistic‟ has been removed 

throughout the paper and the use of 

multidisciplinary care has been used at 

times.  

3. Most seriously - the authors still insist on speaking 

about cost advantages of remote supervision. It is true 

that in one place, they now describe "perceived" costs, 

and words to that effect. 

 

However, at the risk of repeating myself from the 

previous review (and I will try rephrasing): 

Thank you. We have made many revisions 

to the cost section following suggestions. 

Cost is now a subtheme in the 

„practicalities‟ major theme, rather than a 

major theme.  

Regarding this aspect, all the authors have done is 

record that medical officers appreciate not having to 

travel, and that this method probably saves the costs of 

their travel (either their own costs, or the 

reimbursement of their costs). There is essentially NO 

acknowledgement that this is an intrinsically biased 

view of costs. 

This is now acknowledged in the limitations 

section.  

The statement in the author responses that the facility 

already had the necessary equipment and system to 

allow remote supervision is irrelevant in a research 

paper that strives for any generalizability. A different 

site, reading this paper halfway across Australia or 

halfway around the world, might need to accommodate 

the costs of a new or upgraded system; and even the 

site that has such equipment requires maintenance, 

upgrades, etc. 

This has now been discussed in the 

limitations and discussion section. 

There is additional nursing and administrative time that 

only gets a mention. 

This is now mentioned in the results section 

too. 

In the paragraphs, both existing and new/revised, that 

discuss cost are still far too willing to mention the 

perception of the medical officers who provided 

responses as having validity regarding the overall cost 

of remote supervision, and far too willing to describe 

the need for "further" study (which implies that the 

authors here have studied cost at all). 
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I believe some version of the following statement is 

about all the authors can state about cost: 

 

"Participants broadly endorsed the concept that remote 

supervision saved their own travel time, which in turn 

probably results in cost savings. These savings must 

be examined in a future study that also takes into 

account costs associated with increased nursing 

training, administrative time, and equipment purchases, 

maintenance, and upgrades. Cost-effectiveness or true 

cost-benefit studies of remote supervision are 

warranted, and could include both quantitative 

economic data as well as interviews with nursing, 

education, IT, and other administrative stakeholders." 

 

My intention is not to put words into the mouths (or 

pages) of the authors, although they are free to use 

this text if they see fit. The intention is to illustrate the 

greatest extent to which I believe the authors of this 

paper, from the data collected in THIS study, can 

speak about cost. 

 

I do not believe I can overstate how serious a flaw this 

is in an otherwise good, useful, and greatly improved 

manuscript. It is the one point that causes me to submit 

a recommendation of "Major Revision;" the prior two 

points together would have warranted a very minor 

revision, if not for the cost issue. 

Thank you for this paragraph, it was very 

useful and has been placed in the 

discussion section, along with additional 

information in the results and limitations 

sections.  

 

Since there was insufficient data for a cost-

benefit analysis and further discussion 

regarding costs, this has been revised as a 

minor theme and not placed as a major 

theme.  

Reviewer 2 

Name   Maurice Mars 

Institution and Country University of KwaZulu-

Natal, South Africa 

 Please state any competing interests or state 

‘None declared’:  None declared. 

 

The paper needs to seen in the context of several other 

papers describing the evolution of this service by 

Sabesan and others. The Townsville service provides 

specialist consultation by videoconferencing between 

rural hospitals and Townsville for initial and follow-up 

consultations, urgent ward and emergency 

consultations and supervision of chemotherapy 

regimens of most types of solid tumour.  

The term supervision as it relates to this 

study has now been defined using the 

definitions suggested by the reviewer.  
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The current paper focuses on supervision of junior 

medical officers at rural sites and is a qualitative study 

of participating doctors‟ perspectives of  remote 

supervision of medical training via videoconference: a 

qualitative study of the perspectives of supervisors and 

trainees.  The definition of supervision is not given. 

Some definitions are „the action of supervising 

someone or something‟, „the action or process of 

watching and directing what someone does or how 

something is done‟, „to direct or oversee the 

performance or operation of‟ and „to watch over so as 

to maintain order, etc‟. 

As described in the paper, supervision includes 

telemedicine consultations, patient follow-up and 

dedicated teaching sessions. Can a referral by a junior 

medical officer to an oncologist for diagnosis and 

management be termed supervision? Without 

videoconferencing the patient would have been 

transferred to the tertiary centre for the consultation 

and the junior doctor would have acted on the 

instructions sent back with the patient.  

 

The situation is further confused as five of the senior 

medical officers interviewed were based at rural 

hospitals and supposed to supervise the junior medical 

officers at their sites. From what is presented, the 

senior medical officers at the rural sites also 

participated in the teaching sessions and perhaps other 

sessions. I feel that the paper would benefit from 

separate presentation of the responses the 5 

oncologists and the 5 rural based senior medical 

officers some of whom appear to have participated in 

the supervision from the tertiary centre. 

 

 

 

 

 

The model has been mentioned in the 

introduction and the model description 

regarding the type of supervision provided. 

How this is unique for rural centres and 

different to a face-to-face model of 

traditional supervision has been mentioned. 

Parts of the introduction have been revised 

to make this more clear – please see mark 

up version.  

 

 

 

 

 

 

 

There were only two occasions were there 

were differences of perceptions between 

rural based senior medical officers and 

Townsville oncologists. These were in the 

„isolation‟ subtheme and the „physical 

examinations‟ subtheme. This has been 

made clear in both these sections as well 

as in the methods, results, and discussion 

sections.  

The design of the semi structured interview schedule 

leaves several potentially important questions remain 

unanswered:  

 

•       No information is provided on the experience of 

either the senior or junior doctors in teleoncology 

consultations eg. the number of consultations 

undertaken, and whether the doctors had other 

exposure to videoconference based education or other 

clinical services during their undergraduate or post 

Information has now been added in relation 

to the doctors experiences of using 

videoconference/teleoncology prior to the 

study. While other suggested data could be 

a useful addition to a study such as this, it is 

not available among the data set from this 

study. Therefore, suggestions for future 

study into this in a more quantitative 

approach would be useful and have been 

included within the discussion/limitations 

sections.  
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qualification experience. What is given in table one is 

years of experience which appears to be the number of 

years the doctor has been in practice and not 

videoconferencing experience 

 

 

 

 

Of the 20 rural sites served by the Townsville 

Teleoncology Service only four sites were covered by 

the 10 junior doctors interviewed. What was the reason 

for this? Could this have introduced bias by excluding 

doctors at sites with poor participation in the service?  

 

The possible influence of any of these questions on the 

findings should be considered. 

 

The reason for this was that the only sites in 

which junior medical officers are placed are 

in these four rural sites. This has now been 

made clear in the methods 

section/participant sample frame.  

Summary:  

 

The novel outcome of this qualitative study is that 

some junior doctors felt that teleconsultation and the 

associated interaction with the consultant provided 

them with a learning experience which they would 

probably not have been able to gain in an urban 

hospital.  This is an important observation and requires 

further investigation in other environments and 

disciplines. 

 

The term supervision needs clarification. I feel that the 

distinction needs to be made between clinical 

telemedicine consultation, teaching and possible 

supervision in post consultation management. 

 

 

 

 

 

 

Theses have been addressed as above 

comments 

 

VERSION 3 - REVIEW 

REVIEWER Christopher P. Morley, PhD 
SUNY Upstate Medical University  
Syracuse NY  
USA 

REVIEW RETURNED 09-Jan-2015 

 

GENER
AL 
COMME
NTS 

This paper has developed into a good addition to the literature. This study does a 
wonderful job of describing how the teacher-learner dyad functions via remote 
supervision. However, I am still deeply uncomfortable with the handling of the "cost" issue.  
 
Perhaps an analogous, hypothetical example would be helpful in elucidating my objection 
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to the handling of the cost issue in this paper. Suppose this article were a clinical drug trial 
for, say, a chemotherapeutic agent. One might incorporate a true RCT with a qualitative 
component to the trial, asking patients about things like side effects, their feelings about 
trying a risky new compound, etc., and the data provided by patients in response to 
questions like these would be true to their own experiences. HOWEVER, we would not 
typically evaluate whether the drug were effective by asking patients their opinion about 
whether it was better than placebo (or standard treatment) at shrinking a tumor, or 
improving survival. Patient participants may hold opinions, and those opinions may even 
be well-informed, given their situation and experience, but neither the design of the 
qualitative phase of this hypothetical study, nor the informants (the patients), would be 
adequate to answering questions about drug effectiveness.  
 
The situation is similar here: what would be needed to study costs is an entirely different 
(and quantitative) study design. While the information provided by the participants 
regarding their perceptions of costs, in the case of the study under review, might be 
informative and hypothesis generating, neither the qualitative design nor these informants 
(alone or at all) are correct to answer questions about costs, any more than a qualitative 
phase of an RCT generating patient opinions would be correct to answer questions about 
drug effectiveness. (This does not diminish the value of patient input into the effects upon 
things they can report and know well, such as symptoms, side effects, life consequences, 
anxiety about trial participation or uncertainty, etc.).  
 
I hope this hypothetical comparison is helpful. It seems, in the current case, that the 
authors want very much to report about a reduction in costs, or at least report that their 
participants think telesupervision reduces costs. This leads to some specific linguistic 
choices that are still not conservative enough.  
 
Specifically:  
 
Abstract  
Major theme included/described as "costs," as opposed to "perceptions of costs."  
 
Table 3:  
"Perceptions of Costs" included (see further commentary)  
 
Results  
Costs:  
"This perceived cost benefit is potentially passed to patients in the long term through 
better care and increased time for patient consultations, avoiding absences for training 
purposes." - This statement is overly speculative; the study design does not address this 
outcome, and the statement as worded does not belong in the results section.  
 
Discussion  
"Perceptions regarding a reduction in costs for travel and training of medical officers and 
patient travel were also noted to be an advantage by both supervisors and junior medical 
officers." - This is certainly a cost savings in this category, but a cost savings in one 
category does not automatically lead to an overall reduction of costs, especially if 
technology installation, maintenance, training, nursing support etc. are increased. It MAY 
be true that the reduction in travel offsets the increase in these other costs, but this study 
design does not address that question, nor are the respondents necessarily the right ones 
to address the issue.  
 
"However, formal economic analysis is needed before firm conclusions can be made 
about the cost benefits of remote supervision models." - The use if the words "firm 
conclusions" implies that any (infirm) conclusions can be drawn from this article. I am 
maintaining that there are no conclusions, firm or otherwise, that can be drawn about 
costs from this article. The sentence should replace "firm" with "any."  
 
 
My advice would be to discuss the four other themes; and mention the cost issue only in 
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the discussion section, and there, only in terms of generating a hypothesis about cost 
savings that needs to be tested elsewhere. These changes could be performed quickly, 
and the paper would be a very strong qualitative work in that case.  
 
 
One other small point... The authors may want to consider the following article, which 
came out the day this review was submitted:  
S. Werne et al. Supervisor Continuity or Co-Location: Which Matters in Residency 
Education? Findings From a Qualitative Study of Remote Supervisor Family Physicians in 
Australia and Canada. Academic Medicine (post-author correction version) 2015.  
http://journals.lww.com/academicmedicine/Abstract/publishahead/Supervisor_Continuity_
or_Co_Location___Which.98905.aspx  

 

REVIEWER Maurice Mars 
University of KwaZulu-Natal  
South Africa 

REVIEW RETURNED 23-Jan-2015 

 

GENERAL COMMENTS Thank you for the opportunity to review this paper again. It describes 
the educational benefits that can be derived by referring doctors in a 
telemedicine service. The approach is not as novel as the authors 
make out as there are several papers reporting the learning effect of 
participating in a telemedicine service, be it synchronous or 
asynchronous, even without additional teaching during or after the 
consultation. What is novel is the perception of some junior doctors 
that they have been advantaged by participating in a telemedicine 
service in which the consultants spent time talking to them about the 
cases – teacing. From what I have gathered in this paper and 
previous iterations is that all teaching occurred during or after a 
patient consultation.  
 
In the limitations of the study reference is made to the 
implementation of remote supervision models such as this in other 
centres. Surely in the model, supervision is a secondary benefit of a 
functional telemedicine service. So the recommendation should be 
to implement telemedicine services in other disciplines and ensure 
that time is allocated for discussion after a consultation.  
 
Table 3 would be improved by identifying the senior Physicians as 
Senior Medical Officers (SD) and Oncologists (SO).  
 
Queries:  
 
Page 4, lines 30-35: what is meant by, “...concerns have been raised 
about the variability, quality, and intensity required to provide 
specialist services...”? To what does intensity refer? 

 

VERSION 3 – AUTHOR RESPONSE 

Reviewer 1 - I have now made revisions to the cost, taking out the suggested parts and only 

discussing hypothesised costs in the discussion section. I have also added reference to the literature 

that you suggested useful. Please see the marked version and the attached response document 

outlining the responses to your review.  

 

Reviewer 2 - I have made changes following all your suggestions. Limitations, table 3 and page 4 
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comments have been addressed. Please see the attached response document outlining the changes 

and the marked version outlining the changes. 
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